A

mManx care

Management Process for Medical Staff for ALL Deaths in Children and Young People

Child Death Birth — up to 18 Years

SuUDIC -

Safety Team

in hospital
Serious Incident
RCA led by Patient

SUDIC - Any location.
Follow the SUDIC Protocol
Inform Police, Duty social
worker and Coroner.
Inform Safeguarding Team

A 4

Immediate Joint Agency Response and
initial discussions within 4 hours.
Medical staff complete Form A (child
death notification form) and send it to
CDRP@gov.im within 24 hours

A4

NOT considered SUDIC
Complete Form A and send it to
CDRP@gov.im within 24 hours

Death meeting criteria* for
perinatal death review.
Follow perinatal mortality
review process
MBRRACE-UK/PMRT
(Perinatal Mortality Review
Tool)
*https://www.npeu.ox.ac.uk/
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Lead Health Professional provides report
for coroner and pathologist

v

A4

pmrt/fags

\

Information sharing and planning
meeting within 72 hours.
All involved agencies and
professionals. Chaired by DDoc if

SUDIC Final Meeting — ASAP or within 2
weeks of final PM report

Send the minutes to coroner and CDOP
administrator

available / Follow the agenda.

Final Report

Expected Deaths

Consider if multi-agency
response is required.

Inform the safeguarding Team
Complete Expected Death
bereavement checklist.
Arrange initial information
sharing meeting and support
/debrief to team around the
child.

Support Family and offer others
affected (e.g. education).
Responsible Consultant is
expected to complete Form B.
8-12 weeks — Child Death
Review Meeting

CDOP send Form B (Death Reporting
Form) and relevant supporting Form to
Lead Consultant and other HCP’s
involved in the care of the child

Any out of
jurisdiction
death

l

Child Death Review Meeting — within 3 months or ASAP after final SUDIC meeting.

CDOP Merseyside will complete Form C (Final Analysis Form) — should be shared with the National Child

Mortality Database)
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Child Death Review Partnership Meeting




