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1. Introduction 

The death of a child is a devastating loss that profoundly affects bereaved parents/carers as 
well as siblings, grandparents, extended family, friends and professionals who were involved 
in caring for the child in any capacity. Families experiencing such a tragedy should be met 
with empathy and compassion. They need clear and sensitive communication. They also need 
to understand what happened to their child and know that professionals will learn from what 
happened. The process of expertly reviewing all children’s deaths is grounded in deep respect 
for the rights of children and their families, with the intention of preventing future child deaths 
where possible.  

1.2 Overview  

These terms of reference apply to the Bedfordshire & Luton Child Death Overview Panel and 

its constituent agencies. The Child Death Overview Panel has been set up by the Child Death 

Review Partners (BLMK ICB, Luton Local Authority, Bedford Borough Local Authority and 

Central Bedfordshire Local Authority), to review the deaths of all children under the 

requirements of the Children’s Act, 2004 in accordance with Working Together to Safeguard 

Children (2018) & Child Death Review Statutory & Operational Guidance (England) 2018.  

1.3 Purpose  

The key functions of the CDOP are to:  

• Review all child deaths up to the age of 18 years (excluding those babies who are 
stillborn and planned terminations of pregnancy carried out within the law) of all 
children usually resident in the area (and where appropriate as agreed by CDR 
Partners the deaths of non-resident children) irrespective of their place of death 

• Determine if there were modifiable factors which may have contributed to the death 

• Identify patterns or trends in local data and reporting these to the partners   

• Identify and share learning across agencies 

• Identify and advocate for needed changes in legislation, policy and practices, or public 
awareness, to promote child health and safety and to prevent child deaths 

 

1.4 Statutory Requirement 

When a child dies, in any circumstances, it is important for parents/carers and families to 
understand what has happened and whether there are any lessons to be learned. The 
responsibility for ensuring child death reviews that are carried out are held by ‘Child Death 
Review Partners,’ who, in relation to a local authority area in England, are defined as the local 
authority for that area and any Integrated Care Board operating in the local authority area.  
 
The Children Act 2004 requires CDR partners to make arrangements to carry out child death 
reviews. These arrangements should result in the establishment of a Child Death Overview 
Panel (CDOP), or equivalent, to review the deaths of all children normally resident in the relevant 
local authority area, and if they consider it appropriate the deaths in that area of non-resident 
children. The review should then be carried out by a Child Death Overview Panel (CDOP), on 
behalf of CDR partners, and should be conducted in accordance with this guidance and Working 
Together. CDR partner footprints should be locally agreed; they should be aligned to existing 
networks of NHS care and other child services and should take account of agency and 
organisational boundaries. They should cover a child population such Child Death Review that 
they typically review at least 60 child deaths each year. Reviewing at least 60 deaths each year 
will better enable thematic learning in order to identify potential safeguarding or local health 
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issues that could be modified in order to protect children from harm and, ultimately, save lives. 
Professionals in all agencies have a responsibility to notify the relevant CDOP of the death of 
any child of which they become aware, to share information for the purposes of reviewing the 
child's death, and to participate in local review arrangements when they have been involved with 
the child or family. CDOPs should conduct an anonymised secondary review of each death 
where the identifying details of the child and treating professionals are redacted. This review 
should be informed by a standardised output, the draft Analysis Form, from the CDRM. 
 
 
2. The functions of CDOP include: 

 

• to collect and collate information about each child death, seeking relevant information from 

professionals and, where appropriate, family members; 

•  to analyse the information obtained, including the report from the CDRM, in order to 

confirm or clarify the cause of death, to determine any contributory factors, and to identify 

learning arising from the child death review process that may prevent future child deaths; 

• to make recommendations to all relevant organisations where actions have been identified 

which may prevent future child deaths or promote the health, safety and wellbeing of 

children; 

• to notify the Child Safeguarding Practice Review Panel and local Safeguarding Partners 

when it suspects that a child may have been abused or neglected; 

• to notify the Medical Examiner and the doctor who certified the cause of death, if it 

identifies any errors or deficiencies in an individual child's registered cause of death. Any 

correction to the child’s cause of death would only be made following an application for a 

formal correction; 

• to provide specified data, to the National Child Mortality Database via e-CDOP, a national 

standardised reporting  web-based approach; 

• to produce an annual report for CDR partners on local patterns and trends in child deaths, 

any lessons learnt and actions taken, and the effectiveness of the wider child death review 

process; and 

•  To contribute to local, regional and national initiatives to improve learning from child death 

reviews, including, where appropriate, approved research carried out within the 

requirements of data protection. 

Within Central Bedfordshire Bedford Borough and Luton the functions specified in the 

regulations and guidance will be undertaken by the Child Death Overview Panel (CDOP) on 

behalf of the LSCBs.  CDOP will meet approximately every 6 weeks. 

2.1 Operational Responsibilities 

 

• Hold meetings at intervals to be agreed locally to enable the death of each child to be 

discussed in a timely manner.  

• Hold themed meetings where CDR partners arrange for a single CDOP, or neighbouring 

CDOPs, to collectively review child deaths from a cause or group of causes. Such 

arrangements allow appropriate professional experts to be present at the panel to inform 

discussions, and/or allow easier identification of themes when the number of deaths from 

a cause is small.  

• Review relevant environmental, social, health and cultural aspects of each death, to 

ensure a thorough consideration of how such deaths might be prevented in the future.  
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• Determine whether each death had modifiable factors and review the appropriateness of 

agency responses to each death of a child 

• Make appropriate recommendations to BLMK ICB, Bedford Borough Local Authority, 

Central Bedfordshire Local Authority and Luton Local Authority, in order that prompt action 

can be taken to prevent future such deaths where possible.  

• CDOPs should aim to review all children’s deaths within six weeks of receiving the report 

from the CDRM or the result of the coroner’s inquest. The exception to this might be when 

discussion of the case at a themed panel is planned. (See below for more information on 

themed panels). 

• Parents/Carers should be informed by their key worker that the review at CDOP will 

happen, and the purpose of the meeting should be explained. Care and compassion are 

needed when informing parents/carers about the meeting and its purpose, to avoid adding 

to parents’/carers’ distress or giving the impression in error that the parents/carers are 

being excluded from a meeting about their child. It should be made clear that the meeting 

discusses many cases, and that all identifiable information relating to an individual child, 

family or carers, and professionals involved is redacted.  

• In practice, the majority of cases will occur in one or two geographical areas. In all cases, 

the CDR partners for the area where the child is normally resident are responsible for 

ensuring that a child death review takes place. It is possible that in some circumstances 

learning may be obtained in more than one area. These decisions can be decided between 

CDR Partners, with one area coordinating the discussion and the others contributing. 

• Child Death Review it should also be explained to parents/carers that because of the 

anonymous nature of the CDOP review, it will not be possible to give them case specific 

feedback afterwards. Parents/Carers should be assured that any information concerning 

their child's death which they believe might inform the meeting would be welcome and can 

be submitted to the CDOP Manager/Coordinator. CDOPs should assure themselves that 

the information provided to the panel provides evidence that the needs of the family, in 

terms of follow up and bereavement support, have been met. 

2.2 Governance and Accountability  

• The Child Death Review Panel is accountable to the Integrated Care Board (ICB) and 

the Local Authorities (LAs).  

• A concise summary of the key points from each panel will be provided to the CDOP 

chair and panel members.  

• The Child Death Review Panel will provide annual reports to the ICB and LAs, 

summarising any recommendations from the reviews of child deaths.  Is this correct? 

• CDOP action plan will be developed annually and reviewed every six months within 

CDOP panel.  

2.3 Panel Membership  

• Public Health (Chair) (Core) 
• Public Health Rep from each LA (Core) 
• Designated Doctors for Child Deaths (Core) 
• Hospital Clinician (Core – one Rep) 
• Safeguarding (Designated Nurses) (Core - Rep) 
• Lead Nurse for Child Deaths (Bedford and L&D Hospital, Hospice) (Core – one Rep) 
• Children’s Services – Beds, CBC and Luton (Core) 



 
 

Version 3 – November 2022 
 

• Primary Care (Health Visitor) (Core) 
• Lay Representation (as available) 
• Nursing and/or Midwifery (as required) 
• Police (as required) 
• Ambulance Services (as required) 
• Coroner’s Office (as required)  
• Education (as required)  
• Housing (as required)  

 
In addition to the core membership, relevant experts from health and other agencies will be 

invited as necessary to inform discussions.  

2.4 Panel members responsibilities 

Members of the Panel have been appointed in order to bring specific areas of knowledge and 

expertise to the review process.  In addition, they will act as a conduit for ensuring information 

is disseminated and actions are progressed within their organisation/agency as required.   

 

The Chair of CDOP is responsible for ensuring that CDOP operates effectively and will: 

• Chair the CDOP meetings, encouraging all team members to participate appropriately 

• Ensure that all statutory requirements are met 

• Maintain a focus on preventive work 

• Ensure that members are clear about their role and facilitating resolution of panel 

disputes  

• Ensure that the CDOP process operates effectively 

• Ensure the submission of the annual report to each Partnership agency  

 

The role of the Designated Doctor(s) for Child Death is to:  

• Be informed of all child deaths & review relevant case information  

• Chair meetings to ensure all relevant information has been gathered 

• Prepare and present cases for review at panel in collaboration with CDR 

• Liaise, as appropriate, with regional clinical networks to ensure that themed panels are 
properly co-ordinated 

 

The role of the CDOP Manager/Coordinator should, in conjunction with the Designated 
Doctor and CDOP Chair: 

• Ensure the effective management of the notification, data collection and storage 
systems 

• Ensure the effective running of ordinary and themed panel meetings 

• Be the designated person to whom the child death notification and other data on each 
child death should be sent 

• Allocate a unique identifier number to a deceased child following receipt of the 
Notification Form 

• Seek to establish which agencies have been involved with the child or family either 
prior to or at the time of death and gain receipt of relevant information (Reporting Form) 

• Ensure he effective running of the ordinary and themed panel meetings 

• Liaise with the Chair of the child death review meeting to receive that meeting’s 
summary notes (draft Analysis Form); and 

• Record the CDOP’s conclusions (final Analysis Form) and submit data to the 
Department of Health and Social Care and, once operational, to the National Child 
Mortality Database. 
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The role of the Lead Nurse/Midwife should:  

• Assist CDOP to evaluate health issues relating to the circumstances of the child’s 
death 

• Advise CDOP on nursing/midwifery practices that may have had a bearing on the 
child’s heath or well-being 

• Assist CDOP in developing appropriate preventative strategies 

• Liaise with other nursing and allied health professionals as appropriate 

• Liaise with other midwifery and obstetric colleagues as appropriate; and  

• Assist CDOP in its evaluation of perinatal deaths (antenatal and perinatal care and 
support for the child and mother) 

 

The role of the Hospital Clinician should:  

• Assist CDOP in interpreting medical information (including the post mortem 
examination findings and results of medical investigations) relating to the child’s death; 
and  

• Advise CDOP on medical issues including child injuries and causes of child deaths, 
medical terminology, concepts and practices.  

 

The role of the Police representative should: 

• Provide, as appropriate, CDOP with information on the status of any criminal 
investigation 

• Provide CDOP with expertise on law enforcement practices, including investigations, 
interviews, and evidence collection 

• Assist CDOP to evaluate issues of public risk arising out of the review of individual 
deaths; and  

• Liaise with other Police departments, and the Crown Prosecution Service as necessary 

 

The Children’s Services representatives should:  

• Help CDOP to evaluate issues relating to the family and social environment and 
circumstances surrounding the death 

• Assist CDOP in interpreting information about the social care needs of the child and 
family and any provision of social care services 

• Identify cases that may require a further child protection investigation; and  

• Liaise with other local authority services.  

 

The Education representative should: 

• Assist CDOP in interpreting information about the education needs and the education 
service provided for the deceased child and other children within the household; and 

• Assist CDOP in providing appropriate any strategies to prevent harm 

 

The Lay representative should: 

• Provide additional expertise, for example, through previous professional involvement 
with children and families, experience of local context and services or involvement 
with a voluntary sector organisation; and 

• Be independent of statutory agencies. 
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Quorate 

The Child Death Review Panel will be quorate if there are five or more core members present 

at the meeting and must include attendance by CDOP designated doctors, designated 

safeguarding nurses from health and representation from one local authority. 

 

Decisions and Disputes  

Decisions will normally be reached by consensus. In the event of a disagreement, a vote of 

members will be taken. In the event of a failure to resolve the issue the Chair will have the 

casting vote or discuss with the Designated Doctors for Child 

 

Conflict of Interest  

Panel members must declare any conflict of interest at the outset of each meeting and panel 

members should not lead discussions if they are the named professional with responsibility 

for the care of the child.  

 

Confidentiality  

All information discussed at The Child Death Review Panel is STRICTLY CONFIDENTIAL 

and must not be disclosed to third parties, without discussion and agreement of the Chair.  

 

Publication 

The Bedfordshire Child Death Overview Panel (CDOP) arrangements will be published on 

the Pan Bedfordshire Inter Agency Child Protection Procedures website  

Bedford Borough, Central Bedfordshire and Luton Safeguarding Children Boards 

Procedures (proceduresonline.com) 

and BLMK ICB website https://bedfordshirelutonandmiltonkeynes.icb.nhs.uk/safeguarding-

and-domestic-

abuse/#:~:text=Phone%3A%2001908%20253772%20(office%20hours,doctors%20with%20

a%20safeguarding%20responsibility 

and the Safeguarding Children’s websites https://www.bedford.gov.uk/social-care-health-

and-community/children-young-people/safeguarding-children-board/;  

https://centralbedfordshirelscb.org.uk/lscb-website/home-page; http://lutonlscb.org.uk/ 

 

Review Date and Next Review Date 

The terms of reference of The Bedfordshire CDOP will be subject to an annual review, or more 

frequently, if required.  

 

Next Review Scheduled: November 2023 

 

https://bedfordscb.proceduresonline.com/
https://bedfordscb.proceduresonline.com/
https://bedfordshirelutonandmiltonkeynes.icb.nhs.uk/safeguarding-and-domestic-abuse/#:~:text=Phone%3A%2001908%20253772%20(office%20hours,doctors%20with%20a%20safeguarding%20responsibility
https://bedfordshirelutonandmiltonkeynes.icb.nhs.uk/safeguarding-and-domestic-abuse/#:~:text=Phone%3A%2001908%20253772%20(office%20hours,doctors%20with%20a%20safeguarding%20responsibility
https://bedfordshirelutonandmiltonkeynes.icb.nhs.uk/safeguarding-and-domestic-abuse/#:~:text=Phone%3A%2001908%20253772%20(office%20hours,doctors%20with%20a%20safeguarding%20responsibility
https://bedfordshirelutonandmiltonkeynes.icb.nhs.uk/safeguarding-and-domestic-abuse/#:~:text=Phone%3A%2001908%20253772%20(office%20hours,doctors%20with%20a%20safeguarding%20responsibility
https://www.bedford.gov.uk/social-care-health-and-community/children-young-people/safeguarding-children-board/
https://www.bedford.gov.uk/social-care-health-and-community/children-young-people/safeguarding-children-board/
https://centralbedfordshirelscb.org.uk/lscb-website/home-page
http://lutonlscb.org.uk/
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Appendix 2 – For Information 

 

 

 

 

 

 

 

 


