
Child Death Overview Panel (CDOP) 
The Child Death Overview Panel (CDOP) is the inter-agency forum that meets every 
two months to review the deaths of all children normally resident in Brighton & Hove.  
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. These are factors defined as those, where, if actions 
could be taken through national or local interventions, the risk of future child deaths 
could be reduced. If this is this case the Panel must decide what, if any, actions could 
be taken to prevent such deaths in future. 
 
Between April 2017 and March 2018, the CDOP was notified of 8 deaths of children 
who were resident in Brighton & Hove which is a continued decrease in numbers of 
deaths since last year. The CDOP met 6 times during the year to discuss child 
deaths in Brighton & Hove with one meeting to discuss neonatal deaths. The CDOP 
has reviewed 9 deaths from Brighton & Hove during this period, (there will always be 
a delay between the date of a child’s death and the CDOP review being held).  

Of the reviews completed in 2017/18, 3 (33%) were completed within six months 

with the remaining six being completed within the year. 
 
 
Age profile of deaths notified to CDOP 

Over the 10-year period April 2008 – March 2018 CDOP were notified of 152 
deaths. 
  

On average, 15 deaths per year are notified to CDOP for Brighton & Hove.  

 

During the 10-year period around 3 in 5 deaths (55%) notified for Brighton and 

Hove were for babies aged under 28 days compared with the average in England 

which is 43%.   
 
The reasons for this are not known. There are no significant differences in the rates 
of deaths for the other age groups 
 
 
Local Developments, Challenges and Achievements 
During the last year the CDOP co-ordinator function has been fulfilled by the CDOP 
co-ordinator for West Sussex CDOP. This has been a positive development and 
currently the three LSCBs are considering whether there could be closer working 
arrangements in the future which would enable all three areas to meet the 
requirements of the new national guidance for CDOPs. An example of improved joint 
working across the three LSCBs has been the work undertaken in the last year on 
deaths from suicide. As all three LSCBs had experienced a number of such deaths, 
some of which have required serious case reviews, there was some co-ordinated 
work across the three LSCBs. All areas felt there was merit in better linking work on 
children and young people to improve our learning about risk and preventative 
factors.  
 
 

 


