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1.  Introduction 

This is the eighth Annual Report of the Staffordshire and Stoke-on-Trent Child Death Overview 

Panel (CDOP) and reflects activity for the year from 01 April 2015 to 31 March 2016.  

The process of reviewing child deaths was established in April 2008 as outlined in Chapter 7 

of Working Together to Safeguard Children 2010 and updated in Chapter 5 of Working 

Together to Safeguard Children 2013 and subsequently 2015. It is the responsibility of Local 

Safeguarding Children Boards (LSCBs) to ensure that a review of every death of a child 

normally resident in their area is undertaken by a CDOP. 

The overall purpose of the Staffordshire and Stoke-on-Trent Child Death Overview Panel is to 

undertake a multi-disciplinary review of child deaths, in order to better understand how and 

why children in Staffordshire and Stoke-on-Trent die and use our findings to take action to 

prevent other deaths and improve the health, safety and wellbeing of our children. 

 

 

2.  Background to the Child Death Review Process 

The statutory Local Safeguarding Children Board (LSCB) responsibilities in relation to the child 

death review process are set out in Regulation 6 of the Local Safeguarding Children Boards 

Regulations 2006, made under section 14(2) of the Children Act 2004. LSCBs are responsible 

for: 

 

There are two inter-related elements to the child death review process: 

 The ‘Rapid Response’ 

 The child death overview 

 

a)  collecting and analysing information about each death with a view to identifying —  

(i)  any case giving rise to the need for a review mentioned in regulation 5(1)(e);  

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

of the authority;  

(iii) any wider public health or safety concerns arising from a particular death or 

from a pattern of deaths in that area; and  

b)  putting in place procedures for ensuring that there is a coordinated response by the 

authority, their Board partners and other relevant persons to an unexpected death. 
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The ‘Rapid Response’ 

Key professionals come together to enquire into and evaluate each unexpected death of a 
child. The principal purpose includes:  

 

 

The ‘Rapid Response’ processes are outlined in more detail at Part 10 of the Staffordshire 

and Stoke-on-Trent Safeguarding Children Board procedures (available at 

www.staffsscb.org.uk and www.safeguardingchildren.stoke.gov.uk). 

 

The Child Death Overview Panel 

The Staffordshire and Stoke-on-Trent Safeguarding Children Boards have come together to 
form a joint Child Death Overview Panel.  The panel has two distinct elements:  

i. Case reviews 

 The panel categorise a likely/cause of death, identify any environmental, extrinsic, 
medical or personal modifiable factors that may have contributed to the death and 
consider any agency/SCB/regional/national recommendations to prevent future such 
deaths. 

ii. Business arising 

 The panel considers the business arising from case reviews and the other 
responsibilities and statutory functions of CDOP. 

 

 to collate and share relevant information; 

 to establish, where possible, a cause or causes of death (in conjunction with the 

coroner); 

 to identify any contributing factors; 

 to identify any potential learning; 

 to provide appropriate support to the family including a co-ordinated bereavement 

care plan; 

 to consider the welfare and support of professionals involved with the child/family; 

 to prepare a final report for submission to CDOP and arrange feedback from the 

family.  
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Membership of CDOP 

CDOP has a fixed core membership with flexibility to co-opt other relevant professionals as 
and when appropriate, e.g. representatives from West Midlands Ambulance Service, the 
West Midlands Paediatric Palliative Care Network, the regional police Collision Investigation 
Unit and a Neonatologist from Royal Stoke University Hospital.  

During the period 01 April 2015 to 31 March 2016 the Deputy Chair, Heather Widdowson, 
left the panel and CDOP would like to extend their thanks to Heather for her contribution to 
the group. Paula Carr, an experienced member of the panel, was appointed as Deputy 
Chair. CDOP were pleased to welcome two new members: 

 Kristine Brayford-West, Designated Nurse for safeguarding and Looked After 
Children replaced Heather Widdowson as the representative for South Staffordshire  

 Natalie Kelly from Public Health Staffordshire will formalise and strengthen the 
existing arrangements and links with public health services in the county 

Membership of the Staffordshire and Stoke-on-Trent Child Death Overview Panel as at 31 

March 2016 is attached at Appendix A.  

 

Statutory Responsibilities of the Child Death Overview Panel 

The functions of the CDOP are laid down in statutory guidance (Chapter 5 of Working Together 

to Safeguard Children 2015) and are attached at Appendix B. 

 

 

3.  Analysis of Notifications (2008-2016) 

Working Together to Safeguard Children (2015) confirms that the LSCB has responsibility for 

the provision of a Designated Person. In Staffordshire and Stoke-on-Trent this function is 

fulfilled by the Child Death Co-Ordinator, a position jointly funded by both the Staffordshire 

and Stoke-on-Trent SCBs and a key member of the joint CDOP. All child deaths are to be 

notified to the Designated Person and it is their responsibility to co-ordinate the information 

collection. 

This section summarises all deaths notified to the Staffordshire and Stoke-on-Trent CDOP 

between 01 April 2008 and 31 March 2016 and provides additional information in relation to 

gender, age, ethnicity. It includes all children who are normally resident in the area but who 

have died elsewhere. The data is collected from the database of notifications to CDOP.
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Notifications 

Between April 2008 and March 2016 there have been a total of 638 deaths of children and young people under the age of 18 years and 

normally resident in Staffordshire and Stoke-on-Trent. The total number of deaths between April 2015 and March 2016 is 70. Year on year 

variation in notifications is to be expected but the overall number of notified deaths has remained virtually the same as 2014/15. It is not 

possible to comment further on this data until those deaths have been reviewed over the coming year.    

 

 

2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16

Stoke-on-Trent 21 38 20 29 30 23 29 22

Staffordshire 50 71 61 53 61 40 42 48

Total 71 109 81 82 91 63 71 70
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Gender 

Since the introduction of CDOP in April 2008 boys’ deaths nationally have consistently accounted for over half (60%) of all notifications. The 

reporting period from April 2015 to March 2016 demonstrated a local position in keeping with this national picture with around 63% of 

notifications being male deaths.  

 

 

2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16

Male 42 61 51 52 55 37 41 44

Female 28 48 30 30 36 26 30 26

Total 70 109 81 82 91 63 71 70
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Age 

In recent years the Department for Education annual Official Statistics Release (Child Death Reviews – Year ending March 2016) have 

consistently demonstrated that the deaths of children under one year old (neonatal and postneonatal) account for around 64% of all child 

deaths. The reporting period from April 2015 to March 2016 has demonstrated a local position slightly higher than the national average (67%). 

Enquiries with Public Health England indicate that the lower numbers of deaths experienced in 2013/14 were consistent with a nationally 

reported reduction. 

 

2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16

0-27 days (neonatal) 30 49 34 45 42 32 28 33

28-364 days (postneonatal) 17 24 25 18 27 9 26 14

1-4 years 5 13 7 5 9 3 8 7

5-9 years 3 5 6 3 5 5 2 6

10-14 years 6 5 2 4 2 7 2 5

15-17 years 9 13 7 7 6 7 5 5
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Ethnicity  

Nationally around 2/3 of all child deaths are of children from a white background. The local position seems to follow this pattern. Recording 

issues indicate a small number of unknown ethnicities, albeit this data collection continues to improve. 

Please note as per the Office for National Statistics and the Health and Social Care Information Centre guidance relating to the publication of 

births and death statistics a count of less than 5 data is suppressed. As such, suppressed data has not been reported on and is represented by 

‘0’ in the table below. With relatively rare events such as child deaths, small variations each year can appear to represent a significant 

difference in overall numbers. 

 

 

2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16

White: English/Welsh/Scottish/Northern Irish/British ,
White: Irish, White: Gypsy or Irish Traveller, White: Any

Other White background
35 65 63 50 62 37 51 52

Mixed/multiple ethnic groups: White & Black Caribbean,
White & Black African, White & Asian, Mixed/multiple

ethnic groups: Any other mixed/multiple ethnic background
0 6 0 7 0 0 0 0

Asian or Asian British: Indian, Pakistani, Bangladeshi,
Chinese, Any other Asian background

6 8 5 6 5 11 12 9

Any other Black/Black British/African/Caribbean background 0 0 0 0 0 0 0 0

Other: Any other 0 0 0 0 0 0 0 0

Unknown/not stated 24 26 12 15 20 9 6 6
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4.  CDOP Findings (2015-16) 

The Staffordshire and Stoke-on-Trent CDOP met 5 times between 01 April 2015 and 31 March 2016 and reviewed 85 cases. The panel does 

not normally review cases until all information is gathered and other processes have been completed such as coronial inquests, criminal 

investigations and serious case reviews. Nationally 70% of cases are reviewed within 12 months of death, a year-on-year decrease from 80% 

in the year ending 31 March 2011 - Department for Education annual Official Statistics Release (Child Death Reviews – Year ending March 

2016). 

The dates of death of the cases reviewed by the Staffordshire and Stoke-on-Trent CDOP were as follows: 

 

 

2010/11 2011/12 2012/13 2013/14 2014/15 2015/16

Date of Death 1 4 10 20 35 15
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Unexpected Child Deaths 

An unexpected death is defined as the death of an infant or child (less than 18 years old) which was not anticipated as a significant possibility 

for example, 24 hours before the death; or where there was an unexpected collapse or incident leading to or precipitating the events which lead 

to the death (Working Together to Safeguard Children 2015). Unexpected deaths require a ‘Rapid Response’ approach. 

Of the 70 notifications in the reporting period 2015/16, 20 were categorised as ‘unexpected’ (28%). This is consistent with 2014/15 and 

reverses the percentage increase experienced over the previous 4 years, albeit small variations in data can have a significant statistical impact.  

 

2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16

Stoke-on-Trent 7 9 7 9 8 6 6 5

Staffordshire 18 23 19 10 20 15 14 15

Total 25 32 26 19 28 21 20 20
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Categorisation and Preventability of Child Deaths 

The CDOP categorises the likely/cause of death using a national scheme that is hierarchical and where more than one category could be 

reasonably applied the highest up the list should be marked. Details of the ten categories are attached at Appendix C. 

Preventable child deaths are those in which modifiable factors may have contributed to the death. These factors are defined as those where, if 

actions could be taken through national or local interventions, the risk of future child deaths could be reduced (Working Together to Safeguard 

Children 2015). Details of the criteria for modifiable factors used nationally by CDOPs are attached at Appendix D. 

The table below sets out the categorisation of the 85 cases reviewed by CDOP during this reporting period and where modifiable factors were 

identified.  

 

1.
Deliberately

inflicted
injury, abuse

or neglect

2. Suicide or
deliberate

self-inflicted
harm

3. Trauma
and other
external
factors

4.
Malignancy

5. Acute
medical or

surgical
condition

6. Chronic
medical

condition

7.
Chromosom
al, genetic

and
congenital
anomalies

8.
Perinatal/ne
onatal event

9. Infection

10. Sudden
unexpected,
unexplained

death

Total Deaths 3 0 0 9 3 3 27 29 3 8

Modifiable Factors 1 0 0 2 0 2 3 2 0 7

No Modifiable Factors 2 0 0 7 3 1 24 27 3 1
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Deaths reviewed during 2015/16: Categorisation and Modifiable Factors
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Categorisation 

  The increase in categorisation of deaths associated with chromosomal, genetic and congenital anomalies is as a consequence of the 
work by CDOP in formalising links to neonatal/perinatal morbidity reviews and reducing a significant backlog of such reviews 
 

  8 deaths (9%) were categorised as sudden unexpected, unexplained deaths, a reduction from 2013/14 (23%) and 2014/15 (12%).This 
is consistent with national data with around 65% of these having modifiable factors. 
 

  No cases had insufficient information to determine whether there were any modifiable factors in the death 
 

  Nationally around 1/3 of all child death reviews were due to perinatal/neonatal events 
 

 

Modifiable Factors 

The meaning of modifiable factors was amended slightly in Working Together to Safeguard Children 2015 – those factors ‘where, if actions 

could be taken through national or local interventions, the risk of future child deaths could be reduced’.  

  Modifiable factors were identified in 17 deaths (20%), an increase on 2013/14 (5 deaths – 13%) and 2014/15 (10 deaths - 17%). 
Department for Education Annual Official Statistics Release (Child Death Reviews – Year ending March 2016) indicates that 
nationally 24% of child death reviews are identified as having modifiable factors, an unchanged position following a gradual year on 
year increase since 2012. 
 

  14 cases with modifiable factors related to children aged under 1 year 
  

  4 cases had modifiable factors associated with sleeping arrangements; one was from 2015/16, the others from 2014/15. 
 

  Smoking was identified as a modifiable factor in 4 of the 17 cases; one from 2015/16, the others being notifications from 2014/15. 

  Consangunity was identified in 5 cases; one of these was from 2015/16, the others being from 2014/15, 2013/14, and 2011/12.  

  Asthma was identified in 2 cases, both relating to deaths that occurred during 2013/14.  
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A statutory function of the CDOP is to identify and refer cases of concern to the SCB Serious Case Review (SCR) sub-groups. The 

Staffordshire and Stoke-on-Trent CDOP has some shared membership with the SCR sub-groups and during this reporting period referred two 

cases for consideration of SCR. Neither of these cases met the threshold for SCR. It is of note that there are a number of earlier opportunities 

for referral to SCR before the formal CDOP stages.  
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5.  Developments During 2015-2016 

Safe Sleeping Campaign   

 

 

 

 

During this reporting period there were 4 deaths where modifiable factors associated with co-

sleeping/unsafe environment were identified. This is a reduction from 2014/15 but these cases 

sadly demonstrate the necessity to keep up this campaign and going forward CDOP will build 

on the work carried out during previous years and continue to promote this important message. 

 

 

2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16

MF associated with co-sleeping 3 5 5 3 6 1 7 4
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MF associated with co-sleeping/unsafe environment (2008-16)

The recommendations from UNICEF and 

the Lullaby Trust are that the safest place 

for a baby to sleep for the first 6 months of 

their life is in a cot on their back next to their 

parents.  

The latest Office of National Statistics 

information demonstrates an increase in 

Sudden Infant Death Syndrome (SIDS) in 

England and Wales for the first time since 

2008.  

There is an increased risk of SIDS 

associated with sleeping on a sofa or 

armchair or if the baby is placed to sleep in 

their parents’ bed if the parent has drunk 

alcohol, smoked cigarettes or taken drugs. 

Local analysis has identified these risks as 

modifiable factors in 34 deaths of children 

under one year old since 2008 in 

Staffordshire and Stoke-on-Trent. 
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CDOP worked together with the Lullaby Trust and service users and practitioners from local 

children’s service providers to develop a campaign intended to raise awareness amongst 

parents, carers and practitioners of the importance of safe sleeping arrangements. This 

consultation led to the ‘Three in the Bed’ campaign which built on a similar campaign used 

by UNICEF and was launched in June 2013 to run alongside the national Child Safety Week. 

Following feedback from parents and practitioners the campaign material was refreshed and 

has a reinforced message around safer sleeping environments. 

This continues to be the key campaign for CDOP: 

 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 Leaflets/posters distributed to premises with a 

high footfall of parents/carers and young children, 

e.g. health centres, clinics, hospitals, children’s 

centres and a range of other public buildings  

 Campaign promoted through the CDOP 

newsletter 

 Campaign again promoted in March 2016 to 

coincide with The Lullaby Trust national Safer 

Sleeping Week from 14-21 March 

 6 Safer Sleep Awareness Workshops led by the 

Child Death Nurse Practitioners held in early 

2016. These were fully booked and supported 

multi-agency practitioners in their role in 

preventing and reducing Sudden Infant Death 

Syndrome. Following positive feedback more 

workshops are planned for 2016/17 

 Work with regional colleagues to develop a safe 

sleeping assessment tool to be included in the 

Patient Health Record (‘Red Book’) and 

supported by ‘train the trainer’ sessions and the 

Safer Sleep Awareness Workshops. 

 ‘Safer Sleeping in Unwell Babies’ - hospital 

discharge leaflet developed and adopted by all 

acute trusts giving safer sleeping advice following 

hospital admission 
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CDOP Safety Booklet 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CDOP built on the strong links forged with partners during 2013/14 and welcomed the 

support of local Staffordshire and Stoke-on-Trent Public Health and Trading Standards 

departments, Derbyshire CDOP, The Lullaby Trust, Royal Society for the Prevention of 

Accidents RoSPA), Child Accident Prevention Trust (CAPT) and the NSPCC to produce a 

Safety Booklet entitled ‘Protect Your Little Bundle… From Birth and Beyond’. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Unintentional injuries in and around 

the home are a leading preventable 

cause of death and emergency 

hospital admissions for children, 

particularly those under 5 years.  

The booklet was designed to raise 

awareness of potential hazards in and 

around the home and is packed full of 

tips for parents/carers to keep their 

babies and young children as safe 

and healthy as possible.  
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Funding for this campaign proved challenging and a number of bids for financial support 

were not successful. However CDOP are grateful to Staffordshire and Stoke on Trent Public 

Health for providing significant funding for this campaign. In addition to a contribution from 

Trading Standards Staffordshire this will enable the circulation of the CDOP Safety Booklet 

following all 8,000 annual births throughout Staffordshire and Stoke on Trent from 01 April 

2016 and over the next 3-5 years. Health Visitors will take responsibility for supplying and 

explaining the contents of the booklet to parents at the initial home visit. 

An electronic version of the booklet has been circulated widely and shared with regional 

colleagues. Local fund-raising by CDOP members had enabled the purchase of promotional 

banners that have already been used at high footfall locations and events such as the 

launch of the Stoke on Trent Co-Operative model. The Derbyshire CDOP campaign 

‘Shaking your baby… it’s just not the deal’ has been referenced in the booklet. Other key 

messages are linked to local/national campaigns: 

The booklet promotes local CDOP 

campaigns in relation to: 

 safe sleeping 

 nappy sack awareness  

 blind cord safety  
 

Also other safety advice consistent 

with the priorities identified in the 

Public Health England/RoSPA/CAPT 

June 2014 publication ‘Reducing 

unintentional injuries in and around 

the home among children under five 

years’. 

Other advice on: 

 coping with crying babies 
 

 falls 
 

 car seat safety 
 

 wearing slings safely 
 

 washing machines 
 

 medication, lithium batteries 
and household products 

 

 choking 
 

 drowning 
 

 burns & scalds 



 

   19 

 

 Nappy Sack Awareness 
 

Sadly, there have been a small number of babies who have died nationally as a result of 

putting nappy sacks in their mouth causing them to choke and one such death in 

Staffordshire during 2012/13. These tragedies could have been prevented and we have 

continued to work closely with local health and social care professionals to raise awareness.  

In addition we have built on our previous work with RoSPA and signed up to the campaign 

led by Derbyshire CDOP to collect information on such cases and use this to inform the 

Department for Business and Innovation (BIS) negotiations with RoSPA to undertake 

educational work with the general public. 

 

 
 
 

 Blind Cord Awareness  
 

 

 

Following the sad deaths of 2 children in the county 

in 2010 CDOP secured funding from both 

Staffordshire and Stoke-on-Trent Safeguarding 

Children Boards to raise awareness of the dangers 

of blind cords. A leaflet was produced and 

endorsed by RoSPA and the local Trading 

Standards departments. This was launched with a 

media campaign and distributed to service users 

and practitioners throughout the county. 

Sadly there have been further deaths in 

Staffordshire and Stoke on Trent during 2015/16 

that demonstrate the necessity to reinforce this 

message. 

CDOP have built on the previous work to refresh 

the campaign and have included the information in 

the Safety Booklet. The campaign has been 

promoted broadly through the CDOP newsletter 

and social media – it was one of the Local 

Authority’s most popular tweets in 2015/16. 
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Child Death Nurse Practitioners 

The Child Death Nurse Practitioners work closely with the Designated Doctors for 

Unexplained Deaths (DDUDs) and provide oversight, co-ordination and management of the 

response required for all child deaths. Funding was secured to increase the hours of the 

southern Child Death Nurse Practitioner from September 2015. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The Child Death Nurse Practitioners have 

worked together to develop a ‘SUDI Box’. This 

brings together equipment and guidance that 

will facilitate the collection of timely, accurate 

and appropriate samples following a SUDI.  

The ‘SUDI Box’ was launched in Burton 

Hospitals NHS Foundation Trust in March 

2014 and this experience was used to shape 

a launch in Royal Stoke University Hospital in 

mid-2015.  

Standard Operating Procedures were drafted 

and the launch was supported by an extensive 

awareness raising campaign with health 

colleagues.  

A key function of the Child Death 

Nurse Practitioners’ role is to 

contribute to awareness raising 

and promoting key CDOP 

messages. Further examples 

during 2015/16 include: 

 Stoke on Trent Co-Operative 
Working Service Exhibition – 
an opportunity to network with 
practitioners and managers 
from a broad range of 
disciplines  

 

 Supporting partners to raise 
awareness of Road Safety 
Week through extensive work 
with 5 schools in the Stoke on 
Trent area and awareness 
events at acute hospitals 
throughout the county 

 

A crucial element of the Child Death 

Nurse Practitioners’ role is in supporting 

parents and families following child 

bereavement. 

They have worked closely with 

colleagues to enhance the service to 

bereaved parents and families. They 

provide listening support, practical 

advice and guidance and signpost to 

specialist service where needed.  

They are working with local 

bereavement services to develop and 

launch a support network, the ‘Star 

Cafe’, at venues across the county. 
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Bereavement Services 

CDOP have built on their extensive work during 2014/15 including the launch of a revised 

Child Death review Leaflet and their successful partnership working with Child Bereavement 

UK (CBUK). 

Since March 2015 the Child Death Nurse Practitioners and Child Death Co-Ordinator have 

been members of the Staffordshire Children & Families Bereavement Alliance, a network of 

key professionals and organisations to co-ordinate and enhance the services available across 

the county to bereaved children and families. Further details are available from:  

 www.donnalouisetrust.org/families/useful-links 
 

 

 

 

 

 

 

 

 

 

 

 

 

Following a local Serious Case Review CDOP audited a sample of unexpected child deaths 

within Staffordshire and Stoke on Trent during 2015 to ensure that the emotional wellbeing 

of the parents/carers and surviving siblings were managed by the multi-agency team in line 

with child death procedures. The audit demonstrated that in all ten cases the child death 

procedures had been followed and bereavement support tailored to the needs of the families 

had been provided. 

The Child Death Nurse Practitioners developed and launched a child bereavement policy to 

support colleagues with guidance on managing child deaths and providing ongoing support 

for bereaved families. This guidance was developed following consultation locally, regionally 

and nationally and was used to enhance the Staffordshire Police Child Death Investigation 

Booklet. 

 

”… an informative, useful, interesting and 
inspirational event.” 

“I now feel more equipped to deal with 
bereavement.” 

 

The group developed and hosted a 

bereavement study day in November 

2015. The overarching aims of the day 

were: 

 to promote a greater understanding 
of the impact of bereavement on 
children and families  
 

 to raise awareness of bereavement 
services available to support 
children and families 

 

Over 40 professionals attended and 

feedback was extremely positive with all 

attendees reporting that they had 

greater confidence in supporting 

bereaved children and families. 
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CDOP Newsletter  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CDOP developed and published a 

newsletter designed to raise awareness 

of the work of the Staffordshire and 

Stoke-on-Trent Child Death Overview 

Panel and to bring news on our ongoing 

campaigns. 

The newsletter is broadly circulated 

through SCB members and the SCB 

websites as well as other key partners 

and strategic partnerships. 

8 newsletters were published during 

2015/16 and included advice and 

information in relation to: 

 Bereavement services 

 Blind cord awareness 

 Safer sleeping 

 Button battery dangers 

 Choking awareness 

 Road safety week 

The CDOP Newsletter has been used to promote 

local bereavement services: 

 Staffordshire Child & Family Bereavement 
Alliance 

 Burton on Trent Bereavement Help Point 

 A Child of Mine 

 Violets In Bloom 

 Phoenix at St Giles 
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Other Developments 

Throughout 2015/16 Staffordshire and Stoke on Trent CDOP have continued to work with 

partners locally and nationally to continue to develop the functions and responsibilities of 

CDOP: 

 Engaged with the National Database Development Project to explore options for the 

development of a national database for Child Death Review data 

 

 Joined the National Network of CDOPs to share best practice, exchange information 

and collectively support each other to prevent and reduce child deaths 

 

 Worked with regional colleagues to re-invigorate the West Midlands Regional CDOP 

Network 

 

 Used our local knowledge and experience to support the pan-Lancashire CDOP in 

their campaign to highlight to the Department for Education the challenges 

sometimes encountered to secure all relevant information following the death of a 

child abroad 

 

 Supported the independent author of a CCG commissioned review in their 

recommendations around the roles, responsibilities and statutory functions of CDOP 

and used these to feedback on the consultation on the Government review of LSCBs 

 

 Conducted a thematic review of three child deaths in Staffordshire and Stoke on 

Trent over the last five years alongside national guidance from the Royal College of 

Physicians (Why asthma still kills: The National Review of Asthma Deaths, May 

2014) and the National Institute for Health and Clinical Excellence (Quality Standard 

for Asthma, February 2013). Developed an action plan with actions for Primary Care 

(GP Practices), acute health services (including community establishments), 

Education and Public Health 

 

 Worked with colleagues from Staffordshire Police to develop a Child Death 

Investigation Booklet. The guidance built on the national Association of Chief Police 

Officers (ACPO) publication ‘A Guide to Investigating Child Deaths’ and was 

enhanced by SUDIC/bereavement services information from acute hospitals and 

colleagues across the region. The purpose of this guidance is to assist investigating 

and attending officers and staff in responding to the Sudden and Unexpected Death 

of an Infant, Child or Young Person (SUDIC) whether or not there are any suspicious 

factors. 

 

 Continued to work with regional colleagues in the palliative care network to improve 

the quality of Advanced Care Plans to support children and young people and their 

families in circumstances where there are life limiting conditions 
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6.  Looking Forward to 2016/17 

The Staffordshire and Stoke-on-Trent Child Death Overview Panel Business Plan (2016/17) 

is attached at Appendix E and will continue to focus on our overall purpose of preventing future 

deaths and improving the health, safety and wellbeing of our children. It will build on the strong 

joint arrangements between the Staffordshire and Stoke-on-Trent Safeguarding Children 

Boards. The Business Plan is available from the SCB websites:  

 www.staffsscb.org.uk  
 

 www.safeguardingchildren.stoke.gov.uk 

 

Other CDOP activity for 2016/17 will enhance our objectives outlined in the Business Plan 
and will include: 

 To conduct a formal evaluation including feedback from practitioners and service 
users, of the CDOP Safety Booklet 
 

 To respond to demand from professionals and work with colleagues from the 
Staffordshire Children & Families Bereavement Alliance to develop and host a follow-
up Bereavement Alliance Study Day 
 

 To respond to demand from professionals to continue to deliver Safer Sleep 

Awareness Workshops to support multi-agency practitioners in their role in 

preventing and reducing Sudden Infant Death Syndrome 

 To build on the work undertaken with Staffordshire Police to enhance their response 
to investigating child deaths and use this learning to inform a refresh of the SCB child 
death procedures  
 

 To monitor progress against the Asthma Thematic Review Action Plan to ensure that 
improvements in service delivery are operationalised and sustained 
 

 To continue to develop the support available to bereaved families through working with 
local services to develop support networks (the ‘Star Café’) at venues across the 
county 
 

 To respond to recommendations relevant to CDOP from the national review of LSCBs 
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Appendix A: CDOP Membership at 31 March 2016 

Member Organisation 

Mark Dean 

 

Chair 

Detective Superintendent Staffordshire Police 

 Paula Carr 

 

Deputy Chair 

Designated Nurse for Child Protection, Stoke-on-Trent 

Clinical Commissioning Group 

 Faith Lindley-Cooke 

 

Child Death Co-Ordinator 

 
Azhar Manzoor 

 

Designated Doctor for Unexpected Death, South Staffordshire 

 
Martin Samuels 

 

Designated Doctor for Unexpected Death, North Staffordshire 

& Stoke-on-Trent 

 Alex Tabor 

 

Designated Doctor for Unexpected Death, North Staffordshire 

& Stoke-on-Trent 

 Rebecca Sage Child Death Nurse Practitioner, South Staffordshire 

Jemma Simpson Child Death Nurse Practitioner, North Staffordshire & Stoke-

on-Trent 

Carole Preston 

 

Stoke-on-Trent Safeguarding Children Board Manager 

 
Carrie Wain 

 

Staffordshire Safeguarding Children Board Manager 

 
Kristine Brayford-West 

 

Designated Nurse for Safeguarding and Looked After 

Children South East Staffordshire & Seisdon Peninsula 

Clinical Commissioning Group 

 Angela Jervis 

 

Head of Safeguarding, Staffordshire & Stoke-on-Trent 

Partnership NHS Trust 

 Andrea Muirhead 

 

Lead Public Health Nurse, Stoke on Trent Directorate of 

Public Health 

 Natalie Kelly 

 

Lead Public Health Nurse, Staffordshire Directorate of Public 

Health 

 Kim Wooliscroft 

 

Head of Paediatric Services, Mid Staffs NHS Foundation 

Trust 

 Deborah Ramsdale 

 

Strategic Lead for Looked After Children, Staffordshire 

County Council 
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Appendix B: Statutory Responsibilities of the CDOP 

The functions of the CDOP are laid down in statutory guidance (Chapter 5 of Working Together 

to Safeguard Children 2015) and include: 

 

 

 Reviewing all child deaths, excluding those babies who are stillborn and planned 

terminations of pregnancy carried out within the law; 

 Collecting and collating information on each child and seeking relevant 

information from professionals and, where appropriate, family members; 

 Discussing each child’s case, and providing relevant information or any specific 

actions related to individual families to those professionals who are involved 

directly with the family so that they, in turn, can convey this information in a 

sensitive manner to the family; 

 Determining whether the death was deemed preventable, that is, those deaths in 

which modifiable factors may have contributed to the death and decide what, if 

any, actions could be taken to prevent future such deaths; 

 Making recommendations to the LSCB or other relevant bodies promptly so that 

action can be taken to prevent future such deaths where possible;  

 Identifying patterns or trends in local data and reporting these to the LSCB; 

 Where a suspicion arises that neglect or abuse may have been a factor in the 

child’s death, referring a case back to the LSCB Chair for consideration of 

whether an SCR is required;  

 Agreeing local procedures for responding to unexpected deaths of children; and  

 Co-operating with regional and national initiatives – for example, with the National 

Clinical Outcome Review Programme – to identify lessons on the prevention of 

child deaths.  

In reviewing the death of each child, the CDOP should consider modifiable factors, for 

example in the family environment, parenting capacity or service provision, and consider 

what action could be taken locally and what action could be taken at a regional or national 

level. 

The aggregated findings from all child deaths should inform local strategic planning, 

including the local Joint Strategic Needs Assessment, on how to best safeguard and 

promote the welfare of children in the area. Each CDOP should prepare an annual report 

of relevant information for the LSCB. This information should in turn inform the LSCB 

annual report.  
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Appendix C: Categorisation of Child Deaths 

Category Name & 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. 

 

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. 

 

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). 

 

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. 

 

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. 

 

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. 

 

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

and other congenital anomalies including cardiac. 

 

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). 

 

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. 

 

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). 
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Appendix D: Preventability of Child Deaths (Modifiable Factors) 

Preventable child deaths are those in which modifiable factors may have contributed to the 

death. These factors are defined as those factors where, if actions could be taken through 

national or local interventions, the risk of future child deaths could be reduced.  

(Working Together to Safeguard Children 2015) 

 

The CDOP is required to assess modifiable factors. This assessment does not in itself carry 
any implication of blame but simply acknowledges where factors are identified which, had 
they been different, may have resulted in the death being prevented.  

The criteria now used nationally are shown in the table below: 

 

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 

 

No 

Modifiable 

factors 

identified 

The panel have not identified any potentially modifiable factors in relation 

to this death 

 

 

Inadequate information upon which to make a judgement. 

NB this category should be used very rarely indeed. 
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Appendix E: Child Death Overview Panel Business Plan 2016/17 

 

Stoke-on-Trent and Staffordshire  
Safeguarding Children Boards 

 
Child Death Overview Panel Business Plan 2016/17 

 
 

 
Key Objective: Create and maintain a learning system and ensure a coordinated response to child deaths  
 

No Objective Detail By Who Timescale 
 

Impact 

1 Agree continued joint 
funding 
arrangements with 
Staffordshire and 
Stoke-on-Trent 
LSCBs 
 
 

Joint meeting between LSCB Managers to be held. 
 
Joint funding arrangements to be confirmed for 2016-2017. 
 

CDOP 
Chair/ 
LSCB 
Managers 

April 2016 There is evidence that joint 
funding arrangements are 
secured for the business 
planning period. 
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2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

To collect and 
analyse information 
to determine those 
deaths where 
modifiable factors 
may have 
contributed and to 
identify actions that 
could be taken 
through national or 
local interventions to 
reduce the risk of 
future child deaths 
and improve the 
health and safety of 
children 

Preventable and potentially preventable deaths are examined and appropriate 
actions identified by CDOP members to ensure any risk factors are addressed.  
 

CDOP 
members 

April 2016 -
March 2017 
 
 

Local child death trends and 
themes are identified. 
 
Action is taken to help reduce 
the risk of preventable child 
deaths. 
 
There is a proxy- outcome of a 
reduction in future preventable 
child deaths caused by similar 
risk factors. 

3 Be proactive and 
responsive to local 
child safety patterns,  
trends and themes 
identified from the 
CDOP data analysis 
 
 
 
 
 

To undertake or commission any review or audit activity in response to emerging 
local child death trends and themes. 
 
To develop and publicise child safety guidance based on the learning identified 
by CDOP review and audit activity (such as the blind cord and safe-sleeping 
campaigns).  
 
To evaluate the impact of CDOP child safety campaigns.   
 
CDOP uses information on local child deaths to develop targeted child safety 
communication campaigns in respect of identified local child safety issues. 
These are aimed at practitioners and the wider community to help raise 
awareness and reduce the risk of preventable child deaths. The audit process 
identifies that 80% of the relevant communication materials are public facing 
within the targeted areas. 
 

CDOP 
members  

April 2016 -
March 2017 
 
 

Practitioners & parents / carers 
views are used to measure the 
effectiveness of the campaign. 
 
The outcome of whether there 
is a reduction in the number of 
baby deaths where co-
sleeping is identified as a 
contributing factor will need to 
continue to be monitored by 
CDOP during 2015-2016. 
 
 

4 To produce a CDOP 
Annual Report which 
includes patterns or 

An annual CDOP report is produced to evidence the work undertaken by CDOP 
and to identify any local safety trends or themes. 
 

CDOP 
member
s  

October 
2016 (for 
the 2015-

The CDOP Annual Report is 
produced to identify local child 
death trends or themes; and to 
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trends in local data 
and 
recommendations on 
action required to 
help improve the 
health and safety of 
children living in 
Stoke-on-Trent and 
Staffordshire. 

 
Any recommendations to prevent future deaths must be shared (as applicable) 
with the LSCB, Health and Wellbeing Board (HWB), local public health services 
& /or the Children’s Strategic Partnership (CSP) and appropriate action to help to 
reduce the risk must be taken by the relevant organisation or strategic Board. 
 

 

2016 
CDOP 
Annual 
Report) 
 

evidence the work of the 
CDOP.  
 
Recommendations arising 
from the annual report analysis 
are appropriately shared with 
the LSCB, HWB, local public 
health services & / or the CSP. 
 
There is evidence of action 
being undertaken to address 
the CDOP Annual Report 
recommendations and to 
reduce the risk of preventable 
deaths. 
 

5 To ensure that local 
procedures and 
protocols for 
responding to 
unexpected deaths 
of children are 
developed. 
 

To work with partners to develop local procedures to support an effective and 
appropriate multi-agency response to unexpected child deaths. 
 
This response will help to support grieving parents and relatives of the child, 
enable a multi-agency understanding of any modifiable factors and will inform 
activity required to safeguard any siblings and any future children who may be 
born into the family concerned. 
 

CDOP 
members 

April 2016 -
March 2017 

Local multi-agency procedures 
are developed and responsive 
to local and national best 
practice. 
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6 CDOP provides 
information to 
families and 
professionals on the 
availability of support 
from local 
bereavement support 
organisations. 
 
 

Support and assistance is given to parents/carers and siblings through Child 
Death Nurse Practitioners for sudden and unexpected deaths. 
 
 
 
 
 
 
 
Child Death Nurses to continue to support the work of the Designated Doctors 
for Unexpected Deaths (DDUDS) in providing support for bereaved families. 
 
 
The revised Child Death Review Process Leaflet is available to professionals to 
enable them to convey this information to families in a sensitive and timely 
manner. 
 
 
Work with Child Bereavement UK to arrange raise awareness of child 
bereavement with professionals and to arrange an extended counselling service 
for those affected by child bereavement. 
 

CDOP 
member
s 

April 2016 -
March 2017 
 
 
 
 
 
 
 
 
 
 
 
April 2016 -
March 2017 
 
 
 
 
 
 
 
April 2016 -
March 2017 
 
 
 
 
 
 
 
April 2015-
March 2016 
 

The local bereavement 
support and assistance given 
to parents and family 
members is enhanced by the 
support of the CDOP Nurse 
Practitioners following sudden 
and unexpected deaths. 
 
Child Death Nurses in post for 
North and South Staffordshire 
evidence that their work is 
helping to support children 
and their families is effective. 
 
The leaflet reflects up to date 
information for families 
including the availability of 
local bereavement support.  
 
 
Specialist bereavement 
support made available to 
families; and 
 
Improved knowledge and skills 
of practitioners in respect of 
child bereavement. 
 

7 The CDOP 
partnership is 
strengthened 
through making 

To co-operate with local, regional and national partners and initiatives to identify 
lessons on the prevention of child deaths.  
 

CDOP 
members 

April 2016 -
March 2017 

Information shared between 
the local networks relating to 
child deaths and CDOP will 
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strategic links with 
other relevant 
forums and 
networks 

To work with local and regional partners to capture data and learning from 
neonatal deaths. 
To engage with local and regional Palliative Care networks to capture learning 
from expected child deaths. 
 
To receive reports from local strategic partnerships in respect of road traffic child 
deaths  
 

strengthen the knowledge of 
all child deaths in our locality.  
 
Any learning is used to inform 
and improve commissioning 
and service delivery. 
 

8 Where a suspicion 
arises that neglect 
or abuse may have 
been a factor in the 
child’s death, to 
notify the Chair of 
the LSCB of those 
concerns for 
consideration of a 
Serious Case 
Review scoping 
panel 
 

To ensure that appropriate cases are referred to identify lessons learned to 
better safeguard and promote the welfare of children. 

CDOP 
members 

April 2016 -
March 2017 

CDOP members understand 
the threshold criteria for 
Serious Case Reviews. 
 
There are clear pathways and 
referral routes for SCR 
consideration. 
 
 

9 Aggregated findings 
from all child deaths 
should be used by 
CDOP to inform 
strategic planning 
and the local Joint 
Strategic Needs 
Assessment (JSNA). 
WT Action Plan 
Recommendation 46 
 

The LSCB Chair to liaise with senior Local Authority leads and the Director of 
Public Health to ensure there are robust processes in place to achieve local 
compliance with this requirement. 
 

CDOP 
member
s 

April 2016 -
March 2017 

Aggregated child death 
findings will inform the 
business work plan of CDOP; 
and Staffordshire and Stoke-
on-Trent’s JSNA for 2015-
2016. 
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