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This protocol received formal approval from the Safeguarding Boards for Southend, Essex and Thurrock and from the Coroner for Essex and Thurrock and the Coroner for Southend. 

This protocol should be read in conjunction with the Southend, Essex and Thurrock Procedure for Responding to Deaths in Childhood and followed by agencies in conjunction with all relevant internal policies, procedures and protocols.   
Acknowledgement: This protocol was originally drafted by Kathie Clibbens, Consultant Nurse Safeguarding Children & Designated Nurse Child Protection, Mid Essex PCT and 

Mid Essex Hospital Trust

Initial Assessment of an infant or child presenting unexpectedly dead or moribund

1. Babies and children who die suddenly and unexpectedly at home should be taken to an Emergency Department

2. Resuscitation should always be initiated unless clearly inappropriate. Resuscitation once commenced, should be continued according to the Advanced Paediatric Life Support Protocol (Mackway–Jones BMJ books) and the Resuscitation Guidelines (2005) (found at: http://www.resus.org.uk/pages/guide.htm) and until an experienced doctor has made a decision that it is appropriate to stop further efforts and this decision is agreed to by those in attendance.  
3. As soon as practicable (i.e. as a response to an emergency) after arrival at a hospital the baby or child should be examined by the consultant paediatrician on call (in some cases this might be together with a consultant in emergency medicine, or for some young people over 16 years the consultant in emergency medicine may be more appropriate than a paediatrician) and a detailed and careful history of events leading up to and following the discovery of the child’s collapse should be taken from the parents/carers.  Rapid response team’s aim is to obtain high quality information at this stage to understand the cause of the death and where appropriate to identify anything suspicious about it.  Once this information has been documented in the hospital notes or in an agreed pro-forma they should be copied and forwarded to the pathologist.
4. Where the cause of death or the factors contributing to the death are uncertain, investigative samples should be taken immediately upon arrival and after the death is confirmed. These should include the standard set for SUDI as noted in Appendix 1 of this document (Royal College of Pathologists and Royal College of Paediatrics and Child Health, 2004). Any further investigative samples will need to be agreed in advance with the Coroner.

5. If resuscitation has been attempted, the intravenous and intra-arterial lines inserted for this purpose should be removed subject to coroner’s consent.  All such sites of access should be carefully documented on body maps for the pathologist.  All other sites of attempted access should also be carefully recorded (as stated in the RCPCH SUDI guidance).
6. If an endotracheal tube has been inserted, this should also be removed after its correct placement in the trachea has been confirmed by direct laryngoscopy (preferably by someone other than the person who inserted it). 
7. The infant/child should be carefully and thoroughly examined by a consultant in paediatrics or A&E medicine immediately after resuscitation has ceased. Core temperature should be taken on arrival. A particular note should be made of any marks, abrasions, skin rashes, evidence of dehydration or identifiable injuries at this time. The presence of hepatomegaly should also be sought and noted. The presence of any discolouration of the skin, particularly hypostasis, should be carefully and accurately documented. Skin hypostasis and pallor from local pressure (e.g. on the nose in a child who has been face down) will usually fade over a few hours and may not be present when a pathologist sees the baby. Consideration should be given to asking for a police photographer to photograph any such skin discolouration if possible and appropriate.
8. Any stool or urine passed by the infant, together with any gastric or nasopharyngeal aspirate obtained, should be carefully labelled and sent for bacterial culture and for virology if appropriate. If the nappy is wet or soiled, it should be removed, labelled and frozen also.

9. During the process of resuscitation, various investigations will be initiated, including blood samples for blood gases, urea and electrolytes, full blood count, blood sugar and blood culture. Blood and, if possible, urine samples should also be taken at this time for metabolic investigations. If resuscitation is not instituted, then in most cases such investigations should be taken as soon as possible after the arrival of the infant. One or two attempts should be made to take blood from a peripheral vein. No attempt to remove blood from a cardiac stab or central vein should be made. One attempt at lumbar puncture should also be performed by a paediatrician and the resultant sample of cerebrospinal fluid (CSF) sent for microscopy and culture. If possible, a further sample of CSF should also be frozen for future metabolic investigation.  If possible urine should be obtained using a catheter but a supra pubic stab should not be attempted.
10.  Once death has been confirmed by the attending doctor (usually the consultant paediatrician), the Coroner assumes immediate responsibility for the body and the permission of the coroner must be obtained prior to taking samples from it.  However, in Essex there is a clear understanding with the Coroner that certain samples may be taken immediately after the end of resuscitation. As a result, the samples as detailed at Appendix 1 of this document may be taken without gaining consent on a case by case basis but no further samples for investigation may be taken without the Coroner’s permission. 
11.  It is expected that for all children under the age of two a skeletal survey should be undertaken. This should be reported by a radiologist with recent experience and training in paediatric radiology.  Consideration should always be given to undertaking a skeletal survey for children over this age especially where there is evidence to suggest that the death is suspicious.   The survey will be undertaken at the place of post mortem unless it is suspected that the child has been subject to non-accidental injury and there are other children in the household who may be at risk.  In these circumstances if waiting for the post mortem will lead to unacceptable delay (more than 24 hours) arrangements should be made, following discussion with the Coroner, to undertake the survey on site.  

12.  When the baby or child is pronounced dead, the consultant clinician should inform the parents, having first reviewed all the available information. S/he should explain future police and coroner involvement including the Coroner’s authority to order a post mortem examination, which will be carried out by a Paediatrician/Forensic pathologist. This may involve the taking of particular tissue blocks and slides to ascertain the cause of death. The Coroner will determine from those with parental responsibility for the child their wishes for tissue to be retained beyond the period required by the Coroner, for example, for use in research or for possible future review.

13. The Consultant clinician who has seen the child should inform the Police, Social Care, Coroner’s Office, SUDI Paediatrician, Primary Care and the Designated Paediatrician with Responsibility for Deaths in childhood immediately after the Coroner is informed.

14. The same processes apply to a child who was admitted to a hospital ward and subsequently dies unexpectedly in hospital.
15. A copy of the Medical examination documentation should be sent to the Named Nurse
These guidelines have been constructed using the RCPCH  Sudden Unexpected Death in Infancy; multi agency protocol 

http://www.rcpch.ac.uk/publications/recent_publications/SUDI%20report%20for%20web.pdf
and Working Together to Safeguard Children

http://www.everychildmatters.gov.uk/_files/CCE39E361D6AD840F7EAC9DA47A3D2C8.pdf
Appendix 1: ROUTINE SAMPLES TO BE TAKEN IMMEDIATELY AFTER SUDDEN UNEXPECTED DEATHS IN INFANCY

Blood samples should be taken from a peripheral vein only (e.g. femoral vein).  Cardiac puncture should be avoided if possible as this may cause damage to intrathoracic structures and make post-mortem findings difficult to interpret.

A full skeletal survey should also be carried out for all under 2 year olds before the post-mortem examination, in accordance with the guidance in paragraph 11 of this document. 
	Sample


	Send to
	Handling
	Test

	Blood cultures –

Aerobic and anaerobic 1 ml
	Microbiology
	If insufficient blood, aerobic only
	Culture and sensitivity

	Blood 

from Guthrie card
	Clinical Chemistry
	Normal (fill in card; do not put into plastic bag)
	Inherited metabolic diseases

	Cerebrospinal Fluid (CSF) 

(a few drops)
	Microbiology
	Normal
	Microscopy, culture and sensitivity


	Nasopharyngeal Aspirate
	Virology
	Normal
	Viral cultures, immuno-fluorescence and DNA amplification techniques*

	Nasopharyngeal Aspirate
	Microbiology
	Normal
	Culture and sensitivity

	Swabs from any identifiable lesions
	Microbiology
	Normal
	Culture and sensitivity

	Urine (if available
	Microbiology
	Normal
	Culture and sensitivity



* Samples must be sent to an appropriate virological laboratory
The Coroner has also provide permission for the following samples to be taken but these are not considered routine samples but can be taken if it is considered appropriate

	Sample


	Send to
	Handling
	Test

	Blood (serum)

1-2 ml
	Clinical Chemistry
	Spin, store serum 

At -20oC
	Toxicology

	Blood (Lithium heparin) 1-2 ml
	Cytogenetics
	Normal – keep unseparated
	Chromosomes 

(if dysmorphic)
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