
Guidelines for Interacting with Families
(highlighted areas indicate professionals involved)
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N
o 

tw
o 

in
di

vi
du

al
s g

rie
ve

 a
lik

e. 
Se

ns
iti

vi
ty

 an
d 

re
sp

ec
t f

or
 cu

ltu
ra

l, 
re

lig
io

us
, a

nd
 

in
di

vi
du

al
 p

re
fe

re
nc

es
 s

ho
ul

d 
be

 p
ur

su
ed

 a
nd

 a
cc

om
m

od
at

ed
 to

 th
e 

ex
te

nt
 th

at
 

th
e 

in
ve

st
ig

at
io

n 
al

lo
w

s (
1-

13
).

X
X

�
e 

he
al

th
ca

re
 te

am
 p

ro
vi

de
s 

pe
rs

on
al

, c
om

pa
ss

io
na

te
, a

nd
 in

di
vi

du
al

iz
ed

 s
up

-
po

rt
 to

 fa
m

ili
es

 w
hi

le
 re

sp
ec

tin
g 

so
ci

al
, s

pi
rit

ua
l, 

an
d 

cu
ltu

ra
l d

iv
er

sit
y 

(1
-9

, 1
1-

13
). 

X
X

Re
fe

r t
o 

th
e 

ch
ild

 b
y 

th
ei

r n
am

e 
(6

, 1
0,

 1
1)

.
X

X

Ex
te

nd
 co

nd
ol

en
ce

s (
14

).
X

X

Ex
pl

ai
n 

yo
ur

 r
ol

e 
an

d 
th

at
 y

ou
r 

go
al

 is
 to

 h
el

p 
in

 th
is 

tr
ag

ic
 s

itu
at

io
n.

 P
ro

vi
de

 
co

nt
ac

t i
nf

or
m

at
io

n 
in

 w
rit

in
g.

 E
xp

la
in

 th
e 

po
lic

ie
s i

n 
th

e 
lo

ca
l j

ur
isd

ic
tio

n 
th

at
 

ju
st

ify
 y

ou
r r

ol
e. 

Ex
pl

ai
n 

th
at

 th
is 

ro
le

 is
 m

an
da

to
ry

 fo
r a

ll 
ch

ild
 d

ea
th

s a
nd

 th
at

 
qu

es
tio

ns
 a

nd
 p

ro
ce

du
re

s 
ar

e 
no

t m
ea

nt
 to

 b
e 

ac
cu

sa
to

ry
 b

ut
 r

at
he

r 
to

 a
ss

ist
 in

 
de

te
rm

in
in

g 
ho

w
 a

nd
 w

hy
 th

e 
ch

ild
 d

ie
d 

(1
0,

 1
1,

 1
4-

16
).

X
X

Pr
ov

id
e 

in
fo

rm
at

io
n 

in
 m

ul
tip

le
 fo

rm
at

s (
i.e

., 
ve

rb
al

ly,
 b

ro
ch

ur
e, 

an
d 

w
eb

sit
e)

 o
n 

th
e 

ba
sic

 d
ea

th
 in

ve
st

ig
at

io
n 

pr
oc

es
s, 

in
cl

ud
in

g 
w

hy
 it

 is
 n

ec
es

sa
ry

 a
nd

 re
qu

ire
d.

  
Ke

ep
 th

e 
la

ng
ua

ge
 a

s 
sim

pl
e 

as
 p

os
sib

le
.  

A
nt

ic
ip

at
e 

qu
es

tio
ns

 in
 a

dv
an

ce
.  

 If
 a

 
sig

ni
�c

an
t s

eg
m

en
t o

f y
ou

r p
op

ul
at

io
n 

is 
no

n-
En

gl
ish

 sp
ea

ki
ng

, o
�e

rin
g 

sim
ila

r 
br

oc
hu

re
s i

n 
co

m
m

on
ly

 sp
ok

en
 la

ng
ua

ge
s f

or
 y

ou
r a

re
a 

is 
ap

pr
op

ria
te

.  
A

cc
es

s t
o 

no
n-

fa
m

ily
 tr

an
sla

to
rs

, i
nc

lu
di

ng
 si

gn
 la

ng
ua

ge
 fo

r d
ea

f f
am

ili
es

, s
ho

ul
d 

be
 av

ai
l-

ab
le

 (1
-1

3,
 1

7-
19

).

X
X

Pr
ov

id
e 

ne
xt

 o
f k

in
 w

ith
 re

as
on

ab
le

 e
xp

ec
ta

tio
ns

. C
on

ve
y 

w
ha

t i
s k

no
w

n 
an

d 
no

t 
kn

ow
n,

 in
cl

ud
in

g 
tim

e 
fr

am
es

 (
if 

kn
ow

n)
, w

ha
t m

ay
 o

cc
ur

, h
ow

 th
ey

 w
ill

 �
nd

 
ou

t t
he

 c
au

se
 o

f d
ea

th
, a

nd
 w

ho
 th

ey
 c

an
 c

on
ta

ct
 if

 th
ey

 h
av

e 
qu

es
tio

ns
 (

6,
 1

0,
 

11
, 1

7-
19

).
X

X

Pr
ov

id
e 

in
fo

rm
at

io
n 

on
 r

es
ou

rc
es

 a
va

ila
bl

e 
to

 th
e 

ne
xt

 o
f k

in
 to

 a
ss

ist
 th

em
 in

 
th

ei
r 

gr
ie

f e
ar

ly
 in

 in
ve

st
ig

at
io

n.
 P

ro
vi

de
 c

ar
e 

fo
r 

th
e 

be
re

av
ed

 m
em

be
rs

 o
f t

he
 

pa
tie

nt
’s 

fa
m

ily
 th

at
 m

ay
 in

cl
ud

e 
in

fo
rm

at
io

n 
an

d 
ar

ra
ng

em
en

ts
 fo

r b
er

ea
ve

m
en

t 
ca

re
 se

rv
ic

es
, a

nd
 fo

llo
w

-u
p 

w
ith

 fa
m

ily
 to

 a
dd

re
ss

 a
ny

 c
on

ce
rn

s o
r q

ue
st

io
ns

 (1
-

3,
 6

, 1
1-

13
, 2

0)
.

X
X

Pr
ov

id
e 

in
fo

rm
at

io
n 

on
 c

ho
os

in
g 

a 
fu

ne
ra

l h
om

e, 
bu

ria
l o

pt
io

ns
, a

nd
 �

na
nc

ia
l 

as
sis

ta
nc

e 
if 

ap
pr

op
ria

te
. P

ro
vi

de
 w

rit
te

n 
re

so
ur

ce
s 

fo
r 

be
re

av
em

en
t, 

bu
ria

l s
er

-
vi

ce
s a

nd
 a

ss
ist

an
ce

, a
s w

el
l a

s a
ny

 lo
ca

l s
up

po
rt

 s
er

vi
ce

s a
va

ila
bl

e 
a�

er
 d

ea
th

 o
f 

an
 in

fa
nt

/c
hi

ld
. R

ec
og

ni
ze

 th
at

 if
 th

e 
fa

m
ily

 d
oe

s 
no

t h
av

e 
a 

m
ed

ic
al

 h
om

e, 
th

e 
em

er
ge

nc
y 

de
pa

rt
m

en
t m

ay
 n

ee
d 

to
 a

ss
um

e 
th

e 
ro

le
 o

f a
ss

es
sm

en
t a

nd
 re

fe
rr

al
s 

fo
r o

ng
oi

ng
 n

ee
ds

.

X
X

M
ai

nt
ai

n 
an

 u
nb

ia
se

d,
 n

on
ac

cu
sa

to
ry

 s
en

sit
iv

e 
ap

pr
oa

ch
 to

 p
ar

en
ts

 d
ur

in
g 

th
e 

in
ve

st
ig

at
io

n.
 I

rr
es

pe
ct

iv
e 

of
 w

he
th

er
 th

er
e 

ar
e 

co
nc

er
ns

 a
bo

ut
 c

rim
in

al
 in

te
nt

, 
th

er
e s

ho
ul

d 
be

 a 
re

sp
ec

t f
or

 p
riv

ac
y, 

di
gn

ity
, a

nd
 co

m
fo

rt
 fo

r f
am

ili
es

 o
f d

ec
ea

se
d 

in
fa

nt
s a

nd
 ch

ild
re

n.
X

X
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Best Practices and Applicable Guidelines
EMS

LE
MDI

ED
PC

CPS
FH

OPO
PH

OB/ 
GYN

Genetics
72h

After 
72h

D
o not speculate on the cause of death. �

is biases the investigation and can un-
derm

ine the m
edical exam

iner/coroner’s relationship w
ith the fam

ily once the 
�nal cause of death is determ

ined.
X

X

O
bserve the surroundings of the scene w

here the infant/child w
as found unre-

sponsive and com
m

unicate �ndings to investigators. (See C
hapter 4 for m

ore 
inform

ation).
X

Explain parental rights a�er sudden child death.
X

X

Ensure safety of other children in the hom
e w

hile avoiding adding additional 
traum

a to the event. D
edicate an o�

cer, chaplain, or victim
 advocate to sit and 

play w
ith surviving children aw

ay from
 the active investigation and out of sight 

of their deceased sibling.
X

If desired by fam
ilies, allow

 fam
ilies to observe resuscitative e�orts and w

hen dis-
continued, explain rationale in clear and sim

ple term
s. H

ave a single sta� m
em

ber 
available to be present w

ith fam
ily m

em
bers during resuscitation to answ

er ques-
tions and provide support (6, 21).

X

W
hen perm

issible to m
edical death investigators: allow

 the next of kin, w
hen they 

desire it, to be w
ith the child’s body for even a short tim

e, w
ith supervision, for 

goodbye rituals that contribute to a healthy grieving process. Fam
ilies should be 

aw
are and counseled on the need/rationale for investigation protocols (6, 10, 11, 

22, 22-24).

X

�
e health care team

 clari�es w
ith the fam

ily the child’s m
edical hom

e and 
prom

ptly noti�es the child’s prim
ary care provider and appropriate subspecialty 

providers of the death and, as appropriate, coordinates w
ith the m

edical hom
e 

and prim
ary care provider in follow

-up of any postm
ortem

 exam
ination  (4, 6, 

9, 11, 15).

X

Identi�cation and noti�cation of m
edical exam

iner/coroner regarding all deaths, 
as directed by applicable law. Routinely o�er postm

ortem
 autopsy to fam

ilies for 
all nonm

edical exam
iner/coroner cases (6, 11).

X

�
e ED

 health care team
 uses a patient-centered, fam

ily-focused, and team
-ori-

ented approach w
hen a child dies in the prehospital or ED

 setting (6, 11, 14, 25, 
26).

X
X

O
�er to contact additional fam

ily m
em

bers to be present w
ith fam

ily for support.
X

H
ospitals and M

D
I agencies should establish a single point of contact – for ex-

am
ple, a “D

ecedent A
�airs O

�
cer” or, w

here resources allow, an “O
�

ce of D
ece-

dent A
�airs” – to coordinate com

m
unication betw

een hospital personnel w
ith an 

interest in the case (attending physicians, hospital pathologists, hospital quality 
com

m
ittees, risk m

anagers, etc.) and the m
edical exam

iner. �
e sam

e point of 
contact should coordinate com

m
unication betw

een hospital personnel and next 
of kin. �

e hospital’s point of contact should be identi�ed in all com
m

unications 
sent to the m

edical exam
iner and next of kin (25, 27, 27-29).

X
X
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EM
S 

pe
rs

on
ne

l, 
at

te
nd

in
g 

ph
ys

ic
ia

ns
, a

nd
 o

th
er

 h
os

pi
ta

l p
er

so
nn

el
 w

ith
 k

no
w

l-
ed

ge
 o

f t
he

 c
irc

um
st

an
ce

s s
ur

ro
un

di
ng

 th
e 

de
at

h 
sh

ou
ld

 m
ak

e 
re

as
on

ab
le

 e
�o

rt
s 

to
 m

ak
e 

th
em

se
lv

es
 a

va
ila

bl
e 

to
 th

e 
m

ed
ic

al
 e

xa
m

in
er

 fo
r c

on
su

lta
tio

n 
th

ro
ug

h-
ou

t t
he

 in
ve

st
ig

at
io

n.
 �

e 
re

fe
rr

in
g 

ho
sp

ita
l s

ho
ul

d 
ex

pe
di

tio
us

ly
 fu

l�
ll 

re
qu

es
ts

 
fr

om
 th

e m
ed

ic
al

 ex
am

in
er

 fo
r m

ed
ic

al
 re

co
rd

s, 
sp

ec
im

en
s, 

et
c.,

 th
at

 m
ay

 b
e n

ec
-

es
sa

ry
 in

 d
et

er
m

in
in

g 
th

e 
ca

us
e 

an
d 

m
an

ne
r o

f d
ea

th
 (2

5)
.

X
X

�
e 

ho
sp

ita
l s

ho
ul

d 
m

ak
e 

th
e 

co
nd

uc
t o

f a
n 

au
to

ps
y 

a 
pr

io
rit

y 
w

he
n 

an
 u

ne
x-

pl
ai

ne
d 

or
 u

ne
xp

ec
te

d 
de

at
h 

is 
no

t 
in

ve
st

ig
at

ed
 b

y 
th

e 
m

ed
ic

al
 e

xa
m

in
er

. �
e 

ho
sp

ita
l s

ho
ul

d 
co

nv
ey

 to
 n

ex
t o

f k
in

 th
e 

va
lu

e 
of

 a
n 

au
to

ps
y, 

em
ph

as
iz

in
g 

th
e 

po
te

nt
ia

l b
en

e�
ts

 to
 th

e 
fa

m
ily

 o
f t

he
 d

ec
ea

se
d,

 s
uc

h 
as

 d
isc

ov
er

in
g 

he
re

di
ta

ry
 

ill
ne

ss
, a

nd
 th

e 
im

po
rt

an
t c

on
tr

ib
ut

io
ns

 o
f p

os
tm

or
te

m
 e

xa
m

in
at

io
ns

 to
 h

os
pi

ta
l 

qu
al

ity
 a

ss
ur

an
ce

, m
ed

ic
al

 e
du

ca
tio

n 
an

d 
m

ed
ic

al
 re

se
ar

ch
 (2

5)
.

X

W
he

n 
th

e 
m

ed
ic

al
 e

xa
m

in
er

 d
ec

lin
es

 ju
ris

di
ct

io
n,

 a
nd

 t
he

 h
os

pi
ta

l d
ec

lin
es

 to
 

co
nd

uc
t a

n 
au

to
ps

y, 
th

e 
ho

sp
ita

l s
ho

ul
d 

pr
ov

id
e 

in
fo

rm
at

io
n 

to
 n

ex
t o

f k
in

 r
e-

ga
rd

in
g 

op
tio

ns
 fo

r o
bt

ai
ni

ng
 a

n 
au

to
ps

y 
el

se
w

he
re

 (2
5)

.
X

M
D

I s
ta

� 
w

ho
 h

av
e t

he
 p

ot
en

tia
l t

o 
in

te
ra

ct
 w

ith
 n

ex
t o

f k
in

 sh
ou

ld
 re

ce
iv

e t
ra

in
-

in
g 

ap
pr

op
ria

te
 to

 th
ei

r d
ut

ie
s. 

�
is 

tr
ai

ni
ng

 sh
ou

ld
 in

cl
ud

e 
bu

t n
ot

 b
e 

lim
ite

d 
to

: 
de

at
h 

no
ti�

ca
tio

n,
 in

te
ra

ct
in

g 
w

ith
 p

eo
pl

e 
in

 c
ris

is 
an

d 
tr

au
m

a,
 g

rie
f e

du
ca

tio
n,

 
an

d 
th

e 
m

an
ag

em
en

t a
nd

 re
tu

rn
 o

f p
er

so
na

l e
�e

ct
s (

6,
 1

0,
 1

1)
.

X
X

C
oo

rd
in

at
e i

nt
er

vi
ew

s w
ith

 M
D

I i
n 

sa
fe

 h
om

e e
nv

iro
nm

en
t o

r o
th

er
 n

eu
tr

al
 en

vi
-

ro
nm

en
t. 

If 
pa

re
nt

s a
re

 se
pa

ra
te

d 
fo

r i
nt

er
vi

ew
s, 

th
is 

w
ill

 li
ke

ly
 in

cr
ea

se
 st

re
ss

 an
d 

an
ge

r, 
im

pa
ct

in
g 

th
e 

su
cc

es
s o

f a
 th

or
ou

gh
 in

te
rv

ie
w.

 E
xp

la
in

 to
 p

ar
en

ts
 w

hy
 th

is 
is 

oc
cu

rr
in

g 
an

d 
if 

st
an

da
rd

 fo
r a

ll 
ch

ild
 d

ea
th

 in
ve

st
ig

at
io

ns
. �

is 
w

ill
 al

le
vi

at
e a

n 
ac

cu
sa

to
ry

 to
ne

. W
he

n 
po

ss
ib

le
, d

o 
no

t s
ep

ar
at

e 
pa

re
nt

s f
ro

m
 d

ec
ea

se
d 

ch
ild

 fo
r 

pu
rp

os
e 

of
 in

te
rv

ie
w

s.

X

M
D

I p
ro

vi
de

s 
in

fo
rm

at
io

n 
ab

ou
t t

he
 d

ea
th

 in
ve

st
ig

at
io

n 
pr

oc
es

s 
to

 n
ex

t o
f k

in
, 

th
e 

re
fe

rr
in

g 
ho

sp
ita

l a
nd

 o
th

er
 p

ar
tie

s w
ith

 a
 le

ga
lly

-d
e�

ne
d 

in
te

re
st

 in
 th

e 
ca

se
. 

�
is 

ve
rb

al
 a

nd
 w

rit
te

n 
in

fo
rm

at
io

n,
 sh

ou
ld

 in
cl

ud
e, 

at
 a

 m
in

im
um

, a
n 

ov
er

vi
ew

 
of

 th
e 

de
at

h 
in

ve
st

ig
at

io
n 

pr
oc

es
s, 

an
 e

st
im

at
e 

of
 th

e 
tim

e 
fr

am
e 

w
ith

in
 w

hi
ch

 
pr

el
im

in
ar

y 
an

d 
�n

al
 a

ut
op

sy
 re

su
lts

 w
ill

 b
e 

av
ai

la
bl

e, 
an

y 
rig

ht
s t

he
 p

ar
tie

s m
ay

 
ha

ve
 to

 a
cc

es
s 

m
ed

ic
al

 e
xa

m
in

er
 re

po
rt

s 
an

d 
re

la
te

d 
re

co
rd

s, 
an

d 
th

e 
pr

oc
es

s 
to

 
re

qu
es

t s
uc

h 
re

po
rt

s a
nd

 re
co

rd
s.

X
X

Pr
ov

id
e 

in
fo

rm
at

io
n 

an
d 

re
as

su
ra

nc
e 

in
 h

ow
 th

e 
in

ve
st

ig
at

io
n 

pr
oc

es
s 

w
ill

/w
ill

 
no

t i
m

pe
de

 th
e 

fa
m

ily
’s 

ab
ili

ty
 to

 p
la

n 
fu

ne
ra

l/o
pe

n 
ca

sk
et

/b
ur

ia
l/c

re
m

at
io

n,
 e

tc
. 

Pr
ov

id
e 

in
fo

rm
at

io
n 

on
 ch

oo
sin

g 
a 

fu
ne

ra
l h

om
e 

an
d 

bu
ria

l o
pt

io
ns

.
X

�
e m

ed
ic

al
 ex

am
in

er
’s 

de
ci

sio
n 

to
 ac

ce
pt

 o
r d

ec
lin

e j
ur

isd
ic

tio
n 

of
 a 

ca
se

 re
fe

rr
ed

 
fo

r r
ev

ie
w

 sh
ou

ld
 b

e 
co

m
m

un
ic

at
ed

 to
 th

e 
re

fe
rr

in
g 

ho
sp

ita
l w

ith
in

 a
 re

as
on

ab
le

 
tim

e 
fr

am
e 

(6
, 1

1)
.

X
X
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Best Practices and Applicable Guidelines
EMS

LE
MDI

ED
PC

CPS
FH

OPO
PH

OB/ 
GYN

Genetics
72h

After 
72h

M
D

I should establish a single point of contact, w
hich could be accom

plished by 
m

aintaining a central telephone num
ber, to coordinate com

m
unication betw

een 
M

D
I and parties w

ith an interest in the case (next of kin, the referring hospital, 
etc.). State and local governm

ents should provide adequate funding to facilitate ef-
fective com

m
unication betw

een the m
edical exam

iner and parties w
ith an interest 

in the case (6, 10, 11, 25, 26).

X
X

W
ith M

D
I approval before or at autopsy: o�er to provide m

em
orial keepsakes 

(photos, lock of hair, hand prints, foot prints, etc.) or o�er keepsake collection at 
funeral hom

e if post autopsy and release from
 M

D
I (10, 23).

X

U
nless the case is the subject of an ongoing crim

inal investigation and release of 
inform

ation w
ould com

prom
ise the investigation or the prosecution of a crim

inal 
case, the m

edical exam
iner should, upon request, share prelim

inary autopsy �nd-
ings w

ith next of kin, the referring hospital, and other parties w
ith a legally-de-

�ned interest in the case. Final autopsy results should be shared prom
ptly w

ith 
requesting parties w

hen they becom
e available (6, 11).

X

Prepare next of kin for the condition of the rem
ains (6, 10, 11).

X

Ensure that fam
ilies understand their rights to access the �nal autopsy report, that 

they understand how
 to obtain the autopsy report, and that the reports are provid-

ed in the m
ost m

eaningful and com
passionate m

anner (6, 10, 11).
X

X

Inform
 next of kin regarding issues related to public inform

ation and the m
edia 

(6, 10, 11).
X

X

Ensure that fam
ilies receive personal e�ects in a sensitive and tim

ely m
anner (6, 

10, 11).
X

X

Recognize and respect the fam
ily’s right and need to understand how

 and w
hy 

their loved one died. �
e w

orst new
s can be delivered w

ith sensitivity and com
-

passion. �
e m

ethod of com
m

unicating the �nal cause of death to the next of 
kin should be m

entioned early on in the investigation. If the next of kin have a 
preference for a speci�c m

ethod (i.e., scheduled call vs. unanticipated call, letter, 
or m

eeting etc.), considerations should be given to attem
pt to com

ply w
ith their 

w
ishes (6, 10, 11, 23, 25, 30).

X
X

�
e m

edical exam
iner should m

ake him
self or herself available to participate in 

a post-autopsy conference w
ith the next of kin and other parties of the next of 

kin’s choosing, such as the deceased’s attending and/or personal physician(s). �
e 

m
edical exam

iner should also m
ake a reasonable e�ort to m

ake him
self or herself 

available to hospital personnel to discuss the �nal autopsy report  (6, 10, 11, 23, 
25, 30).

X

U
pon request, the m

edical exam
iner should provide inform

ation to next of kin re-
garding options for obtaining an independent autopsy or a review

 of the m
edical 

exam
iner’s �ndings and conclusions (6, 25).

X
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