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Introduction

This is the 3rd Greater Manchester (GM) Child Death Overview Panel (CDOP) Annual Report. The
process of reviewing child deaths was established in April 2008 has continued to develop over that
time. This report will use information from the four GM CDOP panel reports and aims to provide a
powerful resource for driving public health action and promoting child safety and well-being.

Background

Since April 1st 2008, Local Safeguarding Children Boards (LSCBs) in England have had a
statutory responsibility for the child death review process; Under the Local Safeguarding Board
Regulations 2006.

Chapter 7 of Working Together to Safeguard Children 2010* identifies the process used by the
CDORP. It states that it is the responsibility of LSCB to ensure that a review of every death of a child
normally resident in the LSCB’s area is undertaken by a CDOP.

The overall purpose of the child death review processes is to understand how and why children
die, put in place interventions to protect other children, and prevent future deaths. It is intended
that the processes will:

o document and accurately establish causation of death in each individual child;

¢ identify patterns of death in a community so that preventable factors can be recognised and
reduced; and

e contribute to improved multi-professional collection of medical, social and forensic evidence
in the small proportion of deaths where there has been maltreatment or neglect.

The Greater Manchester report brings together the data and information from the four established
CDOP panels across the 10 Local Authorities into one report. It aims to highlight the key issues
affecting the Greater Manchester and any differences between areas, with the intention of the 10
local authorities working together as a collective to tackle safe guarding issues and reduce deaths
in children.

Executive Summary

This report reviews data from 262 child deaths (cases closed) across GM for which a review was
completed during the period 1% April 2014 to 31 March 2015. Data is included from all four
CDOPs in GM. Data on notifications for 2014/15 will be referenced for information only.

The aggregated findings from all child deaths (0 to under 18s) is used to inform local strategic
planning on how to best safeguard and reduce harm in children and to promote better outcomes
for our children in the future.

The responsibility for determining the cause of death rests with the coroner or doctor who signs the
death certificate, and is therefore not the responsibility of the CDOP. Child deaths are reported and
used by the CDORP to:

e evaluate information about the child’s death

! Department for Education. Working Together to Safeguard Children. London : Crown Copy Right, 2013. DFE-00030-
2013.
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¢ identify lessons to be learnt and
e to inform an understanding of all child deaths at a national level

Depending on the complexity of a case, the time from notification to closure can vary and may
span more than one calendar year.

Summary of Key Findings for Greater Manchester

The number of notified deaths and cases closed in 2014/15 was greater than in 2013/14
suggesting the number of deaths increased; however this may be due to random variation, due to
small number variations. (241 v 216 notified deaths)

The time taken from notification of death to closure was between 38 and 2027 days, with an
average across GM of 297 days. Child deaths categorised as a health condition are generally
closed more quickly than deaths where there is trauma and other external factors or where a death
is deliberately inflicted.

The majority of child deaths in GM occurred in early life and resulted from events around the time
of birth (perinatal/neonatal event) or from conditions which pre-date birth such as genetic and
congenital anomalies. Of the child deaths (closed) in GM in 2014/15, 41.6% (109) occurred in the
perinatal period — that is in the period 0 to 27 days after birth. Of those cases closed in 2014/15,
117 deaths were classified as relating to the child’s health (acute medical, chromosomal, chronic
medical, malignancy or infection) - There were 17 unexpected deaths of neonates in GM, and 27
unexpected deaths of children older than 28 days but younger than 1 year.

Of the 262 cases closed, 169 occurred within the first year of life, with 109 of these occurring within
the first 27 days of life. The remaining four age brackets (1-4, 5-9, 10-14 and 15-17) account for
similar numbers of deaths, and any differences between them are not statistically significant.

The proportion of deaths which were expected/unexpected varied between age groups. The
majority of deaths within the first year of life were expected. Conversely, in older children deaths
from unexpected causes such as road traffic collisions are more likely.

Over all, there were more deaths in male children across GM — with deaths of boys accounting for
59% of deaths. There were more deaths of boys in each age category except in category 5-9
years, where there were more female deaths than male. The age category with the greatest
difference is in 15-17 years where there were twice as many deaths of boys than girls.

Across GM, modifiable factors were identified in 24% (63) of child deaths, this is higher than the
national average of 22% but a reduction on the 27% reported last year (2013/14). Modifiable risk
factors identified included:

parental smoking,

access to appropriate healthcare,
parental drug/alcohol use,

poor parenting,

co-sleeping

and domestic violence

Of the 262 cases closed 60% of the children were from a white background which in comparison to
England’s figures would appear to be the same percentage (60%)



When this figure is looked at as a rate, there were 6.8 deaths per 10,000 population in the BME
group, compared to 3.3 per 10,000 in the white population.



Report Introduction

This report reviews data from 262 child deaths (cases closed) in Greater Manchester (GM) for
which a review was completed during the period 1% April 2014 to 31% March 2015. There are four
Child Death Overview Panels (CDOPs) within GM, these are:

Bury, Oldham and Rochdale
Manchester

Bolton ,Salford and Wigan
Stockport, Tameside and Trafford

YV VY

CDOPs became a statutory function in April 2008. The guidance for CDOPs is set out in ‘Working
Together to Safeguard Children’ 2006, revised in 2010 and 2013?. Each CDOP collects
information and reviews the deaths of all children from 0 — 17 years of age, who reside within its
geographical boundaries,

Each CDOP produces an annual report of the aggregated findings from all child deaths which is
used to inform local strategic planning on how to best safeguard and promote the welfare of
children in the area. Whilst these highlight patterns and trends within each CDOP, detailed
analysis and conclusions are sometimes limited by small numbers. Compilation of data from the
four CDOPs into a single GM dataset provides larger numbers enabling a greater depth of
analysis.

This is the third year data for GM has been brought together, so currently data on trends is limited.
This report includes data on demographics, duration of review, cause of death, neonatal and infant
deaths, characteristics and risk factors. The data is presented by CDOP, local area and GM.

Key findings for the UK

Infant, child and adolescent death rates in the UK have declined substantially and continue to fall
across the UK. Many of the causes and determinants of childhood deaths are preventable®.
However, there are still significant areas of concern:*

» The overall UK childhood mortality rate is higher than in some other European countries.

» The key areas where the UK rates appear to be relatively high are infant deaths and deaths
among children and young people who have chronic conditions.

» Injuries are the most frequent cause of death in children after their first year of life, and
although unintentional injuries are the most common, the failure to reduce intentional injury
deaths among young people recently is also a pressing concern.

» Several reports have shown that health services do not always deliver optimal care for
children and young people and lives may be lost as a result.

» There are marked social inequalities in death rates.

22 Department for Education. Working Together to Safeguard Children. London : Crown Copy Right, 2013. DFE-00030-
2013.

® http://www.who.int/mediacentre/factsheets/fs178/en/

* Wolfe I, MacFarlane A, Donkin A, Marmot M, Viner R. Why children die: death in infants, children, and young people
in the UK - Part A. London : RCPCH, NCB, BACAPH, May 2014.
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Overview of Greater Manchester population aged under 18 years

Of the four CDOP’s, Manchester has the smallest population of children aged under 18 years
(114,721) and Salford, Bolton and Wigan the biggest (186,748). In total the population of children
aged under 18 years in GM is 616,237 (see table 1 below).

Table 1: Number of children aged under 18 years in
each area of GM and its overseeing CDOP
(ONS Data 2014)

CDOP Population Size
Bolton, Salford & Wigan 186,748
Salford 53077
Bolton 65904
Wigan 67767
Tameside, Trafford & Stockport 163,954
Tameside 48760
Trafford 53687
Stockport 61507
Bury, Rochdale & Oldham 150,814
Bury 42557
Rochdale 50586
Oldham 57671
Manchester 114,721
Greater Manchester 616,237
Source: ONS

Based on ONS data mid-2011 data for O to 18 years, with the exception of Salford, Stockport,
Tameside and Wigan, all local authorities within GM have a lower percentage population that are
White British when compared to the North West average. Manchester has the lowest percentage
White British population (see table 2 below).



Table 2: Estimated population by ethnic group for GM local authorities, mid-
2014 population data applying 2011 census ethnicity breakdown (source

ONS)

Area White British BME Mixed
Bolton 47733 | 72.4% = 2497 | 27.6% 2497 | 3.8%
Bury 35055 = 82.4% = 1815 | 17.6% 1815 | 4.3%
Manchester 58173 | 50.7% = 11131 @ 49.3% 11131 9.7%
Oldham 36605  63.5% @ 2261 | 36.5% 2261 | 3.9%
Rochdale 35898 | 71.0% @ 1732 | 29.0% 1732 | 3.4%
Salford 45911 | 86.5% = 2179 | 135% 2179 | 4.1%
Stockport 53579 | 87.1% @ 2964 | 12.9% 2964 | 4.8%
Tameside 41586 @ 85.3% 1775 | 14.7% 1775 | 3.6%
Trafford 41747 | 77.8% @ 3512 | 22.2% 3512 | 6.5%
Wigan 64808 | 95.6% = 1421 | 4.4% @ 1421 | 2.1%

Greater Manchester 451446 = 75.0% = 30263 @ 25.0% 30263 5.0%

North-West 1277508 @ 84.3% | 53395 @ 15.7% 53395  3.5%

Source: ONS

Six of the 10 local authorities have a 2010 Index of Multiple Deprivation (IMD) score® and a
percentage of people in the most deprived 20% of the population which is above the North West
average. Manchester has the highest proportion of the population in the most deprived 20% whilst
Trafford has the least and there is a six fold difference between the two (see table 3 below).

The IMD 2010 is an overall measure of multiple deprivation experienced by people living in an area. It is a composite
score based on 38 indicators grouped in seven domains: income; employment; health and disability; education, skills
and training; barriers to housing and other services; crime; living environment. Each domain’s contribution to the
overall score is weighted differently, with income and employment deprivation weighted the most.
www.apho.org.uk/resource/view.aspx?RID=117805



http://www.apho.org.uk/resource/view.aspx?RID=117805

Table 3: Average IMD 2010 score and percentage in the most deprived 20% for GM local
authorities (source SWPHO)
Former

Average IMD 2010 @ % of people in an area

Gl Conle Code Alree) score in most deprived 20%
E08000003 00BN Manchester 41.13 66.55
EO08000006 00BR Salford 34.74 45.92
EO08000005 00BQ Rochdale 33.85 42.66
EO08000004 00BP Oldham 30.41 41.26
EO08000001 00BL Bolton 30.46 39.78
EO08000008 00BT Tameside 29.62 34.47
EO08000010 00BW Wigan 26.01 31.53
E08000002 00BM Bury 22.23 17.89
EO08000007 00BS Stockport 18.88 11.96
EO08000009 0o0oBU Trafford 17.05 10.86

- - North West 27.11 31.75
Source: ONS

Notified Deaths 2014/15

The number of notified deaths during 2014/15 was 241, with Manchester having the largest
proportion of child deaths overall (29%) followed by Salford (11%) and Oldham (10%). Bury had
the lowest proportion of child deaths overall. (See table 4)

Table 4: Number, percentage and rate per 10,000 of notified deaths
across GM, 2014/15.
Total Percentage : Notified
LA Deaths of overa?l POPUIat'On cases per

(number) | GM deaths (0-17yrs) 10,000
Bolton 19 8% 65904 2.88
Bury 10 4% 42557 2.35
Manchester 70 29% 114721 6.10
Oldham 25 10% 57671 4.33
Rochdale 22 9% 50586 4.35
Salford 27 11% 53077 5.09
Stockport 15 6% 61507 2.44
Tameside 18 7% 48760 3.69
Trafford 18 7% 53687 3.35
Wigan 17 7% 67767 2.51
Greater Manchester 241 616237 3.91

Source: ONS and local CDOP

In relation to population distribution of O to 17 year olds across Greater Manchester, the rate of
notified child deaths in 2014/15 shows that Manchester has the highest rate of notifications
(6.10/10,000), followed by Salford (5.09/10,000). The lowest rate of notifications per 10,000 was
Bury.



Closed Cases 2014/15

The total number of closed cases in GM in 2014/15 was 262. Manchester closed the most cases
(23%), followed by Oldham (14%) and Rochdale (11%). Tameside closed the lowest number of
cases (5%). (See table 5 below)

Table 5: Number and percentage of deaths
(cases closed) across GM 2014/15
Percentage of
LA Total overall GM
Deaths deaths (cases
closed)

Bolton 20 8%
Bury 17 6%
Manchester 61 23%
Oldham 36 14%
Rochdale 28 11%
Salford 19 7%
Stockport 15 6%
Tameside 14 5%
Trafford 25 10%
Wigan 27 10%
Greater Manchester 262

Duration of reviews

Duration of reviews is the time it takes from the date of death to the case being closed. There is
variation in the information deemed relevant depending on the nature of the death. Collection of
background information can often be a lengthy process, particularly if the nature of the death
means an inquest is required. Cases subject to criminal proceedings and Coroners investigations
are anticipated to have a much lengthier time of closure when subject to post mortem and inquest.
CDOPs discuss cases once all investigations (Inquests, Serious Case Reviews and Criminal
Proceedings etc.) have concluded. A case is discussed and closed when enough relevant
information about the death is available.

The variation in time from date of death to case closure differs depending on:
¢ the time taken for agencies to notify the CDOP of the death
e collating sufficient information from relevant agencies
e cases subject to investigations pending conclusion by the Coroner and/or CPS

Cases subject to investigations such as Inquest and Criminal Proceedings are anticipated to have
a much lengthier time of closure and may remain open for a number of years. Once all
investigations have concluded and information is submitted to the CDOP the panel will review the
death and if sufficient information is provided will proceed to close the case.

During 2014/15 Bury, Oldham and Rochdale CDOP closed the most cases (81). The longest time
between death and the review being closed was 2027 days and the shortest 38 days (see table 5).
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There were 10 cases that took over 1000 days from death to closure, 7 of the 10 were in the Bury,
Rochdale and Oldham CDOP; the other 3 were in the Stockport, Tameside and Trafford a CDOP.
Again the length of time taken in these cases could be due to an inquest or criminal investigations
taking place.

Chart 1: Mean average days taken to close the review (from date of death)
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There were 8 cases that took over 1000 days to close, but no pattern as to the type of cases that
took longer to close, although none of the over 1000 day cases were for chronic medical conditions
and 7 of the 8 were unexpected deaths.

The shortest time between death and closure was for chronic medical conditions and
chromosomal, genetic and congenital anomalies (see table 6).

Table 6: Reviews completed in 2014/15 by duration of review and by category

Category Closed Mean Minimum = Maximum
Cases Average Days Days
1. Deliberately inflicted injury, abuse or neglect 5 (1.9%) 737.0 62 1393
2. Suicide or deliberate self-harm 9 (3.4%) 420.3 154 891
3. Trauma and other external factors 14 (5.3%) 656.9 203 1494
4. Malignancy 18 (6.9%) 160.3 45 276
5. Acute medical or surgical condition 9 (3.4%) 377.3 149 711
6. Chronic medical condition 10 (3.8%) 155.2 52 329
7. Chromosomal, genetic and congenital anomalies | 68 (26%) 220.0 46 657
8. Perinatal/neonatal event 97 (37%) 241.5 38 1031
9. Infection 12 (4.6%) 427.2 60 1012
10. Sudden unexpected, unexplained death 19 (7.3%) 479.6 186 2027
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Geographical variations of closed cases

The 4 CDOPs in GM were notified of 241 child deaths between 1st April 2014 and 31st March
2015. This is an increase from the previous year where 216 child deaths were notified.

The Office of National Statistics (ONS) data for the UK shows the number of deaths remained
constant between the years ending 31 March 2012 and 31 March 2013 (UK data for 2014/15 is not
yet available).

There were 262 closed cases in 2014/15. Of the GM notified deaths 69% were closed within the
year. (See table 7)

Table 7: Number of Notified cases closed in year (2014/15)

Number of
Area Number Closed No(tjlffsdegnd % of 2014/15 notified
Cases 2014/15 deaths closed in year
Cases
2014/15
Manchester 61 43 (i
54 28 52%
Stockport, Tameside, Trafford
81 24 30%
Bury, Oldham, Rochdale
66 32 48%
Bolton, Salford, Wigan
262 127 48%

Greater Manchester

In 2012/13, the 4 CDOPs in Greater Manchester closed 269 cases. In 2013/14 this had decreased
to 215 cases closed. In 2014/15, 262 cases were closed.

The number of cases closed by each local area does appear to vary over the last 2 years with
Bolton having the biggest variation (see table 8). It does appear Stockport and Tameside closed
the lowest number of child death cases and Oldham the highest.

Table 8: The number of cases closed in each local area in 2012/13, 2013/14 and
2014/15

0-17 Number | Number | Number
) Average
population | of cases | of cases | of cases of the
Area 2014 closed closed closed h

in in in hee

2012/13 | 2013/14 | 2014/15 @ Y€&rs
Manchester CDOP 114,721 56 49 61 55
Bury, Rochdale & 150,814 72 57 81 70

Oldham CDOP

Bury 42557 20 13 17 16
Rochdale 50586 25 20 28 24

12



Oldham 57671 27 24 36 29

Bolton, Salford & Wigan | 186,748 88 48 66 67
CDOP

Bolton 65904 43 17 20 27
Salford 53077 27 12 19 19
Wigan 67767 18 19 27 21
Tameside, Trafford & 163,954 52 62 54 56
Stockport CDOP

Tameside 48760 18 18 14 17
Trafford 53687 16 15 25 18.7
Stockport 61507 18 29 15 20.7

Greatefianchesten 616237 267 216 262 2483

The cause of this variation may be outside of the control of the individual CDOP panels particularly
the cases subject to investigation. The variation may be due to inquests, serious case reviews and
criminal investigations. The delays are important because they may mean we are not able to
include the data in any aggregated information in a timely manner. It is important to note however,
the any delay does not impact on parents and families or the overall outcome.

Causes of death

When closing a case, the CDOPs are required to decide which category the cause of death falls
into. This ensures a certain level of consistency in reporting and enables comparison across
CDOPs. If a death falls into more than one category, it is allocated to the category highest up the
ranking. However, this is not always as straightforward task and the decision ultimately lies at the
discretion of each panel. In order to achieve greater consistency, the chairs of the four GM
CDOPs meet regularly and discuss a small number of cases.

The majority of the 262 cases closed in GM, occurred in early life and resulted from events around
the time of birth (perinatal/neonatal event) or from conditions which pre-date birth such as genetic
and congenital anomalies (see table 9 below).

Nationally, 80% of the cases closed had the child’s medical condition as the likely cause®. In GM
81.7% were categorised as medical condition as the likely cause. — Infection is included as one of
the health problems. In a number of SUDI cases the final cause of death has been established as
infection

Health problems perinatal/neonatal event; chromosomal, genetic and congenital anomalies; infection; malignancy;
acute medical or surgical condition and chronic medical condition

13



Table 9: Category of death by number and percentage for 2012/13, 2013/14 and 2014/15

Form C Category 2012/2013 2013/2014 2014/2015

1. Deliberately inflicted injury, abuse or neglect <5 1% <5 1% 5 1.9%
2. Suicide or deliberate self-harm 11 4% <5 2% 9 3.4%
3. Trauma and other external factors 10 4% 10 5% 14 5.3%
4. Malignancy 12 4% 20 9% 18 6.9%
5. Acute medical or surgical condition 16 6% 20 9% 9 3.4%
6. Chronic medical condition 11 4% 12 6% 10 3.8%
7. ;:nhc:%n;ﬁzsmal, genetic and congenital 20 26% 50 2304 68 26%
8. Perinatal/neonatal event 97 37% 81 38% 97 37%
9. Infection 18 7% 5 2% 12 4.6%
10. Sudden unexpected, unexplained death 20 7% 10 5% 19 7.3%

The data in the table above (table 9) illustrates that the largest proportion of Deaths occur in
category 8, perinatal/neonatal event, followed by category 7, chromosomal, genetic and congenital
anomalies.

Chart 2: Cause of death by age group
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Although the numbers are small making it difficult to draw conclusions, when reviewing the
2014/2015 cases closed across the 10 local authorities there are some variations. (See chart 2
above).

Although the vast majority of infants born with a congenital anomaly will survive, similarly to
England, in GM congenital anomalies are the second commonest cause of infant deaths (cases
closed?). Nationally, congenital anomalies contribute about one third of the extra infant deaths
experienced by routine and manual socio-economic groups compared with the population as a
whole @7

There were 20 cases closed and categorised as Sudden Unexpected Unexplained Deaths (SUUD)
in 2012/13; there were 10 SUUD cases closed in 2013/14 and 19 in 2014/15.

There were 14 cases closed and categorised as trauma and other factors (2014/2015), 9 cases
closed and categorised as suicide or deliberate self-harm (2014/2015); (<5 in 2013/14 and 5 cases
closed and categorised as deliberately inflicted (2014/2015).

Location of death

The 2013/14 report stated that 70% of cases closed occurred in an acute setting, of which the
neonatal unit was the most common location (35% of all cases). The second most common
location of death was the usual place of residence (22%). This is likely to reflect sudden deaths
and those children with life limiting conditions that choose a home death as part of their care
pathway. Manchester closed the fewest home deaths with only 5 out of 49 deaths occurring in the
usual place of residence. There were 6 deaths in a public place and 5 deaths that occurred whilst
abroad. Unfortunately this data was not available for 2014/15. Data for 2013/14 has been repeated
here for reference.

Expected verses unexpected deaths

All deaths reported by CDOP are classified as either expected or unexpected. Of the 262 cases
closed in 2014/15, 61% were expected (56% in 2013/14).

Data on whether the death was expected or not was missing from 8 cases, all of which occurred
within the Bury, Rochdale and Oldham CDOP. In 2013/14 data was missing on 10 deaths, 7 of
which were from Bury, Rochdale and Oldham CDOP.

The proportion of deaths which were expected or unexpected varies between age groups.
Generally, most deaths within the first year of life are due to either complications relating to
prematurity or due to a chromosomal, genetic or congenital abnormality. Many of these deaths are
expected due to medical conditions diagnosed prior to death. Conversely, in older children deaths
from unexpected causes such as road traffic collisions are more likely.

’ National Perinatal Epidemiology Unit. Infant mortality overview and context . Oxford : University of Oxford, 2009.
Inequaliites in Infant Mortality Project Briefing Paper 1.
15



Chart 4: Percentage child death by age and whether classified as expected or unexpected.
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All areas had more expected than unexpected deaths, other than Bury who had the same number
in each category. In Manchester 75% of deaths were expected. (See chart 4).

Chart 5: The percentage of expected/unexpected deaths by local authority
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Modifiable risk factors

For each case closed the CDOP will determine the categorisation of preventability. In line with the
Department for Education, the CDOP categorise each case under one of the following:

1. Modifiable factors identified

16



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

2. No Modifiable factors identified
The panel have not identified any potentially modifiable factors in relation to this death

3. Inadequate information upon which to make a judgement
NB this category should be used very rarely indeed.

Nationally, the percentage of reviews which were closed and identified as having modifiable risk
factors was 22%?° .

The CDOP analyses any relevant environmental, extrinsic, medical or personal factors that may
have contributed to the child’s death under the following headings.

0 - Information not available

1 - No factors identified or factors identified but are unlikely to have contributed to the death
2 - Factors identified that may have contributed to vulnerability, ill-health or death

3 - Factors identified that provide a complete and sufficient explanation for the death

For each of the four domains below, determine different levels of influence (0-3) for any identified
factors:

Of the 262 cases closed across Greater Manchester, modifiable factors were identified in 63
deaths which equated to 24% of all child deaths (27% in 2013/14). There is likely to be elements
of genuine variation in the number of deaths with modifiable factors between CDOP areas, either
due to differences in area demographics or because of random annual variation. Across the 4
CDOP areas there was less variation this year than in the previous years. (See table 10)

Table 10: Percent of child deaths in each CDOP in which modifiable factors
were felt to be present

CDOP 2012/13 2013/14 2014/15
Bolton, Salford, & Wigan 39% (34) 27.7% (13) 26% (17)
Bury, Oldham & Rochdale 21% (15) 29.8% (17) 25% (20)
Manchester 29% (16) 20.4% (10) 18%(15)
Stockport, Tameside & Trafford 18% (10) 27.4% (17) 31% (25)

Modifiable factors identified by the CDOPs included:

» mother smoked in pregnancy
» Domestic Abuse

» Consanguinity

» Road Traffic Accidents

» Co-sleeping

4. Department of Education. Child Death Reviews — Year ending March 2014. London : s.n., 2014
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» Access to healthcare
» Not accessing healthcare in a timely manner
» Drug and alcohol use

Neonatal and infant deaths

Overview of deaths by age

Neonatal deaths are those which occur within the first 28 days of life, and infant deaths are those
which occur under the age of 1 year. 42% of deaths reviewed across GM occurred before 28 days
with 64% of cases closed occurring in the first year of life (see table 11). This is similar to England
where 2 out of 3 child deaths were in children aged under 1 year. The number of deaths generally
reduces as age increases.

Table 11: Number and percentage of overall deaths by age band

Age 2013/14 2014/15

0-27 days 89 41.7 % 109 41.6 %
28 to 364 days 48 22.2% 60 22.9 %
1to 4 years 26 12.0% 25 9.5 %
5to 9 years 19 8.8% 17 6.5 %
10 to 14 years 20 9.3 % 24 9.2 %
15 to 17 years 13 6.0 % 27 10.3 %

Neonatal and Infant Categorisation of Death (0 — 364 days of life)

86% of infant deaths closed were categorised as perinatal/neonatal events or chromosomal,
generic and congenital anomalies.

There were 15 SUDIs closed in children under the age of 1 year in 2014/15 which has increased
from 2013/14 when there were 7 SUDI cases closed; this increase may be explained has there
were 169 cases closed infant deaths in 2014/15 compared to 138 in 2013/14 (see table 12).
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Table 12: Categories of death for neonates and infants (0 — 364 days of life) 2014/15

Category of Death Neonate 28-364 days

1. Deliberately inflicted injury, abuse or neglect 0 0.00% 2 3.30%
2. Suicide or deliberate self-inflicted harm 0 0.00% 0 0.00%
3. Trauma and other external factors 0 0.00% 1 1.70%
4. Malignancy 1 0.90% 0 0.00%
5. Acute medical or surgical condition 0 0.00% 1 1.70%
6. Chronic medical condition 0 0.00% 0 0.00%
7. Chromosomal, genetic and congenital anomalies 23 21.10% 24 40.00%
8. Perinatal/neonatal event 81 74.30% 15 25.00%
9. Infection 0 0.00% 5 8.30%
10. Sudden unexpected, unexplained death 3 3.70% 12 20.00%
Grand Total 109 100.00% 60 100.00%

Gestation

Babies born prematurely are at increased risk of death compared to those born at full term (37
weeks plus). Whilst the complications of prematurity commonly manifest within the first 28 days of
life, many babies are now surviving beyond the neonatal period making prematurity a more
common cause of death in children up to one year of age.

There was no data available in the GM dataset for 2014/15 (2014/2015 gestation field missing) —

Any delivery under 37 weeks gestation is classified as a premature birth. Babies delivered under
26 weeks gestation are classified as extremely premature births.

Extremely Premature (<26 weeks)
Premature (26 weeks to <37 weeks)
Full Term (37+ weeks)

Low birth weight

*Please note that this section refers only to cases closed that occurred when the child was
less than 1 year old

In England during 2013, over half of multiple birth babies (56%) where the birth-weight was
recorded were of low birth weight, compared to 5.5% of single babies. Rates of low birth-weight
and preterm birth for a country's population can vary according to demographic factors such as
maternal age distribution and multiple birth rate®. Older women are more likely to have multiple
births. Smoking is also a major risk factor contributing to low birth weight.

2. Wolfe I, MacFarlane A, Donkin A, Marmot M, Viner R. Why children die: death in infants, children, and young
people in the UK - Part A. London : RCPCH, NCB, BACAPH, May 2014.
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In the neonatal deaths closed, (that had a recorded birth weight) across GM, 42.4% had a birth
weight of less than 2500 grams. Of all the 169 deaths in the under 1 year age group, 59.8% had a
birth weight of less than 2500 grams (see table 13).

Table 13: Birth weights by Local Authority

1500g- Not
LA <1500g 24999 25009+ Stated
Bolton 35% 10% 15% 40%
Bury 18% 12% 53% 18%
Manchester 39% 13% 38% 10%
Oldham 31% 14% 31% 25%
Rochdale 25% 4% 43% 29%
Salford 32% 16% 32% 21%
Stockport 47% 13% 27% 13%
Tameside 29% 7% 64% 0%
Trafford 28% 4% 52% 16%
Wigan 30% 7% 37% 26%
Greater Manchester 32% 10% 38% 19%

Socio Demographic Characteristics

Age and Gender

The distribution of male and female child deaths is less equal that in previous years, with 59% of
the cases closed being male. In all categories, apart from two there were more male cases closed
than female. In the 5 - 9 year age groups there were more female cases closed than male.

In the ‘trauma and injury’ category of the 2014/15 dataset, 66.7% of the cases closed were male —
with the majority of these being in the 15 — 17 year age groups.

Males were also disproportionately represented in the suicide and self-harm category, with 78.6%
of cases closed in this category being male. 42.9% were in the 15-17 year age group suggesting
that this age group and gender are more likely to engage in risk taking behaviours with tragic
consequences.

Chart 6: Cases Closed by Age and Gender

Deaths by age and gender (%)
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Table 14: Number of cases closed by age Table 15: Number of cases closed by

and gender gender by Local Authority
Age Male Female Total LA Males Females
0-27 days 64 45 109 Bolton 11 9
Bury 12 5
28-364 days 39 21 60 Manchester 31 30
14 16 9 27 Oldham 23 13
" years Rochdale 18 10
5-9 years 6 11 17 Salford 12 7
Stockport 9 6
10-14 years 12 12 24 Tameside 7 7
Trafford 15 10
15-17 18 9 27 .
years Wigan 17 10
Greater
Total 155 ] wr 262 Manchester 155 107
Ethnicity

Large inequalities in infant mortality rates exist between White and ethnic minority groups in
England and Wales™ (5).

» Caribbean and Pakistani babies are more than twice as likely to die before the age of one as
White British or Bangladeshi babies, in part due to a higher prevalence of preterm birth and
congenital anomalies, respectively, in these particular groups.

» There is considerable heterogeneity between different ethnic groups in both the causes and the
risk factors for infant mortality.

» Explanations for variations in infant mortality between ethnic groups are complex, involving the
interplay of deprivation, physiological, behavioural and cultural factors.

» More research is needed in order to identify the pathways that lead to higher risks of infant
death among Black and other ethnic minority groups.

Nationally, reviews of deaths of children from a White background accounted for around 3 out of 5
reviews. GM is similar to this as 60% (156 of 262) of the cases closed were in White populations.
However, when compared to population breakdown and the represented numbers of children in the
0-17 year old age groups. The rate per 10,000 population is more than twice as high in Black
Minority Ethnic (BME) populations across GM, when comparing in year death notifications of cases
closed. Stockport, Manchester and Bolton had the highest rate of cases closed where date of
notification occurred in year in the BME population across Greater Manchester. (See table 16).

1% National Perinatal Epidemiology Unit and Department of Public Health. Towards an understanding of variations in
infant mortality rates between different ethnic groups in in England and Wales. Oxford : University of Oxford, 2009.
Paper 3
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Table 16: Cases closed by Ethnicity where date of notification occurred in year
2014/15

LA White BME
Number rate/10,000 Number rate/10,000
Bolton 6 1.26 7 3.85
Bury <5 0.29 <5 1.34
Manchester 15 2.58 28 4.95
Oldham 6 1.64 7 3.33
Rochdale 4 1.11 5 3.41
Salford 11 2.40 <5 1.40
Stockport 6 1.12 <5 5.04
Tameside 7 1.68 0 0.00
Trafford 6 1.44 <5 3.36
Wigan 5 0.77 0 0.00
Greater Manchester 67 1.45 57 3.70

*Please note, the total number of deaths used in this table for GM was 124 (these were deaths
notified in year 2014/15 and also closed in 2014/15)

Chart 7: Rate per 10,000 of cases closed by ethnicity where date of notification occurred in
years (2014/15)
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Deprivation

In Greater Manchester, 37% of the 0 to 18 population are within the most deprived quintile, whilst
the data on child deaths illustrates that 57% of the child deaths in GM are from this quintile. The
recording of the deprivation ‘status’ of a child has improved from last year where over half the
cases did not have deprivation details recorded data recorded. This may explain the change in
figure from 43% of cases being in the most deprived quintile previously.
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Chart 8: The Number of Cases Closed in 2014/2015 across GM by Ethnicity and Deprivation
Quintile

White or White British

BME

White or White British

Q5 -
Least
Q4 Deprived

BME

White or White British

Q3

BME

White or White British

Q2

BME

White or VWhite British

BME

Q1 - Most
Deprived

Not Known

White or White British

No
Known

BME

10 20 30 40 50 60 70 80
Number of Cases

ST =

The chart above clearly illustrates that more cases closed were deaths of children that occurred in
quintile 1 (most deprived). The chart also illustrates the number of cases closed decreases when
affluence increases.

Smoking status of the mother

Smoking cessation interventions in pregnancy can be effective, leading to higher quit rates (by
approximately 6%) and increases in birth weight (by 53g on average) compared with women who
had usual care. However, since most women who smoke in pregnancy continue to do so, the most
effective policies are preventative population-based and include tobacco price increases and
school-based health education programmes™*.

Local Tobacco Control Profiles (LTCP) data illustrate that 9 out of our 10 local authorities have a
higher percentage smoking at time of delivery than the England average (12%). Smoking can be a
particular health risk during and after pregnancy for both mother and child. According to the Royal
College of Physicians, risks to the mother include complications during labour and increased risk of
miscarriage, premature birth, still birth and sudden unexpected death in infancy. It is also
estimated to increase infant mortality by about 40%.

The quality of data in the CDOP dataset on smoking is limited with data missing or unknown and it
is therefore not possible to make any comments in this report. The collection of this data should be
included in any further CDOP data sets due to the impact of smoking on outcomes for mothers and
infants. While it may not appear relevant to collect this data on individual cases, when looking at
patterns and trends in aggregated data this information is very important.

11 . . . . . . .
Health problems perinatal/neonatal event; chromosomal, genetic and congenital anomalies; infection; malignancy;
acute medical or surgical condition and chronic medical condition
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Currently it appears that smoking data is only recorded when relevant to the cause of death such
as neonates, SUDI, asthma etc. For deaths such as RTCs, suicides and other accidental deaths,
smoking would not be collated as it is not relevant to cause of death, however data should be
collected for all deaths in children under 1 year.

The table below illustrates that Wigan, Bolton and Salford do not know the smoking status of the
mother in over 70% of neonatal or infant death of cases closed; this could be due to data not being
collected or not being relevant. The variation in ‘related to smoking’ cannot be explained by
genuine variation in smoking rates, and may therefore be due to variation in how this information is
being collected/recorded.

The Form C records smoking as Yes/No/Not Known and a relevance as 0, 1, 2 or 3. In some
deaths for example deaths due to a life limiting condition smoking in pregnancy maybe recorded as
Yes but relevance stated as 1 as it is not relevant nor contributed to the cause of death.

The following table refers to the smoking status of the mother and its relevance to the child’s death
in infants under 1 year old. (169 cases closed)

0 = No information available/not known
1 = No factors (smoking contribution) identified-so unlikely to have contributed to the death.

2/3 = Factors (smoking) identified that may have or did contribute to the death

Table 17: Smoking relevance to child deaths (closed cases) in infants
under 1 year old

Smoking not Smoking identified
Identified as a as a factor that

No Information o o uinlikely to  may have or did

Local Authority

el ) have contributed contribute to the
to death (1) death (2&3)

Bolton 79% 14% 7%
Bury 0% 85% 15%
Manchester 4% 78% 17%
Oldham 18% 73% 9%
Rochdale 8% 83% 8%
Salford 80% 13% 7%
Stockport 0% 55% 45%
Tameside 0% 56% 44%
Trafford 0% 70% 30%
Wigan 88% 0% 12%
Greater

Manchester 27% 56% 17% Ihe table

illustrates  that
for 17% of closed cases in children under 1 year old, smoking may have or did contribute to child
deaths across Greater Manchester. The highest percentage was in Stockport, followed by
Tameside.

Raised BMI
Data on the mothers BMI is not included in this report as this data was not available in the GM data
collection for the majority of cases. BMI can have an impact on maternal and infant health
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outcomes and we should endeavour to collect this data for all cases even if the BMI had no direct
impact on a child’s death it is an important indicator of the health status of mothers.

Other factors

Domestic Violence

Although not always considered to be a direct risk factor in a child’s death, the panels note the
level of domestic abuse within families. Domestic violence was a feature in the family’s life in 19%
(49) of the cases closed, with 14% of these cases having factors identified that may have
contributed to the child’s death (form c (2)). There is a strong correlation between deprivation and
higher levels of Domestic Violence. However, care should be taken to ensure that we are clear that
correlation does not imply causation. Data collection/recording of data for domestic violence was
limited with data being unavailable for 81% of closed cases.

Consanguinity

Consanguinity was listed as a factor which may have, or did, contribute to the death in 5% (13) of
the cases closed in 2014/15 less than in the year before. The issue of consanguinity is highly
sensitive. Debate exists surrounding the extent to which cases which appear to be linked to
consanguinity are actually due to culturally-related choices regarding reluctance towards
termination of pregnancy. The data on consanguinity was not known or not recorded in 44% of
cases so the data in this section should be treated with caution. It is also worth noting that for many
cases it may not have been relevant to the case to collect information on consanguinity.

Mental health of parents / carers
Whether or not there was a mental health condition was not known for the majority of cases so no
analysis is possible.

Suicide or self-harm

There were 9 cases closed that were categorised as suicide or self-harm in 2014/15, this is an
increase from 2013/14 when there were 5 cases closed, and slight less to 2012/13 when there
were 10 cases closed relating to suicide and self-harm. Less than five were aged 10 to 14 years
and six were aged 15 to 17 years. There were no clusters in terms of geography — the individuals
lived in 7 different local authority areas.

Road traffic collisions

There were less than five deaths closed and categorised as a road traffic accident in 2014/15.
There were less than five deaths closed and categorised as a road traffic accident in 2013/14,
there were six in 2012/13.

Co Sleeping

Although co-sleeping is recognised as being a modifiable factor in infant deaths; for 2014/15 there
was no data regarding the issues relating to modifiable factors included in the GM dataset.
However there were 7 cases closed, where co-sleeping was a factor identified that may of or did
contribute to the child’s death compared to less than 5 in 2013/14 and 10 in 2012/13. Data
regarding co-sleeping was not available for all 262 closed cases but this could be because co-
sleeping is not relevant to the cause of death in a majority of cases and is really only relevant in
infants under 1 year old..
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Discussion and Conclusions

This is the third year of the GM annual child death report of cases closed. Some data was not
available or collected and some of the word missing should be considered with caution due to
small number limitations which can fluctuate considerably each year.

It is worth noting that while the numbers of deaths across Greater Manchester remain relatively
small (262 closed cases) the numbers of people affected by each death, both directly and indirectly
are considerable and the impact of losing a child is huge. The need for care and support following
each loss varies from family to family, and the support offered will vary by organisation.

Data that was collected and analysed in 2013/14 highlights that 41% of the under 18 year old
population of the North West live in Greater Manchester, and 46% of all cases closed in 2013/14
in the North West occurred in Greater Manchester; therefore Greater Manchester experience a
disproportionate number of child deaths.

The number of notified deaths and cases closed in 2014/15 was greater than in 2013/14
suggesting the number of deaths increased; however this may be due to random variation, due to
small number variations. (241 v 216 notified deaths). It should always be remembered that any
variation in small numbers may be due to chance.

Nationally, infant, child and adolescent death rates have declined substantially and continue to fall.
The UK mortality rate is still higher than some European countries and there are marked social
inequalities in death rates. Thus CDOP panels and public health leads need to continue to monitor
the number of child death notifications.

Cases Closed 2014/15

87% of cases closed had a likely cause as the child’s health problems. Work needs to continue to
look at improvements in optimising healthcare. Manchester does appear to be an outlier for the
number of cases closed due to chromosomal/congenital anomalies with Bury closing a high
number of perinatal/neonatal cases compared to other GM local authorities.

The numbers of SUUD cases closed (9) was very similar to 2013/14 and while there appears to
have been an increase in the number of cases closed for suicide or deliberate self- harm (9).
Individual local authorities will want to look in some detail at each of these cases.

Generally the proportion of cases closed which are expected decreases with age. There were
more unexpected cases closed in the 1 to 4 year age group than in the 5 to 9 year age group and
the 10 to 14 year age group. All 10 local authorities closed more expected than unexpected cases.
Bury had the same number of cases closed in each category. The quality of the data for this
section had improved in this category this year.

Across GM the percentage of cases closed where modifiable factors were present (27%) was
slightly higher than the national average (22%). Of the modifiable factors identified, the most
common was having one or more parents who smoked, co-sleeping and access to appropriate
healthcare. This figure has not changed at a Greater Manchester level.

42% of the cases closed across GM occurred in the first 27 days of life, with 67% of cases closed
occurring in the first year of life. Birth weight was not recorded in nearly 20% of cases closed in the
under 1 year old age group. Birth weight is an important indicator of foetal and neonatal health at
both individual and population levels. There is significant evidence of the correlation between
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maternal health and social circumstances and birth weights which are outside the normal birth
weight range. This is of particular importance in neonatal deaths and deaths under 1 year.

Given the known socio-demographic factors, it is perhaps not surprising a high proportion of the
cases closed occur in BME groups who are also from the most deprived 20% of the population.
The data on deprivation has improved this year (data was missing for around half of cases last
year, 2013/14). Over 60% of the cases closed occurred in the most deprived quintile.

Although domestic violence is not always considered to be a direct risk factor in a child’s death, it
was recorded in the case notes of 19% of closed cases. A modifiable factor might not be
considered causal, but its association impacts on the environment the child is living in and its
absence will improve outcomes. It is important CDOP panels and public health leads continue to
stress that all professionals working with children and families should be supported in identifying
domestic abuse and referring/offering support as appropriate to their setting.

Progress has been made in collecting data on ethnicity and deprivation, however data collected on
health and lifestyle behaviours remains an issue, despite there being some improvement. This is
particularly true in relation to factors that may have or did contribute to a death. The quality of this
data is variable, with a number of categories reporting a high number of ‘not known’. While the
importance of the collection of individual data may not be initially apparent, when we are looking at
child deaths at a population level individual categories become more important.

Recommendations

The following should be considered by each CDOP panel, and public health and a co-
ordinated GM response is recommended.

1. CDOPs have been in existence since 2008 and child deaths have remained relatively
constant over this time period. It is recommended that a 5 years ‘snapshot’ is under taken
across GM local authorities to evaluate CDOP data in more detail. A 5 year snap shot
would allow standardisation of the data sets, the analysis of any correlation between deaths
and geodemographic characteristics and any relationships between outcomes and lifestyle
for example. This report has begun to examine trends over time. The five year review of
data will allow for the use of bigger figures, and the presentation of more rates, allowing for
more robust comparisons.

2. The quality of the CDOP data set is very variable, and contains a number of extraneous
fields. The data set should be reviewed before data gathering for next year commences
and a more tailored data set developed, that both reduces the number of required fields
and increases the usefulness of the data. The four CDOP panels should agree a core
minimum data set, and also be very clear about what they are collecting, and why to ensure
that any comparisons being made are valid.

3. Inline with last year’s report, there is evidence of a disproportionate number of child deaths
in Quintile 1 (most deprived). Each local authority should assess the work currently in place
to target vulnerable groups and an action plan should be developed to identify how the
number of deaths could be reduced.

4. 1t is evident, both locally and nationally, that children under 1 year old account for the
majority of child deaths. These deaths have common features around low birth weight,
prematurity and maternal smoking and the evidence around child deaths shows that there
could also be associated issues of hypertension, diabetes and obesity. Given that year on
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year the percentage of deaths remains high, Public Health and CDOP should review
current work and devise an updated action plan to address the areas of need

It is clear from the evidence that smoking is a key modifiable factor across GM. Therefore it
is key that work continues to decrease the rate of smoking in the general population and in
particular the smoking rates of pregnant women which for GM are significantly higher than
the England average.
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Appendix 1: Categories of Cause of Death by Local Authority

LA

Bolton

Bury
Manchester
Oldham
Rochdale
Salford
Stockport
Tameside
Trafford
Wigan

Greater
Manchester

Deliberate

No %
0 0.0%
0 0.0%

<5 1.6%

<5 | 2.8%
0 0.0%
0 0.0%
0 0.0%
0 0.0%

<5 | 8.0%

<5| 3.7%

5| 1.9%

Suicide or
Self-Harm
No %
0 0.0%
0| 0.0%
<5| 3.3%
<5 | 2.8%
<5 | 3.6%
<5 | 10.5%
0 0.0%
<5| 7.1%
<5 | 4.0%
<5| 3.7%
9| 3.4%

Trauma
and other
No %

0 0.0%

0 0.0%
<5 1.6%

5 13.9%
<5 3.6%
<5 5.3%
<5 6.7%
<5 7.1%

0 0.0%
<5 | 14.8%
14 | 5.3%

Malignancy
No %
<5 10.0%
<5 59%
<5 3.3%
<5 2.8%
<5 7.1%
0 0.0%
<5 13.3%
<5 7.1%
<5 12.0%
<5 14.8%
18 6.9%

Acute
medical/surgical
condition

No %

0 0.0%
<5 5.9%
<5 1.6%
<5 5.6%
<5 7.1%

0 0.0%

0 0.0%

0 0.0%
<5 12.0%

0 0.0%

9 3.4%

Chronic
medical
Condition

No %
<5 5.0%
0 0.0%
<5 6.6%
0 0.0%
<5 | 3.6%
0 0.0%
<5 6.7%
<5 7.1%
<5 | 8.0%
0| 0.0%

10 | 3.8%

*Please note that only cases closed that were categorised have been included in this table

Chromosomal/
Genetic/
congenital

No %
8 40.0%
6 35.3%
17 27.9%
12 33.3%
8 28.6%
5 26.3%
<5 13.3%
<5 21.4%
<5 4.0%
6 22.2%
68 26.0%

Perinatal/
Neonatal

No %
8  40.0%
5 29.4%
28 | 45.9%
10 27.8%
9 32.1%
8 42.1%
7 46.7%
<5 | 28.6%
10 40.0%
8  29.6%

97 | 37.0%

Infection

No
<5
<5
<5
<5
<5
<5

0

0
<5
<5

12

%
5.0%
5.9%
3.3%
5.6%
7.1%
5.3%
0.0%
0.0%
8.0%
3.7%

4.6%

Sudden
Unexpected
No %

0 0.0%
<5 17.6%
<5 4.9%
<5 5.6%
<5 7.1%
<5 5.3%
<5 13.3%
<5 21.4%
<5 4.0%
<5 7.4%
19 7.3%



Appendix 2: Child Death Reviews by Area and by Estimated Age (2014/15)

Local Authority 0-27 days 28-364 days 1-4 years 5-9 years 10-14 years 15-17 years Total
Bolton 8 200% | 6 | 300% | <5 | 50% | = | 100% | < | 100% | <5 | 5.0% 20
Bury 8 471% | 5 | 294% | <5 | 59% | < | 118% | <° | s59% o | 0.0% 17
Manchester 31 | 508% | 15 | 246% | <5 | 49% | = | 16% | = | 66w 7 | 11.5% 61
Oldham 13 | 361% | 9 | 250% | <5 | 111% | <° | s56% | =° | 83% 5 | 13.9% 36
Rochdale 8 28.6% | <5 | 14.3% 6 | 214% | <° | 107% | <° | 107% | 4 | 14.3% 28
Salford 9 474% | 6 | 316% | <5 | 105% | O 00% | <° | 53w | <5 | 53% 19
Stockport 7 | a67% | <5 | 267% | o 00% | | 67% | | 67% | = | 133% 15
Tameside 5 35.7% | <5 | 28.6% 0 00% | =° | 143% | ° | 71% | =° | 143% 14
Trafford 8 32.0% | <5 | 8.0% 6 | 220% | 2 | 80% | ° | 120% | =° | 16.0% 25
Wigan 12 | 444% | 5 | 185% | <5 | 7.4% | <° | 7.4% 5 | 185% | ° | 37% 27
Greater Manchester 109 41.6% 60 22.9% 25 9.5% 17 6.5% 24 9.2% 27 10.3% 262
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Appendix 3: Summary of Child Deaths

Characteristic Number Proportion of child deaths
Age 2012/13 | 2013/14 H 2014/15 | 2012/13 | 2013/14 | 2014/15
0-27 days 111 90 109 41% 42% 42%
28-364 days 67 48 60 25% 22% 23%
1-4 years 30 26 25 11% 12% 10%
5-9 years 17 19 17 6% 9% 6%
10-14 years 23 20 24 9% 9% 9%
15-17 years 21 12 27 8% 6% 10%
Sex

Male 143 110 155 53% 51% 41%
Female 125 104 107 46% 48% 59%
Indeterminate 1 1 0 <1% <1% 0%
Ethnicity

White/White British 168 128 156 62% 60% 60%
Asian/Asian British 54 54 59 20% 25% 23%
Black/Black British 20 13 22 7% 6% 8%
Mixed/Other 23 12 24 9% 5% 9%
Not Known/Not Input 4 8 1 1% 4% <1%
Deprivation Quintile

1 (Most Deprived) 120 45 149 45% 21% 57%
2 35 19 44 13% 9% 17%
3 21 12 27 8% 6% 10%
4 17 14 19 6% 7% 7%
5 (Least Deprived) 10 14 19 4% 7% 7%
No data available 66 111 4 25% 52% 2%
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Appendix 4: Socio-demographic Characteristics on Neonatal and Infant Deaths: Number & Percentage

Characteristic

Sex

Male

Female
Indeterminate
Ethnicity
White/White British
Asian/Asian British
Black/Black British
Mixed/Other

Not Known/Not Input
Deprivation Quintile
1 (Most Deprived)

2

3

4
5 (Least Deprived)

Data not available

Neonatal deaths

2012/13
54 (49%)
56 (51%)
<5 (1%)

63 (57%)
25 (23%)
9 (8%)
11 (10%)
<5 (3%)

45 (41%)
15 (14%)
6 (5%)
6 (5%)
<5 (3%)
36 (32%)

(0-27 days)
2013/14
47 (52%)
42 (47%)
1<5 (1%)

55 (61%)
21(23%)
9 (10%)
5 (6%)
0 (0%)

47 (52%)
17 (19%)
6 (7%)
5 (5%)
6 (7%)
9 (10%)
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2014/15

64 (59%)

45 (41%)
0 (0%)

59 (54%)
24 (22%)
14 (13%)
11 (10%)
<5 (1%)

73 (67%)
16 (15%)
8 (7%)
5 (5%)
6 (6%)
<5 (1%)

Age 28 days — 365 days

2012/13
37 (55%)
30 (45%)
0 (0%)

38 (57%)
15 (22%)
7 (10%)
6 (9%)
1 (1%)

35 (52%)
9 (13%)
5 (7%)
<5 (4%)
<5 (1%)

14 (21%)

2013/14

25 (52%)

23 (48%)
0 (0%)

30 (63%)
10 (21%)
<5 (4%)
6 (12%)
0 (0%)

28 (58%)
6 (13%)
<5 (8%)
<5 (2%)
<5 (8%)
5 (10%)

2014/15

39 (65%)

21 (35%)
0 (0%)

33 (55%)
14 (23%)
6 (10%)
7 (12%)
0 (0%)

32 (53%)
15 (25%)
8 (13%)
<5 (2%)
<5 (3%)
<5 (3%)



Characteristic

Sex

Male
Female

Indeterminate
Ethnicity
White/White British
Asian/Asian British
Black/Black British
Mixed/Other

Not Known/Not Input
Deprivation Quintile
1 (Most Deprived)

2
3
4

5 (Least Deprived)

Data not available

Neonatal deaths

2012/13
54 (49%)
56 (51%)

<5 (1%)

63 (57%)
25 (23%)
9 (8%)
11 (10%)
<5 (3%)

45 (41%)
15 (14%)
6 (5%)
6 (5%)
<5 (3%)
36 (32%)

2013/14
47 (52%)
42 (47%)

<5 (1%)

55 (61%)

21 (23%)
9 (10%)
5 (6%)
0 (0%)

47 (52%)
17 (19%)
6 (7%)
5 (5%)
6 (7%)
9 (10%)

33

2014/15
64 (59%)
45 (41%)

0 (0%)

59 (54%)
24 (22%)
14 (13%)
11 (10%)
<5 (1%)

73 (67%)
16 (15%)
8 (7%)
5 (5%)
6 (6%)
<5 (1%)

Age 28 days — 365 days

2012/13
37 (55%)
30 (45%)

0 (0%)

38 (57%)
15 (22%)
7 (10%)
6 (9%)
<5 (1%)

35 (52%)
9 (13%)
5 (7%)
<5 (4%)
<5 (1%)

14 (21%)

2013/14
25 (52%)
23 (48%)

0 (0%)

30 (63%)
10 (21%)
<5 (4%)
6 (12%)
0 (0%)

28 (58%)
6 (13%)
<5 (8%)
<5 (2%)
<5 (8%)
5 (10%)

2014/15
39 (65%)
21 (35%)

0 (0%)

33 (55%)
14 (23%)
6 (10%)
7 (12%)
0 (0%)

32 (53%)
15 (25%)
8 (13%)
<5 (2%)
<5 (3%)
<5 (3%)



Greater Manchester Sudden Unexpected Death in Childhood R apid Response Annual Report 201 4-15

This report is for the Sudden Unexpected Death in Childhood SUDQ service commissioner, the Child Death Overview Panel (CDOPXhairs and the
10 Local Safeguardirg Children Boards (LSCB$ that make up the Greater Manchester Partnership.

Greater Manchester 6s ShduigniUdexpBoted Deatis @hildhoRd3tarted imJanuary 2009, making 2014 i t séxth completed
year. In order that the rapid response re port covers the same time period as the Greater Manchester (GM) CDOP report, this report will look at the
time period from January 2014 to March 2015 (previous reports have looked at the calendar year). In future reports will be written for the financial
year.

Working Together to Safeguard Children: A guide to inter-agency working to safeguard and promote the welfare of children (2015), outlines the
ongoing need for a rapid response to child death. There is minimal detail on how to implement this service, which has resulted in different mod els for
rapid response across the country.

The GM SUDC team continues to provide a 6flying squedselviccapproach with a
There is a SUDCsteering group that meets 6 monthly or more frequently if there is need. Itis chaired by the SUDC lead, andmembership includes

senior officers from Greater Manchester Police GMB

a Paediatric Emergency Medicine Consultant

an Acute Paediatric Consultant

a SUDC Consultant

a Paediatric Histopathologist

a North West Ambulance Service NHS Trust NWAS representative

a Coroner

a Police Coronei® Officer

aSenor Chil drenb6s ;a®rvi ces Manager
a Lullaby Trust representative (formally FSID) to represent families

From late 2014 that group has been reviewing the SUDCprotocol, and version 5 should be available from November 2015.
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Regular meetings are held by the SUDC paediatricians. These serve as both peer review and support for those on the rota. They are an opportunity
to learn from good p ractice, and share information from other agencies, Serious Case Reviews $§CR3, and other sources of feedback. An annual
study day is held to promote good practice, and gives a chance to work with other agencies. In March 2015 the study day was dedicated to the
management of suspected death by suicide in children, to reflect the complexity of these cases which appear to grow in number year on year. As
well as the SUDC paediatricians, representativeswere invited from GMP and the Police Coroners Officers tolook at how we approach these cases in
the first few hours following death, and then subsequently in the following months.

All doctors on the rota have confirmed they have level 3 safeguarding training as a minimum, and have completed their T r u snfonation
governance training. All have been asked to take responsibility to confirm they have appropriate equipment ( for example mobile telephone,
encrypted laptop for on call duties).

Facts and Figures
There has been year on year fluctuation in the numbers of cases, but on average 1-2 casescontinue to be referred each week (Table 1).

Table 1. Total cases since 01.01.2009

Year Number of cases Males Females
2009 88 63% 37%
2010 57 58% 42%
2011 59 58% 42%
2012 54 65% 35%
2013 67 53% 47%
2014 57 58% 42%
2015 20 55% 45%
(first 3 months)
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In line with national data the majority of cases have occurred in children under one year of age with a peak incidence in children aged between one
month and six months of age. There is a second smaller peakin older teenagers who exhibit risk-taking behaviours. The proportion of cases in each
age category has stayed relatively constant since 2009.

The cases presented to a number of different hospitals across GM. The largest number of cases were seen atthe RoyalMandh e st er Chi |l dr end
Hospital (RMCH) reflecting the number of children who were transferred to, and subsequently died on, the Paediatric Intensive care Unit (PICU). For
the period 1% January 2014 to 31* March 2015 the number of cases seen at each site is documented in Table 2 .

Table 2. Where did the SUDC Paediatrician attend

Royal ManchesterCh i | d Hospitdl s 16 (21%)
Wythenshawe Hospital 8 (10%)
North Mancheger General Hospital 7 (9%)
ALL Manchester acute sites 31 (40%)
The Royal Oldham Hospital 15 (19%)
Bolton Royal Hospital 3 (4%)
Wigan 3(4%)
Stepping Hill 2 (3%)
Salford 8 (10%)
Tamesde 8 (10%)
Fairfield General Hospital, Bury 1 (1%)
Unrecorded 6 (8%)
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As in previous years, during 2014/2015 there appeared to be no real variation in SUDC cases based on the day of the week (but numbers were too
small to interpret with great meaning (Graph 1 ). The perception of some of the clinicians participating in the on -call rota that most deaths occur at
weekends is not reflected in the data used to pr oduce Graph 1.

Graph 1. Which day of the week did SUDC cases occur on ?

14 ;

12

10 1
@ 2012
@ 2013

W 2015 till March

SO N B~ OO

Mon Wed Fri Sun

There was a similar pattern in 2014 and early 2015 to the pr evious years in terms of which months of the year deaths occur in. There appears a
small peak in February/March, but as numbers are small the significance is questionable (Graph 2 ).
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Graph 2. In which months of the year did SUDC cases occur?

O P N W 01 O N ©

Jan March May July Sep Nov Jan March

Time taken for each case

Each caseusually involves an initial call-out very soon after the child has died, followed by a series of phone calls, meetings, attendance at a post
mortem examination and report writing. As the whole of greater Manchester is covered a significant amount of time is also spent travelling.

During the period 1* January 2014 to 31* March 2015 the time taken for each case was much less variable than in previous years, and consistent
with 2013.

Several cases have be e isberausepha caseiisdndnded over v prmthes area, oftieicase on further examination is
0 @ c t fercexample. Even these cases cantake a considerable amount of time.

In 2014 the initial call out took an average of 4. 75 hours (range 4.0 7 5.0 hours). This was also the median time for an initial call out . In
previous years the median had been higher but the range much greater, with several potential homicide cases skewing both themean and median
upwards.
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On average 3.6 hours were spent travelling per case, (ranging from zero to 6.0 hours). Both location and number of meetings had an impact on
travel times. Not all doctors recorded travel times so numbers were relatively small.

The total time spent on each case excluding travel was a mean of 1 5.0 hours. The range was narrower than previously (11.5 7 19hours.

Audit _of the paediatric component of the SUDC service in 2013

The Department for Children, Schools and Families OCSH website published a National audit tool prior to 2010. This has been modified to represent
practice in Greater Manchester (Appendix C). It is diffiaodardoé et manvgohdeas in which it
beyond agreeing that certain actions should be consideredin all cases.

Results of the 1° January 2014 t0 31 %' March 2015  Audit

There were 77 cases referred between 1% January 2014 to 31°' March 2015. An audit form should be completed when a case is completed (PM result
known +/ - final case discussion) or when there will be no on-going SUDC involvement. 21 forms out of possible 67 were completed (a PM result was
still not available for 12 of the cases referred during 2014 up to March 2015/ at the time of writing ).

This is the lowest number of completed audit forms since the service started in 2009. Time pressure at work may be a reason for the low number of
competed audit forms.

As numbers are small they may not reflect practice as a whole.

This was the first time we lo oked at timings of death, and 17 deaths out of 21 completed audit forms occurred outside of Monday to Friday 8am to
6pm working hours, 81 % therefore occurred out of these hours .
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Who notified the SUDC Paediatrician of the child’'s deat h?

Ambulance Service 5%
General Paediatrics* 5%
Police 57%
Emergency department 48%

*only one form identified paediatrics separately to the Emergency Department team.

Some cases were called through by both the police and the Emergency department. One case was referred by the ¢ o r o roffice.dTkis represents a
higher number of cases referred directly by the police than previous years.

When was the SUDC Paediatrician info r med of the child’s death?

Within 0-2 hours 95%

In all cases except one where there was a completed audit form, notification of death occurred promptly. The one case not immediately referred was
a probable suicide referred in the first 24 hours followin g death.

Who took a history in the Emergency Department  ?

Emergency MedicineDoctor 24%
Paediatrician 38%
SUDC Paediatrician 90%
Police 38%
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Onecase where the SUDC paedi at theEmergemcy Depattmedtiwastwhekedhe coeonehhadsréqoestgd thatithe child &
body be taken straight to the adult mortuary, and there were no family members in the United Kingdom (UK) from whom to take a history. The other
was a case where there was a delay in referral.

Ideally the history should be taken jointly by the SUDC paediatrician and the Senior Investigating Officer (S1O) in the presence of the Police Coroner&
Oof ficer (PCO) to minimise the number of ti mes a ¢ miisgosbe magifield o make iyclelwrexs t o 1
if the history was joint with the SUDC paediatrician and SIO and whether or not the PCO was present.

Who _examined the child in the Emergency Department

Emergency Department Doctor 5%

Paediatrician 19%
SUDC Paediatrician 90%
Police 62%

The ideal would be a joint examination between SUDC paediatrician and SIO and the audit form wi Il be changed to reflect this.
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Were parents offered the following care and support?

Allowed to hold their child 76%
Offered photographs and mementos 71%
Offered bereavement counselling or religious support 57%
Given information about the rapid response process 76%
Offered written information 62%
Given contact numbers 76%
Informed about post mortem examination 76%
Not appropriate 14%
Not known 0%

The SUDC lead Consultant Paediatrician isurrently working on a booklet explaining the SUDC process inGreater Manchester with a space for the
SUDC paediatriciai® name and contact number, which explains the post-mortem examination.

In most departments the Emergency Department staff offer religious support from their hospital team, and bereavement support from the hospital
bereavement team.

Was an initial multiagency meeting considered?

Yes 100%

A meeting should be considered in ALL cases.
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Was an initial multiagency meeting held .and when?

Yes Oby te62®phoneo
Yes O0sit de&¥wno
Same day 90%

Later 10%

Some cases had an initial telephone discussion immediately, followed by sit-down meeting later. A 2013/2104 Wigan SCR recommendedinitial
meetings should always occur within the first 48 hours. This raises the concernthat professionals involved in rapid response might consider that they
had up fo 48 hours to hold a meeting, and this could actually delay this important mechanism for sharing information in the initial hours after a child
has died. A flow diagram has been developed to improve documentation of decision making and facilitate timely multiagency meeting, and is in
Version 5 of the GM SUDC Protocol caently awaiting final agreement .

Was a joint agency home visit considered?

Yes 100%

Did a home visit occur?
Yes 67%

No 33%

When a home visit occurred ALL but 2 happened on the day the child died, and were attended by both the SUDC paediatrician and the SIO. The
other 2 visits occurred the following day.
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In severalcaseswher e t her e wa she dhild hal cgllapsechand died Iater.tThe police had already been to the scene of collapse so this
wasnodét repeated withlthhena®yYDC apaediwhteriecitdr. SUDC p gphdtogephs wereiavailabledd d n 6t a
discuss with the police.

Was a Post Mortem examination (PME) carried out? If so by whom?

100% of all cases were there was a completed audit form had a PMVE.

Of those cases where a PM examination occurred,67% involved a paediatric pathologist, 29% a forensic pathologist, 19% a general pathologist and
it was unrecorded in 1 cases.

Was a final case discussion considered?

Yes 100%

Did a final case discuss _ion occur?

Yes 48%

No 52%

Of the cases where a final meeting didnot 0 c-ledy mandednvack tp theMecal ancifehenghilde x and |
was out of area, or handed to ¢ h i | dsendcesafshere was the need for ongoing support for vulnerable siblings.

Inothercaseswher e a final meeting wasndét held a natur al C a uesaminatidn, addeaebdy had be
relayed to the family and professionals.
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Were the family informed of the final case discussion/PM examination report findings, and if so how?

Yes by letter 43%
Yes by home visit 43%
Yes by telephone 5%

Not all families were contactable, despite liaison with primary care to try and make contact.

Future plans:

In 2014 t he commissioning of the SUDC servicewas reviewed, and the service specification rewritten in response to a critical information gover nance
incident that occurred February 2014. Marie Boles, Deputy Director of Nursing, NHS England has very recently presenédt h e t pr@posal for
commissioning plans, and a service specification for the SUDC on call service at the Julymeeting of the GM HoCs. The proposal was considered and
approved (Appendix A ). The service specification was developed by a group which induded clinical and managerial representation from CMFT and is
to be incorporated into the contracts of current GM providers of consultant led paediatric services. Tameside & Glossop CCGGill Gibson, Designated
Nurse) has assumed lead responsibility for the ongoing monitoring of the service.

The protocol has been reviewed in early 2015, and is currently nearing completion of version 5 to reflect changes in practice, and SCR
recommendations.

Partoft h e t senvioepecification (agreed July 2015) now requests that 85% of audit forms should be completed. The audit form will be
reviewed to make it as easy as possiblefort h e t @oatondtsfillin, a nd t h e admieistratdr will chase up outstanding forms. Service
evaluation will more accurately be able to occur in the future.
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During 2014/2015 all Senior Investigating Officers from GMP attended a training course to develop skills to investigate SUDC child death and at every
course a representative from the SUDC pediatricians and pathology department contributed to training. A plan to roll this out to detective sergeants
is being considered.

In 2015 the SUDC teamhopes to continue improving data collection and ehancing relationship with CDOP. The SUDC leadattends the GM CDOP
chairsdmeetings and regularly audits the timings of completion of forms A, B and C for CDOP (Appendix B ).

In addition to the annual SUDC study day centred around the investigation of probable death by suicide, the team has looked at how the information
that is collected about possible child and young person suicide could be further analysed. Recently the SUDC lead has beeninvited to become a
member of the reference group for the National Investigation into suicide in children and young people. This is currently a retrospective review of
data, but may allow for further prospective work in the future.

With the introduction of the new service specification the team will now have specific performance requirements, quality indicators and outcome
indicators to measure the service against.

Dr Elizabeth Dierckx
Consultant Paediatrician & SUDC lead clinician

September 2015

46



Appendix A

AGENDA ITEM No: 6

NHS

England

Item: Greater Manchester Rapid Response Team
Author: Marie Boles, Deputy Director of Nursing, NHS England

Executive Summary

The Rapid Response Team is a statutory function identified in Working Together 2013. Its function is to deploy a health practioner in the event of all
sudden and unexpected child deaths. In Greater Manchester this practioner is a Consultant Paediatrician. The Consultant is required to work with
partners to support the investigation of the child death with a specific requirement to provide the family with support.

Following a serious Information Governance (1.G.) incident in spring 2014, the subsequent Root Cause Analysis (RCA) identified a number of issues,
including:

The highly valued and professional service provided by the Rapid Response Team (RRT)
No current service specification for the RRT

No commissioning oversight for monitoring the delivery of the service

Confusion in respect of the ongoing funding of the service

Lack of I.G. assurance in respect of the service

arwnE

A ‘task & finish’ group have been responsible for progressing the actions identified from the RCA.
This report seeks to agree support for the following:

The attached revised service specification to be included in relevant contracts i.e. current providers of paediatric services in
Greater Manchester (See Appendix 1).
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Stockport CCG and Tameside & Glossop CCG to agree to make the

required financial contribution to support the GM rota i.e. Stockport CCG £14,832 and Tameside & Glossop £11,866

All CCGs to agree to fund the associated running cost of the service i.e. £6254 per Trust on the GM rota (See Appendix 2).
Tameside & Glossop CCG to assume lead responsibility for the ongoing

monitoring of the service.

Background

In spring 2014 there was a serious |.G. incident involving a Consultant Paediatrician from the GM Rapid Response Team (RRT). The incident
involved the theft of an encrypted laptop, which contained highly sensitive information in respect of child deaths across GM. The subsequent R.C.A
identified a number of issues:

The highly valued and professional service provided by the Rapid Response Team (RRT)
No current service specification for the RRT

No commissioning oversight for monitoring the delivery of the service

Confusion in respect of the ongoing funding of the service

Lack of I.G. assurance in respect of the service

agkrwhPE

An action plan was subsequently developed and a task & finish group was established to take the actions forward. The team consisted of:

Dr Lizzie Dierckx, Consultant Paediatrician (CMFT)
Nicky Boag, Lead Manager (CMFT)

Gill Gibson Designated Nurse (T&G CCG)

Marie Boles, Deputy Director of Nursing (NHS England)

PwpnpPE
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Update On Actions from the IG Incident

All the identified actions have been progressed and a verbal report to this effect was provided to the GM Quality Surveillance Group in January 2015.
The QSG supported the four identified recommendations

Service Specification

This has now been reviewed and updated in line with national requirements. A quality schedule, including KPIS has been included. This is identified
in Appendix 1

Finance

A full review of costing has been undertaken. Currently the majority of CCGs pay ‘in kind’ i.e. through their paediatric block contract. The local
Consultant Paediatrician undertakes a pro-rata share of the GM rota. Stockport and Tameside & Glossop CCGs do not have such an arrangement
and are therefore required to pay an additional sum to CMFT to cover their requirement.

This review has highlighted that CMFT (who host the co-ordination of the GM rota) are not in receipt of income for the administration costs associated
with the service i.e. organising the rota, preparing reports in the event of a child death, the subsequent liaison with the Coroner and other relevant
organisations including the local Safeguarding Children’s Board and the writing of the annual report for the Child Death Overview Panels. Additionally
the Senior Consultant Paediatrician provides supervision for the other consultants on the rota. The full costings of the service are outlined in Appendix
2.

Contract Monitoring/Oversight

Following NHS restructuring, the governance arrangements in respect of the RRT have become confused. It is therefore proposed that Tameside &
Glossop CCG assume the lead for the ongoing monitoring of the service.
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Recommendations

- The attached revised service specification to be included in relevant contracts i.e. current providers of paediatric services in
Greater Manchester (See Appendix 1).

- Stockport CCG and Tameside & Glossop CCG to agree to make the required financial contribution to support the GM rota i.e.
Stockport CCG £14,832 and Tameside & Glossop £11,866

- All CCGs to agree to fund the associated running cost of the service i.e. £6254 per Trust on the GM rota (See Appendix 2).

- Tameside & Glossop CCG to assume lead responsibility for the ongoing monitoring of the service.
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Rapid Response Service Specification

The Rapid Response Paediatric Service be provided in line with

10111

11
1.2
1.3

1.4
15
1.6
1.7

1.8

= Working Together to Safeguard Children 2013

= NHS Safeguarding Assurance Framework 2013

= Sudden unexpected death in infancy: A multi-agency protocol for care and investigation, the report of a working group
convened by The Royal college of Pathologists and The Royal College of Paediatrics and Child Health, September 2004;
and

= The Greater Manchester Proposal for the Providing a Rapid Response

(insert name) Clinical Commissioning Group (CCG) CCG will commission Central Manchester Foundation Trust (CMFT) to
provide the following components on behalf of the Greater Manchester CCGs

Host the Greater Manchester Rapid Response Service (SUDC paediatric service). The duties of the host include the following:

Organise the rota of paediatricians giving cover for 24 hours per day, 365 days per year

Lead the development and review of protocols

Define Continuing Professional Development (CPD) requirements of staff and provide or signpost to appropriate CPD opportunities
including completion of the Warwick training course for new doctors to the rota and provide training updates as required via doctors
meetings and study days

Provide both managerial and clinical leadership to the Consultants on the Greater Manchester rota

Provide a central administrative function

Provide the SUDC function for any child death that occurs in the Greater Manchester CCG’s footprint irrespective of where the child is
resident or registered

Comply with NHS England Serious Untoward Incident and StEIS reporting requirements including the completion of Root Cause Analyses
(RCAs) and feed back of lessons learned

To provide an annual report of the activity of the Rapid Response Team for consideration by the local Child Death Overview Panels
(CDOP).
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2.0.1.1.1 The CCG Commissioned Paediatric services will provide pro-rata Consultant Paediatric cover contributing to the Greater

2.1

2.2

N

24

2.5

2.6

2.7

2.8

2.9

Manchester rota or make payments to CMFT to cover this requirement. It will financially contribute to the function of the host i.e.
CMFT. The functions being to:

Provide the first point of contact for sudden or unexpected deaths

Respond to notifications of SUDC when on call. To provide immediate telephone advice and promptly attending Emergency Departments,
and other necessary locations, when appropriate. To share information with healthcare staff, police and other staff directly involved.

Take the lead:

In the medical investigation and running of the multi-agency protocol for care and investigation after SUDC

In the communication with other healthcare professionals

In the communication with other agencies, notably the police, the coroner’s office and the social services department
Ensuring all necessary multi-agency strategy discussions take place.

Arrange to attend the Emergency Department, or other location where the relevant child is located, as soon as possible after the death to
talk with the family, examine the child, and to examine the environment in which the child collapsed or died (which may not be in the family
home) in accordance with the GM SUDC Protocol.

Collate all relevant medical records (in collaboration with the local on-call consultant paediatrician).

Prepare a report for the pathologist prior to the post-mortem examination.

Ensure the family are fully informed and given appropriate support at all stages in close working with the Police Coroner’s Officer.

Coordinate, organise and chair the local case discussion meeting as soon as the full results of the post-mortem investigations are
available, usually several months after the death, and usually held in the primary care setting.

Prepare a written summary of the local case discussion meeting and ensure it is distributed to all relevant professionals, including Her
Majesty’s Coroner (“the Coroner”).
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2.10 Offer to meet the family to explain the outcome of the local case discussion meeting, including the cause of the child’s death, and send the
family a letter, in accessible language and format summarising the meeting.

211 Provide support to the Coroner whenever necessary in the organisation and conduct of the inquest.

3.0 Work within CCG footprint and across Greater Manchester to develop high standards which are in line with Royal College
guidance

3.1 Agree the division of responsibility between the on-call paediatrician at local provider Trust and the SUDC paediatrician in the event of an

unexpected child death.

4.0 Ensure the development and implementation of a local agreement between the coroners, police and NHS on the
principles of how unexpected deaths in Childhood should be managed (the GM SUDC protocol)

4.1 Advise the CCG and NHS England Area Team on the commissioning of services relevant to care and investigation after SUDC.

Information Governance

Each individual provider Trust who provides Consultant Paediatrician on call cover for the SUDC rota will ensure that the correct Information
Technology (IT) equipment (which complies with the requirements of the Data Protection Act 1998) is available to the doctor on call, and that the
doctor has completed their employing Trust’s Information Governance (IG) mandatory training. The provider Trust will also ensure the Consultant
Paediatricians who are covering the GM will have this duty reflected in the job description/plan.
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Governance

On behalf of the GM CCGs, Tameside and Glossop CCG will be the lead commissioner for the Rapid Response Service. It will seek assurance for
the performance and quality of the service provided.

Performance Management Matrix

Performance requirements may change as dictated by changes in national standards or at the request of the Lead Commissioner. Failure to meet a
Key Performance Indication will trigger an Exception Report.

Key Exception
o _ Performance Report
Activity Evidence Indicator Level
Activity Indicators
95%
Annual report 100% of
SUDC paediatrician attends | (AR) provides sudden,
all child deaths which are number of unexpected
sudden and unexpected, childhood childhood
unless directed not to by deaths within deaths
the police. GM within attended by
financial year. SUDC
AR provides paediatricians
percentage of if agreed
child deaths following initial
attended. telephone case
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discussion.

80%
Audit forms are | 85% of all
SUDC paediatrician should | available and completed
complete SUDC audit of completed. child death
case after completion. cases are
audited

Quality Indicators

85%

Multi agency meetings
are convened by SUDC
paediatrician for child
deaths with appropriate
involved professionals
in area child resided

Audit evidence
is available
within annual
report

90% of cases
are followed by
a multi agency
meeting

Outcome Indicators

Attempts are made to
inform the family of the final
case discussion/PM
examination report findings
when deemed appropriate.

Audit evidence
is available
within annual
report
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Appendix B

Audit of CDOP form A and B Timings

September to November 2014

15 cases in total
Form A.
Gold standard within 2 working days

All sent to CDOP within 1 - 2 days (100%)

Form B.
Godgs andard within 1 month of childbds death (or | etter to CDOP if wi
7 sent to CDOP within the time frame looked at:
within 10 days = 2
within 20 days = 2
within30days = 0
within 40 days = 3
27% within 20 days of childdés death

46% within 40 days of child & death
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Of the 8 outstanding form Bs:

3 cases occurred in the last 7 days of November

1 was a police led investigation (no further SUDC paediatrian involvement)

1 no ongoing SUDC involvement (offered advice to PICUT not full SUDC), but no letter sent to CDOP to confirm no on going involvement
1 no ongoing SUDC involvement (letter sent to CDOP explaining this within 1 month)

2 outstanding due to the pressure of work.

Removing the number of cases where Form B either couldnd e expected yet due to a case occurring at the end of the month, or no on going SUDC
doctor involvement:

7179 (77%) form Bs were submitted within 40 days of childbés death.

Only 2 forms were later than 40 days and remain un-submitted. When the doctors were asked why this had not occurred they cited pressure of work
as the reason the form B remained uncompleted.

ACTION :

All doctors reminded of need for timely form completion.

¢ Each SUDC doctor mushave sufficient time allocated in the job plan to be able to carry out the full requirements of the SUDC role, including
completion of necessary documentation.

o If there is no ongoing SUDC involvement in a case, or form B will be delayed CDOP should be nformed.

Agreed with GM CDOP chairs/ administrators that form B shouwaitdf i deal

greater detail of information still to come.
e Re audit 6 months.

Dr Lizzy Dierckx
December 2014
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Appendix C

GM Audit Tool for Rapid Response

To be completed for each unexpected child death

1. Name of Child: Date of Birth:

Date of Death: Day of week:

Time:

Age of Child: y m d Age  Not known
2. Who notified the rapid response team of the death? (Please tick all that apply)

Ambulance control O Hospital Emergency Department

Not notified Police

[
Other (please specify)

3. How soon after discovery of the death was the child notified to the team?
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Within 2 hours

Within 24 hours

Next working day

Not known

[

Later (please specify)

Time of attendance in Emergency Department:

Was an initial history taken in hospital? If so by whom? (tick all that apply)

Paediatrician (Hospital)

Emergency Department Doctor

[ []
Police Officer No history taken

[] []
Not known SUDC Paediatrician

[] []
Other (please specify)

Was the child examined in hospital? If so by whom? (tick all that apply)
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Paediatrician (Hospital)

Child not examined

[]
Emergency Department Not known
[]
Doctor
Police Officer O SUDC Paediatrician

Other (please specify)

Were appropriate laboratory investig

ations carried out?

All investigations according to

Not appropriate

local protocol = none in GM []

Some investigations Not known
[]

No investigations
[

If any investigations were carried out please list below:-

60




Were the parents offered the following care and support (tick all that apply)

Allowed to hold their child Offered written information

[l [

Offered photographs and Given contact numbers

mementos

Offered bereavement Informed about the post mortem

counselling or religious
support

Given information about the Not appropriate
rapid response process [] []

Not known

[l

Was early multi-agency information sharing and planning meeting considered?

ves L1 No [
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If so, how and when was it held (tick all that apply)

Yes — telephone discussions

Yes — same day

[
Yes — sit down meeting Later (please specify)
[]
No Not known
[
10.
Was a joint visit considered? Yes [ No [l
11. | Did ajoint agency home visit take place?

Yes

[l

Not appropriate

No

[l

Not known

If so, when did this take place?




Same day

Later (please specify)

Next working day

]

Not known

Who took part in the home visit? (tick all that apply)

General Paediatrician

General Practitioner

[
SUDI Paediatrician Health Visitor/Midwife
[]
Police Officer (Child Abuse Bereavement Support Worker
Investigation Unit) [
Police Officer (other) Social Worker
[
Scenes of Crime/Forensic Not known
Officer [

Other (please specify)
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If a joint agency home visit did not take place, please specify why.

12. | Was an autopsy carried out? If so by whom? (tick all that apply)
Yes No
[]
General Hospital Pathologist O Paediatric Pathologist
Forensic Pathologist 0 Not known

Other (please specify)

Where did it occur?

If so, when did this take place?
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Same day

Later (please specify)

]
Next working day Not known
]
13. | Was afinal case discussion considered?
Yes
]
No
]
Did one occur?
Yes No
]
Planned [l

If yes how long after death did this take place?

Within 2 months

[l

Later (please specify)
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2 — 4 months Not known

[l [

If an inquest was held/planned, did the final case discussion precede or follow the
inquest?

Preceded the Inquest Followed the Inquest

[l [

No Inquest held Not known

[ [

Who attended the final case discussion? (tick all that apply)

General Paediatrician General Practitioner

[ []
SUDI Paediatrician Health Visitor/Midwife

[ []
Police Officer (Child Abuse) Bereavement Support Worker

[] []
Police Officer (Other) Social Worker

[] []
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Scenes of Crime/Forensic
Officer

Not known

Other (please specify)

Were the family informed of the outcome of the final discussion? Tick all that

apply.

Yes — through a home visit

Yes — by letter

[]

Yes — by telephone Yes - other
[]

No Not known
[

14.

What was the final cause of death?

Death from natural causes

Unascertained <18 months

]
Accident Homicide
]
Suicide O Unascertained >18 months
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Result of PM not known

Other (please specify)

15. | Were any concerns of a child protection nature identified?
Yes No
[]
Not known
[]
16. | Was the case referred on to the CPS for a criminal investigation?
Yes No
[
Not known
]
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