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Protocols for undertaking
Child Death Processes
Summary
This protocol sets out the processes that have been developed by BSCB to meet the requirements of Working together to Safeguard Children (2006) and are in line with the London Safeguarding Board Procedures.

It encompasses both the multi agency rapid response when there is an unexpected death of a child and also the responsibilities of the child death overview panel looking at all child deaths.
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Part 1

CONTEXT
1.
Introduction

1.1
Working together to safeguard children (2006) set out the procedures to be followed when a child dies in the LSCB area.  The LSCB is responsible for ensuring that the procedures are in place.

1.2 
There are two interrelated processes for reviewing child deaths: 

(i) A rapid response by a group of key professionals who come together for the purpose of enquiring into and evaluating each unexpected death of a child.
(ii) An overview of all child deaths (under 18 years) in the LSCB area, undertaken by a panel.

1.3
Throughout this document the term ‘child death’ encompasses those deaths occurring from birth up to 18 years of age (excluding stillbirth).  

2.
Legal Framework
2.1
Regulation 6 of LSCB functions.

3.
Aims and Objectives
3.1
To address the needs of families suffering the loss of a child, including those of any surviving siblings.  

3.2
To recognize that while the majority of sudden unexpected deaths for children are natural tragedies, a minority are result of possible abuse or neglect and ensure the investigation will need to keep an appropriate balance between medical and forensic requirements.  

3.3
To ensure good co-operation and collaborative decision-making and information sharing between members as part of the multi-agency process.  

3.4
In all cases, enquires should seek to understand the reasons for the child’s death and consider any lessons to be learnt and how best to safeguard and promote children’s welfare in the future.

4.
Confidentiality
4.1
The disclosure of information about a deceased child is made to enable BSCB to carry out its statutory functions relating to child deaths.  It is therefore, expected that all agencies within Bromley will cooperate with sharing information with the view that, by doing so, future child deaths may possibly be prevented or avoided.
Part 2

RAPID RESPONSE PROCEDURE
1.
Rapid Response for Unexpected Child Deaths

1.1
These procedures should be read in conjunction with the London Safeguarding Board Rapid Response Procedures available on www.londonscb.gov.uk (Appendix 6).
(i) An unexpected death 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.

(ii) The Designated Pediatrician (DP) for Unexpected Child Deaths is responsible for leading the Rapid Response in the event of an unexpected death and should be consulted where professionals are uncertain about whether the death is unexpected.  If there is doubt, these procedures should be followed until the available evidence enables a different decision to be made, ie it is deemed and an expected child death.

1.2
Rapid Response describes the process of communication, information sharing and partnership working following the unexpected death of a child.  The overall aim of the Rapid Response process is that the response is safe, consistent and sensitive to those concerned.  It will ensure that the child’s ‘story’ is told so that professionals and family can gain an understanding of why the child died.  In most cases, the deaths are likely to have been due to natural causes.
1.3
The area in which the death of a child has been declared must take initial responsibility for convening and coordinating the rapid response process until agreement for handover can be secured in the area where the child is normally resident.
1.4
The purpose of the rapid response process is to ensure that all agencies work together to:
· respond quickly to the unexpected death of a child (Send Form A to the Single Point of Contact (SPOC));
· make immediate enquiries into and evaluate the reasons for and circumstances of the death, in agreement with the Coroner;
· make enquiries that are specific to the responsibilities of their organisation when a child dies unexpectedly (Send Form B to the Designated Doctor for Unexpected Child Deaths);
· maintain contact with family members, with each other and with all other professionals who may have responsibilities for other family members, to ensure a flow of up-to-date information about the child’s death.

1.5
Professionals should be aware that in certain circumstances, separate processes, may be taking place alongside those described in these procedures (eg murder investigations, SUDI processes etc).
Part 3

CHILD DEATH OVERVIEW PANEL

1.
Core Purpose

1.1
The Child Death Overview Panel will take an overview of all child   deaths within the locality.  This is to be a paper exercise using a standard set of data, based on information available from those who were involved in the care of the child, both before and immediately after the death, and other sources such as:

· Case summaries from health records

· Case information from Police, social care and education

· Postmortem reports

2.
Membership

2.1
There will be a fixed core membership on the Child Death Overview Panel, which is drawn from the key organisations represented on the BSCB.  The minimum should be senior management representation from:

· Public Health;
· Child Health;
· Social Care;
· Police;
· Education;
· Designated Doctor for Unexpected Deaths.

2.2
Other members will be co-opted as and when appropriate.  This may be so that the membership of the Panel better reflects the characteristics of the local population, to provide a perspective from the independent or voluntary sector or to contribute to the discussion of certain types of death, eg London Fire Brigade.

2.3.
The Panel Chair should not be involved in providing direct services to children and families in the area.
3.
Key Function

3.1
BSCB has responsibility for reviewing the deaths of all children, priority given to those deaths that are both unexpected and unexplained.

4.
Frequency of Panel Meetings

4.1
The Child Death Overview Panel (CDOP) should hold meetings on a regular basis to enable the circumstances of each child death to be discussed in a timely manner.  The frequency of the meetings should reflect the number of cases in the local area.  It has been agreed that BSCB will hold 3 meetings a year but this will be reviewed after one year or in the event of more deaths requiring consideration.

5.
Notification of Child Deaths

5.1
The LSCB must be informed of all deaths of children normally resident in its geographical area.  A Single Point of Contact (SPOC) needs to be identified for each LSCB to whom notification of all child deaths should be sent.

5.2
The SPOC for Bromley can be contacted via Children’s Services Quality Assurance Department.  Phone 020 8461 7894 / 4325; Fax 020 8313 4324

5.4
Where a child dies out of their normal residency area, the SPOC will inform the relevant SPOC in the area the child normally lived.

5.5
This is in addition to rapid response for informing the Coroner and Designated Doctor for Unexpected Child Deaths within 1 working day.

5.5
The Chair of Child Death Overview Panel is responsible for ensuring that this process operates effectively.
6.
Deaths of Children out of Area

6.1
When a child dies in the area they are not permanent resident in, the Panel in the area where the death occurred will normally review the death and liaise with the area of permanent residency where appropriate. 

6.2
Children who die in hospital will normally be reviewed by the Panel for area in which they lived.

7.
Key Functions

7.1
To receive notification on all child deaths occurring in the local area.

7.2
To collect and collate an agreed national minimum data set.  

7.3
Seek information from professionals who had involvement with the child before and immediately following the death.

7.4
Evaluate the data available and identify 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.

7.5
Assess the cases with regard to the threshold criteria to enable specific cases to be reviewed in depth.

7.6
Ensure that individual case discussions have taken place regarding unexpected child deaths.

7.7
Scrutinise the recommendations from the reports compiled by the Designated Doctor for Unexpected Child Deaths.

7.8
Identify any common themes from individual cases and consider these in more depth.

7.9
Consider whether the death was avoidable, if so how such deaths might be prevented in the future.
7.10
Identify any patterns or trends in the local data and reports these back to BSCB.

7.11
Consider the assessment framework (DOH 2000) to assess any child, parent, social or environmental factors which could contribute to developing an understanding of the individual child death (Sidebotham and Fleming, 2007; p20-24).
7.12
Alert the Chair of BSCB about any deaths where, on evaluating the available information, the Panel considers there may be grounds to undertake further enquiries, investigations or a Serious Case Review and explore why this had not previously been recognised.

7.13
Inform the Chair of BSCB where specific new information should be passed to the Coroner or other appropriate authorities.

8.
Information Sharing

8.1  
All BSCB member agencies must be aware of the need to share information on all child deaths to enable the BSCB to carry out its statutory duty.
8.2 
Members of the CDOP must sign a confidentiality agreement when they join the panel.  This agreement will be reviewed at each meeting.

9.
Professional and Family Support

9.1
The Chair of the CDOP should consider what feedback is given to those professionals involved with the child’s family so that they, in turn, can convey this information in a sensitive and timely manner to the family.

9.2
The Chair of the CDOP should ensure that information is also received and evaluated by the Panel regarding the support services offered to families of children who have died.

10.
Learning from Child Deaths

10.1
The CDOP should monitor and advise the BSCB on the resources and training required locally ensuring an effective inter-agency response to child deaths.

10.2
Identify any public health issues and considering, with the Director(s) of Public Health, how best to address these and their implications for both the provision of services and for training

10.3
Contribute to Pan London and national initiatives to identify lessons on the prevention of unexpected child deaths.

11.
Reporting Mechanisms

11.1
The Child Death Overview Panel must submit an annual report to BSCB

11.2
BSCB is responsible for disseminating the lessons to be learnt to all relevant organisations, ensures that relevant findings inform the Children and Young People’s Plan and acts on any recommendations to improve policy, professional practice and inter-agency working to safeguard and promote the welfare of children.

11.3
BSCB is responsible for ensuring that data relating to child deaths is submitted to London wide or national databases to enable a wider understanding to be developed. 

APPENDIX 1
London Rapid Response Procedures 2009
1.
Introduction
1.1
This procedure sets a minimum standard for a rapid response service for unexpected deaths in infancy and childhood as outlined in Chapter 7 of the Government guidance Working Together to Safeguard Children (DCSF, 2006).
1.2
The aim of the procedure is to ensure that the response is safe, consistent and sensitive to those concerned, including ensuring that bereaved parents and siblings receive similar approaches across London.

1.3
This procedure applies when a child dies unexpectedly (birth up to 18th birthday, excluding babies stillborn), or where there is a lack of clarity about whether a death of a child is unexpected.

1.4
An unexpected death is defined as the death of a child 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.

1.5
Professionals should be aware that, in certain circumstances, separate processes may be taking place alongside those described in this procedure (eg murder investigations, SUDI processes etc).

1.6
This procedure enables the capturing of immediate information about an unexpected child death while giving support to the bereaved family.  This ensures that early opportunities for information gathering are not lost.

1.7
Actions assigned to the designated Paediatrician for child death (DP) can be delegated to a nominated senior healthcare professional unless specifically stated otherwise.  This person will be referred to in this procedure as the ‘DP or equivalent’.

1.8
The DP, following consultation with the lead clinician, is responsible for making the final decision on whether a death is unexpected.  An interim decision may be made by the nominated healthcare professional when the DP is unavailable (eg on leave, unwell etc), but this must be reviewed by the DP on their return.  This final decision cannot be delegated, and must be recorded with clear reference to who was involved in the discussion.

1.9
Throughout this procedure, the term “parent” is used to refer to any parent or carer, including the person with a Special Guardianship Order or Residence Order, foster parents and the local authority for those in care.

1.10
At a national level, the DCSF have developed a number of templates for LSCBs to use to assist collecting information about child deaths:  Form A for initial notification, Form B (1-11) for agency reports, Form C for analysis at the panel meeting, Form D for rapid response auditing and Form E for child death overview panel auditing.

1.11
LSCB Chairs in London have agreed that London will use the Forms B - E.  These are available to download from http://www.ecm.gov.uk/search/TP00045/, and Forms B and D are included as appendices to this procedure (see Appendix 7b:  National Templates).
2.
Terms and Remit 

Rapid Response Service
2.1
The purpose of rapid response is to ensure that the appropriate agencies are engaged and work together to: 

· Ensure support for the bereaved family members, as the death of a child will always be a traumatic loss – the more so if the death was unexpected (see Appendix 6 for services available from Cruse Bereavement Care); 

· Identify and safeguard any other children in the household or affected by the death; 

· Respond quickly to the unexpected death of a child; 

· Make immediate enquiries into and evaluate the reasons for and circumstances of the death, in agreement with the Coroner when required; 

· Enquire and constructively challenge how each organisation discharged their responsibilities to an individual child’s death, and whether there are any lessons to be learnt; 

· Collate information in a standard format (see DCSF Form B in Appendix 7b for details of national templates for LSCBs to use when collecting information about child deaths);
· Co-operate appropriately post death, maintaining contact at regular intervals with family members and other professionals who have ongoing responsibilities to the family, to ensure that they are appropriately informed (unless such sharing of information would place other children at risk of harm or jeopardise Police investigations);
· Consider media issues and the need to alert and liaise with the appropriate agencies;
· Consider bereavement support for any other children, family members or members of staff who may be affected by the child’s death. 


See Appendix 2:  Key Strands to Rapid Response for more information.
2.2
Rapid response begins at the point of death and ends when the final meeting has been convened and chaired by the DP or equivalent.  Any records of the meeting (ie DCSF Form B / meeting notes) should be forwarded to the CDOP at the time of the review.
2.3
The area in which the death of a child has been declared must take initial responsibility for convening and co-ordinating the rapid response process, until agreement for handover can be secured with the area where the child is normally resident.  See point 7.3 in the London Child Death Overview Panel Procedure (London Board, 2009) for information around conflict resolution in cases where it is unclear where the child normally resided.
2.4
Where notified of a death abroad, the professionals responsible for child death in the local authority where the child is normally resident must consider implementing this procedure as far as is practically possible and fully record any decisions made.
2.5
The rapid response timeline (involving three phases) is described in Appendix 1.  The DP or equivalent is responsible for ensuring all actions relating to the rapid response process are completed.

Single Point of Contact (SPOC)
2.6
LSCBs must arrange for a single point of contact (SPOC) to be available during working hours, to be informed of all child deaths and to assist in initiating the multi-agency rapid response service.  A list of all London SPOCs is available at www.londonscb.gov.uk/child_death/spoc/.
2.7
Out of hours, rapid response processes must be instigated by the responsible on call professionals as required and reported to the SPOC on the next working day.  The London Notification Form (available at Appendix 7a) must be completed and forwarded to the SPOC immediately at time of death. 

RAPID RESPONSE TIMELINE
3.
Three Phases of the Rapid Response Timeline
3.1
The rapid response timeline involves three phases:
· Phase one (usually 0-5 days):  the management of information sharing from the point at which the child’s death becomes known to any agency until the initial results of the post-mortem have been completed; 

· Phase two (usually 5-7 days):  the management of information sharing once the initial post mortem results are available; and 

· Phase three (usually 8-12 weeks):  the management of information sharing through the case discussion meeting when the final post-mortem report is available. 

See also Rapid Response Flowchart in Appendix 5.
3.2
It is important that all agencies are clear that the rapid response process is multi‑dimensional, the information flow is variable, and that a number of different processes can occur at the same time. 

4.
Phase I:  Usually 0-5 days

Immediate Response
4.1
Children who die unexpectedly in the community should be taken to an accident and emergency department (A&E) rather than a mortuary, and resuscitation should always be initiated unless clearly inappropriate.
4.2
A child should not be taken to A&E in situations where the circumstances of the death require the child’s body to remain at the scene for forensic examination (Police will be involved in these cases and decisions will be made after consideration by the Police Senior Investigating Officer), the death was expected in the context of the child’s life limiting condition and they were receiving palliative care, or the child had a do not resuscitate agreement as confirmed in the care plan (see DCSF information sheet:  Deaths in Children with Life-Limiting Conditions)1.
4.3
Where a child is not taken immediately to A&E, the professional confirming the death should inform the Coroner, SPOC and the DP or equivalent at the earliest opportunity.
On Arrival at Hospital
4.4
As soon as practicable (ie as a response to an emergency) after arrival at a hospital, the child should be examined by the consultant Paediatrician or delegated senior Paediatric clinician on call.  In some cases, this examination might be undertaken jointly with a consultant in emergency medicine, or for some children over 16 years of age, the consultant in emergency medicine may be more appropriate than a Paediatrician.  A detailed and careful history of events leading up to and following the discovery of the child’s collapse should be taken from the parents / carers.  The information should be collated using the DCSF Form B (see Appendix 7b for details).
4.5
Where the cause of death or factors contributing to it are uncertain, investigative samples should be taken immediately on arrival and after the death is confirmed.  These need to be agreed in advance with the Coroner and should include those listed in Table 1 of Sudden Unexpected Death in Infancy (Royal College of Pathologists and Royal College of Paediatrics and Child Health, 2004).  4.  Other samples may be required as guidance evolves.  Consideration should always be given to undertaking a full skeletal survey, and if this is appropriate it should be done prior to autopsy.
4.6
When the child is pronounced dead, the medical Paediatric or A&E consultant or delegated senior clinician should inform the parents, having first reviewed all the available information.  S/he should explain future Police and Coronial involvement, including the Coroner’s authority to order a post-mortem examination.  This may involve taking particular tissue blocks and slides to ascertain the cause of death.  The medical consultant must seek consent from those with parental responsibility for the child if the tissue is to be retained beyond the period required by the Coroner.
4.7
The medical consultant who saw the child must inform the DP or equivalent immediately after the Coroner is informed.
4.8
The same processes will apply to a child who is admitted to a hospital ward and subsequently dies unexpectedly in hospital.
4.9
Professionals should be aware that, in certain circumstances, separate processes may be taking place alongside those described in this procedure (ie murder investigations, SUDI processes etc).

Immediate Notification and Information Sharing
4.10
The DP or equivalent is responsible for co-ordinating the multi-agency response, and must ensure that the following have been notified:
· the Coroner; 

· the Police;
· Other agencies as appropriate (eg LA children’s social care);
And, in a timely manner, will notify:
· the Child Death Overview Panel (using the appropriate Form B, see Appendix 7b);
· the Director of Public Health.
4.11
The DP or equivalent must ensure that information is shared between relevant agencies such as the Police, health and LA children’s social care in a timely manner to decide next steps.  This may or may not involve a meeting.
4.12
The DP or equivalent is also responsible for initiating the information gathering and sharing and planning discussions, and should ensure that the child’s parents / carers have been informed and that support is available to them.
4.13
For each unexpected death of a child (including those not seen in A&E) urgent contact should be made with any other agencies who know or are involved with the child (including CAMHS, school or early years) to inform them of the child’s death and to obtain information on the history of the child, the family and other members of the household.  If a young person is under the supervision of a Youth Offending Team (YOT), the YOT should also be approached.
Potential Visit to the Place Where the Child Died
4.14
A decision must be made about whether a visit to the place where the child died should take place within 24 hours when a child dies unexpectedly in a non-hospital setting.  The professionals responsible for the decision are the investigating Police officer and the DP or equivalent.  For all children aged 2 years and under, the local SUDI protocol must be followed.
4.15
As well as deciding if the visit should take place, it should be decided how soon within the 24 hours it should take place, and who should attend.  This will be a matter for professional judgement and agreement.
4.16
The purpose of the home visit is to gather information which may provide immediate insight into the cause of death, or which may later prove significant to the Coroner or to any criminal investigation.  These visits can also provide support to the family as part of their bereavement process 

5.
Phase II:  Within 5-7 days
5.1
A case discussion should take place within one week of the child’s death, in order to:
· ensure the right support is available for the family; 

· ensure all agencies are aware of their roles and responsibilities; 

· review the preliminary post-mortem results (if available); 

· identify any safeguarding concerns around surviving children, and refer accordingly to the Police child protection team and LA children’s social care; 

· ensure agencies are collating information for the DCSF Form B (see Appendix 7b); 

· ensure all relevant agencies are involved in the process; 

· identify what further investigations or enquiries are required, agree which agency will undertake each task and agree timescales (which may not exceed those set out in this procedure) for doing so.  If abuse or neglect appears to be possible causes of death, LA children’s social care and the Police should be informed and serious case review procedures considered. 

5.2
Prior to this meeting, the DP or equivalent should discuss the case with the pathologist (when a post mortem has taken place and consent obtained from the Coroner) and the Police senior investigating officer, where appropriate 

6.
Phase III:  Usually within 8-12 weeks
6.1
A further case discussion meeting should be convened and chaired by the DP or equivalent following the final results of the post-mortem examination becoming available.  This should involve those who knew the child and family and those involved in investigating the death - the GP, health visitors, school nurse, Paediatrician/s, pathologist or pathologist report, Police senior investigating officers, Coroner or Coroner’s officer and, where relevant, social workers.
6.2
The purpose of the meeting is to share information to identify the cause of death and/or those factors that may have contributed to the death and then to plan the future care for the family.  Potential lessons to be learned may also be identified at this stage.  The outcome of this meeting will inform the inquest, if there is one.
6.3
The meeting should explicitly address the possibility of abuse or neglect as causes or contributory factors in the death, and the outcomes of this should be recorded.
6.4
The meeting should agree how the parents will be informed about the outcome of the meeting and how they will be provided with on-going support, including how the parents will be given the opportunity to have their views taken into account by the CDOP review.
6.5
The DP or equivalent must ensure that the results of the post-mortem examination are shared with parents, provided this is consistent with the requirements of the Coroner and the Police.
6.6
Where other investigations are ongoing, the meeting should conclude with a record of the current situation.
6.7
Any records of the meeting (ie DCSF Form B / meeting notes) should be forwarded at the time of the review to the CDOP for the area where the child normally resided at the time of death.  
APPENDIX 2

Key Strands to Rapid Response
1.
Seven Key Strands

1.1
The seven key strands to rapid response are:
1.1.1
Care of the Bereaved Family
Ensuring at every phase that the needs of the bereaved family are of paramount consideration to any professional involved with a family where a child is dying or has died.  This includes the welfare and protection of remaining siblings, spiritual needs and possible involvement of the extended family (see Appendix 4 for more details).
1.1.2
Deciding on Response
Deciding on whether the death is unexpected and whether to implement the rapid response procedure.  The designated Paediatrician responsible for unexpected deaths in childhood is responsible for making the decision about whether a death is unexpected.
1.1.3
Notification to the Single Point of Contact (SPOC)
The SPOC will be notified of all child deaths by the professional confirming the fact of death, using the notification form (see Notification proforma in Appendix 7a).  This will remain the responsibility of the professional confirming the fact of death until s/he is able to hand over to the DP.  Notification must be made within 24 hours in order for the rapid response to commence.
Depending on local arrangements, the SPOC / DP or equivalent will initiate a phase II meeting or discussion.
1.1.4
Child Protection
Emerging information giving rise to child protection concerns about remaining siblings and/or other children in the household or peer group must take priority and will require formal referral to LA children’s social care in line with section 6.  Referral and assessment, in the London Child Protection Procedures (LSCB, 2007).  See also section 5.  Children in specific circumstances, London Child Protection Procedures (LSCB, 2007).
1.1.5
Serious Case Review

All agencies need to be mindful of any emerging information giving rise to the need for the LSCB to consider conducting a serious case review in line with section 19.  Serious case reviews of the London Child Protection Procedures (LSCB, 2007)3.  A review of this nature would be conducted using Chapter 8 of Working Together and will operate simultaneously to the rapid response procedure.
The decision to undertake a serious case review must be taken by the Chair of the LSCB where the child normally resided.
1.1.6
Media Issues
All Local Safeguarding Children Boards should have a process for managing media interest.  Staff must be enabled to proceed with their functions without intrusion and the family provided with privacy.
Media attention and enquiries will be managed by the Local Safeguarding Children Board in collaboration with the Metropolitan Police press office.
1.1.7
Support to Staff

Child deaths will have varying degrees of impact on staff.  Agencies need to be aware that clear procedures, effective communication and leadership will provide staff with confidence and enable them to respond appropriately to families.  Staff may respond to the emotions involved and agencies should have arrangements in place to manage this. 
APPENDIX 3

Services Available from Cruse Bereavement Care
· Online access to information at www.cruse.org.uk.
· Confidential Day-by-Day Helpline 0844 477 9400 and email helpline: helpline@cruse.org.uk.
· Free leaflets available though the helpline, the website, and from local branches or from Cruse central office 

· Individual face-to-face bereavement support from a Bereavement Volunteer 

· For young people, online access to information, forums and support at www.rd4u.org.uk.
· For young people, a freephone helpline 0808 808 1677 and private email service through www.rd4u.org.uk.
· Support in a bereavement group. 

APPENDIX 4

Designated Paediatrician for

Unexpected Deaths in Childhood
1.
This role is described in Working Together to Safeguard Children, Chapter 7, paragraph 7.18 and involves:
· leading the co-ordination of multi-agency activity and information sharing throughout the rapid response process;
· ensuring all agencies are notified and actions are agreed, with support from their SPOC;
· ensuring a case discussion or meeting takes place, normally within 5-7 days of the death;
· ensuring a formal case discussion or meeting takes place, normally 8-12 weeks following the death although this may be predicated by post mortem or other investigations; and
· ensuring that a full and accurate report is provided to the Local Safeguarding Children Board’s Child Death Overview Panel (using the child death information gathering and evaluation booklet, and additional papers as appropriate).
2.
Actions assigned to the designated Paediatrician for child death (DP) can be delegated to a nominated senior healthcare professional unless specifically stated otherwise.  This person will be referred to in this procedure as the ‘DP or equivalent’.
3.
The DP, following consultation with the lead clinician, is responsible for making the final decision of whether a death is unexpected.  This decision cannot be delegated, and must be recorded with clear reference to who was involved in the discussion.
APPENDIX 5
Immediate Response Protocol for 
Unexpected Death of a Child in Hospital

(Protocol for use in A&E and on the Ward)


APPENDIX 6
Professional Roles and Responsibilities of 
Agencies that are likely to be

Involved with the Unexpected Death of a Child
1.
When a child dies unexpectedly all professionals involved both before and after the death will enquire into and evaluate the child’s death.

2.
Each partner agency of the BSCB should expect to be involved in a child’s death at some point.  A senior person within each agency with relevant expertise should be indentified to advise their staff on the implementation of the local procedures on responding to a child death.

3.
Agencies frequently involved are as follows (alphabetical order):

· Accident and Emergency Staff 

· Ambulance Staff (LAS)

· Chief Executive of NHS Trusts including Primary Care Trusts 

· Coroner

· Coroner’s Office

· Designated Doctor for Unexpected Child Deaths

· General Practitioner

· Health Visitor / School Nurse / Community Children’s Nurse / Acute Nurse

· Hospital Paediatrician/A&E Consultant
· Mental Health Professional

· Midwife

· Pathologist

· Police

· Social Care (Children & Families)

4.
Role of each Agency
Accident and Emergency Staff

Ensure that you know where to find your Trust procedures for unexpected deaths and how to contact the Designated Doctor for unexpected deaths.

Keep careful records, including the history given by the parents and notes on the initial physical examination, plus detailed records of all interventions and procedures carried out in the A&E department, including the sites of attempted venous and arterial access. 

As soon as death has been confirmed, inform the Coroner or Coroner’s officer and ensure that any further action has the Coroner’s approval.  

Look after the parents sensitively, offer mementos and keep them informed as appropriate.

Ambulance Staff (LAS)

Ensure that you know where to find your Trust procedures for unexpected deaths and how to contact the Designated Doctor for unexpected deaths.

Attempt resuscitation unless it is clear that the child has been dead for some time.

Keep the parents informed.

In all cases take the child to the most suitable A&E department and not to the mortuary.

Chief Executive of NHS Trusts including Primary Care Trusts

Ensure there is a local agreement, in line with the recommendations of this policy, between the Coroner, Police and the NHS Trusts on principles of how unexpected deaths in infancy and childhood should be handled

Ensure that your trust has agreed access at all times to a consultant Paediatrician with special responsibility for unexpected child deaths, and that this responsibility is included in the job description.  
Ensure appropriate multi-professional training is provided and funded for all relevant professionals within the PCT.

Ensure the pathology investigations in post-mortem investigations on children dying within the PCT can be carried out at the request of a Coroner (either within your Trust or, with agreement, within another Trust that has appropriate facilities).

Encourage all medical and nursing staff to give high priority to attendance at infant and child death case discussions.

Coroner

Ensure that the investigation of unexpected infant deaths has a proper balance between medical and forensic requirements. 

Agree standard procedures in advance with the relevant local hospital NHS trust, PCT and the Police so that specific approval on each occasion is not needed. 

Ask to be provided with a full medical history. 

Ensure that the post mortem is carried out as soon as possible by a pathologist with the appropriate training and expertise, if necessary ensuring the infant is transported to an appropriate specialist centre for that purpose.

Make a copy of the post-mortem report available to the named Paediatrician and if there are no suspicious circumstances give permission for him or her to discuss it with the parents. 

Authorize, and ensure that parents are informed, that tissue blocks and slides are to be taken at post-mortem examination and retained indefinitely as part of the pathology record.

Ensure that parents are informed about any further bodily material that has been retained after the initial post-mortem examination, for how long it is likely to be required and the purpose of this retention. 

Ensure the body is released for burial or creation as soon as possible.

With the exception of those where there are clear natural causes immediately recognizable at post mortem (and a certificate of the case of death can therefore be issued immediately), hold an inquest following every sudden unexpected death and schedule the inquest as expeditiously as possible. 

At inquest take account of the report of the multi-agency case discussion meeting; summon all the relevant local professionals to attend the inquest if no multi-agency meetings have taken place.

Avoid the term “unascertained” as the final registered cause of death; if the death meets the international criteria for sudden infant death syndrome (SIDS) that is the term that should be the registered cause of death.

Hold the inquest in private if this is possible and not against public interest.

Coroner’s Office

Familiarise yourself with the local agreement between the Coroner, Police and local PCT on the principles of how unexpected deaths in infants and children should be handled.

Visit the family as necessary, treating them with sensitivity, and keeping them fully informed about all the procedures that are taking place and helping them with the practical arrangements.

Explain to the parents what takes place in an inquest and let them know that they can take a friend, and ask questions at the inquest. 

Designated Pediatrician for Unexpected Deaths in Childhood

Advise the Strategic Health Authority on the commissioning of services relevant to care and investigation after an unexpected death. 

Ensure that a Paediatrician with special responsibility for unexpected deaths in childhood is available at all times. 

Agree in advance the division of responsibility between the on-call/ hospital Paediatrician and the designated pediatrician in the event of an unexpected death.  Respond to notifications of unexpected death promptly attending whenever possible and providing immediate telephone advice and information to healthcare staff, Police and other staff directly involved.

Take the medical lead:

· In the instigation and running of the multi-agency protocol for care and investigation after an unexpected death.

· In communication with other healthcare professionals.

· In the communication with other agencies, notably the Police, the Coroner’s office and the social services department. 

Ensure all necessary multi-agency strategy discussions take place.

If deemed appropriate, arrange to visit the family at home (preferably with a member of the Police child abuse investigative team and a member of the primary healthcare team) as soon as possible after the death to talk with the family and to examine the environment in which the infant collapsed or died (which may not be in the family home).

Collate all relevant medical records (in collaboration with the local on-call consultant Paediatrician).

Provide a report for the pathologist prior to the post mortem.

Ensure the family is fully informed and given appropriate support at all stages.

Coordinate, organize and chair the local case discussion meeting as soon as the full results of the post-mortem investigations are available, usually 2-3 months after the death, and usually held in the primary care setting. 

Prepare a written summary of the local case discussion meeting and ensure it is distributed to all relevant professionals, including the Coroner.

Offer to meet the family to explain the outcome of the local case discussion meeting including the cause of death, and send the family a full written report, in accessible language.

Liaise with the Coroner whenever necessary in the organization and conduct of the inquest.

General Practitioner

Familiarize yourself with the local agreement between the Coroner, Police and local PCT on the principles of how the unexpected deaths in childhood should be handled. 

If called to the scene of death, send the baby to the A&E department rather than the mortuary.

Visit the parents at home as soon as convenient.

If necessary, advise on suppression of lactation.

Make the GP notes available to the Designated Doctor for unexpected deaths or Designated Nurse for Safeguarding Children and attend the case discussion meeting.

With the health visitor, ensure that the family receives adequate support, both now and for a future pregnancy.  

Health Visitor/School Nurse/Community Children’s Nurse/Acute Nurse

Ensure you are familiar with the local procedure.

Visit the family at home as soon as convenient.

Facilitate the visit by the Designated Pediatrician.

Make the health visiting notes available to the Designated Doctor for unexpected deaths or Designated Nurse for Safeguarding Children. 

With the GP, ensure that the family receives adequate support, both now and in the event of a future pregnancy.
Hospital Pediatrician / A&E Consultant

Ensure that you know where to find your Trust procedures for unexpected deaths and how to contact the Designated Doctor for unexpected deaths.  Advice may also be sought from the hospital pediatric lead for child deaths.

Keep careful records, including the history given by the parents and notes on the initial physical examination, plus detailed records of all interventions and procedures carried out in the A&E department, including the sites of attempted venous and arterial access. 

As soon as death has been confirmed, inform the Coroner or Coroner’s officer and ensure that any further action has the Coroner’s approval.  

Look after the parents sensitively, offer mementos and keep them informed as appropriate.

Liaise with Designated Pediatrician for Unexpected Child Deaths to agree who takes the lead in:
· In the instigation and running of the multi-agency protocol for care and investigation after an unexpected death.

· In communication with other healthcare professionals.

· In the communication with other agencies, notably the Police, the Coroner’s office and the social services department. 

If deemed appropriate, arrange to visit the family at home (preferably with a member of the Police child abuse investigative team and a member of the primary healthcare team) as soon as possible after the death to talk with the family and to examine the environment in which the infant collapsed or died (which may not be in the family home).

Collate all relevant medical records (in collaboration with the local on‑call consultant Paediatrician).

Provide a report for the pathologist prior to the post mortem.

Ensure the family is fully informed and given appropriate support at all stages.

Mental Health Professional

Familiarize yourself with the local procedure.

Provide a family and social history and make any relevant records available for the strategy discussions and the local case discussion meeting.

Attend the case discussion meeting.

Midwife

Ensure you are familiar with the local procedure.

If family still under your care, visit the family at home as soon as convenient.

If necessary, advise on suppression of lactation.

Make the midwifery notes available to the Designated Pediatrician and attend the case discussion.

Ensure a prominent note is made in the mother’s obstetric records to alert staff dealing with a future pregnancy. 

Pathologist

Only undertake post-mortem examinations on unexpected deaths if you have appropriate and recent expertise and training in this field.
If you are instructed as a forensic pathologist, but without appropriate expertise in pediatric pathology, ensure that a pathologist with appropriate and recent pediatric training and expertise is involved.

Familiarize yourself with the local agreement between the Coroner, Police and local PCT on the principles of how unexpected deaths in infancy should be handled.

Ensure that an adequate history (preferably including a detailed account of the precise circumstances of the death from a home visit) is available before starting the post-mortem.

Ensure that a full skeletal survey is carried out in relevant cases before starting the post-mortem examination.  This should be reported by a radiologist with recent experience and training in pediatric radiology (preferably before the post-mortem examination is conducted).

Follow the recommended protocol for unexpected post-mortems. 

The phrase “unexplained pending further investigation” should be used initially unless a clear and sufficient natural or unnatural cause for the death has been identified.

Inform the Coroner (and ensure the family is informed) about what bodily material has been retained.

Inform the Coroner (and ensure the family is informed) if retention of whole organs is necessary for further investigation, and whether the organ can be returned to the body in a week or as soon as possible after fixation and sampling. 

When criminal proceedings are likely, ensure that retention of adequate tissue or organ samples (eg the whole bran) is discussed with the Coroner and that, if such retention is considered necessary, the sample is made an exhibit so that its retention is covered by The Criminal Justice Act 2003.

Agree to the release of the body for funeral as soon as possible, consistent with conducting an appropriate and thorough examination.

Ensure that your findings are explained to the parents (with the Coroner’s permission) usually by the Rapid Response Pediatrician.

Attend the local case discussion meeting.

Police

Familiarize yourself with the local rapid response procedure.

Investigate the possibility that the death may have been unnatural, but keep in mind that most unexpected deaths arise from natural causes.

Avoid the attendance of uniformed officers at the home if possible.

Ensure that any officer involved has specialist training and experience (officers from child abuse investigative team or with family liaison unit training may be appropriate).

Liaise with the Paediatrician and other agencies from the outset and confer about possible causes of death.

Always treat the family with sensitivity.

If a young person is under the supervision of the Youth Offending Team (YOT), the YOT should also be approached.

Social Care (Children and Families)

Familiarize yourself with the local procedure. 

Review Social Services records to identify any prior concerns/involvement relating to the child who has died and to other members of the family and the household.

Provide a family and social history and make any relevant records available for the strategy discussions and the local case discussion meeting.

Attend the case discussion meeting (if social services are involved with family).

Take appropriate action if causes for concern are raised in the strategy discussions or case discussion meeting.

Carry out a risk assessment whenever appropriate for any surviving or subsequent children.

School/Early Years

Familiarize yourself with the local procedure. 

Review records to identify any prior concerns/involvement relating to the child who has died and to other members of the family and the household.

Provide a family and social history and make any relevant records available for the strategy discussions and the local case discussion meeting.

Attend the case discussion meeting if asked to attend

Take appropriate action if causes for concern are raised in the strategy discussions or case discussion meeting.

Carry out a risk assessment whenever appropriate for any surviving or subsequent children.

APPENDIX 7a
Form A

Notification of Child Death

Notification to be reported to SPOC at:

Email:  Child.Protection@bromley.gov.uk

Tel:  020 8313 4325

Fax:  020 8313 4324
The information on these forms and the security for transferring it to the CDOP Co‑ordinator should be clarified and agreed with your local Caldicott guardian.

If there are a number of agencies involved, liaison should take place to agree which agency will submit the Notification.

Child’s Details
	Full Name of Child
	

	DOB/Age
	     /     /     
	NHS No:       

	Age (in years, months and days)
	     

	Address
	     

	Postcode
	     

	School/nursery etc
	     

	Date and time of death
	     /     /     
	Time:
     

	Other significant family members
	     


Referral details

	Date of referral
	     /     /     

	Name of referrer
	     

	Agency
	     

	Address
	     

	Tel Number
	     

	Email
	     


NB:
Page 1 can be removed for the purposes of anonymising the case.
Page 2 should be made available with Form B to the Child Death Overview Panel.

Details of the death:

	Location of death or fatal event:
(Give address if different from above)
	     

	Death expected?
	 FORMCHECKBOX 
  Expected
	 FORMCHECKBOX 
  Unexpected†

	
	Yes
	No
	N/K
	N/A
	

	Reported to Coroner
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Date: 
     /     /     

	
	
	
	
	
	Name:


	Reported to Registrar
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Date: 
     /     /     

	
	
	
	
	
	Name:
     

	Has a medical certificate of cause of death been issued?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Date: 
     /     /     

	Post mortem examination:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Date: 
     /     /     

	
	
	Venue:
     


† An unexpected death is defined as the death of a child which 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 which led to the death.
Notification Details
Please outline circumstances leading to notification.  Also include if any other review is being undertaken, eg internal agency review; any action being taken as a result of this death.

	


	GP
	
	
	

	Name 
	     
	Address
(inc postcode)
	     

	Other Professionals/Services Involved (include:  name, agency and contact details)
     

	Other children in household or affected by the death (please complete with any available information)
	Names (if known)
	Ages/DOB (if known)

	
	     
	     

	Place/Locality of death
	     
	Contact No:
	     

	Senior medical practitioner present at time of death
	     
	Contact No:
	     

	Is this an unexpected death? (ie not expected in the previous 24 hours)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Has this been confirmed by the designated doctor for child death?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	Is a post-mortem required?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	PRINT name
	     
	Organisation
	     

	Signature
	     
	Date and time of notification
	     


APPENDIX 7b
Form B

Agency Report Form

This form to be returned to CDOP Team at:

	Address:
	     

	Email:
	     
	Fax:
	     


The information on these forms and the security for transferring it should be clarified and agreed with your local Caldicott guardian.

Please complete this form based on the information you have and return it quickly to the CDOP manager.  If in doubt about what information to provide, please discuss with your manager.
Completing the form:  The form is sent out to all agencies involved with a child and family.  As such you are not expected to complete all of the form.  You are asked to complete only those sections and questions on which you hold information.  Some information is collected in tick box or yes/no format to allow collation and comparison of data, but in each section there is space for more narrative/qualitative information which will help the CDOP to more fully understand the nature of each child’s death.  If you do not have information for any particular item, please either circle or tick N/K (Not Known) or N/A (Not Applicable) or leave the item blank.  It is preferable to circle or tick not known as this indicates to the CDOP that you have considered the question but have no information.

The form consists of six sections, A to F, along with supplementary forms B2 – B12 to be completed where appropriate according to the type of death.  Please note:  If the death concerns the death of a neonate please complete form B2 first.
Purpose:  Form B is designed to gather information about each child’s death.  Its primary purpose is to enable the local CDOP to review all children’s deaths in their area in order to understand patterns and factors contributing to children’s deaths and ultimately to take steps to prevent future child deaths.

Confidentiality:  The information requested on this form will be used for the purposes of child death review as outlined in Chapter 7 of Working Together.  All bereaved parents are informed of these processes.  The nature of the information collected means it is likely that some of the information is personal/sensitive data and therefore CDOPs should be mindful of their obligations under the Data Protection Act (DPA) 1998 when processing that information.  All cases will be anonymised prior to discussion by the CDOP.  All information gathered will be stored securely and only anonymised data will be collated at a regional or national level. 

This page may be removed for the purposes of anonymisation prior to discussion at the CDOP
A:
Identifying and Reporting Details

	Child

	Full name:
	
	Date of birth:
	     /     /     

	NHS No.
	
	Date of death:

	     /     /     


	Gender
	Male   FORMCHECKBOX 

	Female   FORMCHECKBOX 


	Address
(inc postcode, if known)
	


Agency Report Provided by

	Agency:
	     
	Name:
	     

	Address:
	     

	Postcode:
	     

	Tel No:
	     
	Email:
	     


B:
Summary of Case and Circumstances Leading to the Death
This section provides information on the nature and manner of the child’s death.  Please complete any information which you hold on the case.

The ‘Details of the Death’ section is to be completed by the treating doctor involved with the child at the time of death – other professionals can complete this section if they have the information.

	Details of the Death

	What is your understanding of the cause of death?
(complete registered cause of death, if known, below)

	     

	What was the mode of death?  (Please tick appropriate box)

	Planned palliative care
	 FORMCHECKBOX 


	Withholding, withdrawal or limitation of life-sustaining treatment
	 FORMCHECKBOX 


	Brainstem death
	 FORMCHECKBOX 


	Failed Cardiopulmonary resuscitation
	 FORMCHECKBOX 


	Witnessed event
	 FORMCHECKBOX 


	Found dead
	 FORMCHECKBOX 


	Not known
	 FORMCHECKBOX 


	Expected
	 FORMCHECKBOX 


	Unexpected
	 FORMCHECKBOX 


	
	Yes
	No
	N/K
	

	Has a medical certificate of the cause of death been issued?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	
	Yes
	No
	N/A
	N/K

	Was this death referred to the Coroner?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Was a post-mortem examination carried out?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Date of PM if known:
	     /     /     

	
	Place of PM if known:
	     

	
	Yes
	No
	N/A
	Not Yet
	N/K

	Has an inquest been held?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Date of Inquest if known:
	     /     /     


	Registered cause of death if known (for children over 28 days)
	la
	     

	
	lb
	     

	
	lc
	     

	
	ll
	     

	Registered cause of death if known (for neonatal deaths)
	(a)
	Main diseases or conditions in infant?

	
	
	     

	
	(b)
	Other diseases or conditions in infant?

	
	
	     

	
	(c)
	Main maternal diseases or conditions affecting infant?

	
	
	     

	
	(d)
	Other maternal diseases or conditions affecting infant?

	
	
	     

	
	(e)
	Other relevant conditions?

	
	
	     


All - Please complete
	Where was the child at the time of the event or condition which led to the death? 
	 FORMCHECKBOX 

	Acute Hospital
	 FORMCHECKBOX 

	Emergency Department

	
	
	
	 FORMCHECKBOX 

	Paediatric Ward

	
	
	
	 FORMCHECKBOX 

	Neonatal Unit

	
	
	
	 FORMCHECKBOX 

	Paediatric Intensive Care Unit

	
	
	
	 FORMCHECKBOX 

	Adult Intensive Care Unit

	
	
	
	 FORMCHECKBOX 

	Other

	
	 FORMCHECKBOX 

	Home of normal residence

	
	 FORMCHECKBOX 

	Other private residence

	
	 FORMCHECKBOX 

	Foster Home

	
	 FORMCHECKBOX 

	Residential Care

	
	 FORMCHECKBOX 

	Public place

	
	 FORMCHECKBOX 

	School

	
	 FORMCHECKBOX 

	Hospice

	
	 FORMCHECKBOX 

	Mental health inpatient unit

	
	 FORMCHECKBOX 

	Abroad

	
	 FORMCHECKBOX 

	Other (specify)
	     

	
	 FORMCHECKBOX 

	Not known

	Where was the child when the death was confirmed?
	 FORMCHECKBOX 

	Acute Hospital
	 FORMCHECKBOX 

	Emergency Department

	
	
	
	 FORMCHECKBOX 

	Paediatric Ward

	
	
	
	 FORMCHECKBOX 

	Neonatal Unit

	
	
	
	 FORMCHECKBOX 

	Paediatric Intensive Care Unit

	
	
	
	 FORMCHECKBOX 

	Adult Intensive Care Unit

	
	
	
	 FORMCHECKBOX 

	Other

	
	 FORMCHECKBOX 

	Home of normal residence

	
	 FORMCHECKBOX 

	Other private residence

	
	 FORMCHECKBOX 

	Foster Home

	
	 FORMCHECKBOX 

	Residential Care

	
	 FORMCHECKBOX 

	Public place

	
	 FORMCHECKBOX 

	School

	
	 FORMCHECKBOX 

	Hospice

	
	 FORMCHECKBOX 

	Mental health inpatient unit

	
	 FORMCHECKBOX 

	Abroad

	
	 FORMCHECKBOX 

	Other (specify)
	     

	
	 FORMCHECKBOX 

	Not known



	Were any of the following events known to have occurred?

	 FORMCHECKBOX 

	Neonatal Death
	Complete B2 - Please complete form B2 before continuing to complete the rest of this form, as you may not be required to provide any further information through Form B.

	 FORMCHECKBOX 

	Death of a child with a life limiting condition (to be completed by the lead clinician or designated member of the palliative care team)
	Complete B3

	 FORMCHECKBOX 

	Sudden unexpected death in infancy (to be completed by the SUDI Paediatrician or designated deputy, and will almost always be completed at or immediately after the local case review meeting.  In those rare instances in which there is no local case review meeting the SUDI Paediatrician or designated deputy should complete this form at the conclusion of the investigation)
	Complete B4

	 FORMCHECKBOX 

	Road traffic accident/collision
	Complete B5

	 FORMCHECKBOX 

	Drowning
	Complete B6

	 FORMCHECKBOX 

	Fire/burns
	Complete B7

	 FORMCHECKBOX 

	Poisoning
	Complete B8

	 FORMCHECKBOX 

	Other non-intentional injury/accidents/trauma
	Complete B9

	 FORMCHECKBOX 

	Substance misuse
	Complete B10

	 FORMCHECKBOX 

	Apparent homicide
	Complete B11

	 FORMCHECKBOX 

	Apparent suicide
	Complete B12

	Circumstances of Death
Please provide a narrative account of the circumstances leading to the death.  This should include a chronology of significant events (eg contact with service; changes in family circumstances) in the background history, and details of any important issues identified. Consider:  Events leading to the death; Early family history;  Pregnancy and birth; Infancy; Pre-school; School years; Adolescence



	     


C:
The Child

This section provides information about the child and any known conditions or factors intrinsic to the child that may have contributed to the death.  Please complete any information which you hold on the case.

	Birth weight
(gm or oz / Ib)
	      gms 

      Ibs      oz
	Gestational age at birth (completed weeks)
	     

	Last known weight
(gm or oz / Ib)

Date
	      gms 

      Ibs      oz

     /     /     
	Last known height (ft/in or cm)

Date
	      cm

      ft       in

     /     /     

	
	Yes
	No
	N/K

	Any known medical conditions at the time of death?
If yes, please provide details below
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	
	
	

	Was the child fully immunised?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	
	
	

	Date of last immunisation:       /     /     
	
	
	

	Any known developmental impairment or disability at the time of death?  If yes, please provide details below:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	
	
	

	Any medication at the time of death?
If yes, please provide details below:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	
	
	

	Education/Occupation
	 FORMCHECKBOX 

	Not yet in education

	
	 FORMCHECKBOX 

	Nursery

	
	 FORMCHECKBOX 

	School

	
	 FORMCHECKBOX 

	College

	
	 FORMCHECKBOX 

	Not in education

	
	 FORMCHECKBOX 

	Left education
	 FORMCHECKBOX 

	Employed

	
	
	
	 FORMCHECKBOX 

	Unemployed

	If employed, please provide occupation
	     

	Ethnic group
	 FORMCHECKBOX 

	White
	 FORMCHECKBOX 

English/Welsh/Scottish/Northern Irish/British

	
	
	
	 FORMCHECKBOX 

Irish

	
	
	
	 FORMCHECKBOX 

Gypsy or Irish Traveller

	
	
	
	 FORMCHECKBOX 

Any other White background
(please specify)      

	
	 FORMCHECKBOX 

	Mixed/

multiple ethnic

groups
	 FORMCHECKBOX 

White and Black Caribbean

	
	
	
	 FORMCHECKBOX 

White and Black African

	
	
	
	 FORMCHECKBOX 

White and Asian

	
	
	
	 FORMCHECKBOX 

Any other mixed/multiple ethnic background (please specify below)

	
	
	
	
     


	Ethnic Group (Cont'd)
	 FORMCHECKBOX 

	Asian or Asian British
	 FORMCHECKBOX 

Indian

	
	
	
	 FORMCHECKBOX 

Pakistani

	
	
	
	 FORMCHECKBOX 

Bangladeshi

	
	
	
	 FORMCHECKBOX 

Chinese

	
	
	
	 FORMCHECKBOX 

Any other Asian background
(please specify below) 

	
	
	
	
     


	
	 FORMCHECKBOX 

	Black/

African/

Caribbean/Black British 
	 FORMCHECKBOX 

African

	
	
	
	 FORMCHECKBOX 

Caribbean

	
	
	
	 FORMCHECKBOX 

Any other Black/African/Caribbean background (please specify below)

	
	
	
	
     


	
	 FORMCHECKBOX 

	Other ethnic group
	 FORMCHECKBOX 

Arab

	
	
	
	 FORMCHECKBOX 

Any other ethnic group
(please specify below)

	
	
	
	
     


	
	 FORMCHECKBOX 

	Not known/not stated



	Religion
(please state)


	     


	Factors in the child
Please provide a narrative description of any relevant factors within the child that have not already been covered.  Include any known health needs; factors influencing health; growth parameters development/educational issues; behavioural issues; social relationships; identity and independence; any identified factors in the child that may have contributed to the death. Include strengths, as well as difficulties. 


	     


D:
Family and Environment

This section provides details of the child’s family and close environment.  Please complete with any information known to you.

Please circle or tick your responses

	
	Age/DoB
	Gender
	Relationship to child and/or family
	Occupation
	Living in primary household?


	
	
	
	
	
	Yes
	No
	N/K

	Mother
	     
	F
	Mother 
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Father
	     
	M
	Father
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other significant others (eg Mother’s partner; significant carer.  Please number and complete any information known; further adults can be added below)

	1     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Siblings (Please number and complete any information known; further siblings can be added below, please include step and half siblings)

	1     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	7     
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Was the child/family an Asylum Seeker
	Yes
	No
	N/K

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Further family information

(In relation to the primary household or other household where the child spends a significant amount of time)

Please tick your responses

	
	Mother
	Father
	Other Adult 1
	Other Adult 2

	
	Yes
	No
	N/K
	Yes
	No
	N/K
	Yes
	No
	N/K
	Yes
	No
	N/K

	Smoker
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Any Known:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Disability, including learning disability?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Physical health issues?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Mental health issues?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Substance misuse?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Alcohol misuse?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Known to Police
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Are mother and father related to each other (excluding marriage)
	Yes   FORMCHECKBOX 

	No   FORMCHECKBOX 

	Please provide details.

     


	Any known domestic violence in the household?
(Please provide details below)
	Yes
	No
	N/K

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	
	
	


	Factors in the family and environment:
Please provide a description of any relevant factors known to you that have not been covered elsewhere.  

Consider:  family structure and functioning; wider family relationships; housing; employment and income; social integration and support; community resources.  Include strengths and difficulties

	     


E:
Parenting Capacity

The purpose of this section is to understand factors in relation to the care of the child that may have been of relevance in any way to the child’s death, and also factors that may have contributed to support and nurture of the child.  Please complete any information known to you.

	Where was the child living at the time of their death or the event leading to their death?
	 FORMCHECKBOX 

	Parental home

	
	 FORMCHECKBOX 

	Other relatives

	
	 FORMCHECKBOX 

	Foster carers

	
	 FORMCHECKBOX 

	Private fostering

	
	 FORMCHECKBOX 

	Residential unit

	
	 FORMCHECKBOX 

	Long stay hospital

	
	 FORMCHECKBOX 

	Hospice

	
	 FORMCHECKBOX 

	Other (please state)

	
	
	     

	Who was directly looking after the child at the time of their death or the event that led to their death? (please tick all that apply)
	 FORMCHECKBOX 

	Mother

	
	 FORMCHECKBOX 

	Father

	
	 FORMCHECKBOX 

	Other adults (please list and give adults relationships to the child)

     

	
	 FORMCHECKBOX 

	Child/young person (please list and give age and  relationships to the child)

     

	
	 FORMCHECKBOX 

	Health care staff

	
	 FORMCHECKBOX 

	Others (please list below)

     


	Was the child subject to a
Child Protection Plan?
	 FORMCHECKBOX 

	At the time of death

	
	 FORMCHECKBOX 

	Previously

	
	 FORMCHECKBOX 

	Not at all

	Category of most recent
Child Protection Plan:
	 FORMCHECKBOX 

	Physical abuse

	
	 FORMCHECKBOX 

	Neglect

	
	 FORMCHECKBOX 

	Emotional abuse

	
	 FORMCHECKBOX 

	Sexual abuse

	
	 FORMCHECKBOX 

	Not known

	Was the child subject to any Statutory Orders?
	 FORMCHECKBOX 

	At the time of death

	
	 FORMCHECKBOX 

	Previously

	
	 FORMCHECKBOX 

	Not at all

	Category of most recent 
statutory order:
	 FORMCHECKBOX 

	Police Powers of Protection

	
	 FORMCHECKBOX 

	Emergency Protection Order

	
	 FORMCHECKBOX 

	Interim Care Order

	
	 FORMCHECKBOX 

	Care Order

	
	 FORMCHECKBOX 

	Supervision Order

	
	 FORMCHECKBOX 

	Residence Order

	
	 FORMCHECKBOX 

	Section 20 (Children Act 1989) 

	
	 FORMCHECKBOX 

	Antisocial behaviour order

	
	 FORMCHECKBOX 

	Other court order, please specify:

     

	Had the child been assessed as a child in need under section 17 of the Children Act 1989?
	 FORMCHECKBOX 

	At the time of death

	
	 FORMCHECKBOX 

	Previously

	
	 FORMCHECKBOX 

	Not at all

	Were any siblings subject to a child protection plan?
	 FORMCHECKBOX 

	At the time of death

	
	 FORMCHECKBOX 

	Previously

	
	 FORMCHECKBOX 

	Not at all

	Were any siblings subject to any statutory orders?
	 FORMCHECKBOX 

	At the time of death

	
	 FORMCHECKBOX 

	Previously

	
	 FORMCHECKBOX 

	Not at all


	Factors in the parenting capacity:

Provide a narrative description of the parenting capacity with any relevant factors known to you and not already covered elsewhere. 

Consider issues around provision of basic care; health care (including antenatal care where relevant); safety; emotional warmth; stimulation; guidance and boundaries; stability.  Include strengths as well as difficulties.

	     


F:
Service Provision 

The purpose of this section is to obtain a profile of the services being offered to the child and family; the effectiveness of those services in supporting the child and family; and to identify any unmet needs or gaps in services.  Please complete any information you are able to on your agency.

Details of agency involvement

Please indicate whether any of the services listed were involved with the child, or in neonatal deaths, with the mother.  Where any service was involved, please provide details in the narrative section below.

Please circle or tick your responses

	Agency/Professional
	Involved at time of death or in relation to the final illness

	Involved previously

	
	Yes
	No
	N/K
	N/A
	Yes
	No
	N/K
	N/A

	Primary Health Care
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Secondary/Tertiary Hospital Services
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Secondary/Tertiary Community Health Services
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Hospice Services
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Child and Adolescent Mental Health
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Police
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Local Authority Children’s Services
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Education
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Connexions
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Probation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other (please specify)

     

	 FORMCHECKBOX 

	
	
	
	
	
	
	


	If no professionals involved at the time of death, what was the last known contact of a professional from your agency?
	Professional      

	
	Date of last known contact:       /     /     

	
	Nature of contact:       

	
	 FORMCHECKBOX 
  No known contact from this agency

	
	 FORMCHECKBOX 
  Not known


	
	Yes
	No
	N/K
	N/A

	Were there any identified unmet needs / gaps in services?  (If yes, please provide details below)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	
	
	
	

	Were there any identified difficulties in family engagement with services?  (if yes, please provide details below)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	
	
	
	


Factors in relation to service provision

	Please complete any information known to you in relation to service provision that has not been covered elsewhere.

Consider any identified services both required and provided; the nature and timing of any services provided; any gaps between child’s or family member’s needs and service provision; any issues in relation to service provision or uptake, positive/negative in relation to bereavement care.

	     


	Was there a formal Critical Incident Investigation - If ‘Yes’, please state which specific agency
	Yes
	No
	N/K
	N/A

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Any other internal agency investigation (please specify)

	

	     


	Is this child death the subject of a serious case review
	Yes
	No
	N/K
	N/A

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Issues for discussion

Include any action or learning you consider should be taken forward as a result of the child’s death; issues that require broader multi-agency discussion

	     


APPENDIX 7c
Form C

Analysis Proforma

This proforma is used by the Child Death Overview Panel (CDOP) to:

· evaluate information about the child’s death;

· identify lessons to be learnt; and

· to inform an understanding of all child deaths at a national level.

Where prior to the CDOP meeting, a local case discussion is held, the local team may complete a draft Form C to be forwarded to the CDOP to inform their deliberations.

	Agencies Represented at the Meeting
	Yes
	No

	Primary Health Care
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Paediatrics
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Hospital Services
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Mental Health Services
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Ambulance Services
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Police
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Children’s Social Care Services
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Schools
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other (Specify)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	
	


	List of documents available for discussion

	


	Cause of death as presently understood

	


	Case Summary

	A few paragraphs at most:  a summary of the background and a factual description of events leading up to death.  This should be as short as possible.

	     


The CDOP should analyse any relevant environmental, extrinsic, medical or personal factors that may have contributed to the child’s death under the following headings.
For each of the four domains below, determine different levels of influence (0-3) for any identified factors:

0
-
Information not available
1
-
No factors identified or factors identified but are unlikely to have contributed to the death
2
-
Factors identified that may have contributed to vulnerability, ill-health or death

3
-
Factors identified that provide a complete and sufficient explanation for the death

This information should inform the learning of lessons at a local level. 

	Domain - Child’s needs 

	Factors intrinsic to the child
Include any known health needs; factors influencing health; development/ educational issues; behavioural issues; social relationships; identity and independence; abuse of drugs or alcohol; note strengths and difficulties

	Please enter relevant information

     


	Please tick the following boxes if these factors were present or may have contributed to the death
	
	Relevance

(0-3)

	
	Yes
	No
	N/K
	

	Condition
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Acute / Sudden onset illness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify:       
	
	
	
	

	Chronic long term illness

	Asthma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Epilepsy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Other chronic illness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify:
	     
	
	
	
	

	Disability or impairment

	Learning disabilities
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify:
	     
	
	
	
	

	Motor impairment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify:
	     
	
	
	
	

	Sensory impairment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify:
	     
	
	
	
	

	Other disability or impairment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify:
	     
	
	
	
	

	

	Emotional / behavioural / mental health condition in the child
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify:
	     
	
	
	
	

	Allergies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify:
	     
	
	
	
	

	Alcohol/substance misuse by the child
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify
	     
	
	
	
	


	Domain - family and environment

	Factors in the family and environment
Include family structure and functioning; including parental abuse of drugs or alcohol; wider family relationships; housing; employment and income; social integration and support; community resources; note strengths and difficulties

	Please enter relevant information

	     

	Please tick the following boxes if these factors were present or may have contributed to the death

	
	
	
	Relevance
(0-3)

	Condition:
	Yes
	No
	N/K
	

	Emotional/behavioural/mental health condition in a parent or carer
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify:       
	
	
	
	

	Alcohol/substance misuse by a parent/carer
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify      
	
	
	
	

	Smoking by the parent/carer in household or during pregnancy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify:       
	
	
	
	

	Housing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify:       
	
	
	
	


	Domestic violence
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify:       
	
	
	
	

	Co-sleeping
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify:       
	
	
	
	

	Bullying
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify:       
	
	
	
	

	Gang/knife crime
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify:       
	
	
	
	

	Pets/animal assault
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify:       
	
	
	
	


	Domain - parenting capacity

	Factors in the parenting capacity
Include issues around provision of basic care; health care (including antenatal care where relevant); safety; emotional warmth; stimulation; guidance and boundaries; stability; note strengths and difficulties

	Please enter relevant information

     

	Please tick the following boxes if these factors were present or may have contributed to the death


	
	Relevance

(0-3)

	Condition:
	Yes
	No
	N/K
	

	Poor parenting/supervision
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	
	

	Specify:
	     

	
	
	
	

	Child abuse/neglect

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify:
	     

	
	
	
	


	Domain - Service Provision

	Factors in relation to service provision 
Include any identified services (either required or provided); any gaps between child’s or family member’s needs and service provision; any issues in relation to service provision or uptake

	Please enter relevant information

	     

	Please tick the following boxes if these factors were present or may have contributed to the death


	
	Relevance

(0-3)

	Condition:
	Yes
	No
	N/K
	

	Access to Health Care
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify:  
	     
	
	
	
	

	Prior Medical Intervention
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify:
	     
	
	
	
	

	Prior Surgical Intervention
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Specify:
	     
	
	
	
	


The CDOP should categorise the likely/cause of death using the following schema.  This classification is hierarchical:  where more than one category could reasonably be applied, the highest up the list should be marked.

	Category
	Name and description of category
	Tick box below

	1
	Deliberately inflicted injury, abuse or neglect
This includes suffocation, shaking injury, knifing, shooting, poisoning & other means of probable or definite homicide; also deaths from war, terrorism or other mass violence; includes severe neglect leading to death.
	 FORMCHECKBOX 


	2
	Suicide or deliberate self-inflicted harm 
This includes hanging, shooting, self-poisoning with Paracetamol, death by self-asphyxia, from solvent inhalation, alcohol or drug abuse, or other form of self-harm.  It will usually apply to adolescents rather than younger children.
	 FORMCHECKBOX 


	3
	Trauma and other external factors 
This includes isolated head injury, other or multiple trauma, burn injury, drowning, unintentional self-poisoning in pre-school children, anaphylaxis & other extrinsic factors.  Excludes Deliberately inflected injury, abuse or neglect.  (category 1).
	 FORMCHECKBOX 


	4
	Malignancy
Solid tumours, leukaemias & lymphomas, and malignant proliferative conditions such as histiocytosis, even if the final event leading to death was infection, haemorrhage etc.
	 FORMCHECKBOX 


	5
	Acute medical or surgical condition 
For example, Kawasaki disease, acute nephritis, intestinal volvulus, diabetic ketoacidosis, acute asthma, intussusception, appendicitis; sudden unexpected deaths with epilepsy.
	 FORMCHECKBOX 


	6
	Chronic medical condition 
For example, Crohn’s disease, liver disease, immune deficiencies, even if the final event leading to death was infection, haemorrhage etc.  Includes cerebral palsy with clear post-perinatal cause.
	 FORMCHECKBOX 


	7
	Chromosomal, genetic and congenital anomalies 
Trisomies, other chromosomal disorders, single gene defects, neurodegenerative disease, cystic fibrosis, and other congenital anomalies including cardiac.
	 FORMCHECKBOX 


	8
	Perinatal/neonatal event 
Death ultimately related to perinatal events, eg sequelae of prematurity, antepartum and intrapartum anoxia, bronchopulmonary dysplasia, post-haemorrhagic hydrocephalus, irrespective of age at death.  It includes cerebral palsy without evidence of cause, and includes congenital or early-onset bacterial infection (onset in the first postnatal week).
	 FORMCHECKBOX 


	9
	Infection 
Any primary infection (ie, not a complication of one of the above categories), arising after the first postnatal week, or after discharge of a preterm baby.  This would include septicaemia, pneumonia, meningitis, HIV infection etc.
	 FORMCHECKBOX 


	10
	Sudden unexpected, unexplained death
Where the pathological diagnosis is either ‘SIDS’ or ‘unascertained’, at any age.  Excludes Sudden Unexpected Death in Epilepsy (category 5).
	 FORMCHECKBOX 



The panel should categorise the ‘preventability’ of the death – tick one box.

Preventable child deaths are defined in paragraphs 7.23 and 7.24 of Working Together to Safeguard Children
	Modifiable factors identified
	The panel have identified one or more factors, in any domain, which may have contributed to the death of the child and which, by means of locally or nationally achievable interventions, could be modified to reduce the risk of future child deaths
	 FORMCHECKBOX 


	No Modifiable factors identified
	The panel have not identified any potentially modifiable factors in relation to this death
	 FORMCHECKBOX 


	
	Inadequate information upon which to make a judgement.

NB this category should be used very rarely indeed.
	 FORMCHECKBOX 



	Issues identified in the review

	List the issues identified by the review group.  This list may include the absence of certain key persons from the discussion or the lack of key documents.

	     



	Learning Points

	List the learning points that emerge.  These may well overlap with the issues and with recommendations.

	     


	Recommendations

	List any recommendations, even if already picked up as learning points or ‘issues’

	Specific agency

     


	LSCB

     


	Regional

     


	National

     



	Follow up plans for the family, where relevant

	     


	Possible Actions

	Should this death be referred to another agency or Authority (eg Police, Coroner, Health and Safety Executive, Serious Case Review panel) for further investigation or enquiry? If so, please state

	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Already done

	If ‘Yes’, please specify:
	     


APPENDIX 8
Bereavement and Counselling Services

The Bereavement Centre for the Borough of Bromley

Tel:  01689 898979

The Centre is staffed by members of the British Association for Counselling and Psychotherapy and may be contacted directly on the above telephone number or through contact with the health visiting service, community nursing staff or the GP.  The service offers counselling, support, information, telephone and group support.  The Bereavement Centre is also the umbrella organisation of The Maypole Project which supports children with life limiting/life threatening illnesses and their families and also of Orpington Community Bereavement Support which facilitates groups for loss of a partner

Bromley Community Bereavement Service

Tel:  020 8290 6293

Bromley Community Bereavement service does not include counselling for children.

Bromley Y

Tel:  020 8464 9033/9034

Bromley Y provides a bereavement as well as a general counselling service to children over the age of 11.  As well as one to one counselling, other services include family counselling, social skills groups, drama therapy and consultation services.  The organisation accepts referrals from GP’s schools, colleges, social care, Connexions and others.  Self referrals are also welcome.  There is no charge although donations are appreciated.

CAMHS Tier 2 

Tel:  020 8466 9988 

CAMHS Tier 2 can offer a service to bereaved children if the child is already known to them or in some cases if the grief reaction is thought to be prolonged.  CAMHS2 can offer general advice to professionals about grief in children and young people and on the common responses that children have and how they may be helped.

The Children’s Centres across the borough offer a general counselling service for parents and children and this may be accessed through the area co-ordinators Cherry Morel and Alison Fielder. The service is co-ordinated to include schools so that children may be seen within the school itself.

Counselling Service - Children’s & Young Peoples Service

London Borough of Bromley

Contact point, Sue Loggie, Counselling co-ordinator 

Email:  sue.loggie@kingswoodcentre.org.uk
The service provides a comprehensive counselling service to schools in the Bromley area.  The counsellors will work together with the Educational Psychology as well as accepting referrals from the CAMHS service. 

The Educational Psychology Service
Tel:  020 8466 9988

The Educational Psychology Services at the Phoenix Children’s Centre will offer advice and support to schools if a sibling is affected or more generally to the staff if a child has died or is expected to die.

St Christopher’s Candle Project

Tel:  020 8768 4689
The Candle Project offers counselling specifically for children and may be accessed directly by parents or carers.

Child Death Helpline

Tel:  0800 282 986

www.childdeathhelpline.org.uk 

The Compassionate Friends

Tel:  0117 953 9639

www.tcf.org.uk 

Foundation for the Study of Infant Deaths (FSID)

Tel:  0870 787 0554

www.sids.org.uk 

The Natural Death Centre

Tel:  020 7359 8391

www.naturaldeath.org.uk 

Stillbirth and Neonatal Death Society (SANDS)

Tel:  020 7436 5881

www.uk-sands.org 

Citizens Advice Bureau

Tel:  020 8674 8993

www.citizensadvice.org.uk 

The Samaritans

Tel:  0845 7 90 90 90
Charlie Waller Trust

Tel: 01635 869754
admin@cwnt.org

C.R.Y

Tel: 01737 303222
cry@c-r-y.org.uk
The charity offers help and support to families where there has been a sudden cardiac death of an apparently fit and healthy young person.
dm/cscs/bsc/BSCB_Protocols
Call A&E Registrar


Resus Call 2222


Inform A&E Consultant





Care and Support of the Family





Care of the child





Allocate a senior nurse to support and remain with the family


Support from Paediatricians as appropriate





0 - < 16 years





16 – 18 years











Break the news to parents sensitively


by senior doctor


Use the child’s first name


Senior Nurse should be present


Explain Police involvement and role of Coroner


Ensure all clothes and items are put into a sealed bag and handed to Police. Consider chain of evidence





Ensure family knows that a health care professional and / or Police will want to�talk to them before they leave the hospital.





Parents


Greet at door


Quiet Room


Offer to view resuscitation accompanied


Offer Chaplin / appropriate support





DEATH CONFIRMED





Full History


Parents interviewed by Paediatrician and Police to obtain full history and examination





Parents


Give baby to parents to hold but supervised all the time.  If older child allow parents time to spend with child but supervised.





Inform


Coroner 020 8315 7580 or via switchboard.


Police 0300 123 1212 (if it is a sudden unexpected death of child or if any suspicions about the circumstances of death).


Single point of contact (SPOC) 020 8313 4325.


Send Form A  to SPOC.


Child Death Review Nurse or Named Nurse 020 8466  9988


Social Care to check if any involvement.


GP


Health Visitor Liaison


Bereavement Office 63584 / 63585


Named Nurse for CP (our of hours contact CP professional on call).


Divisional Nurse / HD Midwifery / supervisors on call to check records.





Caring for Family


Mementos and photos 


Procedural information


Bereavement support


Child Death Review Process Leaflet


Consider needs of surviving children





Ensure parents aware of procedures, contact and support.  Tel No:  of Child Death Review Nurse:  020 8315 4719





Named Nurse for CP at PRUH / or Senior Nurse Paediatrics


Designated Nurse for CP at PCT


Update notification of child death register.





Ensure parent return home safely.





All information known to


Designated Doctor for unexpected child death at PCT who initiates rapid response if appropriate / necessary.











Always Initiate Resuscitation (Especially for infants <2 years) unless it is clear the child has been dead for some time, ie Rigor Mortis; Blood Pooling


Allocate person for record keeping, responsibility of lead consultant, timing of events is essential. 


History/examination, Weight (especially in <2 yrs)


 < 2yr:  investigate as in SUDI protocol (Appendix 5).





Call Paediatric Registrar


Resus Call 2222


Inform Paediatric Consultant























� If the child is living in more than one household, for example where the parents have separated, the primary household is where the child spends most of his/her time; please provide any relevant details in the narrative section.


� Include all those providing services at the time of death or in relation to the final illness, even if not present at the time of the death; eg child on school roll; planned out patient follow up; active social work case; palliative care.
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