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1.
Introduction 
Overall child mortality rates in Bradford and Airedale are higher than national and regional averages and the Bradford District infant mortality rate is one of the highest in the country.  In response to this challenge, agencies in Bradford set up an Infant Mortality Commission in 2004 examine in depth the reasons for the high levels of infant mortality1,2. This resulted in an action plan for all partners in the District in order to address the causal factors.  Work is now on-going in many forums to reduce the risk factors which contribute to such a high mortality rate in Bradford and the Every Baby Matters Steering Group Chair leads the programme to reduce infant mortality rates. In addition, an ambitious and pioneering research project was commenced, the Born in Bradford project.  This is now tracking the lives and health of 13,000 children born in Bradford through to adulthood and is providing valuable insight for causes of ill health and death in children across the District. 

In April 2008, the Bradford Safeguarding Children Board established the Child Death Overview Panel (CDOP) in response to the statutory requirement set out in Working Together to Safeguard Children3,4.  This was a welcome addition to the work already being undertaken in the District. The aim of CDOP is to systematically analyse all child deaths from birth to 17 years in order to try to prevent deaths in the future.
During the year April 2010 – March 2011, 88 Child deaths have been reviewed   by the Bradford CDOP. This brings the total number of deaths reviewed by the Bradford CDOP to 178 since the establishment of the CDOP in April 2008.
This report details the work of the Panel during 2011. Having been established for 3 years the Bradford CDOP is now starting to see emerging trends and themes in the data which enables us to begin to make meaningful recommendations.

The CDOP panel is looking for issues contributing to a child’s death that could have been modifiable – and where shared learning could reduce the chances of the circumstances around that death occurring again-and hence reduce child mortality rates in the future.

We look forward to the supporting and developing the important work being undertaken by the Child Death Overview Panel and welcome its contribution to reducing the incidence of childhood deaths in the District in the future.

Professor Nick Frost

Chair of Bradford Safeguarding Children Board

2.  Background

Remit of the CDOP - See Terms of Reference in Appendix 1.
Membership of the Bradford CDOP

The Child Death Overview Panel was established in Bradford, in line with the statutory guidance in Working Together to Safeguard Children first published in 2006 and further updated in 2010 3,4. It is composed of a standing core membership as follows;

· Pathologist

· Children’s Social Care

· Health – Primary care

· Education

· Police

· Coroners’ Office

· Faith member of the panel

· Public Health

· Sudden Infant Death in Childhood (SUDIC) paediatrician

· Senior Manager Children’s services Acute Trust 
Also in attendance are the manager of the Bradford Safeguarding Children Board, as an advisor, and the CDOP administrator. 
	Name
	Role
	Organisation

	Sue Robins – Chair    
	Divisional General Manager
	Bradford Teaching Hospitals NHS Trust

	Louise Clarkson 
	CDOP Administrator
	Bradford Teaching Hospitals NHS Trust

	Paul Hill
	BSCB  Manager
	Bradford Safeguarding Children Board

	Dr Eduardo Moya
	Paediatrician for SUDIC
	Bradford Teaching Hospitals NHS Trust

	Dr Shirley Brierley
	Consultant in Public Health
	Bradford PCT

	Sue Thompson
	Designated Nurse for Safeguarding
	Bradford PCT

	Dr Helen Jepps
	Paediatrician for SUDIC
	Bradford Teaching Hospitals NHS Trust

	Joanna Burton
	Serious Case Review Officer
	West Yorkshire Police

	Alan Pritchard
	Senior Coroners’ Officer
	Coroners Office

	Dr Philip Batman
	Consultant Pathologist
	Bradford Teaching Hospitals NHS Trust

	Melanie John-Ross
	Group Services Manager
	Specialist Children’s Services, Bradford MDC

	Paul Nicklin
	Principal Educational Psychologist
	Bradford Children’s Services

	Mohammed Arshad
	Muslim Chaplain
	Bradford Teaching Hospitals NHS Trust

	Dr Sam Oddie
	Consultant Neonatologist
	Bradford Teaching Hospitals NHS Trust


Additional members have been co-opted to the panel, as per cases to be reviewed.  Davina Hartley (BSCB Child Accident Prevention Coordinator) has attended, as have representatives from West Yorkshire Fire and Rescue Service, when appropriate.  The Bradford CDOP meets on a monthly basis.  Since the establishment of the CDOP in 2008 the panel have consistently strived to review increasing number of cases month on month.  It is proposed to aim to review an average of 18 cases per month commencing in January 2012.
3.  Funding Arrangements

The Bradford Safeguarding Children’s Board (BSCB) fund a full-time Child Death Administrator Post plus for six months from Jan 2012, a half time administrative assistant post.

Funding is also provided by NHS Bradford & Airedale for a part-time SUDIC Paediatrician and the post became operational in November 2008.  Bradford Teaching Hospitals NHS Foundation Trust hosts these SUDIC and CDOP posts.
4.  Notification of Death

Any professional who becomes aware of a child death is required to notify the Child Death Administrator at the Child Death Review office either by completing a notification form or by telephoning the office. The Coroners Office and the Registrar of Births Deaths and Marriages has a statutory responsibility to engage in the child death review process by notifying the Administrator of all deaths reported to them. There can be confidence therefore, that information on all deaths is captured by the child death review team.

Each agency has a nominated individual who takes responsibility for coordinating the information required for the review of each death. The data collection forms (Agency Report Forms – Form B) are distributed via the administrator and copies of the various forms can be found on the BSCB website

5.  Serious Case Reviews

Local safeguarding children boards (LSCB) commission serious case reviews when a child has died or been seriously harmed through abuse or neglect. The purpose of the serious case review is to ensure that lessons are learned which help to better protect children in the future The CDOP may refer a case to its LSCB Chair if it considers the criteria for a SCR may be met and a SCR has not been initiated. 

Between April 2009 and March 2010 there have been 2 serious case reviews completed by Bradford Safeguarding Children Board.  The CDOP have not referred any of the deaths reviewed for a SCR.  Any case that is considered under the remit of Serious Case Review will not be reviewed by the Child Death Overview Panel until the Serious Case Review has taken place.

6.  Population Demographics  










Bradford has a significantly higher proportion of children and young people than the UK average.  The total population of Bradford was estimated as 512,600 in 20105. A large proportion of the Bradford population are from ethnic minority communities, which comprise nearly one quarter of the population total.  Three quarters of the population describe themselves as White British; around 18% of the population described themselves as Pakistani (15%) or Indian (3%)3  The birth rate in Bradford District is continuing to grow, and Bradford has one of the highest percentages of young people in England 6. The 130,000 children in Bradford aged 17 and under represent 25.3% of the Bradford population, which compares with 21.1% in England as a whole 7.  The population of children and young people is higher than the national average and projected to rise significantly over the next 20 years by nearly 30%.  Also, higher fertility rates in South Asian communities will contribute to increasing numbers of births each year and presently, it is estimated that around 40% of Bradford’s children under 18 years of age are of South Asian origin7 .

7.  Infant and Child Mortality in Bradford 










Infant and child mortality rates for children less than 19 years are above both  regional and national rates 2.  Amongst Bradford’s child population aged 0-19 years over the period 2003-2009 , around 63% of deaths occurred in infants under one year of age and around 37% of deaths occurred in children between 1 and 19 years of age. 

Total number of deaths in children and young people aged 0-19, by age group,

calendar years 2003-2009 Bradford District
	Age Group
	Number of Deaths
	% of Total

	Under 1
	447
	63.0

	Age 1-19
	267
	37.0 

	Total aged 0-19
	714
	100


Source:  Public Health Analysis Team, NHS Bradford and Airedale, based on ONS data

7.1 Infant Mortality (under 1 year)
Infant mortality is defined as the number of deaths in the first year of life per 1000 live births. The latest infant mortality rate for Bradford District (8.1 per 1000 live births) remains above the England average (4.7 per 1000 live births) for the period 2007-2009.  Bradford’s infant mortality rate is one of the highest in the country and is higher than all other areas in Yorkshire and the Humber.

Infant Mortality Rates per 1000 live births
	Area                                            
	2007- 2009

	Bradford District
	8.1

	Yorkshire and Humber 
	5.5

	England and Wales (2009)
	4.7


Source: Office of National Statistics and NCHOD

Infant mortality rates in the most deprived quintile of Bradford are compared below to those in Bradford District and to the England and Wales rates; this reveals a consistently higher infant mortality rate amongst families in the most deprived quintile of Bradford District.

Infant mortality Rate for England and Wales, Bradford District by deprivation
3-year rolling averages 1996-1998 to 2007-2009
[image: image1.emf]0

2

4

6

8

10

12

14

16

1996-1998 1997-1999 1998-2000 1999-2001 2000-2002 2001-2003 2002-2004 2003-2005 2004-2006 2005-2007 2006-2008 2007-2009

Rate per 1000 live births

Bradford & Airedale tPCT England & Wales Most deprived


Source: Public Health Analysis Team, NHS Bradford and Airedale
Infant Mortality Rates per 1,000 live births across Bradford District:

3 year rolling averages 1996-1998 to 2006-2008

	
	1997-1999
	1998-2000
	1999-2001
	2000-2002
	2001-2003
	2002-2004
	2003-2005
	2004-2006
	2005-2007
	2006-2008
	2007-2009

	Bradford
	8.4
	9.2
	9.1
	9.4
	9.0
	7.9
	7.6
	7.2
	8.4
	8.2
	8.1

	England and Wales
	5.8
	5.7
	5.7
	5.5
	5.4
	5.2
	5.2
	5.1
	5.0
	4.8
	4.7

	Most Deprived Bradford Quintile
	10.3
	12.2
	12.6
	14.0
	13.0
	10.7
	9.8
	9.3
	10.6
	10.8
	10.2


Source: Public Health Analysis Team, NHS Bradford and Airedale, based on ONS data

Infant mortality rates are more than double the national rate in the most deprived areas of Bradford District. Overall the infant mortality rate has reduced since the very high levels in 2000-2002 which initiated the Infant Mortality Commission, but the overall the rate remains high and the differences between least and most deprived populations within Bradford District persist.  An independent Infant Mortality Commission was set up in Bradford District in 2004-2006 to investigate why some babies born in the District die during their first year of life and a key report was produced 1. Infant mortality is linked with poverty and deprivation as well as other risk factors such as smoking; alcohol and substance misuse; young motherhood and increased risk of congenital anomalies.  These factors are more common in some communities in Bradford district. The work of the Commission continues as part of the Every Baby Matters Steering Group agenda and the current Strategy and Action Plan focuses on the 10 recommendations within the original report.1,9.   
7.2  Child Mortality (1-18 years)

Neonatal mortality rates, infant mortality rates (per 1,000 live births) and child mortality rates (per 10,000 population) in Bradford District are all higher than other districts in the region and higher than England and Wales for 2005 to 20072.
Summary mortality rates: Yorkshire & Humber 2005 to 2007
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           62,960 
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 4.0
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5.0
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 3.4


 4.7


4.7

Source:  ONS Vital Statistics 2007 Source:  ONS Vital Statistics 2007 cited in Yorkshire and Humber report Child Death Review 20080-2009² 
Common causes of death from 2003-09 from ONS published data for children under the age of one are perinatal events and congenital anomalies/chromosomal abnormalities8  .  The greatest cause of death for children and young people over the 1-19 years from 2003-2009 from ONS published has historically been due to external causes which includes accidents, intentional self-harm and assault.  However, by 2009, overall rate of external causes was reducing whilst that for congenital anomalies/chromosomal abnormalities was increasing 8.
8.  CDOP Activity report for 2010 - 2011















The following data has been collated from the deaths in children under 18 years of age, (up to the 18th birthday and described as 0-17 years), resident in Bradford District. 
Child deaths reported to / reviewed by CDOP; demonstrates numbers of reviews undertaken from 2008 - 2011
	
	1 April 2008 – 
31 March 2009
	1 April 2009 – 
31 March 2010
	1 April 2010 – 
31 March 2011

	Reported deaths in the year
	85
	108
	108

	Reviewed deaths  from that year *
	85*
	60*
	33*

	% reviewed
	100%
	55%
	31%


Source: CDOP database and Public Health Intelligence Team, NHS Bradford and Airedale. 
*It is important to note that deaths may be reviewed in subsequent years to the year in which they occurred.
CDOP activity in reviewing cases ; demonstrates CDOP activity by year
	
	1 April 2008

 – 

31 March 2009
	1 April 2009

–

31 March  2010
	1 April 2010

-

31 March 2011

	Reported deaths in the year
	85
	108
	108

	Reviewed deaths by CDOP in the  year 
	36
	54
	88

	% reviewed
	42%
	50%
	81%


From 2008 – 2011 year on year there has been an increase in the number of cases being reviewed by the CDOP. From January to June 2012 the CDOP will meet for full days to reduce the backlog of cases still requiring review. The BSCB has funded additional administrative support to assist in the preparation of files.

Demographics on the 88 cases reviewed by CDOP in 2010 – 2011

Of the 88 cases reviewed between April 2010 – March 11:-
· 68 were of children less than a year old (77%) 

· 20 of children over the age of 1(23%)
· 51 were male (58%)
· 37 were female (42%)
· 50 were of children of Asian ethnicity (57%)
· 29 were of children of White British or White Irish ethnicity (33%)
· 9 were of children of Other ethnicities, including  – African, Indian, Mixed Race and Eastern European (10%)
· 39 deaths were categorised as Perinatal / neonatal events (44%)
· 29 as Chromosomal, genetic & congenital anomalies (33%)
· 20 deaths fell into other categories (23%)
Of the 88 cases reviewed between April 2010 – March 2011:-

· 7 cases were identified as having modifiable factors (8%)
April 2008 – 2009 3 cases were identified as being either preventable/potentially preventable of the 36 deaths reviewed
April 2009 – March 2010 5 cases were identified as being either preventable/potentially preventable of the 54 deaths reviewed
Overall 178 deaths have been reviewed since CDOP commenced in April 2008 up to 31st March 2011 and a total of 15 deaths (8.4%)  were potentially preventable, preventable or having modifiable factors.
2 cases were classified as “inadequate” – this refers to children who have died abroad where there was insufficient information in order to review the deaths.
9.  Child death analysis April 2008 – March 2011

This section will provide an overview of all reviewed child deaths in the Bradford District. The data has been collated from the deaths of children 18 years or under formally reported to and reviewed by the panel over the course of the three years from April 2008 to March 2011. It must be noted that the analysis includes only deaths reviewed by the CDOP panel, not all child deaths. 
However, for the first time we have a full year of child death review data for the period 2008 – 2009 which enables us to present a fuller picture of causes of deaths between April 2008 – March 2009 in the Bradford District

A total of 178 deaths of the 301 notified deaths (59%)  have been reviewed over the three years between April 2008 – March 2011.
59% of all deaths have been reviewed since CDOP commenced in April 2008 up until year ending 31 March 2011.The percentage of deaths reviewed overall in Bradford is lower than nationally, where an average 71% of all deaths that had been reported in the 3 years ending 31 March 2011 had been reviewed 11.  However, it must be noted in 2010-2011 the numbers of deaths reviewed was 2.5 times that of the year 2008-2009 indicating the CDOP panel is now reviewing many more deaths annually.
9.1  Reviewed Deaths  : by Age
Most of the cases reviewed were infant deaths and the tables below reflect all 

reviewed deaths by age. 
Child deaths reviewed, by age under 1 year and 1-17 years
	Age Bands
	2008 – 2009
	2009 – 2010
	2010-2011

	Under 1 year 
	62 (74%)
	51 (85%)
	28 (85%)

	1-17 years 
	23 (26%)
	9 (15%)
	5 (15%)

	All Under 18 years 
	85 (100%)
	60 (100%)
	33(100%)


Source: CDOP database and Public Health Intelligence Team, NHS Bradford and Airedale

Child deaths reviewed, by ages under 1 year
	Age Bands
	2008–2009
	2009– 2010
	2010-2011

	0-28  days 
	30 (48%)
	35(68%)
	22 (79%)

	28 days to 52 wks 
	32 (52%)
	16 (32%)
	6 (21%)

	All Under 1 year
	62 (100%)
	51 (100%)
	28 (100%)


In the year 2008-2009 where a full cohort of child deaths have been reviewed 74% of all deaths occurred under the age of one year and of those infant deaths 48% occurred within the first 28 days (neonatal deaths).
9.2  Reviewed Deaths: by Sex 

For all deaths reviewed to 31 March 2011, 44% of the deaths reviewed were female and 56% were male. For 2008-09 when all deaths have been reviewed t46% of the deaths were female and 54% were male.
Child deaths reviewed, by Sex
	Sex
	2008–2009
	2009– 2010
	2010-2011

	Female
	39 (46%)
	30 (51%)
	9 (26%)

	Male
	46 (54%)
	30 (49%)
	24 (73%)

	All
	85(100%)
	60 (100%)
	33(100%)


Source: CDOP database and Public Health Intelligence Team, NHS Bradford and Airedale
9.3  Reviewed Deaths: by Ethnicity

For all deaths reviewed from April 2008 up to 31 March 2011, 63% were children whose ethnicity was recorded as South Asian, 30% as White British or White Irish, 7% as Other which includes, African, Mixed race, Eastern European and Indian.  For 2008-09 when all deaths have been reviewed 66% were South Asian children, 28% were White British and 6% Other. 
Ethnicity of children for reviewed deaths - 2008-2011
	Ethnicity
	2008–2009
	2009– 2010
	2010-2011

	South Asian
	56 (66%)
	40 (66%)
	16 (50%)

	White British or White Irish
	24 (28%)
	16 (27%)
	13 (38%)

	Other – including Eastern European
	5 (6%)
	4 (7%)
	4 (12%)

	All
	85 (100%)
	60(100%)
	33(100%)


Source: CDOP database and Public Health Intelligence Team, NHS Bradford and Airedale

10.
Reviewed Deaths: by Category of Death

The following categories are used by the CDOP to classify the child deaths reviewed.  These categories are standardised nationally and have been provided by the Department for Children, Schools and Families, now the Department for Education. The following table shows the number of child deaths that have been reviewed between April 2008 – March 2011 and the categories of death into which they have been classified. 
Child deaths which have been reviewed by category of death under 18 years
	Categories of death
	2008 – 2009
	2009 - 2010
	2010 – 2011

	1.  Deliberately inflicted injury,

     abuse or neglect
	0
	0
	0

	2.  Suicide or deliberate self- 

     inflicted harm
	0
	0
	0

	3.  Trauma and other external  

     factors
	5 (6%)
	4 (7%)
	0

	4.  Malignancy


	3 (4%)
	2 (3%)
	0

	5.  Acute medical or surgical 

     condition
	5 (6%)
	0
	0

	6.  Chronic medical condition


	6 (7%)
	1 (1.5%)
	2 (6%)

	7.  Chromosomal, genetic &

     congenital anomalies*
	34 (40%)*
	19 (32%)*
	13 (39%)*

	8.  Perinatal / neonatal  

     event*
	23 (27%)*
	28 (47%)*
	17 (52%)*

	9.  Infection
	7 (8%)
	3 (5%)
	1 (3%)

	10. Sudden unexpected, 

      unexplained death
	2 (2%)
	2 (3%)
	0

	Inadequate Details
	0
	1 (1.5%)
	0

	TOTAL
	85 (100%)
	60 (100%)
	33 (100%)



Source: CDOP database and Public Health Analysis Team, NHS Bradford and Airedale 
* Overall the 2 most common causes of death for all children under 18 years in reviewed cases are Chromosomal, genetic & congential anomalies and Perinatal / neonatal  events  

Analysis of cause of death data of all children who have been reviewed under 18 years of age (0-17 years) for 2008-2011:  
From the reviews that have been undertaken for 2008-2011 in children aged 0-17 years 75% were due to two categories: 

· chromosomal, genetic and congenital anomalies (e.g. baby with a severe abnormality at birth due to a genetic cause) category 7 – 37%
· perinatal / neonatal events (e.g. premature baby born very early) category 8 – 38%
For 2008-09 when all deaths have been reviewed a total of 67% of all deaths under 18 years of age were related to these two same categories highlighted above.

In children, under 1 year of age (reviewed deaths between April 2008 – March 2011) the highest percentages of deaths are also in categories 7 and  8; 
· chromosomal, genetic and congenital anomalies (e.g. baby with a severe abnormality at birth due to a genetic cause) category 7 – 39%

· perinatal / neonatal events (e.g. premature baby born very early) category 8 – 49%

These categories account for a total of 88% of the cause of death amongst reviewed infants under one year of age:
Categories of reviewed deaths for children <1 years of age 2008 – 2011
All reviewed deaths only for < 1 year are included in the following chart
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Source: CDOP database and Public Health Analysis Team, NHS Bradford and Airedale

It is important to note that these are reviewed deaths only and do not include all reported deaths in the time period. However, it is to be noted for the full cohort year 2008-2009 when all deaths in children were reviewed 81 % of children under 1 year of age died due to the same two categories 7 and 8. 

In children aged 1 to 17 years (reviewed deaths between April 2008 – March 2011), the highest percentages of deaths are in categories 3, 6 and 7; these categories account for a total of 68% of the causes of death amongst children 1-17 years of age:

· Trauma and other external  factors –category 3- 19%
· Chronic medical conditions –category 6 -19%
· chromosomal, genetic and congenital anomalies (e.g. baby with a severe abnormality at birth due to a genetic cause) category 7-29%
Categories of reviewed deaths for children between 1 and 17 years of age 2008-11

All reviewed deaths only for children between 1 and 17 years of age are included in the following chart
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Source: CDOP database and Public Health Analysis Team, NHS Bradford and Airedale

It is important to note that these are reviewed deaths only and do not include all reported deaths in the time period. However, it is to be noted for the full cohort year 2008-2009 when all deaths in children were reviewed 70 % of children 1-17 year died due to the same three categories 3 , 6 and 7.
11.  Risk factors 

Data is collected by the CDOP on a range of factors that potentially influence child deaths including for example smoking, alcohol intake, domestic violence and consanguinity (marriage with a close family member e.g. cousin). These were collated together with postcode data and other key demographics. For example smoking in pregnancy is known to be associated increased low birth weight rates and poorer outcomes for infants10 and consanguinity is also linked to increased infant mortality and morbidity due to the increased risk of autosomal recessive conditions11,12.  In addition further reclassifications have been agreed by the CDOP panel, including coding of extreme prematurity and since September 2011 the sub classification of genetic conditions to indicate whether the death was definitely, likely or not likely due to an automosomal recessive condition.
The CDOP panel will continue to monitor these key factors and demographics and as sufficient data becomes available over time these will inform future recommendations. 
This information informs our CDOP Issues log.   These are not necessarily recommendations but are emerging themes worthy of being highlighted and monitored.   Issues highlighted are:
· Smoking

· Co-sleeping

· Maternal High BMI

· Alcohol usage

· Genetic counselling for families

· Bereavement Support

· Late booking in pregnancy

· Deaths of children abroad
12.  Preventability of Child Deaths
Up to April 2010 definitions were described as preventable or potentially preventable. In April 2010 the definition changed to Modifiable. Of the 178 child deaths reviewed from 2008 – 2010 there have been 15 deaths (8.4%) classified as being preventable or potentially preventable or having modifiable factors which may have made the death preventable. A further 2 cases were identified as being “inadequate” and therefore could not be classified. In the 15  deaths (8.4%)  which were considered to be potentially preventable/preventable or have modifiable factors the causes of death  relate to  :

· trauma and other external factors
· acute medical or surgical conditions
· chromosomal, genetic and congenital anomalies
· perinatal /neonatal events 
· sudden unexpected, unexplained deaths
The majority of child deaths were not preventable and were caused by a range of factors.
CDOP has a role in the analysis of the preventable / modifiable factors and  makes recommendations which are communicated to both National and Local agencies as appropriate. Examples are as follows:
Preventable:  road traffic accidents (unsupervised children, unrestrained children in cars)
Potentially preventable; acute medical condition (inadequate  healthcare )
Modifiable: overlaying (reduce risk factors)
Recommendations were made in relation to all 15 preventable, potentially preventable or modifiable deaths. 
13.
Summary

The Bradford District has a population of children and young people which is greater than the UK average and the Bradford District infant mortality is one of the highest in the country.  Overall, the most common causes of death in children under 18 years who were reviewed were either due to chromosomal, genetic and congenital anomalies or due to  perinatal /neonatal events; these two categories of cause of death accounted for 75%  of all reviewed deaths. 
In addition 161 of the 178 deaths reviewed were not considered to have any modifiable factors which may have prevented the death and 2 had inadequate details which meant they could not be classified regarding preventability (163 deaths or 91.6% in total) .
In the 15  deaths (8.4%)  which were considered to be potentially preventable/preventable or have modifiable factors the causes of death  relate to :

· trauma and other external factors
· acute medical or surgical conditions
· chromosomal, genetic and congenital anomalies
· perinatal /neonatal events 
· sudden unexpected, unexplained deaths. 

The Panel have made recommendations to BSCB or single agencies where appropriate.  The report contains much in depth and detailed data on category of death, ethnicity, gender and other details but it must be remembered that this report relates only to reviewed deaths and not all reported deaths.
14.
Summary of Current Recommendations  
Recommendations identified in reviewed deaths with modifiable factors from April 2010 – March 2011

· Recommendations as identified in the Youth Justice Board serious incident report

· Management oversight

· Interpretation of vulnerability to expand to potentially harming self

· Ensure contacts are maintained to National Standards

· Discuss further current practices in relation to breach of practice for non- engagement in sessions/work

Action – ongoing by Youth Justice Board
· Recommendations as identified in SUI Report

· The Policy and Guidelines for the Management of Bed Sharing outlining the dangers of mothers and babies co-sleeping must be reviewed and disseminated to all staff working in relevant areas within the Foundation Trust.

· All mothers on admission to hospital will be provided with the leaflet “sharing your bed with your baby” UNICEF
· Nursing documentation amended

· Actions to increase ability to observe mothers and babies on the ward 

Action - ongoing by Bradford Teaching Hospitals
· Recommendation – roll out of “Wheezy child pathway” to tie in with asthma pathway

Action- ongoing by NHS Bradford and Airedale 
· Recommendation identified BSCB Police Board Representative to prepare report regarding public information on seat belt wearing and targeted enforcement campaigns – in retrospect and currently ongoing.

Action – ongoing by West Yorkshire Police
· BSCB Accident Prevention subgroup to look at work currently being undertaken by Accident prevention sub group and produce report to the Board on behalf of the CDOP regarding work undertaken previously and currently ongoing with regards to schools and seat belt campaigns.

Action – ongoing by BSCB Accident prevention Sub-Group

Recommendations identified in reviewed deaths from 2008 – 2010
· Recommendation to change the way advice calls are recorded on the Paediatric Assessment Ward at Bradford Teaching Hospitals

Action – complete

· Recommendation to reiterate to families information regarding co-sleeping

Action – In place and ongoing via Health Visitors and Bradford Teaching Hospitals Women’s and Newborn Unit

· Recommendation to educate children with regards to road safety

Action – ongoing via work being undertaken by the BSCB Accident prevention Sub-Group

· Recommendation to ensure parental supervision is maintained in older children who suffer from epilepsy

Action – completed/ongoing by Bradford Teaching Hospitals Paediatric Department

· Recommendation to ensure that all families, where necessary and appropriate are referred for genetic counselling

Action – complete/ongoing by Bradford Teaching Hospitals Obstetric and Neonatal Departments

· Recommendation regarding ensuring advice is given regarding sleeping positions for babies and smoking in the household

Action – complete/ongoing by NHS Bradford and Airedale and Bradford Teaching Hospitals Women’s and Newborn Unit

· Recommendation regarding risk of high BMI in future pregnancies

Action – work ongoing by Bradford Teaching Hospitals who offer a HELP study (slimming world classes for weight maintenance during pregnancy)

Report Authors:
Sue Robins - Chair CDOP 
Jan 2012
Shirley Brierley- Deputy Chair CDOP
Consultant in Public Health

Jan 2012
Louise Clarkson

CDOP Administrator

Jan 2012
References
1. Bradford Vision, Bradford District Infant Mortality Commission  (2006) Summary report. Bradford Vision; Bradford District 

http://www.ebm.bradford.nhs.uk/BDIMC/Pages/TheReport.aspx
2.Yorkshire and Humber Child Death Review Annual report  2008-2009 (2010) Government Office Yorkshire and Humber , NHS Yorkshire and Humber, YHPHO and ChiMat 
3. Department of Children, Schools and Families (2006) Working Together to Safeguard Children.  London. The Stationery Office. London. DCSF

4. Department of Children, Schools and Families (2010)  Working Together to Safeguard Children.revised version   London. The Stationery Office. London. DCSF

5. ONS Mid-2010 Population Estimates: Selected age groups for local authorities in the United Kingdom; estimated resident population, ONS 2011

6.Mid-2010 Population Estimates for Primary Care Organisations in England by Single Year of Age and Sex, ONS 2011

7. Every Baby Matters Strategy and Action Plan Bradford district  accessed via 

http://www.bradford.gov.uk/bmdc/BDP/Every+Baby+Matters

8.Joint Strategic Needs Assessment  2011 accessed via: 

www.observatory.bradford.nhs.uk/Pages/JSNA.aspx

9. Dept for Education Statistical Release OSR11/2011 Child Death Reviews : Year Ending 31 March 2011

10. National institute for Health and clinical Excellence (2010). Quitting smoking in pregnancy and following childbirth: Guidance. NICE, London.

11. Bittles A.H. (1998) Centre for Human Genetics Empirical estimates of global prevalence of consanguineous marriages in contemporary societies Western Australia and California Stanford University

12.   Bennett R.L., et al. Genetic Counseling and Screening of Consanguineous Couples and Their Offspring: Recommendations of the National Society of Genetic Counselors (2002) Journal of Genetic Counseling 11(2):97-119(23).

Appendix 1
Terms of Reference
1 Purpose

The purpose of the Child Death Overview Panel is to:

a)  collect and analyse information about each child’s death with a view to identifying

     i)    any case giving rise to the need for a serious case review 

     ii)   any matters of concern affecting the safety and welfare of children in 
           the area of the authority; and 

     iii)  any wider public health or safety concerns arising from a particular
          death or from a pattern of deaths in that area

b)  put in place procedures for ensuring that there is a coordinated response by professionals to an unexpected death.

The Panel will review deaths of all children aged 0-18 (excluding stillbirths) normally resident in the Local Authority area of the Bradford Safeguarding Children Board.  Where the Panel is made aware of the death of a child in their area who would normally be resident in another Local Authority area, or vice versa the Child Death Review Administrator will liaise with his/her opposite number in the other Local Authority area to ensure both Panels are notified of the death and to determine which Panel is best placed to carry out a review of that child’s death. Where possible it is advised that the panel in the child’s area of residence takes responsibility for the review although it is recognised that circumstances will dictate the most appropriate outcome.

2  Functions

The Child Death Overview Panel:

· Meet regularly to complete a multi-agency evaluation of all child deaths in their area;

· Where appropriate undertake a detailed and in-depth evaluation into specific cases, including all unexpected deaths, assessing all relevant social, environmental, health and cultural aspects, or systemic or structural factors of the death, along with the appropriateness of the professionals’ responses to the death and involvement before the death, in order to complete a thorough consideration of whether and how such deaths might be prevented in future;

· Collect and collate information using the agreed  templates (DCSF, 2008) and where relevant seek further information from professionals and family members;

· Identify local lessons and issues of concern, requiring effective inter-agency working;

· Identify and report any local Public Health issues and consider, with the Director of Public Health and other provider services how best to address these and their implications for both the provision of services and for training;

· Identify and advocate for needed changes in legislation, policy and practices, or public awareness, to promote child health and safety and to prevent child deaths

· Ensure concerns of a criminal or child protection nature are shared with the police, children’s social care and the coroner;

· Ensure any case identified as meeting criteria for a Serious Case Review are referred to the chair of the BSCB;

· Provide information to professionals involved with families so that this can be passed on in a sensitive and timely manner;

· Implement, review and monitor the local procedures for rapid response arrangements in line with Working Together;

· Monitor the quality of information, support and assessment services to families of children who have died

· Co-operate with any regional and national initiatives in order to identify lessons on the prevention of child deaths.

3  Accountability

· The Child Death Overview Panel will be responsible, through its chair, to the chair of the Bradford Safeguarding Children Board.  The Panel will provide to the BSCB and all constituent agencies, an annual report (in which all information should be aggregated and anonymised) which shall be a public document.  In addition, the Panel will report to the BSCB any matters of concern arising from the course of its work as set out above.

· The BSCB will take responsibility for disseminating the lessons to be learned to all relevant organisations; ensuring that relevant findings inform the Children and Young People’s plan; and acting on any recommendations to improve policy, professional practice and inter-agency working to safeguard and promote the welfare of children.

· The BSCB will supply data regularly on every child death, as required by the Department for Children, Schools and Families, to bodies commissioned by the Department to undertake and publish nationally comparable, anonymised analyses of these deaths.

Appendix 2
Definitions Used as cited in Statistical Release for Child Death Reviews: year ending March 2011  Dept of Education July 2011: 

1. Potentially preventable /Preventable death : Definition used from April 2008 to March 2010

P -A preventable child death is defined as events, actions or omissions contributing to the death of a child or a substandard care of a child who died, and which, by means of national or locally achievable interventions, can be modified. 

PP- A potentially preventable death with same definition as above.

2. Modifiable death April 2010 onwards :Definition changed from previous one as above: 

A modifiable death is defined as where there are factors which may have contributed to the death. These factors are defined as those which, by means of nationally or locally achievable interventions, could be modified to reduce the risk of future child deaths
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