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Relationship Between Child Death and Child Maltreatment
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Jo Tomlinson (University of Central Lancashire) and Steve Hicks (University of Salford) are the researchers on this project 

Mortality statistics give very little information about any possible link between child maltreatment and death and show nothing of the way in which decisions are reached about appropriate categorisation.  There is agreement amongst paediatricians and child maltreatment researchers in many countries across the world on two points: Firstly, child maltreatment is under represented in mortality statistics and there are links that are not represented or accounted for.  Secondly, there are impediments to improving awareness of the relationship between child maltreatment and death and to official recognition and recording.  These are two areas requiring further research.

Aims

The aim of the study was to: 

· Identify the differences between child deaths that are attributed to child maltreatment and those that are not;

· Report on the method and extent to which child maltreatment is a consideration when a child dies.

Methods

The study adopted a multi-method approach in order to generate both qualitative and quantitative data that would address its aims.  A national postal survey of a random sample of paediatricians was carried out between July and September 2000.  A three month period of non-participant observation in an accident and emergency department was conducted between November 2000 and February 2001 and 28 in-depth interviews were conducted in two hospitals with paediatric and accident and emergency department staff between March 2001 and August 2001.  Data was also collected through a literature review, and a file analysis in one hospital of children who had died since 1993.

Ethics

The project was reviewed and agreed by the University’s Faculty of Health Ethics Committee.  In addition, NHS Local Research Ethics Committees were approached in 2 trusts in the North of England with a request to allow observations and interviews in Accident and Emergency Departments.  One hospital agreed but in the other permission was only granted to interview staff working in Paediatrics.  

Findings

The data demonstrates, from every aspect (observation, interviews, literature review and questionnaire), that systems are not in place to collect information relevant to furthering understanding on the relationship between child death and child maltreatment.  Child maltreatment deaths are only enquired into once they have been so categorised.   This study found that a categorisation of child maltreatment was only achieved if firm evidence was in place, such as clear indications of injury and a confession by a parent or carer.  There were cases arising in our data where suspicions had been raised but, because the evidence was not ‘beyond all reasonable doubt’, the cause of death remained uncertain.  The intended outcome of the project was to propose changes to existing recording and accounting procedures that will more accurately reflect the relationship between child maltreatment and child death and which will ultimately contribute to the epidemiology of children who die.

Child deaths that are not attributed or considered in the context of child maltreatment are those that do not raise suspicion.  These include:

· Deaths that can be anticipated: for example, where a child is on a life support machine or has a life threatening illness.

· Deaths of children where there is an existing condition such as a chronic disability or illness: these deaths may be unexpected and unexplained but in practice they become linked to the child’s previous medical history.

· Deaths that can be explained in a public context: for example, road accidents or falls in public places.

· Deaths that occur in the home where a clear explanation is offered that fits with the injuries and symptoms in the child.

It is possible that each of these categories could contain deaths caused by maltreatment: particularly fabricated or fictitious illness, neglect or filicide. For example, a father may deliberately crash a car with his children inside.  If all the people in the car are killed it would be difficult to distinguish this from a chance happening (an accident).  Disabled children may be the victims of MSBP which may not be detected because parents have built up relationships with hospital staff and staff anticipate the child will be ill.  

A number of accidents encountered in our data could have been linked to neglect.  For example a three year old who strangled himself during the day on a bunk bed whilst both parent were in the house and who was not detected for some time, or the children who died from a fire started after candles had been put into a plastic bath because the electricity had been turned off. 

Full Report is available from the NSPCC in November, 2003

