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PREFACE

The death of any baby is a tragedy. Every parent has a right to have such an
event properly investigated. After the acquittal of Sally Clark in January 2003,
The Royal College of Pathologists and The Royal College of Paediatrics and
Child Health established an intercollegiate Working Group to review how sudden
deaths in infancy should be investigated. These tragic events have occasionally
led to the unwarranted incrimination of parents. Infants and children also need
protection where there is evidence, from a previous death, that they may be at
risk. We also need more research to illuminate our understanding of why some
infants die suddenly and unexpectedly.

The issues are complex and challenging, and they are” € great public and
professional interest. Therefore, we were pleased that Ba unes. 'Helena Kennedy
QC accepted our invitation to chair the intercollegiate * ‘orking  -oup. We are
deeply grateful to her and to all those who cont#'=it=d _ this eport.

ot

Professor Sir Alan Craft
President, The Royal Colle,  »f Pae. atrics and Child Health

Profess v Ja... > Unal wood
Presiden. T+. Roye« College of Pathologists







INTRODUCTION

In 2003, three high profile criminal cases involving the prosecution of mothers
for causing the deaths of their babies created public consternation.

The common feature in their cases was that here were mothers who had suffered
the loss of mere than one infant. The repetition of sudden deaths without
explanation raised suspicion amongst professionals and, in the absence of any
eye-witness evidence of harmful conduct, the police investigations relied upon
medical expertise, particularly that of paediatricians and pathologists. That
evidence, when placed under careful scrutiny, raised sericus concerns about
the role of the expert witness in the courts, about the® *andard of proof and
the quality of evidence, and about the procedures adoptea  r the investigation
of sudden unexpected deaths of children. The Presider s of 1. > Royal College
of Pathologists and The Royal College of Paediatrics and' hild He u.oh recognised
the seriousness of the events that were unfolding aiie. =ve. " iore the hearing
of Angela Cannings' successful appeal, establist d 27.voi" ing Group to consider
the implications of these cases for the medice »ro. =sion’ /' he overriding concern
was that steps should be taken to ~revent misc rriages of justice while protecting
the interests and safety of children

An important starting pc ot i ine knc ledgement that in the vast majority
of cases where babies sudde. s die, n< ting unlawful has taken place. Children
are four times as likelv._die  » the first year of life from both natural and
unnatural causes thai at any < the time.

Parents suffering  terribic wragedy need sensitive support to help deal with
theirIc .= every i mily's right to have their baby's death properly investigated.
Families {espe . "« want to know what happened, how the event could have
occurrea + .1at the cause of death was and whether it could have been
prevented. This is important in terms of grieving, butis also relevant to a family's
high anxiety about future pregnancies and may identify some hidden underlying
cause, such as a genetic problem. And if there happens to be another sudden
infant death in the family, carefully conducted investigations of an earlier death
also help prevent miscarriages of justice.

The Working Group has included not enly a number of paediatricians and
pathologists, it has also had the benefit of experience from a number of
Government departments, a Director of Social Services, a coroner, two very
senior police officers and a member of the Foundation for the Study of Infant
Deaths. It was very clear to the Working Group from the outset that our own
processes should be open and transparent. One of the crucial ways of securing
trust and maintaining confidence in the integrity of the medical profession is to
shed some of the traditional mystique and engage openly in debate about how
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systems and procedures might be improved. To that end, we chose to involve
as many interested parties as possible in the creation of the report, inviting
comment and views from other doctors, the judiciary, the legal profession,
families, social workers, The Coroners’ Society, coroners' officers and others
(see Appendix VI).

The report is based upon the legal system in England and Wales and it is
recognised that there are different organisational issues in Scotland. However,
we would hope that the underlying principles could be shared across jurisdictions.

There is still great variance around the country as to how a sudden infant death
is handled by doctors and the police. There are 43 police forces in England and
Wales, each with their own procedures, and there ar’ 28 Strategic Health
Authorities. There are also many social service department..  The geographical
remits of these different agencies do not coincide wit' eacr. ather and they
have different operational methods. The coroners whe sit witt . these areas
can also have quite distinct ways of working. 7.0 Hdive # Creates a very
complicated patchwork in which good practice  an # " ter be found, but stories
of insensitivity and failure are still sadly an¢ an, v bei’ g told: parents being
treated with inappropriate suspicion, number. of poicemen in uniform arriving
shortly after an emergency call, babies uc = 1 ken straight to mortuaries and
parents being given too little informa. 'n or imurmation that is communicated
with little sensitivity.

The need for a compuls7 1 nat. nal protocol for the investigation of a sudden
unexpected death in  ifancy iz riow vital. It should be as uncomplicated as
possible, available a1 v »bsites’ nd in handbooks for all professionals involved,
and it cannot be stionar. .. creation of national principles and procedures is
at the ! =+ of this . nort and underpins the framewaork for a compassionate,
professic al i *eation of such deaths.

Clearly the.  should be sufficient flexibility for minor modifications, for example,
in relationsh . to the specific professional roles. However, the home visit is the
best way of identifying or eliminating areas of concern early on. We would
expect the role to be filled by a paediatrician but what is crucial is that there is
a dedicated, specially trained and experienced health professional fulfilling the
function and it has to be someone who will have the confidence of the family
and authority with the police. Where no such professional currently exists in an
area or lack of training prevents adoption of the protocol, such training should
be given as a matter of high priority.

Where no suitable paediatrician can be identified, consideration may be given
to the home visit being conducted by an experienced and appropriately trained
general practitioner or health visitor.
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THE NATIONAL INVESTIGATION PROTOCOL

In about a third of the country, local professionals have already agreed to a
multi-agency protocol; however, about 600 babies die suddenly every year in
the UK and the creation of a high quality investigation should be a national
requirement. The intention is that the family should be at the centre of
procedures and every process should be sensitive fo the family's needs.

A number of excellent protocols for the investigation of infant deaths already
exists but we decided to draw on the experience of one of our own members,
Professor Peter Fleming, who devised the Avon and Somerset protocol, adjusting
it where we felt it was necessary. The protocol calls for a paediatrician working
with a specially trained senior police officer to visit a betraved family at home
within 24 hours of a death to take a complete history ana  “fer initial support.
This provides an opportunity for the family to explai’ ever. = in the setting
where they took place and the sleeping arrangemen  can b een in situ.
Unlike the situation in most adult deaths, pare’'o sua "L the child and
attempt all manner of resuscitation when a sme  chi'. oy haby dies. They clean
away sputum and vomit from the airways.” hiey  oply + amp cloths; blow into
the mouth. Those descriptions flood back to ', arents as they relive events back
at their home and they can explain th= av._ise r presence of different features.
It is important that a doctor is at the'. »art of tus investigation of the scene as
someone who understar’'s tk. 1. mal  re of babies and who can talk the
family through the events . a sens. e way. This home visit conducted by
medical and police profon. = is at the heart of the protocol and is not a
negotiable element. Tt 2 medic7! r, al colleges should develop multi-professional
training packages 5 s« an as 1 sssible.

The pit .ol also ro uires that the post-mortem examination is conducted by
a paedi ‘ric p " ologist who has access to the information gathered at the
home vis 7 n a number of occasions, the pathologist engaged in these cases
has had e. ensive experience of adult deaths but is inexperienced in dealing
with babies It is for this reason that we recommend the use of paediatric
pathologists or of a forensic pathologist with some training in paediatric
pathology, who is properly accredited to do this work. It should be noted,
however, that there is currently a severe shortage of both forensic pathologists
and paediatric pathologists, a problem that will have to be addressed with
some urgency, as our subsequent recommendations indicate.

The protocol also requires all the professionals to meet after full information
about the family and the death is available, to agree what factors might have
contributed to the death, provide a multidiscipline report for the coroner and
plan further support for the family.
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in addition, the Working Group felt that it was essential to set out the
standardised protocols for pathologists involved with sudden unexpected deaths
in infancy so that all the proper examinations are conducted, records of all
interventions are made available (including information as to efforts at
resuscitation), a skeletal survey organised, tissue samples taken (including frozen
liver sections) and clear records kept for any future need. This is another of the
crucial elements of these recommendations. Similar protocols with regard to
record keeping should be a requirement for the clinicians and paediatricians
who are involved at accident and emergency departments or at any other stage
of the process. There needs to be clear guidance for all doctors in these cases
on the collection of non-biclogical data and instructions for history taking,
with a minimum dataset. This is so that parents can access this information at
any future date should genetic information be forthcoming e scientific advances
take place that will provide explanations for the loss of their be. . It also means
that an expert engaged at a later stage, for whatever reas’ n, ha. 4 solid basis
upon which he or she can base an opinion.

Recommendations

4 The creation of a compulsory national inve “iga. . pre ocol.

+ The reinforcement of the standardised protc ol for pathology with
additional requirements in the cases of 5. 'dei unexpected infant death.

+ The creation of a protocol for doctor. such as paediatricians dealing with
the central components< € hic oy “akin, examination and investigation,
which must include family = icture,” Mevant family history and
psychosocial factors.

THE ROLE Oi" THE 75 ERT WITNESS

Those whe give dical evidence to courts have a duty to ensure that the
foundation ¢ %" evidence is sound. Unfortunately, doctors are occasionally drawn
into error becz se they base their testimony on medical belief rather than scientific
evidence. There s also the temptation, particularly in the very adversarial arena of
the criminal courts, to be pushed into certainties where there are none. Barristers
for the Crown hate the words "I don't know", whereas the defence lawyer loves
them. In criminal cases where guilt must be based on the high standard of proof
“beyond reasonable doubt”, an expert's reservation may be the rock upon which
a prosecution founders. However, the expert witness should constantly remind
himself or herself that they are independent and not there to win for a side. This
can be very difficult because just as lawyers and judges can experience case
hardening, so can doctors. Those regularly involved with child abuse can find it
hard to be dispassionate and indeed sometimes become hawkish. A doctor can be
convinced, based on his or her experience, that a defendant is guilty but unless
there is compelling evidence supported scientifically, he or she should not express
that view in criminal proceedings.
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Doctors sometimes fail to appreciate that there is a difference between the
role and expectations of professional and expert witnesses. Sometimes
doctors may appear in their professional capacity describing their treatment
of a patient. At other times, they will be expected to attend as experts,
able to express an opinion but founding their views on a scientific base.
Unfortunately, there is insufficient training emphasis on the necessity of a
scientific foundation for expert testimony. Nor are doctors sufficiently
trained in the differences between the courts. The evidence the practitioner
gives in the family courts is subject to a different standard of proof and is
given subject to an injunction about protecting the paramount interests of
the child. The situation in the criminal courts is quite different because
liberty is at stake and the preferred truth must be that the person on trial is
not guilty. This is the presumption of innocence. Hiwever, doctors who
spend most of their time giving expert testimony in fat, 'v courts may not
be conscious of the need to make a transition. Unf’ rtunc =ly, textbooks,
professional journals, specialist training syllabuses ar ' other . aterial often
provide insufficient guidance on these points

It is our view that paediatricians involved in he© ute m nagement of patients
should not be expected to give experttestimot  in cases involving those patients.
It is a sine qua non that doctors treahin, 23t nts must develop partnerships
with them and with the immediate fa. “ily to enure the best medical outcome.
This will inevitably resul”in 7 uc_=e ¢ intimacy and therefore subjectivity
when evaluating the case a» = whole. ™his is the opposile of what is required of
the expert witness, whaoui be objective, impartial and detached.

In addition, a pa’ lia. ‘cian ¢ .aling with a stressful, difficult situation may
make decisions 1 the .., which he or she may feel obliged to justify
later; ¢ , = this m. - interfere with the appropriateness of the doctor who
was on luty , 27 caled as an expert witness. He or she may be called to
give evii »r e about the management of the case as a witness of fact
describing he medical care provided, but they should not be propelled into
the role of « .pert.

It is also important to recognise that a paediatrician whose expertise is child
abuse will have a very different perspective from one whose expertise is in
sudden infant deaths, the majority of which are a result of natural causes. The
view a protessional takes is inevitably affected by the nature of his or her
experience and this should be an important consideration in the choice of experts
and in the self-awareness experts should have.

It is also important that the courtroom is not a place used by doctors to fly
their personal kites or push a theory from the far end of the medical spectrum.
The expert should have recent clinical experience, peer reviewed research and
should not roam outside of his or her area of expertise. Lawyers often try to
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press the professional expert to expand their testimony into areas where they
have no expertise and he or she can end up expressing a hunch with alarming
certainty. Doctors should be willing to say “I don't know" without shame or
inhibition.

DISCLOSURE

It is the duty of an expert instructed by the Prosecution to act in the cause of
justice. It follows that if an expert has carried out a test that casts doubt on his
opinion, or if such a test has been carried out in his laboratory and is known to
him, he is under a duty to disclose it to the Defence. It does not matter that he
or she thinks it is irrelevant. It is when experts start to mal¢ such judgements
that serious miscarriages of justice can take place. This duty ¢ ‘sts irrespective
of any request by the Defence. It is also not confined to th docu. »entation on
which the opinion or findings of the expert are based; it -tends . anything
that might arguably assist the Defence.

Recommendations

4+ The Royal Colleges or specialty associations . 1oula accredit experts.

4+ Doctors should have special instruction «. *he -ole of the expert witness
before holding themselves out as cou. * experts.

4+ Such instruction should & rer cwe " at lu st every five years.

JUDGES

Whether a witness . -ompe.c... to give evidence as an expert is for the judge
to detern’ . He or si. first has to decide whether the subject matter of the
opinion fa s wiv *he class of subjects upon which expert testimony is
permissible. < secona question is whether the witness has acquired by study
or experience \Ifficient knowledge of the subject to make his or her opinion of
value in resolvi. g the issues before the court. In cases that will largely turn on
an evaluation of expert opinion, a judge should satisfy himself or herself that
new or unfamiliar technology, techniques or theories have sufficient scientific
basis. As Lord Steyn has said in one of the leading cases on expert testimony,
“It would be entirely wrong to deny to the law of evidence the advantages to
be gained from new techniques and ... advances in science"”. Our knowledge
and understanding of the human condition is advancing constantly and it would
be unjust to close out evidence because it is new and challenges old certainties.
However, the courts should ascertain that new developments are grounded in
science and a proper body of research.
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Recommendations
4 Before an expert gives evidence, the frial judge should establish the
credentials of the expert.

+ What is the expert's area of practice?

+ s he/she still in practice?

+ What is his/her area of expertise?

4+ To what extent is the witness an expert in the subject to which he/she
testifies?

+ When did he/she last see a case in his/her own clinical practice?

4+ Is he/she in good standing with their medical royal college?

4+ Is he/she up to date with continuing professional development?

4+ Has she received training in the role of the expert witness in the last
five years?

+ To what extent is his/her view widely held?

Judges should also be alert to the risks that can arise wi 2n a co. . 2ss develops
in the courtroom because the same witnesses ar . *inio om0 time again.

LAWYERS

While ultimate responsibility to dete. aine the competence of an expert lies
with the judge, fawyers al > har' 1 ~ons. lities. If the Prosecution are permitted
to call a witness of tenuou. ualifice ‘on as an expert in the given field, the
burden of proof might sk mp. <eptibly and a burden be cast on the defendant
to rebut a case that sh' uld nevar t.ve been before the jury atall. If the Defence
are able to call a '¢” ack inappr priately qualified doctor or enthusiastic amateur
and present the.. »videnc. s having equal value to that of a well established
authoi’ , 20 a subj . another kind of injustice can be perpetrated.

The “po: v, duty to disclose™, in the context of scientific evidence, obliges
the prosec tion lawyer to make full and proper inguiries from medical and
scientific ex; 2rts to ascertain whether there is material that should be disclosed.

When a lawyer is defending an accused person, he or she should present
the client's case without fear or favour. It would be wrong to expect lawyers
to pull their punches or present a case in a diluted form when the outcome
might lead to the loss of a person’s liberty and possibly the destruction of
their family life. Every effort should be made to find an explanation for what
occurred and a counter view to that being pressed by the Prosecution. However,
it is unprofessional to present as experts those who are not or who do not have
the expertise in the required area, or pressing medical or other witnesses
to express opinions beyond their experience. Lawyers for the prosecution and
the defence should have this firmly in mind as they conduct cases and call
expert withesses.
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After discussions with the Bar and the Judiciary, the Working Group recommends
that the criminal courts should adopt a procedure similar to that in civil
proceedings as part of good case management. Before there is a criminal trial,
there is a preliminary hearing called a Pleas and Directions Hearing, at which
the judge sets out a timetable and makes orders for the conduct of the case. It
is our recommendation that in cases that essentially turn on expert testimony,
the judge should order that the experts meet and clarify areas of conflict and
report back to the court. This will help to clarify the issues of contest and enable
the court to evaluate whether the case should be proceeding.

Following the Court of Appeal judgement in R v Cannings 2003, if there are
two views and both are equally valid, it would be unwise to proceed with a trial
against an accused, as the outcome may well be unjust. He' tever, in civil cases
where the central issue is child protection and proof is on the = sser standard -
the balance of probabilities — a court may prefer the testi’ iony « “ one expert
and base its judgement on that preference in the interests >f the ¢ \.d.

Widening the pool of experts is imperative an th< W rking Group was
concerned that the National Health Service shc 'd i1 agnic the importance of
testimony in courts and should be willing to rele se dociors to give evidence,

Recommendations

4+ Trial judges in the crimint’ cor 15\ case. where expert testimony is
central should order a pre-t. | meeti. = of experts to establish areas of
conflict and set them o wi ing for the court.

4+ Judges should be pro/ :tive inxxe. cising their duty to establish the
expertise of witn¢ ses npeari g before them and should ensure that
courts are not u- 1 to pu... « theory with an insufficient scientific base.
Judge! . ould also . »sure that experts have recent clinical experience.
The exp rtise . witnesses coming from outside of the jurisdiction should
be testec 471 the same rigour as that of British experts. Establishing the
expertise « witnesses should be included in judicial training.

+ The Crown' rosecution Service should exercise restraint about proceeding
in cases based on medical evidence where valid opinions exist on bath
sides.

4 The pool of experts from which the Crown draws should be as wide as
possible to prevent the development of divisions into prosecution experts
and defence experts and also to avoid the cosiness that comes with over-
familiarity.

HUMAN RESOURCES

There is only one paediatric forensic pathologist in the country. Throughout
the whole of England and Wales there are just 40 paediatric pathologists, which
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means they are thin on the ground and often unavailable at the crucial time.
There should be a drive to increase those numbers but it has been recognised
that negative media coverage is reducing the pool of paediatricians who will
testify in court and particularly the number of trainees willing to enter paediatric
pathology. The Working Group came to the view that in order to make best
use of human and other resources, these aspects of pathology services should
be regionalised. In each group of Strategic Health Authority areas, there should
be at least two pathologists who are certified as being appropriately qualified
to carry out a post mortem for sudden unexpected death in infancy (SUDI).
They would either be paediatric pathologists or forensic pathologists adequately
trained in working to a paediatric protocol.

It is therefore imperative that opportunity is made availz” e to expand the skills
of current forensic pathologists and paediatric pathole sists with training
opportunities to acquire the appropriate skills. We strong” - adve ate the creation
of a specific qualification in forensic paediatric patholo_ .

Recommendations

4+ Expand the numbers of paediatric path log s exp .ienced in infant
autopsies.

4+ Establish a specific qualification in 10, =sic »aediatric pathology to cover
deaths in infancy.

CORONERS

Coroners play a vit'.ro. in case of sudden unexpected infant death. The coroner
is informed and «lers tha. . post mortem is conducted by a pathologist. It is our
recom: .. dation th. *the coroner orders that such a post mortem is conducted
where | ssibie 2.2 pacdiatric pathologist or forensic pathologist with a specific
qualificat. no cover deaths in infancy. Clearly this is unnecessary where a baby
has been k 'ed in a car accident or has been stabbed, but in the cases of sudden
unexplainec. leath, where very careful judgements and an intimate understanding
of an infant’s metabolism is concerned, pathologists with experience of small
children and the newborn should be instructed.

The post mortem on an infant will commonly require transfer to a specialist
centre that may be some distance away, but this can normally be done relatively
quickly. Section 22 of Coroners' Act 1988 does not, in our view, preclude such
a transfer. Ancillary investigations including radiology, microbiology, metabolic
studies and sometimes detailed neuropathology are required, and advice from
specialists other than the pathologist performing the post mortem are needed.
This increases the cost of these autopsies compared with routine coroners' post
mortems. Whilst the coroner will ultimately be responsible for these costs, the
exlra revenue and resource required will have to be addressed.
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The coroner has the power to make orders that may assist in resclving questions
as to the cause of death. For this reason, the coroner should automatically
order that blocks and slides containing the tissue samples of the baby are retained
in perpetuity or until further order. Legislation is currently in train to reform the
Coroners' Courts and this should be an ideal moment for the creation of greater
coherency nationwide,

An issue of concern to parents is the way in which cause of death is entered in
the death certificate of a baby who has died unexpectedly. Different coroners
have different practices. In some places, “unascertained” has now come to
have a stigma attached to it, suggesting the death was suspicious, but this is
largely because other coraners enter “"SUDI" (sudden unexpected death in
infancy) or “SIDS" (sudden infant death syndrome), whic!’ orovides a parent
with a label to communicate in shorthand what happened.

The first point at which this can be an issue is when the oroner .. asked to
issue a certificate of the fact of death so that a fur . an | ooed. Itis our
view that the coroner should, at this point, entera | ote<n t' = certificate saying
that death has occurred, is being investigated” nd rther’ aformation will be
available to the Registrar of Births and Deaths it due course. There is no need
to say more.

After an inquest, if the police” ater . e Surthe sinvestigation, the coroner should
enter the death as “SIDS"whe. the dec 'y meets the international criteria for
SIDS, and in all other caserz"» or Ye should enter the death as “SUDI" It is
unfair to families that or the registe  of deaths there should be an entry of
“unascertained”, wh'.a1 ¢ uld m' an that future generations will misinterpret
its meaning as infer. g somc.ung suspicious.

The issue ¢ "inqu nis another area of controversy. Inquests are not always
ordered and Y ¢ has aeveloped amongst families a feeling of resentment and
stigma if the, are subject to an inquest while others in apparently similar
circumstances e not. It is our view that different practices breed feelings of
injustice. Providing satisfactory guidelines as to when or whether there should
be an inquest has led us to the view that inquests should be ordered in all but
exceptional cases where the cause of death is very clearly natural.

Recommendations

4+ Coroners should instruct paediatric or forensic pathologists with
appropriate expertise, and other specialists where necessary, working to a
paediatric protocol.

4+ Coroners should order the retention of all tissue blocks (including frozen
specimens) and microscope slides in perpetuity or until further court order
and such retention falls within the coroners’ exemption in the legislation
regarding the retention of human tissue.

10
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+ Certificates of the fact of death, releasing the baby's body for a funeral,
should say nothing other than that death has occurred or that further
information wiil be forthcoming to the Registrar of Births and Deaths in
due course.

+ Inquests should be ordered in alf cases of sudden unexpected death in
infancy, save where there are immediately recognisable natural causes,
e.g. a heart defect or overwhelming infection where coroners’ ‘Pink
forms’ will be issued. The inquest should not take place until after the
multi-professional meeting.

+ We recommend that such an inquest is held in private should the family
so wish, save in the exceptional circumstances where the coroner feels an
open process is in the public interest, e.g. where there has been a failure
of equipment such as a mattress or a travel cot.

+ Coroners should enter the cause of death in the Re. “strar of Births and
Deaths as “SIDS" in those cases that meet the  terna “onal definition of
SIDS, and in other cases where there will be no urther | . estigation as
“SuDIT.

4+ The examination of an infant found < dd< ily-nd unexpectedly dead
has to be conducted even more th wou aly a d carefully perhaps
than any other type of post morteri . The cost of paediatric post
mortems must be met by the cc.one and adequate resources should
be made available. A full rar._= of tess, including neuropathology,
microbiology, bic her su  tox. nlogy, as well as investigations for
genetic metabolic « srders, vl all add to the expense of these post
mortems and thoast hust be met.

TISSUE ' TEN.OTN

Parc rtsw, save experienced the sudden loss of a baby want to understand
whal 2 nappened. Evidence from the Foundation for the Study of Infant
Death confirmed that if parents are taken into the confidence of
professi nals and have procedures explained, they understand the need
for the compulsory retention of small quantities of tissue for blocks and
microscope slides.

Brain retention, however, is a very difficult and sensitive issue. A huge amount
of information is lost if brains are not retained and properly examined. Detailed
examination of the central nervous system can be crucial. The information is
extremely valuable, firstly so that families can be fully informed about the reasons
for their baby's death, but also for our better understanding generally of the
causes of sudden death in infancy. The altruism of parents who have lost babies
should not be underestimated. When purposes are properly explained, parents
are very willing to do what they can to further medical understanding of these
tragic occurrences,

i
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The taking of initial samples from the brain may take up to two or three weeks
and we would like to see this expedited. Many pathologists say this can be
done within a week to ten days and thereafter the brain can be returned for
burial. However, most neuropathologists advocate retention of the brain until
microscopic diagnosis is complete, which can take up to three or four months.
This enables much more complete analysis than initial sampling and may, in the
long run, provide an answer to the parents’ quest for an explanation.

Few families would wish to wait so long before holding a funeral; some families
wish to bury a body as intact as possible for religious and personal reasons, and
this should be respected. The Alder Hey Inquiry has exposed the raw feelings
there are about tissue retention. However, with careful and sensitive
communication, many parents will agree to donation of "= brain when the
reasons are explained. In the view of the Working Group, brair: »tention should
only take place with explicit consent from parents. Where' tnere - a homicide
investigation, the coroner will almost invariably order the re_=ntion « . the brain,

Recommendations

+ Parents should be informed that blocks and slia will ¥ retained by
compulsory coroner’s order. Brain retention, eyonu that ordered by the
coroner, should only take place with the _ »a1 ¢ consent of the parents.
However, they should be asked if the - are prepared to consent to the
donation of the brain be use o1« e mu h greater possibilities of gaining
personal information abour e haby + a later stage and of the benefit
that could accrue to fut= o ger rations from research.

IMPROVEMENT C'F PR DFESSIONAL SKILLS

Approprie - raining w. »a recurring theme in our work — for police officers, for
doctors, f - nu for social workers and for coroners' officers. Good
communicar ' setween professionals and between professionals and parents
is vital, but pre_=ssionals should also be sensitised to emotions being experienced
by parents. Son _times this comes instinctively but much of it can also be learned.
Simple, practical training is important.

One coronet’s officer told the Working Group that training for coroners' officers
was “lamentable” but that the University of Teesside is now running a two-
week course. We would like to see such a course include specific training to
deal with SUDI and we would like to see it become compulsory and certificated.

For some professionals, specialised training is more complex. After the
miscarriages of justice in the 1980s and early 1990s, which raised concern
about the evidence of forensic scientists, the Council for the Registration of
Forensic Practitioners was established. The Royal College of Paediatrics and
Child Health has been working with the Council over the last year fo try fo
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develop a registration system for forensic paediatrics. We strongly endorse this
development. The Royal College of Pathologists should establish a
supplementary programme of training in forensic paediatric pathology for
pathologists with fraining in paediatric pathology.

Recommendations

+ Certificated training for the handling of sudden unexpected death in
infancy should be made available to police, social workers, ambulance
crews, paramedics and coroners’ officers.

4+ Registration systems should be created for forensic paediatrics and
forensic paediatric pathology.

4+ The medical royal colleges, in collaboration with other professional
bodies, should create a multidisciplinary training pac’«age.

POLICE

The involvement of the police at an early stage e7.c.0 2lar wnlents who have
just lost a baby. If the police do not make it cled . an” with sensitivity, that they
always attend when an unexpected suddei dec « take place and that this is
simply part of their overall duties. parents cz « be very distressed. Not so very
long ago, stories were told of police ai.ing and cordoning premises off as
though they were dealing with a murc -+ scene and removing the cot and every
item connected with the aby ... here. re essential that police start from the
position that the vast ma; fy of « hies" deaths are from natural causes.
However, for the police #"vis b to reconcile with modern training for criminal
investigations, which’ :mphasises the importance of ‘the golden hour' - the
first hour of evide e, ~therin  that produces crucial evidence before it can be
lost or contamifi. =d. The cuint that has to be emphasised in police training is
the sta’ .=l one the “few of these cases should be cause for suspicion. Suspicion
should * dse i there is material evidence of something irregular, such as
medical ¢ ir' .nce ot injury or evidence of concern from social services or police
Child Prot. tion Unit records.

Accepting that uniformed officers will respond to matters of emergency involving
life or death, police should, whenever possible, be out of uniform and specially
trained for the investigation of such an event. Experience already shows that
close working relationships with medical professionals usuzally means that the
assigned police officers quickly develop the skills and sensitivity required for
the handling of these cases. The Association of Chief Police Officers has already
improved police practice considerably by producing an impressive set of
guidelines for the handling of sudden infant death (ACPO Crime Committee,
2000). These recommend that the police officer attending a sudden infant
death should be a detective of at least inspector rank who has been specially
trained for these cases. The guidelines emphasise the importance of good liaison
between police and paediatricians, Although the police guidelines recommend
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that police take a history from the carers of the baby before anyone else, this is
not incompatible with the home visit, where the police officer and doctor attend
the family home and have events recounted there. The police would welcome
a national protocol to create coherence across the country.

THE CROWN PROSECUTION SERVICE

The Crown Prosecution Service (CPS) has special caseworkers dealing with such
sensifive issues as infant deaths and they work closely with the police once an
investigation has begun. These lawyers should also have special training in the
protocol as closer liaison will create a much more thoughtiul decision-making
process when it comes to charging. It is essential that account should be taken
of the multi-professional review before there is any decisic’ to prosecute.

Recommendations for police and CPS

+ Police officers and CPS lawyers who will handle infant ‘eaths s, uld
receive special training.

4 No decision to prosecute should he made with ut « rer nce to the multi-
professional review.

QUESTIONS THAT HAVE BEki. R4 'SED

1. Should the protocol for suc’ =n rlica, =ctec death in infancy be extended to
include the sudden deaths of ¢ r chila. 1 up to the age of 16?

The structure and appra ch of the Lotocol could be used for the deaths of
older children with n*_dii ations Clearly the questions asked of parents and
some professionals . 4y be w...crent and the investigation would be broader,
because t' . o!der a ch. Lis, the less dependent he or she is on adults.

2. How would" " protocol interface with Child Death Review Teams, which will
be created in' very local autherity under new Government plans?

3. The existence of a national protocol should enhance the work of the Review
Teams in providing clearer avenues of contact and establishment of
responsibilities. As well as providing oversight of individual deaths, the Review
Teams wilf also be looking at the bigger picture of what the causes of infant
and child deaths are in their locality. Improved investigations of SUDI will be a
basis for better research and epidemiological study.

New children’s legislation will create Local Safeguarding Children Boards, which
will have responsibility for the welfare of children in their areas. In our view,
these boards should have responsibility for the overview of the implementation
of this report’s recommendations and should audit its application. Nothing we
have proposed should interfere with the introduction of the new Children's
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Trusts as a means of delivering integrated services for children. It should be one
of the fundamental functions of every Director of Social Services to see the
implementation of this protocol in his or her area.

Is it not too much to expect paediatricians around the country to take part in a
home visit in the company of the police within the first 24 hours after a baby
has died? Will the police not prefer to do their own home visit? Would the
taking of a good case history by the paediatrician not provide the required
information? Could this not be a recommended but non-essential part of the
protocol?

The Working Group feels strongly that the home visit is one of the
recommendations at the heart of the protocol and thai . paediatrician would
make him or herself available if a child was critically ill 2 1 SUDI should be
treated with the similar seriousness and priority by th¢ hospi. ls. These visits
will rarely take place in the middle of the night. Such visits. ould k& : ippropriately
remunerated. It does require some flexibility to . Lo i s system, e.g. it
could be a senior nurse practitioner that fu ils.“.« le, but the medical
professional should an identified SUDI expi 1.« = per on should be referred
to as the 'SUDI specialist' or ‘SURI paediatric 1n'.

CONCLUSION

For innocent parents to have  child te. =n from them, or to be prosecuted and
convicted of killing a c-"Zwhe actually died of natural causes, is the stuff of
nightmares. It is right’ ind degab.: that there should be public indignation at
the failures that le J te ~uch t¢ rible suffering. When we no longer feel rage at
injustice, we wil_ave losu wur humanity and our claims at living in a civilised
society . reever, w must also acknowledge that in a small percentage of the
cases w=re a . e dies, something unlawful will have taken place. Despite
our unwi, 7 ,ness to accept the possibility, we have learned conclusively in the
last 30 yea  that some mothers, fathers and other carers do induce illnesses in
their childr.n and sometimes fatally harm them. Child protection is a
responsibility all of us must bear because of the special vulnerability of the
youngest among us, who have no voice.

Creating rules and procedures that square the circle of maintaining high standards
in the interest of justice for parents, while also safeguarding the young and
ensuring their wellbeing, is an almighty challenge. We hope our
recommendations can effect positive change within the system and go some
way to guard the best interests of all concerned.

The Baroness Helena Kennedy QC
September 2004
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0.1.4

EXECUTIVE SUMMARY OF THE
RECOMMENDED PROTOCOL
Abstract

We describe a protocol for the investigation and care of families after the sudden
unexpected death of an infant or young child. The aim of the investigation is to
establish as far as is possible the cause of death and, in order to do this, it is
important that the medical processes are similar to those of a child with a rare
condition requiring special investigation in a tertiary centre. The investigation is
to be carried out by specially trained individuals, with 2n emphasis on multi-
agency working, involving close collaboration and the s <ng of information
between hospital- and community-based clinical staff, th< patri. ‘ogist, the police,
social services and the coroner’s service. The investigat »n will ¢ centrate not
just on the child, but will consider family b Cins st “vents and the
circumstances in which the child fived. Researc 1 hat sh=wn that these factors
can be a rich source of information in deterini. ~ why - child died. All parts of
the process should be conducted with sensit, ity, w.ocietion and respect for the
family and the child who has dieu.

A key aspect of the pro’acol<. " at an taff involved should retain an open
mind, knowing that some - 1ths w. be a consequence of neglect or abuse,
but recognising that thaumajc ity are natural tragedies. All agencies have a
duty of care to paren? as well.as > the child who has died and other surviving
children.

All NE“Trusts (inc. ding Hospital Trusts, Primary Care Trusts and Ambulance
Trusts), nolice warvices, social services departments and coroners’ services
throughc t."iglana and Wales are recommended to implement this protocol
in full, on 1 mandatory basis as soon as appropriate training of all relevant
local staff' as been completed. This training should be organised and
commenced as soon as possible, with a view to full implementation of the
protocol with a minimum of delay. Precise local arrangements will depend upon
close collaboration between the agencies in developing service specifications
and in implementation,

The local establishment of the protocol, as well as the monitoring of its
implementation and audit of its effects, must be the joint responsibility of senior
designated professionals in each agency.

Appropriate multi-professional training will be required before implementation

of this protocol. Senior designated professionals in each agency must be given
the responsibility for organising and maintaining such training programmes.
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Key elements of the recommended procedures

Once a baby has been declared dead, the coroner has jurisdiction over the
body and all that pertains to it. Coroners must therefore be consufted over the
development of procedures focally and should be asked to give general approval
for the measures agreed, so as to avoid the need to obtain specific approval on
each occasion.

The majority of sudden unexpected deaths in infancy are natural tragedies,
but a minority are a consequence of ignorance, neglect or abuse. The
investigation should keep an appropriate balance between medical and forensic

requirements and should take account of possible risks to other children in the
household.

Professionals should approach the investigation with an op/ 1 minc and families
should be treated with sensitivity, discretion and respect.

There should be a multi-agency approach invo ing col' boration among:
accident and emergency (A&E) departmeni sta. amk .lance staff, child
protection coordinators, coroners, coroners’ offic. s, general practitioners (GPs),
health visitors, midwives, paediatricians oau.. 221 s, police and social workers.

Each Trust should identify ¢ d ¢ sui acce = to a named paediatrician with
special responsibility for suc en unc nected deaths in infancy (SUDI
paediatrician), who will sor " nes = the same as the paediatrician designated
for child protection.

In each agency, asc. or persc.. with suitable training and experience should be
identified( .7 2ving res, hasibility for implementation of the national procedure,
including ¢ atinu. _*raining for all relevant staff,

Babies found " =ad at home should always be taken into the A&E department,
not to the mor. .ary, and resuscitation should always be initiated unless clearly
inappropriate.

The parents should be allocated a member of staff to care for them and should
normally be given the opportunity to hold and spend time with their baby at
some point while at the A&E department. They should also be offered
mementoes, e.g. a lock of hair or a photo.

As soon as possible after arrival, the baby should be examined by a consultant
in paediatrics and a careful history should be taken from the parents.

A standard set of investigative samples should be taken immediately upon arrival
and after death is confirmed.
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Sudden unexpected death in infancy

As soon as death has been confirmed, notification should be given to the coroner,
the police, the paediatrician designated to deal with sudden unexpected deaths
in infancy (the ‘SUDI paediatrician’) and the primary care team. The paediatric
pathologist should also be informed as soon as possible.

When the baby is pronounced dead, the paediatrician should break the news
to the parents, and explain police and coroner involvement and the need for a
post-mortem examination, including that tissue blocks and slides will be taken
and retained permanently as part of the pathology medical record. The
paediatrician should also give the parents the opportunity to donate tissues or
organs for research.

An initial strategy discussion should be held between<he lead professionals
who will be involved in the investigation — the supervisii,  police officer and
the designated paediatrician - to agree their approach a’ dto ¢ sure continuing
close collaboration as frequently as necessary, often by “elepho . The on-call
paediatrician or the SUDI paediafrician should ta" "o _»nt, 527 e social service
department to review any relevant social service or < .ild “rotection information
on the infant, other close family members {ad . ‘mber . of the household.

If significant concerns are raised at any 5. 7= hout the possibility of abuse or
neglect, a decision may be taken for he police to become the 'lead agency'.
The police should be infdmes 1. edia 'v that significant suspicion arises so
as to ensure any furtherinte. 2ws wi. the family accord with the requirements
of the Police and Crimin =" Zvic nce Act 1984,

Preferably within®24" ours ¢ the death, the police officer and the SUDI
paediatrician shc 'd visit ... home to talk with the parents and examine the
place ¢ . w2 the ba. « died (which may not be at the home). They may make
this visi toge. war ey may visit separately and then confer.

The SUD: »aediatrician should compile a report for the coroner and the
pathologist, based upon the clinical circumstances of the death, the history
obtained at the home visit and a review of all relevant medical and social records.

The coroner will order a post-martem examination to be carried out as soon as
possible, preferably within 48 hours, by the most appropriate pathologist. In
most cases, this should be a paediatric pathologist, following a recommended
protocol, but if significant concerns have been raised about the possibility of
abuse or neglect, a forensic pathologist should take the lead, assisted by a
paediatric pathologist. If the post-mortem examination reveals no sufficient
identifiable cause of death, whether or not any concemns have been raised
during the post-mortem examination or previously about the possibility of abuse
or neglect, the pathologist should categorise the death as “unexplained pending
further investigations™ and the coroner should in every case hold an inquest.
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0.2.18 The results of the post-mortem examination should be discussed with the parents
at the earliest opportunity. This is usually part of the SUDI paediatrician’s role.

0.2.19 A case discussion meeting should be held, usually in the GP's surgery, as soon
as the results of the main post-mortem tests are available, approximately 8-12
weeks after the death. This meeting should involve the GP, health visitor, midwife
(if appropriate}, SUDI paediatrician, other paediatrician if involved, pathologisi(s),
senior investigating police officer, possibly coroner and, where appropriate,
social worker. All relevant information concerning the circumstances of the
death, the infant's history, family history and subsequent investigations should
be reviewed. The main purpose is to share information, agree the cause of
death and plan future care for the family. There must be an explicit discussion
of the possibility of abuse or neglect and, if no evidence = identified to suggest
maltreatment, this should be documented as part of the re art of the meeting.
The report should be sent to the coroner, who should / 1ke tri case discussion
information into consideration in the conduct of the il suest a < in the cause
of death notified to the Registrar of Births a:'u = athiohere significant
concerns are raised about the possibility of abu e o7y =ct, the social services
department will take the lead in any furthe inv. cgati’ 1, and may convene a
child protection sirategy meeting or case co. ference.

0.2.20 The paediattician should write a detaii. !letter 1o the parents, giving information
concerning the cause of *the Lirar s de th and make arrangements to meet
them to explain the conter.  of the  tter, answer questions and offer future
care and support.

0.2.21 Appropriate mult!’ .roi sional raining will be necessary prior to implementation
of this protocol.” fority hiuse be given to the organisation and maintenance of

such i . '»2 progr. mmes,

0.2.22 Arobust r _ess (preferably utilising a standardised assessment tool) should be
put in plac to audit the operation of the national procedure after each case.
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0.3 Summary of tasks of individual agencies and
professionals

0.31

0.3.2

Accident and emergency staff

+

Ensure that your Trust has access at all times to a consultant paediatrician
with special responsibility for SUDI (the ‘SUDI paediatrician'); this will
almost always involve an on-call rota of a number of such paediatricians,
usually across more than one Trust.

Familiarise yourself with the local agreement between the coroner, police
and local NHS Trusts on the principles of how unexpected deaths in
infancy should be handled.

Attemnpt resuscitation until it is clear that it cannot be successful.

Call the on-call paediatrician and/or the SUDI paedi’ ‘rician (according to
the agreed local arrangement).

Keep careful records, including the history given by .he pa »nts and notes
on the initial physical examination, plus detailed rec rds of ..
interventions and procedures carried out in .o+ 0k wliment,
including the sites of attempted venous an. artJ1al® ccess.

As soon as death has been confirmed, i “ort. che ¢/ .oner (or coronar's
officer) and ensure that any further actio. has tne coroner's approval.
Look after the parents sensitivel: onc. e sentos and keep them
informed.

Ambulance staff

+

Familiarise yourself »7.70 the "acal agreement between the coroner, police
and local NHS Tru s on th pi.nciples of how unexpected deaths in
infancy should” ue i ndled

Attempt resu. tation viuess it is clear that the baby has been dead for
sor - me.

Keel the p ot informed.

Take © = Laby to the most suitable A&E department (hot to

the mc uary).

Chief Executive of NHS Trusts (including Primary Care Trusts in England and
Local Health Boards in Wales)

+

Ensure there is a local agreement, in line with the recommendations of
this report, between the coroner, police and your NHS Trust on the
principles of how unexpected deaths in infancy should be handled.
Ensure that your Trust has agreed access at all fimes to a consultant
paediatrician with special responsibility for SUDI, and that this
responsibility is included in the job description. This will involve two or
more such paediatricians arranging an ‘on-call' rota for this purpose,
usually covering more than ane NHS Trust.

Ensure appropriate multi-professional training is provided and funded for
all relevant professionals within your Trust.
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03.4

+

Ensure that pathology investigations in SUD! post-mortem examinations
on infants dying in your Trust can be carried out at the request of a
coroner (either within your Trust or, with agreement, within another Trust
that has appropriate facilities).

If you have a department of paediatric pathology, and after appropriate
discussion, agree that it should accept referrals from elsewhere for SUDI
post-mortems.

Encourage your medical and nursing staff to give high priority to
attendance at SUDI case discussions.

Coroner

*

+

Ensure that the investigation of unexpected infant deaths has a proper
balance between medical and forensic requirements.

Agree standard procedures in advance, in line with the rec mmendations
of this report, with the relevant local NHS Trusts and t' 2 poli + so that
specific approval on each occasion is not needed.

Ask to be provided with a full history as obtaine’. ac e 1 visit,
Ensure that the post mortem is carried out by . pa*’.ole st with
appropriate and recent paediatric training ¢ 'd ¢ ertis’, (working with a
forensic pathologist when maltreatment is s pectea), if necessary
ensuring the infant is transported te an o =0, riate specialist centre for
that purpose.

Make a copy of the post mor :m non wvailable to the SUDI
paediatrician and (if there a. no sus; sious circumstances) give
permission for him or koo ai. uss it with the parents.

Authorise, and ensur¢ that pa =ni. are informed, that tissue blocks and
slides are to be ta' .cn ( “post- 1ortem examination (see Appendix II) and
retained indefinic 'v as pai. of the pathology record.

Ensure . tnarents re informed about any further bodily material that
has bee retar " after the initial post-mortem examination, for how long
it is likely = Le required and the purpose of this retention.

Within the cope of the Coroners Rules, stipulate and authorise the period
for which su ch further bodily material should be retained.

Ensure the body is released for burial or cremation as soon as possible.
Save those where there are clear natural causes immediately recognisable
at post mortem (and a certificate of the cause of death can therefore be
issued immediately}, hold an inquest following every sudden unexpected
infant death and schedule the inquest as expeditiously as possible.

At inquest, take account of the report of the multi-agency case discussion
meeting; summon all the relevant local professionals to attend the inquest
if no multi-agency meeting has taken place.

Avoid the term “unascertained" as the final registered cause of death;

if the death meets the international criteria for sudden infant death
syndrome (SIDS)"? that is the term that should be the registered cause
of death.
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4+ Hold the inquest in private if this is possible and not against the public
interest.

Coroner’s officer

4+ Familiarise yourself with the local agreement between the coroner, police
and local NHS Trusts on the principles of how unexpected deaths in
infancy shouid be handled.

+ Visit the family as necessary, treating them with sensitivity, and keeping
them fully informed about all the procedures that are taking place, and
helping them with the practical arrangements.

+ Explain to the parents what takes place in an inquest and let them know
that they can take a friend, and ask questions at the inquest.

General practitioner (GP)

+ Familiarise yourself with the local agreement betwe n the oroner, police
and local NHS Trusts on the principles of how unex_=cted ¢ -.ths in
infancy should be handled.

+ If called to the scene of death, send the ba' 7 to ne  A&E department
rather than fo the mortuary.

4+ Visit the parents at home as soon as cony nient.

+ If necessary, advise on suppressinn o . 7ta on.

+ Make the GP notes available to tr. SUDI paediatrician and attend the
case discussion meetil 7,

+ With the health visitor, ¢ ure tha the family receives adequate support,

both now and for a<""ire | =gnancy.

Health visitor

+ Familiarise yo self wiu. e local agreement between the coroner, police
anc . »LNHS 1. sts on the principles of how unexpected deaths in
infai wy she “he nandled.

+ Visit t = amily at home as soon as convenient.

+ Facilita.  the visit by the SUDI paediatrician.

+ Make th  health visiting notes available to the SUDI paediatrician and
attend the case discussion.

+ With the GP, ensure that the family receives adequate support, both now
and for a future pregnancy.

Midwife (if still involved with the mother and baby)

+ Familiarise yourself with the local agreement between the coroner, police
and local NHS Trusts on the principles of how unexpected deaths in
infancy should be handled.

Visit the family at home as soon as convenient.

If necessary, advise on suppression of lactation.

Make the midwifery notes available to the SUDI paediatrician, and attend
the case conference.

+++
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4+ Ensure that a prominent note is made in the mother's obstetric records to
alert staff dealing with a future pregnancy.

03.9 On-call consultant paediatrician

4+ Ensure that your Trust has access at all times to a consultant paediatrician
with special responsibility for SUDI; this will aimost always involve an
on-call rota of a number of such paediatricians, usually across more than
one Trust.

4+ Familiarise yourself with the local agreement between the coroner, police
and local NHS Trusts on the principles of how unexpected deaths in
infancy should be handled.

4+ Agree in advance the division of responsibility between the on-call
pacdiatrician and the SUDI paediatrician in the event ot 1 unexpected
infant death.

+ Whenever possible, be available yourself or ensure the the SU
paediatrician is available to go to the A&E departmant _ on af ora
baby has been brought in unexpectedly dead v nen su are on call.

+ Consult with the supervising police officer on t =< pprc ch to the
investigation.

4+ Ensure the SUDI paediatrician © is ti" 0 oppe tunity to visit the family's
home, or do so yourself, preferab. . withii, = hours of the death,
to talk with parents and exar=" = thc =nvironment in which the
baby died.

+ Collate all relevant medical a. ! social \ zcords for the SUDI paediatrician.

+ Prepare a report for th - patholo,_ st prior to the post-mortem, including
information on the di ails of | suscitation procedures.

4+ Facilitate the arra gemc *of . case discussion meeting by the SUDI
paediatrician (to L convened as soon as results of post-mortem tests are
availab ») o Wif appr oriate help the SUDI paediatrician prepare a report
of the m_etir, tui Tie coroner. This meeting should usually be chaired by
the SUDI" sediatrician.

+ Maintain g >d communication with the police or the SUDI paediatrician
at every stage.

+ Offer to talk with the parents again whenever they wish, or ensure that
the SUDI paediatrician does so.

0.3.10 SUDI paediatrician

+ Advise the Strategic Iealth Authority on the commissioning of services
relevant to care and investigation after SUDL.

+ Ensure that a paediatrician with special responsibility for SUDI (and
appropriate training and experience) is available at all times within your
Trust. This will involve establishing an on-call rota with several
paediatricians, usually in more than one Trust. Such responsibilities should
be recognised in job descriptions.
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Ensure the development and implementation of a local agreement (in line
with the recommendations of this report) between the coroners, police
and NHS Trusts on the principles of how unexpected deaths in infancy
should be handled.

Agree in advance the division of responsibility between the on-call
paediatrician and the SUDI paediatrician in the event of an unexpected
infant death.

Respond to notifications of SUDI when you are on call by promptly
attending whenever paossible and providing immediate telephone advice
and information to healthcare staff, police and other staff directly
involved.

4+ Take the medical lead:

¢ in the instigation and running of the multi-age’ -y protocol for care
and investigation after SUDI
* in communication with other healthcare profe  s1ona.
* in the communication with other agencies, nc_bly the | olice,
the coroner's office and the social serviz ' o nar 220

Ensure all necessary multi-agency strategy = sciLior's take place.
Arrange to visit the family at home (pre’ srac with’ . member of the
police child protection team and a memb r of Lie primary healthcare
team) as soon as possible after the uc ™ 1 talk with the family, and to
examine the environment in whic. the infant collapsed or died (which
may not be in the far"ty boine
Collate all relevant meai recora fin collaboration with the local on
on-call consultant patatr. “an).
Provide a report f¢  the pa*ho. .gist prior to the post mortem.
Ensure the fan .y « > fully * iformed and given appropriate suppott at all
stages.
Co( nate, org. ~ise and chair the local case discussion meeting as soon
as b full, 'ts o) the post-mortem investigations are available, usually
2-3 n o s after the death, and usually held in the primary care setting.
Prepar. 1 written summary of the local case discussion meeting and
ensure iv 5 distributed to all relevant professionals, including the coroner,
Offer to meet the family to explain the outcome of the local case
discussion meeting, including the cause of the infant's death, and send
the family a full written report, in accessible language.
Liaise with the coroner whenever necessary in the organisation and
conduct of the inquest.

Pathalogist
4 Only undertake post-mortem examinations on SUDI cases if you have

appropriate and recent expertise and training in this field.

4+ If you are instructed as a forensic pathologist, but without appropriate

expertise in paediatric pathology, ensure that a pathologist with
appropriate and recent paediatric training and expertise is also involved.
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+

+

+

Familiarise yourself with the local agreement between the coroner, police
and local NHS Trusts on the principles of how unexpected deaths in
infancy should be handled.

Ensure that an adequate history (preferably including a detailed account
of the precise circumstances of the death from a home visit) is available
before starting the post-mortem.

Ensure that a full skeletal survey is carried out before starting the post-
mortem examination. This should be reported by a radiologist with recent
experience and training in paediatric radiology (preferably before the
post-mortem examination is conducted).

Follow the recommended protocol for SUDI post-mortems (see

Appendix IH).

The phrase “unexplained pending further investigation” should be used
initially unless a clear and sufficient natural or unnatural - se for the
death has been identified.

Inform the coroner (and ensure the family is informed, bout v 1.at bodily
material has been retained.

Inform the coroner (and ensure the family is ir orr2d} " retention of
whole organs is necessary for further inves. zat. ». an< whether the
organ (e.g. the brain) can be returned.to the »ody 1n a week or so after
fixation and sampling.

When criminal proceedings are likely, nsure that retention of adequate
tissue or organ samples ¢ 2. 7 ie v. 2ole « ain) is discussed with the
coroner and that, if such re. tion is* nsidered necessary, the sample is
made an exhibit so the’ " _rete tion is covered by The Criminal Justice
Act 2003.

Agree to the rele/ .c o. the bo .y for funeral as soon as possible,
consistent with ¢ aducting an appropriate and thorough examination.

Ensure .. vour fitn ags are explained to the parents (with the coraner’s
permiss. n), v .z by the SUDI paediatrician.

Attend ti/cal case discussion meeting.

Police

+

Familiarise yourself with the local agreement between the coroner, police
and local NHS Trusts on the principles of how unexpected deaths in
infancy should be handled.

Investigate the possibility that the death may have been unnatural, but
keep in mind that most SUDI arise from natural causes.

Avoid the attendance of uniformed officers at the home if possible.
Ensure that any officer involved has specialist training and experience
(officers from child protection team or with family liaison unit training
may be appropriate).

Liaise with the paediatrician and other agencies from the outset and
confer about possible causes of death.

Always treat the family with sensitivity.
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+ Familiarise yourself with the local agreement between the coroner, police
and local NHS Trusts on the principles of how unexpected deaths in
infancy should be handled.

+ Review the child protection register and any other records relating to the
baby who has died and to other members of the family and the
household.

4+ Provide a family and social history and make any relevant records
available for the strategy discussions and the local case discussion
meeting.

4+ Attend the case discussion meeting (if social services are involved with
family).

+ Take appropriate action if causes for concern are raid 4 in the strategy
discussions or case discussion meeting.

4+ Carry out a risk assessment whenever appropriate f r any urviving or
subsequent children.
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1.3

THE PROTOCOL AND THE
RATIONALE FOR ITS INTRODUCTION

Introduction

The majority of unexpected infant deaths are natural tragedies and a priority
for all involved in the investigation of such deaths must be the appropriate care
of the bereaved family, even in those instances in which the infant's death has
occuired as a consequence of neglect or abuse. There is nothing to be gained
by insensitive behaviour by the professionals involved.

This protocol is derived from various multi-agency prote als currently operating
in different areas and aims to provide a generally ap icabi. ‘ramework suitable
for use in all parts of the UK.

In the absence of any prospective contr¢ led .tu"es on optimal care and
investigation after the sudden death of ¢ 2 ini tt, thr protocol in this report has
been developed after a systematic review »f the various protocols operating in
the UK and several other countries, .2\ dence upon which they are based
and the reported outcomes for fa “ilies anu involved agencies.'

The aim is to provide a = amewc - for the investigation and care of families
after all unexpected " iths ~ infants and children up to the age of two years.
With minor chang s in emahadss, the same protocol is suitable for unexpected
childhood dea” s L to the age of 16, though this falls cutside the remit of the
present Woii »g Grou.. 1he procedures for young people over the age of 16
wii.2d modin ~tion, as many will be living outside the family home.

The ¢ 27 asis or this approach is fo try, if possible, to find the cause of the
infant's {eath, incorporating both medical and forensic investigation. Over the
years, a iailed study of sudden infant deaths has led to the recognition of
factors that are of importance in understanding and preventing such tragedies
(e.g. the infant’s sleeping position, parental smoking, inappropriate sleeping
environments).”"° It is therefore important that this investigative approach is
emphasised in all dealings with the bereaved family. Our increasing ability to
identify metabolic and other medical causes of sudden death in infancy and
the mounting (and reasonable) expectation of parents that such conditions
should be identified requires a wide and up-to-date knowledge of and familiarity
with the literature in this field, together with considerable experience in the
recognition of particular patterns of presentation of different conditions. Sudden
unexpected deaths in infancy (SUDI) are now far less common than in the
past, thus referral to a specialist paediatrician and a pathologist with special
expertise should, as for any child with an unusual or complex condition, be
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routine practice. This represents a recognition that whilst cases of SUDI are
rare, they may be due to natural conditions that are unusual and difficult to
detect, and require very special techniques for diagnosis.”™"?

Initial assessment of the infant presenting
unexpectedly dead or moribund

The great majority of infants found collapsed or dead will be broughtimmediately
to an A&E department, where resuscitation will be instituted or continued.
Nothing in this protocol should interfere with the absolute priority of effective
resuscitation if this is possible. Resuscitation, once commenced, should be
continued according to the Advanced Paediatric Life Supp’ + Protocol, ™ until
an experienced doctor (usually the consultant paediatrician on all) has made a
decisicn that it is appropriate to stop further efforts.

On occasions, it is apparent to the attending doctor . o huw o staff that an
infant found collapsed out of hospital has bee  de’d { r some time and
attempted resuscitation is inappropriate. Onst h o asion’, a forensic medical
examiner or GP may ceriify the fact.of death at »ome. in such circumstances,
the family will almost invariably have piciid v e child up and may have
attempted resuscitation, thus the original . ndition in which the child was found
will already have been chait =d/.n « 2se ¢ sumstances, there is no value in
insisting that the family and chiic. =main v here they are but there are significant
benefits to the family (ap" ' the further investigation of the scene of the
death) if the family an' child e .nmediately taken to a hospital's A&E
department, with res”.en. ~aedia ic staff on site. This will also ensure that the
family receive appic riate nicarcal and social support, and the protocol for
investigal .. »f the ca ce of the child's death is implemented immediately.
While religi us ar:  'tural practices must be respected, it is important that the
possibility 01 ' use or neglect is not missed as a consequence of inadequate
initial examine ‘on of the child. Since the Department of Health's 1991 ‘Back to
Sleep’ campaig . to reduce the risk of sudden infant death syndrome (SIDS),
there have been marked changes in the socio-economic distribution of SUDI,
with proportionately far more deaths occurring in the most deprived families,
many of which consist of single mothers without immediate adult support.”*
For such isolated parents, immediate skilled professional support is likely to be
of particular value."” A further consequence of the fall in numbers of SUDI is
that progressively fewer primary healthcare professionals will have personal
experience of dealing with the needs of families and the need to collect relevant
information in such circumstances.

In the A&E department, the care of the family and the investigation of the

cause of the death should follow a similar course, whether or not resuscitation
has been attempted.
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If resuscitation has been attempted, the intravenous and intra-arterial lines
inserted for this purpose should be removed (subject to coroner’s consent, after
carefully documenting for the pathologist all such sites of access). Other sites
of attempted vascular access should also be carefully recorded. If an intravascular
cannula has been inserted and it is thought that it may have contributed to
failed resuscitation (e.g. by causing a pneumothorax), then it should not be
removed. If an endotracheal tube has been inserted, this should also be removed
after its correct placement in the trachea has been confirmed by direct
laryngoscopy (preferably by someone other than the person wha inserted it).
Endotracheal tubes or intravenous lines left in situ are distressing to parents
who almost always wish to see and hold their child. An endotracheal tube left
in situ in such circumstances may become dislodged during handling of the
child by staff before the post mortem, sc the only way ‘o be certain that the
tube has been correctly placed is by direct inspection 'mmediately after
resuscitation is discontinued.

The infant should be carefully and thoroughly “ac. ‘nec ' a consultant in
paediatrics or A&E medicine immediately afl r r.us(tation has ceased. A
particular note should be made of any mar. 5, a. asion’, skin rashes, evidence
of dehydration or identifiable injuries at this tir. =. The presence of hepatomegaly
should also be sought and noted. The .. 2=t e of any discolouration of the
skin, particularly dependent livide shoula be carefully and accurately
documented. Skin livido® =d C.aiie fron. ‘acal pressure {e.g. on the nose in a
child who has been face dov ) will u_ ally fade over a few hours and may not
be present when a path 0 ist. =s the baby. Consideration should be given to
asking for a police ph| tograpkor 1o photograph any such skin discolouration as
soon as possible, 5 it. ray he' s in estimating the time of death, as well as the
position in whici the chia was lying. Frothy fluid, commonly bloodstained, is
often . ont arol A the nose and or mouth and its presence should be
docume ted, . woh i will usually be wiped away as part of the resuscitation
process. . 2 presence of such fluid, whether or not it is bloodstained, does not
signify the sause or the mode of death.

Any stool or urine passed by the infant, together with any gastric or
nasopharyngeal aspirate obtained, should be carefully labelled and frozen after
samples have been sent for bacterial culture and for virology. If the nappy is
wel or soiled, it should be removed, labelled and frozen also.

During the process of resuscitation, various investigations will be initiated,
including blood samples for blood gases, urea and electrolytes, full blood count,
blood sugar and bleod culture. Blood and, if possible, urine samples should also
be taken at this time for metabolic investigations (see Table 1). If resuscitation
is not instituted, then in most cases such investigations should be taken as soon
as possible after the arrival of the infant. A lumbar puncture should also be
performed and a sample of cerebrospinal fluid (CSF) sent for microscopy and
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culture. If possible, a further sample of CSF should also be frozen for future
metabolic investigation.

it is important to note that once life has been declared to be extinct by the
attending doctor, no samples may be taken without the consent of the coroner
(see below).

Once death has been confirmed by the attending doctor (usually the consultant
paedialrician), the coroner assumes immediate responsibility for the body and
no further samples for investigation may be taken without the coroner’s
permission. In many parts of the country, there is a clear understanding with
the coroner that certain samples may be taken immediately after the end of
resuscitation in order to facilitate appropriate investigation < xd, in particular, to
identify the presence of metabolic conditicns, which are ir =asingly being
recognised as causes of unexpected death in infancy.

It is the recommendation of this Working Group th., v *h « e exception
of those very rare instances where taking the san sles  vill- onfuse or prevent
full investigation of injuries contributing to th¢ nfa s des a1, coroners should
routinely give permission for such samples to be aken w1 the A&E or paediatric
departments. As part of the local impfeme. atic 1 pracess for this protocol,
each coroner should be asked to approve  standaru set of investigative samples
to be taken in these circum? anc s w. hout he need for hospital staff to seek
prior approval from the corone = officer » each case.

Details of the recommer ed samoles to be taken and the purposes for which
they are intended ar’ giv. = in T7 Jle 1. It is important to note that it may be
very difficult to obic blooa L.inples from an infant after death, and generally
samples s . ‘4 notbe  ken by cardiac puncture because of the risk of causing
damage to atrau sic suauctures and confusing the interpretation of findings
at post mon_ = if the post mortem is to be conducted within 24 hours of the
death, most « * the blood samples may be more appropriately taken by the
pathologist at « .e beginning of the procedure (see Appendix Iil).

Care of the parents

Immediately upon their arrival at the hospital, the parents should be allocated a
member of staff to care for them, explain what is happening and provide them
with facilities to contact friends, other family members and cultural or religious
support. The member of staff allocated to the family should ensure that they are
kept fully informed during the course of the resuscitation and, subject to the
approval of the medical staff involved, the parents should be given the option to
be present during the resuscitation. The allocated member of staff should stay
with the parents throughout this period to explain what is going on, particularly
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the procedures that may look alarming, such as cutting off clothing or attempts at
vascular access, including the use of intraosseous needles or intubation.

Staff will need to make an assessment of the capacity of the parents to
engage in the processes unfolding around them. For some, the shock of
the situation will impede their understanding; for others, there may be
issues of language, health or mental capacity that need to be taken into
account. If there is a possibility that the family may become witnesses or
defendants in criminal proceedings, the police will need to make an early
judgerent about whether they should be seen as 'vulnerable witnesses' and
information from the perception of the allocated member of staff will be of
benefit in this decision.

Immediate responsibility for providing information and coor. nating appropriate
care and support to the family should rest with the [ n-cali aediatric team
(almost always led by the consultant paediatrician on « l). Wk it senior staff
from the disciplines of emergency medicine an, o ~ter. o care may have
been involved in the resuscitation, itis generally 1ors apy oprate for continuing
pastoral care of the family and liaison wit  th. orim- y care team or other
agencies to be the responsibility of the const fant paediatrician on call, or the
paediatrician with special responsibiity 10, 710 | (see below).

The consultant paediatric xn ©i1 o ' sho. A, as part of the initial assessment,
take a detailed and careful’. fory o wvents leading up to and following the
discovery of the infant’"ullap = A check-list of the relevant information is
attached shown in A pendix!l. . is important that, as far as possible, the
parents’ or carers’ .cce nt of - vents should be recorded verbatim. At an early
stage of the pro ss, the uii-call paediatrician should make contact with the
paedia o with sp wial responsibility for SUDI (the ‘SUDI paediatrician”) and
agree p. «cise « . »eements and timing for the SUDI paediatrician to meet the
family. Vi 2 ever possible, this should be before the family leave the A&E
Departme:

The parents and other close relatives should normally be given the opportunity
to hold and spend time with their baby. Professional presence during such
times should be discreet. Such quiet time is very important for families.

Many parents value photographs of their baby taken at this time, along with
handprints or footprints and a lock of hair. Again, only in very exceptional
circumstances should such mementos not be taken. Each coroner should be
asked to approve this as part of the local implementation process.

When the baby has been pronounced dead, the on-call consultant paediatrician

or the SUDI paediatrician should break the news to the parents, having first
reviewed all the available information. This interview should be in the privacy
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of an appropriate room. The member of staff allocated to care for the family
should also be present at this time.

The family must also be informed at this time that the coroner will need to be
informed because the baby has died suddenly and unexpectediy and that, as a
matter of routine practice, the police also have to investigate the death. The
paediatrician must explain that possible medical causes of the infant's death
will also be very carefully and thoroughly sought. For families with an established
contact with a particular social worker, it will be important to inform and
involve this known social worker at an early stage.

Unless the cause of death is immediately apparent to the paediafrician (e.g. the
typical rash of meningococcal seplicaemia), it is importar’ to explain to the
parents that the cause of the death is not yet known and th. the aim of the
investigation is to establish the cause of death.The paren’ mus. e informed
that the coroner will order a post-mortem examination « d that ..is will be
carried out by a pathologist with special expertise”.i =ea. 7 children (a
paediatric pathologist), just as if the child had arat or< cric'is disease and was
being referred to a specialist in life. This may ret tire. anspr ©of the child some
distance from home, but arrangements will be rade vy the coroner’s service
for the child to be returned to the loca' hos. 2! ¢ < funeral director as soon as
possible. The nature and purpose of the st mortem should be explained to
the parents in understandac » te".ns ad ti. v should be given a copy of the
NHS leaflet on the post-morte exami. ~tion ordered by the coroner™ It is
important that the family'" " w v here the post mortemn will be carried out,
what the approximate tit iescale «ill ve and when they will be able to see the
child again.

Parents hi .. *he right ( be represented at the post-mortem examination by a
medical pre titfor: £ their choice, provided they have notified the coroner of
their wishes = oners Rules, 1984).

Before the fan. .y leave the A&E department, the consultant paediatrician on
call should see them, if possible together with the senior detective designated
to lead the investigation of the death (see below). Whenever possible, the
SUDI paediatrician should also be present for this initial joint interview with
the parents,

Part of the role of the paediatrician at this stage is to give the family help,
information and support in their bereavement. This may be helped by the use
of leaflets such as those published by the Foundation for the Study of Infant
Deaths.
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Initial multi-agency communication

As soon as possible after the arrival of the child in the A&E department, the
police should be contacted and arrangements made for the senior detective
designated to lead the investigation of the death to attend and talk to the
parents as soon as possible {preferably with the consultant paediatrician on call
or the SUDI paediatrician). Whenever possible, this officer should be experienced
in child protection work, preferably a member of the police child protection
team. The social services department should also be contacted and asked to
check immediately their records relating to the child, the immediate family
members, other members of the household and others with whom the child
has lived. Any relevant information identified by the social services department
should be promptly shared with the police and paediat: =ian.

In each Trust, there should at all times be access to a p; zdiatr. “an with special
responsibility for investigation of unexpected deaths ir. ‘nfancy . d childhood
(the 'SUDI paediatrician'), who will sometimes k= . sai. o the designated
lead for child protection.This role will usual @ bs shired by two or more
paediatricians, commonly in neighbourii g W sts, *J provide an on-call
arrangement. As noted above, this pasdiatri. an should be contacted as soon
as possible after any unexpected infant < 2th o that he/she can, if possible,
attend at the A&E department to me. “the fartuly and explain their role.

On some occasions, particule.  if conc s have been raised about neglect, non-
accidental harm or unus: " zircu. astances of the death, the police may appoint a
family liaison officer to' naintair cle.e and continued contact with the family over
the few days afte’ the leath. = a family liaison officer is appointed, the family
must be given cic - and accaiate information on his/her role.

The sec ence  “nrocedures is set out in Figure 1, The Avon multi-agency
approach. ' sudden unexpected deaths in infancy and childhood.

At the earli st opportunity, the consultant paediatrician on call or the SUDI
paediatrician should talk to the duty social worker to review any relevant social
services or child protection information on the infant, close family members,
other members of the household, or others who have been invelved in the
infant's care. The on-call paediatrician should introduce the senior investigating
police officer and, if possible, the SUDI paediatrician to the parents, and take a
full and careful history from the parents on the events preceding the child's
death and events after discovery of the death. The parents should, if they wish,
be given the opportunity for the police to interview them separately from the
paediatrician, but in virtually all instances they are likely to prefer o talk to
both together. This joint interview will be conducted with care and sensitivity
but must include a thorough exploration of the circumstances of the death,
relevant events and previous history (see Appendix I1). The paediatrician should
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emphasise the importance of this detailed history for trying to understand
possible medical causes of the child's death and explain that this is of equal
importance to the collection of relevant information by the police.

It is important that the parents are told that the police will be involved, and
that social services’ records will be checked after all unexpected deaths in
childhood, regardless of cause or family circumstances.

Under the Palice and Criminal Evidence Act 1984, if the paediatrician or the
police officer has significant suspicions that the death may be unnatural, the
law demands that the suspect's rights are protected and certain legal restrictions
apply in terms of how they can be spoken to, and by whom.

Before the family leave the A&E department, the paediatriciai =n call and the
investigating police officer (together with the designat’ 1 pac “atrician for
unexpected childhood deaths if possible) should briefly rev »w the story and
circumstances of the death, consider any issues that as. ue. 5 of abuse or
neglect, and review any relevant social services’ it orr .tic’ on the telephone
with the emergency social worker. Any chilc oro. <tion/ _oncerns for other
children in the household should also be discussec. If signimicant concerns emerge
about child protection issues, this discussion v. " he. ome the initial multi-agency
strategy discussion .

At this stage, arrangements she 1 be m. "= for a home visit as soon as possible
by the SUDI paediatrician =" the wvestigating police officer. Parents must be
informed that such a vi' t is rou’ine out that the police have to thoroughly
investigate the circur’ star. =s of # . unexpected deaths of children. At this visit,
the paediatrician's i = is to \.cip identify understand and investigate factors
that may® .. » contribc "ad to a natural or accidental cause of the death, and
ensure tha: the p = ~lagistis fully informed before starting the post-mortem
examinafiors ‘a2 Appendix 1I). Arrangements should be made to ensure that
the scene of 1= baby’s collapse and/or death is [eft undisturbed until this visit
takes place.

The police, SUDI paediatrician and social services should ensure that all relevant
medical, forensic or social information is shared and discussed at this stage, as
part of the continuing multi-agency cooperation. The SUDI paediatrician should
make contact with the family's GP and health visitor as soon as possible to
ensure they are fully informed and to obtain any additional relevant medical
social or family information.

If significant concerns are raised at these initial discussions about the possibility
of neglect or abuse as a cause for the child's death, a decision may be taken for
the police to become the ‘lead agency' and to immediately initiate a formal
crime scene investigation at the site of the infant's collapse or death.
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In these circumstances, multi-agency child protection procedures should follow
the guidance of Working Together”

Initial home visit

As soon as possible after the infant’s death, the SUDI paediatrician and senior
investigating police officer, accompanied by the family's GP or health visitor if
possible, should visit the family at home or at the site of the infant's collapse or
death (which may not have occurred in the family home), to talk through in
great detail the events leading up to the infant’s death and to carry out a very
careful and systematic examination of the site of the infant's death. They should
again emphasise the routine nature of the visit an< the purpose of the
investigation as trying to find out the cause of the death.

Provided effective arrangements have been made for' ae scer . of the child’s
death or collapse to be undisturbed, this joint! sii. wvis. = Culd not usually
take place in the middle of the night. Many fan lies<all “refer to return initially
to the home of a friend or relative rather ti 'n v -r ow . home on leaving the
A&E department. At the discretion of the seri »rinvesugating officer, the police
may visit the home immediately in the awL_nce of the family, to investigate the
scene of the death, but it is importan. “hat the police minimise any disturbance
of the scene before the ¢ 2-si'. i ussic with the parents. If a home visit by
the SUDI paediatrician cani. be org nised to take place within the necessary
time frame, the police =7 »ned ! to attend without the paediatrician.

Social services an or hildcar services may be involved in helping to facilitate
this initial visit, 1 exampiwc oy providing care for other children with immediate
care i v -

In some \ ¢, the initial investigation will include a police video with or without
still photog aphy of the scene of the infant's death, collected efther at the time of
the joint int. wview with the parents or at a prior visit (see above), together with
any additional forensic investigations deemed necessary by the senior investigating
officer. It is very rarely necessary or valuable for bedding to be removed from the
home, and removal of bedding before the home visit will make the detailed review
of the circumstances of the death by the SUDI paediatrician and investigating
police officer more difficult and potentially less vafuable.

As part of this home visit, the SUDI paediatrician, together with the GP or
health visitor, will provide information, care and support to the family and make
arrangements for further contact and communication with them. In certain
circumstances, it may be appropriate for another paediatrician o be involved
in this process, for instance if the latter had prior knowledge of the child or
family. The involvement of the GP or health visitor in this initial visit is of great
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importance in ensuring that the primary health team are fully informed of what
has happened and are therefore in a position to provide the best and most
appropriate bereavement support and care to the family over the course of the
next few days and weeks."”

The SUDI paediatrician will also, at this stage, make appropriate arrangements
to see the family again with the initial results of the post-mortem examination,
which should usually be available within a few days. The investigating police
officer may also wish to attend this subsequent meeting to inform the family
about police and coroner's procedures.

Further multi-agency discussion

After the home visit and 'death scene’ investigation, e sei ar investigating
police officer, the SUDI paediatrician, the GP and the' =alth v . or should, in
all cases, further review any significant concerr .. = w2 ve arisen about
the possibility of neglect or abuse having con but'J t the infant's death. If
significant concerns have been raised, the | olic ~ nay i’ stitute a 'crime scene’
investigation at this stage, but this is rarely | cessaiy or appropriate.

Post-mortem examir..n

The post-mortem exar =tic. will be ordered by the coroner, and should
be carried out (with 1 48 haurs of the infant’s death whenever possible)
by a pathologist/ .ith. -ecent .xpertise and training in paediatric pathology.
If significant cC. erns hi..C been raised about the possibility of neglect or
abuse! . nz contri. tted to the infant's death, the paediatric pathaologist should
be acce mpan. hw a forensic pathologist and a joint post-mortem protocol
should b f+ .owed (see Appendix Il). If at any stage during a post-mortem in
the abser. = of a forensic pathologist the paediatric pathologist becomes
concerned ' 1at the death may be a consequence of abuse, the procedure
must be stopped. The examination should recommence as a joint procedure
by a forensic pathologist together with the paediatric pathologist, in the
presence of the senior investigating police officer or other designated police
representative.

Prior to commencing the post-mortem examination, the pathologist should be
fully briefed on the history and physical findings at presentation, and the findings
of the death scene investigation by the SUDI paediatrician and investigating
police officer. In those areas where a video recording at the death scene has
been made, it is very helpful for the pathologist to have the opportunity to
view the video and discuss it with the paediatrician(s) and police officer prior to
commencing the post-mortem examination. Other photographs of the child
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that may have been taken at presentation or in the A&E department should
also be made available.

The post-mortem procedure should routinely include a full radiological skeletal
survey, reported on by a radiologist with paediatric training and experience.

The preliminary results of the post-mortem examination should be discussed
by the SUDI paediatrician and pathologist, together with the senior investigat-
ing police officer, as soon as possible (usually within 48 hours of the initial
post-mortem examination) and the coroner should be immediately informed
of the initial results. If the initial post-mortem findings suggest evidence of
neglect or abuse as a cause of the infant’s death, the police child protection
team and social services department should immedia®=ly be informed and
further investigations set in process. If the initial post-mo, »m findings do not
identify grounds for suspicion of an unnatural death, £ :n nc “rther police or
social services investigation is likely to be necessary at this . 1ge and the
SUDI paediatrician will assume the role of lea " afel “2n i in communi-
cating information to the primary care team ¢ 1d ' family. This will almost
always involve a further meeting with the fai “v anc GP a few days after
the post mortem to pass on this preliminar, infoiation.lt is helpful for the
investigating police officer to aiso atw. 7.t 's meeting, to ensure that he
or she is fully informed and to  aswer «ay relevant questions from
the family.

In all cases, there shoi'bhe  further multi-agency discussion (usually on
the telephone) inv/ wving the .athologist, social services, police and
SUDI paediatriciz . £ s any sther relevant healthcare professionals very
shortly after & initiar ““Lc-mortem results are available, to ensure no

additic '.informa. »n has come to light to raise additional concerns about
child pi fectu. ‘ssues.

At the po. -mortem examination, tissue blocks, other specimens and frozen
samples wii_2e taken according to a standard protocol (see Appendix I11) and
other samples will be taken as deemed necessary by the pathologist in order to
ascertain the cause of death. Whole organs will not routinely be retained, but
when this is deemed necessary by the pathologist, the coroner and the family
must be informed, and the family given the opporiunity in due course for return
of such samples to the body if appropriate. This applies particularly to the brain
(see Appendix I1I). If parents have requested that tissues or organs be donated
for therapeutic or research purposes then, with the consent of the coroner,
such additional tissues or organs may be retained by the pathologist. As part of
the explanation about the post-mortem examination given to the parents (see
Chapter 3 above, paragraph 3.7), the paediatrician must explain that tissue
blocks including frozen samples and slides will be taken and will be retained
permanently as part of the pathology records, but that other larger tissue samples
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or whole organs will not ordinarily be retained. At this time, the paediatrician
should also give the parents the opportunity to donate tissues or organs for
therapeutic or research purposes, as set out in the NHS information bookiet on
post-mortem examinations ordered by the coroner.

The impact on post-mortem procedures of the the Human Tissue Bill (currently
before Parliament) has not yet been fully defined, though retention of tissue
samples required for the purpose of diagnosis in cases referred to the coroner
will still be permitted. The information and consent procedures for retention or
donation of other tissue or organ samples for therapeutic or research purposes
will need to be reviewed in the light of this new legislation.

Terminology

There has been considerable variation between pathologists it, he terminology
used to report the initial findings from the post-mortem/ .xami. ~tion. Some
pathologists have taken the view that, since at this stag  the fu, vesults of
histology, microbiology, toxicology and multi-preicoana w2 ew are not
available, it is not appropriate to use the term “sud en i .ar’ death syndrome”
(SIDS). Some pathologists have therefore used” he' . m “v ascertained” as an
honest statement of their ignorance of a cause »f deau at this stage, with a
view to giving a more precise cause later it oo bl Others have used the term
“sudden unexpected death in infancy™ (= 'DI) — a tautology —in order to signify
that, whilst no cause has yel hee’ wu tifiec. »nd the definition of SIDS cannot
yet be met, they have no cat. for su. ‘cion and the funeral can therefore
proceed, with the death bei=_niti. ‘v registered as "SUDI", with a more precise
diagnosis (which may br “SIDS™ fc.owing the full results of investigations.
Yet other pathologist: ese e the ' :rm “unascertained” for those cases in which
they have serious ¢. cerns a-.ut the possibility of unnatural causes or where
they feel ¢ (" further 11 estigation is needed to rule out this possibility.?"

The Working = _up formed the opinion that it is essential that the interpretation
of these term and their use must be standardised between pathologists and
between coror. is.

The recommendation of the Working Group is that the following procedure be
followed.

a) If after the initial post-mortem examination a complete and sufficient cause
of death (e.g. a lethal congenital heart abnormality) is found, then this must
be given as the cause of death at this stage. However, the further review of
the circumstances of the death as noted elsewhere in this report should still
be followed, as factors affecting the quality of care may be identified and
lead to improvements in subsequent care, or ather underlying contributory
medical conditions (e.g. immunodeficiency) may be identified with potential
genetic implications for the family.
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b) If in the light of initial findings (including the circumstances of the death)

)

the pathologist feels that there is no clear or sufficient cause of death —
whether or not there are some concerns about the possibility that abuse or
neglect might have contributed — he/she should give the initial 'cause’ of
death to the coroner as “unexplained pending further investigation”. Clearly,
in these circumstances the continued close cooperation of all agencies will
be of great importance, and the nature and content of any further
investigations by the police or social services department will be determined
by the strategy discussion immediately after the initial post-mortem results
are available.

In these circumstances (which will include the great majority of sudden
unexpected deaths in infancy), the Weorking Group  »commends that the
coroner should open and adjourn an inquest and, pr= ding there are no
valid objections, issue a coroner’s interim certificate of the sct of death to
allow the funeral to proceed. Opening an inquest wii “hus hz r¢ no attached
stigma and the use of the holding term, “une» lainc. pending further
investigations”, by the pathologist will avo. | ¢z ino’ tions of suspicion.

information given to the Feinda*on fo the Study of infant Deaths by
bereaved families suggests that t' s app. 2+ will be acceptable to the great
majority of bereaved families. whe are willing to wait for confirmation of
the precise cause ot ‘=g n, p. wvide they are kept informed, and are
meanwhile able to procec ' with ti > funeral arrangements.

Finally, if during tH  initial { »st-mortem findings emerge that clearly identify
neglect or abu e as e me .t likely explanation for the death, the police will
become the e investigating agency and the provisions of normal criminal
inv: 3w, fans shic dd be set in motion, including the requirements of the
Polic . anc’ <. »inal Evidence Act 1984. Further contact by any of the
profes " nals (social services, police, paediatrician) with any individual being
treated s a suspect in such a criminal investigation would then be subject
to the restrictions required by this Act.

Local case discussion meeting

As soon as possible, usually 8-12 weeks after the infant's death (once the results
of all refevant investigations have been obtained), a case discussion meeting is to

be held, usually in the health centre or GP's surgery and chaired by the SUDI
paediatrician. This meeting should involve the GP, health visitor, paediatrician(s),
pathologist, senior investigating police officer and, where appropriate, a social

worker. At this case discussion meeting, all relevant information concerning the
circumstances of the death, the infant's history, family history and subsequent
investigations should be reviewed, The main purpose of the meeting is for sharing
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8.2

8.3

8.4

information and for future care planning for the family. At this meeting, a formal
classification of the cause of the infant's death should be agreed. The Avon
clinicopathological classification of sudden unexpected infant deaths is a helpful
structure in which to consider all of the potentially contributory factors that may
be relevant (see Table 2).7 In some cases, the coroner or coroner's officer will wish
to attend these meetings; in others, the police will attend both as the investigating
agency and as the coroner's representative.

Families will not ordinarily be invited to these meetings, as the large number of
professionals present and the very technical and detailed nature of sorme of the
discussion (including detailed discussion of the interpretation to be placed upon
the gross, histological and laboratory findings of the post mortem) will make
the meeting inappropriate for bereaved parents, many of< thom are likely to
find such a meeting intimidating and distressing. This meetin= will thus be the
equivalent within this protocol of a strategy meeting in th® Wor =g Together
framework, to which parents are also not invited. The par. ats mus ., however,
be fully informed of the outcome of the meeting 77 a = nai. " eeting with
the SUDI paediatrician and GP or health visitor {(si : b ow?

During the course of this case discussion meetii v, it i1s important that there is
an explicit discussion of the possibility.of 1. '=C or abuse as a contributory
factor to the infant's death. If no evider. = is idendfied to suggest neglect or
abuse as contributory factoit thi®snc !d be Hocumented as part of the report
of this meeting. The quality o1 edical « d social care that was given to the
child and family should 2" be Uscussed at this meeting, identifying any
shortcomings and appr¢ Jriate rea-lres to improve future care. For these
reasons, holding suc’ a 1. ceting’ ven in those instances in which a complete
and sufficient medic {nature., explanation has been found for the death may
be of valc .

After the I =" case aiscussion meeting, the SUDI paediatrician, in close
consultation v._th the pathologist, should write a detailed report on the available
information cor _erning the cause of the infant's death as a letter to the parents,
and arrangements should be made for the SUDI paediatrician and the GP or
health visitor to jointly see the parents to explain the content of this report, to
answer any further questions and to make plans for any future additional care
and support that may be appropriate, including the question of further
investigation of family members or subsequent children for metabolic or other
familial disorders. A copy of the report of the meeting should be sent to each of
the agencies involved. This may be of great importance in assessing the possibility
of risk (particularly from metabolic or other familial conditions) to surviving
and future children in the family.

Finally, the results of the local case discussion meeting should be communicated
to the coroner. The information available from this meeting will potentially be
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of great value to the coroner in the organisation and conduct of the inquest,
and will ensure that correct information is included in the final registration of
the cause of death notified to the Registrar of Births and Deaths.

As noted below, for those deaths that meet the agreed international definition
of sudden infant death syndrome,® this should be the registered cause of death
after the inquest.

The role of the coroner

The coroner must be informed after any unnatural or sud‘2n death of unknown
cause, and will order an investigation into the circumstanc. »and cause of that
death. This investigation will, in almost all cases, incli ue a v !l post-mortem
examination of the body by a pathologist instructed by 1 = coron . Procedures
and practices adopted by coroners, and the involy ...t 0. 2 oroner's service
in the various multi-agency protocols for thl inv stication of unexpected
childhood deaths currently operating in dif. rer. aarts/  England and Wales,
vary widely.

The protocal set out in this documen. based upon a systematic review of the
various approaches adopl din‘.ic ' anc Mternationally, considerable practical
experience and wide const. tion, is ompatible with the current role of the
coroner and should be == vas . “roadly based professional procedure in which
the coroner’s service ¢ n be fuy 11 .egrated, without compromise or loss of the
essential indepen _nc and ju icial role of the coroner.

The ¢ . =rand/or 2e coroner’s officer should be fully informed and involved
inafl sta_eso1. orotocol. As the legal authority charged with the investigation
and certi 7.0n of all unexpected deaths, the coroner must be kept informed
of all sig ificant information obtained from the multi-professional
communica. ans and interviews with parents.

The report from the multi-agency local case discussion meeting should in all
cases be sent to the coroner, and in some instances the corcner or coroner's
officer will choose to be present at this meeting. This report will ensure that,
where the cause of death has been certified by the coroner without an inquest,
any new or more accurate information is appropriately notified to the Registrar
of Births and Deaths for onward transmission to the Office for National Statistics.
For those instances (which we suggest should be the great majority of sudden
unexpected deaths in infancy) in which the coroner has ordered an inquest, the
information from the local case discussion meeting will inform and assist the
conduct of the inguest.
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9.7

9.8
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10.1

The Working Group recommends that, in order to protect the bereaved family,
the inquest should be held in private rather than in public wherever possible.
Information given to the Foundation for the Study of Infant Deaths from
bereaved parents shows that, while parents support the recommendation that
inquests be held in every case in order to achieve the most thorough possible
investigation of the death, they favour this procedure only if inquests can be
held in private, without the press present. Holding inquests in private would
require a modification of the Coroners Rules.

Where the information available fo the inquest shows that the death meets the
international definition of sudden infant death syndrome (SIDS} ~i.e. the death
is unexpected, and remains unexplained after a careful review of the history,
examination of the circumstances of death and the consuct of a full post-
mortem examination to an agreed protocol®® —then the deatt. “ould in all case
be registered as being due to SIDS.

Where no sufficient cause of death has been establi".C bu. "o are gaps in
the documentation, or for other reasons the death whi' ¢ n+t shown to be due
to abuse or neglect, does not meet the defiil tior .r SID | a designation as
“unascertained” may be unavoidable,

The use of this approach, in which the . wuest is .. iformed by the outcome of
the multi-professional caseliscisic mmec ‘ng, including the clinical history,
examination of the circumstanc  of dea. . thorough post-mortem examination
and multi-professional reviewi. mean that only in exceptional circumstances
should the term “unasce’ ained"” he ', ven as the cause of death by the coroner
after the inquest.

Itis the vi nof the W ~king Group that the use of the term “unascertained”,
which cart s iy otiof that the death may have been the result of neglect
or abuse, sh_w' generally be avoided.

Multi-agency training and audit

Experience of implementation and continuation of locally run multi-agency
arrangements for care and investigation after unexpected deaths in childhcod
has shown the importance of initial and continuing joint training of the staff in
all of the agencies involved. Differences in the normal ‘culture’ of operation
between different agencies can lead to misinterpretation of information, failure
to recognise the role or expertise of the other agencies, and potentially to
important information not being shared. In the field of child protection, such
lessons have been painfully learned, and must be applied to the development
of well functioning multi-agency arrangements after unexpected childhood
deaths.
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Responsibility for oversight of audit and monitoring of the operation of the
multi-agency protocol should rest with Local Safeguarding Children Boards.

In addition to training and education of all professionals involved, it is essential
that a robust process be put in place to audit the operation of the protocol
after each case, to ensure communications are effective and staff respond
appropriately, and to promptly identify potential resource and staffing difficulties,
Responsibility for the conduct of such audit and for reporting its outcome on a
regular basis should be placed jointly with identified senior managers in each of
the agencies involved. As noted above, overall responsibility for the
implementation and audit of the protocol should rest with the Local Safeguarding
Children Boards.

There also should be a responsibility placed on those doinx *he audit to collate
the information and share it regionally and nationally/ ihe « elopment of a
standardised tool will facilitate this process.

Prior to implementation of this protocol, there willLe « need for the training
and education of professionals in all of ti » a, acies’ nvolved. Appropriate
training may best be offered as part of mu ti-ageicy training programmes,
under the supervision of the medical 1. =L\ slleges and other professional
organisations. Such a training progra. me must be established as a matter of
priotity, in order to ensu ~» th', v *hin' = short a period as possible, in each
district there is a core of app oriately ained professionals within each agency.
In particular, the The P sl C llege of Paediatrics and Child Health should
develop a programme for the ‘raw.ing and accreditation of paediatricians with
special responsi' ity for su .den unexpected deaths in infancy (‘SUDI
paediatrician’).
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Figure 1 The Avon multi-agency approach to sudden
unexpected deaths in infancy and childhood"
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Table 1 Routine samples to be taken immediately after sudden
unexpected deaths in infancy

Blood samples should be taken from a venous or arterial site {e.g. femoral
vein). Cardiac puncture should be avoided as this may cause damage to

intrathoracic structures and make post-mortem findings difficult to interpret.

If the post mortem is to be conducted within 24 hours of the death, it may be

best for the samples to be taken by the pathologist.

Sample Send to Handling Test
Blood (serum) Clinical chemistry | Spin, store sorum | Toxicology
1-2 ml at —20°C
Blood cultures — | Microbiology If insufficie| ¢ “ulture and
aerobic and bloed, aerow. - ensitivity
anaerobic 1 ml only
Blood from Clinical chemistry | lor. . (fill i Inherited
Guthrie card ¢ d; av ot put | metabolic
int  plastic bag) | diseases
Blood (Lithium Cytogenetics Normal - keep Chromosomes
heparin) 1-2 ml unseparated (if dysmorphic)
Cerebrospinal picrol ~logy Normal Microscopy,
fluid (CSF) culture and
(a few drops) sensitivity
Nasopharyng. | | Viroiogy Neormal Viral cultures,
asp a- immuno-
fluorescence and
DNA
amplification
techniques®
Nasopharyngeal | Microbiology Normal Culture and
aspirate sensitivity
Swabs from any | Microbiology Normal Culture and
identifiable lesions sensitivity
Urine (if available)| Clinical chemistry | Spin, store Toxicology,
supernatant at inherited
-20°C metabolic
diseases

* Samples must be sent to an appropriate virological laboratory.
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1a

1b

NB Optimal microbiological and virological investigation after SUDI is currently
the subject of a review by the Health Protection Agency, which will aim to
produce definitive, evidence-based recommendations within the near future,
The current recommendations should be seen as an interim minimum standard.

Additional samples to be considered after discussion with consultant
paediatrician

1. Skin biepsy for fibroblast culture.
2. Muscle biopsy if history suggestive is of mitochondrial disorder.

Forensic considerations

+ Ensure you have the permission of the coroner o take.amp. =

+ Document all samples taken, label and ensure an unbi ken ‘ch .1 of
evidence'.

+ This may mean handing samples to a police of ce 7".e¢’ly, or having the
laboratory technician sign on receiving the » in "¢ lab atory.

4+ Samples given to police or coronar’s officer i ust be signed for.

4+ Record the site from which all samples v. == 1 ken.
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Table 2 The Avon clinicopathological classification of sudden
unexpected deaths in infancy’

This grid is completed at the multidisciplinary case discussion meeting (see
Figure 1}.

An entry must be made on the line of each heading line, and a score (O to II1)
accorded to each line as agreed by all professionals present.

The overall score is generally equal to the highest score within the grid.

A score of |Il equates to a complete and sufficient cause of death.

Scores of | to Il B meet the definition of SIDS.

Classification |0 A 1B A "B i
Contributory Information |Information | Factor Factor Far = Factar
or potentially not collected, |present, present, reseny, oresent,
‘causal’ factors  |collected  |but no but not and may ad and
factors likely to havr cer. .y |provides a
identified |have col tibrted | ntributed | complete
contributed o il alth " o ill health |and
o ill health (¢ possibly |and sufficient

orfadeau. "~ ‘=ath  lprobably |cause of
conttibuted | death
to death

History {ncte 1}

Death-scene
examination
(note 2)

Pathology
(note 3)

Other (specify)

Other evidence
of neglect or
abuse?

Overall
classification
(note 4)
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Notes

(1) To include a detailed history of events leading up to the death, together
with medical, social and family history, plus an explicit review of any evidence
suggesting past neglect or abuse of this child or other children in the family.

(2) Results of a detailed review of the scene of death by the paediatrician and
police child protection officer, in the light of the history given by parents or
carers.

(3) Pathological investigations to a standardised protocol, including gross
pathology, histology, microbiclogy, toxicology, radiclogy, clinical chemistry and
any relevant metabolic investigations, including frozen section of liver stained
for fat.

(4) This will generally equal the highest individual classific .on 1. “ed above.
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Appendix |

Parents' perspective on the investigation of sudden
unexpected death in infancy

This appendix was submitted to the Working Group by The Foundation for
the Study of Infant Deaths (FSID).

FSID is a voluntary organisation set up in 1971 with the aims of promoting research
into the causes of infant death, supporting families and disseminating information
aboutinfant death and infant health. Through its national i twork and its helpline,
FSID is in touch with the majority of parents whose baby h- died suddenly and
unexpectediy for no obvious reason, and receives comme ts abe  the way infant
deaths are investigated. In addition, in 2001, as part of s curre 1. campaign to
improve the investigation of sudden unexpected uea. »in "Ly (SUDD), FSID
conducted a postal survey of bereaved familiest ge” cthe” views on proposals to
improve the investigation of deaths through cc apre =nsiv: multi-agency protocols.
FSID is therefore uniquely well placed #o desc he the perspective of parents on
the investigation of sudden unexpec’=d ac. h< 1 infancy.

Dissatisfaction with pre. nt/ yste >

In the 12-month pericd en. 1g 30 s ~e 2003, FSID was contacted by 1046
bereaved families. Mar, _uren. expressed dissatisfaction with various aspects
of the way that SUD' are curt ntiy investigated, particularly the following:

+ inconsistency, .sel. fivity. .nd unjustified suspicion on the part of judicial
and health pi ‘essionas

lac. « '=formea upport from judicial and health professionals

inad juate .. octigation of possible natural causes of death

inade. +..e explanation of the results of the post-mortem examination
delays . the release of the body for burial or cremation

with reg.rd to inquests: the implication (to parents) of suspicion, the
delay and lack of information, the intimidating nature of the proceedings
and the attendant media publicity.

++ 4

Even allowing for the inherent difficulties of a SUDI investigation and for the
inevitable distress to the family, the substance and consistency of the complaints
suggest that they are often justified.

Other parents, however, commented favourably on how the death of their
baby was investigated and how they were treated. This suggests that itis possible
to carry out an investigation in a tharough yet sensitive manner, but that this
depends on the system that operates in a particular area and on the attitudes
and skills of the professionals involved.
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Survey of parents’ opinions

In the 2001 opinion survey, FSID wrote to the 3200 bereaved parents on its
database to seek their views on specific points relating to the FSID campaign
for improved investigation. 893 replied. The main points to emerge were as
follows.

Most parents (89.6%) were in favour of the proposal that a paediatrician should
visit the home to ask questions and talk with parents soon after the baby's
death. This dispels previous notions that such visits are inappropriate or should
be deferred untit later. A large majority of parents (92.9%) supported the
proposal that the paediatrician and the police should work together and share
information. This suggests that most parents are prepared to forego strict medical
confidentiality in the interests of a more thorough and effici ot investigation. A
similarly large proportion of parents (95.0%) thought it = nod idea that
professionals should meet to discuss the cause of the death and to lan support
for the family.

For most parents who have been unexpectedly oer ave |, the single most
important issue is to find out why their baby " iea. \ the bugh post-mortem
examination, including comprehensive laboratot  tests, is an essential element
of the investigation, but it can take ur to eig'* eeks for results to become
available. The survey therefore explored . ental attitude to delay. Most parents
in the survey (72.5%) wol. ' b’ pre, wrea » accept a delay of six to eight
weeks in the issuing of the dea  certific. 2 if the extra information that then
became available might er .. the '=ath to be more accurately certificated, so
long as there was no cor ‘omitan’ de.ay in release of the body. However, only
a minority of parent’ «22. %) w uld accept a delay in the issue of the death
certificate if it entailca similer aelay in the release of the body. Thus it appears
that parei s =uld fave «r a system whereby the body is released for burial or
cremation . ane . *age, but thorough investigation into the cause of death,
using retainc ‘< .ssues, continues over a longer period.

There has bee.. an increase in recent years in the proportion of SUDI for
which an inquest is held. In 1995, inquests were held in 18% of cases of SUDI,
while today they are held in over half. An inquest provides a means to consider
all relevant information prior to the issue of the death certificate, but is a
cause of great parental anxiety. Nonetheless, most parents in the survey
(74.1%) said they would accept an inquest being held after every SUDI if this
was the only way that all information could be properly considered before the
death certificate was issued. However, acceptance was dependent upon the
inquest being held in private, not public, in order to avoid media attention.
From the parents’ point of view, what is required is a method of investigation
that would provide the same thoroughness as an inquest, but without the
suspicion, fear, delay, lack of support and media presence that inquests may
now entail.
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Asmaller supplementary survey was undertaken in 2002 to find out what parents
thought about the retention of tissues following SUDI post-mortems. The
majority (85%) of the 200 respondents agreed with FSID's position that certain
key tissue samples should be routinely retained for an indefinite period for
diagnostic purposes without the need for parental consent (though consent
would be essential for any use of tissues for research).

Police investigation

From FSID's experience of speaking to parents throughout the country, it would
appear that most are aware that a small proportion of SUDI arise from some
form of maltreatment and acknowledge that it is appropriate for the police to
take an interest in all cases. Innocent parents will accept the need for a police
investigation so long as it is managed sensitively and eri. wres a proper balance
between medical and forensic elementis. Indeed, some.~ =nts have told us
that they are reassured by the police investigation be .ause v en they have
come through it they feel they have been formally exor. ~ated ¢ “any suspicion
of wrongdoing, so that no stigma can remain.

However, the grief of bereaved parents cai be  elh' lompounded if police,
and other judicial and forensic aithorittes, be ave in a way that suggests they
are suspected, unjustly, of having ki''=d thc. 2t 'd. Examples of such behaviour
include frequent visits to the house by aiformed officers in marked police cars,
repeated and unsympatt. ‘ic / ues. wning, seizure of bedding and other items
without explanation, refusal . allow p. -ents to hold their baby to say goodbye,
imprisonment while t-2"  ost-1 artem examination is being conducted and
tactless comments sui 1 as ref¢ ence to the baby's room as a ‘scene of crime’, It
is very important| .ron. *he pe ents’ perspective, that those investigating SUDI
should have ade., ate training in the complexities and sensitivities of death in
infanc,

Conclusit -

When pare ts are unexpectedly bereaved, their overwhelming need is to find
out why thor baby has died, and they would like the investigation to be as
thorough as possible. They support the compilation of a detailed and
comprehensive history; a meticulous post-mortem examination, with all
appropriate ancillary tests, and careful discussion between the professionals
involved. They understand that all this may take some time and they will accept,
in the interest of greater accuracy, a delay before the issue of the death certificate.
Contrary to views expressed in the media, most bereaved parents would accept
the routine retention of tissues following post-mortem for possible later
diagnostic review. Parents recognise the need for the police to be involved in
the investigation of SUDI, but many complain that at present this is carried out
in an inappropriate and insensitive manner. Families find it difficult if they have
to wait for a long time before they can hold a funeral for their baby, and hurtful
if the circumstances of their baby's death are exposed to public scrutiny. At all
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stages, parents need to be told what is happening, what has been found so far
and what will happen next. It is also important that families should be given
proper support in their bereavement.

FSID believes that if parents are treated with sympathy and respect, and are

kept fully informed throughout, they will accept a rigorous investigation and
be able to cope with it more readily than has often been supposed.
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Appendix I

Information to be collected by the paediatrician at the
first interview and the home visit

Introduction

The importance of the history being taken by an experienced paediatrician,
with knowledge and understanding of the care of infants and sensitivity to the
needs of the family, cannot be over-emphasised.

This list is meant as a guide. It cannot be comprehensive, s additional specific
questions may arise as a consequence of information givCi. v the parents.

Encouraging the parents to talk sponfaneously, 1+ith [ ~mptr about specific
information, is likely to be better than trying ¥ coll- .t a structured history in
the more usual way. In recording parents’ asco. * of e :nts, itis important to
use their own words as far as possible. (Idea * inic = “uon should be recorded
verbatim.)

Much of the information is va' nsens. 've. Parents may feel very vulnerable
when asked about their si. v ng ar._ngerents, alcohol intake or drug use, so
great skill is needed in asking e ques.ons in a non-threatening way, with no
implication of value juc’ sment or *icism. Parents may ask directly if their alcohol
intake has contribut 4 to tt baby's death; it is very important that the
interviewer doest otjun. *a<onclusions about such questions, whilst not being
dishonast when a. ~d direct questions.

The bab,

+ First n. e and family name (plus any other names by which the baby
may he nown).

+ If possible, obtain the NHS number as this may facilitate access to other
records.

4+ Date of birth and place of birth.

Mother

4+ Full name (plus any other names by which the mother may be
known).

Full address, including post code.

NHS number if possible.

Pate of birth.

Phone number (home number and mobile humber) and phone
number of any available close relative or friend (to facilitate making
contact again).

+ 4+ 4+ 4+
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4+ Address to which mother will be returning when she leaves the hospital,
plus phone number there and the name of the person with whom mother
will be staying.

Mother's partner and/or father of baby

Full name (including any other names by which he may be known).

Full address, including post code.

Date of birth.

Phone number (home number and mobile number) and phone number of
any available close relative or friend (to facilitate making contact againy.
Address to which father/partner will be returning when he leaves the
hospital, plus phone number there and the name of the person with
whom he will be staying.

+4+++

+

Other members of the household (present and in the rec nt pas
+ Names.

+ Dates of birth.

4+ Relationship to baby who has died.

Family medical histary

+ A detailed account of past medical nd suc i 'story of all members of
immediate family and household

+ Particular note and detair 4 iv.orn. tion | ame, date of birth, place of
birth) of any previous childr.

4+ Also detailed informati=.. cn ar._deaths in infancy or childhood of any
offspring, siblings or | her clo’ = reiatives of any member of the current
household (to in¢ ade . > muc’ information as possible concerning date of
birth, age at dea. . place ui death, cause of death and any other known
inform uo®

Social and f. * .y history

+ A detailed . count of the social structure of the family and of the household,
including de ailed information on alcohol, tobacco and other drug use,
together with information on any prescription or non-prescription
medications that may have been present or in use in the household.

4+ Information on recent changes in composition of the household (e.g.
who has come and who has gone, and for what reasons).

Detailed medical history of mother

+ Details of past medical and social history of the mother, including any
significant past illnesses or injuries.

+ Detailed past obstetric history, including detailed information on the
pregnancy leading to the birth of the baby who has died.
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Detailed medical and developmental history of the baby wha has died
To include:

gestation

birth weight

perinatal or necnatal problems

type of feeding (and date and reason for changing type of feeding)
growth, development and past assessments (e.g. health visitor or GP
routine, well-baby checks)

immunisations

any known contact with infection

medication (either prescribed or over the counter)

if possible, obtain the parent-held child health record to copy (return this
to the parents after copying it); plot the weight rec¢ H onto a centile
chart,

+E e

+ 4+ 4+

A detailed narrative account of the baby’s feeding, sl ning, ¢ ..ivity and

health over the two-week period prior to the ¢ ain

This should include information on:

+ changes in feeding or sleeping patterns

+ changes in place of sleep

4+ changes in individuals responsib'> for . ling care to the baby

4 any social, family or health relatec. hanges in routine practices over the
past two weeks

4+ any illness, accident or . =r majo. =vent affecting other family members
in the past two wer'_.

A detailed (hour y-h. ) nar ative account of events within the 48 hours
prior to the infai. being juund dead

A dete o Hescriptic o of:

prec. =ly w . the baby was placed for sleep

durati = T sleeping period

positior at the end of the sleeping periods

any char ges in routine care or routine activity levels

any disruptions to normal patterns.

information on the activity and location of all significant members of the
household

information on alcohol intake and recreational drug use by members of

the household during this period.

+e+ e+

+

The final sleep

A very careful description of when and where the baby was placed to sleep,
including:

+ the nature of the surface

+ clothing

+ bedding

59




Sudden unexpected death in infancy

arrangement of bedding

precise sleeping position

who was sharing the surface on which baby was sleeping
(e.g. bed or sofa)

how often the baby was checked

when he or she was seen or heard

the times at which the baby awoke for feeds
whether feeds were given

whether they were taken well

who else was in the room at each stage

what were the activities of others in the room

were they awake

where, when and by whom was the baby found
what was the appearance of the baby when found
what was the position of the baby when found
where was the bedding

were there any covers over the baby

had the covers and the position of the covers | ov .
were there other objects in the cot or bed & 'iace + or < ose to the baby
(e.g. teddies, dolls, pillows)

4+ was the heating on

4+ what type of heating was there

+ were the windows and/C o’ s o, wn?

+ 4+ 4

TR R R SR R AR A A R R R R R AR

Action after baby was for .

A detailed narrative accc nt of e =nts that followed the discovery of the
baby collapsed or ar’ arei 'v der ., to include details of:

+ when, how and .« whom e emergency services were called

+ whow s *h the by at each stage

4+ was res. citat .. *erpted and if so by whom

+ were any < .ponses obtained from the baby

4+ how long « d it take for the emergency services to arrive?

Further specific questions

In addition to the information outlined above, information should be
collected on the parents’ perception of:

+ whether the baby was feeding as well as, or less well than, usual in the
past 24-48 hours

any vomiting

any respiratory difficulty, noisy breathing, in-drawing of the ribs,
wheezing or stridor

excessive sweating

unusual activity

unusual behaviour

level of alertness

+ +

+ 4+
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difficulty sleeping

difficulty waking the baby

passage of stool and urine (how often and how much)

were any healthcare professionals consulted within the past two weeks,
the past 48 hours or the past 24 hours

if so, who was contacted, what was the problem described to the
healthcare professionals and what advice was given

was the baby seen and assessed by any healthcare professional during the
past two weeks?

+ 4 e e

Whilst most of the medical and social history will be obtained during the
initial discussion with the parents in the A&E department, a very careful and
detailed account of the final 24-48 hours will almost & vays be considerably
supplemented by information collected at the time of ¥ initial home visit
and close examination of the circumstances of death

The home interview and visit to the place whe'c¢ u, »ba., .ed can be very
difficult, but may also be of great value in under -aring’ e sequence of events
leading to the death. Parents commonly finc *his. ~me ! terview, whilst stressful
and sometimes painful, very helnful — the fa * that the paediatrician is willing
to spend this time with them, helrng t ¢ wstand what has happened to
their baby may in itself be very impc “ant to the family and many questions
commonly arise out of L. = vt . oar. ularly in relation to the factors that
may have conlributed to th. death),

At the end of the int rview, i is cssential that the paediatrician spends some
time with the far 1y ¢ suring they know what will happen next, when they
will next be conu ted by uie paediatrician, when and where the post mortem
will tal = “are, ana ow they will be informed of the preliminary results.

Time will 1 be needed for the paediatrician to help the parents deal with the
very powe ‘ul emotions that are commonly brought out by this discussion. If
conducted < nsitively and with awareness of the parents’ needs, this interview
can have a therapeutic ‘debriefing’ value for the family — commonly allowing
them to talk about some of their feelings for the first time. Parents have
commonly reported that this home visit has been an extremely important and
very positive aspect of their care.
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Autopsy protocol for sudden unexpected deaths
in infancy

The role of the autopsy

To establish the cause of death and to address the issues related to the

circumstances of death:

+ whether the death is attributable to a natural disease process

4+ to consider the possibility of accidental death (trauma, poisoning,
scalding, drowning)

4+ to consider the possibility of asphyxia/airway obstruction

4+ to consider the possibility of non-accidental injury

+ to document the presence/absence of pathological prc esses z i to
contribute to the multidisciplinary clinicopatholr Sice ava. ' "Un of
the death.

Clinical information relevant to the autonsy
The pathologist should have available 2 coi. w2t nsive history and report on
the circumstances of death prior to star. e the pust-mortem examination.

Ideally, available information s, uld inci. He:

+ detailed history, includi=_ieta = of pregnancy, delivery, post-natal history,
ante-mortem history " nd prec'se Lircumstances of death including family
history {previous olit. = deatt , consanguinity, drug use, sleeping
arrangements)

event{ « 2= investi, ~tion report from paediatrician and/or police officers
if availe le

report o1 coroner’s officer

GP record.

reference tc the child protection register

reference to resuscitation procedures

results of examination by a consultant paediatrician

results of septic screen, if done in an A&E department

details of any other investigations sent from the A&E department, and
any results available so far. All results from such investigations should be
reviewed by the pathologist as well as by the SUDI paediatrician.

+

TEE L+

The autopsy procedure

+ If there is any suspicion of abuse contributing to the death, consider
requesting a joint post-mortem examination with a forensic pathologist.

+ Consider close adherence to the rules of evidence from the outset of
involvement {e.g. identification and corroboration of evidence).
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4+ Full autopsy (external and internal examination), with attention to:
weights, measurements, presence/absence of secretions or blood around
nose and mouth and petechial haemorrhages on face, conjunctivae or
oral mucosa (consider photography for documentation of dysmorphism
and/or evidential purposes).

4+ Any evidence of injury (a full skeletal survey reported by a paediatric
radiologist is mandatory in such cases).

+ Weights of all major organs.

4+ |f suspicious of intracranial injury, no needles should be placed within the
skull or the eye until the scalp, skull and intracranial contents have been
examined and injury excluded.

Specific significant organ systems
All organs to be systematically examined.

Organ retention

+ [f trauma to the brain/spinal cord is suspecte ™., o siac w7 dining these
organs; also consider retaining the eye for : seci st europathological
referral.

+ In general, if the clinical history and pathc ‘ogicar indings require any
particular organ to be retained far fui. ov. ssessment, this should be
discussed with the coroner’s office

4+ If the family has givei’ ~on"enu ar or, ns or tissues to be retained for
research purposes these . ould be “etained (with the agreement of the
coroner).

Minimum blocks’ ur i -tolog’ al examination

Five lobes ot . ng (Haw, and Perls" method for iron).

Hel . “ec wall ©left and right ventricle, interventricular septum).
Thyr us.

Pancr. v

Liver,

Spleen.

Lymph node.

Adrenal glands.

Kidneys.

Costo-chondral junction of a rib to include bone marrow sample,
Muscle.

Blocks of any lesion, including fractured ribs.

Brain: four to six blocks including cerebral hemisphere, brainstem,
cerebellum, meninges and spinal cord; dura if there is haemorrhage.

IR IR R O SRS SR s

(In cases with no clinical evidence or macroscopic autopsy findings explaining
death, itis strongly recommended that the brain is examined only after adequate
fixation, for one to two weeks).
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If any organ is to be retained for fixation and more extensive sampling, this
must be discussed with the coroner and the appropriate authority obtained.
This may necessitate a delay in the funeral arrangements to allow return of the
organ(s) to the body after fixation and sampling.

Other samples required {if not already taken in the A&E department)

+

+

+

+

Bacteriology (blood, cerebrospinal fluid, respiratory tract, any infective
lesion).

Virology (post-nasal swabs or nasopharyngeal aspirate, lung,
cerebrospinal fluid and faeces if indicated).

Consider agreeing protocols with local medical microbiology departments
to use modern DNA amplification techniques for organism recognition.
Biochemistry (urine, if present, for metabolic investigati «s or toxicology;
blood and bile spots on Guthrie card for acylcarnitines by ass
spectrometry if metabolic disease suspected or if fat st ins ot “ozen
sections are positive).

Frozen section — stained with Qil Red O for fat< . u, v ai. " uney,
skeletal and cardiac muscle (mandatory in all | 1ex .air d unexpected
infant deaths).

Consider toxicology (petipheral klood. whol. unpreserved in fluoride
bottle, urine, sample of liver, stomash cu o request an illicit drug/
alcohol screen, specify other drugs av ndicatea from the history).

Skin sample for fibroblas. ~ul'.ce.

Clinicopathological sump " ‘ant. =port fo the coroner

¢.
+

+

+

Summarise the clinicz historyana main pathological findings.

Consider whethe (e athole |y satisfactorily explains the clinical
circumstances 0. hie deau:,

Consit - hether 1 »re are features indicating a familial/ genetic disease
requiriri_ screr - and counselling of the family.

Consider ' cther there are features sufficient to suggest non-accidental
injury or n_zlect.

If a complei. and sufficient natural explanation of the death is identifiable
at the initial post-mortem examination, the coroner must be informed of
this and usually no inquest will be required.

If, during the initial post mortem, findings emerge that clearly identify
neglect or abuse as the most likely explanation for the death, the coroner
must be immediately informed and the police will become the lead
investigating agency. The provisions of normal criminal investigations will
be set in motion, including the requirements of the Police and Criminal
Fvidence Act 1984,

If, in the light of initial post-mortem findings (including careful
consideration of the circumstances of the death), there is no clear or
sufficient natural cause of death — whether or not there are some
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concerns about the possibility that abuse or neglect might have
contributed - the initial 'cause’ of death should be given to the coroner as
“unexplained pending further investigation”. In these circumstances, the
continued close cooperation of all agencies will be of great importance,
and the nature and content of any further investigations by the police or
social services department will be determined by the strategy discussion
immediately after the initial post-mortem results are available.

The use of the term “unascertained”, which carries implications that the
death may have been the result of neglect or abuse, should generally be
avoided,

The report must include details of any samples taken or kept and
instructions for their further retention or disposal, as authorised by the
coroner.

A full report, including the results of all further inve. “eations undertaken
(e.g. histology, microbiology, toxicology, radiole ¥. Virc gy,
histochemistry, biochemistry or metabolic screer. g of b .d or other
samples), should be prepared and made 7w e . coroner and to
the multi-professional local case discussi n r_eti'g, usually held 8-12
weeks after the death and chaired b the " JDI » sediatrician.

The pathologist should, if possible, atv nd anu take part in the multi-
professional local case discussion 1. ati, s,

65




1.1
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Appendix IV

The police response to infant death

This appendix is an abbreviated version of the confidential Association of
Chief Police Officers’ Infant Death Guidelines (2002) and the full guidelines
must be referred to during any investigation.

introduction

Child and baby deaths upset the normal sequence of events:+ hin the human
race. Healthy children are not meant to die, and when [ hey dc the trauma
caused to parents and family is great. Despite a huge reduc oninir ant deaths
in recent years (largely brought about by education < unp. 3ns .2 ew parents),
every year in England and Wales, several hundred hil“en’ vill die before they
reach one year of age. The vast majority of tI se ( ~athe secur as a result of
natural causes, such as disease, physi-al defects « accident. A small proportion
of so-called ‘cot deaths' are, howeves: cau. ' =liberately by viclence, by
maliciously administered substances  r by the careless use of drugs.
Investigating officers must be »w/ e tr tast »number of genuine unexplained
deaths decreases, the proportic. of all in. it deaths which could be attributed
to homicide is likely to ir.cuse; Hucation campaigns will not stop people
killing children. A persor is more likewy to die by homicide in the first year of
life than at any sub< .que “ age’ Apart from actual violence, an infant is not
only vulnerable to | =scription and controlled drugs but also to household
materials’ i« s salt, a. A even excess feeding of water. Unlike adults, children
are unlikely to gr .. = or even notice such administration.

Every child wi 1 dies deserves the right to have their sudden and unexplained
death fully investigated in order that a cause of death can be identified, and
homicide excluded. Apart from anything else, this will help to support the
grieving parents and relatives of the child. Itis also important to enable medical
services to understand the cause of death and, if necessary, create interventions
to prevent future deaths in children. The police have a key role in the
investigation of infant and child deaths, and their prime responsibility is to the
child, as well as siblings and any future children who may be born into the
family concerned.

Sometimes a child is found unexpectedly very ill at home and dies unnaturally

soon afterwards in hospital, Such cases should be investigated using these
guidelines,
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2.4

Sudden unexpected death in infancy

A determined cause of death cannot always be established. Pathologists or
coroners tend to classify such cases as cot deaths; Sudden Infant Death Syndrome
(SIDS); unascertained or undetermined. All these categories mean the same
thing that ne cause of death has been found.

There are a number of guiding principles that must underpin the work of all
relevant professionals dealing with a sudden unexplained child death. These
are listed below.

+ To maintain a sympathetic and sensitive approach to the family, regardless
of cause of the child's death. Police action needs to be a careful balance
between consideration for the bereaved family and recognising the
potential of a crime having been committed.

4 A coordinated and timely inter-agency response, pal icularly in respect of
information sharing.

+ To keep an open mind.

4+ To share information.

It is recommended that the principles of this chi ater"are dhered to for all child
deaths but it needs to be recognised that ti » oic r the .nild, the more likely it
will be that the death is suspicious becal ‘e the probability of death by
unascertained natural causes decrerses w4 e.

Who should attena suaw =n infant death?

If the police are the fi it profe sion.als to attend the scene then urgent medical
assistance should/ ¢ re uestec as the first priority. Police attendance should be
kept to the mit. wum. Scveral police officers arriving at the house can be
distres .. especiali, if they are uniformed officers in marked police cars.

A detectr » ficer of at least Inspector rank must immediately attend the scene
and take ¢ arge of the investigation, in all cases of sudden unexplained infant
deaths, whe ner or not there are any obvious suspicious circumstances. This is
the case if the child is still at the scene or if the child has been removed to
hospital.

As with all sudden deaths, when the body has not been removed from the
scene, a doctor must attend to certity death. When the circumstances are
obviously suspicious this must be a police surgeon. If at hospital, then the resident
doctor will certify death.

Good cooperation and liaison between police and paediatricians is very
important. The detection of child abuse is part of the standard training of
paediatricians, which should equip them to carry out a quasi-forensic external
examination and to arrange the relevant investigations such as a skeletal survey
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and tests for abnormal bruising. Assistance can be provided in the form of early
examination of the body, collating relevant information from medical records,
preparing reports for pathologists and convening a meeting among all medical
professionals involved with the family. It is recommended that the carers are
spoken to in the first instance by police, but it is likely that a paediatrician may
want to take a medical history at some stage.

The coroner's officer must be notified as soon as possible. As well as the usual
functions they perform, their experience in dealing with sudden deaths and
bereaved families will be invaluable in explaining to the parent/carer what will
happen to their child's body and why. If the coroner's officer asks to attend the
scene then this should be allowed without the necessity of further consultation,
They will also be able to liaise directly with the coroner, The vestigating officer
and the coroner's officer should continue to liaise closelv ‘roughout the
investigation.

The senior detective attending will be responsible for"_ui 2g vt er to request
the attendance of a scene-of-crime officer (SOCO  Ce i/ if items are to be
removed or photographs or a video are to be { kei see 5 ) their attendance
will be essential.

In some forces it may be considered a, ropriate for a family liaison officer
(FLO) to attend to assist the ave uga Mg o. “cers. The role of the FLO is dealt
with elsewhere in the Murder estigai. n Manual.

Further and su’ se 'uen! action by police

If it is ca . '=red nec sary to remove items from the house, do so with
consideratl 1 for. narents. Explain that it may help to find out the cause of
their child's” ‘e7.n. Betore returning the items, the parents must be asked if
they actually = ant them back.

If articles have been kept for a while, try to ensure they are presentable and
that any official labels or wrappings are removed before return. Return any
items as soon as possible after the coroner’s verdict or the conclusion of the
investigation. The term investigation will include any possible trial or appeal
process.

Consideration must be given to evidencing any factors of neglect which may
be apparent.

Details of death must be notified to the coroner. It may be appropriate for an

officer who has already built a rapport with the parent/carer to obtain details
on the appropriate form.
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6.5

6.6

6.7

6.8

6.9

6,10

6.11

Sudden unexpected death in infancy

Often the first notification to the police occurs when the child is already at
hospital. In such cases consideration should be given to designating scenes,
both at the hospital and at the location where the child was first discovered to
be unwell.

Often medical staff interview parents before the police arrive at hospital in an
effort to establish the circumstances surrounding the child's collapse.

If police are aware of the case before the child has been taken to a hospital,
then the child's body must be accompanied to the hospital for the purpose of
continuity of identification. It is recommended that the body should be taken
to a hospital casualty department rather than a mortuary, firstly to enable any
chance of resuscitation and secondly to make it easiera get an early expert
physical examination by a paediatrician. This should be doi - appropriately and
sensitively.

A physical external examination recorded by w, . " nh 20 daphs should be
undertaken by medical staff and police at the € rlier. pc'sible stage in order to
record any suspicious or unidentifiable mai s.

It is entirely natural for a parent/carar to . 211 0 hold or touch the dead child.
Providing this is done with a profes. anal (such as a police officer, nurse or
social worker), present, it hov L e allovs d in most cases, as it is highly unlikely
that forensic evidence will L lost. It . ~wever, the death has by this time been
considered suspicious, *SIC hould, where possible, be consulted before a
parent/carer is allowe | to hol< tr. child.

If the parents/cc rs wisii . accompany their child to the mortuary, then this
should - mally be cilitated, ensuring that they are accompanied by a police
officer, ‘amity =on officer, child protection officer or coroner’s officer as
appropri. e

Hospitals 0. 2n wish to supply bereaved parents with a lock of hair, or foot or
handprints. Police should only refuse these considerations if there is good reason
to believe it would jeopardise the investigation, and it is highly unlikely that this
would be the case.
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Sudden unexpected death in infancy

€.12

€.13

6.14

6.15

6.16

8.1

If there is any lack of agreement between medical staff and police about the
handling of the bady then the coroner's officer must be informed at once in
order that the coroner can decide on the appropriate course of action.

In all cases, the police should request a paediatric pathologist or a pathologist
with some paediatric expertise carries out a post mortem. A full skeletal survey
should be requested and this should be carried out and interpreted by a paediatric
radiologist, or radiologist with paediatric expertise, to ensure the best possible
result, It is important that the skeletal survey includes the whole body. The
investigating officer must give a full briefing to the pathologist(s), including
showing of the video and photographs of the scene, and to sharing of all
information gathered thus far.

Whether or not the post mortem reveals physical signs of ini. it is important
that extensive toxicological tests are cartied out.

In any case where the death is suspicious, a forens"C L. n. 00 must take
place and if the Home Office pathologist does not 1av' pa diatric experience,
they should be encouraged to work alongsi e « raedi' ric pathologist or
pathologist with paediatric experience to max. aise e opportunity for the
recovery and interpretation of evidenca

It is good practice for the U2 to . non = services of the National Crime
Faculty (NCF), who can provide  uptow telistof experts as well as knowledge
of the latest investigative + " niqe =

Conclusion

Whilst it is' oIt the —=stigation of infant deaths is of such a specialised nature
as to warrai ¥ .¢ inclusion of a separate chapter in the Murder Investigation
Manual, in ev: 'y case where the death is felt to be suspicious, the same thought
processes, vigo .r, expertise and professionalism, which are always applied to
adult homicides must also be employed. Children are citizens who have the
same rights as any other people to the protection offered by the criminal law as
well as the expert services of the police.

This appendix is an abbreviated version of the CONFIDENTIAL ACPO
Guidelines. It is essential that investigators refer to the entire guidance when
they encounter a case involving infant death.
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Appendix V

Membership of the Working Group

The Baroness Helena Kennedy QC Chair

Ms Joyce Epstein

Professor Peter Fleming

Mr John Fox

Dr Isabella Moore

Mr John Pollard

Professor R Anthony Risdon
Dr Darren Shickle

Dr John Sills

Mr Jon Stoddart

Mr Andrew Webb

Ms Charlotte Balazs
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L rham Constabulary
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L rough Council
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Appendix VI

List of stakeholders

The following organisations accepted an invitation to send a representative to
attend the Stakeholder Meeting on 7 April 2004 at The Royal College of
Pathologists, 2 Carlton House Terrace, London,

Also in attendance were the Presidents and other representatives of The Royal
College of Pathologists and The Royal College of Paediatrics and Child Health
and all members of the Working Group.

British Association for Community Child Health

British Paediatric Pathology Association

Child Protection, Metropolitan Police

Child Protection Nurse, South Wiltshire

Child Protection Unit, Department for Educatic 1 a Skill \England)

Consultant Community Paediatrician

Coroners' Officers Association

Crown Court Procedures Section, Crimir, ' Proceaure and Evidence Unit,
Crown Prosecution Servict

Family Law Bar Association

Foundation for the Study =7 ifar Deaths

HM Coroner Cheshire

HM Coroner Manch/ .cer “auth

HM Coroner Peter. :ough

National T ..ot for the Prevention of Cruelty to Children

North Wal : Hea  “uthority paediatrician

Paediatric A «i“_nt ana Emergency Department, Alder Hey Hospital

Paediatrics ar. Child Health, Department of Health (England)

Policy Advisory 3oard for Forensic Pathology, Home Office

Policy Officer, Child Health, Department of Health (England)

Science Policy Unit, Home Office

Scientific Development and Bioethics Division, Department of Health
(England)

Scottish Cot Death Trust

The Royal College of Pathologists” Lay Advisory Committee

Vulnerable Children's Unit, Department for Education and Skills (England)

72




The Royal College of Paediatrics and Child Health

The Royal College of Paediatrics and Child Health is the body charged with the
education and training of paediatricians in the UK. Founded in 1996 as the
successor organisation to the British Paediatric Association (BPA), it has 8C00
members across the world,

The College runs MRCPCH, the standard UK examination for entry to the
paediatric register, convenes working parties and standing committees to provide
the best available advice on clinical issues, and works to improve standards of
child health in the UK and overseas.

Address: 50 Hallam Street, London W1W 6DE
Telephone: 020 7307 5600

Email: enquiries@rcpch.ac.uk

Web: www.repch.ac.uk

The Royal College of Fatho.ozist's

The Royal College of P¢ hole s is a ' mfessional membership organisation
with charitable status, conc ned wi o all matters relating to the science and
practice of pathology. ' Coi 7e was founded in 1962 and received its Royal
Charter in 1970. Its t tal merbe,.nip is almost 8000, of which over 5700 are
from the United 7 .ng. am. [ts members work mostly in hospitals, universities
and industry.

The mc 1 spe'Hes of pathology that the College represents are clinical
biochem. :t,, cytopathology, forensic pathology, genetics, haematology,
histocom, atibility and immunogenetics, histopathaology, immunology,
microbiolog ., neuropathology, paediatric pathology, toxicology, transfusion
medicine, veterinary pathology and virology.

The cbjectives of the College are to advance the science and practice of
pathology, further public education in the field of pathology, promote research
in pathology and disseminate the results.

Address: 2 Carlton House Terrace, London SW1Y 5AF
Telephone: 020 7451 6700

Email: info@rcpath.org

Web: www.rcpath.ac.uk
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