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The National Child 
Mortality Database

Commissioned by HQIP on behalf of NHS 
England

Led by University of Bristol in 
collaboration with partners

The Lullaby Trust, Sands and Child 
Bereavement UK are our partner charities

Started collecting data on 1 April 2019
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To collate and analyse information nationally to ensure 
that deaths are learned from, that learning is widely 

shared and that actions are taken, locally and 
nationally, to reduce the number of children who die.

Our Aim
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Child Death Reviews

Child Death Overview Panels (CDOPs) are tasked 
with reviewing deaths of children resident in 
their area

There is a legal requirement to notify deaths to 
NCMD within 48 hours

Following this a comprehensive, multi-agency 
information gathering process is carried out 

Information is collected on statutory forms and 
includes the views of families

National Child Mortality Database 

www.ncmd.info



NCMD Analysis

There are two ways in which data is 
analysed by NCMD. Real-time surveillance 
and analysis of reviewed data

Real-time surveillance includes data from 
the 48 hour notification

Analysis of reviewed data includes the full 
dataset after review by CDOP (often not 
available until many months after death)

National Child Mortality Database 

www.ncmd.info



Publication Date: 10 June 2021
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https://www.ncmd.info/2020/07/09/suicide-covid/



Child mortality in England during the COVID-
19 pandemic (bmj.com)

https://adc.bmj.com/content/early/2021/06/21/
archdischild-2020-320899.full

https://adc.bmj.com/content/archdischild/early/2021/06/21/archdischild-2020-320899.full.pdf


Key findings

There were 3,347 child deaths in 

the period, equating to 

approximately 28 child deaths 

for every 100,000 children living 

in England. 

63% were infants (under 1 year 

of age) 42% were under 28 days 

of age. The infant mortality rate 

for this period was 3.4 infant 

deaths per 1,000 live births. 

78%, of deaths had ethnicity 
recorded. 62%  were from a White 
ethnic group, 19% were from an 

Asian or Asian British background, 
9% were from a Black or Black 

British background, and 7%  were 
from a Mixed background. 

There were approximately three 

times as many deaths for 

children who were resident in 

the most deprived 

neighbourhoods compared to 

the least deprived 

neighbourhoods.

Where gestational age at birth 

was known for infants (below 1 

year) who died, 69% were born 

preterm (before 37 weeks). 

Where place of death was 

known, 78% of deaths occurred 

within a hospital trust and 22%  

occurred outside of a hospital. 

Deaths occurring between 1 April 2019 and 31 March 2020



Key findings

There were 2,738 child deaths 

reviewed in the period

A category of Perinatal / 

Neonatal event was recorded 

for the largest proportion of 

deaths (31%). Where sufficient 

information was available. 33% 

identified modifiable factors. 

Of all deaths categorised as 

Perinatal / Neonatal event, 

77% were prematurity related, 

meaning that prematurity 

accounted for 24% of all child 

deaths reviewed.

The highest proportion of reviews 
with modifiable factors were 

Sudden Unexplained death (75%), 
Deliberately inflicted injury (72%), 
Trauma (69%) and Suicide (57%). 

Malignancy had the lowest 

proportion of reviews that 

identified modifiable factors 

(5%). 

Deaths reviewed between 1 April 2019 and 31 March 2020



Estimated Crude Child Death Rates per 100,000 population by 
region, year ending 31st March 2020
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Estimated Crude Infant Death Rates per 1,000 live births 
population by region, year ending 31st March 2020
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Number of notifications received by CDOPs by age group and 
sex, year ending 31 March 2020
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Number of notifications 
received by CDOPs by place 
of death, year ending 31 
March 2020
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Number of infant death notifications received by CDOPs by 
gestational age at birth in weeks and age group at death, year 
ending 31 March 2020
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Number of infant death notifications received by CDOPs by 
gestational age at birth in weeks and age group at death, year 
ending 31 March 2020
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Number of reviews completed by CDOPs, by primary category of 
death, and whether modifiable factors were identified, year 
ending 31 March 2020
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Number of reviews 
completed by CDOPs 
by category and sub-
category of death, year 
ending 31 March 2020
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Number of reviews categorised as Perinatal / Neonatal event by 
CDOPs, by sub-category and gestational age at birth, year 
ending 31 March 2020
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Of all deaths categorised as 
Perinatal / Neonatal event, 

77% were prematurity related, 
prematurity accounted for 24% 
of ALL child deaths reviewed.



Proportion of reviews completed by CDOPs, in each age group 
by category of death, year ending 31 March 2020
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Modifiable factors identified by CDOPs



Numbers and examples of modifiable factors identified by CDOPs



Key findings: Most Common Modifiable Factors





Continue to use the NCMD child death case alert 
functionality to ensure regular and timely review of all alerts 
to inform immediate national learning and action, to ensure 
the safety of other children. 

Consider creating, implementing and maintaining a system 
for structured and sustainable training, guidance and support 
for CDOPs and child death review professionals. This will 
standardise the CDOP processes and drive further 
improvements in the national data quality.

Integrate local learning and actions with information from 
this national report, to reduce the number of preterm births 
and improve outcomes after unavoidable preterm delivery.

Review the most frequent modifiable factors, as presented in 
this report, and consider how to address them at a local, 
regional and national level

Recommendations



Find Out More

1

Follow us on 
Twitter 
@NCMD_England

2

Visit our website 
www.ncmd.info

3

Read our report 
on Child 
Mortality and 
Social 
Deprivation

4

Read our report 
on Child Suicide 
Rates during the 
COVID-19 
pandemic

5

Sign up to 
receive our 
regular 
newsletter

6

Look at our 
information for 
families

http://www.ncmd.info/
https://www.ncmd.info/2021/05/13/dep-report-2021/
https://www.ncmd.info/2020/07/09/suicide-covid/
https://www.ncmd.info/newsletters/
https://www.ncmd.info/families/



