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1. Introduction and scope of the report
This report presents the activity of Blackpool Child Death Overview Panel during the financial year 2000/10. This includes a data on the notifications and case review activity, a summary of the key themes emerging to date, summary of current action ongoing to address these themes, and a forward plan for the coming year. The Appendix presents an audit of the Child Death Overview Panel based on the national tool (Child-death information templates Form E).

Unless otherwise specified, the data presented in this report relates to deaths occurring up to and including 31st March 2010 which have been notified to the CDOP Coordinator, and which have been confirmed as being a Blackpool resident, or having occurred within the local authority area.
2. About the Child Death Overview Panel
Blackpool Child Death Overview Panel (CDOP) is responsible for overviewing the deaths of all children aged under 18 resident in the local authority area of Blackpool, or occurring within the area. The panel also discusses cases of children not normally resident within Blackpool, but where the death occurred within the local authority area.

The panel is a subgroup of Blackpool Safeguarding Children Board (BSCB).
Membership of Blackpool Child Death Overview Panel

	Name
	Agency

	Sara Barr-Frost
	SUDC Lead Nurse

	Lynn Donkin
	Public Health Specialist, NHS Blackpool

	Dr Arif Rajpura (Chair)
	Director of Public Health, NHS Blackpool

	Justin Srivastava
	DCI, Lancashire Police

	Paula Swindlehurst
	Blackpool Borough Council

	Pauline Tschbotko
	Head of Midwifery, Blackpool Victoria Hospital

	Cathie Turner
	Lead Nurse Safeguarding, NHS Blackpool

	Dr Rob Wheatley
	Consultant Community Paediatrician, Blackpool Victoria Hospital

	Lynne Worden
	Headteacher, St John Vianney School, Blackpool

	Jason Loffman
	NSPCC


Angela Walmsley, Business Manager for Blackpool Safeguarding Children Board, and Ruth Clayton, CDOP Coordinator, are also invited to attend to participate in the business portion of the meeting.
3. Meetings during the year

The group met on four occasions during 2009/10:
17th June 2009

25th August 2009 

17th November 2009 

24th February 2010

4. Notifications received
Notifications are received by the CDOP Coordinator who also receives notifications on behalf of Lancashire and Blackburn with Darwen CDOP.

Notifications received by year of death

	
	Deaths aged <28 days (neonates)
	Deaths aged >28 days but < one year 
	Deaths aged 1-18 years
	Total

	2008/09
	
	
	
	

	Residents
	9
	2
	4
	15

	Non residents
	3
	2
	0
	5

	
	
	
	
	

	2009/10
	
	
	
	

	Residents
	6
	3
	4
	13

	Non residents
	3
	0
	1
	4


This table includes deaths following legal terminations of pregnancy where a death certificate has been issued.  Stillbirths are excluded.
5. Cases overviewed

An audit of the case review activity of the CDOP during the year has been completed and is included in the appendix.

The tables below summarise the number of reviews and discussions commenced and completed during the year. Please note that these figures related to the reporting year in which the death was reviewed or discussed by the panel rather than the year in which the death occurred.
a) Cases overviewed: Blackpool residents
	
	Deaths aged <28 days (neonates)
	Deaths aged >28 days but < one year 
	Deaths aged 1-18 years
	Total

	Case reviews completed
	9
	2
	3
	14

	Case review completed by another panel 
	0
	0
	1
	1*

	Case reviews commenced but not yet completed
	0
	1
	0
	1

	Number of cases awaiting review 
	5
	3
	5
	13


* The child was technically a resident of Blackpool, but under the care of Social Services in elsewhere. The case will be put to the Blackpool panel for discussion once papers have been received from the CDOP who completed the review.
b) Cases discussed: Non resident cases

	
	Deaths aged <28 days (neonates)
	Deaths aged >28 days but < one year 
	Deaths aged 1-18 years
	Total

	Discussion completed
	1
	1
	0
	2

	Awaiting discussion
	5
	1
	1
	7


Non resident cases are presented to the Blackpool CDOP panel for discussion once the review has been completed by the CDOP covering the area in which the child was normally resident.
6. Time: death to completed review

Time: death to completed review

	Time: death to completed review
	Number of cases

	Less than 6 months
	0

	6-7 months
	1

	8-9 months
	5

	10-11 months
	4

	<1 year
	4

	Total
	14


Data collection processes have been developed and implemented during the year. These processes are being kept under review and are being refined on an ongoing basis.  The Chair of the Panel has written to all relevant front line health professionals to advise them of the notification process. 
7. Status of cases currently awaiting review

Of the 13 cases awaiting review at the time of writing, 7 are awaiting the results of the Coroner’s Inquisition and data collection is underway for 6 further cases, two of whom were late notifications.

8. Emerging themes

With regard to emerging themes, based on the cases the panel has seen to date, the following factors have been noted by the panel as having been present in a number of the cases reviewed:

· Infections (Streptococcal) 

· Parental smoking/smoking in the household 

· Parental alcohol and substance use 

· Sleeping arrangements 

The panel has also seen analyses of routinely collected death data for under 18’s between 2001 and 2007. The themes that were identified in this analysis were: 

· Sudden infant deaths 

· External causes amongst children over 1 (road traffic accidents, drowning, poisoning, hanging, asphyxiation) 

· Sleeping arrangements (asphyxia, overlaying)

9. Non case review activity
9.1 Promoting safe sleeping

A member of the safeguarding team and several member of NHS Blackpool joined with colleagues from across Lancashire to undertake some collaborative work to promote safer sleeping arrangements for babies. This work is supported by the three Local Safeguarding Children Boards in Lancashire (Blackpool, Blackburn and Darwin and Lancashire). The work includes:

· The “Give me room to breathe” campaign. The launch of this campaign in Blackpool has been supported by a task and finish group convened under the auspices of the Blackpool Safeguarding Children Board (BSCB) and chaired by a member of the NHS Blackpool Safeguarding Team. The campaign has involved publicity through the media, posters and leaflets to raise awareness of the general public and training for staff in the constituent agencies of the BSCB who have contact with families. 

· Safer Sleeping guidelines – these guidelines are for health staff, social care staff and other professionals and aim to promote consistent, evidence based messages. They have been approved by all three LSCB’s in Lancashire.
9.2 Action ongoing within NHS Blackpool Public Health Department

The Public Health Department currently commission a range of services and initiatives which are relevant to the emerging themes. These include stop smoking and tobacco control, alcohol and drug misuse prevention and harm minimisation, and child accident prevention services.
9.2.1 Stop smoking and tobacco control
Public health action is ongoing to encourage/support people to stop smoking. This action includes commissioning stop smoking services which are available through a specialist service and from a range of community providers e.g. pharmacies, GP practices. Partnership work on the wider issue of tobacco control is continuing to reduce the availability of cheap tobacco.
Smoking in pregnancy has been identified as a priority issue. NHS Blackpool intends to commission a ‘positive consent opt out’ referral system ensuring all pregnant women who smoke will be automatically referred to the specialist service unless they specifically request that a referral does not happen. This decision will then be recorded in the woman’s notes and raised for review at every appointment.
9.2.2 Alcohol and drug misuse prevention and harm minimisation
There are a range of services including:

· Treatment for alcohol dependency. 

· Drug treatment services are including support for families and those most at risk (including pregnant women).
· Alcohol Liaison Nurse Service all patients identified as drinking inappropriate amounts of alcohol who are admitted to the Blackpool Victoria Hospital are referred to the Alcohol Liaison Nurse Service for specialist treatment.  

· Specialist substance misuse midwife who works with pregnant 

· Network of non health workers (for example Housing Staff, Police Officers and Pharmacy staff) who provide alcohol Identification and Brief Advice.

9.2.3 Child accident prevention scheme
NHS Blackpool commissions a child accident prevention scheme from Blackpool Coastal Housing.  The intervention specifically targets children aged under 5 living in private or social rented accommodation, at risk of accidents in the home.  Health Visitors, Children’s Centres and Homestart staff identify these vulnerable families and handy people visit the home in order to install safety equipment such as cupboard and window locks and safety gates.  In 2009, 1680 families were fitted with safety equipment, with a target of nearly 1500 for 2010/11.  The handy people have received child protection training and have made referrals to social services and housing enforcement where appropriate.

10. Progress with Forward Plan 2009/10
The following table presents an update on progress with the Forward Plan 2009/10.  A number of important pieces of work have been completed during the year including establishing arrangements for notifications and data collection, and reviewing recent trends in child deaths.  Work is ongoing jointly with the Lancashire and Blackburn with Darwen panel to formalise arrangements for rapid response, and the CDOP Coordinator.

	Activity
	Progress
	Person responsible

	1. Review notification processes, and arrangements for collating and managing data, and reporting to national enquiries.
	Complete
	PH Sp

LSCB BM

	2. Establish SLA for CDOP coordinator duties.
	Ongoing. This is being taken forward jointly with Lancashire and Blackburn with Darwen panel
	LSCB BM

	3. Report of trends in child mortality in Blackpool.
	Complete
	PH Sp

	4. Formalise reporting arrangements for RRT and other support and assessment services
	Ongoing. This is being taken forward jointly with Lancashire and Blackburn with Darwen panel
	LSCB BM, PH Sp and RRT

	5. Explore consideration of near miss(es).
	Complete
	PH Sp to lead


11. Forward plan for 2010/11
	Activity
	Completion date
	Person responsible

	1. Establish SLA for CDOP coordinator duties.
	Ongoing. 
	BSCB BM. 

This is being taken forward jointly with Lancashire and Blackburn with Darwen panel

	2. Formalise reporting arrangements for RRT and other support and assessment services
	Ongoing. 
	BSCB BM, NHSB and RRT 

This is being taken forward jointly with Lancashire and Blackburn with Darwen panel

	3. Complete a review of the Blackpool Child Death Overview Panel
	June 2010
	BSCB BM, CDOP Chair

	4. Safe sleeping campaign in pharmacies
	Aug/Sept2010
	Lead nurse safeguarding, PH Sp

	5. Pilot project to distribute Baby Check leaflets 
	To commence July 2010.
	Lead nurse safeguarding, PH Sp


NHSB = NHS Blackpool

BSCB BM = Blackpool Safeguarding Children Board Business Manager

PH Sp = Public Health Specialist
RRT Rapid Response Team
12. Meetings arranged for 2010/11
Blackpool CDOP meeting dates have been arranged for 2010/11 and are:
20th May 2010

19th August 2010

18th November 2010
24th February 2011
13. Accounts

The budget for CDOP is held by Blackpool Safeguarding Children Board. 
Lynn Donkin
Public Health Specialist, NHS Blackpool , 01253 601044 

lynn.donkin@blackpool.nhs.uk 

Date: 
7th May 2010
Appendix 

Audit of Blackpool Child Death Overview Panel (CDOP)

Financial year 2009/10
This audit tool is based on the national tool (Form E) available on the Department for Children, Schools and Families’ Every Child Matters website at http://www.everychildmatters.gov.uk/resources-and-practice/TP00045/ 

1. How many child deaths have occurred of children normally resident in your local authority area during the year?

13 cases of child deaths have been notified to the CDOP Coordinator.
2. How many were notified to your panel?

14 cases have been notified to the panel during the year. One has subsequently been determined as a stillbirth.
3. How many deaths of children not normally resident in your local authority area have been notified to your panel during the year?

4 cases.

4. How many of these has your panel been actively involved in reviewing?

Within the year, the panel has completed reviews of 14 cases. One case involving a Blackpool resident has been reviewed by another panel as the was child under the care of social services for that area. This case will be put forward to the Blackpool CDOP for discussion.

5. How many times has your panel met during the last 6 months?

The Panel has met twice in the last 6 months, and four times in the financial year 2009/10:
17th June 2009

25th August 2009 

17th November 2009 

24th February 2010

6. For each meeting, which agencies/professional were represented?

	Agency
	Number of attendees

	
	17/6/09
	25/8/09
	17/11/09
	24/2/10

	Police
	1
	1
	1
	1

	Children’s social care
	0
	0
	1
	1

	Consultant paediatrician
	0
	1
	1
	1

	Safeguarding lead nurse
	1
	1
	1
	1

	SUDIC lead nurse 
	1
	0
	1
	1

	Midwifery 
	0
	0
	1
	0

	Public Health Director (Chair)
	1
	0
	1
	1

	Public Health Specialist (Vice chair)
	1
	1*
	1
	1

	Education/school
	1
	0
	1
	0

	Lay member/NSPCC
	0
	
	1
	0

	Total panel members
	6
	4
	10
	7

	Comments
	
	Chair on paternity leave. 

*PH Sp sick leave, covered by PH Sp colleague.
	
	

	Others in attendance:
	
	
	
	

	Minute taker
	1
	1
	1
	1

	CDOP Coordinator
	1
	-
	1
	1

	Asst CDOP Coordinator
	1
	-
	-
	1

	Police
	-
	-
	1
	-

	LSCB Chair
	1
	-
	-
	-

	LSCB Business Manager
	-
	1
	-
	1

	LSCB Asst Business Dev Manager
	-
	1
	-
	-

	Public Health Specialty Registrar
	-
	1
	-
	-

	Public Health Analyst Trainee
	1
	1
	-
	-

	Community Health Services Manager
	-
	1
	-
	-

	Others, total
	5
	6
	3
	4


7. How many cases were discussed by the panel?

The panel have completed reviews for 14 cases of Blackpool residents, and discussed a further two cases who were residents of other districts but who died within the borough.


8. How many cases of each category of death were discussed at the meetings?
Completed reviews were categorised as follows:

	Category of death
	Number of completed reviews

	
	Expected
	Unexpected
	Not recorded

	Deliberately inflicted injury, abuse or neglect
	0
	0
	0

	Suicide or deliberate self-inflicted harm
	0
	0
	0

	Trauma and other external factors
	0
	0
	0

	Malignancy
	0
	0
	0

	Acute medical or surgical condition
	0
	0
	0

	Chronic medical condition
	0
	0
	0

	Chromosomal, genetic and congenital anomalies
	4
	1
	0

	Perinatal/neonatal event
	1
	3
	1

	Infection
	0
	3
	0

	Sudden unexpected/unexplained death
	0
	1
	0

	Total
	5
	8
	1


9. How many deaths were discussed in each of these age groups?
	Age
	Number of completed reviews

	Neonatal deaths (under 28 days)
	9

	Post neonatal deaths (28 days to 52 weeks)
	2

	1-4 years
	3

	5-9 years
	0

	10-14 years
	0

	15-17 years
	0

	Total
	14


10. How many deaths were considered to be preventable?

	‘Preventability’
	Number of completed reviews

	Preventable
	0

	Potentially preventable
	3

	Not preventable
	11

	Inadequate information upon which to make a judgment
	0

	Total
	14


11. Were any cases referred on for further investigation? If so, please list how many under each category.

None of the cases reviewed to date has been referred on for further investigation. 

	
	Number of cases

	No deaths referred on
	0

	Coroner
	0

	Police/CPS
	0

	Social services for s47 enquiry (siblings/other children)
	0

	LSCB for Serious Case Review
	0

	Other (please specify)
	0

	Total
	0


[Ends]
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