
 

Death of Child SUDIC ED Paediatric Guideline. W ritten by Dr R Rowlands. Approved by Chair’s Action ED Paediatric Guidelines Group, 12/6/19 Review Date June 
2022 

NB: Paper copies of this document may not be most recent version. The definitive version is held on InSite in the Policies and Guidelines Library. 

 

1 

 

LRI Emergency Department 

  

Death of a Child SUDIC UHL Paediatric 
Emergency Department Guideline 

Staff relevant to:  ALL UHL ED staff 

ED senior team approval date:  ED Paediatric Guidelines Chair 

Version:  
Trust Ref: 

1 
C94/2006 

Revision due:  01 June 2022 

Written by:  Modified by Dr R Rowlands from 
previous UHL guideline on child death 
 
**Although specific to ED this guide is 
relevant to ALL deaths of 0-18 year 
olds in UHL.** 

 

 

 

 

                      



 

Death of Child SUDIC ED Paediatric Guideline. W ritten by Dr R Rowlands. Approved by Chair’s Action ED Paediatric Guidelines Group, 12/6/19 Review Date June 
2022 

NB: Paper copies of this document may not be most recent version. The definitive version is held on InSite in the Policies and Guidelines Library. 

 

2 

Emergency Department protocol 
 

 
 

 
 

 

 

 

 

 

 

 

  

 

       

      
 

 

 
 

ED senior doctor or 
paediatric SpR to break 

news to family 

 
 

Notify (see checklists) 
 Police 

 Duty social worker 

 CDR (child death review) 
Manager (in hours or answer 
phone message out of hours) 

 Patient Affairs (via ED 
reception) 

 Safe guarding Children Team 
ext 5770 (answer phone) 

 Maternity bleep holder if 
under 28 days of age 

 

Child under 18 years old 
arrested or has cardiac 

arrest in ED 
 

Resuscitate as per normal 
procedures  

(unless EMAS have stopped 
resuscitation and ED senior 

doctor has assessed 
situation as futile) 

 

Children 16-18 yrs 
Same procedure 
ED team will liaise with SUDIC team directly 
UHL Paediatricians- NOT INVOLVED unless 
child is under the care of UHL Paeds (chronic 
problems) 

Resuscitation not 

successful 

Notify ED consultant (or senior) if not 
already aware.  

 
Paediatric SpR to notify Paediatric 
Consultant on call, once sufficient 

information obtained. 

 
 

Senior doctor (ED or Paed 
SpR) to perform further 

detailed examination  
 

See Appendix 1 and 2 
 

Note: No samples to be 

taken in NAI cases 
 

In Unexpected deaths:  
All samples taken during and 
after resuscitation to be sent 
to laboratories USING CHAIN 
OF EVIDENCE FORMS, 
WITH PSA AND NOT IN 
CHUTE (Appendix 6) 

 

 

Detailed history from 
parents/carers in ED by the 
ED/Paed SpR or Paediatric 
Consultant 
Joint with Police whenever 

possible 

Ensure completion of Doctor and 
nurse checklists 
IF 16-18, Paed Dr checklist to be 
completed by ED doctor 

See Appendix 3A, 3B and 4 

Photography, Tubes and lines 
(Appendix 5) 
 

See section D for guidance 

Care of Parents and Sibling 
Bereavement Care 
 
See section E for guidance 

 

Home Visits & further procedures 
See LSCB SUDIC response 
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Introduction 
 
Child death review processes became mandatory in April 2008. All LSCBs (Local Safeguarding Children’s Board) are required 
to review the deaths of ALL children in their area, as outlined in Working Together to Safeguard Children 2015, Chapter 5.  
 
The overall principle of the child death review process is to learn lessons and reduce the incidence of preventable child deaths 
in the future. 
 
In order for LSCBs to fulfill their responsibilities for reviewing deaths, LSCBs should be informed of ALL deaths of children 
normally resident in its geographical area. (Working Together 2015) 

There are two interrelated processes for reviewing child deaths (either of which can trigger a serious case review)  

1. A rapid response by a group of key professionals who come together for the purpose of enquiring into and evaluating 
each Sudden unexpected death of a child 

2. An overview of all child deaths (under 18 years) in the Local Safeguarding Children's Board (LSCB) area, undertaken 
by the Child Death Overview Panel (CDOP).The Child Death Overview Panels are responsible for reviewing 
information on all child deaths, and are accountable to the LSCB Chair. 

 
The SUDIC Process: describes the process of communication, collaborative action and information sharing following the 
unexpected death of a child. The SUDIC process should be followed when a decision is made that the death of the child is 
unexpected, or there is a lack of clarity about whether the death of the child is unexpected. 
 
An UNEXPECTED DEATH is defined ‘as the death of a child which was not anticipated as a significant possibility, for 
example 24 hours before the death, or where there was a similarly unexpected collapse or incident leading to or 
precipitating the events that led to the death. Unexpected deaths include: 
  

 Road traffic collisions, suicides and murders, and any sudden unexpected/unexplained death in infancy and early 
childhood. 

 The unexpected death of a child who has a life-limiting condition but whose death was not anticipated within the 
previous 24 hours. 

 Any child admitted to a hospital ward and who subsequently dies unexpectedly in hospital. 
 

All UNEXPECTED cases should be thoroughly investigated according to a standard protocol involving a joint paediatric–police 

approach and incorporating a careful history, a detailed scene examination, a post-mortem examination, and a final case 
review to pull together all relevant information. 
 
Suspicious Deaths: If the death is in anyway suspicious the Police will assume the lead investigation. If at any time emerging 
information give rise to child protection concerns about remaining children in the household, the LLR LSCB Child Protection 
Procedures must be followed. 
 
All agencies need to follow five common principles: Sensitivity, open mind/balanced approach, an interagency response, 
sharing of information, appropriate response to the circumstances and preservation of evidence. 
At any stage if significant concerns are raised by the medical staff, nursing staff, family members, or from any of the involved 
agencies, that neglect or abuse may be a cause of the child’s death, the decision may be made that there is sufficient 
evidence to suspect that a crime has been committed against the child.  The police will then take the lead role and instigate a 
criminal investigation. 

The designated doctor for child death (DDCD) along with the CDOP team will take the overall lead in coordinating the 
ongoing investigation and family support following a sudden unexpected infant / child death. The DDCD is available, in office 
hours, for advice or support via the CDOP office. 
 

Children 16-18 yrs: same procedures apply, except that the ED team will liaise with the CDOP team directly 

without involving the UHL Paediatricians (unless the child is under the care of UHL Paediatricians for chronic medical 
problems) 
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Action in ED 
 

Resuscitation 

 Nothing in this protocol should interfere with the absolute priority of effective resuscitation if this is possible 

 Unless the infant has clearly been dead for some time (with signs of rigor mortis), resuscitation should be attempted on 
arrival in hospital. It should then be continued according to the APLS Protocol until there has been a thorough 
appraisal of the situation, taking account of the clinical features, the response to appropriate resuscitation, and any 
immediately available results of investigations. 

 When to stop resuscitation: Resuscitation is discontinued if there is no return of circulation at any time up to 30 
minutes of cumulative life support (or until an experienced clinician has made a decision to stop). 

 Even where the infant or the child has clearly been dead for some time, it is helpful for ALL cases of sudden 

unexpected death in childhood (SUDIC) to be brought to hospital. This serves a number of important purposes. Firstly, 
a fully equipped team will be on hand to thoroughly evaluate the situation; secondly, the team will be able to support 
the parent(s) and other family members; thirdly, it helps to secure the scene of death, which can then be thoroughly 

evaluated later.   

 
 

Detailed History and Examination (see Appendix 1) 
 

 

 

Samples in ED  (Appendix 2) 

 Note: No samples should be taken in obvious or suspected non-accidental injury cases. In these cases the 
forensic samples will be taken by the Home Office Pathologist. 

 Once death has been confirmed by the ED team/paediatric team, the coroner assumes immediate responsibility for 
the body.  

 Blood samples taken during the process of resuscitation can be sent for relevant investigations depending on the 
possible clinical cause of the death  

 For blood samples in unexpected deaths blood culture is a priority if small quantities of blood are obtained during 
unsuccessful resuscitation  

 Document all the samples taken and record the site from which they were taken.  
 Label and ensure an unbroken “chain of Evidence” for all samples. (Complete chain of evidence form for each 

sample taken in ED- Appendix 6).  
 All the samples should be handed over to the biochemistry /microbiology staff. No samples should be sent via the 

CHUTE 
 Document any samples taken in the notes. (Appendix 2) 
 Urine/stool stained nappy should be preserved and sent for analysis in unexpected deaths 
 Supra-pubic punctures MUST not be done for urine samples 

 
 

Photography of the child  (Appendix 5) 
 

 A police photographer should take the photographs in suspicious deaths or cases of suspected NAI 

 Photographs of skin discoloration may be useful in assessing the time of death/ position in which the child was lying 

 Photographs for bereavement purposes and locks of hair, foot prints and hand prints may be taken after consent from 
parents (See Appendix 5 for details) 

 Parents may take photos of their child using their personal phones and cameras 
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Tubes and lines 
 

 Intravenous/Intraosseous lines should be left in place, but the tubing removed. 

 Chest drains/ IV cannulas left in place, but may be clamped  

 Endo-tracheal tube must be left in place but may be cut off at the mouth and the cut end placed inside the cheek if 
possible (Coroner and pathologist advice) 

 A complete documentation of all cannulation attempts, sites of venepuncture or IO needling, monitors and tubes 
should be made before their removal. 

 In suspicious or criminal deaths (i.e. stabbing) the body MUST NOT be cleaned in any way.    

Care of Parents and sibling 

 It should be borne in mind that the parents will be shocked and distraught. The emphasis is on sensitive, open 
minded and balanced approach in dealing with the situation. 

 Immediately upon their arrival at the hospital, the parents should be allocated a member of staff to care for them, 
explain what is happening and provide them with facilities to contact friends, other family members and cultural or 
religious support.  

 The Paediatric Registrar/ ED SpR should, as part of the initial assessment, take a detailed and careful history of 
events leading up to and following the discovery of the infant's collapse.  

 When the child has been pronounced dead, the ED team or the on-call paediatric team should break the news to the 
parents, having first reviewed all the available information. The ED SpR/Paediatrician must explain that possible 
medical causes of the infant's death will also be very carefully and thoroughly sought. Unless the cause of death is 
immediately apparent to the paediatrician (e.g. the typical rash of meningococcal septicaemia or in RTC cases), it is 
important to explain to the parents that the cause of the death is not yet known and that the aim of the investigation is 
to establish the cause of death.  

 Unexpected deaths: The first stage of multi-agency approach to investigation and family support is a strategic 

discussion involving the ED consultant and/ or consultant paediatrician on-call with the police (DI). This enables 
sharing of information, identification of any initial concerns, a clear division of responsibilities, and a plan for 

investigating the case and for giving information to and supporting the family. At this stage or at any stage if distinct 
child protection concerns are identified, a formal strategy discussion/meeting should be convened by social services 
under Section 47 of the Children Act.  

 The CDR Manager should be informed as soon as possible (during office hours) to allow coordination of any 
necessary home visits and to provide support in contacting partner agencies (i.e. GP, schools, Diana nursing team.) 

 The parents and other close relatives should normally be given the opportunity to hold and spend time with their child 
(ALL contact should be supervised by a member of nursing staff who will stay with the child throughout). 

 The parents must be informed that the coroner will order a post-mortem examination in cases where a death 
certificate cannot be issued. The nature and purpose of the post mortem should be explained to the parents in 
understandable terms and they should be given a copy of the NHS leaflet on the post-mortem examination ordered by 
the coroner.  

 Information leaflets on the child death review process- should be provided to the parents/families (all info is 
available in the ED bereavement boxes provided to parents) 

 

 

 

 

 

 



 

Death of Child SUDIC ED Paediatric Guideline. W ritten by Dr R Rowlands. Approved by Chair’s Action ED Paediatric Guidelines Group, 12/6/19 Review Date June 
2022 

NB: Paper copies of this document may not be most recent version. The definitive version is held on InSite in the Policies and Guidelines Library. 

 

6 

Role of on-call Paediatric/ ED team  

 Take a detailed history (initial interview with parents in ED) and do a detailed examination of the child- including body 
maps.  

 Ensure that the relevant samples taken during the resuscitation are sent to the labs with appropriate chain of evidence  

 Advise the family thoroughly and sensitively of the inter-agency process routinely followed when a child suffers a 
sudden unexpected death where the cause of death cannot immediately be established. 

 Contact the hospital safeguarding team to determine if the family are known to social care. 

 Contact the police speak to the DI on call for SUDIC via Force Control Room, and make arrangements for the senior 
detective designated to lead the investigation into the death to attend (0116-222-2222) 

 Contact the CDOP Team - During office hours please contact the CDOP Office on 0116 295 8715. Out of hours 
leave a message on the answer phone (same number).  

 See doctor’s check list (Appendix 3A and 3B) 

 Nurse’s check list (Appendix 4) 
 
 
Role of CDOP team  

 The CDOP team take the overall lead and responsibility, in office hours, in coordinating the investigation and family 
support following a sudden unexpected infant/Child death. Out of hours a message should be left on the CDOP 
answer machine.  

 The named SUDIC Nurse will be responsible for ensuring that the CDOP process is discussed with the family during 
the home visit. On-going support to the family will be assessed & managed. 

 Phase 2 meeting within 5 – 7 days (usually by phone): The aim is to ensure that all agencies are informed & updated; 
any concerns are identified & managed with an agreed action plan, including ongoing support to the family. The 
coroner will be kept informed of all outcomes by the CDOP team. 

 Phase 3 meeting within 16 – 20 weeks once the PM is available: A meeting will be convened where all relevant 
agencies are invited to attend to share information and identify the cause of death, ongoing support to the family & 
identify any lessons learned. A case summary & recommendations using Dept for Education Analysis Proforma 
template will completed and ready for presentation to the final CDOP Panel. 

If you would like more information on child death in the region please go to  

http://tinyurl.com/llrscb-death  

or scan the QR code below. 

 

http://tinyurl.com/llrscb-death
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Home/Scene visit (Unexpected deaths) 

 If the child’s death is felt to be unexpected the SUDIC process will be followed 
 The ED or Paediatric Consultant will discuss with the Detective Inspector on call about each case. The DI will 

liaise with the CDR Manager to confirm if, when and how a visit will be conducted. The Coroner will be notified of 
ALL deaths. 

 If a home visit is required the DI on call will contact the CDR Manager (in hours) to discuss the circumstances of 
the child’s death and request a planned joint home visit with the Police. Outside these hours an urgent home 
visit may be undertaken by the Police as a single agency response. 

 The parameters around each home visit will be discussed and agreement on who will lead will be decided on by a 
case by case basis.  

 
The Named Nurse: The Named Nurse will be responsible for ensuring that the CDOP process is discussed with the 
family during the home visit. Ongoing support to the family will be assessed & managed.  

The CDOP Team is also responsible in liaising with the police, social services, Coroner, pathologist and other agencies to 
organise the SUDIC review meetings and to provide the written report after the final results of the post-mortem are 
available. 

Follow-up arrangements: The CDOP team will organise the follow-up visits with the parents and the family as 
necessary. The ED will offer a bereavement follow up visit to all families who have a child die in the emergency 
department. 

Please read the LSCB multi-agency SUDIC protocol for further information 
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APPENDIX 1 (Detailed history and Examination) 
     

History 

 Presenting History: record parents' accounts of events. Ideally, information should be recorded verbatim- use their 
own words as far as possible. Detailed history as for any critically ill child. 

 Basic details of baby/child, the parents, and other family members (construct a family tree if possible) 
 A narrative account of the 24 hours leading up to the child’s death. In children less than 2 yrs age, a full 

description of when and how the baby slept and fed, any activity, who was with the baby at different times, the baby’s 
health and activity levels, the final sleep and any changes to routine. Where and how the baby was sleeping, clothing, 
bed coverings, position; any changes in that during the course of the night; if bed sharing, who else was in the bed 
and their positions relative to the baby; when and by whom the baby was checked during the sleep; description of the 
last feed and any night time feeds; heating and ventilation. In older children obtain information regarding any social 
issues, drug and alcohol use, bullying or mental health issues. 

 Where and how the child was found, position, coverings, appearance and any unusual features; any action taken after 
the child was found. 

 Past medical history: Relevant to age- consider including pregnancy and delivery, birth weight, post-natal problems, 
growth and development, normal routine and feeding, any illnesses, immunisations , medications, drug allergies, 
routine surveillance; Also details of normal routine for the baby, including feeding, sleeping patterns and practices. 
Check previous OPD/ hospital, ED, HV and GP visits 

 Family medical history, including any medical or psychiatric history of the parents and other immediate family 
members; infectious contacts; any history of respiratory, cardiac, neurological disorders or metabolic disorder in the 
family and any previous infant or other sudden deaths in the family. The second twin MUST be examined and 
investigated appropriately by a Paediatrician 

 Social history, family structure and dynamics, housing, use of alcohol, recreational drugs, and tobacco; parents’ 
occupations; any social services involvement in the past, including any child protection concerns.  

Examination 

 A detailed examination should be performed 
 A rectal temperature should be taken to aid the pathologist in estimating time of death 
 Head to toe examination and front to back for bruising/ injuries/ visible signs of bleeding/ discharge: use body 

diagrams to document the injuries (Sheet C of the UHL Standard Child Protection Paperwork available in the 
ED death packs) 

 Examination: spine, skull, chest, upper limbs, lower limbs, genitalia, anal region 
 Abdomen: Hepatomegaly 
 Signs of dehydration, Wt/Length/HC, State of nutrition and cleanliness  
 Petechiae  
 Eye exam: retinal haemorrhages may be difficult to see if cornea clouded but should be commented on if present 
 ENT exam: frenulum/ bleeding/pink fluid from the nose. Frothy fluid, commonly bloodstained, is often present around 

the nose and or mouth and its presence should be documented. 
 Sites of medical intervention: IV lines, IO lines etc needs to be documented 
 The presence and distribution of any discolouration of the skin, particularly dependent livido. Skin livido and pallor 

from local pressure (e.g. on the nose in a child who has been face down). In older children signs of self-harm (i.e. 
cutting). 
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APPENDIX 2 (Samples) 

 Samples taken during resuscitation should be prioritised for the tests below. 

 If only a small amount of blood send for culture only.  

 Blood samples taken DURING Resuscitation: Maintain strict chain of evidence for all the samples taken (chain of 
evidence forms-Appendix 6). No samples should be sent via the CHUTE.  

 No supra-pubic punctures should be attempted for urine samples.  

 Urine/stool stained nappy should be preserved and sent for analysis 

 Post mortem samples should NOT be taken without discussion with a consultant AND consent of the coroner. 
 
 
Patient’s details: Name, sex, DOB, Address/ patient’s label 
 
 
 

 

Name and designation of doctor completing the form: 

 

 

Sample Test Send to Handling Sample 
taken  
Yes or 
No 

Blood cultures 
aerobic 1 ml 

Culture and 
sensitivity 

Microbiology Normal  

Blood (serum)  
0.5 ml 

Urea and 
electrolytes 

Clinical 
chemistry 

Normal  

Blood (serum) 1 ml Toxicology Clinical 
chemistry 

Spin, store serum at 
–20°C 

 

Blood (lithium 
heparin) 1 ml 

Inherited metabolic 
diseases 

Clinical 
chemistry 

Spin, store plasma 
at –20°C 

 

Blood EDTA 0.5 ml FBC Haematology Normal  

Blood from syringe 
onto Guthrie card 

Inherited metabolic 
diseases 

Clinical 
chemistry 

Normal (fill in 
card—do not put 
into plastic bag) 

 

Urine (if available) 
Wet Nappy (But No 
SPA) 

Toxicology, 
inherited metabolic 
diseases 

Clinical 
chemistry 

Spin, store 
supernatant at 
 –20°C 

 

Urine (If available) 
(No SPA) 

Microscopy, culture 
and sensitivity 

Microbiology Normal  

Naso-pharyngeal 
aspirate (NPA) and 
Nasal Swab 
**may be taken post 
mortem if 
indicated** 

 Virology 
(Immuno-
fluorescence) 

Virology Normal  
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Sudden Unexpected Death in Infancy or Childhood (SUDIC) 
Appendix 3A - ED Doctor Checklist 

Name                                                                     Sex 
 
Date of Birth                                                           Hospital Number 
 
Date of Death                                                         Time of Death 
 
Action Contact details Comment Time Sign 

when 
complete 

Parents informed of death 
 

    

ED Consultant informed 
 

    

Police informed (check on 
arrival if this was carried out 
by EMAS crew) 

If not informed by EMAS, 
attending Doctor to contact: 
0116 222 2222 and speak to 
Duty Sergeant.  

   

Coroner informed In hours (via bereavement 
office) 
Out of hours by UHL Duty 
Manager 
Liaise with police to ensure no 
unnecessary duplication 
 

   

GP Notified In hours: GP information in 
notes 
 

   

Pathologist informed In Hours:  
 
Dr Roger Malcolmson (UHL 
Pathologist)  
(0116 258) 6568  
 

   

EDIS checked for previous 
attendances 
 

    

ED notes completed 
 

    

MBRRACE Form completed 
for infants less than 28 days 
with as much information as 
you have. 
 

Inform Maternity Bleep 
holder via switchboard 
Send Form to:  
MBRRACE Coordinator, 
Kensington Building,  LRI 

   

Consider the need for 
immediate staff debrief 
 

    

 
Person completing this form (Please print name)…………………………………………………….. 
 
Role/Grade…………………………………………Contact number………………………………….. 
 
Date of Completion………………………………..Time of completion………………………………. 
 
Sign to confirm all tasks completed…………………………………………………………………….. 
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Sudden Unexpected Death in Infancy or Childhood (SUDIC) 
Appendix 3B - Paediatric Doctor Checklist (ED if over 16) 

 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

Name                                                                                Sex 
 
Date of Birth                                                                     Hospital Number 
 
Date of Death                                                                  Time of Death 
 

Action Details Comments Time Sign when 
complete 

Parents/Carers seen and a 
detailed history taken  
 

See appendix 1    

Detailed examination of the 
child 

See appendix 1, Use UHL 
Body Maps (form C) to 
record all marks, bruises and 
injuries, also mark all points 
of IV line access 
 

   

On Call Consultant 
Paediatrician informed 
immediately 

    

Child Death Overview 
Process (CDOP)- inform of 
ALL deaths 

0116 2958715 
Out of hours- leave message 
on answer phone 
 
 

   

Liaise with Police Ensure police have been 
contacted to discuss child’s 
presentation with them 
 

   

Any samples taken during 
resuscitation 

Chain of Evidence 
completed for each sample 
 

   

Written notification of Death UHL Child death notification 
form completed. 
 
Inform Safeguarding 
Children Team Ext 5770  
 
Out of Hours: leave 
message on answer phone 
extension 5770. 

   

 
Person Completing this form (Please print name)………………………………………………. 
 
Role/Grade…………………………………………..Contact number…………………………… 
 
Date of completion…………………………………..Time of completion………………………... 
 
Sign to confirm all tasks completed……………………………………………………………….. 
 



 

Death of Child SUDIC ED Paediatric Guideline. W ritten by Dr R Rowlands. Approved by Chair’s Action ED Paediatric Guidelines Group, 12/6/19 Review Date June 
2022 

NB: Paper copies of this document may not be most recent version. The definitive version is held on InSite in the Policies and Guidelines Library. 

 

12 

Sudden unexpected death in infancy or childhood (SUDIC) 
Appendix 4 - ED nurse checklist 

Name  
 
Date of birth                                     Hospital number 
 
Sex                                                  Date          
                                                             
Action Contact/details Comment Time Sign when 

completed 

Parents supported when 
informed of death 

    

Interpreter contacted for 
family if required, NB Do 
not use a family member 
if possible 

Pearl Linguistics- see 
INsite for details 
Nurse in Charge holds 
code needed to access 
 

   

Name bands X2 placed 
on child 

    

Other family members 
informed at request of 
family 

    

 
Social Care notified and 
checked if family known 
 

In hours: 
City 0116 454 1004 
County 0116 305 0005 
 
Out of hours: Emergency 
Duty Team 0116 255 1606 
 
Police may have already 
completed 

   

 
UHL Safeguarding Team 
informed and UHL Child 
death notification 
completed & faxed. 

In hours: 
0116 258 5770 
Out of hours: 
Message on answer phone 
at above number 
Fax: 
0116 258 6701 

   

Parents given 
opportunity to hold child, 
Nurse to maintain 
discreet but constant 
presence. 

    

Appropriate religious 
representation contacted 
at family’s request. 

    

Family given time to 
carry out religious 
ceremony 

    

Child laid out 
appropriately 

Do not remove lines etc. 
Do not wash body if 
criminal activity suspected 

   

 
Person completing this form (Please Print name)………………………………………………… 
 
Role/Grade……………………………………….Contact number………………………………… 
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Appendix 4 ED Nurse Checklist continued: 
 

Name 
 
Date of birth                                            Hospital number 
 
Sex                                                         Date 

 

Action Contact/details Comments Time Sign when 
completed 

Family offered lock of 
hair & hand & footprints 

Record where lock of hair 
taken from. 
Kits available in 
bereavement boxes 

   

Family given 
Bereavement pack and 
information 
(in ED bereavement 
boxes) 

LSCB leaflet 
CDOP information 
Post mortem Information 
‘Following the Death of 
Your Child’ booklet 
 

   

Property & valuables Delete as appropriate: 
 Given to family 
 UHL Bereavement 

Services 
 To police, (record 

collar number of 
receiving officer) 
 

   

Mortuary contacted 
Porters contacted 

Ext 5596 
Ext 6310 

   

Documentation 
completed 

 UHL Safeguarding 
Child Death form. 

 UHL Notification of 
Death. 

 Bereavement checklist 
 Perinatal form (if 

applicable) 

   

Photocopy of full ED 
notes X 3 

 copy with child to 
mortuary 

 copy to Bereavement 
Services 

 copy into ‘Death box’ 
in ED 

   

Suitable transport 
arranged for family 

    

Reception notified to 
cancel appointments 

    

 
Person completing form (Please print name)………………………………………….. 
 
Role/Grade……………………………………Contact number………………………… 
 
 



14 

 

Death of Child SUDIC ED Paediatric Guideline. W ritten by Dr R Rowlands. Approved by Chair’s Action ED Paediatric 
Guidelines Group, 12/6/19 Review Date June 2022 

NB: Paper copies of this document may not be most recent version. The definitive version is held on InSite in the Policies and Guidelines 
Library. 

APPENDIX 5 
 

 
Protocol for taking photographs of a deceased child 

 Under no circumstances should photographs be taken using the departmental camera, or 
staff camera / mobile. 

 Parents and family members are allowed to take photographs on their own personal 
cameras or phones. 

 Hospital photographs can only be taken by a member of staff from Medical Illustration. 

 Photographs are to be taken for bereavement purposes only. NEVER for forensic, personal 
or educational reasons. 

 In obvious or suspected non-accidental injury cases the police photographer 
(contactable via the police team) should take photographs 

 Photographs should only be taken once consent has been gained from the parents.  Initial 
discussion must take place followed by the completion and signing of the green consent 
card (available from Medical Illustrations). 

 Phone Medical Illustration (Ext 6369/ 5745) to arrange for the photographs to be taken. 
Opening hours (Mon- Thurs 08.45-17.00, Fri 08.45-16.30) 

 Outside opening hours and weekends but NO LATER THAN 10PM, refer to Medical 
Illustration’s emergency contact list. Please note, Medical Illustration does not operate a 
formal on call service, this is purely dependent on goodwill and they are not obliged to 
attend the department. 

 If a photographer is unable to attend or, it is after 10pm, phone Medical Illustration upon 
opening the next working day. They will then contact the mortuary and arrange a suitable 
time to photograph the child. Green form to be delivered to Medical Illustration by hand. 

 Medical Illustration to develop photographs. Send GP details and standard letter to the 
medical illustration, who will send the photographs to the family’s GP by Royal Mail Special 
Delivery. 

 
Emergency contact Numbers for Medical Illustration: Contact via switch board 

 

Protocol for collecting hand/ foot-prints and hair locks from a deceased 
child 

 The coroner has said she is happy for prints to be taken in ANY case as the wipes used do 
not cause staining. HOWEVER if cases of suspected abuse please discuss with police 
prior to taking. 

 Obtain consent from parents and document in the patient’s notes.  

 Collect the imprint wipes, sensitised certificates and sample bag from the bereavement 
box. 

 Ensure the child’s feet are clean and dry. 

 Open the foil-sealed wipe, and wipe the child’s foot.  
 NB the wipe feels dry- this is normal. 

 Gently, but firmly press the infant’s foot onto the sensitised certificate. 

 Repeat the process for the other hand or foot. 

 The wipe can be used for several prints.  

 Cut a small sample of hair from the child’s head and place in sample bag. 

 Hand over the prints and/or hair lock to the next of kin. If they would prefer not to take them 
at the time please pass to ED lead for child death to offer again at bereavement follow up. 
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APPENDIX 6 
 

 

 

 

 
 For each sample a separate laboratory ‘chain of evidence’ form (LCOEF) is completed and 

stapled to the request form 

 The haematology, biochemistry and microbiology samples are sealed in separate bags. 

 Samples are sent to the laboratory with the porters and not through the CHUTE 

 

               Laboratory ‘chain of evidence’ form (LCOEF)   
 
 

     

Please complete a separate LCOEF for each specimen 
Staple LCOEF to request form 

         

Date taken  Time taken  Doctor’s name   

Patient’s details (name/number, date of birth, sex) 
 
 
 

Doctor’s signature   

        

        

Specimen type:       

        

Test(s) requested: 
 

      

        

        

 
ALL NAMES MUST BE ACCOMPANIED BY A SIGNATURE 

 

Procedure Name  Signature  Date Time  

Specimen taken by:        

        

Specimen delivered        

to laboratory by:        

Received by lab personnel:        

(On-call? Y/N)        

Senior Lab personnel        

check at receipt        

        

        

Senior Lab personnel        

on completion        

Medical staff check        

on completion        


