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BROMLEY SAFEGUARDING CHILDREN BOARD

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

1.1.1
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.
1.1.2 
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.
1.1.3 Throughout this document the term ‘child death’ encompasses those deaths occurring from birth up to 18 years of age (excluding stillbirth)  
1.2.  Legal Framework
1.2.1
Regulation 6 of LSCB functions
1.3.  Aims and Objectives 
1.3.1
To address the needs of families suffering the loss of a child, including those of any surviving siblings.  
1.3.2  
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.  
1.3.3 To ensure good co-operation and collaborative decision-making and information sharing between members as part of the multi-agency process.  

1.5. Confidentiality 
1.5.1  The disclosure of information about a deceased child is 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

2. RAPID RESPONSE FOR UNEXPECTED CHILD DEATHS
2.1      Rapid response describes the process of communication, 
collaboration and information sharing following the unexpected death 
of a child. The overall aim for the rapid response process is to ensure 
that the child’s ‘story’ is told to enable professionals and family to 
gain an understanding of why the child died. In most cases the 
deaths are likely to have been due to natural causes
2.2      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 (Fleming et al., 2000; 
The Royal College of Pathologists and 
the Royal College of 
Paediatrics and Child Health, 2004)
2.3   The designated paediatrician responsible for unexpected deaths in  childhood should be consulted where professionals are uncertain about whether the death is unexpected. If in doubt, these procedures should be followed until the available evidence enables a different decision to be made.

2.4 The purpose of rapid response is to ensure agencies work together to:

· 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
· Undertake the types of enquiries that relate to the current responsibilities of each organisation when a child dies unexpectedly
· Collate information in a standard format
· Follow the death through and maintaining contact at regular intervals with family members and other professionals who have ongoing responsibilities for other family members, to ensure they are informed and kept up-to-date with information about the child’s death.
2.5      Key Responsibilities of the Rapid Response Team     
2.5.1   All agencies
2.5.1.1
In each partner agency of the BSCB, a senior person with 
relevant expertise should be identified as having responsibility 
for advising on the implementation of the local procedures on 
responding to child deaths within their agency. 
2.5.1.2 
Each agency should expect to be involved in a child’s 
death 



at some point.
2.5.1.3 
When a child dies unexpectedly all professionals 



involved both before and after the death will enquire into 


and evaluate the child’s death. 


The group may include:

· Accident and emergency staff

· Ambulance staff
· Primary Care Trust

· Coroner

· General Practitioner

· Health Visitor/ School / Community Children’s Nurse

· Acute Nurse

· Midwife

· Paediatrician

· Mental Health Professional 

· Social worker

· Police
2.5.2

 PCT
2.5.2.1 
Designated Paediatrician for Unexpected Deaths


Each PCT should have access to a consultant 




paediatrician who has a designated role to provide 



advice on:

· The commissioning of paediatric services from paediatricians with expertise in undertaking enquiries into unexpected deaths in childhood and the medical investigative services such as radiology, laboratory and histopathology services
· The organisation of such services. 
2.5.3             Involvement of the Coroner and Pathologist 
2.5.3.1 
In almost all cases of an unexpected child death the Coroner will order a post mortem examination to be carried out as soon as possible by the most appropriate pathologist available, paediatric pathologist, forensic pathologist or both. The examination will be performed according to the guidelines and protocols set out by The Royal College of Pathologists.  The designated paediatrician will be responsible for collating the information collected by those involved in responding to the child’s death.  This will be shared with the pathologist conducting the post mortem in order to inform the process.  Where the death may be unnatural or the case of death has not yet been determined the Coroner will in due course hold an inquest.  

2.5.3.2    
All of the information collected relating to the 




circumstances of the death should be compiled in a 



report to be sent to the Coroner within 28 days of the 



death.  The exception is if crucial information is not  

                
yet available.  

2.5.3.3 
The preliminary results of the post-mortem examination 
belong to the commissioning Coroner.  

 3. Multi Agency Rapid Response Procedure

3 Phases (See Appendix  Flow Chart)

3.1 The rapid response timeline involves 3 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 5-7days) the management of information sharing once the initial post mortem results are available.

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

3.1.1 
It is important that all agencies are clear that the rapid response 
process is multi-dimensional, the information flow is variable, 
and there is a need to be aware of the number of different 

processes that can occur at the same time. 

3.1.2 
The remainder of this protocol will focus on these 3 phases. For 
clarity, it will refer only to the critical elements of rapid response. 

3.2   Immediate Response
3.2.1 In hospital:

           Babies who die suddenly and unexpectedly at home should 
  be taken to the local A&E department rather than a 

    mortuary, and resuscitation should always  

be initiated unless clearly inappropriate. Resuscitation, once        commenced, should be continue according to the UK 

          Resuscitation Guidelines (2005) (found 


 
     at:www.resus.org.uk/pages/guide.htm) until an experienced 
     doctor (usually the consultant paediatrician on call) has 
 
     made a decision that it is appropriate to stop further efforts. 
     Older children may also be taken to A & E unless this is 
   
     inappropriate 9e.g if the circumstances of the death require 
     the body to remain at the scene for forensic examination)

3.2.1.2   Notify the police if they are not already present
3.2.1.3 Arrange for body to go to an A&E department by ambulance rather    than to a mortuary, unless the circumstances of the death require the body to remain at the scene for forensic examination 
3.2.1.4  Ensure that all information relating to death is handed over to the A&E staff.
3.2.1.5 A senior member of staff should be allocated to the family. This should be someone who can stay with the family  throughout their stay within the department  and ensure that the communication pathway is initiated (see 2.6)
3.2.1.6 As soon as practicable (i.e. as a response to an emergency) after arrival at a hospital, the baby or child should be examine by the consultant paediatrician on call in some cases this might be together with a consultant in emergency medicine, or for some young people 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 CEMACH form should be use to collate this information.
3.2.2   In the community

                 Where a child is not taken immediately to A & E, the professional   

                 confirming the fact  of death should inform the designated 

                 paediatrician with responsibility for unexpected deaths in childhood 

                 at the same time as the Coroner is informed.

The police will be involved and may decide that it is not appropriate to move the child’s body. This may typically occur if there are clear signs that lead to suspicion. In most cases, however it is expected that the child’s body will already have been held or moved by the carer an, therefore, removal to A & E will not normally jeopardize an investigation.

If the child is not taken to A&E then a professional should be allocated within the community to support the family

3.3 Communication pathway 

3.3.1 
It essential that there is an effective flow of information sharing between professionals as well as between professionals and the family

3.3.2   First at scene – contacts medical professional and police

3.3.3   Doctor confirming death checks police have been 

told and informs Coroner and Designated Paediatrician for UCD

3.3.4   A&E staff establish identity of those present, check that Police, 

Coroner and Designated Paediatrician for UCD have been told

3.3.5   Doctor confirming death informs parents  and makes them aware of 
           the child death review processes(supported by information leaflet)

3.3.6   Police and Doctor discuss need to visit scene
3.3.7 The professional confirming the fact of death should consult the 
Designated Paediatrician responsible for unexpected deaths in 
childhood who will ensure that relevant professionals (coroner, police, 
children’s social care, GP and school nurse/health visitor) are informed 
of the death.  This task may be undertaken by a person on behalf of 
the designated paediatrician.      
3.3.8   Family kept informed, unless there is a criminal investigation, 
          throughout post mortem phase and the final result  
 3.3.9  Front line professionals involved with the child and family are kept 

informed of progress of case throughout the process.
4. Within 24 hours:
4.1      When a baby or older child dies unexpectedly in a non-hospital setting, the investigating police officer and the paediatrician should make a decision about whether a visit to the place where the child died should be undertaken. This should almost always take place for infants who die unexpectedly. As well as deciding if the visit should take place, it should be decided how soon (within 24 hours) and who should attend. This will be matter for professional judgement and agreement. LSCB’s and PCT’s will need to make the necessary arrangements for training and development of staff involved in home visits and ensure local paediatricians agree on these arrangements.
4.2 
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. Bereaved parents are anxious to know the cause of their child’s death and this visit provides them with reassurance that the enquiry is rigorous and high level.
5.  Phase one: (Usually 0-5 days):

5.1.1   The DPUDC should convene a multi agency planning discussion within three working days of an unexplained  death of a child (either meeting or by phone).

5.1.2   This can be a meeting or be in the form of telephone discussion.

5.1.3   The purpose of this discussion is to:

· Share information from case notes which may shed light on the circumstances leading up to the child’s death – include child’s health history, any family health problems known about, child protection concerns, parental factors such as mental health difficulties, substance misuse or domestic abuse

· Consider paediatrician’s understanding of the cause of death

· Identify any child protection risks to siblings or other children in the household and, if yes,  initiate  child protection procedures if not already in motion

· If there is a possibility that the criteria for a serious case review might apply then those procedures must be put into action

· Ensure a co-ordinated bereavement care plan for the family

· Consider who will  visit the family to offer support and gather any further information

5.1.4   Participants

· Health- Designated Paediatrician, Doctor who certified death, designated nurse, health visitor, school nurse, GP. Possibly ambulance service, midwife or others

· LA children’s social care - duty manager

· Police – CAIT, borough CID and / or MIT

· Education representatives if involved with the family

· Any other relevant persons

5.2 Phase two: Within 5-7days

5.2.1   A case discussion following the preliminary results of the post-mortem examination becoming available will take place. This will be arranged by the  Designated paediatrician and will involve the police officer and the pathologist. The Coroner will be informed of the initial results as soon as possible. A meeting may be necessary and all relevant health professionals and agencies should be invited to attend.

5.2.2   This can be a meeting or be in the form of telephone discussion.

5.2.3    Purpose

· To ensure that all agencies are informed and updated, that any concerns are identified 

· To discuss the initial post mortem findings

· To review information and decisions from previous case discussion 

· To update the core dataset 

5.2.4    Participants

· Designated Paediatrician for Unexpected Child Deaths (DPUCD)

· Pathologist

· Police

· LA children’s social care

· Designated Nurse for Safeguarding Children (DNSC)

· Any relevant health professionals

5.3  Phase three: Within 8-12 weeks

5.3.1   A further case discussion meeting should be convened and chaired by the Designated paediatrician for unexpected deaths in childhood 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 senior investigating police officers, Coroner or Coroner’s officer and, where relevant social workers.

5.3.2  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.

5.3.3  The meeting should explicitly address the possibility of abuse or neglect as causes or contributory factors in the death and the outcomes of this recorded.

5.3.4  The meeting should agree on how the parents should be informed about the outcome of the meeting and how they will be provided with on-going support.

5.3.5  To plan future support for the family and the sharing of the results of the post-mortem examination with parents. This sharing must be consistent with the requirements of the Coroner and the police enquiries.

5.3.6   A record of the meeting and the completed core dataset should be 
done.
6. The final report
The Designated Paediatrician for Unexpected Deaths will undertake to

compile a report based on the results of the findings of the multi agency

discussions. This should be sent to the Coroner and to the Child Death

Overview Panel.
7.  Link to other processes
7.1   Child Protection Enquiry 

If, at any point, there is a suspicion about the cause of death, child protection procedures must be initiated and a strategy meeting held regarding siblings or any other children who may be at risk of harm

7.2   Child Death Overview

All child deaths must be reported to the child death overview panel for consideration for an in depth review

7.3    Serious Case Review 

If, at any point in the rapid response process, it is considered by any professional involved in the case that the criteria for a serious case review might apply, then the BSCB Chair should be informed and serious case review procedures followed

PART 3 

Child Death Overview Panel

8. Core Purpose

8.1 
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

· Post mortem reports
9.  Membership

9.1 
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 

9.2 
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 e.g. London Fire Brigade.

9.3  
The Panel Chair should not be involved in providing direct services to children and families in the area.  

10. Key Function

10.1 
BSCB has responsibility for reviewing the deaths of all children , priority given to those deaths that are both unexpected and unexplained.

11.  Frequency of Panel meetings

11.1    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.

12.  Notification of child deaths

12.1  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. 

The SPOC for Bromley can be contacted via Children’s Services Quality Assurance Department
Phone 020 8313 4681 /4325          

Fax 020 8313 4324
12.2  
Where a child dies out of their normal residency area, the SPOC will inform the relevant SPOC in the area the child normally lived.

12.3  
This is in addition to rapid response for informing the coroner and Designated Doctor regarding unexpected deaths within 1 working day.

12.4 
The Chair of Child Death Overview Panel is responsible for ensuring that this process operates effectively.

13.  Deaths of children out of area

13.1    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. 

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

14.  Key Functions

14.1   To receive notification on all child deaths occurring in the local area.
14.2   To collect and collate an agreed national minimum data set  

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

14.4  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.

14.5 Assess the cases with regard to the threshold criteria to enable  
specific cases to be reviewed in depth.
14.6 Ensure that individual case discussions have taken place regarding 
unexpected child deaths

14.7 Scrutinise the recommendations from the reports compiled by the 
Designated Doctor for Unexpected Deaths

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

14.9  Consider whether the death was avoidable,  if so how such deaths 
 
might be prevented in the future
14.10 Identify any patterns or trends in the local data and reports these back 
to BSCB.
14.11 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)
14.12 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.

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

15.  Information sharing

15.1  
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. 

15.2 
Members of the CDOP must sign a confidentiality agreement  when   they join the panel. This agreement will be reviewed at each meeting.
16. Professional and family support

16.1    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.

16.2    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.

17.   Learning from Child deaths

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

17.2 
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

17.3 
Contribute to Pan London and national initiatives to identify lessons on the prevention of unexpected child deaths.

18.    Reporting mechanisms

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

18.2    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.

18.3    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. 
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