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2.2 RECOMMENDED SEQUENCE OF EVENTS FOR SUDIC PROCESS

Anywhere other than Hospital At Hospital
GP / Health Professional first N Ambulance called
on scene Control Centre inform Police

A 4

Ambulance Crew

o Attempt resuscitation A&E Resuscitation Team

¢ Observations in the home p» e Call: Consultant Paediatrician / A&E Consultant (or
e History nominated Senior Doctor)

¢ Update Police l

If declared dead at scene:

¢ Police arrange transport of body to Mortuary / A&E _

¢ Police consult with Coroner

¢ Police inform Hospital A&E that child is en-route to
hospital/mortuary and inform Children’s Services*

¢ Mortuary to inform SUDIC Consultant/Named
Nurse of all children under 18 years taken directly
to the Mortuary

¢ Hospital inform on call paediatrician for SUDIC

| }

Mortuary Viewing Inform professionals ¢ Check any safeguarding concerns
) . (local checklist) ¢ Inform Duty Social Worker
Famlly{maln cargr(s) * e Inform Safeguarding Team
acoorr)p? n;_? € ?tthag tlrfnes.by | ¢ SUDIC Case Discussion
appropriate Hea rofessiona Follow-up plan ) )
and/or Family Liaison Officer oy ?\lgminated . Sgﬂ:gesst hospital notes of child and
* Paediatrician, etc) ¢ Request all agency records

Post-mortem Pathologist
Briefing / Investigations

v

Coroner’s Report

* Local arrangements for informing the mortuary and bereavement care services will be put in place at this point.
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Pathway Following the Death of an Infant or Child under 18 years

| ohild Dasthin HospitaiCommuniy |
/ %

SUDDEN AND UNEXPECTED DEATH OF
INFANT OR CHILD (SUDIC)

EXPECTED DEATH

\2

Detailed paediatric history / examination and
investigations; Complete Pan-Cheshire SUDIC
documentation; If suspicious circumstances, joint
interview of carers with Police and / or Children’s
Social Care (CSC) advisable.

4

Detailed paediatric history/
examination / investigations and
documentation.

v

v

If not already notified, inform Police/Coroner/CSC/
DDCD/CDOP Nurse/CDOP coordinator/GP/HV/
Other Health professionals involved including other
health organisations using Form A - Notification of

Notify relevant professionals
including DDCD/CDOP
nurse/CDOP coordinator - Form A;
Discuss all deaths with Coroner.

Child Death.
v

Immediate discussion (by telephone or in person)
with Police/CSC regarding any suspicious
circumstances/safeguarding concerns and proceed
as appropriate. Attend to needs of other children
and family members; Decide on need for home visit
(usually within 24 hours), need for Serious Case
Review (SCR).

Discuss PM with parents/carers.
Arrange Bereavement support.
Inform re Child Death Review.
Give Information leaflet.

]
4

A4

Inform parents/carers regarding Coroner’s post
mortem and child death review process by CDOP;
Give info leaflet; Arrange Bereavement support.

v

Detailed Medical Report and
Form B to be completed by
Cons. Paed. and sent to relevant
professionals, incl. DDCD, CDOP
nurse, CDOP co-ordinator.

Detailed medical report and Form B to be completed
by Consultant Paediatrician and sent to
Coroner/DDCD/CDOP nurse/CDOP co-ordinator.

|

\Z

Initial multi-disciplinary meeting for information
sharing/planning and consider need for
safeguarding strategy (S47) meeting, convened by
police and minutes recorded; Decide time/need for
SCR/interim multi-disciplinary case discussion.

Local Child Death Review by
Health team to identify gaps and
lessons to be learnt.

Relevant minutes to be sent to
DDCD/CDOP nurse.

\/

Local Child Death Review by Health Team (with
Coroner’s Preliminary PM results, if available);
Further Police and CSC investigation.

v

Interim Multi-disciplinary Case discussion meeting
convened by DDCD/Cons. Paediatrician; Consider
need for SCR; Minutes to CDOP/Coroner; Ongoing
support to parents; Preliminary PM report and
proceedings to be shared with parents only if agreed
with Coroner and if no criminal proceeding.

Consultant Paediatrician to
discuss results of post mortem
findings/ investigation results /
care of siblings with parents.
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Final Multi-disciplinary Case discussion meeting convened by DDCD/Consultant
Paediatrician with final PM report to share cause of death and plan future care for family.

Consider need for Serious Case Review.
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