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INTRODUCTION BY PANEL CHAIR
This is the first Annual Report of the Pan Dorset Child Death Overview Panel.  It provides a summary of the work undertaken by the Panel since April 2009 and sets out the priorities for future development to address the principle strategic objective of reducing child deaths across the county of Dorset.  The Panel is accountable to both the Dorset Safeguarding Children Board and the Bournemouth & Poole Safeguarding Children Board and, as such, is required to report to them on its work at the end of the year.

Although this report covers the period 1 April 2009 to 31 March 2010, the data set covers the period 1 January 2009 to 31 December 2009 which corresponds with the reporting processes within the National Health Service.  As a consequence, the data should be more accurate, and therefore more relevant and meaningful, as the precise causes of death are not immediately apparent and can sometimes take some considerable time to establish in more complex cases.

The Panel has met on a quarterly basis throughout the period April 2009 to March 2010.  In May 2009 an Administrator was appointed, followed by the appointment of a Project Manager in September, providing dedicated resources to support the work of the Panel to ensure it fulfils its statutory requirements.
During the period January 2009 to December 2009 the Panel was notified of 45 deaths, with 73% of these occurring in the first year of life.  Of the deaths where a cause was established, 20 or 44% were classed as unexpected.

The focus for the Panel for the forthcoming year will be on deaths in infancy, identifying risk factors and the most effective preventative measures to reduce them.  The Panel will also collect and analyse data relating to alcohol and substance misuse, mental health issues, domestic violence and other socio-economic factors to identify any links or emerging themes relating to child mortality.

It is recognised that Dorset has relatively fewer child deaths compared with panels servicing a greater number of LSCBs across more densely populated areas and therefore locally, trends and emerging themes can be more difficult to identify.  To address this, during the forthcoming year stronger links and proactive engagement will take place within the South West region with other panels, and a number of joint themed meetings have been planned to review collective anonymised data relating to more unusual causes of child death.  The Panel will also strengthen its links with the South East region in recognition of the paediatric cardiac service provision for Dorset children in Southampton hospitals. 
The death of any child is a tragedy for all those involved.  It is hoped that the work of CDOP can contribute to a greater understanding of the reasons for those deaths and to ensure that, as far as possible, such tragedies can be avoided or prevented in the future.
Dr Adrian Dawson

Director of Public Health, Bournemouth & Poole NHS PCT

Chair of Pan Dorset Child Death Overview Panel

BACKGROUND TO CHILD DEATH OVERVIEW PANELS
The publication of Working Together to Safeguard Children (2006) provided the statutory framework for new processes in relation to reviewing childhood deaths.  The LSCB Regulations required LSCBs to establish procedures both to respond rapidly to individual unexpected childhood deaths and to review all childhood deaths in a systematic way.  The core responsibilities of the Child Death Overview Panel are as follows:

(a) collect and analyse information about each death with a view to identifying - 

(i) any case giving rise to the need for a Serious Case Review;
(ii) any matters of concern affecting the welfare of children in the area of the authority; and

(iii) any wider public health or safety concerns arising from a particular death or from a pattern of deaths in that area.
(b) put into place procedures for ensuring that there is a co-ordinated response by the authority, their Board partners and other relevant persons to an unexpected death.

Summary of the Principal Functions of the Child Death Overview Panel
· reviewing the available information of all deaths of children up to 18 years of age to determine whether the death was preventable;

· implementing, in consultation with the local Coroner, local procedures and protocols on enquiring into unexpected deaths, and evaluating these as part of the information set held on all deaths in childhood;

· collecting and collating an agreed national minimum dataset on each child who has died and seeking relevant information from professionals and family members;
· meeting frequently to review and evaluate the routinely collected data on the deaths of all children, and thereby identifying lessons to be learnt or issues of concern, with a particular focus on effective inter-agency working to safeguard and promote the welfare of children;

· monitoring the appropriateness of the response of professionals to an unexpected death of a child, reviewing the reports produced by the rapid response team on each unexpected death of a child and providing professional feedback on their work;

· referring to the chair of the LSCB any deaths where, on evaluating the available information the Panel considers there may be grounds to undertake further enquiries, investigation or a Serious Case Review and explore why this had not been previously recognised;

· providing relevant information to those professionals involved with the child’s family so that they, in turn, can convey the information in a timely manner to the family;

· monitoring and advising the LSCB on the resources and training required locally to ensure an effective inter-agency response to child deaths;

· organising and monitoring the collection of data for the nationally agreed minimum data set, and making recommendations for any additional data to be collected locally;
· identifying any public health issues and considering with the Director of Public Health how best to address these and their implications for both the provision of services and for training; and

· co-operating with regional and national initiatives to identify lessons on the prevention of child deaths.

SCOPE OF REVIEWS AND COMMON TERMINOLOGY

The Child Death Overview Panel has the responsibility to review all child deaths up to, but not including, 18 years of age.
Understanding Common Terms relating to Perinatal and Neonatal Death
· Stillbirths – not considered by CDOP - only live births considered by CDOP.

· Perinatal Death – death of a foetus or newborn occurring after 24 weeks of pregnancy, during childbirth and up to 7 completed days of life.

· Neonatal Death – from birth to 28 days.

· Post Neonatal Death – 28 days to 1 year.

· Infant Death – birth to 1 year.



SIMPLIFIED PAN DORSET CHILD DEATH REVIEW PROCESSES
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CURRENT CORE MEMBERSHIP OF PAN DORSET CDOP

Current core membership:
	Adrian Dawson (Chair)
	Director for Public Health
	NHS Bournemouth & Poole

	Reg Pengelly (Vice-Chair)
	Assistant Director – Safeguarding Children
	NHS Dorset

	Rick Dowell
	CDOP Project Manager
	DCC Children’s Services

	Tanya Foley
	Safeguarding Manager
	DCC Children’s Services

	Allison Ryder
	Head of Children’s Nursing
	Dorset County Hospital FT

	Wendy D’Arrigo
	Designated Doctor for Child Deaths at DCH
	Dorset County Hospital FT

	Julie Doherty
	Designated Doctor for Safeguarding
	NHS Dorset, Bournemouth & Poole

	Fiona Haughey
	Deputy Director for Health Improvement
	NHS Bournemouth & Poole

	Janet Kelsall 
	Designated Doctor for Childhood Deaths
	Poole Hospital NHS FT

	Karen Fernley
	Specialist Nurse – Child Protection
	Poole Hospital NHS FT

	Fiona Grant
	Detective Chief Inspector Public Protection
	Dorset Police

	Jean Haslett
	Service Manager
	Bournemouth Social Care

	Jill Aiken
	Quality Assurance & Improvement Advisor (Safeguarding & LADO)
	Poole Children’s Services

	John Merrick
	Public Protection Trainer
	Dorset Police

	Mary Smeaton
	Safeguarding Manager
	South Western Ambulance Service


Co-opted members:

	Angela Salter 
	Named Doctor for Safeguarding
	NHS Dorset

	Helen Williams
	Clinical Midwifery Manager
	Poole Hospital NHS FT

	Sheriff Payne (or rep)
	Coroner
	Coroner’s Office, East Dorset


2009/10 WORKPLAN - UPDATE 


· Child deaths are reviewed by the CDOP in clusters and will highlight themes annually.
Update – Two cluster reviews were conducted – oncology in August and infant deaths in November.

· The CDOP will be adequately resourced with a project manager and administrator.

Update – Both posts have been filled.

· Rapid response home visits will be achieved.

Update – Designated paediatricians and a senior member of Dorset Police Child Abuse Investigation Team work together with other agencies to co-ordinate responses.  

· Multi-agency staff will be aware and understand their functions in the child death process.

Update – A questionnaire has been devised to inform a training needs analysis to ensure relevant training is identified, prioritised and delivered.  Regional rapid response refresher training will be delivered to lead professionals in May.  An information sharing protocol has been established for secure and confidential sharing of data.
DATA SUMMARY – 1 JANUARY 2009 to 31 DECEMBER 2009 
The Pan Dorset Child Death Overview Panel collects data principally from two sources – Dorset County Hospital in the West and Poole Hospital in the East.  These two hospitals have specialist paediatric services that treat children with life threatening conditions which can lead to “expected” deaths and have specialist Accident & Emergency Units and Paediatric Intensive Care Units where children who die “unexpectedly” are usually received.
The data is split into West and East to reflect the geographic locations of the hospitals and does not correlate with the Local Authority boundaries which determine the two LSCBs.  Where children are transferred to specialist regional acute hospitals, for example in Bristol or Southampton, and subsequently die, they are included in the data where they resided.  Similarly, in cases where expectant mothers are transferred to regional hospitals where specialist delivery resources are available and the child subsequently dies, the data will be reflected in the home address of the family.

Total Child Deaths – 2009 comparison with 2008
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Total Child Deaths by Age
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Total Child Deaths by Gender
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Total Child Deaths by Ethnicity
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Causes of Death – 2008 Data
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Perinatal & Neonatal Deaths
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Expected and Unexpected Deaths
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Child Deaths Reviewed by Child Death Overview Panel April 2008 to December 2009
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Preventability
The Panel should categorise the ‘preventability’ of the death as either:
Preventable – identifiable failures in the child’s direct care by any agency, including parents; latent organisational, systematic or other indirect failure(s) within one or more agency;
Potentially preventable – potentially modifiable factors intrinsic to the child; or
Not preventable – death caused by intrinsic or extrinsic factors, with no identifiable modifiable factors.

During 2009/10 CDOP reviewed a total of nine cases, none of which were deemed to be 
‘preventable’.
Emerging Themes
From the data available, analysis undertaken and cases reviewed by the Child Death Overview Panel, there were no significant matters of concern affecting the safety and welfare of children in Dorset or other wider public health and safety concerns which needed to be reported to either LSCB during 2009/10.  However, the most common causes of potentially preventable deaths related to children who died whilst co-sleeping with one or both parents.  In order to address this, during 2010/2011 the Panel will collate additional local data which focuses specifically on the following:-

· Alcohol misuse

· Substance misuse

· Mental health issues

· Domestic violence

· Socio-economic factors

· Ante-natal service provision and advice/guidance about co-sleeping in particular

· Ante-natal - booking time and level of engagement by expectant parent(s)
This data will provide a clearer picture locally of the extent of the problem and will inform any future action plans deemed necessary and appropriate.
Dorset Safeguarding Children Board & Bournemouth & Poole LSCB – CDOP Work Plan 2010/11

	Objective
	Action
	How will we know it is completed/successful
	When will it be completed?
	Who will lead on this action?
	What impact will this have on children, parents and staff?

	Implement statutory requirements as detailed in Chapter 7 of Working Together to Safeguard Children (2006)
	· To review all childhood (0-18 yrs)deaths
	All deaths reviewed and action plan produced
	Ongoing quarterly
	Child Death Overview Panel
	The focus on preventability will enable Dorset to learn lessons and make changes following each child death

	
	· To identify trends in childhood deaths and make/implement recommendations on preventability
	Action plan implemented and analysis undertaken
	Ongoing quarterly
	Child Death Overview Panel
	

	
	· To present an annual report to the DSCB and publish on the DSCB website
	Report received and scrutinised by the DSCB
	April 2010
	Child Death Overview Panel
	


Future Developments
· Adoption of revised Department for Children, Schools & Families (DCSF) national data collection forms.
· Review of policies, procedures and protocols and implementation of new statutory requirements following publication of final version of revised Chapter 7 of Working Together to Safeguard Children.

· Produce training programme for members of the Panel and professionals engaged in rapid response process.
· Organise Awareness Conference for Panel members and other associated agencies.
· Engage in Regional themed joint CDOP meetings for uncommon causes of death in children.

· Current Area Based Grant funding stream comes to an end in April 2011 to finance the national child death overview process.  There is a need to scope potential options for the future continuance of the child death overview process which will be dependant upon future Government funding decisions during 2010.
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2009 


During 2009 there were 45 child deaths in Dorset with 66% in the East and 33% in the West.





2008 


During 2008 there were 47child deaths in Dorset with 60% in the East, 38% in the West and 2% representing a child who resided in an adjoining County but died in Poole Hospital.
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51% of all child deaths during 2009 occurred within the first 27 days increasing to 73% within the first year from birth. 
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Extreme prematurity is a significant factor in perinatal and neonatal deaths ranging from 22 to 28 weeks.  43% of all perinatal and neonatal deaths were as a consequence of extreme prematurity.  
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An unexpected death of a child is defined as the death of a child that was not anticipated as a significant possibility 24 hours before the death, or where there was a similarly unexpected collapse leading to or precipitating the events that led to the death.


Note – this definition is likely to change in the final version of Working Together 2010 to make the 24 hour period less prescriptive.
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An overview of all child deaths in the LSCB areas will be undertaken.  Data is available from April 2008.  Of all deaths from April to December 2008, 59% have been reviewed by CDOP whilst only 11% of all deaths during 2009 have been reviewed by CDOP.  


There is no defined period specifying when cases should be reviewed by CDOP although draft guidance now refers to cases being discussed in a “timely manner”.


Local Case Reviews chaired by Designated Doctors were conducted for all deaths in 2008.  Local Case Reviews have been conducted in 30 cases during 2009, with 15 local reviews still outstanding.
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66% of all child deaths during 2009 were male compared with 33% female.  This compares with 64% male and 36% female during 2008.





83% of child deaths during 2009 were classified as White British with 13% classified as other ethnic groups.  The ethnic group was not recorded for two deaths or 4% of the total.  A comparison has not been made with the existing ethnicity profile of Dorset as the latest figures available from the Office of National Statistics date back to 2001.
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Form C anonymised and presented at CDOP meeting





Identify all practitioners involved – briefings as appropriate





Local case review meeting chaired by Designated Child Death Consultant Paediatrician.  Form C – Analysis Proforma – completed and sent to CDOP Administrator
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Appropriate feedback to parents





Further case discussion following final results of post mortem





Home visit within 24 hours to gather information for unexplained or suspicious deaths





Notification to CDOP Administrator using Form A











Learning points/actions addressed and tracked by lead professionals





Invitations and data collection Form B sent by DCH & PGH to all key agencies for local case review meeting





Child Health/Community Paediatrics informed





Early strategy meeting with lead practitioners – health, police, children’s social care, GP, health visitor, coroner – initial post mortem results discussed – plan agreed – lead agency identified





Population of local CDOP database





Urgent notification to Paediatric Consultant and Police who will initiate Rapid Response process and agree the most appropriate multi-professional response
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* Denotes 5 or less deaths








Data is not yet available for 2009.  The data presented is for the deaths of children during 2008 and has been extracted from the classification of deaths recorded within Form C –  the Analysis Proforma which is presented to considered by the Panel.
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