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Working Together 
2018

•New guidance was released in October  2018 outlining the duties of the new Child Death Review (CDR) partners, the Local Authority and the Clinical Commissioning Group (CCG). The guidance aims to set out the 
processes to be followed when responding to, investigating, and reviewing the death of any child, from any cause. The statutory partners must ensure CDR arrangements to review all deaths of children who are 

normally resident in the local area and, if they consider it appropriate, for any non-resident child who has died in their area. It runs from the moment of a child’s death to the completion of the review by the Child 
Death Overview Panel (CDOP). The purpose of a review is to ensure that lessons are learnt from child deaths, that learning is widely shared and that actions are taken - locally and nationally – to reduce 

preventable child deaths in the future.

•The CDR is a statutory process, your participation needs to be prioritised and it is important that you attend meetings when you are invited on behalf of your service.

Joint Agency 
Response (JAR)

•A JAR is a coordinated multi-agency response by Health, Police and Social Care. It should be triggered if:  a child’s death is or could be due to external  causes ; the death is sudden and there is no immediately 
apparent cause, including sudden unexpected death in infancy/childhood (SUDI/C); a child’s death occurs in custody, or where the child was detained under the Mental Health Act; the initial circumstances raise 

suspicions that the death may not have been natural; or, in the case of a stillbirth, where no healthcare professional was in attendance

•A JAR should also be triggered if the child is brought to hospital near death, and is successfully resuscitated, but is expected to die in the following days. All deceased children who meet the criteria for a JAR should 
be transferred to the nearest appropriate Emergency Department to enable the JAR to be triggered.

Child Death 
Review Meeting 

(CDRM)

•A CDRM is held for all child deaths; it is a multi-professional meeting where all matters relating to an individual child’s death are discussed by the professionals directly involved in the care of that child during life, 
and the investigation after death. Once the results of the Postmortem and other clinical investigations  (SI's  / HSIB's) are known, the CDRM is held, ideally before the inquest to inform the coroner’s investigation. 

A standardised CDRM report is submitted to inform CDOP.

Child Death 
Overview Panel 

(CDOP) 

•The CDOP is a multi-agency panel set up to review child deaths in order to learn lessons and share any findings for the prevention of future deaths. If the CDOP finds action should be taken by a person or 
organisation, they must inform them. 

•The CDOP provides an anonymised secondary review ensuring independent, multi-agency scrutiny by senior professionals with no named responsibility for the child’s care during life. A final analysis form is 
submitted to the National Child Mortality Database (NCMD) to identify themes and enable national learning.

Care of the family 

•The death of a child, of any age, brings heartbreak and devastation. All families should be allocated a keyworker, usually a health professional, who will act as single point of contact for the family, to ensure all 
health responses are implemented,  to offer on-going liaison with other agencies, to support the family through the CDR Process and to signpost them to other sources of support. The family should be given the 

When a Child Dies booklet in printed format to help understand and navigate the CDR  process.

•It is the role of the keyworker to ensure that there is clarity regarding each professionals role so that the family do not receive mixes messages and communication is clear.

Your Role 

•To attend  JAR Meetings, CDRM meetings and CDOP as appropriate. To share all relevant information about their own agency’s involvement with the child to ensure the review includes background history, 
treatment, and outcomes of investigations to determine as far as possible the likely cause of death.  To actively participate in the meeting, appropriately question and challenge decision making and actions taken 

to ensure there is a robust review of all matters related to the death of the child to determine any modifiable factors and lessons learned. 

•To complete the Reporting Form on the  Northern Lincolnshire eCDOP in a timely manner. 

•If you have any contact with the family and you feel  any issues / concerns / questions need to be raised or shared then this can be done via the family's keyworker, if you are unsure of who the keyworker is then 
this will be documented on the eCDOP system.

•To offer support to the family if they access your service.


