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The Child Death Overview Panel (CDOP) started in 2008 and meets quarterly to review all child deaths and share
lessons learnt to prevent further deaths. The panel consists of representatives from all six Local Safeguarding
Children Boards in Berkshire, i.e. health, the police, coroners, social care and the voluntary sector. We analyse all
child deaths in Berkshire and make recommendations to prevent deaths in the future and include helpful tips to
prevent child death. This is the twelfth newsletter for frontline staff.
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2014
Wise up To Water Safety

Be Alert To Suicide’s Silent Risk Factors

With the warm summer weather approaching, it is easy to forget The National Confidential Inquiry into Suicide and Homicide by
that water hazards exist everywhere. In particular at home in
people with mental illness reports that an apparent absence of
the garden.
suicidal ideas cannot be assumed to show lack of risk.
Attached is an informative leaflet on water safety issued by
Essex, Thurrock and Southend Safeguarding Children’s
Boards . It details everything you need to know about keeping
your children safe around water in the garden if you own a
swimming pool, paddling pool or hot tub.
Remember—tragedies can be prevented.
Always watch children around water.
Essex LSCB Wise up to water safety
Leaflet

The first national UK study of the complex factors involved in
the suicides of children and young people reveals that, in many
cases, recent suicidal thoughts had not been expressed.
The inquiry team examined the suicides in England of people
aged under 20 years between January 2014 and April 2015.
This is the first phase of a UK-wide investigation into suicides in
people aged under 25Of the 45 deaths in the period, suicide
rates were highest in the late teens, and 70% of deaths were of
young men. Bereavement, physical health conditions—most
commonly acne and asthma—academic pressures and bullying
were common themes.

MBRRACE UK Perinatal Mortality Surveillance Report 2016:
The report calls for agencies that work with young people to
UK Perinatal Deaths for Births January to December 2014
recognize patterns of cumulative risk and stresses that can lead
to suicide.
MBRRACE– UK have

published the second
MBRRACE-UK Perinatal
Mortality Surveillance
report.
The full report, the lay version of the report and an infographic illustrating the headline findings can be downloaded from the MBRRACE-UK website at:

RCN professional lead for mental health Ian Hulatt, said
“Nurses working in mental
health, and those working
with children can give vital
support and identify those
at risk”.
Full Report

https://www.npeu.ox.ac.uk/mbrrace-uk/reports

Do you have any ideas or suggestions for future issues of the Berkshire
CDOP Newsletter? If so, we’d like to hear them, contact:
lorna.tunstall@slough.gov.uk

Report from the CDOP 2nd Annual Conference—Birmingham 17 February 2016
Delegates gathered from across the country to attend the 2nd CDOP Annual Conference in
Birmingham earlier this year. Many informative presentations were given including several on
the neonatal age group (modifiable factors and a mortality review): the importance of child and
family bereavement: the coronial process and a review by Dr Peter Sidebotham from Warwick
on violent and maltreatment related deaths in children in England. An opening address was
given by the organiser Dr Nisar Mir (Warrington) who commented on the national perspective
for child death. He observed that:









There is an inconsistent decline in UK childhood mortality
The majority are still perinatal/congenital
About one third remain unexplained for the under one age groups
There was the first SUDI rise in 2013 since 2008
A rise in deaths of infants with mothers younger than 20 years
In 2014—89 CDOPs from 148 LSCBs reviewed 3515 deaths (70% within 12 months)
In the case of SUDIs: 85% involved unsafe sleeping, and passive smoking was “almost universal”; alcohol
was involved in 66% of cases and drugs in 33%
There were 5-6 preventable fatal accidents per year

Report from the CDOP 2nd Annual Conference—Birmingham 17 February 2016
Abstract Presentation by Berkshire
An abstract was presented by Dr Sharon Sandhu (BHFT based in Slough) for Berkshire entitled “External
cause/sudden/unexplained deaths in Berkshire 2008—2015”. This was well received by delegates. Here
are the following conclusions:






A significant fall in combined external cause deaths
There is evidence of frequent prior involvement with agencies
There are SUDI and temporal associations, including social care, police and health interventions
but can’t be conclusive as to the significance of this
Persistent non-compliance with SUDI precautions
The quantity of information now available locally can show significant trends for further analysis/enquiry
plus there is potential learning value of a themed review as a follow up

Further Learning from A Recent Case of Rubella
Following the death of a
Berkshire baby from
Rubella in 2014, Public
Health England reviewed the case and
learning was shared.
A report was also submitted to the Berkshire
LSCB’s SCR sub-

committee for consideration and as an outcome it was
agreed that Health Practitioners should confer with Children’s Social Care if there is an indication that the parent may be considering leaving the area against medical
advice.
=========================================
Thought for the day “There can be no keener revelation of a society’s soul than the way in which it
treats its children” Nelson Mandela

Daisy’s Dream supports children and their families who have been affected
by the life threatening illness or bereavement of someone close to them.
The charity also provides support to schools; both to individual members
of staff or via specific staff training or support sessions for schools who have
been affected by the death of a pupil or the sibling of a pupil. Please contact
them on 0118 934 2604 if you require information about training or support
to schools. An information pack is also downloadable from their website:

