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Unexpected Deaths in Infants and 
Children. 
Infectious disease can progress very rapidly in 
both infants and older children and is a common 
medical cause of sudden or unexpected death in 
children.  
A recurring theme arising from reviews of child 
deaths in Norfolk and Waveney is difficulty in 
the recognition of the sick child.  
A closer look at all deaths reviewed suggests 
that even those with a recognisable “medical” 
cause of death there were indications that some 
could have been prevented.  
When sick children arrive at primary care it is 
critical that they are appropriately screened and 
managed depending on the diagnosis made and 
if needed, referred to urgent care without delay.  
For health professionals to make the right 
diagnosis it is important to consider clinical 
signs, but these alone may not detect early 
indicators of severe illness in children and often 
parents may sense their child is unwell. In 
addition to and or in the absence of experience, 
they must be equipped with the right tools and 
training and ensuring parents have been heard.  
 
The Child Death Review Team have reviewed 
several cases where safety netting advice could 
have been a life saver.  

 

Safety -netting 
Safety-netting has become a widely used term 
to describe an array of activities both within the 
consultation and on system levels. Within the 
consultation safety-netting is considered best 
practice and often an expected clinical 
standard, particularly in primary and 
emergency care. The term was first coined by 
Roger Neighbour in 1987 as an in-consultation 
tool for managing clinical uncertainty. Safety-
netting advice has been defined as: 
“information shared with a patient or their 
carer, designed to help them to identify the 
need to seek further medical help if their 
condition fails to improve, changes, or if they 
have concerns about their health”. 
 
The Child Death Review Team have reviewed 
several cases where safety-netting advice 
could have been a life saver. 
 
We know that there are some practices where 
rapid access to same clinicians, if needed as a 
follow up, simply cannot be guaranteed. It is 
vital that parents receive clear information on 
how to seek help, including overnight and at 
weekends or bank holidays, if symptoms 
change or worsen or do not progress as 
expected.  

 

In addition to the safety netting and risk assessment tool, medical staff must learn to 

listen to parents who report their child is deteriorating, even if tests show no cause for alarm.  
 
Recent cases reviewed, evidenced the care of the children who deteriorated while in hospital and found 
that parents had been best placed to see any changes in their children, but are not always heard and often 
afraid to speak up. Too often parents worry “about ‘time-wasting’ with any repeated concerns” or that 
they won’t be listened to, but “it is imperative that parents feel welcomed and encouraged to speak up”.  
 
In conjunction with assessment tools and tests, Doctors, Nurses and other health professionals must work 
in partnership with the patient and the family.  

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 The Sepsis Six Tool 

Since 2015, the UK Sepsis Trust has collaborated with several organisations to produce operational 
Clinical tools for all ages (except specifically for neonates) across a wide range of healthcare settings. 
These tools were formally endorsed by the National Institute for Care Excellence (NICE). The screening 
tools have been updated to reflect the initial fluid resuscitation in children and young people under 16 
years of age as per NICE NG51 (updated 2022).  
The child death team have reviewed several recent deaths where there was a failure to manage sepsis 
according to international guidelines.  
There is freely available international guidance for the recognition and management of paediatric 
sepsis [Weiss S et al. Executive Summary: Surviving Sepsis Campaign International Guidelines for the 
Management of Septic Shock and Sepsis-Associated Organ Dysfunction in Children. Paediatric Critical 
Care Medicine: February 2020 - Volume 21 - Issue 2 - p 186-195]. UK NICE guideline 51 “Sepsis: 
recognition, diagnosis and early management” [www.nice.org.uk/guidance/ng51] is also freely 
available  
Because the screening tool was not used, opportunities to identify the red flags for sepsis were missed 
and the subsequent actions not instituted in a timely way. 
The NHS is in a fragile state after the pandemic… and staff absence is a fact of life within the NHS now. 
That’s partly because staff have left, it is partly because we have high caseloads, but it is also because 
staff are still off sick. 
 

 

*See page 3 for the sepsis tool* 

 

Disabled children are generally more vulnerable 
Several children reviewed in our cases had Downs syndrome, it is important to remember that the 
presence of a disability in itself is never sufficient to explain why a particular child has died. A disabled 
child may be at risk through associated complications, for example heart failure due to an untreatable 
heart defect or through disease progression 
 

 

 

 

 

 

 

 

 

 

 

 

Pneumococcal vaccine in complex children  
Learning from lives and deaths: children with a learning disability and autistic children (LeDeR). 
LeDeR reviews have recently identified several deaths from pneumonia in complex needs children.  
All children routinely receive the PCV 13 vaccine (protects against 13 strains of the pneumococcal bacterium). 
Those children with significant chronic conditions as defined in the green book should get PPV23 in addition 
when they are above the age of 2.  

Pneumococcal: the green book , chapter 25 – GOV.UK (www.gov.uk) 
 

https://gbr01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.gov.uk%2F&data=05%7C01%7Calison.church1%40nhs.net%7Cb2f63fc6611c4142311f08db0b8961a5%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638116456885879806%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=beqHirwzXX9k20HRuBr9FAIRF30hRFtVicC1o4KBM7E%3D&reserved=0


 

  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Spotting the sick child tool 
 
Spotting the Sick Child, developed by the 
Department for Health and Social Care 
and commissioned by Health Education 
England, and features an interactive tool 
to improve healthcare professionals’ skills 
in identifying children with serious illness 
and learning the basics of how to assess 
children of all ages using clinical footage 
and evidenced based materials. The 
resource is aimed at a range of colleagues 
including GPs, nurses and health visitors 
and was developed in response to anxiety 
over assessing children, as they need a 
different approach to adults. Spotting the 
Sick Child’s newly improved website now 
features additional resources including 
real life case studies and extensive video 
footage of real patients. 
 
 
The website, which is hosted by Health 
Education England eLearning for 
healthcare, also includes: 
 

• Symptoms: learn to assess seven 
common symptoms 

• My Waiting Room: test yourself 
on real patients at your own pace 

• My Learning: customise your own 
learning environment and track 
your progress 
 

Learners will receive a certificate once 
they complete the course, and the 
resource can be used as a teaching 
material for others. 
 
For more information and to access this 
resource, please visit: 
 https://spottingthesickchild.com/ 

 

In our next issues, we hope to cover the 

following topics: 

Health Passports- Julia Fothergill 

Anticipatory Grief- Anne-Marie 

 

NOTE: Please see next page 

for latest safety alert 

PRN00080-Interim-cl

inical-guidance-summary-for-case-management-for-prophylaxis-please-refer-to-community-conta.pdf
 

Figure 1: Updated Streptococcus 
guidance for all professionals- (interim 

clinical guidance summary for case 
management for prophylaxis Group A- 
streptococcus in Children)- click on the 

document to view. 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fspottingthesickchild.com%2F&data=05%7C01%7Calison.church1%40nhs.net%7Cb2f63fc6611c4142311f08db0b8961a5%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638116456885869855%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=WaaQfcSpRqEr4DqvA%2BP62GXfkKa00K2RUjYR5oYTlDQ%3D&reserved=0


 

 
  


