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CHAPTER ONE
1. 
INTRODUCTION 
1.1 This procedure sets the minimum standard for Hampshire, Southampton, Portsmouth and Isle of Wight’s rapid response to an unexpected death in infancy or childhood as outlined in statutory guidance, Chapter 7, “Child Death Review Processes”, Working Together to Safeguard Children (DCSF 2006).  Individual organisations can augment this document with additional guidance for staff members as required.
1.2 The aim of the procedure is to ensure that the HIOW 4LSCB rapid response is an appropriate and  coherent  balance  between the bereaved family’s need for  sensitive,  empathetic  care;  the need to identify and preserve anything which might explain why the child has died and the need to conclude investigations expeditiously so that the  child’s funeral is not delayed unnecessarily. 
1.3 Professionals’ time spent with the family may be brief but the events and words used can greatly influence how the family deals with their bereavement in the long term. It is essential to maintain a sympathetic and supportive attitude, while objectively and professionally seeking to identify the cause of death. 

DEFINITION OF UNEXPECTED DEATH 

1.4 This procedure applies when a child dies unexpectedly (birth to 18th birthday excluding stillborn) or where there is lack of clarity about whether the death of a child is unexpected. 

1.5 An unexpected child death is defined as the death of a child that was not anticipated as a possibility 24 hours before the death, or where there was a similarly unexpected collapse precipitating the events which led to the death.  

NOTIFICATION TO POLICE
1.6 The police must be informed as soon as possible of an unexpected death. No professional should assume that the police have been notified. Repeated calls to the police are better than none at all. Early contact with the police enables the prompt recovery of evidence that otherwise could be lost.
DESIGNATED PAEDIATRICIAN FOR CHLD DEATH

1.7 The Designated Paediatrician for Child Death (DP) is responsible, following consultation with the lead clinician, for making the decision as to whether the child’s death is unexpected. 
1.8 An interim decision may be made by a nominated health care professional when the DP is unavailable (e.g. on annual or sick leave) but this must be reviewed by the DP on his/her return. The final decision cannot be delegated and must be recorded with clear reference as who was involved in the decision making process.
1.9 Other actions assigned to the DP may be delegated to nominated senior healthcare professionals but the DP maintains overall responsibility and accountability for the rapid response procedure. 
HM CORONER

1.10 Once an unexpected death has been confirmed, the child’s body becomes and remains the jurisdiction of the HM Coroner throughout the entire investigation, up to and including the time of the final inquest. HM Coroner’s permission must be sought for any procedure, including viewing the body, clearance to take samples, permission for health professionals and police to attend the post mortem and to receive information on the findings of the post mortem. 
RAPID RESPONSE
1.11 The rapid response timeline involves three phases within an overall continuum. The continuum is multi-dimensional, the information flow is variable and a number of different processes can occur at the same time. The DP is responsible for ensuring all rapid response actions are completed in each of the three phases. 
1.12 Rapid response begins at the point of death and ends when the final meeting has been convened and chaired by the DP or SIO.
1.13 Out of hours, rapid response processes must be instigated by the responsible on call professionals and reported to the DP on the next working day. 
LOCATION OF CHILD 

1.14 This procedure applies whether the child was in the care of a parent, hospital ward, foster care, children’s home, boarding school, child minder, day care provider or any other carer. 
1.15 The area in which the death of the child has been declared must take the initial responsibility for convening and co-ordinating the rapid response process until agreement for handover can be secured with the area where the child is normally resident. 

1.16 When notified of a death abroad, the professionals responsible for child death in the local authority area when the child is normally resident must consider implementing this procedure far as is practically possible and fully record any decisions made. 
2. COMMISSIONING & PROVIDING THE HIOW HEALTH RAPID RESPONSE SERVICE UNDER STATUTORY GUIDANCE
PRIMARY CARE TRUSTS 

2.1. Primary Care Trust Chief Executives are responsible for commissioning and funding the Designated Paediatrician for Child Death Service with Nominated Senior Healthcare Professionals as appropriate within a Service Level Agreement (SLA) agreed with either the relevant acute or the relevant   community provider units as appropriate within the area. 
ACUTE HOSPITAL TRUSTS 
2.2. Acute Hospital Chief Executives and Executive Boards within contracted SLAs are responsible for contracting with the Commissioners to provide both a qualified and equipped Designated Paediatrician for Child Death Service and a Designated Paediatric Pathologist Service and are also responsible for allocating dedicated time to undertake the roles within respective Designated Paediatrician and Paediatric Pathologist Consultant job plans. 
COMMUNITY HEALTHCARE TRUSTS
2.3. Community Healthcare Trust Chief Executives and Executive Boards within contracted SLAs are responsible for contracting with the Commissioners to provide a qualified and equipped Designated Paediatrician for Child Death Service with Nominated Senior Healthcare Professionals as appropriate and responsible for allocating dedicated time to undertake the role within the Designated Paediatrician for Child Death consultant job plans. 
COMMISSION FOR QUALITY CARE (CQC) 
2.4. A copy of the signed agreement below will be lodged with the Trust’s Clinical Governance Unit for reference of the Commission for Quality Care (CQC) during annual accreditation of Standards for Better Health C2.
2.5. A signed copy will be forwarded to the Chair of the Child Death Review Panel,    by 1st ……………..              2009. 
2.6. A signed copy will be entered on the Trust’s Intranet for ease of access by all healthcare professionals by 1st …………….        2009. 
	AGREEMENT FOR COMMISSIONING & FUNDINGTHE CHILD DEATH REVIEW SERVICE
…………………………………………             PRIMARY CARE TRUST
       CEO ……………………………                           Date ………….



	AGREEMENT FOR PROVISION OF THE CHILD DEATH REVIEW SERVICE
………………………                     ACUTE HOSPITAL TRUST
      CEO …………………………..                              Date …………..




	AGREEMENT FOR PROVISION OF THE CHILD DEATH REVIEW SERVICE

………………………            COMMUNITY HEALTHCARE    TRUST
      CEO …………………………..                              Date …………..




3. TERMS AND REMIT RAPID RESPONSE SERVICE 
3.1. The purpose of the rapid response service is to ensure that the appropriate agencies are engaged and work together to 
· Respond quickly to the unexpected death of a child with interagency cooperation and information sharing.  
· Make immediate enquiries and evaluate the reasons for and circumstances of the child’s death,  in agreement with the coroner as appropriate

· Identify and safeguard any other children in the household or affected by the death 
· Ensure support for siblings and bereaved family members, as the death of a child will always be a traumatic loss - the more so if the death was unexpected.  (See appendix 4 for bereavement support available) 
· Collate information on the standardised format as outlined below, forms are available on the 4LSCB website www.4lscb.org.uk 
· Be clear that the rapid response process is multi-dimensional, the information flow is variable, and that a number of different processes can occur at the same time
· Enquire and constructively challenge how each organisation discharged their responsibilities to the individual child and whether there are any lessons to be learned.
· Consider media issues and the need to alert and liaise with relevant communication teams. 

· Consider support for professionals who may be affected by the child’s death including education professionals, if appropriate.
4.
CAPTURING INFORMATION 

4.1. This procedure enables the capturing of immediate information about an unexpected child death while giving support to the bereaved family, in order to ensure that early opportunities to gather information are not lost.

4.2. Capturing information includes the notification to 4LSCB Child Death Co-ordinator using initial information form attached to this protocol (Appendix 1a and 1b) available on 4LSCB website, www.4lscb.org.uk, within 24hours of the death being reported. 
4.3. To further assist in capturing information for the CDOP each professional with relevant information will be requested by the Safeguarding Team to complete Form B Agency Report prior to attendance at the Rapid Response Phase 2 and/ or 3 meetings.  Downloadable from  www.4lscb.org.uk 
5. LEGAL FRAMEWORK SHARING OF INFORMATION
This procedure is based on the legal framework for sharing information found within the statutory guidance and included in more detail in Appendix 3. 
· Children Act Section 10 and  Section 11; 

· Working Together to Safeguard Children 2006. Paragraph 7.4

· Human Rights Act 1998 Article  8.2;

· Common Law Duty of Confidentiality 

· Data Protection Act 1998
· 4 LSCB procedures 

6.
RAPID RESPONSE TIME LINE

6.1.
The rapid response timeline involves three phases within an overall continuum
· Phase one (usually 0-5 days): the management of information sharing from the point at which the child’s death becomes known to any agency until the initial results of the post mortem have been completed. 

· Phase two (usually 5-7 day meeting with ongoing interagency interaction > 7 weeks): the management of information sharing once the initial post mortem results are available.
· Phase three (usually 8-12 weeks): the management of information sharing through the case discussion meeting when the final post mortem report is available. 
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PHASE 1   USUALLY 0-5 DAYS
Immediate Response 

7.1. A child who dies unexpectedly in the community should be taken to the nearest Emergency Department (ED) rather than a mortuary and resuscitation should always be initiated unless clearly inappropriate. (See 7.13)
7.2. Resuscitation once commenced should be continued according to the UK Resuscitation Guidelines (2005 due to be updated 2010) until an experienced doctor usually the consultant paediatrician on call, has decided to stop further efforts. 
7.3. The child should be examined by the consultant paediatrician on call, or in juncture with the consultant in emergency medicine. For the older child, over sixteen years of age, the consultant in emergency medicine may be the lead professional, termed in this protocol “Consultant Paediatrician”.
7.4. 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. 
7.5. Where the cause of death or factors contributing to the death is uncertain, investigative samples should be taken immediately on arrival and after the death has been confirmed. HIOW Child Death Investigative Health Record available on www.4lscb.org.uk contains a list of suggested samples to be taken from infants but each case will be determined by the clinical circumstances and age of the child.
7.6. The health booklet complements the similar document used by the police Special Investigations Department Investigative Booklet available for reference on www.4lscb.org.uk. Copies of Investigative Health Record will be available in each ED.
7.7.  Further information on “Sudden Unexpected Death in Infancy” The Child Death Investigation Booklet, is available from College of Pathologists and Royal College of Paediatrics and Child Health 2004. 
7.8. Standard sets for other types of death presentation will become available.  
7.9. If skeletal survey is indicated, for example a child under two years of age, this will be arranged by the pathologist as part of the post mortem examination.  Other samples may be required as more information is revealed. This may involve taking particular tissue blocks and slides to ascertain cause of death.  

7.10. When the child is pronounced dead, the paediatric or emergency services consultant will ensure that the parents have privacy and inform them of their child’s death, having first reviewed all the available information. S/he will explain future police and coronial involvement including the coroner’s authority to order a post mortem examination and the possibility of a visit to the place the child died, if the death was in a non-hospital setting. 
7.11. Safety and well being of siblings will be ascertained, with consideration given to examination and/ or admission of twin siblings for observation due to research based evidence of increased risk. 
7.12. The medical consultant confirming the death must inform the police and the coroner,  followed immediately afterwards by notification to  the DP for their area and finally notification to the 4LSCB CDOP Co-ordinator by e mail  at  cdop.notification@hampshire.pnn.police.uk    
7.13. A child should not be taken to ED in circumstances when:
· The death was expected in the context of the child’s life limiting condition and the child was receiving palliative care within an Advanced Care Plan. Ideally the DP and Emergency Services should receive a copy of same from the GP in hours if death is imminent to facilitate clarification as death often occurs out of hours, during the night. A copy of the HIOW Advanced Care Plan for reference is available www.4lscb.org.uk 
· the child has  a “Do not resuscitate agreement”  as confirmed  in his /her  care plan (See DCSF information sheet “Deaths  of children with Life Limiting Conditions”)   
· The child’s body is required to remain at the scene for forensic examination. The police will be involved and decisions will be made after consideration by the Senior Investigating Officer.
7.14. When the child is not taken immediately to the ED, the professional confirming the death should inform the coroner, the DP and the CDOP Co-ordinator. 
7.15. The same process will apply to a child who is admitted to a hospital ward and subsequently dies unexpectedly in hospital. 

7.16. Professionals should be aware that in certain circumstances separate processes may be taking place simultaneously (i.e.murder investigations, child protection investigations, serious untoward incident investigations) 
7.17. Parents/ carer’s may spend time with their child, receive a lock of hair, a photograph and/ or if an infant, a hand/ footprint, all with the agreement of the SIO. Parental interaction will be supervised at all times; observations documented in the child’s record including the names of staff members who supervised parental access. 
7.18. Parental support will continue with contact details of an assigned co-ordinator, and explanation where their child will be when they leave the hospital. Parents/carers who request to accompany their child to the mortuary may do so, with the nurse carrying or transporting the child, accompanied discreetly by a police officer to the public reception area. 

7.19. The family will be advised to leave the child’s room, cot, bedding,  equipment  and all relevant environment as it was when the child died, (i.e. not to tidy up) until after the home visit. 
IMMEDIATE NOTIFICATION AND INFORMATION SHARING 
7.20. The DP is responsible for co-ordinating the multi-agency response for each unexpected child’s death, including those children who were not admitted to  the ED  and must ensure and record that the following have been notified:
· Police 
· Coroner 
· PCT Designated Nurse for Safeguarding 
· Child Death Overview Panel cdopnotification@hampshire.pnn.police.uk   
· Director of Public Health 
· Children’s Services Social Care 

7.21. The DP must ensure that children’s services social care are notified urgently where there are other children in the household if abuse or neglect is considered to have contributed to the child’s death. 

7.22. The DP will be aware that if emergency protection or care proceedings are instigated on the other children in the family or household, the family court may require relevant information, reports and documents from professionals involved. 
PCT SAFEGUARDING TEAM 

7.23. The PCT safeguarding team will work with,  and assist  the DP,  in order to initiate the multi-agency information sharing and planning discussions (by phone and/or meeting) with lead agencies involved at the earliest opportunity during normal working hours including 
· Contacting children’s services social care, possibly more than one authority if the child died away from home and receive relevant information; communicate directly with the duty /allocated social worker if family is known. 

· Contacting child’s GP, health visitor/ school nurse, early year’s provider /school to ensure they are fully informed and to obtain relevant information on the child, other children in the family and other members of household. 

· Contacting other relevant professionals/agencies such as Child & Mental Health Services (CAMHS), Adult Mental Health Services and the Youth Offending Team if the young person was under a supervision order
· Contacting the relevant Local Authority education professionals (usually the Principal Educational Psychologist) if support for school or early years setting staff may be required.

. 

7.24. The safeguarding team will e mail Form B Agency Report to each relevant professional contacted to complete prior to attendance at Phase 2 and/or Phase 3 meetings as appropriate. (Form B is down loadable from  www.4lscb.org.uk 
PHASE ONE (usually 0-5 days)
7.25. The collation and sharing of information by phone or preferably in a meeting between DP, SIO, Social Care Designated Manager and Senior Healthcare Professional will decide the next steps, including confirming the arrangements to  safeguard the surviving sibling (s). 
7.26. Where from the outset it is suspected that abuse or neglect may have been a significant factor in the child’s death, and there are other children, Social Care should already have been made aware of this and must adhere to the requirements of 4LSCB procedures and Working Together guidance regarding timescales for initial assessment and/or Section 47 enquiries to assess the needs and risks to siblings and/or other children. This will include liaison with Health and Police colleagues to obtain relevant information, mindful that in the event of a police investigation into a possible crime, any further interview with family members and other relevant people accord with the requirements of the Police and criminal Evidence Act 1984. 
7.27. Whilst it would be preferable, if there are other children, to have an urgent Rapid Response meeting at which all information is obtained and shared, if this not be possible, the information obtained from Section 47 strategy discussions or meetings which have already taken place will be made available to the phase one Rapid Response meeting.  
POTENTIAL VISIT TO THE PLACE WHERE THE CHILD DIED

7.28. A decision will be made, at the meeting as to whether a visit to the non hospital setting where the child died will take place. Children under two years of age who die in a dwelling will almost certainly have such a visit. Children who die collapse or receive trauma in a place other than home will require consideration of visiting and reviewing the home environment as well as the place of death.  
7.29. The visit will be made as soon as professionally possible but within the first 24 hours. It will be a matter for professional judgement who will accompany the SIO, whether the DP or a specially trained senior paediatrician, health visitor or member of the safeguarding team. 
7.30. The purpose of the visit is to gather information which may provide immediate insight into the cause of death; information which may later prove significant to the coroner/investigation and to provide support and reassurance to the family in their bereavement process.  The SIO will be accompanied by the  DP/senior health care professional or by an assigned healthcare team who will talk  with the parents/carers and assess the scene by: 

· Exploring the circumstances of death, relevant events and previous history.
· Carrying out a very careful and systematic examination of the site of the child’s death and /or home. 
7.31. Should the joint visit be considered inappropriate or professionally not possible in the circumstances, separate visits will be made with DP and SIO conferring later to identify all possible factors, from both a medical and police perspective which could have contributed to the child’s death. 
NOTIFICATION AS A SERIOUS UNTOWARD INCIDENT 

7.32. The Designated Nurse for Safeguarding children will review whether the death meets the criteria for a Serious Untoward Incident (SUI) to be notified to the Strategic Health Authority as a SUI.
7.33. Similarly, if the death occurred on a hospital ward, the Designated Nurse will inform the relevant acute hospital clinical director to review whether the hospital Trust’s serious untoward incident policy should be invoked. 

7.34. The Designated nurse will brief the Trust CEO and Trust Executives on relevant children’s health issues or matters of concern and advise on the implementation of actions based on lessons learned.
NOTIFICATION TO LSCB 
7.35. All agencies/professionals have a responsibility to consider the need to refer a child’s death to the LSCB if abuse or neglect may have been a contributory factor. The phase one meeting will consider referring the child’s death to the relevant LSCB Board Manager to allow the LSCB chair to consider the need for a Serious Case Review should abuse or neglect be considered a significant factor in the child’s death.
NOTIFICATION TO OFSTED 

7.36. Social Care should be provided with all information that will enable them to determine in accordance with each LA’s procedures whether the child’s death should be notified to Ofsted, who require notification of all deaths of looked after children including expected deaths and of all children where abuse or neglect is considered to be a factor.  
7.37. RECOMMENDED SEQUENCE OF EVENTS
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PHASE TWO (5 -7 day meeting in continuum > 7 weeks)
8.1.
Prior to the Phase two meeting, the DP should discuss the case with the pathologist and SIO, with the consent of the coroner as the preliminary results of the post mortem belong to the Commissioning Coroner. 

8.2.
Phase 2 case discussion should take place within one week of the child’s death, chaired by the DP or SIO (if criminal investigations) in order to: 

· review the preliminary post mortem if available
· identify any newly identified safeguarding concerns around the surviving siblings, and refer as necessary to child protection teams in Children’s  Social Care and Police
· ensure all agencies are aware of their roles and responsibilities and are collating relevant information using DCSF Form B www.4lscb.or.uk 
· identify what further investigations or enquiries are required, agree which agency will undertake each task and agree timescales

· ensure the right support is available to the family

8.3.
If post mortem findings suggest evidence of neglect or abuse: 

· The police will become the lead agency in relation to the child’s death and criminal investigations will be set in motion. The SIO will chair the 5-7 day case discussion and lead ongoing Rapid Response meetings and communications. 
. 
· Children’s Services Social care will normally commence section 47 enquiries for the surviving siblings and would normally lead on the section of the meeting relating to assessing risks and making plans to ensure the safety of the surviving siblings. 

· Consideration will be given to informing the Chair of the Local Children’s Safeguarding Board (LSCB) of a potential serious case review.

9. PHASE 3  USUALLY WITHIN 8-12 WEEKS
9.1 Phase 3 case discussions will be convened and chaired by the DP (if criminal investigations are not proceeding in which case the SIO will chair) when the results of the post mortem examination are available.

9.2 Phase 3 meeting may be hosted in the GP surgery if at all possible and will involve those who know the child and family and those involved in reviewing the cause of death, for example the General Practitioner, health visitor, school nurse, Early Years, Paediatrician, Pathologist an/or pathology report, police senior investigating officers, Coroner or Coroner’s officer, social care and where appropriate other disciplines such as mental health. 
9.3 As the phase 3 meeting is likely to be held before the inquest has taken place, the post mortem report is still within the Coroner’s jurisdiction and the Coroner’s permission is required to share the post mortem results either in person or in written format. 
9.4 The purpose of the meeting is to share information to identify the cause of death, identify those factors which  may have contributed to the death and offer to the CDOP panel a possible classification of death using the Analysis Proforma available from  www.4lscb.org.uk 
9.5 The meeting will explicitly address the possibility of abuse or neglect as causes or contributing factors in the child’s death and the outcome of this discussion will be recorded in the minutes, documenting in particular when no evidence of maltreatment was elicited.
9.6 The meeting will review the arrangements in place to support the family since the child’s death, prioritising the provision of on-going support, considering  how the family will be given the opportunity to have their views taken into account within the CDOP review process and agreeing the information to be shared regarding  the  outcome of the meeting. 
9.7 The DP will ensure that the results of the post mortem examination are shared with the parents provided this is consistent with the requirements of the coroner and the police.
9.8 The meeting will explicitly comment on the quality of medical and social care and consider potential lessons to be learnt. 
9.9 The DP/SIO will conclude the meeting with an agreed report  of the current situation and an audit of the rapid response procedure using DCSF form D available:
 http://www.dcsf.gov.uk/everychildmatters/resources-and-practice/TP00045/ 
9.10 The DP/SIO will provide the agreed report of the Phase 3 meeting and all reports to the Coroner. The coroner will take this into consideration in the conduct of the inquest and in the cause of death notified to the Registrar of Births and Deaths. 

9.11 The DP/SIO will forward the agreed report, Agency form “B”s, Analysis Proforma, form (C), available on the 4LSCB website www.4lscb.org.uk  meeting minutes and audit findings to cdopnotification@hampshire.pnn.police.uk    
10 KEY STRANDS TO RAPID RESPONSE 
  
THE SEVEN KEY STRANDS TO RAPID RESPONSE ARE:
a) CARE OF THE BEREAVED FAMILY 
Ensuring at every phase that the needs of the bereaved family are uppermost to all professionals involved with the family, where a child is dying or has died. The child should be handled sensitively as if s/he we still alive and her/his name used at all times.   The health, welfare and protection of remaining siblings will be prioritised. 
b) DECIDING ON RESPONSE 
Deciding on whether the death is unexpected and whether to implement the rapid response procedure. The DP is responsible for making the decision about whether a death is unexpected. 
c) NOTIFICATION TO SINGLE POINT OF CONTACT ( SPOC)  
Notifying the SPOC of all child deaths by the professional confirming the fact of death using the DCSF Notification form A attached as Appendix 1. This will remain the responsibility of the professional confirming the fact of death until s/he is able to hand over to the DP. Notification must be made within 24 hours of the child’s death being reported. The DP will initiate a phase one meeting or discussion. 

d) CHILD PROTECTION 
Emerging information giving rise to child protection concerns about remaining siblings and/ or other children in the household must take priority and will require a formal referral by telephone, followed by written confirmation, to children’s services social care. 
e)   
SERIOUS CASE REVIEW 
All agencies need to be mindful of any emerging information giving rise to the need for the LSCB to consider conducting a serious case review in line with Chapter 8 DCSF Working Together to Safeguard Children (2006), which if appropriate, would operate simultaneously with the child death review procedures. 


The decision to undertake a serious care review must be taken by the Chair of the LSCB where the child normally resides. 

f) MEDIA ISSUES

Hampshire and Isle of Wight (HIOW) Local Safeguarding Children Boards will have a process for managing media interest. The family require to be provided with privacy and respect and professionals need to be enabled to proceed with their functions without intrusion. 

g) SUPPORT TO STAFF

The death of a child will have varying degrees of impact on professionals working with the family. Organisations need to be aware that clear procedures, effective communication and leadership will provide staff with confidence to enable them to respond appropriately to families. Arrangements should be in place to manage emotional distress. 
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CHAPTER 2 

11 DESIGNATED PAEDIATRICIAN FOR CHILD DEATHS (DP) 

DEDICATED TIME 

11.1 The DP will ensure that dedicated time and secretarial resources to undertake the statutory role outlined in Chapter 7 Working Together to Safeguard Children (2006) is agreed and written into his/her consultant job plan. 
11.2 The DP will identify senior health professionals both to act up into the DP role when unavailable (e.g. annual / sick leave) and to undertake home visits within the twenty four hour timeframe and will request from management on – going training and support for said health professionals. 
UNEXPECTED DEATH 

11.3 The DP will decide in liaison with the lead clinician whether or not a child’s death meets the criteria of “unexpected” using the Royal College of Pathologist and Royal College of Paediatrics and Child Health (2004)  definition “ death of a child that was not  anticipated  as a significant possibility 24 hours before the death, or where there was a similarly unexpected collapse leading to or precipitation the events that lead to the death”  
11.4 An interim decision may be made by a nominated health care professional when the DP is unavailable (e.g. on annual or sick leave) but this must be reviewed by the DP on his / her return. The final decision cannot be delegated and must be recorded with clear reference as who was involved in the decision making process
11.5 The DP will facilitate the Rapid Response process from the time of notification of an unexpected child death until he chairs the final meeting and forwards the minutes, DCSF forms “B”,   and audit findings to the CDOP for the area where the child normally resided at the time of death. 
OUT OF HOURS 

11.6 The child’s Consultant Paediatrician will assume the role of DP with regards to the immediate DP actions out of hours and will report to the DP at the next working day.
IMMEDIATE NOTIFICATION 
11.7 The DP will ensure notification to: 

· The Coroner 

· The Police 

· Children’s  Social Care 

· Child Death Overview Panel cdop.notification@hampshire.pnn.police.uk    

· Director of Public Health 
AGREEMENT WITH CORONER

11.8 The DP will secure agreement in advance with the Coroner as to which investigative samples will be taken from the infant and the older child/young person and have written confirmation of same available to the Consultant Paediatrician in the Emergency Department (ED). 
CHILD DEATH INVESTIGATIVE HEALTH RECORD
11.9 The DP will ensure that hard copies of the HIOW Child Death Investigative Health Record, available on www.4lscb.org.uk, are printed and readily available in the ED. 
RAPID RESPONSE PHASE ONE-INFORMATION SHARING
11.10 The DP will instigate Rapid Response Phase one, usually by calling a meeting within twenty four hours to ensure information is shared between SIO, Paediatrician and Designated Social Care Manager. The meeting will be convened with utmost urgency if abuse or neglect is suspected as being a contributory factor in the child’s death, with key points being initially shared by telephone in accordance with Chapter 5 of Working Together (2006) if there are other siblings/children who may be at risk. 
11.11 The DP will access secretarial support or equivalent to enable the relevant professionals to be contacted,  meeting minutes to be circulated within twenty four hours and agreed  actions followed through. Contacts will be inclusive of the paediatric pathologist, who will receive a copy of all Rapid Response meeting minutes. 
11.12 The DP, assisted by the safeguarding team, will ensure that background information on child, family and other members of the household has been accessed from all agencies who are known to have involvement with the child, including GP, Health Visitor, CAMHS, School, Early Years Service and The Youth Offending Team (if on supervision order) and that each professional is completing Agency Form B prior to attendance at Rapid Response Meetings. 
11.13 The DP will ensure that the communication strategy for parents/carers is an agenda item and that appropriate support is available to the family. 
11.14 The DP will decide with SIO whether a home visit is appropriate and who should attend. 
11.15 The DP in liaison with SIO and others will decide on the plan for the next steps which will include a commitment to collaborate closely and communicate as often as necessary, often by telephone. 
PHASE TWO (5 -7 day within continuum > 7 weeks)
11.16 The DP will discuss the case with the pathologist when the post mortem has taken place and consent has been obtained from the coroner, and discuss with SIO as appropriate.
11.17 The DP will initiate the second case discussion within one week of the child’s death, when the post mortem results are available to:
· reassure the right support is available to the family
· ensure all agencies are aware of their roles and responsibilities
· review the preliminary post mortem if available
· identify any safeguarding concerns around the surviving siblings, and refer as necessary to child protection teams in Children’s  Social Care and Police

· ensure all relevant agencies are involved in the process 
· ensure all agencies are collating their information using DCSF Form B which can be found on the 4LSCB website www.4lscb.org.uk 
· identify what further investigations or enquiries are required, agree which agency will undertake each task and agree timescales
· ensure relevant information is contained in a report for the sibling’s child protection conference if abuse or neglect is considered a factor with appropriate representation at the conference to explain medical terms and their significance
· ensure the social care representative has the relevant information for a child protection conference if abuse or neglect is considered to be a factor and other children are to be subject to a child protection conference
· consider serious case procedures if child abuse or neglect appear to be the possible cause of death 

                 PHASE 3 Usually within 8-12 weeks
11.18 The DP will convene and chair a further case discussion when the results of the post mortem examination are available. The meeting should involve those who know the child and family and those involved in investigating the cause of death – the General Practitioner, health visitor, school nurse, Paediatricians, Pathologist or pathologist report, police senior investigating officers, Coroner or Coroner’s Officer, social care and where appropriate other disciplines such as mental health. 

11.19 The DP will agenda item the purpose of the meeting:
· Sharing information to identify the cause of death.
· Reviewing factors that may have contributed to the death.
· Considering the possibility of abuse or neglect as causes or contributing factors (outcome of discussion recorded in minutes). 

· Communicating effectively within an agreed strategy as to how parents will be informed about the outcome of the meeting, how they will be provided with on-going support and how they will be given the opportunity to have their views taken into account by the CDOP review. 
· Planning the future care of the family, in parallel with the child protection plan if this has been instigated for other children in the family. 
· Informing the inquest, if there is to be one, of the outcome of the meeting.
· Enquiring and constructively challenging how each organisation discharged their responsibilities to the child.
· Identifying the interagency lessons to be learned.
11.20 The DP will ensure that the results of the post mortem examination are shared with the parents provided this is consistent with the requirements of the coroner and the police. 

11.21 Where other investigations are ongoing, the DP will conclude the  meeting with a record of the current situation and a decision as to the audit of the rapid response procedure for this particular child using the DCSF form D available http://www.dcsf.gov.uk/everychildmatters/resources-and-practice/TP00045/   
11.22 The DP will forward all records of the meeting, including DCSF forms “B”, meeting minutes and audit findings to the CDOP for the area where the child normally resided at the time of death.
11.23 The DP will be aware that the family court may also request the papers in the event of Social Care having instigated care proceedings. 
12. 
AMBULANCE SERVICE 

12.1. Paramedics and Ambulance Services Personnel should be fully conversant with Chapter 7 of Working Together to Safeguard Children (2006); UK Resuscitation Guidelines (2005) and “Dealing with the Death of a Child (Including Sudden Unexpected Death in Infancy (SUDI) Paediatric Guidelines, Joint Royal Colleges Ambulance Liaison Committee (JRCALC) Clinical Guidelines (2006) Child Death Procedures Flow Diagram (Appendix 2) and have ready access to copies. 
12.2. Chapter 7 is statutory guidance and any professional deviation may later need to be justified in a court or public enquiry. 
12.3. Paramedics called to a child (0-18 years) sudden unexpected death, collapse or cardiac arrest should not assume death but should immediately initiate resuscitation procedures unless clearly inappropriate to do so, such as a child who has been clearly deceased for some time.
12.4. Paramedics should confirm child’s status with Emergency Operations Centre (EOC) as soon as possible, allowing that communication does not delay assessment and resuscitation of the child. 
12.5. The EOC will take responsibility for notifying the police of ALL sudden unexpected deaths. 
12.6. Paramedics will try to minimise contamination of the scene and child provided doing so does not adversely affect resuscitation procedures.

TRANSFER TO HOSPITAL
12.7. Paramedics will maintain resuscitation procedures as the child is blue lighted to the nearest Emergency Department (ED), radioing ahead to alert emergency services of child’s condition, with detail of resuscitation and expected time of arrival (ETA)  Paramedics may request a police escort  for a more rapid transfer as appropriate.
12.8. Paramedics will verbally report history, observations of the scene and resuscitation details to the senior doctor or nurse, and will document same within the patient report form, a copy of which will be given to doctor/ nurse. 
12.9. Paramedics will further document living conditions, position of child, clothing worn, circumstances of how child was reportedly found and any comments made by those at the scene, and pass same to the Doctor and/or Police colleagues as appropriate. 
12.10. Paramedics will report anything suspicious directly to the police and receiving doctor at the hospital and complete a CAS Child Protection Form. 
NON TRANSFER TO HOSPITAL

12.11. The ambulance service will not transfer a child who has died to ED when: 

· the child’s death was expected in the context of his/her life limiting condition and the child was receiving palliative care 

· the child had a “Do Not Resuscitate agreement” as confirmed in his / her care plan (See DCSF information sheet “Deaths of Children with Life Limiting Conditions” ) http://childdeath.ocbmedia.com/public_docs/Information%20Sheet%20-%20Deaths%20in%20Children%20with%20Life-Limiting%20Conditions.pdf 
· the child’s body is required to remain at the scene for forensic examination 
REMOVAL OF CHILD FROM SCENE - DEATH DOES NOT APPEAR SUSPICIOUS (See Appendix 2) 
12.12.
Paramedics will remain with the child at the scene when there is no likelihood of resuscitation and the death does not appear suspicious, until the first police officer arrives and agreement is received from the SIO, by telephone if  necessary, to  proceed to ED with the child. 
12.13 Paramedics will be aware that the only exceptions to transferring the child to ED are: 

· The police directs the child’s body  should not be moved 

· The child’s body is considered to pose a health risk
· ED is involved in a Major Incident or divert. In divert, liaison with management regarding the reason for divert, may enable the child still to be accommodated in the ED. 
12.14 Transfer to ED rather than the mortuary will:
· facilitate the parents/carer to accompany the child and receive immediate medical and social support
· enable assessment of risk to a surviving twin or sibling(s) 

· ease the grief of the parent/carer that the child is being transferred to ED rather than the mortuary
· enable early medical examination of the child’s body to inform the early stages of the police investigation
 
REMOVAL OF CHILD FROM SCENE - DEATH APPEARS SUSPICIOUS (See Appendix 2) 
12.15 Paramedics should remain with the child at the scene after “the fact of death” has been established in a child who is clearly deceased and the death appears to be suspicious until the first police officer arrives, who will have the means to contact the Senior Investigative Officer to decide next steps and possible transport of child’s body to ED.
12.16 The senior police investigative officer will arrange for certification of death by a forensic medical examiner or a General Practitioner if the child appears to have been dead for some time, and/or the circumstances of the death require the child’s body to remain at the scene for forensic examination. 
12.17 The ambulance, in these exceptional circumstances, may be requested to transport the child to the mortuary but this will be considered the exception to accepted good practice. 

12.18 The police will assume responsibility for transport if there is a delay awaiting decision to transport. 
12.19 The doctor confirming the child’s death must inform their health authority’s DP and CDOP co-ordinator, e-mail address; cdop.notification@hampshire.pnn.police.uk using the standardised notification form found on the 4LSCB website. www.4lscb.org.uk   if the deceased child is not transferred to hospital or if the police decide that it is not appropriate to move the child’s body.
12.20 The doctor will inform the coroner and will not issue a death certificate at this point of time. 
12.21 Paramedics will document as comprehensively as possible including noting police PIN or collar numbers. 
12.22 Paramedics can expect to be at the scene for approximately thirty minutes
OTHER ACTIONS TO BE TAKEN ONCE DEATH HAS BEEN ESTABLISHED
12.23 Paramedics will handle and respond to the child as if s/he are still alive.
12.24 Paramedics, as far as possible, will made arrangements for the support of the bereaved parent/carer. 
12.25 Paramedics should facilitate, as far and when practically possible, a request   from a parent/carer who wishes to travel to the hospital with the child.
        CONFIRMATION OF SOME ACCIDENTAL DEATHS 

12.26 Paramedics may confirm death of an older child such as involved in a road traffic accident for example, and transfer the child to the ED at the discretion of the senior investigative officer. 
13 THE GENERAL PRACTITIONER (GP) &  PRIMARY HEALTHCARE TEAM 
GUIDANCE 

13.1 
General Practitioners and members of the Primary Healthcare Team will be fully conversant with UK Resuscitation Guidelines (2005) and statutory Chapter 7 of Working Together to Safeguard Children (2006) and have ready access to copies.  

13.2  
Chapter 7 is statutory guidance and any professional deviation may later need to be justified in a court or public enquiry. 


FIRST ON SCENE
13.3  
The general practitioner may be the professional called by the parent and arrive at the scene first. In such cases GPs should adhere to the same principles as the Ambulance Service, initiating resuscitation unless inappropriate to do so.  
CERTIFICATION OF DEATH

13.4 The GP may certify the fact of death if there are no signs of life and will inform the police, via Police Control. The police and GP will inform the coroner. 

13.5 The GP will inform the ED Consultant or Paediatrician at the hospital to which the child will be transferred.  The child should not go directly to the mortuary, unless exceptional circumstances such as:
· The police officer directs that the body should not be moved.
· The child’s body is considered to pose a health risk.
· Hospital on Major Incident or Divert. In divert, liaison with management to ascertain reason for divert, may facilitate admission of the child’s body to ED.

DOCUMENTATION & RECORD KEEPING
13.6 The GP should carefully record (verbatim) any account given by parents/carers of the circumstances leading up to the death and bring this to the attention of the police.
 ADVANCED CARE PLAN FOR PALLIATIVE CARE

13.7 The GP will consider forwarding the Advanced Care Plan for the child receiving palliative care and death is imminent to the DP and Emergency Response team in hours. A copy of the HIOW Advanced Care Plan is available on www.4lscb.org.uk. 
         PRIMARY HEALTH CARE TEAM 
13.8 The GP and primary health care team will provide ongoing advice and support for the family. 
13.9 GPs will be familiar and access for the parents/carers leaflets from  Foundation for the Study of Infant Deaths publications (www.fsid.org.uk): 
“Guidelines for general practitioners when a baby dies suddenly and unexpectedly”


“Guidelines for health visitors and midwives when a baby dies suddenly and unexpectedly”
These booklets are written specifically for dealing with unexpected infant  deaths but many of the principles apply to the death of a child or young person. 
  PHASE THREE MEETING 

13.10 The GP will/may offer to host the Phase 3 meeting in the GP surgery to facilitate the decisions to be agreed as near to the family as possible, with all relevant members of the primary care team attending.
14.
PAEDIATRICS & EMERGENCY SERVICES                    


KNOWLEDGE BASE 

14.1. Paediatric and Emergency Department professionals will be fully conversant with UK Resuscitation Guidelines (2005) and Chapter 7 of Working Together to Safeguard Children (2006) and have ready access to reference copies. 
14.2. Chapter 7 is statutory guidance and any professional deviation may later need to be justified in a court or public enquiry. 

NOTIFICATION OF EXPECTED TIME OF ARRIVAL

14.3. Emergency Department Practitioners (EDP) will immediately bleep the on call Paediatrician for children (0-16years) or the Consultant in emergency medicine for children 16-18years according to hospital protocol. 
14.4. EDPs will carry out full resuscitation proceedures (unless clearly inappropriate) according to the UK Resuscitation Guidelines (2005) www.resus.org.uk/pages/guide.htm until the Consultant on call has decided to stop further efforts.
14.5. EDPs will allocate a member of staff to support the parents/carers who,  along with the Consultant Paediatrician,  will keep  the parents informed at all times. 
14.6. EDPs  will check that the police have been notified if the child is dead on arrival or subsequently dies.  
14.7. EDPs will establish and record the identity of those present and their relationship to the child, with a clear audit trail of clothing and bedding to ensure that nothing is removed prior to consultation with coroner and police. Bedding and other items brought in with child will be placed in labelled specimen bags to be sent with child to the pathologist. 
14.8. EDPs will contact the duty officer at Children’s Services Social Care to inform of the child’s death on arrival or subsequent death and request social care to establish whether:
· the child and/or family had an allocated social worker and if so, why?
· the child was considered to be vulnerable or at risk

· the child had a child protection plan  

· Children’s Services have any relevant information as to the child’s or  sibling’s  health and well being including whether other referrals have been made about the child or other children in the family
· whether a CAF (Child Assessment Framework) had been completed and the name of the lead professional so that person may provide more  detailed information if required 

· whether Adult Social Care have information about the child’s parents which might indicate issues that potentially compromised parenting capacity such as Mental health problems, substance misuse or learning difficulties 

14.9. The Consultant will establish and record, using the Hampshire Health Child Death Booklet:
· a detailed and careful history of events leading up to and following the discovery of the child’s collapse 

· a full medical and family history, including siblings, history of the other child deaths and medical concerns 

· Inform police immediately if injuries and/or concerns are noted
14.10. EDPs will make arrangements for the police officer designated to lead the investigation to be introduced to the parents whilst they are at the hospital.
14.11. The Consultant Paediatrician will arrange for the medical records to be copied, sealed and made available to the police. 

INFORMATION AND PARENTAL SUPPORT  

14.12. The Consultant Paediatrician will inform the parents of the death and known medical facts in the privacy of an interview room, in the presence of the member of staff allocated to support the family. The Consultant will explain that the coroner must be informed to decide if a post mortem will be necessary to try to discover the cause of death. 
14.13. The consultant paediatirician will ensure that the parents/carers are asked whether or not they would like the following mementoes from the child/ young person’s body 

· Lock of hair 

· Handprints 

· Footprints 

14.14. The Consultant Paediatrician will  give information to the parents  on the post mortem process including a leaflet outlining their rights within the procedure. (Coroners’ Rules 1984) 
14.15. The Consultant Paediatician will inform the parents that the police and children’s social care services will be involved as a routine and will inform  that a visit to the place of death may be made. 
MEDICAL INVESTIGATIONS

14.16. The  Paediatric Consultant  will consider :
· taking  samples immediately after death ( if not suspicious) in accordance with the Hampshire Health Child Death Booklet and following consultation with the HM Coroner and/or paediatric pathologist 
PARENTAL ACCESS 

14.17. With the permission of the SIO and on the assumption that forensic examination is complete  and that  there is no potential for compromising the interpretation of subsequent investigations, parents may be allowed to see and hold their child. Access will be under discreet supervision both in the hospital and in the mortuary, with the staff members’ names and observations recorded in the child health record. 
              NOTIFICATION OF CHILD DEATH
14.18. Emergency Department Practitioners (EDP) will ensure that the child’s death has been  notified to: 
· Hospital’s Designated Paediatrician (DP)  for child death 

· PCT Designated Nurse for Child Protection
· CDOP Manager at: cdop.notification@hampshire.pnn.police.uk using the standardised notification form found on the 4LSCB website. www.4lscb.org.uk   

OUT OF HOURS 

14.19. The child’s Paediatrician or the Consultant in emergency medicine will assume the role of DP as regards the immediate notification out of hours and will report to the DP at next working day.
TRANSFER OF CHILD TO MORTUARY

14.20.  
The EDP or paediatric nurse will carry or transport the child to the mortuary. Parents who request to accompany their child will be escorted by a police officer. Parents will only be allowed acess to the public reception area, as strict health and safety rules apply elsewhere. 
15. HEALTH SERVICES SAFEGUARDING TEAM 

15.1. The Safeguarding Team will be fully conversant with the role of the Child Death Review Process within the safeguarding and protection of children and the crucial opportunity lessons learned within the review offer for the future prevention of significant harm.   

15.2.  As such, the Safeguarding Team will be fully conversant with all the statutory and advisory guidance within “Working Together to Safeguard Children” (2006).  

15.3.  
Chapter 7 is statutory guidance and any professional deviation may later need to be justified in a court or public enquiry. 



COMMUNICATION & INFORMATION GATHERING 

15.4. The safeguarding team will work with, and assist  the DP,  in order to initiate the multi-agency information sharing and planning discussions (by phone and /or meeting) with lead agencies involved at the earliest opportunity during normal working hours  including:
· contacting children’s services social care, possibly more than one authority if the child died away from home and receive relevant information; communicate directly with the duty /allocated social worker if family is known in particular establishing, if not already accessed by EDP and on file 
· if the child was considered to be vulnerable or at risk 
· the child had a child protection plan 
· any relevant information as to the child’s or  sibling’s  health and well being including whether other referrals have been made about the child or other children in the family
· whether a CAF (Child Assessment Framework) had been completed and the name of the lead professional so that person may provide more  detailed information if required
· whether Adult Social Care have information about the child’s parents which might indicate issues that potentially compromised parenting capacity such as Mental health problems, substance misuse or learning difficulties 
· contacting the child’s GP, health visitor/ school nurse, Early Year’s provider/ school to ensure they are fully informed and to obtain relevant information on the child, family and other members of household
· contacting other relevant professionals/ agencies such as Child & Mental Health Services (CAMHS), Adult Mental Health Services and the Youth Offending Team if the young person was under a supervision order
· Contacting the relevant Local Authority education professionals (e.g. the Principal Educational Psychologist) if support for school or early years setting staff may be required (including support for schools /settings attended by siblings.
15.5.  The safeguarding team will e mail Form B Agency Report to each relevant professional contacted to complete prior to attendance at Phase 2 and/ or Phase 3 meetings as appropriate. Form B is  down loadable from  www.4lscb.org.uk 
 SERIOUS UNTOWARD INCIDENT 

15.6.  The Designated Nurse for Safeguarding children will review whether the child’s death meets the criteria for a Serious Untoward Incident (SUI) to be notified to the Strategic Health Authority as a SUI.

15.7.  Similarly, if the death occurred on a hospital ward, the Designated Nurse will inform the relevant acute hospital Clinical Director to review whether the hospital Trust’s serious incident policy should be invoked. 

15.8        The Designated nurse will brief the Trust CEO and Trust Executives on relevant children’s health issues or matters of concern and advise on the implementation of preventative actions  based on lessons learned.
16. CHILDREN’S SERVICES SOCIAL CARE
          
KNOWLEDGE BASE 

16.1.  
Children’s Services will be fully conversant with Chapter 7 of Working Together to Safeguard Children (2006) and have ready access to a copy.
16.2.     
Chapter 7 is statutory guidance and any professional deviation may later need to be justified in a court or public enquiry. 
SOCIAL CARE ROLES WITH THE RAPID RESPONSE  
16.3.      Children’s Services will nominate a senior manager as the strategic lead for the child death review process. S/he will be the Children’s Services focal point and liaison officer if problems arise and will provide leadership, guidance and facilitate training for social workers and managers in the field. 
16.4. The strategic lead will have an overview of unexpected deaths and will  brief  the Director of Children’s Services about relevant issues or matters of concern affecting the safety of children in that Local Authority area. S/he will advise on the implementation of actions based on lessons learned. 

16.5.    
Children’s Services will designate one or more Social Care managers to respond to Rapid Response meetings and requests for information following  the unexpected death of a child. 
16.6. Designated manager(s) will liaise with police and health colleagues as appropriate and attend Rapid Response meetings as necessary and as agreed within each Local Authority’s Children’s Services Department. 

 

SHARING OF INFORMATION
16.7.       Social Care will share Information with the professional making the enquiry in accordance with requirements under Chapter 7 of Working Together and information sharing agreements regarding confidentiality. 
16.8.      
Children’s Services duty officer will respond to police, paediatric / emergency services/ health safeguarding teams’ requests for information as to whether the deceased child or any child within the same family  has been known to children’s services and if so, in what capacity ascertaining whether:
· the child was considered to be vulnerable or at risk
· the child had a child protection plan at the time of death or previously
· relevant information is available as to the child’s or  sibling’s  health and well being including whether other referrals had been made regarding the child or other children in the family 

· a Child Assessment Framework (CAF) had been completed and the name of the lead professional so that person may provide more  detailed information if required
· Adult Social Care have information about the child’s parents which might indicate issues that potentially compromised parenting capacity such as Mental health problems, substance misuse, learning difficulties or domestic violence. 
16.9.    
Children’s Services duty officer will determine whether:
· social work is being provided to the family as an open case and if so inform the allocated social worker

· the case has been closed and determine the reason for previous involvement

· there is no information known about the family


RESPONSE BY SOCIAL CARE TO AN UNEXPECTED DEATH
16.10. The  designated social care manager will be advised of the unexpected death and, if an open case, the line manager / team leader will be informed so as to faciliate social care support to the family, as deemed appropriate.
16.11. Children’s Services will ensure that: 
· those involved with the child or other family members from within Children’s Services or Adult Services are made aware of the death of the child
· the child’s school or education provider is advised of the death of a pupil or the pupil’s sibling 
· the Early Years Service is informed of the death of a child not yet attending school to establish if the child or a sibling is receiving services from a pre-school provider
· the Educational Psychology Service is advised so as to consider support to children, schools and early years settings when a child/pupil or sibling has died   

16.12
The designated Social Care  manager will establish with the allocated or duty social worker what information is known:
· from within Social Care
· by other professionals within Children Services (CSD) who have knowledge of the child or other children of the family
· by Adult Social Services that may be relevant
16.13
The designated manager will consider this information and the reported circumstances of the child’s death. Where there are no concerns about the cause of death, the designated manager will ensure liaison with the DP, providing the collated information. S/he will clarify if there will be bereavement support and ensure contact with the family as appropriate, offering support either directly or, if agreed, via another agency. 

16.14
S/he will, as necessary, ensure prioritisation of the immediate protection and well-being of all other children in the family or household, in accordance with 4LSCB  procedures and Working Together Chapter 5. 
16.15
The designated social care manager will ensure relevant information from all social care records is collated  on the Agency Form B, www.4lscb.org.uk prior to the Rapid Response Meetings Phase two and three, and will particularly note any concerns or referrals received relating to failure to thrive, neglect, parental problems such as substance abuse, domestic violence, alcohol issues, mental ill health and learning disabilities. 
16.16 Children’s Services duty officer will determine whether social work is being provided to the family as an open case and inform the allocated social worker or alternatively a closed case. In either event the line manager / team leader will be informed so as to faciliate social care support to the family, as  required.

16.17 The social worker, if s/he is to be involved, will prioritise the immediate protection and well being  of all other children in the family. 
16.18 Where there are no concerns about the cause of death, the allocated or duty social worker will liaise with the DP, contact the family as appropriate and offer support either directly or via the another  agency. 
ATTENDING RAPID RESPONSE MEETINGS

16.19
Paragraph 7.38 of Working Together, Chapter 7 states that after a home visit by the designated paediatrian and senior police officer in the deaths of all children in non-hospital settings, a team, which includes a social care representative should review  any additional information that could raise concerns about the possibility of abuse or neglect having contributed to a minority of childs’ death.  
16.20 
As a minimum, a designated Social Care manager will attend the first Rapid Response meeting to share information in the following situations: 
· where there are concerns about the cause of death
· where there is information about previous concerns or issues within any agency that could have affected parenting capacity 

· where Social Care is involved in assessing or supporting other children of the family or household, or any part of Children’s Services has been providing services (eg Children’s Centres) 

· where the cause of a fatal accident may relate to care or supervision provided  
· where a child has died in a non hospital setting and the cause of death is unclear, or requires further consideration, (ie was not previously ill and the police or DP have identifed possible welfare considerations or parenting issues)  
· where the family may need support in caring for the other children in the immediate days following the death of a child or
· where a specific circumstance is identified, whereby the DP or Police request input from Social Care or it is clear that attendance would be appropriate, for example a person believed to pose a risk to children is involved with the family or it is believed the child may have been privately fostered. 

16.21
If the child or another child in the family is ‘an open case’, the allocated social worker will attend with the designated manager.
16.22 
The designated manager must attend the Rapid Response meetings if information is identifed from the post-mortem or other sources that abuse or neglect may have been a factor in the child’s death.

16.23 As a minimum, the Designated Social Care Manager should always attend the second and third Rapid Response meetings when: 

· there are still concerns about the cause of death 
· there were previous concerns about the child or siblings which may or may not have been recognised or referred to Social Care

· there was involvement at the time of death by a member of children’s services, for example children’s disability team,  Education Welfare Service  or children’s centres
· support is being provided by social care or may be needed for other children in the family, following the child’s death 
· other circumstances of the case indicate a need for Social Care’s contribution to the meetings and to agree the content of the reports to be submitted to the coroner and CDOP
16.24. The Social Care designated Manager may decide attendance is not required if:
· there are no other children
·  there are no concerns or suspicions about the cause of death
·  the circumstances as set out in 16.19  and 16.23 above do not apply 

· a decision had been made at the first Rapid Response meeting that there was no need for Social Care attendance at the second or third Rapid Response meetings
DEATH APPEARS TO BE SUSPICIOUS

16.25  
Children’s Services will usually undertake enquiries under Section 47 of the Children Act 1989 of any surviving siblings should the death be considered to be suspicious at  the Rapid Response Phase one meeting. 
16.26  
The social worker may need to have a strategy discussion or meeting before the Rapid Response Phase One meeting if the timing of the Rapid Response meeting would not ensure the immediate assessment and safety of other children.  
 BEREAVEMENT SUPPORT

16.27 
Social workers will respond sensitively to the grief of the parents/carers by referring to the child as if s/he were still alive and by referring to the child by name.

16.28. Social Worker support will depend on previous involvement and on the circumstances and wishes of the family bearing in mind that parents with other children may need help and support in caring during their immediate grief, support in making funeral arrangements or in making contact with family members.
16.29. The Social worker will liaise with other professionals who may be providing bereavement support to schools/early years settings (e.g. Educational Psychology Service)
16.30. The designated social care manager will ensure liaison with health colleagues and/or the Educational Psychology Service about bereavement support if s/he does not attend the Phase One Rapid Response meeting to facilitate the Rapid Response meeting to make arrangements and agree the support of the bereaved parent /carer and siblings. 

17.
MIDWIFERY SERVICES 
        
KNOWLEDGE BASE 
 

17.1 Midwives and Midwifery Supervisors  will be fully conversant with Chapter 7 of Working Together to Safeguard Children (2006) and have ready access to a copy. 
17.2 Chapter 7 is statutory guidance and any professional deviation may later need to be justified in a court or public enquiry. 
17.3 The midwife, who is  first on the scene of an unexpected death will assess  the baby and the mother’s medical condition and immediately call the paramedic services who will inform the police. 
17.4 Full cardio-pulmonary resuscitation will be attempted as appropriate, and once initiated will be  continued until the paramedic team arrives. 
17.5 If the mother’s condition requires obstetric intervention, she will be transferred with a midwife to the nearest maternity unit, whether she is booked there or not. 
17.6 The midwife who arrives after the birth and finds evidence of maceration or gross abnormality with no evidence that the baby had shown signs of life  may complete the certifiate of stillbirth. The coroner does not need to be involved. 
17.7 The midwife will note and record the position of the baby and the condition in which the infant was found, together with any parental comments/ explanations or any one else present at the scene. 
17.8 The midwife will contact the mother’s General Practitioner.


CONTEMPORANEOUS RECORD KEEPING 

17.09 The midwife will record contemporaneously a precise and thorough record of the event   in the baby’s record as soon as possible, making particular reference to:
· Any inappropriate delay in seeking help 
· Inconsistent explanations – accounts should be recorded  verbatim in quotes.  
· Parental Reaction /demeanour 
· Position of baby and surroundings 
· General condition of accommodation
· Neglect issues 
· Unexplained injury eg bruises, burns, bites, presence of blood
· Evidence of drugs/alcohol abuse 
· Evidence of high risk behavour eg domestic violence 

17.010 The midwife will take care not to disturb the scene, taking care not to move or tidy up the child’s environment until the police have attended. 
17.011 The midwife will seal the record, make a copy available to the DP and collate relevant information on Form B Agency Report prior to attending the rapid response meeting (s) as required.


BEREAVEMENT SUPPORT
17.012 The midwife will respond sensitively to the grief of the parents/carers by referring to the child as if s/he were still alive, and by referring to her / him by name.
17.013 The midwife will make arrangements for the support of the bereaved parent /carer.
18 COMMUNITY HEALTH PRACTITIONERS: HEALTH VISITORS, SCHOOL NURSES & CHILDREN’S COMMUNITY NURSES
             KNOWLEDGE BASE 

18.1 Children’s Community Practitioners will be fully conversant with Chapter 7 of Working Together to Safeguard Children (2006) and have ready access to a copy.
18.2 Chapter 7 is statutory guidance and any professional deviation may later need to be justified in a court or public enquiry. 


FIRST ON SCENE
18.3      The Community Practitioner (CP) who is first on scene will dial 999 and ask for an ambulance, starting cardiopulmonary resuscitation immediately and continuing until relieved by the paramedic service. 
18.4 The CP will spend time listening to the parents/carers and offering support, when the ambulance service arrives and will take care not to disturb the scene, ie by not moving or tidying up anything until the police arrive.
18.5      The position of the child and the condition s/he was found will be noted and recorded with any comments/ explanations by any person(s) present and this will be shared with the DP and police. 
18.6 If the parent/carer goes to hospital with the child, the CP will ensure that appropriate arrangements are made for care of siblings, and will record details of who is caring for the children


CONTEMPORANEOUS RECORD KEEPING
18.7      The CP will record contemporaneously a precis and thorough record of the event in the child’s record as soon as possible  making particular reference to:
· Any inappropriate delay in seeking help 

· Inconsistent explanations – accounts should be recorded verbatim in quotes. 
· Parental Reaction /demeanour 
· Position of baby and surroundings 
· General condition of accommodation 
· Neglect issues 
· Unexplained injury eg bruises, burns, bites, presence of blood. 
· Evidence of drugs/ alcohol abuse 
· Evidence of high risk behavour eg domestic violence

SHARING INFORMATION
18.8 The CP will photocopy and seal  the original child’s community health record  and make it  available to the DP and the SIO,  discussing  any concerns such as failure to thrive, aspects of neglect and parental problems for example substance misuse, domestic violence, alcohol issues, mental ill health and learning difficulties. 
18.9 The CP will use Form B Agency Report to collate appropriate information prior to attending the rapid response meeting(s) as requested available from the 4LSCB website.  www.4lscb.org.uk 
18.10 The CP will support the General Practitioner if hosting the Phase 3 Rapid Response Meeting in the GP surgery. 



BEREAVEMENT SUPPORT
18.11 The CP will respond sensitively to the grief of the parents/carers by referring to the child as if s/he were still alive, and by referring to the child by name.
18.12 The CP  will make arrangements for the support of the bereaved parent / carers and give a telephone work number where they can be contacted
18.13 The CP will ensure that, in an infant death, that the parents / carers have a copy of the Foundation for the Study of Infant Death Booklet and Telephone Number. www.fsid.org.uk :  Telephone Number 020 7233 2090 or 0870787 0554 
“Guidelines for general practitioners when a baby dies suddenly and unexpectedly”

“Guidelines for health visitors and midwives when a baby dies suddenly and unexpectedly”
These booklets are written specifically for dealing with unexpected infant  deaths but many of the principles apply to  child and young person deaths
18.14 The CP will consider referring to the FSID Befriender Service where the family is in need of intensive support.
CANCELLATION OF APPOINTMENTS

18.15 The CP will ensure that a system is in place to enable all known agencies working with the child to be informed of the child’s death, e.g. Child Health Computer department, Paediatric Allied Health Professionals, audiology, eye clinic, midwifery services, community paediatrician and children’s centres to ensure no appointments are inadvertently sent.
19.
POLICE
INTRODUCTION 

19.1   The first aim of the police investigation into the report of an unexplained death is to determine how and why the child/young person died. The second aim is to report the full circumstances of the death to the coroner and assist, as far as possible, his/her investigation.
19.2      Throughout their investigation into the report of an unexplained death of a person under eighteen years, the police will take any action necessary to safeguard the wellbeing of any other children or young persons, such as siblings, who are considered to be at risk of harm.
19.3       The death of a person under 18 will not be investigated by the police in cases where a doctor is able to issue a ‘medical certificate of cause of death’. A ‘medical certificate of cause of death’ is usually issued in cases in which a doctor has treated the deceased for a diagnosed serious illness or condition from which s/he was expected to die at that time.
19.4      The police investigation into the unexpected death of any person under 18 in Hampshire will be led by a Detective Inspector (D/I) from the Child Abuse Investigation Unit. For the purposes of this protocol, that officer will be referred to as the police ‘Senior Investigating Officer’ (S.I.O).
19.5       Further guidance on investigating child deaths is given in chapter 7 of ‘Working Together to Safeguard Children 2006’. The latter document sets out how agencies, including the police, should operate in response to an unexpected child or young person’s death and is ‘statutory’ guidance. As such, any deviation from the guidance should be capable of being justified before a judicial or public hearing. The previously mentioned document should be read in conjunction with this protocol.
19.6      This chapter has been written to give all personnel involved in the investigation of such deaths a better understanding of the role of the police in the multi-agency rapid response. 
19.7      There are ‘key’ features advocated by Chapter 7 of ‘Working Together’, which are central to the multi-agency model of investigation: 

· Primary Care Trusts within Hampshire will have access to a consultant paediatrician who is designated to engage quickly with the police and other agencies after the unexpected death of a person under 18 occurs. 
· This consultant will become known as the ‘Designated Paediatrician’ (DP).
·  The child’s consultant paediatrician will engage initially in preservation of life procedures, initial history taking and medical examination and will deputise for the DP out of hours. 

· The ‘DP’ will take over responsibility for all medical aspects of the investigation into why the child died and liaison with the deceased’s family and other agencies

· The death will also trigger the coming together of a team of professionals from a number of agencies, co-ordinated by the DP. This process will become known as the ‘Rapid Response’. Key team members will include the DP, police SIO, health visitor or school nurse, GP and others where relevant e.g. midwife, mental health professional, social worker. In essence, this team of professionals will have the knowledge, expertise, information and resources to be able to contribute towards a thorough ‘joint’ investigation into why the child or young person died. 

· When a person under 18 dies unexpectedly in a non-hospital setting, the police SIO will consider an immediate visit to the scene of the death by a police investigator to assess the scene and to gather information from the scene to enable an early decision to be made as to whether the death is suspicious or not. Consideration will be given as to whether a police imaging specialist and/or a crime scene investigator should also attend.
· In addition to an immediate scene visit and assessment by the police, the SIO and DP should make a decision about whether a 'joint police/ senior health professional visit’ to the place where the child died should be undertaken. This should almost always take place for infants (under 2 years of age) who die unexpectedly in a dwelling. If the death, trauma or collapse occurred in a place other than the home location, consideration should also be given to visiting and examining the home. Similarly, if the child had been living in different locations in the time leading up to death, consideration should be given to ‘joint visits’ to them. As well as deciding if the ‘joint visit/s’ should take place, it should be decided how soon (within 24 hours) and who should attend.  Wherever possible the police SIO should take part in any ‘joint visit’ on behalf of the police. The police and DP will visit, talk with the parents/carers and inspect/assess the scene. If a ‘joint visit’ is considered inappropriate, they may visit the location/s separately and then later confer. The purpose of a ‘joint visit’ is to identify all possible factors (from both a police and medical perspective) that may help explain why the child died.
DEATHS IN NON-HOSPITAL SETTING - POLICE ATTENDANCE AT THE SCENE – INITIAL ACTION
19.8 It is important for all police staff to remember that the majority of initially unexplained child deaths are not the result of criminality. Police action therefore needs to be carefully balanced between giving (and demonstrating) utmost consideration for the needs of an innocent, grieving family and carrying out a thorough investigation into a ‘potential’ homicide. In certain circumstances, it can be one of the most difficult tightropes the police have to tread.
19.9 When dealing with an unexplained child death all agencies need to follow five  principles which are of equal importance:

· Sensitive, open minded balanced approach (incl. multi-faith and cultural considerations)
· Inter-agency response

· Sharing of information

· Appropriate response to the particular circumstances

· Preservation of evidence
19.10 In most occasions the Police will be notified of a child death occurring within the child’s home or at hospital. The Force Control Room (FCR) should immediately contact the TPT for that area to request local officers to attend but this should be kept to a minimum.  Several officers unnecessarily arriving at a home or hospital where a child or young person has just died could prove very distressing to relatives/carers. 
19.11     It is recognised that frontline staff, who will ordinarily be the first to attend, may not be fully conversant with these protocols and therefore it is essential that the FCR contact the ‘on call’ duty detective inspector from the Child Abuse Investigation Unit (CAIU) immediately.  Upon contact the CAIU D/I should take charge of the investigation.  It is likely that this D/I will give instructions to the FCR and these should be recorded and adhered to. The D/I will want to liaise quickly with the officer in charge at the location therefore FCR need to have these details when the D/I is contacted. Local CID should not attend the scene unless directed by the CAIU D/I (for example in IOW cases the local CID may be directed by the CAIU D/I to attend and undertake initial actions whilst the CAIU D/I travels to the IOW).
19.12    The first officer attending should immediately check for signs of life and consider CPR. This officer should also make a visual check of the child and his / her surroundings, noting any obvious signs of injury or any cause for suspicion. The presence or absence of suspicion should be quickly notified to the Force Control Room. The following check list is in no way exhaustive but may assist the first officers attending the scene in ascertaining whether or not the death has any suspicious circumstances.


FACTORS WHICH MAY INCREASE SUSPICION

Some of these factors may be present when death occurs naturally; however, if none of these factors are present, it does not mean the death cannot be suspicious.  The purpose of this list is to act as a guide for investigators, but it should not prevent a thorough analysis of all the circumstances surrounding the death.
· The child is older than 12 months
· There have been previous unusual illness episodes or recent admission to hospital
· Crusted blood on the face that is associated with smothering and physical abuse rather than the “pinkish” mucus associated with resuscitation
· There are unusual bruises or petechiae
· There are foreign bodies in the upper airway or stomach
· The parents have given an inconsistent account of the events surrounding the child’s death
· The child has come from a family in which previous child has died unexpectedly
· The child is on the Child Protection Register
FACTORS WHICH MAY BE PRESENT IN NATURAL INFANT DEATHS

· Small quantities of gastric contents around the mouth.  This does not mean that death was caused by inhalation of vomit.  Often there is slight regurgitation immediately after death.

· Froth emerging from the mouth and nose.  This froth results from the expulsion of air and mucus from the lungs after death.  Sometimes the froth may be bloodstained - this does not mean that the death was unnatural.

· Purple discoloration of the parts of the face and body that were lying downwards.  This is not bruising, but is caused by the draining of blood in the skin after death.  For the same reason the parts that were lying upwards may be very pale.

· Covering of the baby’s head by the bedclothes.  This has often been a feature of cot death in the past, and probably contributes to death through accidental asphyxia or overheating.

· Wet clothing or bedding.  (This is usually caused by excessive sweating before death.)

· If the baby looks as though he/she has been roughly handled, remember that this may be the result of attempts at resuscitation.
19.13 There Ambulance Service staff or other medical staff attending wish to remove the child on medical grounds this must be facilitated by the Police. A Police officer should go with the child for continuity purposes but if an officer is not available this must not prevent the removal of the child. This is regardless of whether the death is suspicious or non-suspicious. Saving life is more important than saving a crime scene.
19.14    
The officer/s attending the scene should give immediate consideration to the safety of all other children at the location. Depending upon the circumstances of the death and the conditions in which other children may be found, the officer/s may need to take prompt action to secure their safety and wellbeing. In extreme cases, this may require the use of police protection.  
19.15   
All police action should be undertaken in the lowest key and least intrusive way possible, having regard to the circumstances of the case.  General scene preservation should be put in place and a discrete scene log commenced. If a death has occurred inside a home it is unlikely that police cordon tape will be needed outside.

19.16  
From the outset of any investigation all police staff should keep an open mind about how/why the child/young person died. For innocent parents/carers to be wrongly accused of harming their child and potentially have another child or children taken from them would lead to unimaginable suffering for the family involved. Equally, police staff should be aware from the outset of any investigation that a child, who presents without any physical external or internal injury whatsoever, could still have been unlawfully killed. 
19.17  
All police action should be carried out with empathy, sensitivity and understanding, even when it is suspected that a criminal offence may have been committed.

GUIDANCE FOR DEALING WITH GRIEVING PARENTS/CARERS AT THE SCENE OF DEATH
19.18  
Police attendance, in itself, will be likely to increase parents’/carers’ levels of distress. They are likely to need a sensitive explanation of the reason for police involvement and actions they take. The following statements may help in this process:
· The police carry out an investigation on behalf of the coroner into ‘every’ case of sudden and unexplained death.

· When any child/young person dies unexpectedly, an in-depth investigation by all agencies is carried out due to their potential vulnerability.

· The police conduct their investigation in the knowledge that the majority of deaths in children transpire to be from natural causes. 

· Valuable lessons may be learned during the investigation that can be used to prevent further deaths of children. 

· The police investigation is carried on in parallel with a rigorous medical investigation. Both investigations have the same aim - simply to find out why their child died. 

In most cases, parents / carers will welcome the efforts being made to answer this vital question, a question that may haunt them until the truth is known.
19.19      
THE FOLLOWING ADVICE IS OFFERED FOR CONSIDERATION IN DEALING WITH PARENTS / CARERS AT A SCENE:
· Say who you are, why you are there and how sorry you are to hear what has happened to the child/young person. Establish the child’s name quickly and always use this in conversations with those that are grieving. 

· If you have a need to handle the child, do so gently and caringly, as if s/he were still alive. 

· In the first stages of grief, people may react in different ways, displaying shock, numbness, anger and hysteria. Be patient. Allow the parents/carers space and time to cry, talk together and comfort any other children. These early moments of grieving are very important. 

· It is entirely natural for a parent/carer to want to hold or touch the dead child/young person, indeed it is known to help with the grieving process. You should allow this to happen provided it is done with a professional (e.g. police officer or nurse) being present throughout, as in most cases it is highly unlikely that any important forensic evidence will be lost unless the death is obviously suspicious.  If the death is obviously suspicious the SIO should be consulted before allowing this to happen.  

· Discourage the parents/carers from washing the child or changing the clothing or nappy at this stage. You may wish to explain to them that it is your job to try to make sure that no changes are made to the child/young person or his / her clothing until s/he is examined by doctors at hospital. Also explain that this is standard procedure and that it will help to give doctors the best chance of finding out why their child died.

· You should be prepared to answer practical questions such as where the child will be taken and when can they next see him/ her? You should always be certain of the responses you give. Giving inaccurate information could later prove highly distressing to the parents/carers.

· Be sensitive to any religious or cultural needs or beliefs. Parents/carers from some religions and cultures hold strong beliefs that bodies must be buried within certain timescales. They are likely to suffer additional anguish if they feel that the post mortem will delay that process. Arranging their contact with religious leaders or elders who are used to dealing with these issues may give them great comfort. 

· If you experience any language difficulties whatsoever with parents/carers, you should arrange for the attendance of an interpreter as soon as possible. An English - speaking family member or friend may need to be used initially in urgent cases. After the initial conversations have taken place the SIO would need to obtain an ‘independent’ interpreter as soon as possible to ensure accuracy in the conveyance, interpretation and recording of information provided by parents/carers.  

· Most parents/carers feel guilty when their child has died. When talking to them try to ask ‘open’ questions e.g. Tell me what happened? Avoid questions that sound in any way critical such as, ‘Why didn’t you……?’

· A thorough and successful police investigation is more likely to be achieved if at all times parents/carers are treated with sensitivity and respect by all officers. This applies even if they are suspected of committing a crime against the child or young person. 

· Where a child is living in England but their parents live abroad, careful consideration should be given to how best to contact and support the bereaved family members. Parents/carers should be kept up to date with information about their child’s death and the involvement of each professional, unless such sharing of information would jeopardise police investigations or other criminal processes.

DIAGNOSIS OF FACT OF DEATH 
19.20    
If there is any likelihood whatsoever of ambulance service staff resuscitating a child then the child will be removed from the scene and conveyed by ambulance to the nearest ED.  This will be the expectation in suspicious and non-suspicious cases. If necessary ambulance staff can request a police escort to the hospital. In cases where the child is taken to ED, ‘fact’ of death will be diagnosed by a doctor in the ED.

REMOVAL OF THE BODY FROM A SCENE – DEATH APPEARS ‘SUSPICIOUS’ (See Appendix 2) 
19.21 If there is no likelihood of resuscitation and the death appears suspicious then the ambulance crew should remain with the body at the scene until the first police officer arrives.  The ambulance crew will have tried to minimise contamination of the scene whilst performing their duties.  The ambulance crew will consult with the police about the actions they have taken at the scene before resuming from the scene.  In suspicious circumstances, the S.I.O will arrange for a doctor to attend the scene to diagnose ‘fact’ of death.  The SIO in consultation with a Crime Scene Manager will then decide when, how and by whom the body should be removed from the scene. 

REMOVAL OF THE BODY FROM A SCENE – DEATH ‘DOES NOT APPEAR SUSPICIOUS’ (See Appendix 2) 
19.22
If the ambulance crew have decided there is no likelihood of resuscitation, but death does not appear suspicious, the ambulance crew will remain with the body at the scene until the first police officer arrives.   After agreement from the SIO (by telephone if necessary) the ambulance crew will (subject to the exceptions’ listed below) immediately take the child/young person’s body to the local ED.  ‘Fact’ of death will be diagnosed by a doctor at the ED.  

The following benefits accrue from this action:

· The knowledge that the child/young person is being taken to ED rather than a mortuary can soften the early impact on the grieving family / carers 
· The grieving family/carers can attend ED, with the child, where they may receive immediate medical and social support
· Any perceived risk to a surviving twin or siblings can be assessed & addressed
· Early examination of the child/young person’s body by a consultant and / or DP will inform the early stages of the police investigation.

The only ‘exceptions’ to the above are as follows:

· If a police officer directs that the body should not be moved (only if obviously suspicious)
· If the body is considered to pose a health risk  
· If ‘other exceptional reasons’ exist that justify not taking the body to ED (e.g. a major incident has occurred involving a high volume of admissions to ED unit/s)

19.23 Where any of these exceptions apply, details should be recorded in police/ambulance records and brought to the attention of the police S.I.O.
19.24 Where it is intended that the body will not be moved to the ED immediately by ambulance, the police S.I.O should always be consulted before any arrangements are made for removal of the body to the mortuary by undertakers.
19.25 Where necessary, the police may be able to arrange transport to the hospital for the immediate next of kin.
OBTAINING INFORMATION FROM PARENTS/CARERS AT THE SCENE
19.26 As well as basic details for the death report, officers that initially attend  should try to obtain and record the following information:

· Full details of the child / young person who has died
· Details of the family / carer
· The circumstances leading up to the death.

In addition, if relevant, observe/note any features at the scene of the death that may have a bearing on why the child/young person died. This information should be passed to the S.I.O

No further ‘in-depth’ questioning should normally take place without the S.I.O’s approval. The S.I.O will later determine the interview strategy. Repeated questioning of the parent/carer by different officers should be avoided. 

19.27    When considering the need to question parents/carers, officers (including S.I.Os) should be aware of the need for the ‘duty’ consultant or DP to also interview them to obtain full ‘medical’ history. 

DEATH REPORTED FROM THE HOSPITAL
19.28 Hospital staff may refer an unexplained death of a person under 18 to Police following admittance via ED or where the child has died on a ward.  The FCR should respond by initially contacting the duty CAIU D/I.  Once the CAIU D/I has been appraised of the facts s/he will determine if any TPT response is required.  If a TPT response is needed the CAIU D/I may request the FCR to direct the TPT officers to the scene of the death or to the hospital, whichever is appropriate.  On some occasions no TPT response will be required.  Once the CAIU D/I is contacted s/he will assume the role of SIO and usually attend the hospital in person. 
19.29 Upon attendance at hospital, the first officer should liaise with any ED staff that have examined the child/young person or spoken to parents/carers to establish what is known so far. Also to ensure that the parents/carers have been informed of the need for police involvement so that the introduction of the officer should not come as a surprise to them. 
19.30 The officer should deal with family/carers as per guidance given previously in this protocol.
FORMAL IDENTIFICATION OF THE BODY
19.31   In every case, either at the hospital or other location where the police are asked to attend, formal evidence of identification of the child or young person’s body by an ‘appropriate’ relative/carer is required. The SIO should be consulted on the best way to undertake this sensitive task. 
19.32 The releasing of the child’s/young person’s body at hospital before being taken to the mortuary is often one of the most distressing times for parents/carers and great patience, understanding and empathy is needed.
19.33 It is rare for parents/carers to ask to accompany their child to the actual mortuary and this should not be encouraged. However, if specifically requested, they may be taken into the public reception area.  Hospital staff should carry or transport the infant or child rather than the parent or carer.  Parents/carers should be accompanied by a police officer at all times whilst in the mortuary. They should not be given access to any other part of the mortuary where strict health and safety rules apply. 

RESPONSIBILITIES OF THE POLICE SENIOR INVESTIGATING OFFICER
19.34 The S.I.O should assess the circumstances of the death, develop strategy and deploy staff to explore all reasonable lines of enquiry. 
19.35 If at any stage the S.I.O has grounds to suspect a homicide then the duty Detective Superintendent (Force SIO) should be immediately notified.  The duty Detective Superintendent will liaise and discuss the case with the Head of Specialist Investigations Department.  There is already a protocol in existence between the Specialist Investigations Department and the Major Crime Department to determine which department will lead the investigation.  Whichever department leads the investigation it is expected that staff from both departments will be utilised in the investigation to ensure that the enquiry team has the appropriate levels of skills across both disciplines.  After discussion a SIO and deputy SIO will be identified usually one from each department. 

19.36  Throughout any child death investigation, the S.I.O should, wherever possible, follow the guidance contained in Chapter 7 of ‘Working Together to Safeguard Children’. Any deviation may later need to be justified to a court. 
19.37   In Hampshire the SIO will use the Specialist Investigations Department Child Death Investigation Booklet to record information regarding the initial investigation of the death.  It is likely that health professionals will be using a similar and complimentary Child Death Investigation Booklet to record their information.
19.38   The SIO will consider a FLO strategy compliant with The Journal of Homicide and Major Incident Investigation Volume 4 Issue 1 Spring 2008. 
19.39   All criminal offences now require Crown Prosecution Service (CPS) advice before charging. The SIO is strongly advised to seek early CPS advice in suspicious cases of this nature.
19.40 Similarly if the child appears to have non-accidentally inflicted head injuries advice is available from the ACPO Murder Investigation Manual appendix entitled ‘Infant Deaths’.
19.41 As per the direction in ‘Working Together’, it is the expectation of the police that any ‘joint visit’ to the home by the S.I.O and DP or Senior Healthcare Professional should ideally occur within 24 hours of the death. The S.I.O should consult the dedicated DP as soon as possible to determine whether or not this will take place. There may be little point in a DP visiting a ‘home’ scene if the police have already removed items of interest. This should be discussed with the DP and an action plan agreed. 
19.42 Where the death is considered ‘suspicious’, the S.I.O may decide that a ‘joint’ visit to the scene, prior to the recovery of all potential forensic evidence, is inappropriate. When a decision is made that a joint home visit will not take place, the S.I.O should record the reasoning for this. 
19.43 The S.I.O should arrange to view the body in tandem with the consultant paediatrician at the earliest opportunity. The purpose of this examination is determine if there are any visible signs of injury and or abuse and for the consultant paediatrician to obtain the standard set for SUDI (Royal College of Pathologists and Royal College of Paediatrics and Child Health, 2004) and standard sets for other types of death presentation as they are developed. The ‘Child Death Investigation Booklet’ contains a list of suggested samples to be taken but each case will be determined on the circumstances and age of the child. If there is any suggestion of injuries and or abuse a SOCU should be called and photographs taken. 
19.44 If the resuscitation has been attempted, the intravenous and intra-arterial lines inserted for this purpose should be noted as well as any other sites of attempted intravascular insertion, endotracheal tubing or heart monitor electrodes. 
19.45 If there is likely to be a considerable delay in the post mortem taking place, the SIO should consult with the consultant paediatrician and the coroner to determine if any additional samples should be taken. 
19.46 The Consultant Paediatrician will be responsible for ensuring that parents/carers, in every case, are asked whether or not they would like the following mementoes from the child/young person’s body:
· Lock of hair
· Handprints
· Footprints
INFORMING THE CORONER’S LIAISON OFFICER
19.47 The coroner’s officer for the area in which the child has died should be notified as soon as possible. His/her experience and expertise in dealing with sudden deaths and bereaved families should be used to the full. The S.I.O should maintain close liaison with the coroner’s officer and coroner throughout his/her investigation.
INFORMING THE CHILD DEATH OVERVIEW PANEL
19.48 From April 2008 the review of all child deaths by an interagency Child Death Overview Panel (CDOP) is a statutory obligation under the “Working Together to Safeguard Children” (2006) guidance of the Children Act 2004. The outcome will inform strategic planning on how best to safeguard and promote the welfare of children in a given area. 
19.49 The SIO will be responsible for ensuring CDOP are notified within one working day of all child deaths using the LSCB agreed document namely Form A - Notification of Child Death.  At a later stage when full details are known Form B - Agency Report Form available from the 4LSCB website www.4lscb.org.uk will be requested for deaths that CDOP will review in depth. Both forms are to be e mailed to a central county CDOP ‘In Box’ cdop.notification@hampshire.pnn.police.uk 
WITNESS / SUSPECT MANAGEMENT / INTERVIEW STRATEGY
19.50  The S.I.O should determine his/her interview strategy in respect of all persons of relevance to the investigation. Police, health and children’s services staff should work in close collaboration when planning interviews to avoid all unnecessary repeated questioning of parents/carers. The DP will wish to obtain a detailed medical history from the parents/carers. The advantages and disadvantages of a ‘joint interview’ by the police and DP should be discussed, having regard to the particular circumstances of the case.
19.51  The SIO should deploy a Tactical Interview Manager (TIM) for investigations into suspicious deaths to support the SIO in the management of both significant witness interviews and suspect interviews.  In non-suspicious deaths a TIM can still be useful as a tactical advisor for example where interviewing ‘significant witnesses’ represent particular difficulties such as during ’reconstruction interviews’.
19.52   If any doubt exists that the parents/carers do not fully understand English, arrangements should be made for the attendance of an interpreter as soon as possible. 
19.53  
Even in ‘non-suspicious’ cases, the S.I.O should consider the benefits of asking parents/carers to agree to be video interviewed.  The benefits to the parents/carers of such recorded interviews are that it reduces the risk of anything said being misunderstood or misinterpreted and may avoid the need for further interview. Extreme care should be taken to ensure that parents/ carers are not made to feel like suspects, when they are not.
INTELLIGENCE STRATEGY
19.54  The S.I.O should determine his/her intelligence strategy.  This should include researching police databases concerning the child, the family and, where necessary all key persons present around the time of death.  The Central Referral Unit (CRU) will undertake this function if requested by the SIO.
19.55   Partner agencies may hold valuable information about the dead child and any other persons of interest e.g. parents/carers.  The partner agencies will be contacted by the CRU to obtain any relevant information to inform early decision making.  Relevant police held information will be shared at subsequent multi-agency strategy or case meetings as per current information sharing arrangements. 
19.56  Teaching staff of school age children can hold extensive and invaluable information about the child, parents/carers and siblings that may not be available from other agencies. 
19.57  The S.I.O should ensure the dissemination of all useful intelligence gleaned during and at the conclusion of his/her investigation.
19.58 Any intelligence gleaned may be useful and even crucial to other agencies and   should, if possible, be shared with them on a needs basis. 
SCENE STRATEGY, EVIDENCE RECOVERY AND IMAGING
19.59   Where necessary, justified and proportionate, the S.I.O should determine his/her imaging, scene examination, and search and seizure strategy.  This should be done in consultation with and advised by, a Crime Scene Investigator, Crime Scene Manager or Crime Scene Coordinator.  Consultation with the DP should also take place in line with the guidance around joint home visits. The S.I.O must ensure s/he has lawful authority or consent to carry out any proposed action. S/he should recognise that this phase of the investigation can often prove highly distressing for parents/carers.
19.60   The forensic recovery at the scene of a Sudden Unexpected Death in Infancy (SUDI) will be determined by the known facts of the case. Witness evidence (if any) marks or injuries to the infant, initial scene assessment and any other relevant information which may be available to the Investigation team, Crime Scene Investigator, Crime Scene Manager or Crime Scene Co-ordinator.  (Scientific Services Department Internal Procedure CSI/23 provides additional guidance to SSD staff).
19.61   Wherever possible, an Imaging Specialist should be requested to attend to photograph the scene or any injuries, suspicious marks or features on the body. 
19.62   If the DP has not attended the scene, the S.I.O should consider using the images captured to brief him/her.  The images can also be used to brief the pathologist before post mortem.
19.63   Any staff member involved in the search should be fully briefed beforehand and the process conducted in a highly sensitive manner. Where items are to be removed from the house, it should be explained to the parents that this is standard procedure and may help to find out why their child has died. The S.I.O should be able to justify to the parents/carers, the need to take every single item taken/seized. Assurances should be given that the items will be returned to them in the best possible condition. 
19.64   Police visits to the home should be kept to a minimum. A comprehensive plan by the S.I.O (in consultation with SSD staff and the DP or ‘duty’ consultant paediatrician) to capture all potential evidence in one visit should, in most cases, avoid any need to disturb the family again. Repeated police visits may unnecessarily increase the apprehensions of the parents/carers that they are under suspicion and potentially cause them embarrassment.
POST MORTEM EXAMINATION
19.65   If there is any suspicion or concern whatsoever that a criminal act may have been a factor in the child’s death, the S.I.O should liaise with the duty Crime Scene Manager and seek authority from a Detective Superintendent to hold a Home Office post mortem using a forensic pathologist. The Crime Scene Manager will discuss this with the respective coroner and agree when, where and by whom the post mortem will be conducted. In some circumstances, for example, the non-availability of a forensic paediatric pathologist, the coroner may direct that a paediatric pathologist conduct a ‘joint’ post mortem with the forensic pathologist.   The SIO or deputy, image specialist and crime scene staff will attend Home Office post mortems. 
19.66 If a ‘non-Home Office’ post mortem is to be held, the duty D/I from CAIU who has performed the role of SIO will attend the post mortem (or nominee). The police officer attending the post mortem will liaise with the DP, receive and take the completed Hampshire Health Child Death Booklet and all relevant medical notes to the paediatric pathologist. 
19.67 If during a non-Home Office post mortem a pathologist uncovered something suspicious the procedure would immediately stop and the coroner notified. The coroner would then decide whether to continue or re-convene the post mortem with the additional involvement of a forensic pathologist.  This decision will be taken in liaison with a Crime Scene Manger and with authority from a detective Superintendent.
19.68   Having regard to the circumstances of the death and the age of the child, the pathologist/s will consider the need for a skeletal survey of the body. If the child is under the age of 2 years, a skeletal survey should be undertaken in every case. A paediatric radiologist will interpret any survey conducted. The S.I.O should establish the outcomes of these examinations as soon as possible.
19.69   Upon receipt of a written post mortem report from the pathologist/s, the Coroner will provide a copy to the DP and the S.I.O. 
19.70   Under the requirements of the Human Tissue Act 2004, the next of kin will be informed of all human tissue samples taken from the body at post mortem. The next of kin must be consulted regarding their wishes about the retention of the tissue for research purposes, the return to them for burial/cremation or sensitive disposal by other means. The Coroner’s Liaison Officer will address these issues on behalf of the coroner.
INFORMING THE CORONER OF THE DEATH
19.71   The S.I.O should ensure that unexpected child deaths are reported to the relevant local coroner via the coroner’s officer during ‘office hours’. However, if the S.I.O or a health professional is experiencing any difficulties dealing with such a death and requires the coroner’s advice, s/he may contact the coroner at any time. 
19.72   A G28 (Report of Death Form) must be completed at an early stage.  It may be appropriate for an Officer who has already built a rapport with the parent/carer to complete the form.  A copy must be sent to the Central Referral Unit to update Police records.
19.73  A Coroner’s file should be prepared by the Police and delivered to the Coroner within 28 days of the child’s death unless there are exceptional circumstances.
19.74   At the conclusion of the investigation the S.I.O (or nominee) should, in consultation with the DP and to locally agreed timescales, submit a report to the coroner giving full details of the extent and outcome of the police investigation.
ATTENDING MULTI-AGENCY CASE MEETINGS
19.75   The S.I.O (or where unavailable his/her nominated representative) should fully engage in all multi-agency meetings outlined in chapter 7 of ‘Working Together’. In suspicious cases, the police S.I.O will lead the case meetings. In all other cases, the DP will lead the meetings. 
19.76   At these meetings, professionals will agree a co-ordinated action plan. The plan will be delivered by named individuals from the various agencies being tasked with specific responsibilities within a set timeframe. 
19.77   Any suspicion or concern arising from the police investigation should be shared with senior staff from the other key agencies involved as soon as possible. 
19.78   The DP should collate and review all medical records relating to the dead child and relevant family members. S/he should consult the S.I.O about any information contained in them that could potentially assist the police investigation. This should include medical records held by ED, hospital paediatrician/consultant, community nurses (includes health visitors, school nurses and children’s community nurses) and the child’s general practitioner. If the S.I.O requires a copy of any medical record for the purposes of his/her investigation, consent issues for any living person may need to be addressed or other legal authority obtained.)
19.79   Any surviving siblings may be the subject of enquiry under Section 47 of the Children Act 1989 (child protection investigation). If a s.47 enquiry was required, this would be discussed at the first strategy meeting of the rapid response team. If this was unlikely to occur within 24 hours, a separate strategy discussion should take place.
19.80   During the investigation, S.I.Os should liaise closely with Children’s Services personnel if there is any chance that care proceedings may be commenced in respect of siblings of the dead child/young person. This will help to ensure that any potentially criminal investigation is not inadvertently compromised by the disclosure of information during such proceedings.
19.81   All agencies have the same ultimate aim, which is to establish why the child died.  As such, the S.I.O should very much view the investigation as a joint, collaborative enterprise. 
19.82   Wherever possible, bereaved parents/carers should be kept up to date with all progress made during the investigation, unless this could compromise any intended police action. Care should be taken to avoid any duplication of effort, particularly in regard to any direct contact with the parents/carers. The communication strategy for parents/carers should be an agenda item at the meetings. 
KEEPING PARENTS/CARERS INFORMED 
19.83   Important information should only be withheld from parents/carers, if absolutely necessary. In such circumstances honesty and transparency about police actions and intentions form a critical part of winning the respect and cooperation of parents/carers without which an effective and comprehensive investigation may not be possible.
19.84   The results of the post mortem examination should be discussed with the parents at the earliest opportunity, except in those cases where abuse is suspected and/or the police are conducting a criminal investigation. In these situations, the paediatrician should discuss with Children’s Services, the police and the pathologist what information should be shared with the parents and when? This discussion with the parents is usually part of the role of the paediatrician responsible for the child’s care and she or he will, therefore, have responsibility for initiating and leading the meeting. 
ROAD DEATHS 
19.85   The investigation of a road death involving a victim under the age of 18 years will be led by a Road Policing S.I.O (a uniform sergeant or inspector). The road policing S.I.O and his/her staff should, as far as possible, follow the relevant guidance contained in chapter 7 of ‘Working Together to Safeguard Children’ and consider the contents of this protocol. 
RETURNING PROPERTY TO BEREAVED FAMILIES/CARERS
19.86   Items should be returned in person to parents/carers by the police as soon as possible after the Coroner has finished his/her investigation. Parents / carers should first be contacted and sensitively reminded about what items had originally been taken by the police. They should be asked whether they want the items back. If any items are unclean or, for example, still contain feed or juice, the police should ask permission to wash them before they are returned. Official labels or wrappings should always be removed. 
19.87   Where possible, items should be returned in respectful and presentable containers. In many cases, this meeting with parents / carers may represent their final contact with the police concerning the death of their child. 
SOURCES OF ADVICE FOR CULTURAL, RELIGIOUS AND DIVERSITY ISSUES WHEN DEALING WITH UNEXPLAINED DEATHS OF CHILDREN 
19.88 Hampshire Police have contacts and can receive guidance from the following associations / sources:
·  
Black & Asian Police Association
·  
Christian Police Association
·  
Disability Support Network

·  
Jewish Police Association

·  
Lesbian & Gay Staff Association

·  
Muslim Police Association

·  
Diversity Command

Contact details are available on the Force intranet site.
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H .M. CORONER 
20.1 HM Coroner will be informed immediately a child has died unexpectedly and will order an investigation into the circumstances and cause of the death. 
20.2 HM Coroner has jurisdiction over the child’s body once an unexpected sudden death has been pronounced and remains so throughout the entire investigation, up to and including the time of the final inquest. HM Coroner’s permission must be sought for any procedure, including viewing the body, clearance to take samples, permission for health professionals and police to attend the post mortem and to receive information on the findings of the post mortem. 
20.3 HM Coroner will be kept informed of all significant information obtained from multi-agency communications and parental interviews as the legal authority charged with the investigation and certification of all unexpected deaths. 
20.4 HM Coroner’s office will inform the family of HM Coroner’s roles and procedures and keep the family informed of the child’s movements until the Coroner has signed the paperwork for the child at the opening of the inquest. 
20.5 HM Coroner or his officer will discuss with the family their particular wishes regarding additional use and disposal of tissue samples and/or organs retained at the post mortem. 

20.6 HM Coroner and the paediatric pathologist will receive from the DP the results of any pre-terminal  samples 
20.7 The Coroner’s office will inform the following of the place, date and time of the post mortem so that they can be represented at the examination 

· Any relative who has notified the coroner of this wish 

· The GP or the Hospital, if the death occurred in hospital 

· The relevant authority, if enforcement by authority other than the police. The relevant authority might be HSE for example if the child died at a large event or in a public building where the organiser might be prosecuted. 

· Any government department which has notified the Coroner of this wish. 

· The police, if not already aware of these details. 

20.8 The post mortem will be carried out promptly. All investigations will be concluded within the shortest possible time to enable: 
· The prompt funeral of the child 

· The expeditious conclusion of the inquest and criminal proceedings into the death of the child. 

20.9 HM Coroner will receive a faxed copy of the preliminary cause of death, whether ascertained or not, within forty eight hours of the post mortem examination taking place. The coroner may instruct the DP to keep some information strictly confidential but will pass all information to the SIO in suspected homicide cases. 
20.10 The coroner has jurisdiction over the post mortem results, and his permission is required for the paediatric pathologist to share the post mortem results at the phase 3 meeting, either in person or in written format  and thus contribute effectively to the outcome of the meeting. 
20.11 The coroner will be invited to the Phase 3 case discussion meeting where a possible classification of death will be offered to the CDOP, based on all the evidence available. 
20.12 The coroner will receive all the required reports and statements relating to the death so as to formulate an inquest file. 
21   
 PAEDIATRIC PATHOLOGY 

21.1 
The paediatric pathologist, even before undertaking the post mortem examination,  may detect and raise suspicions or risk factors which in turn may influence whether the case is performed as a Home Office or non Home Office post mortem. 
21.2.
A home office pathologist will be commissioned if the coroner has concerns that the child’s death may be of a suspicious nature. 

21.3.
The paediatric pathologist will be commissioned if there are no suspicious circumstances found after evaluation of information sharing. 
21.4 The paediatric pathologist who becomes concerned during a post mortem examination that the death may be due to a previously unsuspected unnatural cause will halt the procedure and report to the HM Coroner. The procedure will be recommenced by a forensic paediatric pathologist or as a joint procedure by a forensic pathologist together with a paediatric pathologist. 
21.5. The pathologists will endeavour to conclude the investigations in the shortest  possible time to enable 

· The funeral of the child  

· The expeditious conclusion of the inquest and criminal proceedings into the death of the child. 

21.6. The paediatric pathologist will be briefed fully by the DP receiving 

· the completed  Hampshire Health Child Death Booklet

· summary of physical findings at presentation 

· results of medical examinations taken before death 
· radiographer’s  skeletal survey report 

· findings of the death scene investigation. 
· details any concerns raised by any agency
21.7. The paediatric pathologist will receive the completed Hampshire Health Child Death Booklet and all relevant medical notes from the police officer attending the post mortem, who has liaised and received them from the DP. 
21.8. The paediatric pathologist may find viewing photographs of the child taken at presentation or in  ED helpful, together with viewing  video recording  if one taken and discuss same with the DP and SIO. All subject to the Coroner’s overriding discretion and the pathologist’s professional judgement.
21.9. The paediatric pathologist will carry out the post mortem examination as soon as possible according to the guidelines and protocol laid down by the Royal College of Pathologists. http://www.rcpath.org/resources/pdf/appendix_7.pdf
21.10. The paediatric pathologist will document the samples taken for laboratory investigations within the final post mortem report. 
21.11. The paediatric pathologist will fax the HM Coroner within forty eight hours with a preliminary cause of death, whether ascertained or not, and include in the fax,  details of any material retained for further examination.  With the permission of the coroner, the pathologist will discuss same with the DP and the SIO. 
21.12. The paediatric pathologist will forward the final written report to the HM Coroner usually between eight to twelve weeks after the conclusion of the post mortem examination, listing the investigations undertaken and the results thereof. 
Appendix 1a  
GUIDANCE 

NOTIFICATION OF ALL DEATHS (0-18 YEARS) excluding stillbirths.  
1. INTRODUCTION


1.1 Review of all child deaths by an interagency Child Death Overview Panel is a statutory obligation under the “Working Together to Safeguard Children” (2006) guidance of the Children Act 2004 with the outcome of informing strategic planning on how best to safeguard and promote the welfare of children in a given area.


1.2 Hampshire, Isle of Wight, Portsmouth and Southampton Local Safeguarding Children Boards (HIPS, LSCBs) have joined together to form one Child Death Overview Panel.


2. NOTIFICATION OF ALL CHILD DEATHS


2.1 Child Death Review Notification Form should be completed within one working day by the senior officer in any organisation who is involved in a child death.


2.2 Police, GPs, Paediatricians, Emergency Consultants, who are involved when a child has died, all have a specific responsibility to ensure that the notification is made, by fax, phone or e mail, within one working day.


2.3 The CDOP Co-ordinator may receive notification from more than one source.  This is better than the notification being delayed waiting for hierarchical decision making.


2.4 The notification form allows for the immediate notification within one working day by fax or email.



3. FORWARDING NOTIFICATION FORM  


3.1 The notification form is to be forwarded by e-mail according to local agency security guidance.  Secure Fax number is 01983 822719, direct telephone number is 01983 821505 and  email address is: cdop.notification@hampshire.pnn.police.uk 


4. OUTCOME


4.1 All deaths of children in Hampshire, Isle of Wight, Portsmouth and Southampton will be notified to a central co-ordinator within one working day of the death becoming known to allow for statutory review of child deaths within a given area.  The co-ordinator will acknowledge arrival of the form.


Any queries about notification please email the Child Death Co-ordinator at cdop.notification@hampshire.pnn.police.uk
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 NOTIFICATION OF CHILD DEATH FORM
Notification to be reported to CDOP Manager at:  email: cdop.notification@hampshire.pnn.police.uk 

Tel: 01983 821505
Fax:
01983 822719
The security of any system for transferring the information on these forms must be clarified and agreed with the Caldicott guardian.
If there are a number of agencies involved, liaison should take place to agree which agency will submit the Notification.
Child’s Details

	Full Name of Child
	     





	Any aliases
	     



	     




	DOB
	   /    /     
	NHS No.      

	Address
	     


	Postcode
	     

	School/nursery etc
	     

	Date & time of death
	    /      /      

Time
     

	Address of death
	     



Referral details
	Date of referral
	   /    /     

	Name of referrer
	     

	Agency
	     

	Address
	     

	Tel Number
	     

	Email
	     


Details of Agency Contacts

	Agency
	Name, Address & Tel No.
	Agency Report

	
	
	Requested 
(date)
	Received 
(date)

	GP
	     

	   /    /     
	   /    /     


	Midwife/ Health Visitor/ School nurse
	     
     

	   /    /     

	   /    /     


	Paediatrician
	     

	   /    /     
	   /    /     


	Police
	     

	   /    /     
	   /    /     


	Children’s Social Care
	     

	   /    /     

	   /    /     


	School/ nursery etc
	     

	   /    /     

	   /    /     


	Others (list all agencies known to be involved)
	     
     
     
     

	   /    /     
   /    /     
   /    /     
   /    /     
	   /    /     
   /    /     
   /    /     
   /    /     


Other Significant Family & Household Members

	Full Name
	DOB
	Relationship
	Full Address

	     
	   /    /     

	     
	     

	     
	   /    /     

	     
	     


	     
	   /    /     

	     
	     


	     
	   /    /     

	     
	     


	     
	   /    /     

	     
	     


	     
	   /    /     

	     
	     


	     
	   /    /     

	     
	     



N.B.  Pages 1, 2 and 3 can be removed for the purposes of anonymising the case.  Pages 3-5 should be made available with Form B to the child death overview panel.

Child’s Details

	Sex
	 FORMCHECKBOX 

 FORMCHECKBOX 

	Male

Female
	
	

	Age (yy/mm/dd)  
	
	   /    /     
	Indicate if estimated
	 FORMCHECKBOX 
  Estimated

 FORMCHECKBOX 
 Confirmed

	Ethnic group
	 FORMCHECKBOX 

	White
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	British

Irish

Any Other White background

Traveller of Irish Heritage

Gypsy/Roma

	
	 FORMCHECKBOX 

	Mixed
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	White & Black Caribbean

White & Black African

White & Asian

Any other mixed

	
	 FORMCHECKBOX 

	Asian or Asian British
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Indian

Pakistani

Bangladeshi

Any other Asian

	
	 FORMCHECKBOX 

	Black or Black British
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Caribbean

African

Any other black background

	
	 FORMCHECKBOX 

	Chinese or other ethnic group
	 FORMCHECKBOX 

 FORMCHECKBOX 

	Chinese

Any other, specify

	
	 FORMCHECKBOX 

	Not known/ not stated
	
	

	Immigration Status
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Asylum seeker

Refugee status

Exceptional leave to remain
	


Details of the death:

	Location of death or fatal event *
	     

	Death certificate issued?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	For neonatal deaths

Any known cause of death as specified on the death certificate?
	a. Main diseases or conditions in infant 

       
b. Other diseases or conditions in infant 

       
c. Main maternal diseases or conditions affecting infant

       
d. Other maternal diseases or conditions affecting infant  

       
e. Other relevant conditions 

       

	For deaths of children aged over 28 days

Any known cause of death as specified on the death certificate?
	Ia       
Ib       
Ic       
II        

	Death expected?
	 FORMCHECKBOX 

	Expected
	 FORMCHECKBOX 

	Unexpected

	Reported to Coroner
	 FORMCHECKBOX 

	Yes
	Date: 
   /    /     

	
	 FORMCHECKBOX 

	No
	Name:
     

	Reported to Registrar
	 FORMCHECKBOX 

	Yes
	Date: 
   /    /     

	
	 FORMCHECKBOX 

	No
	Name:
     

	Post mortem examination:
	 FORMCHECKBOX 

	Yes
	Date: 
   /    /     

	
	 FORMCHECKBOX 

	No
	Venue:
     


* place where the child is believed to have died, or where the event directly leading to death occurred.  For example, if a child is involved in a road traffic accident, and is resuscitated but subsequently dies, the location of death should be recorded as the site of the collision, rather than the hospital where the child's death was confirmed
Notification Details:

Please outline circumstances leading to notification. Also include if any other review is being undertaken e.g. internal agency review; any action being taken as a result of this death.

	     



	Level of review
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Notification only

General review

In depth review

Serious Case Review

Perinatal Review

Other

	Date of local case discussion
	   /    /     

	Date discussed at panel
	   /    /     


CHILD DEATH PROCEDURE           APPENDIX 2
Collaborative Procedure between South Central Ambulance Service,
 Hampshire Police and Thames Valley Police
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Conditions Unequivocally Associated with Death in children less than 18 years – 

1. Massive cranial and cerebral destruction

2. Hemicorporectomy

3. Massive truncal injury incompatible with life including decapitation

4. Decomposition / Putrefaction

5. Incineration

Hypostasis and Rigor Mortis are not to be considered in children these should all be conveyed.

Child Death Detective Inspector - A Detective Inspector that is trained in the management of child death incidents to ensure the multi-agency investigation is commenced and evidence gathered to ascertain the full facts of the child’s death.


LEGAL FRAMEWORK SHARING OF INFORMATION 

APPENDIX 3 
· Children Act  2004 Section 10
Statutory guidance within Section 10 confirms good information sharing is key to successful collaborative working, strategic planning and support for effective service delivery.

· Children Act  2004 Section 11
Statutory guidance within Section 10 confirms a duty on NHS to ensure that healthcare functions are discharged with regard to the need to safeguard and promote the welfare of children

· Working Together to Safeguard Children. DSF 2006 Para 7.4 

Statutory Guidance sets out the regulations relating to child deaths review functions, collecting and analysing information about each death.  

EXPRESSED OR IMPLIED POWERS 

Having expressed or implied powers does not mean that the Human Rights Act 1998, the Common Law Duty on Confidentiality and the Data Protection Act 1998 can be disregarded. 

· Human Rights Act 1998: Article 8. 2
Article 8.2 states that right to respect for private and family can be legitimately interfered with where it ‘is in accordance with the law and is necessary ... in the interests of … protection of health and morals or the protection of rights and freedoms of others. 
The sharing of information within the Child Death Overview Processes is   set out in regulation 6 under s. 13 CA 2004 and therefore is in accordance with the law as a proportionate response to the pressing social need for the protection of health and  the protection of rights and freedom of other children. 

· Common Law Duty of Confidentiality
 The common law provides that where there is a confidential relationship, the person receiving the confidential information is under a duty not to pass on the information to a third party.  The duty is not absolute and can be shared without breaching the common law duty if there is an overriding public interest in disclosure. 
Information sharing within the Child Death Overview Processes is a statutory function and the Data Protection Act therefore permits the sharing of information without express consent of the parents. 
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BEREAVEMENT SUPPORT
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Helpline Tel: 0117-953-9639
	The Compassionate Friends: 

Bereavement Support for child loss.

Helpline, One-to-one meetings,

Local groups, Online ‘meeting point’. 

www.tcf.org.uk
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Helpline Tel: 0800-282986
	The Child Death Helpline:

Bereavement helpline for child loss

Www.childdeathhelpline.org.uk


	



Helpline Tel: 0870-787-0554
	The Foundation for the Study of Infant Deaths:

Cot death research and support. 

Telephone helpline (free phonecards sent to all bereaved families) Befriender network.

“When a baby dies booklet” 

 www.sids.org.uk
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Helpline Tel: 0870-167-1677
	Cruse:

Individual face to face  Bereavement support

 from Bereavement Volunteer. 
Counselling helpline. Support Groups. Free leaflets.  

www.crusebereavementcare.org.uk
For young people, on line access to information, forums and support groups www.rd4u.org.uk
For young people, a freephone helpline 0808 808 1677 and private service through www.rd4u.org.uk 
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Helpline Tel: 0845-2030405

(local call rate)
	Winston’s Wish:

Guidance and support for families with bereaved siblings.

Information and activity packs.

Www.winstonswish.org.uk


· DH leaflet “Guide to Post-mortem” and “Guide to Coroner’s Proceedings”

· Emergency Department booklet “When someone dies – A  guide for relatives and friends                                          [image: image10.png]



 Paramedics attempt resuscitation using JRCALC guidelines. (Appendix 2) Observe home environment





Paramedics attempt resuscitation.


Observe home environment





ED


Resuscitation continued 


as appropriate





REVIEW CASE DISCUSSION


DP, Pathologist, Police, Social Care, GP, HV





POST MORTEM EXAM


Pathologist and police





PRELIMINARY ‘CAUSE’ OF DEATH


DP, pathologist, police#


Report to coroner





Within 2-3 months of death





Fact of death confirmed





POST MORTEM FINAL RESULTS





Parents informed


Continued support








Paediatrician or ED consultant


Full medical history
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Documentation





Ambulance control notifies:


ED


Police





Within 5-7 days of death





Within 48 hours of death





Police commence investigation and attend scene and hospital





1-24 hours





Home visit  


by police +  senior healthcare professional 





Police and lead clinician inform coroner





Inform CDOP chair





Within 2-3 weeks of case discussion





Initial bereavement care


Parents, doctor and ED senior nurse, GP/HV/MW





WRITTEN SUMMARY TO CORONER AND CDOP


Summary to parents subject to coroner and police agreement DP





Throughout the process of investigating a sudden unexpected death professionals must consider the need to initiate a Serious Case Review
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 DP , police 


+/- children’s social care





Infant/Child


Moribund/Blue/Limp





Ambulance called
























































































































































FINAL INQUEST 





Death of a child


(birth to 18th Birthday)








Rapid Response Flow Chart





Notify Designated Professional and CDOP Coordinator


� HYPERLINK "mailto:Cdop.notification@hampshire.pnn.police.uk" ��Cdop.notification@hampshire.pnn.police.uk� 





Abuse/neglect issues suspected








Child Death Overview Panel





Phase 3


8-12 weeks





Phase 2


5 days -7 weeks 





Phase 1


0-5 days





Unexpected death


(see this procedure)





Expected Death 








Child protection/criminal investigation





Possible Serious case review
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Arrive at Scene


Expected Child Death


Unexpected Child Death Questionable Crime scene 


Unexpected Child Death  Obvious Crime scene 


Care Plan Available


No Care Plan Available


Recognise Life Extinct


Contact Named Clinician Leave Child at Home


Condition Unequivocally Associated with Death


No obvious Cause of Death


Viable Resucitation


Yes


No


Yes


Commence Resuscitation


Ask Control to Contact Police


Pre-Alert and take to appropriate ED that is prepared to accept sudden deaths in children


Ask Control to contact Police and await attendance or telephone advice of Child Death DI and follow Instruction


Crime Scene Declared Leave Child at Scene Inform Control


Obvious Cause of Death


Transport Child  and Parents to ED Inform Control to direct Police to Hospital


No


Commence Resuscitation


Advised by Child Death DI to take child and parents to ED



