Child death review process

7.1 Summary of other related processes, LSCB responsibilities and procedures

This section is for interim guidance only and should be read in conjunction with Chapter 7 Working Together 2006. From April 2008, the LSCB is required to have functions set out in regulations relating to child deaths. These functions will include collecting and analysing information about the deaths of all children in our area with a view to identifying:

· Any matters of concern affecting the safety and welfare of children in the area, including any case giving rise to the need for an SCR 

· Any general public health or safety concerns arising from deaths of children 

· Putting in place procedures for ensuring that there is a co-ordinated response by the authority, their Board Partners and other relevant persons to an unexpected death of a child. 

What is the definition of “unexpected child death”?

The guidance defines “unexpected death” as one 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. 

Where this happens the immediate considerations and steps to be taken are as follows:

· All trusts should follow their locally agreed procedure 

· If it is considered that the criteria for a SCR applies, then the chair of the LSCB should be contacted and SCR processes followed 

· If concerns arise about surviving children, relevant discussions should take place with Children’s Social Care. 

· The police must be informed immediately if a crime is suspected. 

Summary of other related processes, LSCB responsibilities and procedures

Detailed guidance will be developed and provided by the LSCB as to how this process will operate locally in order to comply with the “Working together…” guidance in Chapter 7 – “Child Death Review Process”.

For the purpose of these procedures, the following summarises the current guidance in Chapter 7 Working Together to Safeguard Children. Roles, responsibilities and details of processes to be followed in North Lincolnshire, are to be developed by the LSCB Serious Case Review Action Group and a Child Death Sub-Committee between the launch of these procedures and April 2008. 

Neighbouring LSCBs may decide to share a Child Death Overview Panel depending on the local configuration of services and population served.

Which deaths will the guidance apply to?

It will apply to all unexpected deaths of children and young people between the ages of birth to 18 years. It will exclude “still births”

7.2 Designated roles

The Wiltshire LSCB must ensure the appointment of the following:

A senior person from each partner agency with the relevant expertise to advise their own agency on the implementation of these procedures on responding to an unexpected child death

Each PCT should have access to a consultant paediatrician who has the designated role to advise on commissioning of paediatric services with expertise on enquiries into child deaths and investigative services such as radiology, laboratory and histo-pathology services and the organisation of these services. The designated paediatrician may advise more than one authority dependent upon the agreed structure, but should be separate from the role of designated doctor for child protection.

In the event of an unexpected child death the designated professionals should come together to:

· Enquire into and evaluate the child’s death 

· Respond quickly to the unexpected death 

· Make immediate enquiries into the death evaluating the reasons for and circumstances of the death in agreement with the coroner 

· Undertake the relevant enquires within their organisations in response to a death including liaison with those who have ongoing responsibilities for other family members 

· Collecting information in a standard, nationally agreed manner 

· Following the death through maintaining contact at regular intervals with family members and other professionals with ongoing responsibilities for other family members, ensuring they are kept up to date with information on the child’s death. 

7.3 Care of family members

Regardless of the cause, unexpected children’s deaths are always a tragedy and source of distress to families. Professions should at all times strive to keep an appropriate balance between the investigative functions, both forensic and medical with ensuring that families are treated sensitively and given the support required.  Local processes should provide for:

· An allocated member of hospital staff for the family to support them throughout the process 

· An identified professional for similar support for families where the deceased child has not been taken to the hospital 

· An identified person to make and maintain contact with parents living abroad (where the child has lived and died in the UK) to offer them support through the bereavement. 

Someone with responsibility for keeping parents up-to-date with information about the death and professional involvement – provided where to do so does not jeopardise police or criminal investigations

7.4 Unexpected child deaths

Immediate response to unexpected death of a child taken to hospital

Each death will need a different response depending on the age and circumstances of the death but some key elements should be applied consistently in all cases. Supplementary information will be required for inquiries into infant deaths that are the result of trauma, deaths in hospital and deaths by suicide.

Once the death has been referred to the coroner and he or she has accepted it the coroner has jurisdiction over the body and that pertains to it. Coroners must be consulted over the local implementation national procedures and protocols and should be asked to give general approval for the measures agreed to reduce the need to obtain specific approval on each occasion.

Resuscitation of babies

Babies who die suddenly and unexpectedly at home should be taken to A&E. Resuscitation should always be initiated unless clearly inappropriate and continued according to UK Resuscitation Guidelines (2005). Resuscitation should only be stopped when an experienced doctor – usually a paediatrician on call has made a decision that it is appropriate to cease further efforts. (Older children may also be taken to A&E unless inappropriate – e.g. If the body must remain at the scene for forensic examination). 

· Following arrival at A&E the baby/child should be examined by the consultant paediatrician on call. 

· A detailed and careful history of events leading up to and following the discovery of the child’s death or collapse should be taken from the parents or carers. 

· Anything suspicious should be noted 

· Where the cause of death is uncertain investigative samples should be taken immediately on arrival at hospital and after the death is confirmed. These tests/samples need to be agreed in advance with the Coroner and should include the standards set for SUDI (Royal College of Pathologists and Royal College of Paediatrics and Child Health 2004) 

· Considerations should always be given to a full skeletal survey and where appropriate should be made before the autopsy starts as this may significantly alter the required investigations. 

· When the child is pronounced dead the consultant clinician should inform the parents and explain future police and Coroner involvement including the authority of the Coroner to order a post mortem. 

· Where tissue blocks and slides are required – consent should be obtained for the person(s) with parental responsibility if the samples are to be kept beyond the period required by the coroner for example, for use in research or future review. 

Immediate response to unexpected death of a child in the community

Where a child is not taken immediately to A&E, the professional confirming the fact of the death should inform the designated paediatrician with responsibility for unexpected deaths in childhood at the same time the coroner is informed.

The police may decide that it is inappropriate for the body to be moved but in most cases it is expected that the body will have been moved or held by the carer or parent and therefore, removal to A&E will not normally jeopardise investigations.

Whenever there is an unexpected child death

The professional confirming the death should consult the designated paediatrician with responsibility for unexpected deaths in childhood. The paediatrician will ensure that relevant professionals are informed of the death. People to be informed will include the Coroner, police, Children’s Social Care - although this task may be delegated to someone on behalf of the paediatrician. Where a child is associated with more than one local authority, or has died away from home – professionals in a number of areas may need to be informed. GPs, school nurses and health visitors should be informed as a matter of routine.

The designated paediatrician should initiate an immediate information-sharing and planning discussion between lead agencies – health, police, and LA Children’s Social Care. Decisions should be made about what actions should follow specifying who should do what – and where appropriate the Coroner’s officer, and consultant paediatrician on call should be involved in the discussion along with any other professionals delegated with roles of liaison with family members or other professionals. Plans agreed should include close collaboration and regular communications as often as necessary – by telephone etc

· Where the death occurred in hospital – the plan should also address the actions required by the Trust’s serious incident protocol. 

· Where the death occurred in custody – the plan should ensure appropriate liaison with the investigator from prisons and Probation Ombudsman. 

· In all cases contact should be made with all involved agencies – including CAMHS, schools, early years, Connexions etc – to inform them of the death and obtain information on the history of the child, family and other family members 

Police will begin investigations on behalf of the Coroner in accordance with the relevant ACPO guidelines. When babies have died, the senior investigating officer should consider visiting the place where the child died and how soon that visit should take place (within 24 hours) and with whom – the police and healthcare professional. The visit may be undertaken jointly or separately but where it is undertaken separately – professionals should confer afterwards.

Consideration should then be given as to whether abuse or neglect is suspected as a factor in the death and whether there are any concerns to other surviving children of the family. 

Please note: If there are concerns about surviving children practitioners should refer to the procedures section – entitled 'Managing individual cases'.

Where abuse or neglect is suspected as a cause or factor in the death – professionals should refer to the guidance entitled Serious Case Reviews.

7.5 Involvement of the Coroner

The key involvement of the coroner will be to:

· Order a post-mortem examination as soon as possible by an appropriate pathologist 

· Hold an inquest where the death was not through natural causes 

· The coroner will require all collated information relating to the death for inclusion in the inquest - including a review of the medical, social and educational records 

· Coroner should be informed immediately of initial results of the post-mortem and if neglect or abuse appears to be factors in the death – then the police child protection team and LA children’s social care should be informed and the Serious Case Review processes initiated. 

Case discussion following initial post mortem results

In all cases the designated paediatrician should convene a further multi-agency discussion shortly after the initial post-mortem results. This should involve pathologist, the police, paediatrician and children’s social care to review any other information that has come to light.

Case discussion following the final post mortem results

The timing of this discussion will vary dependent on the circumstances of the death. The professionals involved will vary dependent on the age of the deceased child. This meeting should be convened and chaired by the designated paediatrician to share information, identify the cause of death and plan future care of the family. Another purpose is to inform the inquest.

Plans will be made on who with and how to share information about the death and should identify who will undertake what role and who will support the family.

· Post mortem results will be discussed with the parents at the earliest opportunity except where abuse or neglect is suspected and to do so will jeopardise police or criminal inquiries 

· Case discussions should be recorded and sent to the coroner to inform the inquest 

· Records should be made available to the local Child Death overview Panel when the child has died away from their normal area of residence. 

7.6 Child death overview panel

The child death overview panel will have an overview of all child deaths in the LSCB area. The panel will:

· Have a fixed membership to review cases and co-opt members as required 

· Hold regular meetings to enable each child’s death to be discussed in a timely manner 

· Review the appropriateness of each professional’s and agency’s response and involvement with the child before the death, review social, cultural, health, and environmental factors considering how such deaths may be prevented in the future 

· Establish a clear relationship and agreed channel of communications with the Coronial Services 

· Collect and collate agreed minimum data set of information and meet regularly to evaluate data identifying lessons to be learned. 

· Referring any deaths to the LSCB where there appear to be grounds for further inquiries or Serious Case Review 

· Monitoring support offered to families of children who have died 

· Monitoring and advising the LSCB on relevant training and resources required locally for the effective implementation of the process 

· Monitoring and advising the LSCB on the collection of data nationally and locally on the agreed data set 

· Identifying any public health issues and with the Director of Public health deciding how best to address these issues 

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

· Developing a work plan to be approved by the LSCB and prepare annual reports for publishing relevant anonymised information.

7.7 Responsibilities of LSCB

The LSCB will be responsible for: 

· Disseminating lessons learned and ensuring that relevant findings result in actions to improve policy, practice and inter-agency working 

· Supplying the required data on all child deaths to DFES for the purpose of publishing nationally comparable anonymised analysis of these deaths 

· Organising appropriate single and multi-agency training to be available for implementation of these procedures by all agencies. 

For further detailed guidance see also:

· Chapter 7 of Working together 

· Serious Case Reviews 

· Managing Individual Cases 

