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Rapid Response to Sudden Unexpected Death in Infants (SUDI) for children under 2 years

This protocol is intended for unexpected deaths in children under two years. There is a separate protocol concerning children 2 – 18 years. ‘Unexpected death’ is defined as a death that was not anticipated as a significant possibility 24 hours before death or where there was a similarly unexpected collapse leading to or precipitating the events which led to death.

1. Management in A & E

a. Resuscitation should be initiated unless it is clear that the baby has been dead for some time. It is usual to discontinue resuscitation if the baby remains asystolic for 30 minutes despite resuscitation.

b. The duty consultant general paediatrician should be called urgently.

c. History: take in order to identify an important pathological process, notably, infection, congenital malformation, inborn errors of metabolism, abuse. 

d. Examination: thorough examination for evidence of these pathological processes. Use body maps to document any marks, including from cannulation. Keep all clothes, nappies etc in plastic bag for police.

e. Samples: (see Appendix A):

· Take samples preferably before the child has been declared dead. If the child has already been declared dead, permission from the coroner must be gained before taking samples. 

· Skin and muscle biopsies should be done in the following circumstances: 

i. if there is a reasonably high suspicion of a metabolic disorder (eg, parental consanguinity, family history of metabolic disorder or previous history of unexplained funny turns).

ii. if child abuse seems likely, in which case it may be important to have evidence to rule out metabolic disorder in order to prosecute beyond all reasonable doubt. 

iii. if it has been difficult to get blood for testing and a skin/ muscle biopsy is the only way to rule out metabolic disorders.

· The earlier these biopsies are done the better (see appendix B for details). 

· Hand and palm prints, locks of hair and other mementos should not be taken until sanctioned by police.  

f. Notify the following people:

· Coroner’s officer: (Add tel number) or, if unable to get through, bleep (add bleep number). The coroner will open an inquest.

· Local Police Child Protection Team: (add tel number) (during office hours); 020 7230 8666 (Scotland Yard reserve number for Mon-Fri 6pm-8am, weekends 4pm-8am) 
· Hospital social work team: (add tel number) (during office hours) or (add tel number) (out of hours)

· Chair of (Your) Child Death Overview Panel: (Add name and tel number)
· Single Point of Contact to log ‘unexpected death’ for Borough of Residence in (Which ever LSCB) (to be announced)

· General practitioner

· Health Visitor

· Named doctor for Safeguarding: (Add name and tel number)
· Outpatient department (if child is known to the Paediatric Department): (Add tel number)
· Child Health Records: contact (Add name and tel number)
· Director for Public Health: (Add name and tel number)
2.
Immediate safeguarding issues

A strategy discussion needs to be held, led by Paediatrics, with the Police and Social Services. Note the initial police response will usually be provided by borough-based uniformed officers. They will not be responsible for the investigation but will attend to assist until such time as Child Protection Officers arrive.   

Preferably the strategy discussion will be done face-to-face, but may be in the form of a three-way conversation on the telephone. A three-way conversation can be arranged by Switchboard (contact Peter McGee or Susan Ward in Switch between 9am to 5pm, otherwise contact BT). The outcome of this strategy discussion will determine the level of risk and urgency of home visit.

Police viewing of body and Interview with Parents/Carers. The Investigating police officer will need to see the infant’s body. They will make a note of any marks, injuries or other concerns that arise and will ask for medical explanations/interpretations. In London the police will be following Project Indigo guidelines and will be completing a questionnaire (Project Indigo Form 90) that will be forwarded to the Coroner.  It is best practice for the questioning of the parents at hospital to take place jointly between police and the Paediatrician. 

3.
Home visit

The home visit should be a joint police/ paediatric home visit, at the earliest possibility, ideally within two hours. It is preferable for the On-call Consultant Paediatrician to visit jointly with the Police. If this is not possible (for example, for staffing reasons during on call hours), another colleague can go. It can also be done with the health visitor or a community nurse later without the police. 

The purpose of the home visit is to identify other factors that may have a bearing on the child’s death and to assess risk factors to others. 

Information to be collected at the home visit (see Kennedy Report, 2004):

· Which room did the baby sleep in?

· Where did the baby have their final sleep (eg. cot, bed)?

· Covers and bedding used for the baby

· Clothing worn by the baby

· Type of heating in the home and the ambient temperature 

· Windows and doors in relation to the baby- were they open or shut?
· General observations about the home, particularly evidence of neglect, drugs, alcohol.
4.
Establishing and conveying the cause of death

The consultant should prepare a report within 24 hours containing information from A+E and from home visit (if done) for the pathologist (GOS 020 7829 8663). They should find out when the post-mortem results will be available from the pathologist or the coroner’s officer.

The consultant should arrange to meet with the parents a few days after the post mortem has been performed to provide the preliminary results. They should provide parents with information about support groups:

· Foundation for the Study of Infant Deaths (FSID): 0870 787 0554,  www.sids.org.uk/fsid
· Child Death Helpline:
0800 282986

· Cruse: Bereavement Support and Advice: 0870 167 1677

· Annette Mendelsohn, Child Psychotherapist, can provide support for the family. She can be contacted via the Child and Adolescent Mental Health Service at the Royal Free Hospital on 020 7830 2931

The consultant should collate information from the GP, social services and the final post-mortem result and arrange to meet the parents again with these results. This meeting could either be at the parents’ home or in the hospital.

The initial and final report should also be sent to the Chair of the Camden Child Death Overview Panel. 

5. Other safeguarding issues

a. Further ongoing strategy discussions
· Immediately after the Home Visit- led by Social Services with Paediatrics and the Police. This could take place the following day.

· After the post mortem. 

b. Medical examination of other children in the family should be considered. This should be organised by the consultant in charge.
c. If a child has an acute life threatening event that is unexpected, is transferred to PICU and is thought likely to die, it is important to inform Social Services about that child.
APPENDIX A: Specimens to be taken in A & E after SUDI

· If possible take specimens before child declared dead.

· Ensure you have the permission of the coroner (020 7387 4884) to take samples if child declared dead.
· Blood samples can be taken from a venous or arterial site. A larger gauge needle may be necessary.
· The femoral vein can be used for sampling blood. Cardiac puncture should be avoided if possible as this may damage intrathoracic structures and make post-mortem findings difficult to interpret. 
· Record the site from which all samples were taken.

· Document all samples taken, label and record in the notes that you took the blood yourself and despatched to the laboratory. 

· Please ensure that both the coroner’s officer and pathologist are aware of specimens taken in A&E.  It is the duty of the Coroner’s officer to obtain the results of these investigations and pass them on to the pathologist.

	SAMPLE


	TEST
	HANDLING
	SEND TO

	Blood 


	Toxicology
	Plain clotted tube,1-2 ml. Spin, store serum at -20oC  
	Clinical chemistry

	Blood 
	Culture and sensitivity
	Aerobic and anaerobic culture bottles, 1 ml each.
	Microbiology

	Blood 
	Chromosomes

(if dysmorphic)
	Orange lithium heparin bottle,1-2 ml.
	Cytogenetics at GOS via our lab

	Blood
	Inherited metabolic disease
	4 spots on Guthrie card (available from the neonatal unit; put in the usual waxed envelope, not in plastic bag).
	Clinical Chemistry

	Cerebrospinal fluid (CSF) 
	Microscopy, culture and sensitivity
	Normal CSF sample bottles: a few drops.
	Microbiology

	Nasopharyngeal aspirate (NPA)
	Viral Cultures, immuno-fluorescence and DNA amplification techniques
	Normal NPA swabs
	Virology

	Nasopharyngeal aspirate (NPA)
	Culture and sensitivity
	Normal NPA swabs
	Microbiology

	Swab any lesions; also Throat swab 
	Culture and sensitivity 
	Normal swabs 
	Microbiology

	Urine (if available from SPA)
	Toxicology


	Plain bottle; spin, store supernatant at -20oC.
	Clinical chemistry

	Urine (if available from SPA)
	Organic Acids

Amino Acids
	Plain bottle; spin, store supernatant at -20oC.
	Clinical chemistry

	Muscle biopsy 
	Enzymology and histology
	See Appendix B
	Clinical Chemistry at GOS via our lab

	Skin Biopsy 
	Enzymology
	See Appendix B
	Clinical Chemistry at GOS via our lab


APPENDIX B: Muscle and Skin Biopsy

These tests should be done, if possible, within two hours of death. They look for inborn errors of metabolism. The request form for the tests should explain that the child died from SUDI and we are looking for an inborn error of metabolism. Inform the lab in advance that you will be doing these tests. Explain that they should send the samples on to the Duty Biochemist, 5th Floor Camelia Botnar Laboratories, Great Ormond Street Hospital.

Muscle Biopsy  
Two pieces of muscles are required, a large piece (about 200mg) for enzymology which needs to be ‘snap’ frozen at -700C and a smaller piece (about 20mg) for histology which needs to be placed in skin biopsy culture medium and kept at -40C. In practice, take both pieces wrapped in saline-soaked gauze immediately to the lab and they will store and freeze as appropriate. 

· Make an incision of 3-4cm over the muscle (usually vastus lateralis)  

· Incise the fascia to expose the muscle.  

· Isolate and remove a cylinder of muscle approximately 2.0 x 0.5 cm long.  The biopsy should come from the body of the muscle and not contain any fascia.

· Close the fascia with sutures and the skin with steri-strips.

· Divide piece of muscle into a large piece and a smaller one. Wrap both in saline-soaked gauze and take immediately to the lab.

Skin Biopsy

If an inborn error is suspected the precise enzyme defect can often be confirmed with enzyme studies in cultured skin fibroblasts.

· Take an ellipse of skin from the muscle biopsy incision site.

· Place in skin biopsy culture medium and store at -4oC.

Based on  the protocol for muscle and skin biopsy,  Metabolic Department, Great Ormond Street Hospital, February 2007.

Ben Lloyd, Helen Swarbrick and Nicole Horwitz , May 2007.

SUDI Checklist

To be completed by the consultant in charge of case
Please print off or photocopy and insert in the child’s case notes

Name of child:

Hospital number:

Address:  

	Action
	Date and time when done
	Name of person completing action
	Notes

	Call consultant


	
	
	

	Notify coroner


	
	
	

	Notify police child protection team
	
	
	

	Notify hospital social work team
	
	
	

	Notify Chair of Child Death Over view Panel
	
	
	

	Notify Single Point of Contact for logging ‘unexpected death’
	
	
	

	Notify GP


	
	
	

	Notify Health Visitor


	
	
	

	Notify named doctor for Safeguarding
	
	
	

	Notify Outpatient Department (if child known to Paediatric Department)
	
	
	

	Notify Child Health Records


	
	
	

	Notify Public Health


	
	
	

	Home visit


	
	
	

	Prepare report for pathologist


	
	
	

	Visit parents after preliminary result


	
	
	

	Visit parents with final result


	
	
	

	Information about support groups given to parents
	
	
	


