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Child Death Overview Panel: Neonatal Themed Panels Briefing October 2021 
 

1. Introduction 

Since September 2020, the HIPS CDOP has conducted three Neonatal Themed Panels. The 

statutory guidance suggests that themed panels can enable appropriate professional experts to 

be present to inform discussions and easier identification of themes.
1
 

 

Holding these themed panels has enabled constructive discussion regarding potential modifiable 

factors and mapping of what initiatives are already underway across Maternity Services. There is 

recognition of parallel investigations undertaken for neonatal deaths, including the Healthcare 

Safety Investigation Branch, HSIB, which had representatives present at the September 2021 

Panel (see Appendix 1).  

 

 

2. Context of Neonatal deaths in the UK 

2.1 National findings 

Every year MBRRACE-UK produces a “Perinatal Mortality Surveillance” report which provides 

rates for stillbirths and neonatal deaths, and also for these deaths combined; known as ‘extended 

perinatal deaths’
2
. A neonatal death is a baby born at any gestation who lives, even briefly, but 

dies within 4 weeks of birth.  

 

MBRRACE-UK (2021)
3
 identified that 47% of neonatal deaths were caused by extreme 

prematurity or incompatibility with life due to congenital anomalies. The highest rates were those 

combining the following factors: 

 Black or Asian;  

 Mother under 25 or over 35 years; 

 Living in the most deprived areas. 

 

MBRRACE-UK (2021)
4
 reported that there were 1,495 (from 22 weeks) neonatal deaths in the 

UK in 2019. This is a 12% reduction since 2013 (770 deaths).  

 

The National Child Mortality Database (NCMD) Annual Report 2019/2020 notes that there were 

approximately 20% more neonatal deaths registered than reported to the NCMD.
5
   

For perinatal/neonatal events within child death reviews: 

 80% were immaturity/prematurity related; 

 13% were related to perinatal asphyxia; 

 5% were due to perinatally acquired infection.  

 

The vast majority (77%) of deaths in children born after 37 weeks gestation were due to perinatal 

asphyxia or linked to reports of out of hospital delivery, placental abnormalities and antepartum 

haemorrhage. 

 

The NCMD annual report stated that the main modifiable factor for neonatal deaths was noted to 

be in the social environment: smoking by a parent or carer, raised maternal BMI during 
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https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/859302/child-death-review-

statutory-and-operational-guidance-england.pdf 
2
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pregnancy, substance and/or alcohol misuse by a parent or carer, domestic violence, challenges 

with access to services and unbooked pregnancies.
6
 

 

2.2  National recommendations 

MBRRACE-UK (2021)
7
 emphasised the need to: 

 Develop research and interventions to reduce inequalities between women, focusing on 

preventing deaths for those mothers most at risk of their baby dying because of factors 

associated with ethnicity, age and social deprivation. 

 Improve implementation of existing prevention programmes, focusing on research and 

prevention of preterm birth, particularly extremely pre-term birth. 

 Use the MBRRACE-UK guidance to assess signs of life in babies born before 24 weeks. 

 Improve access and support for women aged under 20 or over 35, to ensure they are 

empowered with the right contraception advice and can make informed decisions around 

pregnancy risks.  

 Make information about congenital anomalies a part of all routine pre-conception care for 

women who may be at risk of this outcome when they become pregnant.  

 

MBRRACE-UK (2021)
8
 identified the following areas for improvement:  

 Support poorer women throughout pregnancy, childbirth and early parenting, by ensuring 

the different agencies who support them, from social care to health services, work together.  

 Understand what support women from Black and Asian communities specifically need 

around conception, pregnancy and childbirth.  

 Ensure an examination of the placenta is carried out by a specialist pathologist for every 

baby who dies in a neonatal unit. 

 

 

3. Neonatal deaths across HIPS as reviewed by the CDOP in September 2021 

3.1 Getting the language right: communication and expectations of parents and their understanding 

The Panel considered how professionals talk to parents and find the right way of signposting 

parents to counselling, when declined antenatally.  Professionals should consider whether the 

parents have fully comprehended the risks and the outcome for their baby.  This links to the 

findings of other HIPS Panels in relation to the experience of parents.  

 

Learning (from previous Panels): Empowering parents  

 To make their own choices regarding the progress of their pregnancy can enable the 

parents to move forward in their bereavement journey  

 Professionals work hard to have the conversations with parents to support them in 

accessing genetic testing. This can help parents to gain a greater understanding of the risks 

and to make informed decisions regarding further pregnancies  

 The view of the panel was to encourage the promotion of the ‘Ask 3 Questions’ campaign 

within Maternity Services to support parents to consider their choices:  

 What are my options? 

 What are the pros and cons for each option? 

 What support is available to help me make a decision? 

 

The Panel discussed the use of the Wessex Healthier Together website/app for parents and how 

population profiles can be monitored to identify localities where there could be more intensive 

preventative work. 
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In previous Panels, there were some cases which caused concern due to parents potentially 

delaying accessing services because of the COVID-19 pandemic or how the services themselves 

were being delivered differently during this time for Maternity Services and in how they were able 

to meet with bereaved families.  

 

As part of the September CDOP, there was a presentation by the Healthcare Safety Investigation 

Branch (Appendix 1). This highlighted the findings from reviews into deaths during COVID-19, 

including how deaths related whether issues were pre-existing, exacerbation during the 

pandemic, or specific to COVID-19.  The themes covered guidance, risk management, telephone 

triage, interpretation services, work demands and neonatal resuscitation.  These findings will be 

used to map learning from the Neonatal Panels.  

 

3.2 Bereavement support across services  

Previous panels have identified some strong bereavement support in Maternity Services, 

including how parents are supported through their decision making, for example, when it is 

known that the baby will not survive, some parents do not want to terminate the pregnancy and 

would prefer to deliver their baby.  

 

However, care needs to be taken to ensure continuity and consistency of the support when a 

child is transferred shortly before death.  This can have an impact on the quality of the 

bereavement support and the information for the local child death review.  

 

3.3 Continuity of maternity carer and linkage to better outcomes 

The Panel discussed how continuity of carer within maternity can be linked to better outcomes for 

both mother and baby. Where there are transfers of care, then teams should be mindful of the 

impact of changes on the family.  

Transfer of care has been considered by previous Panels in relation to the timing of transfers and 

subsequent risk to the baby’s wellbeing or delays in admission despite parents being in touch 

with the service.  

 

      The improvements noted were: 

 Single point of contact for access to tertiary centres 

 Use of BadgerNet to aid access to information and risk assessments 

 

3.4  Promoting risks of smoking and obesity in pregnancy 

Recurring themes of modifiable factors for neonatal deaths are parental smoking and maternal 

obesity during pregnancy. Although not direct causal factors for deaths, the Panel, as seen by 

the findings of the National Panel, are firmly of the view that these make the baby more 

vulnerable to issues that could cause their death. What is not clear to the Panel is how much 

parents are being warned about the risks before conception. 

 

Previous Panels have discussed the need to continue to strengthen pre-conception         

education and counselling to support parents to fully understand the risk factors when there are 

issues in relation to the mother’s wellbeing that could have an impact on the baby.  

 

Areas for consideration within Population Health 

 Consider role of Primary Care in raising awareness of the risks for women who are obese or 

who smoke 

 How can the ICS support this work? Is there something the Primary Care Networks can 

work on for their local population? 

 Take a wider family approach to inform the benefits of behaviour change for the future 

health of children  



4 
Neonatal Themed CDOPs - Briefing October 2021 

 Consider the need for engaging wider family members in neonatal units and interlinking with 

health visitors 

 

3.5 Thermal care  

The Panel has found that there have been cases throughout the last two years involving 

problems in how the thermal care of premature babies is managed. The Panel heard that there is 

guidance and measures in place to manage this, but services need to ensure that this is 

achieved appropriately. 

 

 

4. Conclusion and action required by the HIPS system by April 2022 

 Themed Panels are helping to highlight the areas that need vital improvements and development, 

yet they also enable areas of good practice to be acknowledged.  

 

 The areas noted in the report(s) will continue to be scrutinised by the CDOP. The findings will 

inform the conclusions of the HIPS CDOP Annual Report 2020/2021 to enable assurance to be 

provided to the accountable bodies for the statutory child death review process and emphasise 

the further improvements needed within Maternity Services.  

 

 It is expected that this briefing will be shared widely across the system and that the strategic and 

operational groups involved in developing Maternity Services provide the CDOP with responses 

on actions undertaken based on the findings.  

 

 

 

 

Nicola Brownjohn 

Independent Chair of the HIPS CDOP 

October 2021 
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Appendix 1 
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