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Purpose and Executive Summary:   
This paper is a summary of the annual mortality review processes coordinated on 
behalf of the Oxfordshire Safeguarding Adults and Safeguarding Children’s Boards. 
(OSCB & OSAB). There are two multi-agency review processes.  
 
In accordance with the statutory guidance the safeguarding partnership review 
deaths of all children resident in Oxfordshire, identifying themes, modifiable factors 
and any issues that may affect the safety and welfare of children. The Child Death 
Overview Process has been in place nationally since 2008 and is defined in Working 
Together to Safeguard Children (2015). 
 
In 2016 Oxfordshire introduced a ‘Vulnerable Adults Mortality’ subgroup of the 
Oxfordshire Adult Safeguarding Board. This followed a retrospective review that 
formed part of Oxfordshire CCG’s response to the report by Mazars1. This subgroup 
is following the learning disabilities mortality review programme methodology (known 
as LeDeR) commissioned by NHS England in 2015, to ensure that all deaths are 
reviewed in a consistent manner. The group has widened the LeDeR system remit to 
include reviewing the death of anyone with a significant vulnerability that has caused 
the professionals to be concerned about some aspect of care or treatment. This is 
the first year annual report.  
 

                                                 
1
 https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2015/12/mazars-rep.pdf  

https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2015/12/mazars-rep.pdf
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Local review outcomes are submitted nationally and link with the national focus on 
learning from death to inform service delivery, design and commissioning.  
 
The numbers of deaths within Oxfordshire is small.. This limits the potential to 
generalise locally. Therefore this report presents the local trends and areas of 
learning that were considered to be of significance to the Board. 
 
 

Engagement: clinical, stakeholder and public/patient: 
The findings from the mortality review processes have been shared with the 
Oxfordshire Safeguarding Children and Adult Boards and with the Transforming 
Care Board. These boards all include lay members, community groups and experts 
by experience. 
 
Ongoing discussions are planned to promote greater engagement by family and 
community representatives in the impact and outcome of these review processes. 
 
 

Financial Implications of Paper: 
OCCG actively contributes to the safeguarding boards and receives funding from 
NHS England to support primary care in fulfilling their safeguarding responsibilities. 
 
 
 

Action Required:   
The Safeguarding Team supports continued compliance with safeguarding 
requirements. The board are asked to note and approve the contents of the report. 
 
 

OCCG Priorities Supported (please delete tick as appropriate) 
 Operational Delivery 
 Transforming Health and Care 
 Devolution and Integration 
 Empowering Patients 
 Engaging Communities 
 System Leadership 

 

Equality Analysis Outcome:   
Safeguarding teams ensure vulnerable groups feel safe from harm.  The CCG seeks 
assurance that within the partnership, health teams are contributing effectively. 
 

Link to Risk: 
This paper forms a part of the evidence against risk AF22. The report provides an 
update on safeguarding issues and actions being taken to promote and support 
safeguarding activity. 
 
 

Author: Alison Chapman, Safeguarding Lead and Designated Nurse, 
alison.chapman@oxfordshireccg.nhs.uk 
 

mailto:alison.chapman@oxfordshireccg.nhs.uk
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Clinical / Executive Lead:  
Dr Meriel Raine and Dr Sarah Ledingham, Names GPs for Safeguarding   
Sula Wiltshire, Director of Quality  
 

Date of Paper:  17 July 2018 
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Oxfordshire Child Death Overview Process 2017/18 
 
In 2006 the Local Children’s Safeguarding Boards were required under section 14 
(2) of the Children Act 2004 2 to establish a panel that would review every child 
death in their local area. These regulations were further developed in Working 
Together to Safeguard Children (2015)3.  
 
The annual report of the Oxfordshire Child Death Overview Process (CDOP) sets out 
the CDOP work carried out during 2017-2018. The report discusses activity, 
functions, processes and analysis. It reviews the recommendations from the year 
2017-2018 and makes recommendations for 2018-2019. 
 
Deaths in children are always very distressing for parents, carers and clinical staff. 
Developing an overview of the confirmed causes of childhood deaths can lead in 
some instances to the prevention of future harm. In accordance with the statutory 
guidance we review deaths of all children resident in Oxfordshire, identifying themes, 
modifiable factors and any issues that may affect the safety and welfare of children. 
In particular we aim to develop a more detailed understanding of the causes of death 
and, where appropriate, take forward recommendations made by the panel to 
influence strategic changes and practice. 
  
The CDOP is made up of representatives from the agencies that comprise the 
Oxfordshire Safeguarding Children Board.. Representation from agencies and 
professionals is consistently good. 
 
The Department for Education (DfE) is the statutory reporting agency for child deaths 
and produces national statistics in relation to child deaths. The last reporting period 
was to 31t March 2017. This information is collated from the annual return from each 
CDOP 4.  
 
The following shows the current data from the collated returns; 
There were 3,575 child death reviews carried out nationally in 2016/17. Of these: 

 27% were identified as having modifiable factors 

 64% of deaths were of children under 1 year of age 

 Of the 2,931 deaths in the medical category, which includes 
perinatal/neonatal event, chromosomal, genetic and congenital abnormalities, 
infection, malignancy, acute medical or surgical condition and chronic medical 
condition, only 20% were identified as having modifiable factors 

 
The local variability is not statistically significant, due to low numbers (fewer than 50). 
 
In 2017-2018 there was found to be no increase in the number of identified 
modifiable factors. 
 
The majority of child deaths reviewed occurred in a medical (hospital and hospice) 
setting. Deaths in this environment were found to have the lowest number of 

                                                 
2
 http://www.legislation.gov.uk/ukpga/2004/31/pdfs/ukpga_20040031_en.pdf 

3
 https://www.gov.uk/government/publications/working-together-to-safeguard-children--2 

4
 https://www.gov.uk/government/statistics/child-death-reviews-year-ending-31-march-2017 

https://www.gov.uk/government/statistics/child-death-reviews-year-ending-31-march-2017
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modifiable factors. Deaths involving deliberately inflicted injury, abuse or neglect 
were the lowest reported category. Sudden unexpected and unexplained deaths 
were found to have the highest degree of modifiable factors. 
 

 Boys’ deaths have consistently accounted for over half of deaths reviewed.  

 In the year ending 31 March 2017 more modifiable factors were identified in 
reviews of boys’ deaths (28%) than in girls’ deaths (27%) although this is not 
a significant difference. 

 The age group where child death reviews identified the highest proportion as 
having modifiable factors were children aged 28 to 364 days (37%) and the 
lowest were those aged 5 to 9 years (20%).  

 

In 2017-2018, 84 child deaths were reported to the Oxfordshire CDOP and were 
discussed with the Designated Doctor for child deaths. 34 of the child deaths 
reported were of children normally resident in Oxfordshire and 50 of the deaths were 
of children normally resident in other counties. The information on each child’s death 
is collected and collated. Information relating to the death of non-Oxfordshire 
children is passed to the relevant single point of contact for child deaths in the child’s 
normal area of residence. The responsibility for reviewing the death of an out of 
county childsits with the CDOP that covers the area of the child’s normal residence. 
However,  in its annual return to the Department for Education Oxfordshire reports 
on the number of deaths of non-Oxfordshire children that die in Oxfordshire. The 
deaths of 40 children whose usual residence was in Oxfordshire were reviewed, 
some of which were carried over from previous years.  
 
Of the child deaths reviewed in 2017-2018, 14 (35%) were identified as the expected 
deaths of children dying from life limiting conditions and 16 (40%) were identified as 
having perinatal or neonatal causes. 14 children died unexpectedly.  In every case a 
response process was undertaken to ensure family, community and service support 
alongside appropriate investigations. 
 
In each child death review process the panel is required to assess potential factors 
that may have impacted on the death or the circumstances leading to the death. 
These are described in the national data set as “those in which modifiable factors 
may have contributed to the death”. These factors are defined as those which by 
means of nationally or locally achievable interventions could be modified to reduce 
the risk of future child deaths5.” These include factors in the family, environment, 
parenting capacity and service provision.  
 
In the year 2017-2018 the CDOP panel concluded that in 35% of cases reviewed 
there were modifiable factors. The following were identified that contributed to or 
caused the death.  
 
Modifiable factors identified were: 
• Co sleeping 
• Smoking  
• Housing issues 

                                                 
5
 http://www.workingtogetheronline.co.uk/chapters/chapter_five.html 

 

http://www.workingtogetheronline.co.uk/chapters/chapter_five.html
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• Infection guidelines/ sepsis guidelines not being followed 
• Consanguinity 
 
In 2017-2018 Oxfordshire contributed anonymised data to the following local and 
national campaigns: 
 
• Co-sleeping 
• Water safety 
• Suicide prevention 
 
As a result of other identified modifiable factors, the following specific 
recommendations were made by the CDOP: 
 

• When sepsis may be suspected the importance of sharing of information 
about baseline observations between episodes of care delivered by the 
out of hours service and GP services was highlighted. This has been 
incorporated into Sepsis training for GPs and out of hours services. 

• Increased awareness of dangers of hot weather for infants – both from co-
sleeping and open windows led to public health messages being circulated 

• Temporary housing has been a repeated theme – to date there is no direct 
link between this and the child’s death. CDOP will share this information 
with OCC and will monitor this trend. 

• The content and use of Advance Care Plans (ACPs) has been found to 
vary. Actions have been agreed by panel members to review the use of 
ACPs and this information is now recorded in the mortality and morbidity 
minutes 

 
Oxfordshire Vulnerable Adults Death Review Process (LeDeR methodology) 
 
The annual report of the Oxfordshire Vulnerable Adult Mortality subgroup sets out 
the work carried out during 2017-2018. The report discusses activity, functions, 
processes and analysis. It reviews the recommendations from the retrospective 
Mortality Review in Oxfordshire report (2015-16) and makes recommendations for 
2018-2019. The full report is available on the OCCG website 
(http://www.oxfordshireccg.nhs.uk/news/oxfordshire-review-into-deaths-of-people-
with-learning-disabilities/67462 ) 
 
The Learning Disability Mortality Review Programme (also known as LeDeR) was 
established to drive improvement in the quality of health and social care service 
delivery for people with learning disabilities (LD) by looking at why people with 
learning disabilities typically die much earlier than average. The Oxfordshire VAM 
steering group has worked hard to ensure they incorporate this methodology into its 
review processes over the past 12 months. On May 4 2018 the first annual report 
was published.  
 
Within Oxfordshire the panel were notified of 29 deaths requiring review. 17 
vulnerable adult reviews were completed in 2017-18.   
 
The reviews suggest that people with learning disabilities in Oxfordshire: 

http://www.oxfordshireccg.nhs.uk/news/oxfordshire-review-into-deaths-of-people-with-learning-disabilities/67462
http://www.oxfordshireccg.nhs.uk/news/oxfordshire-review-into-deaths-of-people-with-learning-disabilities/67462
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• Generally die of the same conditions as the wider population (the leading 
causes of death were pneumonia, cancer and heart disease).  

• Die younger than the wider population, although over half died aged 60 or 
above and a third died aged 70 or above; 

 
Local findings differed from the national picture.  It is important to note that as there 
were small numbers locally it is not possible to draw statistically significant 
conclusions. 
The most common causes of death locally were: 
 

• Pneumonia  
• Cancer 
• Cardiac disease  

 
The average age of death for those people who were reviewed was 60. Nationally 
this was 58.  
 
The most common place of death was hospital, followed by home and hospice. 
 
The review found some good practice and some areas for improvement. 
The key recommendations from the report are that health and social care 
organisations need to:  

• Strengthen links between support workers, families and health teams; 
• Ensure appropriate use Mental Capacity Assessments. 
• Make sure health assessments are being done, that health actions plans 

are produced and that these lead to proactive care; 
• Improve the way services support people at key points of transition, 

particularly where this involves a person moving from child to adult 
services. 

The findings and recommendations of the report have been shared with providers, 
commissioners, representatives of people with learning disabilities and their family 
carers via the Transforming Care Partnership Board. 
 
The VAM report shows that further action is needed in Oxfordshire to improve health 
and care services for people with learning disabilities.  People who work in services 
need to be aware of the actions they can take to improve care and of the factors 
which mean people with learning disabilities can be at risk of poor health and / or die 
too young 
 
The VAM group and the Transformation Board have undertaken to ensure that the 
local learning and the learning from the recently published National report are 
incorporated into work plans for 2018-2019.. Oxfordshire CCG (which coordinates 
VAM reviews ) is also talking to representatives of people with learning disabilities 
and family carers about how ’experts by experience‘ (people with lived experience of 
learning disability and their family carers) can be more involved in the review 
process, particularly when the person who has died does not have any immediate 
relatives. This is to make sure that the insight and expertise of people with lived 
experience informs the review and any subsequent recommendations for improving 
care. 
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Conclusion 
The CDOP process has been improved in 2017-18 following the procurement of a 
cloud based support system. Local services have been seen to provide coordinated, 
effective and timely support to families at the time of their bereavement. The ongoing 
commitment to organ and tissue donation activity in children remains a significant 
strength in Oxfordshire. 
 
A common theme across both review processes is a need to improve proactive and 
collaborative end of life plans and advanced care plans. During 2018-19 this theme 
will be analysed more formally and recommendations made to promote good 
practice.  
 
It is anticipated that in 2018/2019 there will be discussion between Oxfordshire CCG 
and neighbouring CCGs regarding possible collaboration to meet the requirements 
of the new Child Death Review Guidelines for CDOPs to serve a larger population.  
 
Over this year partnership have developed, which will facilitate joint learning and 
promote more coordinated care for the individuals with care and support needs. 
Ensuring that mental capacity assessments are completed in a timely manner will 
need commitment from all agencies.  
 
The review processes have raised the level of understanding and awareness about 
care and support needs with the local area. 


