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CHILD DEATH OVERVIEW PANEL 

East Sussex and Brighton & Hove 

Sixth Annual Report 01-04-13 to 31-03-14  

 

 
1. The Child Death Overview Panel (CDOP) is the inter-agency forum that 

meets regularly to review the deaths of all children normally resident in East 
Sussex and Brighton & Hove. It is a sub-group of the two Local Safeguarding 
Children Boards (LSCBs) for Brighton & Hove and East Sussex and is 
therefore accountable to the two LSCB Chairs, Reg Hooke, Chair of East 
Sussex LSCB and Graham Bartlett, Chair of Brighton & Hove LSCB. If during 
the process of reviewing a child death, the CDOP identifies:  

 an issue that could require a Serious Case Review (SCR);  

 a matter of concern affecting the safety and welfare of children in 
the area; or  

 any wider public health or safety concerns arising from a particular 
death or from a pattern of deaths in the area;  

 
a specific recommendation is made to the relevant LSCB(s). 

  
There were no recommendations made to the LSCBs regarding the need for a 
serious case review, some recommendations were made regarding matters of 
concern about the safety and welfare of children and wider public health 
concerns.  
 
These included recommending to the East Sussex LSCB that: - 

 East Sussex LSCB should recommend that West Sussex LSCB 
consider asking Police Traffic Management to review speed 
restrictions and other road safety measures for schools within West 
Sussex. 

 When the Rapid Response Procedures are reviewed there should 
be discretion given to the paediatrician and police involved at the 
time of the death to exercise professional judgement as to whether 
all of the Rapid Response Process has to be followed. 

 

Recommendations made to the Brighton & Hove LSCB were that: - 

 That the issue of enabling greater discussion between clinicians 
involved in the care of the child and the pathologist/coroner at the 
time of the post mortem/inquest should be pursued. 

 The LSCB to explore how to raise the profile nationally of the 
benefits of breast milk banks so as to reduce the risks of babies 
developing of Necrotizing Enterocolitis (NEC). 
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There were additional recommendations made to member agencies of both 
LSCBs which related to issues specific to particular case histories and not 
necessarily having general relevance.  
 

2. Organisation of the Child Death Overview Panel.  
Fiona Johnson is the Independent Chair of East Sussex and Brighton & Hove 
CDOP. The panel members comprise representatives from key partner 
agencies who together have expertise in a wide range of issues pertinent to 
children’s well-being and are listed below: - 
 
Core Membership: 
Fiona Johnson –Chair 
Carolyn Baillie – CDOP Coordinator 
Jane Mitchell- South East Coast Ambulance Service NHS Foundation Trust 
Edmund Hick – Sussex Police 
 
East Sussex      Brighton & Hove 
Annie Swann Ali Jenkins 
Specialist Nurse for Child Deaths Specialist Nurse for Child 

Deaths 

Douglas Sinclair – Head of Safeguarding  Deb Austin – Head of 

Safeguarding 

Dr Tracey Ward - Designated Paediatrician  Dr Anne Livesey - Designated    
Paediatrician  

Debbie Barnes - Designated Nurse   June Hopkins – Designated 

Nurse   
Joanne Bernhaut – Public Health   Lydie Lawrence - Public Health

  
Debra Young – Head of Midwifery Fiona Rose – Named Midwife                                                                          

Dr Graham Whincup – Neonatologist  Dr Cassie Lawn – 
Neonatologist 

                                                                             
The administrative work of East Sussex Brighton & Hove CDOP is organised 
by the CDOP Coordinator, with support from the CDOP Chair and other panel 
members.  
 
3. National Developments, Challenges and Achievements.  
Working Together 2013 was published in March 2013 which reaffirmed the 
role and function of the Child Death Overview Panel. The CDOP works within 
the context of the Learning and Improvement Framework which covers a 
range of reviews and audits of which the CDOP is a part. CDOPs are required 
to report annually to the DfE on the functioning of the Panel and this year the 
data return required even greater detail about the outcome of case 
discussions. Last year a national research project on how public health data 
from CDOPs are collected and analysed was undertaken during 2013. 
Findings from this research highlighted the missed opportunities to capitalise 
on the work of CDOPs by the failure by Government: 
  

‘…to collect, analyse and disseminate local CDOP data nationally. There 
was a clear and vociferous call from CDOP staff and chairs for a proper 
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national system of collecting, analysing and reporting CDOP data which 
would enable appropriate alerts and alarms to be issued and which would 
provide a focus for national information sharing and learning.’1  
 

To date the Government has not indicated what if any action will be taken in 
response to this research.  
 
 
4. Local Developments, Challenges and Achievements.  
An audit of the rapid response process across Sussex was undertaken during 
Spring 2013 and findings from this audit were presented to the CDOP during 
2013. Local procedures have been reviewed during 2013 in response to the 
findings from the audit and the changes in Working Together 2013. Parents 
have contributed to the CDOP process by providing feedback on services 
received. This has continued throughout 2013 and parents have contributed 
to most reviews about children who die beyond the neonatal period. The 
CDOP continues to work closely with the Coronial Service providing coroners 
with information and receiving information from them.  
 

5. The CDOP has held 15 meetings in the past year (including 4 Brighton & 
Hove neonatal panels and 5 East Sussex neonatal panels). 
The main work of the panel is to review the deaths of all children who die 
across East Sussex and Brighton & Hove, on behalf of the two Local 
Safeguarding Children Boards (LSCBs). Between April 2013 and March 2014 
the CDOP was notified of 52 deaths of children who were resident in East 
Sussex (36) and Brighton & Hove (16) which is an increase in numbers of 
deaths since last year. The CDOP has reviewed a total of 44 (26 East Sussex 
& 18 B&H) deaths during 2013/14. There will always be a delay between the 
date of a child’s death and the CDOP review being held; of the 18 Brighton & 
Hove reviews completed in 2013/14 7 were completed within six months. In 
East Sussex 8 out of 26 reviews were completed within six months. This is a 
significant deterioration in performance which can be explained in part by 
sickness on the part of the CDOP administrator. The purpose of the review is 
to determine whether the death was deemed preventable, that is one in which 
there are identified modifiable factors which may have contributed to the 
death. If this is this case the panel must decide what, if any, actions could be 
taken to prevent such deaths in future. Of the 240 deaths reviewed between 
2008 and 2014 thirty have been identified as having factors which may have 
contributed to the death and could be modified to reduce the risk of future 
deaths. Of the eleven reviews that were completed during the year that had 
modifiable factors nine related to babies. Modifiable factors included 
inappropriate sleeping arrangements for babies and high risk pregnancies 
where there were problems with the obstetric and midwifery care. All of the 
cases reviewed were very different and there were no obvious patterns or 
trends that could be identified.   
 

                                              
1
 Jennifer J Kurinczuk & Marian Knight National Perinatal Epidemiology Unit University of Oxford 

Child death reviews: improving the use of evidence Research Brief DfE  October 2013  
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6.  Child Death data 
Total population: In East Sussex, 21% of the population are aged under 
18 years (111,000 out of 527,000) and in Brighton 20% of the population 
are aged under 18 years (55,000 out of 273,000).  This compares to 23% 
for the South East region and for England. (Source: Census 2011)  
 
Table 1 All deaths notified to CDOP from 1st April 2008 to 31st March 

2014 

  
1/4/08- 
31/3/09 

1/4/09-
31/3/10 

1/4/10-
31/3/11 

1/4/11-
31/3/12 

1/4/12-
31/3/13 

1/4/13-
31/3/14 

Total 

East Sussex 37 37 26 33 26 36 195 

Brighton & 
Hove 

16 20 11 21 18 16 102 

 

Deaths notified to CDOP in East Sussex increased last year whilst Brighton & 
Hove showed a slight decrease. Both changes are within the expected range 
for both areas. In East Sussex the median figure over the six years is 34.5 
and the mean is 32.5 whilst in Brighton & Hove the mean and median are 
both 17.  Data will need to be monitored for a much longer period before 
trends can be identified. 

 

Chart 1 All deaths notified to CDOP from 1st April 2008 to 31st March 
2013 

 
 

Chart 2 Age at death of all children notified to CDOP 2008 – 2013 
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The age distribution of deaths in children follows an expected pattern linked to 
national trends with most deaths being seen in children in the first month of 
life followed by deaths in the first year of life, with a slight2 increase in deaths 
during adolescence.  

 
 

                                              
2
 This may in part be due to the fact that this is a larger age group 1-4 and 5-9 both span 5 years where 

as 10-17 is an age group spanning 8 years – these age bands are determined by the DfE 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

0

10

20

30

40

50

60

70

80

90

East Sussex B&H

0-27 days

28-364 days

1-4 years

5-9 years

10-17 years


