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Foreword from the Independent Chair of the Child Death Overview Panel 
 

This is my first report as Independent Chair for the Shropshire, Telford and Wrekin Child 

Death Overview Panel (CDOP).  

 

The pressures on public sector services have been immense, yet the commitment to 

safeguarding our children has never wavered. This report reflects not only the hard work 

and professionalism of all involved but also the significant strides we have made 

together. 

 

Throughout the past year, all those involved have navigated complex and often heart-

wrenching cases with unwavering professionalism. The dedication of all staff, from 

frontline workers to administrative support, has been nothing short of exemplary. Their 

tireless efforts ensure that every child’s death is thoroughly reviewed, with lessons 

learned to prevent future tragedies. At the same time, the ongoing pressures on public 

sector finances continue to place increasing expectations on services. 

 

Whilst we continue to seek improvements in child death review processes, the 

appointment of a Designated Doctor for Child Deaths across Shropshire, Telford and 

Wrekin will make a real difference. We look forward to this position being filled during the 

next year, together with the appropriate administrative support, which will bring us into 

line with the national guidance. 

 

I would like to finish by thanking all those involved in the child death review process 

including panel members, professionals, and in particular Sarah Gray, the Specialist 

Nurse for Child Death for NHS Shropshire, Telford and Wrekin, who has been 

instrumental in picking up the CDOP mantel since my appointment in March 2024.  

 

 

Mike Leaf 

Independent Chair of the Shropshire, Telford and Wrekin CDOP  
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Section 1: Executive Summary 
 

There is a legal requirement for statutory partners to make arrangements to carry out 

child death reviews. These arrangements should result in the establishment of a) a 

CDOP, or equivalent, to review the deaths (excluding infants live-born following planned, 

legal terminations of pregnancy, and stillbirths) 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 focus of the CDOP should be on identifying any modifiable 

factors that may help prevent unnecessary future child deaths or harm. 

 

For Shropshire, Telford and Wrekin, during 2023/24, the responsibility for reviewing 

child deaths sat with NHS Shropshire, Telford and Wrekin (NHS STW), Shropshire Council 

and Telford & Wrekin Council. 

 

The purpose of this Annual Report 

This report has a number of specific purposes, including to: 

• Clarify and outline the processes adopted by the Shropshire, Telford and Wrekin 

CDOP. 

• Assure the child death review partners and stakeholders that there is an effective 

inter-agency system for reviewing child deaths across Shropshire, Telford and 

Wrekin, which meets national guidance. 

• Provide an overview of information on trends and patterns in child deaths 

reviewed across Shropshire, Telford and Wrekin during the last reporting year 

(2023/24). 

• Highlight issues and themes arising from the child deaths reviewed. 

• Report on achievements and progress from last year’s annual report. 

• Make recommendations to agencies and professionals involved in children’s 

health, wellbeing and safeguarding across Shropshire, Telford and Wrekin. 

 

Achievements during 2023/24 

Over the period covered by this report, the CDOP has achieved the following: 

• Engaged with other CDOPs, across the West Midlands region and nationally, to 

share good practice. 

• Circulated good practice, learning and resources across Shropshire, Telford and 

Wrekin. 

• Provided support and guidance to local providers on processes. 

• Ensured that relevant key public health messages such as safer sleep messages 

were being promoted in a consistent way across Shropshire, Telford and Wrekin. 

• Engaged Primary Care in the Asthma Review Quality Improvement Project.  

• Established quarterly multi-agency child death workshops, with system and 

regional partners, addressing key themes from child deaths to develop a system 

action plan. 

• Undertook an independent review of local child death review processes. 
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Section 2: Overview and Processes 

 

Child Death Overview Panel (CDOP) membership 

The Shropshire, Telford and Wrekin CDOP has a core membership of: 

• Independent chair  

• Detective Inspector, West Mercia Police  

• Named Doctor for CDOP and Safeguarding Children, Associate Specialist 

Community Paediatrician, Shropshire Community Health NHS Trust (SCHT) 

• Nurse Specialist, Child Death Reviews, SCHT 

• Consultant Paediatrician and Neonatologist, Shrewsbury and Telford Hospitals 

NHS Trust (SaTH) 

• Consultant Paediatrician, SaTH 

• Matron, Neonatal Services, SaTH 

• Matron, Paediatrics, SaTH 

• Designated Nurses for Children’s Safeguarding 

• Divisional Director of Nursing - Women’s and Children’s, SaTH 

• Specialist Midwife – Bereavement, SaTH 

• Service Delivery Manager, Children’s Social Care, Shropshire Council 

• Service Delivery Manager, Children’s Social Care, Telford & Wrekin Council 

• Neonatal Link Nurse, Hope House Hospice 

• Public Health Practitioner, Telford & Wrekin Council 

• Healthy Child Programme Coordinator (ages 0 - 5), Public Health, Shropshire 

Council 

• CDOP Administrator and Secretary to Designated and Named Nurses, SCHT 

 

Other members can be co-opted as and when necessary. 

 

Agency representation meetings  

For the year 2023/24, there has been good agency representation. Membership will be 

continually reviewed to ensure that there continues to be representation from all 

professional perspectives and geographies.  

 

The Shropshire, Telford and Wrekin CDOP also continues to be represented at the West 

Midlands CDOP Network meetings.  

 

Notification process 

The notification process via the e-form on the eCDOP system is working well for all teams 

when notifying a death.  

 

When Shropshire, Telford and Wrekin child deaths occur out of area, the CDOP has 

sometimes been notified by hospitals and the CDOP contacts out of the area, as well as 

Shropshire, Telford and Wrekin agencies.  

 

This continues to demonstrate good communication between local organisations and the 

CDOP within Shropshire, Telford and Wrekin. Many of the deaths notified within a 



 

 

 5 

particular year are not reviewed in the same year because of other review processes, 

including inquests, criminal processes, post-mortems and internal review processes such 

as Serious Incident Reviews and Perinatal Mortality Reviews.  

 

Links to coroners and registrars 

There continues to be an excellent working relationship with the coroners within 

Shropshire, Telford and Wrekin, as well as good engagement with Shropshire, Telford 

and Wrekin registrars.   

 

Communicating with parents, families and carers    

The Shropshire, Telford and Wrekin CDOP leaflet, ‘What we have to do when a child dies’, 

is distributed by the registrars to families, along with a list of support resources to enable 

them to exercise some choice if they want to pursue bereavement support. Many will 

already have had contact with bereavement support resources through the hospitals, but 

the opportunity to access alternative or additional support is enabled through the 

provision of this information. 

  

‘When a child dies – a guide for parents and carers’ is a newly produced leaflet and 

should be provided to all bereaved families or carers: 

https://www.lullabytrust.org.uk/wp-content/uploads/parent-leaflet-child-death-

review.pdf. The leaflet provides a detailed explanation of many of the processes 

associated with a child’s death and contains contact details of the CDOP admin for 

further support and advice. 

 

Deaths involving reviews and investigations 

Child deaths are considered at panel once all relevant investigations and reports have 

been completed. These include deaths that have been the subject of a child 

safeguarding practice review (previously a serious case review (SCR), critical incident 

review or any learning review.  

 

This approach is consistent with that undertaken across the West Midlands and much of 

England. This may, on occasion, result in a delay between notification and completion 

that exceeds the specified six-month timescale. The CDOP will continue to monitor this 

process. 

 

National Child Mortality Database 

Data collected by the National Child Mortality Database (NCMD) is collated and released 

on a quarterly basis, with the annual set of data already released for 2023/24 included 

in this Shropshire, Telford and Wrekin CDOP annual report. The NCMD produces a 

regional comparative document usually published in Autumn. 

 

The NCMD has developed some quality standards for notifications, reporting and 

analysis. Within the Q4 report for this year, all criteria were met. 

  

Achievements during 2023/24 

Over the period of time covered by this report, the CDOP has achieved the following: 

https://www.lullabytrust.org.uk/wp-content/uploads/parent-leaflet-child-death-review.pdf
https://www.lullabytrust.org.uk/wp-content/uploads/parent-leaflet-child-death-review.pdf
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• Engaged with other CDOPs, across the West Midlands region and nationally, to 

share good practice. 

• Circulated good practice, learning and resources across Shropshire, Telford and 

Wrekin, including: 

o Safer sleeping advice and training from The Lullaby Trust. 

o Road safety communications through 7-minute social media briefings. 

o West Midlands Ambulance Service (WMAS) carrying certain treatments. 

o Introduction of child mortality workshops to share good practice etc. 

o Asthma audit on blue inhaler use and the need for regular reviews and 

additional reviews if increased repeat prescriptions for blue inhalers. 

o Exploration of child death process of notification in education and 

improvements to identifying siblings and other family members who 

may need support including those that may reside in other areas. 

• Provided support and guidance to local providers on processes. 

• Ensured that relevant key public health messages such as safer sleep messages 

were being promoted in a consistent way across Shropshire, Telford and Wrekin. 

• Engaged Primary Care in the Asthma Review Quality Improvement Project.  

• Established quarterly multi-agency child death workshops, with system and 

regional partners, addressing key themes from child deaths to develop a system 

action plan. 

• Undertook an independent review of local child death review processes. 

 

Shropshire, Telford and Wrekin overview 

The following is an overview of the child deaths in Shropshire, Telford and Wrekin during 

the period of 2023/24. (Previous year’s figures in [brackets]): 

• 53% of deaths reviewed were completed within 12 months [63%] 

• 60% of deaths were children under 1 year of age [53%] 

• 69% of deaths had modifiable factors identified [67%]. 

 

The modifiable factors identified for Shropshire, Telford and Wrekin, for 2023/24 

include: 

• high BMI of pregnant mothers 

• unsafe sleeping arrangements 

• smoking (including mother or both parents) 

• use of alcohol 

• mental health challenges for mother 

• illegal drug use. 

 

Section 3: Priorities, Recommendations and Acknowledgements 
 

Priorities for 2024/25 

We have identified the following priorities for 2024/25: 

• Review the current processes with a purpose of identifying areas of improving 

effectiveness and efficiency. 

• Maximise the impact of the child death workshops and thematic action plan. 

• Improve the quality and frequency of analysis forms from child death review 

meetings. 

• Provide assurance that multi-agency partner strategies are in place to address 

modifiable factors. 
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• Develop a risk register so that mitigating action can be progressed. 

• Implement the key findings of the independent review on child death review 

processes. 

• Establish a business group to oversee these processes. 

 

Recommendations for strategic partners 

Local safeguarding and health and wellbeing partners are asked to:  

1. Note the contents of this annual report, and note that Shropshire, Telford and 

Wrekin has robust processes for oversight and undertaking child death reviews. 

2. Continue to assure themselves that through the various strategic partnerships 

there is an adequate coordinated approach to: 

o Sustaining reviews of children with asthma and a communications 

campaign ‘too much blue’. 

o Reducing deaths from road traffic accidents. 

o Strengthening processes around the clinically deteriorating child. 

o Reducing smoking in pregnancy and at the time of delivery.  

o Prenatal education and information. 

o Continuing to address unsafe sleeping. 

o Improving children’s mental health and wellbeing, including neurodiversity. 

 

Acknowledgements  

As noted in the foreword, much of the business of the CDOP is dependent on the 

continued support of panel members and the administrative support. Thank you to the 

panel members for their continued support and especially Sarah Gray who has been 

instrumental in picking up the CDOP mantel, in addition to the senior leadership support 

at NHS STW and both local authorities. 

 

Section 4: Data and Analysis 
 

It should be noted that it is often difficult to make clear conclusions analysing data from 

a relatively small number of cases reviewed each year. The learning from each individual 

case is noted at each CDOP meeting, with the appropriate action taken at that time.  

 

Death Notifications 
 

It should be noted that the majority of deaths occurring in any one year, are not reviewed 

by the CDOP within the same year, due to additional processes, including inquests, 

criminal processes, post-mortems, and internal reviews such as Serious Incident 

Reviews, many of which are outside the control of CDOP. 

 

Death notifications 2023/24 

During the year 2023/24, 40 child deaths were notified to the CDOP across the two local 

authority areas. Figures 1 and 2 show the numbers and percentage split of the deaths 

notified to the CDOP administration by local authority areas. It can be seen that the 

proportion split between local authority areas in the year being reported and the previous 

five years is similar.  
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Figure 3 shows an increase in child deaths in the last three years (2021/24) compared 

to the previous three years (2018/21). In addition, in the last three years, there have 

been disproportionately more child deaths in Telford & Wrekin, overtaking Shropshire in 

overall numbers. Nationally, there was a reduction in child deaths during the Covid 

pandemic, and this might be one explanation, but figures will continue to be monitored to 

determine any pattern.  

 

 
 

 

Notified deaths by age 

The majority of deaths (60%) involve the under 1 age group (Shropshire 63.1%, Telford & 

Wrekin 57.2%). This has been the same pattern over the last six years, where the 

average was 65.1% reviewed in this age group. This follows the national pattern. 

Nationally for the year 2023/24, the NCMD reported 60.8% for this age group. The 

higher number of deaths in the three most recent years appear to be driven by increases 

in deaths in most age groups (Figure 4).  

 

19, 
47%

21, 
53%

Fig 1: Deaths occuring 
between 2023-24
by Local Authority 

Shropshire

Telford &
Wrekin
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The split by local authority area is shown in Figure 5, below. 

 

 
 

Notified deaths by gender 

Figure 6 shows the gender split for overall deaths occurring in this reporting year. It 

shows that more males died in the year, which follows the same pattern as in the 

previous five years and is a pattern seen nationally. Babies that exhibit characteristics of 

both males and females at birth may not have a gender identified, and known as 

indeterminate (i.e., gender could not be determined).  
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Figure 7 shows the deaths by gender and local authority area for 2018/23. 

 

 
 

Reviewed Deaths 
During the year 2023/24, 32 child deaths were reviewed by CDOP across the two local 

authority areas, and at the end of 2023/24 there were 59 cases in the Shropshire, 

Telford and Wrekin area still waiting to be brought to panel, which is a slight increase 

from the 51 in the previous year. Many of these cases underwent additional processes, 

including inquests, criminal processes, post-mortems, and internal reviews such as 

Serious Incident Reviews. As a result, most deaths occurring in a given year are not 

reviewed within that same year. 

11, 27%

1, 3%
28, 70%

Fig 6: Deaths by Gender

Female

Indeterminate

Male



 

 

 11 

 

Reviewed deaths by category 

Part of the process of the CDOP is to categorise the death in accordance with nationally 

determined categories (see appendix i). Figure 8 shows that in this reporting year, the 

highest number of deaths reviewed at panel were perinatal/neonatal cases, followed by 

chromosomal, genetic and congenital anomalies, and malignancy. 

 

 

Figure 9 shows the deaths by category over a four-year period to highlight a clearer 

pattern. It shows that the two leading categories in terms of the number of deaths 

reviewed during this period are perinatal/neonatal cases, followed by chromosomal, 

genetic and congenital anomalies. This is not surprising, as the majority of deaths occur 

in the under-one age group, which aligns with the national pattern. 
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Reviewed deaths by place  

The majority of child deaths occur in a hospital setting, with most of these taking place in 

perinatal, neonatal, maternity or labour units. Figure 10 shows the places of deaths, both 

inside and outside the hospital setting, highlighting that the largest number of deaths 

outside the hospital occur in the home of normal residence. 

 

 
 

As shown in Figure 11, nine initial collapses occurred at home, so when considered 

alongside the data in Figure 10, it suggests that five of those children were transferred to 

hospital before death.  
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Reviewed deaths by ethnicity 

During 2023/24, 24 of the 32 child deaths that were reviewed were categorised as 

White, 3 had their ethnicity recorded as Black/Black British, 3 had their ethnicity 

recorded as Asian/Asian British, and 2 were  

identified as mixed race or other.  

 

In an attempt to provide a wider comparative context, the ethnicity profiles covering the 

years 2019-24 are shown in Figure 13. The ethnicity breakdown over these five years 

shows ethnicity numbers split by local authority area. 86% of reviewed deaths were from 

the White population over this period, 4.1% Black/Black British, 3.3% Asian/ Asian 

British, 4.1% identified as mixed race and 2.5% as other or unknown. 

 

Shropshire has fewer non-white deaths than Telford & Wrekin, which may reflect the 

demographics of both areas. Further analysis would be required to determine statistically 

whether there is any relationship between ethnicity and child deaths. This may be 

difficult to demonstrate in a single year, requiring analysis over a longer period of time. 
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Reviewed deaths with modifiable factors  

A modifiable factor is one which may have contributed to the death of the child and 

which, by means of locally or nationally achievable interventions, could be modified to 

reduce the risk of future child deaths.  

 

Overall, the modifiable factors identified for Shropshire, Telford and Wrekin during 

2023/24 included:  

• high BMI of pregnant mothers 

• unsafe sleeping  

• smoking (including mother or both parents) 

• use of alcohol 

• mental health challenges for mother 

• illegal drug use. 

 

Most of the learning from service issues are identified prior to coming to the CDOP and 

are picked up through internal, and often external, reviews. Frequently, the CDOP will 

identify additional learning that is fed back to individual services. 

 

Time taken to review cases 

According to the NCMD, during 2023/24, the Shropshire, Telford and Wrekin CDOP has 

tended to take less time (328 days) to bring cases to panel from initial notification 

compared to national data (411 days).  

 

Figure 14 compares the average number of days it takes for a case to be reviewed at 

panel following a death, over the course of the NCMD's operation. It shows that with the 

exception of 2021/22, the Shropshire, Telford and Wrekin CDOP was able to turn around 
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cases quicker than the national average. It can be observed that the trend for the 

average time taken to review cases shows an increase in both local and national figures.  

 

This delay may be due to several factors, with one key issue being the extended time 

required to complete paediatric post-mortems. This is a national challenge caused by a 

shortage of paediatric pathologists, which NHS England is actively working to resolve. As 

a result, coronial investigations can be delayed, leading to delays in presenting the case 

to the CDOP. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 15 below shows a significant reduction in the proportion of cases brought to panel 

within 6 months, along with a corresponding increase in the number of cases taking 

longer than 12 months. There are a range of reasons for this including delays in receiving 

post-mortem results, police/safeguarding enquiries and other complex investigations. 
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Appendix I: Category of Death 
In light of your consideration of the case, categorise the likely cause of death using the 

following schema. 

 

This classification is hierarchical. All relevant categories should be ticked if more than 

one category could reasonably be applied. The uppermost ticked category will be 

recorded as the primary category and others as secondary categories. 

 

Category Name & description of category 

1 Deliberately inflicted injury, abuse or neglect 

This includes suffocation, shaking injury, knifing, shooting, poisoning & 

other means of probable or definite homicide; also deaths from war, 

terrorism or other mass violence; includes severe neglect leading to 

death. 

2 Suicide or deliberate self-inflicted harm  

This includes hanging, shooting, self-poisoning with paracetamol, death by 

self-asphyxia, from solvent inhalation, alcohol or drug abuse, or other form 

of self-harm. It will usually apply to adolescents rather than younger 

children. 

Please choose from the sub-categories below: 

2 (i) Suicide (where the panel feels the intention of the child was to take their 

own life) 

2 (ii) Self-inflicted harm leading to death (where it is unclear if the child's 

intention was to take their own life) 

2 (iii) Death as the result of substance misuse (excluding deaths as a result of a 

deliberate overdose) 

3 Trauma and other external factors, including medical/surgical 

complications/error  

This includes isolated head injury, other or multiple traumas, burn injury, 

drowning, unintentional self-poisoning in pre-school children, anaphylaxis 

& other extrinsic factors. Also includes proven medical and surgical 

complications or errors as the primary cause of death. Excludes 

deliberately inflicted injury, abuse or neglect (category 1). 

4 Malignancy 

Solid tumours, leukaemias & lymphomas, and malignant proliferative 

conditions such as histiocytosis, even if the final event leading to death 

was infection, haemorrhage etc. 

5 Acute medical or surgical condition  

For example, Kawasaki disease, acute nephritis, intestinal volvulus, 

diabetic ketoacidosis, acute asthma, intussusception, appendicitis; 

sudden unexpected deaths with epilepsy. 

6 Chronic medical condition  

For example, Crohn’s disease, liver disease, immune deficiencies, even if 

the final event leading to death was infection, haemorrhage etc. Includes 

cerebral palsy with clear post-perinatal cause. 
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7 Chromosomal, genetic and congenital anomalies  

Trisomies, other chromosomal disorders, single gene defects, 

neurodegenerative disease, cystic fibrosis, and other congenital 

anomalies including cardiac. 

8 Perinatal/neonatal event  

Death ultimately related to perinatal events, e.g. sequelae of prematurity, 

antepartum and intrapartum anoxia, bronchopulmonary dysplasia, 

necrotising enterocolitis, post-haemorrhagic hydrocephalus, irrespective of 

age at death. It includes cerebral palsy without evidence of cause, and 

includes congenital or early-onset bacterial infection (onset in the first 

postnatal week). 

Please choose from the sub-categories below: 

8 (i) Immaturity/Prematurity related 

8 (ii) Perinatal Asphyxia (HIE and/or multi-organ failure) 

8 (iii) Perinatally acquired infection 

8 (iv) Other (please specify) 

9 Infection  

Any primary infection (i.e. not a complication of one of the above 

categories), arising after the first postnatal week, or after discharge of a 

preterm baby. This would include septicaemia, pneumonia, meningitis, HIV 

infection etc. 

10 Sudden unexpected, unexplained death 

Where the pathological diagnosis is either ‘SIDS’ or ‘unascertained’, at any 

age. Excludes Sudden Unexpected Death in Epilepsy (category 5). 

 

 

 

        

 

 

 

 

 

 

 

 

 

 

 

 


