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TEES CHILD DEATH REVIEW FUNCTIONS








Effective from 1st April 2008 all Local Safeguarding Children Boards (LSCBs) in England are required to have in place a Rapid Response Process (RRP) and a Child Death Overview Panel (CDOP), as outlined in Chapter 7, “Working Together to Safeguard Children (2006).”





LSCBs are responsible for collecting and analysing information about the deaths of children and young people (up to the age of 18 years) in their area.  This information will identify patterns and trends, enabling specific action, which may prevent some deaths in the future.





The Tees Child Death Review Project, managed by South Tees LSCB on behalf of the LSCBs covering Redcar and Cleveland, Middlesbrough, Hartlepool and Stockton, provides a dedicated service to ensure the statutory requirements relating to child death review functions are implemented.   





NOTIFICATION OF CHILD DEATHS





All child deaths in Tees are notified to the Tees Wide Child Death Review Team:-





Child Death Review Project Manager 


Tel: (01642) 304525	Fax: (01642) 304523


 





Child Death Review Administrator 


Tel: (01642) 304524	Fax: (01642) 304523








Address: 	West Locality Base


		Daisy Lane


		Overfields


		Redcar 	


TS7 9JF





The Child Death Review Team are supported by an Advisory Group and are accountable to the respective LSCB. 





TEES CHILD DEATH ADVISORY GROUP





Child Death Review Project Manager (Chair) 


South Tees LSCB Business Manager


Stockton LCSB Business Manage


Head of Safeguarding and Review Unit – Hartlepool  


Designated Nurse Safeguarding Children – Tees 








UNEXPECTED CHILD DEATHS





The Rapid Response Process (RRP) is followed when a decision has been made that the death of a child is UNEXPECTED, or there is lack of clarity about whether a death of a child is unexpected.





An unexpected child 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, P.J, et al [2000] Sudden Unexpected Death in Infancy).  





The purpose of the RRP is to ensure that those professionals involved before or after the unexpected death of a child work together to enquire into and evaluate the child’s death.  They should work to the local LSCB’s protocol for the rapid response to unexpected child deaths, agreed with the local Coroner. 





The joint responsibilities of these professionals include:





Responding quickly to the unexpected death of a child 


Making immediate inquiries into the circumstances of the death, in agreement with the Coroner. 


Undertaking the types of enquiries/investigations that relate to the current responsibilities of their respective organisations when a child dies unexpectedly. 


Collecting information in a nationally agreed format.


Following the death through and maintaining contact at regular intervals with family members and other professionals who have ongoing responsibilities for family members, to ensure they are informed and kept up to date, as appropriate, with information about the child’s death. 


Provide an Agency Report and attend a Local Case Discussion. The main purpose of which is 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 learnt will be identified by this process and recommendations made as necessary.  Consideration will always be given to child protection risks to any children in the household and to the need to initiate a Serious Case Review.





The RRP process begins at the point of death and ends with the completed report to the Child Death Overview Panel, following the Local Case Discussion, when the final results of the post mortem has been completed and can be shared.  





Within the Tees Wide locality, responsibility for the administrative initiation of Local Case Discussions rests with the Designated Nurse Safeguarding Children – Tees.





Alex Giles, Designated Nurse Safeguarding Children – Tees


Tel: 01642 853994


Email: alex.giles@northteespct.nhs.uk





Denise Welsh, PA to Alex Giles


Tel: 01642 853994		Fax: 01642 853996


Email: denise.welsh@northteespct.nhs.uk





Address:		Newtown Resource Centre


		Durham Road


		Stockton on Tees


		TS19 0DA








EXPECTED CHILD DEATHS





When there has been an EXPECTED child death, representatives from key agencies may be contacted by the Chid Death Review Project Manager and asked to complete an Agency Report Form and/or attend a Case Conference.  Some elements of the form are specific to individual agencies only, but agencies are required to annotate and prepare summaries of the information known by them.   





The Child Death Review Project Manager will use the produced case analysis, gathered from agency information, to inform the Child Death Overview Panel.    





CHILD DEATH OVERVIEW PANEL





Child Death Overview Panels (CDOPs) are responsible for reviewing information on ALL child deaths and are accountable to the LSCBs.





CDOPs must collect and analyse information about each death with a view to identifying:


Cases giving rise to the need for a Serious Case Review.


Matters of concern affecting the safety and welfare of children throughout Tees.


Consider any wider public health or safety concerns arising from a particular death, or a pattern of deaths. 





The CDOP does not take over from the work of the Coroner, LSCB, Police, Health, Social Care or any other agency undertaking investigation of serious untoward incidents.





The Overall principles of the Child Death Review Processes are that, in all cases, enquiries should seek to understand the reasons for the child’s death, address the possible needs of other children in the household, the needs of family members, and also consider any lessons to be learnt about how best to safeguard and promote children’s welfare in the future.  Families should be treated with sensitivity, discretion and respect at all times.





Further Information: 





“Why Jason Died” – A familiarisation DVD published by DCSF.  The DVD and accompanying FAQs provides professionals with an introduction to the processes to be followed when a child dies.  Copies can be obtained from your respective LSCB. 





� HYPERLINK "http://www.everychildmatters.gov.uk" ��www.everychildmatters.gov.uk� 


� HYPERLINK "http://www.cemach.org.uk" ��www.cemach.org.uk� 





Training – a training programme will be available across Tees in the near future, to further inform professionals of their responsibilities in relation to the statutory child death review functions.





Oct 2008   














