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4LSCB CHILD DEATH OVERVIEW PANEL Annual Report
2016/17
Foreword
We know that losing a child is very traumatic and the 4LSCBs1 would like to send
deepest sympathies to all the families and communities who have been affected by a
child death.
This report covers child deaths in the 4LSCB area which incorporates Hampshire,
the Isle of Wight, Portsmouth and Southampton (see figure 1). The 4LSCBs
undertake comprehensive reviews of child deaths, to better understand why children
die, and use the findings to take action to help prevent future child deaths. The report
also updates on progress against previous recommendations and in addressing the
priorities.
The 2016/17 4LSCB Child Death Overview Panel (CDOP) Annual Report provides a
synopsis of child deaths reviewed during the year across the 4LSCB area. The
Hampshire LSCB leads on the collation of the 4LSCB CDOP Annual Report with all
LSCBs providing their data and information in a defined template. Over the past year
the child death review process has identified themes around the causes of some
child deaths and developed recommendations about what can be done to help
prevent deaths in children and young people in the future across the 4LSCB area.
The combined report provides information for the four individual LSCBs to use and to
inform their own work plans.
Figure 1: The 4LSCB area - Hampshire, the Isle of Wight, Portsmouth and
Southampton

Source: Public Health England (PHE) Local Health
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Local Safeguarding Children Boards (LSCBs)
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The Child Death Overview Panel
The Child Death Overview Panel (CDOP) is a sub-group of the LSCB and is
responsible for reviewing all deaths of children from birth up to 18 years of age who
reside in their area. CDOPs were statutorily established in April 2008 under the
Children Act (2004). There are four CDOPs across the 4LSCB area – the
Hampshire, Isle of Wight, Portsmouth and Southampton CDOPs.

Core Functions of the Child Death Overview Panel
One of the most important reasons for a CDOP to review child deaths is to identify
any themes so that steps can be taken wherever possible to protect other children
and prevent future deaths.
The process for reviewing child deaths has continued to evolve in 2016/17, following
the transitional year of the revised CDOP arrangements. Individual LSCBs have now
established processes for reviewing child deaths within their respective LSCB area.
Governance arrangements
Central Government responsibility and oversight for safeguarding children is located
in the Department for Education (DfE) and locally within each respective LSCB. We
await further information on statutory arrangements and governance structures
following recommendations from the Wood Report1 that are being enacted through
the Children and Social Work Bill 20172.The review suggested establishment of a
national-regional model for CDOPs, hosted within the NHS, introducing a national
child mortality database and ownership of the arrangements for supporting CDOPs,
moving from the DfE to the Department of Health (DH).
During April 2017, CDOP Chairs along with Board Managers from the 4LSCBs met
to discuss several issues, one of which was a need to review the existing
memorandum of understanding (MOU) that was developed to support the transition
and new CDOP configuration. The MOU was amended slightly to reflect
administrative functions but it was agreed that a major review was not appropriate in
light of the Wood Report recommendations and the expectation of confirmation of
the new arrangements within a few months. The updated MOU2 is in place between
the four LSCBs and sets out where and how each LSCB and CDOP will work
together, effective from April 2017.
Themes and recommendations from CDOP across the 4LSCB were also discussed,
including the scope and structure of the 2016/17 4LSCB CDOP annual report. The
4LSCB partnership agreed that Hampshire would continue to produce the 4LSCB
CDOP annual report.
Within the current arrangements the CDOPs and their Chairs are accountable to the
Independent Chairs of each of the LSCBs.
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http://www.hampshiresafeguardingchildrenboard.org.uk/wp-content/uploads/2017/09/CDOP-MOU-updated-26.04.17.pdf
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Panel membership
Panel membership ensures that there is an appropriate level of expertise and
experience as well as correct agency representation. The membership of all the
panels in the 4LSCB has seen varying changes over the past year and whilst this is
inevitable there is a need to ensure consistency in the quality assurance of the
CDOPs.
CDOP Chairs
Hampshire – Sallie Bacon, Director of Public Health, Hampshire County Council
Portsmouth - Tina Scarborough, Deputy Director of Quality and Safeguarding, NHS
Portsmouth CCG
Southampton - Fiona Bateman, Independent Chair, Southampton Local
Safeguarding Children Board (for the duration of the 2016/17 CDOP annual report)
Isle of Wight - Rida Elkheir, Director of Public Health, Isle of Wight Council

Purpose
The purpose of the report is to provide an analysis of emerging themes, patterns or
trends identified by the CDOPs following a review of all child deaths in the 4LSCB
area in 2016/17 and use it make recommendations for action. It informs the 2017/18
priorities for the 4LSCB and helps inform part of the strategic framework to
safeguard and promote the health and welfare of children for the partnership. The
report may highlight areas for a deep dive as part of local Joint Strategic Needs
Assessments.
It is important to bear in mind that whilst deaths in children are rare and tragic
occurrences, when they do occur they may provide clues/pointers to underlying and
undetected ill health and social care need.

Scope
This annual report contains information on reviews of child deaths from the 4LSCB
CDOPs that occurred between 2016/17. It includes an update on the achievement of
recommendations from the 2015/16 CDOP Annual Report. The report provides a
reflection on current national drivers/reports. It provides an overview of child deaths.
A descriptive analysis of child death reviews is presented, including a review of
trends in modifiable/non-modifiable factors and correlations. Pre-24 gestational week
deaths, disability, long-term conditions (LTCs) -epilepsy, diabetes, asthma, sudden
unexpected deaths in infancy (SUDI), suicides and parental mental health problems
including perinatal mental health, are also presented as these were themes drawn
from CDOPs across the 4LSCB area. An overall 4LSCB analysis followed by
individual LSCB analyses are provided. The report concludes with an aggregated
summary of lessons learned and resulting recommendations on priorities for
2017/18.
5

Limitations
Considerable improvements have been made during the year in the quality of
information submitted to CDOPs. However, there are still of limitations to our
analysis. In some cases we have incomplete and inconsistent information. This is
due to a variety of reasons: There may be difficulties and delays in sharing child
death information between agencies, differences in classification of deaths between
CDOPs and variation in death certification. This means that there remain gaps in our
knowledge leading to incomplete learning. There are some data quality concerns the poor quality of some forms such as paucity of information on about ‘fathers’ in
regards to their health and social factors, maternal smoking status, Maternal BMI
and local area deprivation, means that the analysis of child deaths can be delayed,
incomplete and inconsistent. Delays in reviewing a death can be due to several
factors, including the time required for final reporting of a specialist post mortem,
Police investigation and the time it takes to obtain complete information from all
involved agencies.
There will always be a discrepancy in the number of children dying (registered
deaths) and number being reviewed (CDR) because of the time between a death
and that death being reviewed, and thus figures on registered child deaths and child
death reviews are not comparable
The number of child deaths is relatively small which means that there is random
variation in the number of deaths due to the inevitable variability of natural events
and this can make it difficult to make valid comparisons and interpretations of
trends.
In addition the information in the report is unavoidably heavily weighted towards
Hampshire, as it has a significantly larger child population than Isle of Wight,
Portsmouth or Southampton and so the largest number of child death reviews within
the 4LSCB population. The small numbers of child death reviews in the Isle of Wight,
Portsmouth and Southampton CDOPs mean that local themes could not be drawn
out and so the recommendations relate mostly to those derived from Hampshire
child death reviews.
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Update on recommendations from the 2015/16 CDOP annual report
We have seen substantial developments following reviews of child deaths. Progress
has been made on the Hampshire recommendations from the 2015/16 CDOP annual
report.
Lessons from the analysis of child death reviews
Over the year the following themes were identified in the death reviews from the
2015/16 CDOP annual report and actions were taken to identify how we could
intervene to reduce the number of deaths in these categories:
 Pre-24 week gestation neonatal deaths
Challenge: Reviewing deaths of babies born under 24 weeks gestation was an area
of concern for the Hampshire CDOP because of the volume of deaths that come to
CDOP for review versus the capacity of the panel to complete all reviews in a timely
manner.
Recommendation: Develop an approach for reviewing deaths of pre-24 week
babies.
Action: A desk top assessment of what approaches different LSCBs were taking
with regard to reviewing deaths of babies born under 24 weeks gestation was
undertaken. Different models were identified and a task and finish group was set up
to look at the potential of developing an alternative model for reviewing registered
deaths of babies under 24 weeks gestation. On monitoring the number of cases, it
was agreed that the number of deaths warranted separate consideration. A pre-24
week CDOP meeting was set up to review these deaths, with a summary of findings
collated for presentation at the main CDOP. CDOPs are required to collect
information about all babies who are born with any signs of life and registered as live
births, regardless of the gestation, so that modifiable risk factors can be identified,
and through the child death review process, help prevent further such child deaths.
The cut-off of 24 weeks gestation was agreed to align with the current gestational
age of viability set at 24 completed weeks of pregnancy. A profile of the pre-24 week
gestation neonatal deaths is presented further in this annual report.


Co-sleeping and sudden unexpected deaths in infancy (SUDI), especially
where the parent has consumed alcohol or drugs
Challenge: SUDIs due to unsafe sleeping conditions and co-sleeping continue to be
a leading cause of preventable child death nationally.
Recommendation: Take some focused action on SUDIs due to unsafe sleeping
conditions, in particular cases of co-sleeping that were strongly related to parental
consumption of alcohol or drugs.
Action: To address these concerns the CDOP sought assurance into whether and
how the newly commissioned Children’s Public Health Nursing Service tackled safe
sleeping. The service clarified that it promotes protective behaviours such as
breastfeeding, supports parents to stop smoking, encourages safe sleeping and
7

provides parenting education on caring for babies and the dangers of co‐sleeping.
Advice on safe sleeping is informed by the Lullaby Trust3 guidelines and the
information is held in the personal child health record (red book). Every contact is
used to promote safe sleeping, including antenatally, at the new birth visit and at
additional contacts. The advice particularly includes situations where there is a
single bed, when there is a change to usual sleep arrangements, for example: when
sleeping away from home or the baby is looked after by relatives or friends, where
the parent/carer has consumed alcohol or drugs and caution about falling asleep on
the sofa with the baby. Dangers of co-sleeping are highlighted. Health information
for children receiving an enhanced service and assessed as vulnerable, is recorded
in the electronic patient record (EPR) system - RiO3. An alert system is used in order
for them to be easily distinguished within the team caseload to support safeguarding.
Efforts continue to improve every baby’s health especially those who are
disadvantaged and need particular attention, to overcome factors that mitigate their
parents making healthy choices. Safe sleeping for babies is promoted across
Midwifery and Health Visiting services and the Family Nurse Partnership (FNP) to
ensure a clear and consistent message. Tackling the issue of safe sleeping is a
priority and will be a topic for focussed discussion by the CDOP this year. Safe
sleeping practice is part of the Scottish Government’s Baby Box scheme4 being
piloted in August 2017. It will be important to closely monitor developments on the
impact of the scheme in reducing child deaths.


Self-harming, teen suicide and implementation of the Suicide Prevention
Plan
Challenge: Young people's mental health including self-harming and teenage
suicide have been the subject of investigation and continue to be so.
Recommendation: Support and promote work to improve young people’s mental
health, including implementation of the Emotional Health and Wellbeing Plan and the
Suicide Prevention Plan.
Action: A needs assessment of the emotional/mental health of our children has
been undertaken to help clarify and document issues. The Hampshire Suicide
Prevention Plan is being implemented through an innovative partnership with a
range of agencies including the Police, NHS, the Samaritans and South Western
railway (formerly South West Trains). Postvention interventions are being developed
including identifying key support for families and the development of a real time
surveillance process. A postvention protocol for use in Hampshire schools and
colleges is being developed. Local implementation of suicide prevention group
initiatives such as displaying Samaritans help line numbers in high suicide frequency
locations has been done, for example at the Itchen Bridge and the railways, working
with Network Rail and South Western Railway. The signs are not in a place that
would advertise the site as a place to die from suicide and there is no evidence that
3

RiO is an electronic case record system

8

mentioning suicide encourages someone to take their life. Evidence suggests that
nudging someone at the point of suicide can be effective in reducing suicide as
people use the signs and call the numbers. The self-harm pathway has been
reviewed by a multi-disciplinary group and disseminated to agencies in Hampshire. A
thematic review of suicides in young people aged under 25 was undertaken by
Hampshire Public Health but valid conclusions may prove difficult due to the small
number of child suicides. Emerging findings from the thematic review showed results
that were similar to those observed nationally. They are being used to inform work
on suicide prevention including the type of support required for schools. Ensuring
awareness of how services can link together if they are concerned about a young
person is a key aspect of the work. There are various ongoing initiatives by agencies
which encourage young people with mental health issues to come forward for help.
The Hampshire CDOP’s actions regarding suicide prevention are linked with the
Hampshire Suicide Prevention Plan to avoid duplication. Whilst serious suicide
attempts are an important category with very similar factors to those completing
suicide, they are not within the CDOP remit as they are not child deaths. Suicides
are addressed further as a priority theme and in individual CDOP summaries where
identified as an area of focus.
 Sudden unexpected death in epilepsy (SUDEP)
Challenge: Sudden unexpected death in epilepsy in children was identified as an
area of concern in Hampshire
Recommendation: Improve the prevention of SUDEP.
Action: The CDOP continues to monitor the situation on child deaths from epilepsy
and has raised the issue with health colleagues and CCGs who commission the
services through the Health Subgroup of the Hampshire Safeguarding Children
Board (HSCB). It is closely following outputs from the Royal College of Paediatrics
and Child Health (RCPH) British Paediatric Surveillance Unit (BPSU) national
surveillance system5 work to understand the epidemiology of mortality in epilepsy.
Child deaths from epilepsy are addressed further as a priority theme.


Addressing modifiable factors in ‘trauma’ and ‘deliberately inflicted injury’
categories of death
Challenge: Modifiable factors in ‘trauma’ and ‘deliberately inflicted injury’ were
significant themes in child death reviews
Recommendation: Mitigate modifiable factors in ‘trauma’ and ‘deliberately inflicted
injury’ through better prevention and early identification.
Action: Abusive head trauma (AHT) sometimes referred to as shaken baby
syndrome (SBS) was diagnosed in a number of cases. Several approaches to tackle
the issue of AHT were identified. These included focusing on delivering healthcare
guidance to professionals, advice to carers, parents and the public in relation to the
dangers of shaking a baby and what to do if feeling stressed by caring for a baby.
Evidence from several national reports about traumatic head injury in children such
as the HQIP head injury report6 and the triennial report on serious case reviews,7 is
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being used to improve recognition and investigation of children with suspected
maltreatment and AHT. The HSCB is working with a national group leading on AHT
and will be launching an innovative campaign that includes education, leaflets,
masterclasses, a short film and licences for an app called ‘Dadpad’, to reduce AHT.
Improving public awareness and access to domestic violence services is being
embedded in domestic abuse service specifications. Ensuring that our children’s
public health nursing staff are trauma‐informed and prepared to assist vulnerable
families is integral to addressing trauma in children.

Lessons regarding the CDOP process
There has been some really good progress in the improvement of the CDOP process
in Hampshire, but some issues regarding data and CDOP form4 completeness,
timeliness and quality remain:
Challenge: Issues regarding form completion and timeliness hamper the quality of
child death reviews
Recommendation: Improve the quality of the reviews by ensuring form completion
and timeliness
Actions:
 The Hampshire CDOP Chair wrote to the Chair of the Health Sub-group to stress
the importance of health colleagues completing and returning CDOP forms on
request, especially completion of the ‘Form A’ by providers. This was followed up
with a meeting between NHS England - Wessex (Assistant Director of Nursing,
Safeguarding and Patient Experience), the Clinical Commissioning Group
(Designated Doctor for Safeguarding Children and Designated Nurse for
Safeguarding Children), the HSCB (Strategic Partnerships Manager) and Public
Health (Director of Public Health and Consultant Public Health Medicine). The
need to improve form completion and timeliness, including sharing learning from
SCRs was recognised. Working in a collegiate way to share expertise and
provide mutual professional support around epilepsy deaths and other long term
conditions was agreed. Similarly the CDOP agreed to improve the dissemination
of learning from CDOP by ensuring that key messages are sent to the Health
Sub-group following the CDOP meetings without waiting for the annual report.
 During the year we have worked to further improve the quality and consistency of
the child death review discussions. With this in mind the Chair now commences
the meeting reminding the panel of the definition of a preventable child death and
the purpose of the panel to identify modifiable factors in order to help prevent
future deaths. This has helped the panel have a more focussed discussion when

4

CDOP Forms – There are various data collection forms used to gather information following a child’s death. All organisations
working with the child are required to notify the CDOP of the child’s death by completing a ‘Form A’. Additionally a ‘Form B’ Agency Report Form should be completed. There are also further forms to be completed depending on the cause of death.
Related guidance can be found on each LSCB website
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reviewing expected and unexpected child deaths and led to a more consistent
approach when assessing and understanding ‘modifiable factors’ at meetings.
One of the actions has been to obtain more information from agencies when
completing the ‘Form B’. Whilst there have been significant advances in the
information provided possibly due to the modified ‘Form B’ that we have
developed, information on the ‘Father’ is frequently still lacking. Extra training in
the form of short face to face sessions and podcasts is being developed for all
those who are required to complete forms. The aim is to improve the quality of
information by promoting a better understanding of the CDOP process and how
the information is used.
Refining of the ‘Form B’ continues in an attempt to improve the quality of the data
returns. Suggestions to reword the ‘Form B’ to reduce ambiguity were
considered, for example, the “Not Known” option on the ‘Form B’ may be selected
as the person completing the form has not seen evidence to suggest a firm “Yes”
or “No” answer. Rephrasing to “To Your Knowledge” may prompt a “Yes” or “No”
answer.
Timeliness of form returns has improved which may be due to the fact that the
Partnership Support Team, are more proactive with all professionals, supporting
and encouraging them to complete forms. However, there is a continued issue
with being notified of deaths in a timely manner.
The backlog of cases from previous years at the start of 2015/16 has been
reduced dramatically in year following a more sustained level of administrative
and managerial support enabling improvement of reporting and data collection
processes and thus better review of child deaths.

The Southampton CDOP has worked together with Solent NHS on improving the
way in which they administer the meetings. A new confidential coding system was
implemented to assist with the distribution of papers.
Following the actions as the year has gone on; we have seen positive changes in the
quality of information leading to an improvement in quality of review.
 Support parents and families by developing literature on CDOP processes
Challenge: Paucity of resources to support parents and families on CDOP
processes
Recommendation: Support parents and families by developing literature on CDOP
processes.
Action: Work to support parents and families has not been responded to as yet and
remains an outstanding action.

11



Ensure representation of specialist staff such as a neonatalogist at CDOPs
for a more comprehensive review of child deaths
Challenge: Lack of specialist input at CDOPs.
Recommendation: Ensure representation of specialist staff at CDOPs for a more
comprehensive review of child deaths.
Action: Specialist representation at CDOP meetings for better understanding of
cases has been secured. Input from a consultant neonatologist at meetings to
discuss neonatal cases has had a very positive impact as has Public Health
expertise on suicide prevention and self-harm. A representative from the coroner’s
office attends the 4LSCB Rapid Response quarterly meeting where information is
shared on all unexpected child deaths.


Improve learning and dissemination of good practice through continuous
professional development (CPD) including refresher and multi-agency
training.
Challenge: Enabling CDOP members to maintain high quality and consistent
practice when reviewing child deaths
Recommendation: Avail of opportunities to share expertise/examples of good
practice and support CPD events
Action: CDOP members continuously develop and build their own technical and
professional expertise when conducting child death reviews. A wide range of
opportunities for training, CPD, peer review and audit have arisen and been
accessed by panel members, such as the III Annual Conference National Network of
Child Death Overview Panels - Preventing Neonatal & Paediatric Deaths in
February 2017.
Progress on the 4LSCB CDOP 2016/17 priority areas
The 4LSCB CDOP agreed to focus on several priority areas for 2016/17 based on
the 2015/16 CDOP annual report findings. It is continuing to achieve the actions from
the themed learning relating to the reviews of the child deaths and working of the
panels from last year:
Themes related to child deaths
 Maternal smoking in pregnancy and/or household smoking
Priority: From the modifiable factors identified, maternal smoking in pregnancy
and/or household smoking featured in a number of child death reviews. We know
that maternal smoking is associated with low birth weight, premature delivery and
sudden infant death and that infant mortality is higher in the babies of mothers who
smoke in pregnancy. Reducing smoking rates in pregnant women is important in
reducing child deaths.
Progress: Efforts to reduce smoking rates in the population continue. A profile of
maternal smoking in pregnancy and its impact was presented to the Hampshire
CDOP by Public Health. This is a priority for Hampshire because whilst Hampshire
has a lower prevalence of mothers smoking at the time of delivery compared to the
12

national average, the absolute number of mothers smoking is high due to its large
population and about 1,300 babies don’t get off to a good start and are at risk
because their mothers smoke. For the 4LSCB this would be equivalent to nearly
2,300 babies born to mothers who smoke5. A Hampshire Smoking in Pregnancy
Strategy and action plan is being developed by Public Health to ensure that mothers
receive intensive support to increase smoke free pregnancies. The Panel agreed to
support this work within their agencies, in particular promoting key messages and
influencing women to engage with services.
Reducing smoking in pregnancy by carrying out Carbon Monoxide (CO) testing at
antenatal booking to identify smokers (or those exposed to tobacco smoke) and
referral, where appropriate, to a stop smoking service/specialist, is in place in the
4LSCB. Interventions to reduce smoking rates in the 4LSCB Local Authority
population are now also being scaled up through the Hampshire and the Isle of
Wight (HIOW) Sustainability and Transformation Partnership (STP) prevention and
maternity work streams.


Emotional/ behavioural/ mental health condition in the parent/ carer
Priority: Emotional/ behavioural/ mental health condition in the parent/ carer was
another modifiable factor identified
Progress: Wider partnership working with NHS England - Wessex, CCGs,
Midwifery, Mental Health, Social Care, Health Visiting Services including the FNP
and the Third Sector, on interventions to promote the mental health and wellbeing of
families and good parenting is ongoing across the Wessex region and all 4 LCSB
areas need to ensure that they maximise these opportunities. Perinatal mental health
is a strong theme within local health service provision, evidenced by the launch of
the new Hampshire, Isle of Wight and Farnham Perinatal Mental Health Service.
National courses on maternal mental health such as Perinatal Mental Health 20178
delivered by the Royal College of Obstetricians and Gynaecologists (RCOG) and
‘Babies in Mind: Why the Parent's Mind Matters9’ by Future Learn are being
cascaded locally. Public Health is providing a strategic steer to the Wessex Healthier
Together (WHT) executive group and the WHT website6 offers a portal to access
local information on local perinatal mental health services. Perinatal Mental Health
has been prioritised in both the 2016/17 Hampshire Joint Strategic Needs
Assessment (JSNA) and Children with Special Educational Needs and Disabilities
(SEND) JSNA. During the year a gap analysis of perinatal mental health provision in
Hampshire was conducted to inform delivery of the Hampshire Public Health
Strategy - Public Health & Perinatal Mental Health in Hampshire – Support, Promote,
Prevent. The recent Public Health England (PHE) launch of the new Perinatal Mental
Health Fingertips Profile10 by the National Mental Health Intelligence Network will be
a useful tool to inform perinatal mental health service need.
5

Figures derived by applying prevalence of smoking status at time of delivery figures from Public Health Outcomes Framework
2015/16 data (Hampshire 9%, Isle of Wight 13%, Portsmouth 12.7% and Southampton 14.3%) to 2015 ONS figures on
number of live births (Hampshire – 14,357, Isle of Wight – 1,296, Portsmouth - 2,686 and Southampton - 3,305)
6
http://www.what0-18.nhs.uk/parents-and-carers/tips-looking-after-your-newborn-baby/postnatal-depression1/
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 ‘Deaths by suicide’
Priority: Deaths by suicide have highlighted the need for joined up working on
suicide and self-harm across the 4LSCB area.
Progress: The CDOPs contribute all suitable information to suicide audits to help
understand the local picture about those most at risk, the context to suicides and
thus target suicide prevention strategies appropriately.
The 2016 Hampshire suicide audit takes a life course approach and the children and
young people audit includes people up to the age of 25. The themes pertaining
specifically to children and young people were family factors such as mental illness,
abuse and neglect, bereavement and experience of suicide, bullying, suicide-related
internet/ social media use, academic pressures: especially related to exams, social
isolation and withdrawal, physical health conditions that may have a social impact,
alcohol and illicit drugs and mental ill health, self-harm and suicidal ideas. Suicide in
young people is characterised by multiple risk factors. Young people who die by
suicide are more likely to have had a traumatic childhood - including witnessing
domestic abuse, being victims of abuse, bullying and academic pressures.
Southampton LSCB has also commissioned a thematic review regarding online
safety linking to self-harm and suicide. The findings of this review will be shared
across all CDOP areas to assist with learning and work around this issue in the
future.
Child deaths from epilepsy and deaths due to other long term conditions (LTC)
Priority: Child deaths from epilepsy and deaths from other LTCs such as diabetes
and asthma were identified as areas of concern in Hampshire.
Progress: The CDOP Chair has brought this finding to the attention of NHS
commissioners through a meeting with the Chair of the Health Sub-group.
Discussion focused on the need to review local epilepsy clinical network service
provision - The Children’s Hospitals Network (CHN) across the Thames Valley and
Wessex region to ensure that access to specialist paediatric epilepsy nursing and
optimal management prevents child deaths due to epilepsy. Joined up working with
community services including GPs and the School Nursing Service was recognised
as being integral not only to supporting children with epilepsy but also with other long
term conditions such as diabetes and asthma. In January 2017 the Children’s Public
Health Nursing Service published a guideline on Long-term Health Conditions in
Children and Young People aged 5-1911, which details the School Nurse role in the
management of LTCs in school-age children and young people aged 5 -19 years
within school and college settings and who are educated other than at school.
Management of LTCs in children from vulnerable families with chaotic lifestyles has
been a key feature in some of the deaths and efforts continue to ensure that our
services are able to identify and deal with safeguarding concerns. Importantly, the
CDOP wanted health care professionals to recognise that a child with a LTC who
lived in a chaotic household could be more at risk as in this environment it is more
difficult for the family to manage the LTC i.e. they need to pay special attention and
14

be aware of the impact the family set up can have on the LTC. Monitoring of the
epidemiology of child mortality from epilepsy and other LTCs continues.

Themes around improving the working of the panels
There have been improvements in the working of the panels over the year. Effective
collaboration between individual CDOP panels has been strengthened following the
meeting in April 2017 with CDOP Chairs and the 4LSCBs Board Managers. For
example the Hampshire CDOP has improved its working and has offered to share
the modified ‘Form B’ and database. The panels have also agreed to hold a
workshop in October/November 2017. Learning across the 4LSCB CDOP panels
was shared. This included discussing innovative and efficient practice in reviewing
child deaths and specialist expertise at panel. The Wood review on good practice for
CDOPs was raised. Agreement was unanimous on the need for panels to continue
to build a consistent approach to assessing and understanding ‘modifiable factors’
when reviewing expected and unexpected child deaths and the need quality
assurance of practice through joint audits of case files.
Priority: Continue to strengthen and consolidate data reporting processes by
ensuring all agencies have systems in place to achieve complete data, timely
return of CDOP forms and quality information to improve the child death
reviews.
Progress: Data reporting processes have been strengthened in Hampshire, adding
to the quality of analysis. However, achieving improvement will require all agencies
to take steps to improve up their own data reporting processes, notably ensuring that
CDOP forms are completed in a timely manner and with sufficient detail to improve
child death reviews. The interface with individual CDOPs has improved and LSCB
agreement on data submission in a defined template has ensured more timely data
submission when compiling the CDOP Annual Report.
Southampton has improved the way in which ongoing data collation from the CDOP
is managed, thus improving the timeliness of national annual returns.
Priority: Development of a database enabling more data analysis and precompletion of case summaries
Progress: Great progress has been made to streamline the child death review
process panel by developing a management information system (MIS) that
consolidates data reporting and creates child death review case summaries in
Hampshire. A computerised administration system using a ‘Microsoft Access’ MIS
has been developed that replicates the adapted CDOP ‘Form B/C’. Information
presented to the CDOP is in an electronic form, resulting in a more sophisticated
MIS. Pre-completion of case summaries has allowed the Hampshire panel to have
more time for case discussion. The Hampshire CDOP is now using the CDOP
database to its full complement which has made data retrieval much easier, allowing
monitoring of emerging trends and themes. It has supported the 2016/17 CDOP
15

Annual Report and facilitated information requests from the DfE. There is ongoing
discussion on other data points that could be added to the database such as the ‘age
of Mother’, ‘Father’ and ‘any Siblings’ that would be useful information to have when
reviewing a child’s death.
There is ongoing work to strengthen the administration of the Southampton CDOP. A
database has been created in order to enable easy access and analysis of data,
including trends. Information collation also allows the panel to focus on the content of
a case rather than reading information that is not relevant to the CDOP process. We
believe this will only improve over time.
Priority: Improve multi-agency working in regards to addressing difficulties in
sharing child death information
Progress: Discussion on improving multi-agency sharing of child death information
was raised at the April 2017 meeting. To this end the Hampshire CDOP received a
NHS England presentation on the Child Protection Information Sharing (CP-IS12)
programme on effective information sharing at a panel meeting during the year.
However, further work is needed across the 4LSCB area to effectively implement
and disseminate this learning, including better working with local Multi-Agency
Safeguarding Hubs (MASHs).
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Policy drivers
Over the past year, child deaths have been the subject of several reports and
guidance documents. The following documents were key drivers that have
influenced work within the 4LSCB CDOPs and are reflected in this year’s annual
report.
In May 2016, a Parliamentary Office of Science and Technology (POST) note13,
reviewed recent UK data on stillbirth and infant mortality rates, examined factors
contributing to increased risk and set out policy options that may help to improve
health outcomes for infants and their families. Whilst stillbirths are not within the
scope of CDOPs, the information on infant mortality influenced local working.
Findings from the MBRRACE-UK [Mothers and Babies: Reducing Risk through
Audits and Confidential Enquiries across the UK]) Perinatal Mortality Surveillance
Report for 2014 Births14, has informed our work to develop a pre-24 week gestation
neonatal death review process. Registration of stillbirth15 discussed in a House of
Commons Library briefing on the current gestational age of viability of 24 completed
weeks of pregnancy, also helped focus this process.
The RCPCH State of Child Health Report 201719 presents updated information on
the gains in child mortality, for example the excellent low UK injury mortality but also
comments on the slowing of the decline in child mortality.
In November 2016 the RCPCH also published Sudden unexpected death in infancy
and childhood - Multi-agency guidelines for care and investigation - an update of the
2004 protocol for the handling of sudden infant death.
‘Working Together’ statutory guidance published by the DfE continues to drive the
operation of CDOPs, pending the new “Working together to safeguard children”
arrangements and the enactment of the Children and Social Work Bill 2017.
Each Baby Counts, 201516 published by the Royal College of Obstetricians and
Gynaecologists (RCOG) provides baseline data relating to all stillbirths, neonatal
deaths and brain injuries occurring during term labour in 2015. Of the 1,136 who met
the eligibility criteria for Each Baby Counts, 156 (14%) babies were born alive
following labour but died within the first 7 days after birth (early neonatal deaths).
There were 854 (75%) babies who met the Each Baby Counts eligibility criteria for
severe brain injury. Focuses on foetal monitoring, human factors and neonatal care
may have prevented their death or brain injury in some cases.
The DfE has published the 2016/17 annual child death statistical release17 of
aggregated national data.
In March 2017, the National Quality Board published National Guidance on Learning
from Deaths18.
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Child deaths
This section puts into perspective the trend in child deaths both at a national level
and at the 4LSCB local authority level. It also presents comparative performance to
provide a clearer picture of how the UK compares to other European nations.
Child deaths in the UK have fallen to very low levels over the past century but the
decline in infant mortality (see figure 2) and deaths among 1– 9 year olds has slowed
over the past 20 years, particularly compared to other European nations. The UK
now ranks 15 out of 19 Western European countries on infant mortality (see figure 3)
and has one of the highest rates for children and young people in Western Europe.
Among adolescents there has been a decrease in mortality in recent years but the
UK has not matched the reductions in adolescent mortality seen in comparable
wealthy countries, largely due to higher rates of death from non-communicable
diseases19.
Figure 2: Infant mortality rates for the United Kingdom, England and Wales,
Northern Ireland, and Scotland, 1971 to 2014

Source: RCPCH Mortality indicators, State of Child Health Report 2017
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Figure 3: Infant mortality rates per 1,000 live births in countries across Europe,
201420

Source: RCPCH Mortality indicators, State of Child Health Report 2017

Child deaths in the 4LSCB 2013/15
Public Health England (PHE) publishes data on infant and child mortality (1-17 year
olds). Infant mortality rates need to be interpreted with caution because these are
crude rates that are not adjusted for factors such as sex, ethnicity and socioeconomic status.
Child deaths are uncommon and in the Unitary Authorities where population sizes
are small so that there are even fewer child deaths, a difference of even one death
could have a significant impact on the death rate which means the rates are subject
to large annual variation. Three-year rolling averages have been used to smooth out
the wide variation in rates due to the small numbers of events. Aggregated figures
for 2013/15 for Local Authorities in the 4LSCB are presented in the following section.
Infant mortality
Infant mortality is defined as the death of a child in the first year of life. The infant
mortality rate (IMR) is the number of babies born alive, who die in the first year of life
per 1,000 live births. Certain South Asian and Black minority ethnic groups, lower
socio-economic circumstances, parental behaviour such as alcohol, smoking and
substance misuse in pregnancy, maternal obesity, extremes of maternal age, poor
health care, multiple births, women in less stable relationships, babies’ whose
19

fathers were in the routine and manual social class, low birth weight, prematurity, are
all potential risk factors for infant death. It is thus widely regarded as a sensitive
measure of a community’s wellbeing.
Across the 4LSCB area there were a total of 191 infant deaths between 2013/15.
Table 1 shows that infant mortality rates in the 4LSCB area were not significantly
different to the national rate in the Isle of Wight (3.1), Portsmouth (2.6) and
Southampton (3.1). The Hampshire rate at 2.9 per 1,000 live births was significantly
lower than the England figure (3.9).
Table 1

Source: Child Health Profiles, PHE 2017

Trends in infant mortality in the 4LSCB area
Data on trends in infant mortality rates for each LSCB are presented. The charts
need to be interpreted carefully due to the effect of small numbers of child deaths
described above.
Hampshire - The trend in infant mortality rates in Hampshire has been a declining
one, mirroring the national trend, though significantly below it (figure 4).
Figure 4

Source: Child Health Profiles, PHE 2017
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Isle of Wight – Although lower than the national figures, the overall trend in infant
mortality rates for the Isle of Wight has seen fluctuations. The rate appears to be
rising since the last three year period in 2010/12 (see figure 5).
Figure 5

Source: Child Health Profiles, PHE 2017

Portsmouth – The overall trend in infant mortality in Portsmouth is a declining one.
Rates are lower than the England figures (see figure 6).
Figure 6

Source: Child Health Profiles, PHE 2017
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Southampton – Figure 7 shows that the trend in infant mortality rates in
Southampton has fluctuated, with rates sometimes higher than the national average
and at times significantly lower.
Figure 7

Source: Child Health Profiles, PHE 2017

Child mortality
Deaths in childhood (1-17 years) are uncommon. Deprivation is strongly linked with
the risk of child death, with children in areas of deprivation more likely to die than
those in least deprived areas. There were a total of 143 child deaths between
2013/15 across the 4LSCB area. Child mortality rates in the 4LSCB area were not
significantly different to the national rate (see table 2). However, there is a high level
of uncertainty as shown by the very wide confidence intervals due to the small
numbers.
Table 2

Source: Child Health Profiles, PHE 2017
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Hampshire - In 2010-12 child mortality in Hampshire was better than England but
since then it is in line with England. The latest 3-year period suggests a small
increase for Hampshire (see figure 8).
Figure 8
Trends in child mortality in the 4LSCB area

Source: Child Health Profiles, PHE 2017

Isle of Wight - The child mortality rate is showing a rising trend in the Isle of Wight.
The latest 3-year period suggests an increase that is above the national average
though not significantly so (see figure 9).
Figure 9

Source: Child Health Profiles, PHE 2017
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Portsmouth – In Portsmouth, the child mortality rate has mirrored the declining
trend seen nationally. Figures are below the national average (see figure 10).
Figure 10

Source: Child Health Profiles, PHE 2017

Southampton – In Southampton the child mortality rate is showing a rising trend.
The latest 3-year period suggests an increase that is above the national average
though not significantly so (see figure 11).
Figure 11

Source: Child Health Profiles, PHE 2017

24

Child death reviews
An overall summary of child deaths and reviews in Hampshire, the Isle of Wight,
Portsmouth and Southampton during 2016/17 is presented in this section. Collating
data at a 4LSCB CDOP level (child population aged 0-17 years - 401,892) allows us
to identify themes and trends associated with child deaths that are likely to contribute
to future child deaths. Currently all LSCBs are required to submit an annual return to
the DfE for the annual Statistical First Release (SFR). The analysis provides an
overview of child death reviews but does not allow learning to be shared or
identifying actions that are needed to prevent future child deaths and the evaluation
of such actions.
In compiling this report we have used the access database that was developed by
the HSCB Learning Reviews and Stakeholder Engagement Coordinator and
Administrative Officer, Partnership Support Team.
This section contains information on child deaths during 2016/17 where reviews
have been completed within the 4LSCB area. It is important to note that whilst the
CDOPs would have reviewed deaths that occurred prior to 2016/17, the data within
this report only relate to registered deaths of children aged 0 to 17 who were resident
in the 4LSCB area during the year 2016/17. However, not all of these child deaths
will have their child death review completed by 31 March 2017 due to the time
needed to gather sufficient information to fully review a child's death. Thus in
2016/17 there were 101 registered child deaths but the total number reviewed by
CDOPs was 77 - Hampshire (55), Isle of Wight (<5), Portsmouth (<5) and
Southampton (17). There are 24 ongoing CDOP reviews on deaths that occurred
between April 2016 to 31 March 2017 Hampshire (6), Isle of Wight (<5), Portsmouth
(8) and Southampton (6).
The change in approach to including only the reviews of child deaths that occurred in
2016/17 in this report means that data are not comparable with the previous annual
figures. This should be considered when reviewing trend data. This approach was
taken to allow for a more contemporaneous review of child deaths. It is definitely a
step in the right direction and will yield comparable data in future.
Number of child deaths reviewed in 2016/17
Table 3 and figure 11 present information on child deaths that the CDOPs have
reviewed on behalf of the 4LSCB partnership in 2016/17. A total of 77 child deaths
were reviewed in the year ending 31 March 2017. The Hampshire CDOP completed
the largest number of child death reviews accounting for 71% of the 77 child death
reviews, whereas the Isle of Wight CDOP the lowest at 3%. This is a reflection of the
size of the LSCB populations, with Hampshire being the most populous LSCB and
the Isle of Wight the least populous. Insufficient information about one of the deaths
means that for the analysis, Hampshire completed a total of 54 reviews and for the
4LSCB this would mean a total of 76 deaths completely reviewed.
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Table 3: Child death reviews completed by CDOPs on behalf of the 4 LSCBs,
2016/17
LSCB area of
residence
Hampshire
Isle of Wight
Portsmouth
Southampton
Total

Population
aged 0-17*
282,791
25,200
44,000
49,901
401,892

Number of child
death reviews

Percentage of total
child death reviews**

55
<5
<5
17
77

71%
3%
4%
22%
100%

Number of child
deaths
61
6
11
23
101

Source: 4LSCB; *ONS 2016 Mid-year population estimates; **Figures may not add up due to rounding

Figure 12 shows the number of child death reviews across the 4LSCB area and
reflects the volume across different LSCB population sizes.
Figure 12: Number and percentage of child death reviews by LSCB area,
2016/17

Source: 4LSCB

Yearly number of child deaths reviewed
Over the past nine years, there have been fluctuations in the absolute number of
child death reviews every year (see table 4 and figures 13 and 14). A total of 877
child death reviews have been completed since the establishment of the 4LSCB
CDOP in 2008/09. Information in the latest national SFR21 shows a slight national
decline in the numbers of child death reviews compared to the previous years’ data
which is consistent with a longer term decreasing trend in the number of registered
child deaths.
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A larger number of child deaths were reviewed in 2015/16 due to the backlog of
cases carried forward from 2014/15.. Figures for 2016/17 would have also included a
backlog from 2015/16 but due to the change in approach this year of presenting data
only on child deaths that occurred in 2016/17, fewer reviews are reflected in the
analysis. This may well be a true decrease in child mortality in the 4LSCB area as
seen nationally, although this is difficult to ascertain from the data on reviews
undertaken in 2016/17 as it is only one year of presenting data in this format and
therefore it is too early to draw conclusions. Also we do not have access to individual
mortality figures from the Unitary Authorities. Statistics suggest that there has been a
slight increase in the population of 0-17 year olds in the 4LSCB area (1,737 children)
in keeping with natural changes. Changes in the numbers of child death reviews
maybe due to chance, especially in the Unitary Authorities where numbers are small.

70
<5
<5
16
92

62
5
13
14
94

64
7
6
12
89

2016/17*

2015/16

2014/15

67
<5
15
25
109

2013/14

66
7
13
20
106

Isle of Wight
Portsmouth
Southampton
Total reviewed

2012/13

2010/11

66
10
10
22
108

Hampshire

2011/12

2009/10

LSCB area of residence

2008/09

Table 4: Yearly number of child deaths reviewed by LSCB area of residence,
2008/09 - 2016/17

56
6
11
12
85

76
8
9
24
117

55
<5
<5
23
77

Source: 4LSCB
For reasons of confidentiality figures below 5 are suppressed; *Not comparable with previous years

Figure 13: Number of child death reviews by LSCB area of residence, 2008/09 2016/17
2016/17*
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2015/16
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2014/15

56
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2013/14

64

2012/13

9

23
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7
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17

5
70

12
6
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14
16

2010/11

67

2009/10

66

7

13

20

2008/09

66

10

10

22
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10%
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30%

Hampshire
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40%
IOW

50%

60%

Portsmouth

15

70%

25

80%

90%

100%

Southampton

Source: 4LSCB; ~For reasons of confidentiality figures below 5 are suppressed
*Not comparable with previous years
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Figure 14: Yearly crude rate* of child deaths reviewed 4LSCB, 2008/09 2016/17

Source: 4LSCB; *Crude rate of child death reviews per 100,000 LSCB population aged 0-17 calculated
using ONS mid-year population estimates
2016/17 not comparable with previous years

Figure 14 presents the yearly crude rate of child death reviews since 2008/09 and
shows the blip in 2015/16, reflecting the large backlog of child death reviews that
were undertaken in that year. We are unable to comment on the suggested decline
in the rate in 2016/17 as these figures are not comparable with previous data due to
the change in approach for presenting child death reviews.
Characteristics of child death reviews
Gender
Boys’ deaths accounted for just over half (51%, 39) of the 76 deaths reviewed with
37 deaths in girls. Across England boys’ deaths also accounted for a higher
proportion at 56%. Within the 26 deaths where we identified modifiable factors, they
were more likely to be identified in reviews of girls’ deaths (20%) than in boys’ deaths
(14%). However, at a national level panels were only slightly more likely to identify
modifiable factors in reviews of boys’ deaths (28%) than in girls’ deaths (27%).
Age
After the first year of life, children are most likely to die during adolescence. Over
two thirds (64%) of reviews completed by the 4LSCB CDOPs were of children who
died under the age of one; with 55% for children aged 0-27 days; and a further 9%
for children aged between 28 and 364 days at the time of death. These findings
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shown in the chart below (figure 15), mirror those nationally with the majority of child
deaths reviewed occurring in the neonatal period and declining with increasing age
until there is a gradual increase in the late teenage years. The age group where child
death reviews identified the highest proportion as having modifiable factors were
children aged 28 to 364 days (43%) and the lowest were those aged 5 to 9 years
(17%).
Figure 15: Child death reviews by age band

Source: 4LSCB

Neonatal deaths with modifiable factors
There were 42 neonatal deaths (babies who died within 28 days of birth) out of the
76 deaths reviewed across the 4LSCB area. Modifiable factors were identified in
31% (13 child death reviews) of these deaths. The range of modifiable factors
identified was wide and included maternal smoking in pregnancy and/or household
smoking, maternal emotional/ behavioural/mental ill health, including in the
father/carer; maternal obesity; pregnant women/vulnerable families with complex
social factors/with chaotic lifestyles - women who misuse substances (alcohol and/or
drugs) and women who experience domestic abuse and genetic disorders in
consanguineous relationships.
Ethnicity
Out of a total of 76 reviews completed, ethnicity of the child was recorded in 70
(92%) of the reviews. Reviews of deaths of children from a White background
accounted for 90% of the reviews where the child’s ethnicity was recorded. This
reflects the 4LSCB child population as a whole, where 89% of children are from a
White background and 11% are non-White.
Asylum seeking status
Whilst the DfE collects information on reviews of deaths of asylum seeking children
this was not included in the SFR due to small numbers in the groups and is also the
case in the 4LSCB area.
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Child protection
Across the 4LSCB area very small numbers of children whose death was reviewed
during the year were the subject of a child protection plan at the time of their death.
Nationally 2% of child deaths reviewed during the year were the subject of a child
protection plan at the time of their death.
Statutory order status
Very small numbers of children were subject to a statutory order7 at the time of their
death in the 4LSCB area. Two percent of child death reviews were completed on
children who had been subject to statutory orders across England.
Deprivation
Reviews of deaths indicated a paucity of information on whether children/families
lived in areas of socio- economic deprivation. Some of the paucity of information may
be due to small numbers, but higher levels of child deaths are known to occur among
vulnerable groups as highlighted by Sir Michael Marmot in Fair Society, Healthy
Lives22, thus emphasising the need to examine this data across the 4LSCB
population. Figure 16 suggests that the 4LSCB area aggregated up as a whole has
lower levels of deprivation compared to national levels. However, this masks
localised social deprivation that exists within all the four local authorities which is
where we would expect to see the greatest health inequalities, the poorest health
outcomes and higher numbers of child deaths.
Figure 16: Deprivation in the 4LSCB area

Source: Public Health England (PHE) Local Health
7

Subject to any pre-court disposals, Referral Orders, Youth Rehabilitation Orders, and Detention and Training Orders

30

Categorisation of deaths
The RCPCH 2017 State of Child Health reported that nationally, the leading causes
of death in the one to nine year old age group are cancer, injuries and poisonings,
congenital conditions and neurological and developmental disorders. Preterm birth
also contributes to mortality for up to 10 years after birth. Among 10-19 year olds the
most common causes of death are injuries, violence and suicide, followed by cancer,
substance misuse disorders and nervous system and developmental disorders.
Deprivation and mental health problems increase the risk of death throughout
adolescence.
Table 5 below shows the CDOP categorisation of all the 76 deaths that were
reviewed in 2016/17. When more than one category is relevant to a death it is
categorised using the highest value, where one is high and 10 is low (as determined
in the statutory guidance).
Table 5: Categorisation of child death reviews 2016/17
1
2
3
4
5
6
7
8
9
10

Category
Deliberately inflicted injury, abuse or neglect
Suicide or deliberate self-inflicted harm
Trauma or other external factors
Malignancy
Acute medical or surgical condition8
Chronic medical condition
Chromosomal, genetic and congenital anomalies
Perinatal/ neonatal event
Infection
Sudden unexpected, unexplained death
Unknown
Total

Cases
<5
<5
6
5
<5
<5
15
37
<5
<5
<5
76

Modifiable factors
<5
<5
<5
0
<5
0
<5
10
<5
<5
0
25

Source: 4LSCB; ~For reasons of confidentiality figures below 5 are suppressed

Perinatal/neonatal events at 49% were the most common contributory factor (see
figure 17). Nationally, perinatal/neonatal events at 34% were also the most common
contributory factor. The great majority of neonatal deaths are due to perinatal
causes, particularly preterm birth, and are strongly related to maternal health, as well
as congenital malformations. It is important to understand that apart from medical
factors, there are a wide range of factors that may have contributed to some of the
premature deaths. Domestic violence, antenatal care not being taken up, nutrition,
smoking, alcohol and/or drug misuse in pregnancy and deprivation are all significant
factors. At 20% chromosomal, genetic and congenital anomalies were the second
most common contributory factor of the child deaths reviewed, slightly lower than the
national proportion of 25%.
8

The “Medical” category includes perinatal/neonatal event; chromosomal, genetic and congenital abnormalities;
infection; malignancy; acute medical or surgical condition; and chronic medical condition
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There were fewer than five medical/surgical deaths in children. Death by suicide’
also accounted for fewer than five child deaths in 2016/17. Due to the low numbers it
is difficult to identify trends. Suicide was a contributory factor in 3% of child deaths
nationally.

Figure :Categorisation of child death reviews 2016/17

* The “Medical” category includes perinatal/neonatal event; chromosomal, genetic and congenital
abnormalities; infection; malignancy; acute medical or surgical condition; and chronic medical condition
Source: 4LSCB

Modifiable factors
Of the 76 deaths reviewed across the 4LSCB area, 25 (33%) were noted as having
one or more modifiable factors that may have contributed to the death of the child,
slightly higher than the national proportion of 27%. This is likely to be due CDOPs
building a consistent approach to understanding ‘modifiable factors’. The modifiable
factors identified in these deaths ranged from alcohol/substance misuse, maternal
smoking as well as smoking in the household, emotional/behavioural/mental health
conditions in the parent/carer, maternal obesity, complications due to gestational
diabetes, domestic abuse, poor parenting/supervision, child abuse/neglect, Parkour9
or free running-related deaths, in-car safety and wearing seatbelts, young drivers
9

Parkour / Freerunning / Art du Deplacement is the primarily non-competitive physical discipline of training to move freely over
and through any terrain using only the abilities of the body, principally through running, jumping, climbing and quadrupedal
movement - Parkour UK - http://parkour.uk/what-we-do/what-is-parkour/
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and road safety, safety issues regarding button batteries to poorly managed long
term health conditions. This list reflects a snapshot of modifiable factors assessed
and cannot be interpreted as indicating emerging themes or trends, i.e. a child dying
whilst partaking in Parkour doesn’t mean that we now have an issue with Parkour
locally or nationally. Figure 18 shows the numbers of reviews by category of death
together with the proportion of that category which had modifiable factors. The
majority of the 76 deaths reviewed (84%, 64) can be classified as being in the
medical10 category. Although slightly higher, this is similar to the national proportion
of 81% of deaths reviewed with a medical factor. Whilst death reviews with a medical
label accounted for the largest category, they had the lowest percentage of
modifiable factors at 27%. Trauma and deliberately inflicted injury, being categories
most likely to be modifiable, are areas that warrant further exploring and need to be
prioritised for action. The distribution of category of death is broadly similar to that
observed nationally, except for trauma or other external factors where the 4LSCB
had a higher proportion. However the distribution of modifiable factors across the
4LSCB area is at a variance to that seen nationally.
Figure 17: Categorisation of child death reviews and percentage with
modifiable factors 2016/17

Source: 4LSCB

10

The “Medical” category includes perinatal/neonatal event; chromosomal, genetic and congenital abnormalities; infection;
malignancy; acute medical or surgical condition; and chronic medical condition
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Expected and unexpected deaths
Unexpected deaths
An unexpected death has been defined in Working Together 2015 as ‘the death of
an infant or child which was not anticipated as a significant possibility for example,
24 hours before the death; or where there was an unexpected collapse or incident
leading to or precipitating the events which lead to the death’. The guidance
emphasises the need to respond rapidly when a child dies unexpectedly. Services
within the 4LSCBs have well established locally agreed ‘Rapid Response’
procedures for responding to unexpected deaths of children.
Expected deaths
Together for Short Lives, 201223 defines an expected death as ‘the natural and
inevitable end to an irreversible terminal illness. Death is recognised as an expected
outcome’. Where death is expected, the rapid response does not take place.
Approximately 69% (53 deaths) of the 77 child deaths reviewed in 2016/17 were
expected and 31% (24 deaths) were unexpected deaths. Further analysis indicates
that modifiable factors were identified in 23% of the 53 expected deaths. Within the
24 unexpected deaths 58% had modifiable factors (see figure 18).
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Individual CDOP summaries
1. Hampshire
Analysis of the death reviews – During 2016/17 a total of 55 child death reviews
were undertaken in Hampshire. Insufficient information on one of the deaths means
that for the analysis, Hampshire completed a total of 54 reviews out of the 61 deaths
that the CDOP were notified of 2016/17.
Data from the Hampshire Public Health Mortality File11 (PHMF) are ONS statistics
and indicate that there were a total of 77 deaths in 2016/17. This does not quite
match the 66 deaths notified to the CDOP suggesting an under-ascertainment of
child deaths through the CDOP process. It may represent different time frames or
technical issues in the way the data are collected and processed or even
inadequacies in the systems for notification of deaths.
A correlation between the number of child death reviews with the number of
registered child deaths was made (see figure 19). Whilst there is a clear discrepancy
between the number of children dying and the number being reviewed, there is
consistency in the declining trend (red trend line) in reviews and deaths. The
discrepancy between these two entities will always be there and is a due to several
factors, firstly being date of death - if a child died in late March it would be unlikely
that we would be able to review it in that year, secondly late notification this has
reduced significantly in the past year. However, there have been a couple of
occasions when a request for a notification has been made. Nevertheless, the
biggest reason for the delays in reviews is due to post-mortems, the average time
taken being two to three months but some can take over six months depending on
required tests.
Figure 18: Correlation between child death reviews and registered child deaths
2008/09 -2016/17

Source: Hampshire LSCB;
*2016/17 not comparable
11

Source: ONS Primary Care Mortality Database

The Primary Care Mortality Database (PCMD) holds data on deaths supplied directly by ONS and is managed by NHS
Digital. The Public Health Mortality File (PHMF) is an extract derived from the PCMD and for use by Public Health analysts in
Local Authorities.
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Moreover, during the year the DfE submitted a list of Hampshire child deaths that
occurred in 2015/16 which showed several discrepancies. There were cases that
had not been to the panel, a number of cases of which CDOP had not been notified
as well as cases that had been notified to CDOP but which were not on the DfE list.
There is a need to ensure that the CDOP is notified of all registered child deaths,
reviews them and reports them to the DfE in a timely manner. We asked all agencies
to make an effort in completing CDOP forms in a timely manner and in providing
extra information if known with an aim to review all missing cases and this was
completed by the end of March 2017. Inaccuracies in the number of Hampshire child
deaths held by the DfE and by the Hampshire CDOP has identified the need to
improve the quality of notification of child deaths by agencies to support the CDOP
process.
Of the 54 deaths reviewed by the Hampshire CDOP, 20 (37%) were identified as
having modifiable factors. These included alcohol/ substance misuse, maternal
smoking as well as in the household, maternal obesity, complications due to
gestational diabetes, emotional/ behavioural/ mental health conditions in the parent/
carer, domestic abuse, poor parenting/ supervision, child abuse/ neglect, in-car
safety and wearing seatbelts, young drivers and road safety, button battery safety,
LGBT service issues, Disguised Compliance12 and selective parental engagement,
clinical practice review and suboptimal management of long term health conditions in
children.
There was an equal distribution of deaths among boys and girls. Over two thirds
(65%) of reviews completed were of children who died under the age of one; with
57% for neonates; and a further 8% for children aged between 28 and 364 days at
the time of death. The majority were of White ethnicity (82%) with some mixed and
Chinese ethnic backgrounds. None of the Hampshire reviews identified children as
being subject to Statutory Orders at the time of the child’s death. Less than five of
the deaths reviewed were for children subject to child protection plans. The child
death reviews suggested that none of them had an asylum seeking background.

Pre-24 gestational week neonatal deaths (new for 2016/17)
The majority of child deaths are in babies in the neonatal period, of which a
significant proportion are pre-24 gestation week neonates. A ‘pre-24 week panel’ has
been set up to review these deaths. During 2016/17, the Hampshire ‘pre-24 week
panel’ reviewed 21 pre-24 week gestational week neonatal deaths of the 55 deaths,
over two dedicated meetings.
Congenital anomalies for example, congenital heart disease, oligohydramnios [too
little fluid (amniotic) that surrounds the unborn baby] and immaturity related
conditions due to extreme prematurity such as respiratory disorders, cardiovascular
12

Disguised compliance is defined by the NSPCC (https://www.nspcc.org.uk/preventing-abuse/child-protection-system/casereviews/learning/disguised-compliance/) as involving “a parent or carer giving the appearance of cooperating with child welfare
agencies to avoid raising suspicions, to allay professional concerns and ultimately to diffuse professional intervention.”
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disorders, severe necrotizing enterocolitis (where portions of the bowel undergo
tissue death), were the most common causes of death in these neonatal deaths.
Multiple births especially following assisted fertility treatments such as in vitro
fertilisation (IVF), maternal complications [antepartum haemorrhage (genital bleeding
prior to the birth of the baby), cervical incompetence (inability of the cervix to retain a
pregnancy), joint hypermobility syndrome (loose or unstable joints), heart conditions
and diabetes in pregnancy] were associated with some of these deaths. Modifiable
factors included maternal smoking, substance misuse, maternal obesity, extremes of
maternal age, perinatal mental health and complex social factors.
Suicide deaths
During the year there were a small number of deaths due to suicide among older
adolescents. Hampshire Child and Adolescent Mental Health Services (CAMHS)
launched a SAFE (Suicide Awareness For Everyone) campaign to raise awareness
of youth suicide, to enhance compassion and understanding, build resilience and
coping and encourage anyone and everyone to seek help. Front line staff from
secondary schools, GP practices, Accident and Emergency departments, Police,
Children’s services and paediatric departments have been engaged in this campaign
in order to have a positive impact on supporting young people and families. The
focus of the campaign is on learning, and developing skills and getting resources to
share within services.
The CDOP process
The Hampshire CDOP has prioritised improving quality and completeness of the
information received from agencies. This has had a really positive impact on the
review of cases and is expected to continue to improve further during 2017/18.
However, there remain some gaps - the panel receives little information about
‘fathers’ in regards to their health and social factors. Better information is now
reported on whether the child was an asylum seeker, on a current or previous child
protection plan and if there was a current or previous statutory order. Local area
deprivation is rarely captured by way of post code of residence.
The CDOP forms that were tailored during the year have enabled a more
comprehensive review of child deaths.
Additionally, the short pre-CDOP meeting held with the Designated Doctor and
HSCB Partnership Support Team to quality assure the information received from
agencies has enabled a robust review of child deaths. The pre-CDOP meeting with
Hampshire Public Health has also provided public health expertise to ensuring that
the CDOP meets its role and responsibilities.
During 2016/17 a programme of presentations to schools, midwifery and neonatal
units was implemented explaining the role of CDOP and raising awareness of the
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importance of providing complete, accurate and timely information when filling in the
CDOP forms.
The Hampshire CDOP is using the CDOP database referred to earlier (page 14).
The database was designed specifically to meet the individual needs of the CDOP.
Staffing update – There have been some changes in membership of the CDOP over
the past year. Hampshire’s CDOP continues to be supported by both the Learning
Reviews and Stakeholder Engagement Co-ordinator and Administrator. Similarly
midwifery representation has changed with the retirement of the previous midwife.
There has been a change in the Interim Strategic Partnerships Manager post as well
as the CDOP representative from Hampshire Constabulary.
Backlog of cases – Cases prior to 31st March 2016 have now all been reviewed. As
of 1st April 2017 there were seven outstanding cases for deaths that occurred in
2016/17. This is due to post mortems and deaths that happened close to the cut off
period.
Number of times CDOP has met to review cases – The Hampshire CDOP met six
times over the year with an additional two Pre 24 week meetings to review the 55
child deaths in Hampshire.
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2. Isle of Wight
Analysis of the death reviews - Fewer than five child death reviews were undertaken
of the six registered deaths across the Isle of Wight in 2016/17. Some of the
unreviewed cases have been subject to SCRs and the inquests awaited before
completing the CDOP process.
Discussions about viability of premature babies has taken place, including which of
these cases should come to CDOP. In view of the low death rate in the IOW,
currently all cases come to the CDOP for review.
The CDOP now receives additional information regarding neonatal deaths from the
maternity department regarding factors such as smoking, domestic abuse and
obesity.
All cases discussed at panel were unexpected deaths due to deliberately inflicted
injury, abuse or neglect or due to perinatal/ neonatal events and modifiable factors
were identified in these deaths. There was an equal representation among boys and
girls and they were of White ethnicity. A number of the children whose deaths were
reviewed were from areas of deprivation, some of which include the 20% most
deprived areas of the IOW and nationally.
There were no deaths reviewed in which a Statutory Order had been in place at the
time of the child’s death, where the child was an asylum seeker or subject to a child
protection plan. All of the deaths reviewed occurred in an acute hospital setting.
Emotional/behavioural/mental health condition in the parent/carer and presence of
an acute/sudden onset illness were some of the contributory factors in the deaths
reviewed.
Some of the reviews were completed in under six months since the child’s death and
some a little longer between six to seven months.
Staffing issues – The Director of Public Health was established as CDOP Chair in
2016/17 and this has been helpful in alerting the CDOP to public health themes and
considerations.
Backlog of cases - Most of the cases reviewed included a backlog of nine child
deaths that occurred in 2015/16. Less than five of child deaths from 2014 are yet to
be reviewed as ‘Form C’ completion by the CDOP has been deferred due to delays
in setting of inquest hearing by the Coroner.
Number of times CDOP has met to review cases - The IOW CDOP was scheduled to
meet four times in 2016/17. However, one CDOP meeting was cancelled in March
2017 due to staffing issues.
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3. Portsmouth
Analysis of the death reviews - Whilst the panel reviewed a total of 12 cases over the
year which included fewer than five deaths registered in 2016/17, there were no
themes or trends connected with the deaths. The cases reviewed included ongoing
SCRs that went back as far as in 2014. Unfortunately, processes were delayed due
to the requirement for court proceedings to be finalised before case review. This
prompted the review of the local Unborn/Newborn protocol which has now been
updated and made available to the wider workforce. The learning from some of the
reviews also highlighted the need for the Rapid Response process within Portsmouth
to be reviewed and refresher training delivered. This is now being considered by the
panel with an aim of completing this within this financial year.
All cases discussed at panel were either expected or unexpected deaths due to
medical causes or due to perinatal/ neonatal events and with known life limiting
conditions. The children were toddlers aged 1-4 years and young teens aged 10 -14
years. Girls' deaths accounted for a greater preponderance and all of them were of
White ethnicity. Less than five of the deaths reviewed, had a Statutory Order in place
at the time of the child's death. None of the deaths reviewed included child asylum
seekers. Children were subject to a child protection plan in less than five cases.
None of the children whose deaths were reviewed were from areas of deprivation. All
of the child deaths occurred in an acute hospital setting and the reviews were
completed in under six months since the child’s death.
The panel has identified the inconsistent quality of the returned ‘Form B’ from
agencies. To ascertain the picture an audit is being organised in June and the
findings will then be communicated to the workforce in the form of a briefing session
highlighting the importance of including all the information an agency holds regarding
a family.
Bereavement training for professionals supporting a family or sibling affected by the
death of a child is also being considered. The panel is also investigating the support
offered to all family members following the death of a child to assure this is
consistent and appropriate.
Staffing issues - The Portsmouth CDOP now has a new chair, the Deputy Director of
Quality and Safeguarding, NHS Portsmouth CCG, following the retirement of the
previous chair.
Number of times CDOP has met to review cases - The Panel met four times over this
financial year and reviewed 12 cases.
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4. Southampton
Analysis of the death reviews - During 2016/17, Southampton CDOP reviewed 17 of
the 23 notified child deaths, leaving six outstanding (this is due to pending
information and these are scheduled for review early in 2017/18). This is a
significantly larger total of reviewed cases in comparison to the nine reviewed in
2015/16. This is due to the fact that CDOP now reviews pre-24 week deaths as well
as the continued backlog of cases following the disbanding of the 4LSCB CDOP.
Just under half of the cases were reviewed within six months of the children’s
deaths, with small proportions reviewed between seven to eight months and eight to
nine months.
The national CDOP process requires the panel to categorise the deaths and report
these back to the DfE annually. It is worth noting that the category agreed does not
necessarily reflect the registered cause of death. Fifty nine percent (10 deaths) of the
deaths were neonatal, whereas 24% (<5 deaths) were due to Chromosomal, genetic
and congenital anomalies and 17% (<5 deaths) were due to malignancy. The
majority of the 17 deaths reviewed were expected deaths (16 deaths). In reviewing
deaths, CDOP members consider whether there were any contributory factors
known to be associated with increased risk which could be modified to reduce the
risk of future deaths. This does not mean that removing these factors would have
prevented the death. Less than five of the 17 deaths reviewed had modifiable
factors.
Ten of the child deaths that Southampton reviewed were male and 7 were female.
The majority were of White ethnicity with some mixed White & Asian, Indian and
Chinese ethnic backgrounds. Apart from the 13 infant deaths, less than five deaths
were among children aged 1 – 4 years, 5 – 9 years and 10 – 14 years. Although the
majority of reviews identified that children were not subject to Statutory Orders, in
less than five of the deaths reviewed it was not known if there were Statutory Orders
in place at the time of the child’s death. This was also the case in children being
subject to child protection plans. The asylum seeking status of these children were
such that the majority were not asylum seekers and less than five were either of an
asylum seeking background or where their status was unclear.
Trends, issues and actions arising from Southampton cases:
 Southampton has not noticed any trends across the cases that have been
reviewed.
 As mentioned above, the majority of deaths were neonatal and expected.
 The issue of language barriers within services offered to new parents arose from
cases reviewed. The Hospital Service took an action to review this internally and
to ensure that all services are accessible for all. There is a piece of work
outstanding for all Boards to double check this in their own areas.
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 Another issue that was raised within CDOP cases and thereafter discussed with
Public Health is the importance of offering the flu vaccine to all who may be
vulnerable, regardless of any other secondary health needs.
 Southampton have written to the Ambulance Service to ensure that the algorithm
of the 111 service is appropriate and will result in an ambulance dispatch where
required.
 It was bought to the CDOP Group’s attention that some staff who are involved in
the Rapid Response process are finding it distressing, as they often knew the
child personally. This issue has been discussed across the 4 LSCB areas and it
has been agreed that attendance at these meetings should fall under
management responsibility, or should allow practitioners to have their manager
attend for support. Hampshire LSCB are working on producing leaflets for
schools who take part in this process and have agreed to share these with the
other areas.
Southampton CDOP is aware of pending national changes with regard to the way in
which it operates and is preparing for alternative methods of reviewing Child Deaths
in the local area. This may be through linking with other Health agencies or with
other Geographical areas.
Staffing issues – There have been changes and the CDOP is in the process of
appointing a new chair. Southampton has spent this year embedding the CDOP
process and agreeing systems and efficient ways of working. The meetings are
always well attended and the group benefits from the expertise of a neonatal
consultant and the Designated Doctor for child deaths, in addition to a Public Health
lead and Safeguarding leads from various services in the City.
Number of times CDOP has met to review cases – The CDOP group has met six
times throughout the year. They formerly met quarterly, but there were a number of
extra meetings held in order to catch up with previous backlog.
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Conclusion and recommendations
The review of child deaths has identified a number of key findings in relation to
causes of death and modifiable factors such as, maternal obesity, pre-24 week
deaths, accidents and the management of children with conditions more usually
seen in adults, consequently acknowledging them as emerging themes and priorities
for the 4LSCB for next year. In addition there is a need to maintain and build on the
work that has been done to address the areas identified for action in the 2015/16
report.
The priorities identified in this report are grouped into those identified through the
reviews and those related to the CDOP process:
Lessons from the analysis of the 2016/17 child death reviews
 Prematurity and its modifiability - Ensuring a better approach to pre-24 week
neonatal deaths, by improving the quality of maternal information elicited,
recognising and addressing the wide range of maternal and social factors that
play a role in these deaths - maternal smoking remains the most significant
modifiable factor, maternal obesity is identified as an emerging factor.


Accident prevention or unintentional injury prevention – Promoting wider
partnership and coordinated action across services to address child safety, in-car
safety and wearing of seatbelts, young drivers and road safety, enabling safe
environments, button batteries, use data to understand the epidemiology and
tackle issues such as Parkour injuries and deaths that will inform prevention
efforts as the practice gets disseminated.



Management of children with conditions more usually seen in adults such as
cardiomyopathies (heart muscle problems), arrhythmias (irregular heartbeats),
complications of morbid obesity – Work with health commissioners to ensure that
clinical teams deliver care to the highest standards and that parents/carers are
supported, incorporating good communication, and address safe transition to
adult services.

Actions from the 2015/16 report
 Co-sleeping and SUDI - Closely monitoring developments of the impact of the
Scottish Government’s Baby Box scheme in reducing child deaths.


Self-harming and teen suicide - Continuing to focus on initiatives to reduce youth
suicide, monitoring implementation of the self-harm pathway and the Suicide
Prevention Plan, implementing findings from the emotional/mental health needs
assessment and partnership working to improve adolescent mental health
services
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Sudden unexpected death in epilepsy (SUDEP) - Closely following outputs from
the British Paediatric Surveillance Unit (BPSU) national surveillance system work
to understand the epidemiology of mortality in epilepsy.



Modifiable factors in deaths due to trauma and deliberately inflicted injury –
Continuing to mitigate modifiable factors in ‘trauma’ and ‘deliberately inflicted
injury’ through better prevention and early identification, focusing on abusive
head trauma (AHT) and disseminating learning points from national reports about
traumatic head injury in children.

Lessons regarding the CDOP process


Continue to improve the quality of reviews with continued focus on completing the
forms (in particular, father’s details, maternal BMI, birth weight in neonates,
maternal smoking status and deprivation status).



Identify pathways and interfaces for information flow with existing parallel
organisational systems for child death reviews, for example, coroner inquests,
hospital morbidity and mortality reviews (M&M). Learning from best practice M&M
would not only improve the quality of the CDOP process but also address
preventable hospital mortality.



Work to support parents and families by developing literature on CDOP
processes that is in line with public guidance being developed as part of NHS
England’s child death review programme involving the national bereavement
group and bereavement charities.



Improve learning and dissemination of good practice through continuous
professional development including refresher and multi-agency training.

These findings will be reported to the LSCBs in the four areas to inform future
business planning for the respective Boards. Coordination of joint areas for action
and future learning will be taken forward by representatives of the four areas in
regular learning meetings. The report recommends that these findings inform the
development of CDOP priorities for 2017/18 outlined below:

4LSCB CDOP priority areas for action for 2017/18:
Priorities are grouped into themes relating to the reviews of the child deaths and
themes to improve the working of the panels:
Themes related to child deaths
 Maternal factors – tackling smoking in pregnancy and/or household smoking, and
maternal obesity
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Clinical practice - Ensure that the following concerns are raised with the Health
Subgroup of the HSCB/ NHS Commissioners - language barriers within health
services, recognition of appropriate approaches to the recognition of ‘the sick
baby’ by midwives, MRSA screening for those with immune system
vulnerabilities, transitional arrangements - acute paediatric involvement/adult ICU
involvement for children in their late teens, use of algorithms within the 111
service, early recognition of sepsis, a continued focus on better management of
long term conditions especially in children from vulnerable families with complex
social factors, delivery of integrated specialist services for children with complex
conditions.



Child safety – Promote early intervention services and embed public health
interventions in universal midwifery and health visiting services for new mothers
and parents.



Social inequalities – Improve the analysis of child deaths in areas of socioeconomic deprivation.



Public health interventions – Promote the importance of interventions such as flu
vaccination, lifestyle advice.

Themes around improving the working of the panels
 Inaccuracies in the number of Hampshire child deaths held by the DfE and the
Hampshire CDOP has identified the need to improve the notification of child
deaths and quality of the CDOP process.


Prioritise implementing the new “Working Together to Safeguard Children”
arrangements.



Further development of CDOP database to enable innovative and insightful
analysis.



Continue to focus on improving multi-agency working in regards to addressing
difficulties in sharing child death information, by promoting and sharing good
practice across the 4LSCB, including working with local MASHs to develop
effective solutions.
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