
North Yorkshire
Safeguarding Children Partnership

Child Death Overview Panel
Annual Report

2024 - 2025



 

Contents

 

Child Death Overview Panel
Annual Report
2024 - 2025

Foreword
Once again it has been my privilege to chair the Child Death Overview Panel for York and
North Yorkshire, working with members of the panel who are dedicated to supporting
children, young people and families is inspirational.

Last year I reported that we had secured a dedicated resource to lead on communication
campaigns. I am pleased to say that over the last year we have focused on two initiatives,
‘Who’s in Charge’ and ‘Be Bright, Be Seen, Be Safe’ which have been extremely successful.
More detail on these two campaigns is contained later in the report. 

Going forward, we will be looking to raise awareness of being as healthy as possible to start
a family and also talking about children and young people’s impulsive behaviours as part of
normal development.

On behalf of all panel members, our heartfelt condolences go to all those who are
bereaved.

Anita Dobson
Nurse Consultant in Public Health
City of York Council, 
Child Death Overview Panel Chair.
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Introduction
The death of a child is a devastating loss that profoundly affects bereaved parents as well as siblings,
grandparents, extended family, friends and professionals who were involved in supporting the child and
their family in any capacity. We understand that both families and professionals experiencing such a
tragedy require compassion and empathy. They will want to know what has happened to their child,
and in time, will also want to be reassured that professionals have learnt from their child’s death in
order that the deaths of other children are prevented. 

The Child Death Review process is undertaken in accordance with statutory guidance set out in
national legislation, Working Together to Safeguard Children and in the Child Death Review Statutory
and Operational Guidance.  North Yorkshire and the City of York Local Authorities have agreed to work
together to review the deaths of children in their respective areas and have worked together in this
regard since 2008.

The purpose of the Child Death Review Process is to try to ascertain the cause of a child death and
put in place interventions to protect other children and prevent future deaths wherever possible. The
process covers a number of different elements, listed below: 

Document, analyse and review information in relation to each child that dies to confirm the cause
of death, determine any contributing factors and to identify learning arising from the process that
may prevent future child deaths. 

To make recommendations to all relevant organisations where actions have been identified which
may prevent future deaths or promote the health, safety and wellbeing of children. 

To produce an annual report highlighting local patterns and trends in child death, any lessons
learnt, and actions taken, and the effectiveness of the wider Child Death Review Process. 

To contribute to local, regional and national initiatives to improve learning from Child Death
Reviews.

Child Death Review partners, the Local Authorities and Integrated Care Boards for North Yorkshire and

City of York have a responsibility to undertake the Child Death Review Process as set out in the

Children Act 2004, and as amended by the Children and Social Work Act 2017. 

The CDOP is multi-agency with differing areas of professional expertise with the child death review

process being undertaken locally for all children who are normally resident within North Yorkshire and

City of York. 

Expected and Unexpected Deaths 
The death of any child is a tragedy and it is vital that all child deaths are carefully reviewed. This is
so that we may learn as much as possible from them, in order to better support families and to try
to prevent future deaths. 

Child Death Review Statutory and Operational Guidance is the core statutory guidance that sets
out the entire child death review process, from the moment of death to the final review by the Child
Death Overview Panel (CDOP.) 

For the purposes of child death review partners, there are two distinct categories of child deaths:

Expected Deaths: A child’s death is recorded as an “expected” death when their death was
anticipated, such as for children born with life-limiting conditions. These are verified by a medical
practitioner and do not require a Joint Agency Response Meeting (JARM).

Unexpected Deaths: An unexpected death is defined as a death that was not anticipated as a
significant possibility 24 hours before the child dies. When a child dies unexpectedly, child death
review partners are required to attend a Joint Agency Response Meeting, involving police, health,
and social care professionals. Such deaths may be due to trauma, sudden illness, or unknown
causes and require immediate investigation and safeguarding considerations, which are reviewed
through the Joint Agency Response Meeting.

 

The notification of a child’s death is received by the
Child Death Review Officer who will ensure all relevant
agencies complete a reporting form. This form captures
all the relevant information about the child and family to
inform the child death overview process. 

In addition to the reporting form, there are a number of
supplementary forms which the Child Death Review
Officer uses to collect information from relevant
professionals. All this information is collated for review
by the CDOP and is recorded on the National Child
Mortality Database.
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See Appendix 1 for flowchart
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https://www.gov.uk/government/publications/working-together-to-safeguard-children--2
https://assets.publishing.service.gov.uk/media/637f759bd3bf7f154876adbd/child-death-review-statutory-and-operational-guidance-england.pdf
https://assets.publishing.service.gov.uk/media/637f759bd3bf7f154876adbd/child-death-review-statutory-and-operational-guidance-england.pdf
https://www.legislation.gov.uk/ukpga/2004/31/contents
https://www.legislation.gov.uk/ukpga/2017/16/contents
https://assets.publishing.service.gov.uk/media/637f759bd3bf7f154876adbd/child-death-review-statutory-and-operational-guidance-england.pdf
https://www.ncmd.info/
https://www.ncmd.info/
http://flowchart/
http://flowchart/
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Child Death Meetings

When a child who is ordinarily resident in either North Yorkshire or York dies unexpectedly, a Joint
Agency Response Meeting (JARM) will be convened within 72 hours of death. 

Joint Agency Response Meeting Child Death Review Meeting
A Child Death Review Meeting (CDRM) is a key part of the Child Death Review process in
England. Its purpose is to bring together all professionals who were involved in the care of the child
before their death, as well as those involved in the investigation or response afterward.  Both
expected and unexpected child deaths are required to have a Child Death Review Meeting.

The key outcomes expected from the Child Death Review Meeting (CDRM) are designed to ensure
a thorough understanding of the circumstances surrounding a child’s death and to support learning
that can help prevent future deaths. These outcomes include:

Comprehensive Information Sharing - All relevant agencies contribute details about the child’s
life, health, care, and the circumstances of their death.

Identification of Modifiable Factors - The meeting explores whether any factors could have been
changed to reduce the risk of death, such as service gaps, missed opportunities, or environmental
risks.

Clarification of Cause of Death - Medical professionals and, where applicable, the coroner’s
officer help confirm the cause of death and any contributing conditions.

Safeguarding Considerations - Any concerns about neglect, abuse, or unmet needs are
discussed, and appropriate safeguarding actions are identified if necessary.

Support for the Family - The meeting considers how the family has been supported and whether
further bereavement or practical support is needed.

Preparation for CDOP Review - A summary of findings is prepared for the Child Death Overview
Panel (CDOP), including key learning points and recommendations.

Learning and Prevention - The meeting identifies lessons that can be shared locally or nationally
to improve practice and prevent future deaths.

In North Yorkshire and York, the CDRM is chaired by the Designated Dr for Child Deaths who is a
Paediatrician and typically occurs three months or more following the death of a child. The draft
analysis form is completed within this meeting, which is then presented to the child death
overview panel. 

The purpose of a Joint Agency Response Meeting following is to ensure a coordinated, timely, and
sensitive multi-agency approach to understanding the circumstances of the child’s death and
supporting the family. The key purposes of a Joint Agency Response Meeting include: 

Immediate Information Sharing - Agencies share initial findings and observations to build a clear
picture of the circumstances surrounding the death.

Clarify Roles and Responsibilities - Establish who is leading the investigation, who is supporting the
family, and how agencies will work together.

Safeguarding Assessment - Identify any safeguarding concerns or risks to other children in the
household, wider family or community.

Support for the Family - Ensure the family receives appropriate emotional, practical, and
bereavement support.

Planning Further Investigation - Agree on next steps, including medical examinations, police
inquiries, and social care assessments.

Documentation and Coordination - Ensure all actions are recorded and that agencies remain
aligned throughout the Child Death Review process.

Alongside chairing and coordinating the joint agency response for children ordinarily resident in North

Yorkshire and York, child death review partners will also attend similar meetings for children who die in

North Yorkshire and York but who are ordinarily resident outside of either local authority’s boundary.

This ensures that any learning or modifiable factors identified are understood by North Yorkshire and

York and promotes and maintains positive working relationships with colleagues in other local authority

areas, helping to create a consistent approach to preventing the deaths of children across the country. 

Learning and recommendations that arise from Joint Agency Response Meetings are shared with

partners in both local authorities via their respective sub-groups. 
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Role and Organisation

Nurse Consultant in Public Health, City of York Council

Public Health Consultant, North Yorkshire Council

North Yorkshire Police Safeguarding Manager

Detective Inspector, North Yorkshire Police

Designated Doctor for Child Death

Designated Doctor for Safeguarding Children & Children in Care, North Yorkshire & Humber
ICB (York & North Yorkshire Place)

North Yorkshire Safeguarding Children Partnership Manager

City of York Business Manager

Head of Safeguarding, Children's Social Care

Group Manager, Children's Social Care

Named Nurse, Child Protection, North Yorkshire, Harrogate District Foundation Trust (HDFT)

Designated Nurse Safeguarding Children, Humber and North Yorkshire ICB

Healthy Child Team Service Manager, City of York

Associate Director of Midwifery, Harrogate District Foundation Trust

Director of Midwifery, York and Scarborough Teaching Hospitals

Child Death Review Officer

• • • 

The Child Death Overview Panel has a statutory requirement to review all deaths of children
normally resident in the local area and of any non-resident children who have died in their area. 

The Child Death Overview Panel membership is outlined below: 

Child Death Overview Panel Membership
The Child Death Overview Panel membership consists of representatives from statutory and non-
statutory agencies who come together on a bi-monthly basis to anonymously review the
circumstances pertaining to a child’s death. The panel has a statutory duty to review all deaths of
children normally resident in the local area.

North Yorkshire and York’s child death review partners also maintain links with child death review
partners across the local region. This means that, when a child dies in North Yorkshire or York and
is not ordinarily resident in either of these local authority areas, information can be shared across
boundaries to ensure there is a collaborative approach to understanding the circumstances around
the child’s death
The functions of the child death overview panel include: 

• Collecting and collating information about each child death, seeking relevant information from
professionals and, where appropriate, family members. 

• Analysing the information obtained in order to confirm or clarify the cause of death, to determine
any contributory factors, and to identify learning arising from the child death review process that
may prevent future child deaths. 

• Making recommendations to all relevant organisations where actions have been identified which
may prevent future child deaths or promote the health, safety, and wellbeing of children.

 • Notifying the Child Safeguarding Practice Review Panel and local Safeguarding Partners when it
suspects that a child may have been abused or neglected. 

• Notifying the Medical Examiner and the doctor who certified the cause of death, if it identifies any
errors or deficiencies in an individual child's registered cause of death. 

• Providing specified data to the National Child Mortality Database. 

Child Death Overview Panel
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https://www.gov.uk/government/organisations/child-safeguarding-practice-review-panel
https://www.ncmd.info/


“I know that we cannot see our child by
our side, we cannot hold them, but the
love we felt for each other is imbedded
in our soul, runs through our veins and

inhabits every breath we take.”

North Yorkshire and City of York Local Authorities and Integrated Care Boards created a Strategic

Child Death Review Group to provide strategic oversight for the Child Death Review Process.

Meetings are held twice a year, and the membership includes:

· Directors of Children and Young People’s Services (NYC and CYC)

· Chief Nurses for the Integrated Care Board (Humber and North Yorkshire ICB)

· Designated Doctor for Child Death (Humber and North Yorkshire ICB)

· Child Death Overview Panel Chair (CYC Public Health) 

· Child Death Overview Panel Vice-Chair (NYC Public Health)

· Partnership Business Unit Managers (NYSCP and CYSCP)

· Child Death Review Officer 

Information from the Child Death Overview Panel meetings are provided to the Strategic Child

Death Review Group to ensure a comprehensive review of child deaths, identify preventive

measures and foster multi-agency collaboration to improve child welfare and safety.

Strategic CDOP
Supporting and engaging with a family who have lost a child is of the utmost importance
throughout the Child Death Review process, recognising the complexities of the process and the
differing emotional responses that bereavement can bring. In North Yorkshire and York, all families
will be allocated a “key worker” who will support the family and assist with their understanding of
the processes that will happen in relation to their child.

In line with North Yorkshire and York relationship-based approaches to supporting families, the key
worker will be identified from practitioners who have an established relationship with the family
and will act as a single point of contact in relation to the child death review process. 

Support for Families 

The Key Worker will:

Be a reliable and readily accessible point of contact for the family after the death. Help co-
ordinate meetings between the family and professionals as required. 
Be able to provide information on the Child Death Review process and the course of any
investigations pertaining to the child.
Liaise as required with the Coroner’s office and Police Family Liaison Officer (if involved)
Represent the ‘voice’ of the parents at professional meetings, ensuring their questions are
effectively addressed, and providing feedback to the family afterwards. 
Signpost to expert bereavement support.

While parents do not attend meetings that occur through the child death review process, their key
worker will give them the opportunity to contribute information or questions to those meetings,
acting as the conduit between the family and the child death review partners. 

The nationally produced document, “When a Child Dies,” is also provided to all bereaved parents
to support with their understanding of the child death review process. 
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https://safeguardingchildren.co.uk/professionals/strength-in-relationships-practice-model/
https://www.saferchildrenyork.org.uk/safeguarding-information/building-brighter-futures-practice-model
https://www.ncmd.info/wp-content/uploads/2025/08/when-a-child-dies-leaflet-NCMD.pdf


Data Analysis 2024 - 2025

A total number of 31 children residing in North Yorkshire and City of York died between 1 April 2024
and 31 March 2025.  As previously referred to, children’s deaths are categorised either “expected” or
“unexpected.” The table below details the total number of children who died in North Yorkshire and
York, categorised as “expected” or “unexpected.” 

Table 1 - Total Child Deaths in North Yorkshire and City of York between 2024 - 2025

Table 2 - Total Child Deaths in North Yorkshire and City of York between 2020 - 2025

Total Deaths 

Ethnicity 
Of the 31 child deaths notified to this CDOP between 1st April 2024 and 31st March 2025, 28 were
classified as “White British”, 1 “Any other White Background” and 2 were recorded as “Black British”
which reflects the demographics of North Yorkshire and the City of York. 

Deaths over Time 
Accurately recording the total number of child deaths within a local area is a critical component of
the Child Death Review (CDR) process. This data provides safeguarding partnerships and public
health teams with essential insight into mortality trends, enabling them to identify recurring themes,
assess service effectiveness, and respond to emerging risks. By analysing the frequency and nature
of child deaths, professionals can detect patterns, such as clusters by age, location, or cause and
evaluate whether specific vulnerabilities are more prevalent locally. These records also contribute to
national datasets, including the National Child Mortality Database (NCMD), supporting broader
learning and informing policy decisions aimed at reducing preventable child deaths.

The total number of child deaths over a longer period of time assists in the understanding of
thematic patterns and trends and may also allow for the identification of emerging risks.
Understanding upcoming risks provides child death review partners with the opportunity to shape
both local and national policy on both child heath and safeguarding and also ensures that training
for professionals takes into consideration any changes in relation to risk for children. By
understanding when, how and why children die, child death partners can work together to improve
early intervention and safeguarding procedures, alongside ensuring the right support is provided for
children and their families at the right time by the right people. 

31 child deaths occurred in North Yorkshire and York during the period of 1 April 2024 to 31 March
2025, this is a reduction of 7 compared to the 38 deaths recorded between 1 April 2023 and 31
March 2024.

In 2024/25, a Joint Agency Response (JARM) was required for 7 out of the 31 deaths reported, which
is approximately 22.58%. In comparison, in 2023/24, a JARM was required for 16 out of the 38 deaths
reported, which is approximately 42.11%.

The difference in the percentage of deaths requiring a JARM between the two years is 19.52%. This
indicates a significant decrease in the proportion of deaths requiring a JARM from 2023/24 to 2024/25.
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Gender

Recording a child’s gender as part of the Child Death Review (CDR) process is essential for
understanding patterns and improving outcomes. 

Gender is a key demographic factor that helps identify trends in child mortality, such as differences in
causes of death between boys and girls. This information supports national learning through the
National Child Mortality Database (NCMD), enabling targeted interventions and policy development. It
also helps identify modifiable risk factors that may be gender-specific and ensures that safeguarding
responses are equitable. 

By analysing gender alongside other data, professionals can better understand vulnerabilities and
improve services to prevent future deaths. In North Yorkshire, between 1 April 2024 and 31 March 2025,
9 girls and 12 boys died, while in York 4 girls and 4 boys died, with the gender of 2 children recorded as
indeterminate. 

The Child Death Overview Panel monitor the age at which children die in order to understand potential
risk factors for children through their ages and stages. 

The highest number of child deaths consistently relates to children under 1 year of age which reflects
the national picture of infant mortality according to data from the National Child Mortality Database. In
North Yorkshire and York, between 1 April 2024 and 31 March 2025, 54.84% of child deaths related to
children under 1 year of age compared to 58% in the previous year. 

The next highest number of deaths relates to children aged between 15 to 17 years old, with 6 children
in North Yorkshire and 1 child in York in this age bracket dying. The children who die at this age are
more likely to have died suddenly and unexpectedly therefore requiring a Joint Agency Response
Meeting. For example, of the seven children who died between the ages of 15 to 17, four of them died
suddenly and unexpectedly, compared to only one child out of seventeen children who died aged
under 1 year old. Understanding this data allows for child death review partners to create tailored
campaigns and to ensure agreed priorities reflect the needs of children in the local areas.

Age of Children

Table 3 - The gender for a child recorded at the time of death between 2024 - 2025

Table 4 - The age of a child recorded at the time of death between 2024 - 2025
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2020/ 
2021

2021/ 
2022

2022/ 
2023

2023/ 
2024

2024/ 
2025 Total

29 25 15 25  * 125

1

1 1 2 2

2 4 0 4 13

0 2 1 0 6

7 1 3 5 22

0 0 0 4 6

3 0 1 0 6

5 5 1 4 20

21 1 3 8

8

10 11 4 3 35

0 0 0 1 1

Total number of child deaths reviewed by CDOP 

1. Deliberately inflicted injury, abuse or neglect - This includes
numerous physical injuries, which may be related to homicide as
well as deaths from war, terrorism or other mass violence. It also
includes severe neglect leading to death.

2. Suicide or deliberate self-inflicted harm - This includes any act
intentionally to cause one’s own death. It will usually apply to
adolescents rather than younger children.

3. Trauma and other external factors - This relates to unintentional
physical injuries caused by external factors. It does not include
any deliberately inflicted injury, abuse or neglect.

4. Malignancy - This includes cancer and cancer like conditions
such as solid tumours, leukaemia & lymphomas, and other
malignant proliferative conditions, even if the final event leading to
death was infection, haemorrhage etc.

5. Acute medical or surgical condition - A brief sudden onset of
illness which resulted in the death of a child.

6. Chronic medical condition – A medical condition which has
lasted a long time or was recurrent and resulted in the death of
child.

7. Chromosomal, genetic and congenital anomalies – Medical
conditions resulting from anomalies in genes or chromosomes as
well as a defect that is present at birth.

8. Perinatal/neonatal event – The death of child as a result of
extreme prematurity, adverse outcomes of the birthing process,
intrauterine procedure or within the first four weeks of life.

9. Infection – This can be any primary infection (i.e., not a
complication of one of the above categories), arising after the first
postnatal week, or after discharge of a preterm baby.

10. Sudden unexpected or unexplained death – This is where
pathological diagnosis is either Sudden Infant Death Syndrome
(SIDS) or ‘unascertained’, at any age.

Categories of Child Deaths
All child deaths discussed at CDOP are categorised using a national template “analysis form” provided
by the National Child Mortality Database. This information is reported back to the National Child Mortality
Database who annually provide national data on deaths of children.

Five year Data

125* child deaths have been reviewed by panel over the past 5 years. The highest recorded category
of death over five years between April 2020 and March 2025 is that of “perinatal/neonatal event,”
accounting for 35 out of 125 deaths or 28%. “Chromosomal, genetic and congenital anomalies”
account for 22 (17.6%) of the 125 deaths. 

National data from the National Child Mortality Database found that between the period of April 2020
to March 2024, “perinatal/neonatal event,” accounted for 31% of child deaths in England and
“chromosomal, genetic and congenital anomalies,” accounted for 24.%. 

Although the reporting time period differs by one year, the percentages of child deaths in North
Yorkshire and York in the two highest categories are broadly consistent with the national picture of
child deaths. Similarly, over the five year period, under the category of “sudden and unexplained
death,” the picture in North Yorkshire and York reflects the national data, with 13 children’s deaths
(10.4%) recorded under this category in North Yorkshire and York compared to 8% reported on by the
NCMD. 

2024 - 2025 Data
The most frequently recorded category for North Yorkshire and York in 2024-2025 is “chromosomal,
genetic and congenital anomalies” with 5 of the 25 children’s deaths being categorised in this way. 4
of the 25 children’s deaths are recorded as “malignancy,” 4 recorded as “chronic medical condition”
and 4 recorded as “sudden unexpected or unexplained.” 3 children’s deaths are recorded as
“perinatal/neonatal.” 2024-2025 is the first year since 2018-2019 that “perinatal/neonatal” is not
recorded as the most common category of child death. It is not currently known if this reflects a
changing picture nationally, however, North Yorkshire and York’s child death review partners will
review the national data once it is published.

CDOPs and child death review professionals support the understanding of child deaths at a local and
national level by completing assigning a category of death to each child that is reviewed. This analysis
ensures a consistent recording system across the country, allowing for local, regional and national
comparison of the categories of children’s deaths. This also allows for the identification of factors
intrinsic to the death of a child for the purposes of developing future safeguarding practices and public
health campaigns.

Alongside understanding the local data, child death review partners meet frequently with partners
from other local authority areas to share data and arising themes and trends. This supports peer to
peer learning and information sharing between safeguarding children partnerships. 

 

Table 5 - Details the category of child deaths in North Yorkshire and York from 2020 to 2025.

*Children’s deaths are not always reviewed by the Child Death Overview Panel in the year of their death. This can be because the CDOP is
awaiting information from agencies, for example postmortem reports or on-going police investigations, in which case the discussions may
be deferred pending the result of the enquiry. It should be noted that a child’s death cannot be discussed at panel until all information is
received.

2

31

3

3

7

6

5

2

0

2

Data
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Modifiable factors are defined as ‘those, where, if actions could be taken through national or local
interventions, the risk of future child deaths could be reduced’.

Examples of modifiable factors include:

Unsafe sleeping environments
Substance use
Lack of safe supervision
Mental health difficulties 
Road safety issues

In North Yorkshire and York, child death review partners discuss the nature of the child's death,
including factors intrinsic to the death, record a category as per the analysis form in Table 5 and
discuss whether or not there were any modifiable factors. Of the 25 child deaths reviewed in 2024-
2025, the Child Death Overview Panel identified four child deaths (16%) where modifiable factors were
present.

2024 - 2025 identified modifiable factors were: 
Alcohol use
Substance use
Unsafe sleeping practices 
Cigarette smoking

As a result of identifying the above factors,  training events have been delivered, tailored social media
messages have been promoted which include key safeguarding messages and practice guidance has
been updated where required. Child death review partners have also promoted local support services
such as the Drink Drug Hub for professionals supporting families with substance use.

The Child Death Overview Panel (CDOP) process seeks to identify learning from all child deaths to
identify common themes, ways of working and strategies to minimise the risk of future deaths. The
Child Death Overview Panel (CDOP) will identify modifiable factors which, had they been in place, may
have prevented the death of a child.

CDOP training is accessible for free across North Yorkshire and York safeguarding children
partnerships and is available to book via the North Yorkshire Safeguarding Children Partnership
website and the link: NYSCP CDOP Training
 
Child death review partners in North Yorkshire and York recognise
that talking about the deaths of children is challenging and must be
handled sensitively. Over the coming year child death review
partners will be reviewing the training materials and will be
developing the CDOP pages on North Yorkshire Safeguarding
Children Partnership website to ensure they are both trauma
informed and trauma aware. 

Learning and Modifiable Factors CDOP Priorities 2025 - 2026

As well as activities that promote physical health like stopping smoking, avoiding alcohol and having a

healthy lifestyle, the approach also includes aspects to support mental health, including healthy

relationships. It acknowledges that each family is unique and has its own characteristics, and that

expectant mothers and their families need clear, accessible support to navigate the journey ahead.

from pregnancy to parenthood.  By integrating these elements, physical, emotional, relational, and

social, together, they can make a huge difference in pregnancy outcomes.

The Child Death Review Panel have identified “Preparing for Pregnancy” as a priority for the year

ahead and beyond, building on existing public health initiatives, professional expertise, and community

knowledge to improve outcomes for parents and babies. The aim is to raise awareness of how

women’s health, before and during pregnancy, affects them and their baby.  Preparing for pregnancy

goes beyond physical health and is about establishing and maintaining a strong foundation for

emotional well-being, relationships and lifestyle choices that will benefit both parent and baby. It

encourages families to engage with their support networks

Preparing for Pregnancy

Over the coming year, child death review partners will work together will work collaboratively to deliver

this message through community engagement, professional training, and accessible resources that

empower families to prepare confidently and holistically for pregnancy.

Training 

1817

https://drinkdrughub.co.uk/
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North Yorkshire and York Safeguarding Children Partnerships have raised awareness of the importance
of ensuring there is always a safe and sober adult available to care for children. The campaign, “Who’s in
Charge,” was designed to be launched in Safeguarding Week 2024 to highlight the importance of
understanding how alcohol and drugs impact on people’s capacity to respond to a child’s needs. The
campaign supports parents to identify their own solutions in encouraging families to designate a sober
adult at gatherings like BBQs and parties.

This campaign was designed to link in with previous CDOP campaigns regarding Safe Sleep, such as the
“”Day or Night Sleep Right” campaign which explains that to reduce the risk of sudden infant death, the
safest place for a baby to sleep is in their own flat, separate sleep space, such as a cot or Moses basket. 

Who’s in Charge?

Over the last 12 months North Yorkshire and York’s CDOP has launched several targeted campaigns
aimed at preventing child deaths and raising public awareness around key safety issues. 

The “Who’s in Charge?” campaign has been available to view on both North Yorkshire and York’s social
media platforms, partnership websites and via e-bulletins circulated throughout the year.  Child death
review partners have worked closely with members of the Communications and Engagement teams in
both local authority areas to ensure all practitioners and parents have access to consistent safety
messages. 

As a result of a number of tragic incidents on roads in North Yorkshire and York in 2024, the Child Death

Overview Panel agreed to work with partners on a, “Be Bright, Be Seen, Be Safe” campaign which

focuses on increasing education through promoting the visibility of children and young people to road

users, especially during the darker winter months. 

The campaign is supported by the Communication and Engagement teams in both local authorities  with

the #BeBrightBeSeenBeSafe campaigns having been posed on both social and print media, with

broadcasts also being made on local radio stations. 

North Yorkshire Police issued seasonal guidance reminding

cyclists, horse riders, and pedestrians to ensure they are visible

to other road users as the nights draw in. This aligns with the core

message of “Be Bright Be Seen,” encouraging the use of: 

Reflective clothing and accessories

Bike lights  

High-visibility gear

Safe crossing practices and awareness of surroundings

 North Yorkshire and York Road Safety Partnership have identified four priority areas of action: 

1. Education 

2. Engagement 

3. Engineering

4. Enforcement

Once children reach young adulthood with greater mobility and freedom, their exposure to risk,

alongside an under-developed awareness of danger and consequence can lead to a higher likelihood of

acting on impulse and peer pressure. According to the North Yorkshire and York Road Safety Partnership

Strategy 2021 - 2026, “the early years behind the wheel are the most risky, and too many young drivers

and passengers are overrepresented in collision and casualty statistics nationally and locally.  Children

and young people Under 25's form around a quarter (23%) of people killed or seriously injured on the

road and whilst there has been a year-on-year reduction among children and young people (aged 16-25)

being killed or seriously injured, among children aged under 16 this remains static.

CDOP Campaigns 2024 - 2025  

Getting to school safely is taught in schools, through the Bikeability and pedestrian training sessions,

which take place throughout the year and materials have been developed to promote safe travel

practices, such as wearing reflective clothing and using well-lit routes. 

Be Bright, Be Seen, Be Safe
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https://www.nypartnerships.org.uk/sites/default/files/Partnership%20files/YNY-Road-safety-partnership-strategy%202021%202026.pdf
https://www.nypartnerships.org.uk/sites/default/files/Partnership%20files/YNY-Road-safety-partnership-strategy%202021%202026.pdf
https://www.nypartnerships.org.uk/sites/default/files/Partnership%20files/YNY-Road-safety-partnership-strategy%202021%202026.pdf
https://www.nypartnerships.org.uk/sites/default/files/Partnership%20files/YNY-Road-safety-partnership-strategy%202021%202026.pdf


The key messages are derived from a series of common things that are often a concern to new
parents . The campaign was borne out of learning from a thematic review undertaken by NYSCP that
considered three similar cases of non-accidental injury to non-mobile infants . As part of the
campaign planning, the NYSCP was able to link in with parents who had tragically suffered the death
of their child due to SUDI . The parents bravely shared their experiences with the partnership,
explaining that they hoped their involvement might support others and their views were then
incorporated into the #AskMe conversation prompts . The NYSCP would like to sincerely thank both
parents for their courage and determination in sharing their insights in order to develop future
safeguarding practice .

#AskMe….. Have the Conversation is a campaign aimed at professionals across North Yorkshire to
encourage them to have conversations with new and expectant parents about how they are feeling
about a number of aspects of having and caring for a baby.

Having a baby is a life changing event that brings many joys and challenges. Some parents may find
it difficult to share with professionals that they are struggling, therefore it is crucial for all frontline
practitioners who come into contact with new partners to have the confidence to explore with them
how they are feeling and coping with the changes and challenges parenthood can bring.

#AskMe is about professionals asking the questions of new and expectant parents about how they
are feeling and managing with the challenges in a supportive and non-judgmental way.

Day or Night, Sleep Right is a key message to those who care for infants across North Yorkshire and
York. The ‘Day or Night, Sleep Right’ campaign has been created as a way of providing information
regarding the importance of safe sleeping environments for infants to reduce the number who have
sadly died as a result of Sudden Unexpected Death in Infancy (SUDI).

Sometimes families may be away from home and ‘out of routine’ for example on holiday or visiting
relatives. In light of this the Partnerships are urging people to think about safe sleeping arrangements
for their infants at all times.

More information about the Day or Night Sleep Right Campaign can be accessed here: NYSCP
safeguardingchildren.co.uk

The North Yorkshire Safeguarding Children Partnership, (NYSCP) and City of York Safeguarding
Children Partnership, (CYSCP) have been actively working on several initiatives to enhance child safety
and prevent Sudden Unexpected Death in Infancy (SUDI). Recognising the vulnerability of children
under the age of one,  safe sleep is now a feature in all Child Protection Plans for these children. This
effort is part of a broader strategy to ensure that safe sleep practices are  embedded into everyday
practices through collaboration with multi-agency partners.

The campaign is based around the consolidation of key resources for partners that are easily
accessible on one page on the NYSCP website, alongside a series of conversation prompts
(#AskMe) to build confidence and raise awareness of the need to ask parents about how they are
feeling around aspects of caring for their baby in those crucial first few months of life. 

The resources and conversation starters cover such topics as: 

• Safe sleep 
• Safe feeding 
• ICON (Babies cry you can cope) 
• Parental mental health
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https://safeguardingchildren.co.uk/askme-have-the-conversation/
https://safeguardingchildren.co.uk/sleepright/
https://safeguardingchildren.co.uk/sleepright/


 

The Child Death Overview Panel (CDOP) for North Yorkshire and the City of York continues to play a
vital role in understanding the circumstances surrounding child deaths and identifying opportunities to
enhance professional understanding, strengthen safeguarding responses, and inform future
strategies.

It is recognised by the panel, that at the heart of every child death and bereavement is a family, and
those who knew the child, experiencing an incalculable loss. Their experiences and perspectives
guide our work, ensuring that the review process remains robust, compassionate, and centred on
learning and improvement.

The data for the year 2024 - 2025 reaffirms national trends, particularly the vulnerability of children
under one year of age, and highlights the ongoing need for targeted public health campaigns and
safeguarding initiatives. The successful implementation of awareness campaigns such as “Be Safe,
Be Seen” and “Who’s in Charge” demonstrates the panel’s commitment to change, and proactive
engagement with families, professionals, and communities.

The integration of strategic oversight,analysis, and reflective practice has strengthened the panel’s
ability to respond to emerging risks, with timely and informed interventions.

Looking ahead, the CDOP’s priority to “Prepare for Pregnancy” reflects a forward-thinking approach to
improving outcomes from the earliest stages of life. By promoting holistic health, emotional wellbeing,
and safe environments for expectant families, the panel aims to reduce preventable deaths and
support healthier futures for children across the region.

The CDOP remains committed to transparency, learning, and continuous improvement. Through its
statutory duties, collaborative ethos, and compassionate practice, it strives to honour the lives of
children lost and safeguard those yet to come.

Conclusion

Contact us

Online: safeguardingchildren.co.uk/professionals/cdop 

By telephone: Child Death Review Officer 01609 532624 or the NYSCP 01609 535123 

By email: cdop@northyorks.gov.uk

North Yorkshire and City of York CDOP, County Hall, Northallerton, North Yorkshire, DL7 8AD

You can request this information in another language or format at nyscp@northyorks.gov.uk

Appendix 1
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https://safeguardingchildren.co.uk/professionals/procedures-practice-guidance-and-one-minute-guides/cdop-joint-agency-response/
mailto:nyscp@northyorks.gov.uk

