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Section 1
INTRODUCTION TO ALL DEATHS IN CHILDHOOD

This protocol must be read in conjunction with Bradford Safeguarding Children’s Board multi-agency protocol for Death in Childhood which can be found at the following web address
www.bradford-scb.org.uk
1.  INTRODUCTION
The majority of unexplained child deaths occur as a result of natural causes and are an unavoidable tragedy for any family. 

These guidelines outline the responsibilities of all staff in dealing with a tragic situation sensitively, whilst taking correct action to differentiate between death from natural causes and suspicious deaths.

The aim of this protocol is to guide all health professionals in Bradford and Airedale in the management of death in childhood. It deals in depth with sudden unexpected deaths and the procedure required under statutory guidance but also aims to guide professionals to the appropriate procedures for all other deaths. The protocol applies to infants and children from birth to 18 years.
It can be difficult at the time to decide whether a death is expected or not, or to be certain about the cause of death. It is essential that no information or opportunities to find the cause of death are missed. Therefore this protocol starts with covering all deaths and directs the professionals to the appropriate guidelines, but concentrates on the protocol for sudden unexpected deaths in childhood. (SUDIC) This protocol should always be followed if there is any uncertainty. Advice can be sought from the SUDIC paediatrician or paediatrician on call.
All deaths in childhood should be notified to the Child Death Review Team whether expected or not. There is a statutory requirement for all Safeguarding Children’s Boards to have in place systems for reviewing all child deaths from April 2008.  The notification form can be found in appendix 10.
2
GENERAL PRINCIPLES

The death of a child is a very difficult time for everyone whether the death is unexpected or not.  The following principles should be applied in every situation

· Sensitivity,
· Cultural beliefs of families

· Open minded / balanced approach

· An inter-agency response

· Sharing of information

· Appropriate response to the circumstances

· Preservation of evidence

The investigation and management of sudden unexpected deaths in childhood must follow a multi-agency approach.  A balance must be kept between medical and forensic requirements.  This is best achieved by a police officer and a pediatrician working in collaboration and in conjunction with the primary health care team. 
3.      CARE OF THE FAMILY
· A member of staff should be allocated to specifically care for the family.
· Remember that you are dealing with people who are in the first stage of grief. For example they may be shocked, numb, withdrawn, or hysterical. Although a death may be expected the family may still feel shocked.
· Always consider the need for an interpreter for non–english speaking families if required. The use of family members to act as interpreters must not be considered.  This includes using interpreters if only one parent speaks English.  All professionals need to take into account any religious and cultural beliefs that may have an impact on procedures.  Such issues must be handled sensitively but the importance of the preservation of evidence should not be forgotten.

· Ask the child’s name and then use it at all times.
· Always handle the child as though s/he were alive.
· It is entirely natural for a parent/carer to want to hold or touch the dead child. Providing this is done with a supportive professional (such as a police officer, nurse or social worker) present it should be allowed in most cases as it is highly unlikely that forensic evidence will be lost. If, however, the death is considered suspicious, the Senior Investigating Officer should always be consulted before a parent/carer is allowed to hold the child. The family must be given time to spend with their child.
· The parents should be allowed time to ask questions about practical issues.  This includes telling them where their child will be taken and when they are likely to be able to see them again.
· Written contact names and telephone numbers should be given to the parents.
· If it is necessary to carry out a Post Mortem parents will be informed. Do not ask their permission for a post mortem but explain sensitively what is involved.
· Avoid technical terms and jargon and when giving information, check it has been understood by the parents.
· Your time with the family may be brief, but your presence at this tragic time may have great significance for them in time to come. It is vital to be sympathetic and supportive whilst maintaining a professional approach and to be mindful of the needs of siblings and other family members.
4.
Categories of death IN CHILDHOOD
Death in Childhood can be divided as follows:

· Sudden unexpected death 

· Expected death

4.1
Sudden unexpected death

Definition:  The death of a child “which was NOT anticipated as a significant possibility 24 hours before the death or a similarly unexpected collapse leading to or precipitating the events which led to the death”    
(Chapter 7 working Together to Safeguard Children)
Examples of sudden unexpected death
1. Infant of a few months of age brought into hospital having died unexpectedly with no obvious cause (Sudden Unexpected Death in Infancy - SUDI).

2. Apparently healthy older child 

3. Child with signs of possible trauma – e.g. bruises, head injury, torn frenulum  

4. Child with chronic health problems in which death is not expected

5. Child with chronic health problems in whom the death is expected but there is some cause for concern about how the child died 

6. Trauma e.g. Road Traffic Accidents (RTA), drowning, accidents (Issues of neglect or abuse must be considered)
4.2 Expected death (may still be “sudden”)

Examples of expected death – Child with a life limiting disorder
1.  At home under the care of the Palliative care team / Paediatrician. No concerning or unexpected features.
2. Within the hospital / hospice either due to a sudden admission or deterioration of a child with a chronic health problem.
3. There may be a situation where a death is expected but is sudden - before the SUDIC process is followed it may be pertinent for the on call paediatrician to contact the child’s paediatrician or palliative care consultant if there is opportunity to do so.
All children who die unexpectedly or cause any concern, other than RTA, must be brought into the Accident and Emergency Department to facilitate a thorough assessment of the child and care of the family, unless the police have requested the child is not moved for forensic reasons.   
       
4.3
Children “expected to die”

When a child is “expected to die” a plan should be clearly documented in the notes, this should be given to the parents and A&E should be alerted. In Bradford there is agreement that the family carry their records and copies are not kept in A&E. It will be the responsibility of the family to ensure all health care professionals are informed of the end of life care plan. These children do not normally need to be brought in to A&E if it is clear that death is expected. As part of the plan, the family need to contact their GP when the child has died.  The GP should pronounce death.  If the children’s community nursing team / outreach team is involved, then the family should follow the plan. The child’s own consultant and the SUDIC Paediatrician must also be informed.  
If there is any concern or uncertainty about how the child died e.g. any signs of trauma or the mode of death was unexpected the child should be brought into A&E and this full protocol must be initiated and followed. The protocol can be left at any stage if the full picture becomes clearer, but it is essential that any useful forensic information is not lost. 

If a child who is ‘expected to die’ and has a palliative care plan, is brought into hospital and subsequently dies in hospital, then the coroner must be informed.  (The SUDIC protocol may need to be initiated – please discuss with the coroner).

For any child who dies but does not have a palliative care plan, the SUDIC protocol must be initiated and the coroner informed. 

The consultant caring for the child should be contacted as soon as possible to give further information.

4.4
Children in Road traffic Accidents (RTA) or other Trauma
Children who die unexpectedly due to trauma are normally fully cared for by the A&E team. The paediatric team should however be contacted and informed, in particular the SUDIC paediatrician. 

A number of children will also be known to Children’s social care and there may be issues of neglect to consider, therefore for ALL children who die from trauma this protocol should be followed. 

In particular these points should be followed:

1. Contact children’s social care to see if the child is known.
2. If there is any concern about the accident, e.g. injuries do not match the trauma, then the police and paediatrian should be contacted.
3. The Coroner will need to be contacted. 

4. Care of the family.
5. Consideration of organ/tissue donation.
6. Child Death Review Team must be informed of death on next working day.  

NB The full SUDIC protocol should still be activated for all causes of death by trauma including apparent non-intentional injury. Abuse / neglect needs to be considered for the safety of other children. Examples include fall out of a window, drowning etc. Research has shown that there are groups of children at greater risk of injury and death due to “accidental” trauma / drowning. 
5 Procedure to follow for an Expected Child Death
            5.1
Following pronunciation of death the Coroners Officer must be  


informed although in the case of expected death will not wish to



pursue this further.
5.2 The bereavement policy and protocol must be followed in terms of preparing the body, identification, removal from the department and notification of key individuals. The child death checklist must also be completed. 
Appendix 7 or 8.
5.3 The family must be given the information to access paediatric bereavement support and chaplaincy services. Written support leaflets must also be given.

5.4 Ensure the family are given the opportunity to spend time with their child.
5.5 Offer momentos- lock of hair, hand and footprints and photographs.
5.6 Gather the names and contact details of close relatives & siblings.
5.7 Ensure the family have transport home, this may need to be arranged through the hospital.
5.8 Ensure all appropriate members of the multidisciplinary team and primary health care team have been informed of the child’s death.

School nurse

GP

Health Visitor

Palliative care team / Community Childrens Team
Consultant paediatrician

Professions allied to medicine involved in the child’s care 

Patient Administration
             5.9
Inform the Child Death Review team who are required to formally review the child’s death through the Child Death Overview Panel on behalf of the Bradford Safeguarding Children’s Board. Complete the notification of death form. Appendix 10.
CHILD DEATH REVIEW KEY CONTACTS - BRADFORD Hospitals
Coroner’s Officer                                                       01274  376510      /    08456060606

Police 
control room




  08456060606

CID Bradford North (includes Keighley) 

  01535 617085
CID Bradford South




  01274 376429

Emergency Duty Team (social care)

  01274 431010
Child Protection Unit (Children Social Care)          01274  434343
Child Protection Unit (Police)                                   01274  376061
Interpreter services 




  2411 (out of hours via trust website)

Chaplaincy services                                                  5096

SUDIC Paediatrician




  3519
Sally.pollard@bradfordhospitals.nhs.uk
Child Death Review Administrator                           3519

Louise.Clarkson@bradfordhospitals.nhs.uk
Paediatric Bereavement Support Worker               TBC

Named nurse for Acute trust             

  2750  

Julie Smith
Safeguarding nurse (Acute trust)


  07903 259031
Angela Dadd

Named Nurses for safeguarding children (PCT)     01274 221001
Sue Thompson, Amanda Lavery

Designated Nurse for Safeguarding children      
  01274  221001
Barbara Cox  

Designated doctor for child protection

  2737

Ruth.skelton@bradfordhospitals.nhs.uk



Children’s Community Team                                     01274  228796 / 228857   

CHILD DEATH REVIEW KEY CONTACTS - AIREDALE  Hospitals

Coroner’s Officer                                                      01274  376510      /    08456060606

Police 
control room
(for CID etc) 


 08456060606

CID Bradford North (includes Keighley) 

  01535 617085
CID Bradford South




  01274 376429

Emergency Duty Team (social care)

  01274 431010
Child Protection Unit (Children Social Care)         01274  434343
Child Protection Unit (Police)                                  01274  376061
Interpreter services                                             
 2811 (out of hours via switchboard)

Chaplaincy services                                                 4088

SUDIC Paediatrician                                                 01274 383519
Sally.pollard@bradfordhospitals.nhs.uk
Airedale paediatric consultant for queries
 2433
Dr Kate Ward
Email secretary: hilary.seward@anhst.nhs.uk
Child Death Review Administrator                          01274 383519

Louise.Clarkson@bradfordhospitals.nhs.uk
Paediatric Bereavement Support Worker               TBC

Paediatric Matron & Named nurse
(Acute trust)
  Bleep 3121 

Joanne Newman

Named Nurses for safeguarding children (PCT)    01274 221001
Sue Thompson, Amanda Lavery
Designated Nurse for Safeguarding children      
  01274  221001

Barbara Cox  

Designated doctor for child protection

 2433

Dr Kate Ward

Email secretary: hilary.seward@anhst.nhs.uk
Children’s Outreach Team                                    
  3720

Section 2

Rapid Response to Sudden Unexpected Deaths in Childhood (SUDIC)
 1
Introduction 

It has become evident there is a need for clear guidance for all professionals involved in sudden unexpected deaths in childhood (SUDIC) in order to ensure the investigation into the cause of death is as comprehensive and thorough as possible.
The aim is

· to identify cause(s) of death where this is possible
· to support parents
· to reassure the family that the child’s death has been fully investigated

· to ensure that future children/siblings are protected 

· to satisfy wider public concerns. 

This protocol is based on the Kennedy report into sudden unexpected death in infancy and subsequent guidance included in chapter 7 of Working Together to Safeguard Children 2006. 

The intention of the protocol is to try to balance appropriate care of the bereaved parents, investigation of any medical cause and the requirement for HM Coroner and the police to examine whether the death is natural or not. 

Protocols such as those from the Foundation for the Study of Infant Deaths were written primarily for infant death. Recent guidance from Working Together requires deaths of all children to be fully investigated. Therefore this protocol covers the deaths of all children from birth up to 18 years.
 2
General guidance for all professionals

· After a sudden unexpected death in childhood (SUDIC) professionals may need to fulfill several roles. The family need to be supported in their grief and information needs to be gathered to ascertain the cause of death, which may include the investigation of suspicious circumstances. More detailed information may be required, with the parent’s consent, for research purposes.

· In order to ascertain the cause of death there may be a need to take urgent samples both to identify a potential medical cause of death e.g. a metabolic condition and for forensic sampling. (Please note that the taking of samples should be done in consultation with the police and HM Coroner).  If the window of opportunity is lost these specimens may not be useful later. Opportunity to identify the cause of death may be lost with tragic consequences for the family and future children. It is therefore important to adhere to this protocol for all unexpected deaths unless there is good reason not to which should be documented in the case records. (Appendix  2, 3, forms B2-B9).
· There is a need for a multi agency rapid response approach which maintains a balance between medical and forensic requirements. All cases of sudden unexpected child death will be referred to the coroner and police and the assessment and management will be carried out with close liaison between all the agencies that have responsibility. 
· Most sudden unexpected deaths of children occur at home and overnight. All children who unexpectedly die outside of hospital must be brought to A&E and this protocol followed unless there are clear forensic reasons why the body should not be moved. These will be led by the police.

· An appropriately experienced police officer if possible and SpR or Consultant Paediatrician should normally jointly interview the parents
. The timing and venue should be discussed between the two agencies to ensure the interviews are coordinated, that information is shared as appropriate, and to minimize the stress for the family. The police may want to sit in and listen to the history taking by the Paediatrician. The Coroners officer will usually always take part in the history taking.
· For a suspected homicide the police representative will be from CID not the child and public protection unit.

· Staff must check with children’s social care as to whether the child and family is known at the first opportunity. The child’s and parent’s full name, DOB and address will be required to complete such checks. This is NOT a referral to children’s social care, simply an inquiry.
· In all cases of sudden unexpected childhood death a multi agency information sharing and care-planning meeting should be held when the final post-mortem results are available, to review all aspects of the death and consider possible causes and contributory factors. It will also assist in identifying the on going needs of the family and how these can best be met, and review the operation of the protocol in that specific case. This process will be led by the SUDIC paediatrician.
      3
 Ambulance Staff
· Following an unexpected death, infants and children will be brought by ambulance staff to the Hospital A & E Department.

· The Ambulance Service Patient Contact Centre will have informed the police of a call to attend any unexplained child death.

· Ambulance crews will follow JRCALC guidelines relating to resuscitation, all children up to the age of 18 will be transported to the nearest A&E department unless in exceptional circumstances they are instructed not to do so by the police and resuscitation has not been initiated.

· Exceptional circumstances would include situations where a body was not in a fit state to be taken to an A&E department for example due to decomposition/incineration or at the request of the police.
· The first professional on scene ie ambulance staff should note the position of the child, the clothing worn and the circumstances of how the child was found.

· Any suspicious actions or observations must be reported to the receiving A&E department and the police and social services should there be any perceived risk to other children within the household.

· Having handed over the child to the receiving A&E staff or to the police on scene, any suspicions should be reported through the YAS Child Protection Reporting Process.

4
Care of the family 
· A member of the nursing team must be allocated to care for the family who may wish to remain with the child during resuscitation.
· Remember that you are dealing with people who are in the first stage of grief. They may be shocked, numb, withdrawn, or hysterical.

· Always consider the need for an interpreter if required. The use of family members to act as interpreters must not be considered.  All professionals need to take into account any religious and cultural beliefs that may have an impact on procedures.  Such issues must be handled sensitively but the importance of the preservation of evidence should not be forgotten.

· Ask the child’s name and then use it at all times.
· Always handle the child as though s/he were alive.
· It is entirely natural for a parent/carer to want to hold or touch the dead child. Providing this is done with a supportive professional (such as a police officer, nurse or social worker) present, it should be allowed in most cases, as it is highly unlikely that forensic evidence will be lost. If, however, the death is by this time considered suspicious, the Senior Investigating Officer should, where possible, be consulted before a parent/carer is allowed to hold the child.

· The parents should be allowed time to ask questions about practical issues.  This includes telling them where their child will be taken and when they are likely to be able to see them again.

· Written contact names and telephone numbers should be given to the parents.

· Parents must be informed about the necessity to carry out a post mortem examination where appropriate.  Do not ask their permission for a post mortem but explain sensitively what is involved.
· Avoid technical terms and jargon and when giving information, check it has been understood by the parents.
· Your time with the family may be brief, but your presence at this tragic time may have great significance for them in time to come. It is vital to be sympathetic and supportive whilst maintaining a professional approach and to be mindful of the needs of siblings and other family members.
5
 Hospital Staff in A&E (or paediatric ward)   (see flow chart Appendix 1)
· The parents may wish to stay with the child. A member of staff must be dedicated to their care.

· On arrival, the child should be taken to the resuscitation room.

· Crash bleep the paediatric SpR, A & E consultant, and the Anesthetist. The paediatric consultant should be informed at the soonest opportunity.
· A qualified nurse must be allocated to look after the family.  S/he should stay with the family, and keep them informed about what is happening.

· The child must immediately be assessed by the most senior paediatrician available / A & E consultant and death confirmed or appropriate resuscitation started.  Unless it is clear that the child has been dead for some time, or the parents wish to follow a pre-agreed end of life care plan, resuscitation should always be initiated.

· Subject to the approval of the medical staff involved, the parents should be given the option of being present during resuscitation.  The allocated nurse must stay with them to explain what is going on.

· The identity of the people present and their relationship to the child needs to be ascertained by the allocated nurse.

· Using the proforma (appendix 2, 3, forms B2-B9) a history should be obtained as sensitively as possible during resuscitation and as appropriate afterwards. Detailed records must be made using the parents/carers own words and include who was present. Information collected must include a full medical history, a family history, history of any other infant/child deaths and concerns about this incident or previous incidents.  

· Immediate responsibility for ensuring the parents/carers are fully informed rests with the paediatrician/ A&E Consultant. When the child has been pronounced dead, the consultant paediatrician should break the news to the parents, having first reviewed all the available information.  The interview should be in the privacy of an appropriate room.  The allocated nurse should also be present. The senior nurse on duty must ensure that appropriate care and support are provided to the family.

· A&E or Paediatric staff to contact Children’s social care to see if the family is known. (See pages 9,10 for contact details).
5.1
History ,Assessment and investigation
· As soon as possible after the arrival of the child in the A & E Department, the senior nurse on duty must ensure that the police have been contacted and arrangements made for the senior detective designated to lead the investigation of the death to attend and talk to the parents (preferably with the consultant paediatrician on call as soon as possible.)
· The senior nurse on duty will contact Children’s Social Care who should be asked to immediately check their records relating to the child, the immediate family members, other members of the household and others with whom the child has lived.  Any relevant information identified by the Social Services Department must be promptly shared with the police and paediatrician.
· A careful, detailed and thorough history must be taken from the parents and any carer present at the time the child was found, using the appropriate age group proforma. (Appendix 2, 3, forms B2-B9). The parents should be informed that all questions are routinely asked for all children who die suddenly to try to find out why the child has died. This must be done by the most senior Paediatrician available, SpR or Consultant. 
· In the case of RTA or non-intentional trauma, form B2 or form B6 proforma is required in addition to appendix 2 or 3 proforma.
· Liaise with the police as to whether they need to be present, to avoid repeating questions. If so tell the parents this is routine.
· Consider need for an interpreter. If required this should be requested as soon as possible after the child is admitted. Family members must not be used as interpreters.
· Record carefully all the information parents give about the circumstances leading up to the death. This includes both early explanations, later comments, and any conflicting accounts.
· Allow the parents time to ask questions.
· Contact any professional first on the scene or refer to their notes – e.g. paramedics / GP for information such as the following;
· The position of the child 

· Clothing worn 

· Circumstances of how the child was found

· Condition of the home

· Any comments made by parents
· In the case of children with complex health needs who may be  receiving multidisciplinary care a check of all medications taken in the previous 24 hours must be completed against the child’s’ prescription sheet.
5.2
Examination

A thorough physical examination should be carried out and carefully documented by the most senior Paediatrician available (SpR or Consultant). The age related proforma (Appendix 2, 3, forms B2-B9) which is to be completed in the case of each child death as part of this protocol indicates the requirements for investigation and assessment. It should include the following;
· General state including cleanliness, clothing and nutrition.

· Core temperature.

· Post death changes, such as dependent lividity, position and rigidity.

· Signs of injury – include the frenulum, genitalia, eyes, petechiae around the face, blood in the nose (use a child protection proforma for diagrams).
· A note must be taken of all marks caused by resuscitation.
5.3
Investigations / Sampling
The Paediatrician / Consultant in A&E will discuss with the Coroner / police the requirement for investigations. The Coroner’s Officer will usually discuss all aspects of the death for the Coroner and can grant permission to take samples.
Routine sampling depends on the timing of the post mortem and whether there is any suggestion of abuse / neglect.
Road traffic accidents:  Sampling is not normally required. Reporting to Coroner is required.
5.3.1 Concern about abuse 
If there is any suggestion in the history and examination of trauma / abuse / neglect discuss with police / coroner as to whether forensic specimens are needed immediately. During working hours advice may also be sought from the Consultant on call for Child Protection. Chain of evidence forms (appendix 6) must be used especially if any of the following are present:

· Possible bite marks (wet swab for DNA)

· Any possibility of sexual abuse
· Suspicion of poisoning 
5.3.2 If no suggestions of abuse or after forensic specimens taken
Discuss with coroner and obtain consent to get medical specimens
0 - 1 yr: take all specimens as per sample tick list. (Appendix 5) *.
1 – 18 yrs: consider whether any specimens are relevant. (Appendix 5) *.
* If no coroner’s post mortem is required, post mortem samples need written consent from the parents.

N.B. When clothes, nappies etc. are removed they should be stored in individual labeled hospital bags and stay with the child initially or be given to the senior investigating officer. Parents should be informed that this has been done. No items should be returned to the family without the consultation with the senior investigating officer involved.
            6       Information regarding Post Mortem 
· The Coroner must be informed of all unexpected and unexplained deaths, and any death certified within 24 hours of arrival at the hospital.


· The Coroner will direct a post mortem examination and has control of the body. An inquest will take place later.
· The parents can be offered photographs of the child, hand and foot prints and a small lock of hair from the child.
. 

·  Other mementoes and samples outside the terms of this protocol should not be taken without consultation with the coroner. This does not apply to any samples taken during resuscitation. 
· In a coroner’s post-mortem the major organs will be removed and examined. Samples of tissue and fluids will be taken for later detailed inspection. The organs are then returned to the body.  Once the coroner is functus officio (ie. once the coroner’s duties have been completed), no tissues may be retained without the consent of the family. The coroner may retain any tissues he chooses up until that point without any consent from the family.  In order to retain tissue or samples beyond this time, as part of the child's medical records, or to help answer questions regarding illnesses of other family members in the future, consent is required (Human Tissue Act).
·  The Coroner will consent for the coroner’s postmortem and retention of the organs / tissue. 
· The police have the power to seize tissue as part of a criminal investigation

· Before the family leaves the A & E Department, the consultant paediatrician on call should see them together with the senior detective designated to lead the investigation of the death. Whenever possible the SUDIC paediatrician should also be present for this initial joint interview with the parents.  The role of the senior nurse at this stage is to give the family help, information and support in their bereavement.  This may be helped by the use of leaflets such as those published by the Foundation for the Study of Infant Deaths. The contact number for the paediatric bereavement nurse should also be given.
· Parents need a sensitive explanation of post-mortem and the child death review process which will enable them to understand the procedures and give informed consent about the use of tissue for teaching and research. (Leaflets available).
· The consultant paediatrician  and the investigating police officer (together with the SUDIC paediatrician  if possible) must then briefly review the history and circumstances of the death, consider any issues which raise questions of abuse or neglect and review any relevant social services information. Any child protection concerns for other children in the household must also be discussed.  If significant concerns emerge about child protection issues, this discussion will become the initial multi agency strategy discussion under the Child Protection Section 47 procedures. 
· Skeletal Survey will be required - This is part of the post-mortem examination and results to be sent to pathologist

6.1
Post-Mortem Examination

· The post-mortem examination will be ordered by the coroner, and should be carried out within 48 hours by a pathologist.
· If significant concerns have been raised about the possibility of neglect or abuse having contributed to the child’s death, the paediatric pathologist should be accompanied by a forensic pathologist. (Dr Batman is a forensic Paediatric Pathologist and can carry out both roles).
· Prior to commencing the post mortem examination the pathologist must be fully briefed on the history and findings on presentation and the findings of the home visit by the SUDIC paediatrician and the police officer. The paediatrician who has been dealing with the case should provide a brief report of history and examination and if appropriate opinion to the pathologist.
· The preliminary results of the post mortem should be discussed by the SUDIC paediatrician and pathologist together with the senior investigating police officer.  The coroner should be informed of the initial results. It may take several weeks for the final post mortem report to be completed.
· If the initial findings suggest evidence of neglect or abuse as a cause of death, the Police and social services must immediately be informed and section 47 procedures followed.

· The SUDIC paediatrician is responsible for informing the family of the initial results of the post-mortem, in cases where abuse or neglect is suspected this must be done by the Police.
7 Further points to discuss with parents 
           7.1        Visit to the place of death
The police may wish to have the child identified or visit the home (to help the coroner). This may be with the SUDIC team. This is not an indication that the parents are suspected of being responsible for the death. 

7.1.2
Decisions regarding the appropriateness of a visit to the place where the child died will be taken by the SUDIC paediatrician/team, in discussion with the senior investigating police officer.

7.1.3
The following principles will be taken into account when deciding whether a home visit will take place:

· Visits will not be taken to the scenes of crime, except at the explicit request of the police.
· Visits will not take place to the scenes of road traffic accidents.
· A visit must add value to the process.

· In general, nurses (notably health visitors or members of the Children’s community team) are the health professional with most expertise in visiting and assessing children within their homes. 

· Safety is paramount, and health professionals will not attend the homes of families where a child died under suspicious circumstances on their own.
7.1.4
When a visit is agreed, it will be undertaken by the SUDIC paediatrician/team and/or other nominated health professional, usually within 24 hours after the child’s death, during normal working hours. The purpose of the visit is not forensic, and it is recognised that potential evidence will have been removed from the scene by police by the time a visit takes place.

      7.1.5
Visits will not usually be undertaken by the SUDIC paediatrician (or member of a SUDIC team) alone, and one of the following options will be utilised, by negotiation, on a case by case basis, for example:

· A visit alongside the police, who often visit the site of death again the following day.

· A visit alongside the primary health care team, providing the opportunity for support to the family from a professional whom they already know.

7.2 Ask who they would like to be informed e.g. partner, grandparents, religious leader.
7.3 Consider suppression of lactation in the case of a breast feeding mother.
7.4 Consider admission of twin.
7.5 Ask the parents where they are going and document the address, contact                                                    telephone number, who will be with them, how they will get there safely, (they may need hospital transport).

7.6 Provide appropriate written information and contact details that explain the   roles of hospital / coroner / voluntary agencies and bereavement support etc. Document in the notes which leaflets were given to the parents.
8.1   Actions to be taken before the parents have left 
· An enquiry to Children’s Social Care to enquire whether the child was subject to a child protection plan.
· The family given the information to access paediatric bereavement support and chaplaincy services. Written support leaflets must also be given.

· The family are given the opportunity to spend time with their child.
· Momentos have been offered- lock of hair, hand and footprints and photographs.
· The names and contact details of close relatives & siblings collected.
· The family have transport home.
· The family knows where their child will be before they leave the hospital, and that they have contact details of the relevant person if they wish to visit their baby.  The allocated A & E nurse should obtain this information from the police officer.

· Ensure that someone is looking after any other children in the family.  The family should be offered help in contacting other family members or close friends, employers, the hospital chaplain or other religious leaders if the parents wish.  If the child was a twin, it will normally be appropriate to admit the surviving twin for monitoring.
8.2 
Actions to be taken re body and communication with other professionals

· The bereavement policy and protocol must be followed in terms of preparing the body, identification, removal from the department and notification of key individuals.
·  The child death checklist must also be completed. (Appendix 7 or 8)
· All appropriate members of the multidisciplinary team and primary health care team have been informed of the child’s death.

           - School nurse

           - GP

           - Health Visitor

           - Palliative care team/ Children’s Community team
           - Consultant paediatrician /other doctors involved in care eg surgeon 
           - Professions allied to medicine involved in the child’s care 

           - Patient Administration

· Inform the Child Death Review team who are required to formally review the child’s death through the Child Death Overview Panel on behalf of the Bradford Safeguarding Children’s Board. Complete the notification of death form (Appendix 10).
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 Next 2 days after death
· Within 2 working days a report should be written and faxed to the pathologist. This should normally be written by the paediatrician on call; however, the SUDIC paediatrician may take this over after discussion. This should be a summary of the following:

a. History given at the time 

b. Examination findings including any signs of abuse / neglect and any medical cause of death
c. Investigations 

d. Any further information available about the family / child
e. An opinion as to the cause of death if possible or a statement that there are no concerns at this stage
This should be copied as follows

Coroner

Pathologist

Children’s Social Care if any Child Protection concerns (this copy of the report should be done on the Child Protection system)
GP

Health Visitor
Any other Paediatrician / Clinician involved in the care of the child.
If abuse or neglect is known or suspected to be a factor in the child’s death, and it seems likely that there will be a Serious Case Review, the death must be reported to:

Bradford: Janette Reynolds, General Manager Women & children’s services (ext 4089).

Airedale: Joanne Newman, Matron.  Bleep 3121 via Airedale Switchboard.
This will then be discussed with Bradford and Airedale tPCT as a serious untoward incident.  It should also be reported to the Yorkshire and Humber Strategic Health Authority (YHSHA).  YHSHA expect to receive further information within 10 days (refer to tPCT’s Policy and procedures for the management of serious untoward incidents).  
10        Discussion at 5 to 7 days
10.1
The SUDIC Paediatrician/Team will, in all cases, initiate multi-agency discussion (by telephone) within 5-7 working days, to review and update information. This discussion will include:

· The pathologist undertaking the post-mortem

· The police

· Children’s social care

· Consultant paediatrician (or Consultant in Emergency Medicine) involved in the process

· Other relevant health care professionals involved in the care of the child before death or in the period surrounding death
10.2      At this point, the SUDIC paediatrician/team should consider preparing a report

for the Coroner.

11
Provision of 28 day report to the Coroner
11.1
All information collected by those involved in responding to the child’s death will be collated into a report for the Coroner by the SUDIC paediatrician/team.

11.2
This report should be sent to the Coroner by 28 days after death unless some of the crucial information is not yet available.
11.3
Chapter 7 of Working Together indicates that the 28 day report should include a review of records from other agencies (eg Education, Children’s Social Care). The 28 day report should therefore highlight where relevant information is held by other agencies. The Coroner may then commission reports directly from those agencies if he deems it necessary.

       12  
Within 8 -12 weeks (earlier if post mortem report available)
· As soon as possible, usually eight to twelve weeks after the child’s death (once the results of all relevant investigations have been obtained) a case discussion meeting is to be held, usually chaired by the SUDIC paediatrician and formally minuted.  This meeting should involve the following where appropriate

               - General practitioner
               - The health visitor

               - Midwife
               - School nurse
               - Paediatrician 
               - Pathologist
               - Senior investigating police officer

               - Coroner’s officer 

               - Social services manager. 
·  At this case discussion meeting all relevant information concerning the circumstances of the death, the infant’s history, family history and subsequent investigations should be reviewed.  The main purpose of the meeting is for information sharing and for future care planning for the family.
· During the course of this case discussion meeting, it is important to consider   contributory factors to the child’s death.  If no evidence is identified to suggest neglect or abuse as contributory factors, this should be documented as part of the report of this meeting.  The quality of medical and social care that was given to the child and family should also be discussed at this meeting, any shortcomings identified and appropriate measures identified to improve future care.  For these reasons holding such a meeting even in those instances in which a complete and sufficient medical (natural) explanation has been found for the death may be of value.

· After the local case discussion meeting, the SUDIC paediatrician in close consultation with the pathologist should write a detailed report on the available information concerning the cause of the infant’s death. The contents of the report must be discussed with the police where there is evidence to suggest neglect or abuse. The content of the report should be written as a letter to the parents, and arrangements should be made for the SUDIC paediatrician, and the general practitioner or health visitor/midwife to jointly see the parents to explain the content of this report, to answer any further questions and to make plans for any future additional care and support that may be appropriate, including the question of further investigation of family members or subsequent children for metabolic or other familial disorders.  A copy of the report of the meeting should be sent to each of the agencies involved.  This may be of great importance in assessing the possibility of risk, (particularly from metabolic or other familial conditions) to surviving and future children in the family.

· The minutes of the local case discussion meeting should be communicated to the Coroner.  The information available from this meeting will potentially be of great value to the coroner in the organisation and conduct of the inquest, and will ensure that correct information is included in the final registration of the cause of death notified to the Registrar of Births and Deaths. 
· The Child Death review team will have requested details of the child death to begin the multi agency review of the death in preparation for discussion at the Child Death Overview Panel meeting on behalf of the Safeguarding Children’s Board.
· The case needs to be discussed at the relevant hospital mortality meeting.
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Family Support & follow up
Currently the coroner’s officer feeds back the result of the postmortem to the parents. However follow up and feedback by the paediatrician is encouraged and may offer the family better longer term care.  The SUDIC Paediatrician (or other paediatrician if one already involved) should arrange to offer extra follow up to the family to satisfy the following:

· Medical discussion of post mortem and cause of death 

· Any issues from the death 

· Follow up issues, e.g. immunizations / further screening of the family

· Discuss the need for further bereavement counseling

      The family should be given appropriate supporting written information such as a copy of the FSID booklet “when a baby dies suddenly and unexpectedly” the department of health leaflet “Guide to the post mortem examination; brief notes for parents and families who have lost a baby in pregnancy or early infancy” and FSID 24 hour cot death helpline number (020 7233 2090).  This information together with contact details of local religious leaders, local funeral directors and the different support agencies and information on different cultural practices with regard to death and bereavement should be kept in readily available folder in A&E. The family must also have the contact details of the paediatric bereavement support worker.
   13.1

Further Management

· The responsibility for the further management and support of the family will usually rest with the SUDIC paediatrician, in conjunction with the police, social services and primary health care team.

· The SUDIC paediatrician will collect all hospital records including A & E sheets for the child and other siblings in the family.

· The SUDIC paediatrician will notify the Named Nurse for child protection/named doctor and the GP where appropriate.
· The Named Nurse will inform the relevant health visitor/school nurse and will also liaise with the Social Services to ensure that they have been informed of the death of the child.

· Any media enquiries should be directed to the Trust press officer.  There will be a joint media strategy between police, health and the social services.
14
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� ‘parent’ throughout this document refers to the carer(s) directly involved with the child at the time
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