
When an Infant dies in Hospital 

For all children under two years of age who die in hospital 

 

Immediate Response (within the first 24 hours after the death) : 

1        The decision to discontinue resuscitation should be taken by the paediatric or paediatric intensive care 
consultant. 

2        The parents should be allowed to witness the resuscitation if they wish to do so. An A&E or Paediatric 
nurse should be allocated to the parents to give a commentary on what is going on. This nurse should continue 
his/her allocation to these parents in the event of death of the child. 

3        If the child dies; the attending paediatrician (on-call) is expected to attend A&E and take this case on for 
the duration of the death review, the exception being when the child is known to a community paediatrician, 
in this case it is reasonable that the community paediatrician take on the case. 

4        The most senior doctor involved in the resuscitation (usually the Paediatric SpR)  should certify the 
death. Any tubes, lines and drains can be removed from the child at this point, however clear documentation 
of the sites of the hardware is required. Best practice is for a doctor (not the one who intubated) to confirm 
and document the position of the endotracheal tube prior to removing it. Full disclosure of the death to the 
parents should follow. This should usually be in a private place, usually the quiet room, where the parents can 
hold their child. The nurse allocated to this case should be in attendance at all times. The family should be 
offered whatever support is needed in this difficult time. This may involve calling in members of the immediate 
and extended family. 

5        Upon arrival of the attending Paediatric Consultant or Community Consultant the first part of the 
Immediate Response can commence. The first thing that must be done is to inform the other agencies of the 
death. This involves calling the coroner, the police, the social care team, and primary care; the SPOC should be 
informed using this notification form. Upon arrival of the police the Paediatrician together with the most 
senior police officer allocated to this case need to take a detailed history and physical examination of the body 
using these proformas (history, examination). ‘chain of evidence’ procedures should be used. This information 
will be shared by the coroner, the pathologist and members of rapid response team. This checklist should be 
used for all deaths. 

6        Here is a list of the post mortem samples that must be taken. Be careful to label everything correctly. We 
do have a licence for post mortem samples to be taken at St George’s A&E.  

7        It is important that the family are offered a tailored support package. This is not protocolised but there 
are various in-house and external resources available such as clinical psychology and the bereavement services 
listed here. They should be told about the child death review process and given this leaflet. This is a helpful 
guide to help you answer questions they may have. 

8        The following professionals should be informed as soon as possible:- 

i.    The Coroner [tel: 02072286044 (0800-1600), 02086729922 (after hours, weekends or public holiday. Fax: 
02077380640] 

ii.    The Police [02082477525 (non-urgent 0800-1800), 02082478528 (urgent 24hrs)] 

iii.    The Designated paediatrician for child death; via the SPOC [fax or secure email the notification form to 
Kelly Slade or call her during office hours on tel: 02087251686 fax: 02088252999 email: kellyslade@nhs.net] 

http://ashmore13.webspace.virginmedia.com/Child_Death/Infant_Dying_in_Hospital_files/FORM%20A%20One%20page%20Notification.doc
http://ashmore13.webspace.virginmedia.com/Child_Death/Infant_Dying_in_Hospital_files/Proforma%20-%20History.pdf
http://ashmore13.webspace.virginmedia.com/Child_Death/Infant_Dying_in_Hospital_files/Proforma%20-%20Physical%20Examination.pdf
http://ashmore13.webspace.virginmedia.com/Child_Death/Infant_Dying_in_Hospital_files/Check%20List%20Following%20Death.doc
http://stginet/Units%20and%20Departments/Children%20%20Womens/Child%20Heath%20Department/protocols/samples%20when%20child%20dies.doc
http://stginet/Units%20and%20Departments/Children%20%20Womens/Child%20Heath%20Department/protocols/samples%20when%20child%20dies.doc
http://www.wandsworth.gov.uk/NR/rdonlyres/eazprzuvpuye2sp4karuvke2rmm2mlcbzmb4qcj3wvcgylw3qzs7hcra4fcqk5rki5xjhinelymunsexi7kvnmmqojd/CDOP+leaflet.pdf
http://www.wandsworth.gov.uk/NR/rdonlyres/eazprzuvpuye2sp4karuvke2rmm2mlcbzmb4qcj3wvcgylw3qzs7hcra4fcqk5rki5xjhinelymunsexi7kvnmmqojd/CDOP+leaflet.pdf
http://homepage.ntlworld.com/martinpgray/Child_Death/Infant_death_in_Hospital_files/practical_arrangements_when_parents_ask.doc.dot
mailto:kellyslade@nhs.net


iv.    The Duty social care team [02088716000] 

v.    The Pathologist [Extension 5281] 

9        The parents should be told that a post mortem will take place. They should be told that the cause of 
death may not come from the initial post mortem as slides have to be stained etc. and the conclusions 
regarding final cause of death may take up to three months. They should be told that the post mortem 
examination will not delay the release of the body and the issuing of a death certificate. Consent for post 
mortem and retention of tissue blocks should be taken; this may be important in cases where information may 
become available in the future and in cases where there are or may be other child deaths in the family.  

10        Arrangements should be made for the home/death scene visit. This should be conducted by the 
investigating police officer as soon as possible and within 24 hours of the death (in Wandsworth we are not yet 
sending paediatricians on the home visit). The parents of the child should be present so that they can answer 
questions at their home. This is a statutory requirement for all children under 2. Up to 50 % of unexpected 
infant deaths do have an explanation after a full investigation, home visit and post mortem examination. 
During the home visit the following proforma should be completed. 

11        A multi-agency liaison meeting (the rapid response) should take place involving the police, the 
paediatrician and all other professionals involved in the child’s welfare at the earliest opportunity and before 
the post mortem. 

12        Based on the information taken from the history, the home visit proforma and the rapid response 
meeting a report should be prepared by the paediatrician taking responsibility for the case. The form B can be 
used as a template. This report should be submitted to the coroner, the pathologist and the SPOC. The form B 
has a core section and supplements B2-B11 which must be used in specific causes of death [B2 RTA, B3 
drowning, B4 fire & burns, B5 poisoning, B6 other accidental injury, B7 substance misuse, B8 homicide, B9 
suicide, B10 SUDI]. 

 

The Early Response: 

1        The information gathered in the immediate response should be shared with all necessary parties 
involved in the child’s welfare. Together with the information gained from the initial post mortem this 
information should be shared with the family. This may take place at the home, in the GP’s surgery or in 
hospital. 

2        The meeting (Rapid Response Meeting) can take place by teleconference or a physical meeting. Kelly 
Slade (X1686) will help you set this up. She can advise example multi-disciplinary team members, venues etc. 
She will attend the meeting and minute it. The information collected will form part of the collated form B. 

 

The Later Response: 

1        Once the final cause of death is established and the results of the post mortem and the inquest are 
known a final multi-agency meeting can take place. The members of the multi-agency team should be the 
same as those involved for the duration of the case. 

2        During this meeting the information should be collated and a final form B for the CDOP produced. The 
case should be reviewed using the ‘factors affecting risk of childhood death’ in mind. This meeting should be 
minuted. 

http://homepage.ntlworld.com/martinpgray/Child_Death/Infant_death_in_Hospital_files/Proforma%20-%20Scene%20Examination.pdf
http://www.dcsf.gov.uk/everychildmatters/_download/?id=5249
http://www.dcsf.gov.uk/everychildmatters/_download/?id=5251
http://www.dcsf.gov.uk/everychildmatters/_download/?id=5253
http://www.dcsf.gov.uk/everychildmatters/_download/?id=5254
http://www.dcsf.gov.uk/everychildmatters/_download/?id=5336
http://www.dcsf.gov.uk/everychildmatters/_download/?id=5337
http://www.dcsf.gov.uk/everychildmatters/_download/?id=5257
http://www.dcsf.gov.uk/everychildmatters/_download/?id=5339
http://www.dcsf.gov.uk/everychildmatters/_download/?id=5259
http://www.dcsf.gov.uk/everychildmatters/_download/?id=5260
http://homepage.ntlworld.com/martinpgray/Child_Death/Infant_death_in_Hospital_files/classification_of_notable_and_contributory_factors.doc.dot


3        The family should receive the offer of a follow up meeting, feedback from the death review can be given 
both verbally and in written form. 

4        The collated form B should be submitted to the CDOP panel, by sending it to Kelly Slade. 

5        The family will get a letter from the Chair of the CDOP with the findings of the CDOP panel. 

 

Contacts 

Kelly Slade 020 8725 1962 

kellyslade@nhs.net 

mailto:kelly.slade@nhs.net

