
What to do in the event of a child’s death:
All deaths of children and young people up to the
age of 18 should be reported to the Regional
Maternity Survey Office (RMSO) on the following
number: 0191 233 1658. 

If you have been involved with a child who dies
you may be expected to attend a locally based
meeting and contribute a written report.
Remember that this would be a relatively rare
event and could be thought of as a learning
opportunity, should you ever become involved. 

The Child Death Review Process has been
established to be able to learn lessons from a
child's death and make any changes or
recommendations which were highlighted and
discussed at the Local Case Discussion; this is a
discussion amongst multi-agency professionals
who have had involvement with the care of the
child through life or at the time of death. Your line
manager should be informed of your involvement
in this process.

Arrangements for bereavement support will also
be discussed for parents, siblings and family
members. 

Membership of the CDOP
The team includes professionals from health and
social care, the police, public health and
ambulance services. The panel is chaired by an
independent chairperson. All cases discussed are
anonymous.

Who is responsible for the process?
The Child Death Overview Panel Process (CDOP) is
a sub group of the three Local Safeguarding
Children Boards in Northumberland, North
Tyneside and Newcastle under Chapter 7 of
‘Working Together’.

For further information please visit: 

www.northumberland.gov.uk/
safeguardingchildren

www.nscb.org.uk

www.northtyneside.gov.uk and search for 
‘Local Safeguarding Children Board’

What is the Rapid Response Process
(RRP)?
The RRP is a comprehensive and multidisciplinary
review of all unexpected child deaths. An
unexpected death is a death that:

• Was not anticipated as a significant possibility
for example, 24 hours before the death

• Or where there was a similarly unexpected 
collapse or incident leading to or precipitating
the events which led to the death
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