CHILD AND ADOLESCENT HEALTH SERVICE
PRINCESS MARGARET HOSPITAL FOR CHILDREN

PAEDIATRIC NURSING PRACTICE MANUAL
SECTION 3

GENERAL CARE OF THE SICK CHILD
3.13 CARE OF THE DYING CHILD

3.13

CARE OF THE DYING CHILD

This document replaces the former PNPM 1.9 Support of the Family Immediately Following a Child’s Death, PNPM 1.10 Long Term
Care of the Family Following a Child’s Death, NOPM 8.1 Baptism of a Child & NOPM Section 10 Death of a Child.

It is advisable to utilise PNPM 3.13.1 Navigation Tool for Care of the Dying Child when reading this
document.
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Aims
1. This document is intended to provide information about the death of a child in hospital and the
processes that need to be followed.
2. It aims to ensure that families and staff are supported, appropriately informed and that their needs are
recognised and met throughout this difficult time.

Background information
The death of a child is a rare event in the majority of wards and units at PMH. It is inevitably a stressful
time for everybody involved.
Expected Death
Even when the death is expected, the actual death itself can come as a shock to the parents who may be
totally overwhelmed. Thus it is important to give as much prior warning of an impending death as
possible.
Sudden and Unexpected Death
With little or no warning of death families and staff usually experience higher levels of anxiety and distress,
which may be further compounded by legal implications ie. Coroner’s cases. Sudden or unexpected death
can also produce reactions of anger and blame.

Key points
1. The family will:
• be kept informed of all aspects of their child's condition and treatment, so that they are prepared
and know what to expect
•

be included in decision-making processes, supported to ask questions and to make informed
choices

•

receive clear and consistent communication, at all times

•

have their specific cultural, religious and personal beliefs respected and followed

2. In accordance with the Coroner’s Act 1996, certain types of death must be reported to the Coroner, as
fully outlined in CAHS Policy Corp 1.41 (Coronial Matters).
http://cahs.hdwa.health.wa.gov.au/__data/assets/pdf_file/0003/54291/CAHS.P.CORP.1.41_Coronial_
Matters.pdf
3. All staff involved in the care of the deceased person are required to document clearly in the patient’s
medical notes, ensuring entries are legible and include the date, time, name, designation and
signature of the staff member.
4. For information on organ and/or tissue donation refer to PNPM 3.13.3.
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1. PRIOR TO DEATH
These services will also need to be considered at the time of a sudden death.

SUPPORT SERVICES
Aboriginal Liaison and Support Officers
The cultural needs of Aboriginal and Torres Strait Islander families in relation to death and dying are not
well understood in mainstream health care services. Close collaboration with the Aboriginal Liaison and
Support Officers or community Aboriginal Health Workers is vital to ensure culturally appropriate care is
given.
For further information also refer to PNPM 3.13.2 Aboriginal and Torres Strait Islander People; Culture
and Spirituality Information Sheet.
Culture and Spirituality
Families should be asked about their particular cultural and spiritual wishes and practices. These must be
documented in the patient’s medical notes so that all staff are aware.
Consider the need for an interpreter and arrange for an on-site and/or telephone interpreter as required.
Click on the links below for further information about the current six main religions in Western Australia.1
Buddhism

Christianity

Hinduism

Islam

Judaism

Sikhism

Pastoral Care Services/Chaplains
•

Pastoral care services should be offered to ALL families

•

A chaplain is available at all times, including after hours via the PMH Switchboard

The role of the chaplain is to:
•

assist the family and hospital staff in the overall care and management of the family in crisis

•

assess the spiritual, religious, cultural or pastoral needs of the family

•

provide appropriate religious or spiritual rituals

•

offer and provide if necessary, referral to the family’s religious representative

•

assist the family in their grief, including the offer of ongoing support and guidance on funeral planning,
especially in relation to funeral options and content

•

conduct the funeral and follow-up pastoral/spiritual care if requested

For more information:
http://cahs.hdwa.health.wa.gov.au/wards__and__depts/medical_services/pastoral_care/about_us
Baptism/Christening/Naming and Blessing Ceremonies/Last rites/Prayers
•

If any of these are requested by the family contact Pastoral Care Services (via the hospital
switchboard). They will arrange for a priest/minister of the family’s denomination to attend PMH

•

If the Chaplain is unable to be contacted, any Christian person that has been baptised may baptise a
child.
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Procedure
1. Obtain the baptism kit and Baptismal Register from Ward 6B (Neonates).
2. Pour a little water over the child’s head (or another part of the body if head is inaccessible) and say:
“[Christian name of child], I baptise you in the name of the Father and of the Son and of the Holy
Spirit. Amen.”
3. Record the baptism in the Baptismal Register.
4. Notify the Hospital Chaplain.
Palliative Care
Referral to the Paediatric Palliative Care (PPC) program can occur at any point in time, ideally before the
terminal phase. If the child has not previously been referred to the service the PPC program can still be
utilised for advice/support.
Note: Children with an oncology diagnosis requiring palliative care are cared for by the Oncology multidisciplinary team in collaboration with community palliative care services.
Referral to Silver Chain for community based palliative care is made via the PPC team or Oncology multidisciplinary team.
Key referral criteria for PPC:
Life limiting illness/non curable condition and/or DNR order and/or expected death within 12 months.
For more information:
http://cahs.hdwa.health.wa.gov.au/wards__and__depts/paediatric_medicine_ccu/ambulatory_care/paediat
ric_palliative_care_ppc_program\
Social Work
If the child does not already have a Social Worker assigned, a referral must be made to the team/unit’s
social worker or to the on-call social worker (out of hours) as early as possible when a death is expected.
The role of the Social Worker is to:
•

provide practical and emotional support to the family at the time of the crisis

•

liaise with Centrelink for bereavement payments

•

provide information and choices on arranging funerals

•

assist with organising Patient Assisted Travel Scheme (PATS) funding towards the cost of the transfer
of the body back to country areas

•

provide information and grief resources

•

provide bereavement follow-up care including referrals to community based counselling services

•

liaise with the Coroners Office regarding care and follow-up

Other Speciality Services
Other specialty services are available to assist the patient and family as required. Consider offering the
family the involvement of:
•

Interpreter services, for families with English as a second language. Onsite interpreters can be
arranged and/or regular and brief communication using a telephone interpreter through Telephone
Interpreter Services (TIS). Families that have limited English would also benefit from an interpreter, as
when in a crisis, or a stressful situation, they are going to be more comfortable and more able to think
and speak in their own language

•

PMH Pain Team, for assistance with pain control

•

Specialist CNC, CNS and/or Liaison Nurses, already involved in the child’s care
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CLINICAL CONSIDERATIONS AT END-OF-LIFE 2
1. Control of symptoms It is vital that pain and non-pain symptoms are adequately controlled at end of
life. The most common symptoms (regardless of diagnoses) are: pain, dyspnoea, fatigue and
anorexia.
2. Care planning Plan care in consultation with the medical team and family to promote comfort and
minimise distress. Such a plan should include:
•

the name of a key contact person, from the clinical team in case issues arise

•

ongoing documentation of regular discussion and updates with the family about the clinical
condition of the patient

•

reports of signs and symptoms of dying

•

results of regular assessment of symptoms, with plans for symptom control and escalation

•

offers of food and fluids (as desired) and tolerated

•

reports of loss of appetite and paralytic ileus

•

any review of regular medications, eg. simple analgesics, laxatives, antibiotics, steroids and
cardiac drugs

•

any decisions to cease or minimise tests, observations, interventions, monitoring and routine
pressure area care

•

measures implemented to optimise comfort care, ie. mouth care, repositioning, use of pressure
relieving mattresses/devices

3. Physiological changes preceding death It is important that both staff and families are aware of
what to expect at end of life. In the days/hours leading up to death the following physiological changes
may occur:
• Temperature decrease

•
•
•
•
•
•
•

Heart rate becomes irregular (may slow down or speed up)
Skin colour changes/decreased peripheral perfusion
Decreased speaking/loss of interest/withdrawal
Loss of appetite/slowed gut function/paralytic ileus
Restlessness/agitation/confusion/loss of consciousness
Incontinence

Breathing changes: it may be rapid and/or laboured and/or cough, progressing to irregular/slow
breathing followed by periods of apnoea (Cheyne-Stokes respirations)
During this time encourage parents to be with their child, talk to them, hold them (as they feel
comfortable). Consider that parents may want to share the bed with their child.

4. Information for parents Some parents may want more detailed discussions prior to the death. This
should only be done by a senior clinician offering information on:
•

funeral arrangements

•

organ and/or tissue donation (refer to PNPM 3.13.3); if parents request information refer them to
DonateLife WA on-call Donor Coordinator (available 24/7) via Sir Charles Gairdner Hospital
switchboard (ph: 9346 3333).

•

PMH post mortem autopsy
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2. AFTER A CHILD HAS DIED
AT THE TIME OF DEATH
Nursing staff must call medical staff from the child’s treating team to:
•
•
•
•
•

attend and pronounce ‘life extinct’
document details in the patient’s medical notes
inform the parents/main carers of the death (if they were not present)
inform the Consultant
initiate the ‘Death Notification’ form (MR101)

IS THE DEATH A CORONER’S CASE?
If medical staff are unsure whether the death is a Coroner’s case, consider the following option
1. Check the back of the ‘Death Notification’ form (MR101).
2. Discuss with primary Consultant (or ED/PICU).
3. Seek advice from Executive Director Medical Services (contact via Switchboard).
4. Seek advice from the Coroner’s Office.
The ‘Death Notification’ form (MR 101) specifies the deaths in the table below as being reportable to the
Coroner:
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CORONER’S CASES
In accordance with the Coroner’s Act 1996 certain types of death must be reported to the Coroner, as fully
outlined in CAHS Policy Corp 1.41 (Coronial Matters).
http://cahs.hdwa.health.wa.gov.au/__data/assets/pdf_file/0003/54291/CAHS.P.CORP.1.41_Coronial_Matt
ers.pdf
It is vital to follow these documents closely to ensure that the procedures are followed correctly
1. The most senior doctor in attendance must contact the Coronial Investigation Unit by both phone
and fax.
2. The medical staff will inform the parents about the referral to the Coroner and the processes involved.
3. Families can also report a death directly to the Coroner.
4. Coronial deaths may be organ and/or tissue donors.
Medical Certificate of Cause of Death
In the event of a coronial investigation/referral, the ‘Medical Certificate of Cause of Death’ will be issued by
the Coroner
The Patient’s Medical Notes
Refer to CAHS Policy Corp 1.41 (Coronial Matters) Page 5
Collection of Forensic Evidence
Forensic evidence may need to be gathered from the body and clothes
A PMH staff member must remain with the body until relieved by the coronial officer/police. Family
members cannot be left alone with the body.
The box below summarises the care that is required. Full details of the care is described in the CAHS
Policy Corp 1.41 (Coronial Matters)
Item

Action

Wounds

Do not clean – it may be reasonable to cover with a simple
dressing to decrease family distress and prevent leakage. Check
with Coroner’s office first.

Skin, tissue, body fluids and
other parts of the body
removed during treatment

Secure and make available to attending coronial officer/police.

All lines and tubing

Leave attached and secure.
Lines can be cut back or spigotted.

Endotracheal tube

Must remain in place unless consultation with Emergency or
Anaesthesia Consultant and approval to remove is given.
If authorised to remove: document authorisation in patient’s
medical notes,
Place tube in sealed biohazard bag to accompany the body.

All ampoules and containers

Clothing/personal effects

Any that did or still contain substances administered to the
patient in the time immediately prior to the death should be
preserved, labelled and accompany the body.
Label and secure all clothing in a sealed bag to accompany the
body.

Date Issued: August 2009
Date Revised: (Interim amendment October 2010)
Review Date: August 2011
Authorised by: Paediatric Nursing Practice Committee
Review Team: CNC Palliative Care

Care of the Dying Child
Paediatric Nursing Practice Manual (PNPM)
Princess Margaret Hospital
Perth, Western Australia

All protocols should be read in conjunction with the Disclaimer in the Preface of this manual

Page 8 of 15
All protocols should be read in conjunction with the disclaimer in the preface of this manual
Care of the Dying Child

WHO TO INFORM
As soon as possible after death
Nursing staff

Ward Clerk

•

Ward/Unit Social Worker or on-call Social worker (out of hours)

•

Clinical Nurse Manager (in hours) or Hospital Clinical Manager (out of hours)

•

Ward Clerk (or Bed Allocation Centre out of hours)

•

If directly involved in care: Hospital Chaplain and/or CNC Palliative Care (in
hours)

•

TOPAS system

•

Enquiries Desk

•

Switchboard

Note: When a child is coded as deceased in TOPAS the on-call DonateLife WA Donor Coordinator is
advised by an automatically linked pager. The Donor Coordinator may then contact the ward directly.
Within 24 hours / next working day
Nursing staff

•

Ensure other PMH nursing and allied health staff involved in care are notified, eg.
Ambulatory Care (HiTH, ACC etc), Allied Health staff, Psychological Medicine,
CNC, CNS and/or Liaison Nurses

Medical staff

•

GP (by phone or fax)

•

Reportable deaths (see below)

•

Other doctors involved in the child’s care

•

Referring hospital

•

Mother’s Obstetrician (if infant less than 6 weeks old)

•

DCP/CPU (if involved)

•

Other Social Workers

•

External health support agencies involved in care, eg. Silver Chain, Community
nurses, respite services, DSC, Child Health Nurse

Social Work

REPORTABLE DEATHS UNDER THE HEALTH ACT 1911
•

Perinatal/infant death (under 1 year)

•

Death occurring within 48 hours of administration of anaesthetic or as a result of complications arising
from the same

•

Death of a patient under the care of any mental health service

Refer to the reverse side of the ‘Death Notification’ form (MR 101) for details
OR http://www.public.health.wa.gov.au/3/287/3/statutory_notifications_and_authorisations.pm
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Perinatal/infant death:
Section 336A (1) of the Health Act 1911 sets out the requirements for certain deaths to be reported to the
Executive Director, Public Health and, after investigation, considered by the Perinatal and Infant Mortality
Committee. Section 336A provides that stillbirths of any child of more than 20 weeks gestation and
the death of any child under the age of one year be reported. The reporting of the death is the
responsibility of the medical practitioner who certified the cause of the child's death.
A copy of the Medical Certificate of Cause of Death is sufficient to report a perinatal/infant death. Post to:
Dr Revle Bangor-Jones (Acting Principal Medical Advisor for Public Health), Department of Health, 189
Royal St, East Perth, WA 6004 OR fax to (08) 9222 2322
OR email to revle.bangor-jones@health.wa.gov.au

FAMILY SUPPORT
Key points
1. Grief is complex and there can be considerable variation in how people react to the death of a child. If
you are concerned that any reactions appear extreme, seek advice from the Social Worker and/or
PPC staff.
2. Maintain a presence (if that is what the family wish).
3. Acknowledge what has happened and the emotions they are experiencing.
4. Some families just want to go home. This must be respected.
Care of the Family
1. Immediate care of the family includes listening and providing emotional support and information.
Always ask the parents what they need.
2. Provide families with a private environment where they can spend time with their child, if they choose.
They may wish to bathe and/or hold their child, read stories, listen to music.
3. Encourage parents to involve the siblings and/or significant others, i.e. grandparents, uncles, aunties,
family friends.
4. Offer refreshments and assistance/privacy to phone relatives.
5. Provide written advice for breast feeding mothers about managing milk supply. (See Health Fact:
‘Stopping breastfeeding after the loss of your baby or child’ and PNPM 3.8.1.5 Breast Milk
Suppression.
6. Memory making

•

Photographs, memory books, hand and footprints and locks of hair are all important records the
family may wish to have. Memory booklets are available in PICU

•
•

If a Coroner’s case, always confirm with the Coronial Officer BEFORE taking prints or hair.

Note: Multiple sets may be required if parents are separated/divorced)
7. On leaving PMH, parents may require assistance with travel arrangements and/or wish for a staff
member to accompany them to their transport.

STAFF SUPPORT
Being involved in the death of any child is distressing. If the child and family are known to staff then it is
common for staff to experience feelings of grief hence the emotional responses of the staff must be
considered. In addition, other patients and their families on the ward/unit may be affected by the death.
They also need to be supported.
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Supportive Strategies
Following a death the staff involved should ensure that everyone involved in the care of the child has the
opportunity to express any concerns or anxieties that they may have.
Ward Defusing Session: An informal group discussion where all staff concerned with the death can have
a discussion of the issues surrounding the child’s death and the care of the family. This is useful in letting
people share their feelings and identify strategies for coping.
Debriefing Session: This can be ward-based or arranged to cover several areas, if the issues
surrounding the death of the child are wider. A person skilled in running such sessions, such as Social
Workers, PPC staff member, Chaplains or staff from the employee assistance program should facilitate
the session.
Converge International: Employee Assistance Program: WA Health has contracted this organisation to
provide counselling services, which can be offered individually or for groups. Leaflets are available in all
the ward areas.

DOCUMENTATION REQUIRED
Medical staff
1. Discharge summary must be completed by the child’s treating team.
2. Complete the ‘Medical Certificate of Cause of Death’ (unless a Coroner’s case refer to page 6 & 7).
This certificate accompanies the body:
o use form BDM 201 (if LESS THAN 28 days old) OR use form BDM 202 (if OVER 28 days old)
o the details on the should be checked for legibility and accuracy
o a photocopy of the ‘Medical Certificate of Cause of Death’ must be filed in the patient’s medical
notes
3. Complete the ‘Certificate of Medical Attendant Form 7’ (cremation form). This form is always
completed unless you are certain the family do not want a cremation. This certificate accompanies
the body.
4. Inform Public Health if it is a notifiable death (refer to page 8).
5. If the family consents to organ and/or tissue donation DonateLife WA staff will complete their relevant
documentation.
Nursing Staff
1. Document (in the patient’s medical notes) details of the child’s death, including care given, who has
been notified and by whom and support given to the family.
2. Together with medical staff complete the ‘Death Notification’ form (MR 101).
3. Ward Clerk to send copies of the ‘Death Notification’ form to each of the recipients on the distribution
list (at the bottom of the form).

NON-CORONER’S CASE POST MORTEM AUTOPSY
Medical staff will discuss the need for a post mortem autopsy with the parents. Parents may also request
an autopsy to be performed.
1. The PMH parent information form ‘Non coronial post mortem examinations’ must be given to the
family and any questions answered
2. ‘Consent for Post Mortem Examination’ form (MR 102) must be completed by medical staff and signed
by the parents. The form must accompany the body
3. If PMH post mortem is to occur, leave drains/lines/tubes in situ, unless parents request otherwise
(document any removal in patient’s medical notes).
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CARE OF THE BODY (LAST OFFICES)
If the death has been referred to the Coroner, forensic evidence may need to be gathered from the
body and clothes (refer to page 7).
For the Neonatology Clinical Care Unit (Ward 6B) also refer to
http://kemh.health.wa.gov.au/services/nccu/guidelines/index.htm#sec20
Infection Control
1. All bodies should be handled using standard precautions, as bloodborne pathogens may remain
infective for some time.3
2. If additional precautions were required before death, people who handle the body after death should
continue these precautions.3
3. Inform the mortuary staff/funeral director if the child was known to have a notifiable infectious disease
(Infection Control Manual Policy 2.2 appendix 1) eg. tuberculosis, meningococcal infection, HIV/AIDS,
yellow fever.
4. Viewing of the body by relatives should not be prohibited on infection control grounds.3
5. Body bags are only recommended for the transportation of deceased patients where leakage of body
fluids cannot be contained; small packs will usually contain ooze of body fluids from cavities. Body
bags are stored in the Post Mortem room (behind the mortuary fridge).
Care of the body
Discuss with the parents what they would like to happen. Not all parents wish their child’s body to be
washed, positioned or dressed. Their decisions must be respected. Parents should be supported to be as
involved as they choose.
1. Normalise the environment by removing monitoring equipment, tidying bed area etc.
2. Use the child’s own toiletries for washing and dress in own clothes (per the parents wishes).
3. Prevent leakage of fluids from the body:
•

Orifices generally do not require packing and the bladder does not need to be expressed

•

Apply a clean nappy and/or place a bluey sheet under the bottom if required

•

Wounds/drains/cannula sites that could leak should be covered with water-tight dressings

•

All drains, cannulae, tubes etc may be removed and disposed of appropriately
TO REMAIN IN SITU IF A CORONERS CASE/AUTOPSY (refer to page 7)
If PMH post mortem, leave drains/lines/ tubes in situ, unless parents request otherwise

4. Wipe away oral/nasal secretions, use suction if copious secretions. Apply Vaseline to the lips to keep
them moist.
5. Close the mouth if the parents wish. Do this by placing a rolled up hand-towel or face-washer under
the chin.
6. Close the eyes – apply Vaseline on swab to the inside of the upper eyelid, and then oppose the
eyelids together.
7. Lay the body flat with limbs straight or in a position that is familiar for that child.
8. Check the ID band is correct (full name, hospital number, DOB) and then apply second band with
same details to another limb.
9. If jewellery, favourite toys, or articles are to accompany the body, label each item and document in the
patient’s medical notes and the mortuary book. Note: If these items are of significant monetary or
sentimental value it is recommended that parents retain possession of them.
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Other considerations
1. After death as the body is moved, air may expel from the lungs, which may sound like breathing.
2. If the parents spend an extended period of time with the body after the death they need to be made
aware the body will deteriorate. In this situation, it would be helpful to have an early discussion with a
funeral director about different options for preparing the body.
3. Lividity is the pooling of blood to dependent areas after death. It appears like bruising. To minimise
lividity in visible areas, ensure the body is slightly ‘head-up’ and the hands are elevated – either
across the chest, on the lap or placed on a rolled up towel.

3. TRANSFERRING THE CHILD’S BODY
If not a Coronial case the child’s body may go to the mortuary or home (as outlined below). Some parents
however may wish for a direct transfer from the ward, to their chosen funeral directors.

TRANSFER TO THE PMH MORTUARY
In Hours
•
•

The mortuary is open 8am-5pm Monday to Friday (ext 8619)
Staff should phone to ensure space available; that the area is not in use and that the curtains are
drawn around the mortuary fridge

Out of Hours
•
•
•

Notify Hospital Clinical Manager (ext/page 8840) if access is needed to the mortuary
The Mortuary must be checked to ensure space available; that the area is not in use and that the
curtains are drawn around the mortuary fridge
The Leading Hand (out of hours orderly) has the mortuary key (pager 2001), as does the Hospital
Clinical Manager

If mortuary fridge is full or the body is in excess of 120kg, contact Purslow Funeral Directors
(North Perth) on ph: 9444 4835 to arrange transfer of the body, directly from the ward/unit (The
body will be removed within 2 hours and the family will incur no charges) OR contact the parents
chosen Funeral Director.
1. Documentation to accompany the body:
a. ‘Medical Certificate of Cause of Death’
b. ‘Certificate of Medical Attendant Form 7’ (cremation form)
c. +/- ‘Consent for Post Mortem Examination’ (MR102)
2. The patient’s medical notes are ONLY taken to the mortuary if a post mortem autopsy is to be done.
(Otherwise this is to remain on the ward/unit until fully collated, then returned to PIMS).
3. Take equipment ie. gloves, blueys, tissues.
4. An orderly will assist to transfer the body to the mortuary. Infants may be carried, or the orderly can
bring the mortuary trolley.
5. If they wish, the family can accompany the body to the mortuary.
6. A nurse must accompany the body and complete the mortuary register.
7. Manual handling equipment is kept in the Post Mortem room, behind the mortuary fridge.
8. Wrap the body in a sheet and leave the face exposed. Avoid the use of woven/waffle blankets, as
these will mark the skin.
9. Place the body in the mortuary fridge.
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10. If required, more than one body can be placed on a mortuary tray. Heavier bodies are to be placed on
the lower tray.
11. Ensure the head remains aligned and slightly elevated by placing the neck block under the neck (neck
blocks are found on the tray in mortuary fridge). This will ensure that facial appearance remains
optimal.
12. Ensure the Mortuary viewing room is left neat and tidy with clean linen on the bed and the door is
locked.

TRANSFER TO HOME
Some families may wish to take their child’s body directly home from PMH. Staff should support this
request and advise them appropriately.
What is required?
1. It is preferable for the family to select a funeral director prior to leaving the hospital.
2. Give the family the original copies of:
•

3.
4.
5.
6.
7.
8.

‘Medical Certificate of Cause of Death’

• ‘Certificate of Medical Attendant - Form 7’ (cremation form)
• Letter from PMH confirming that parents have the care of their child’s body
Ensure copies of all these documents are in the patient medical record.
Document in the patient’s medical notes that the parents have taken their child’s body home and the
details of the funeral director.
Ensure the family are aware that changes will occur to their child's body. This information may best be
provided by the Funeral Director.
Ensure the family know they cannot return the child’s body to the PMH mortuary from home, but will
need to liaise with their funeral director.
The funeral director may transport the child’s body home for the family if they do not wish to transport
the child themselves.
If the family wish to transport the body themselves, identify who is to drive and instruct them how to
transport the body safely:
•

A baby or infant may be transported in a carrycot, placed on the floor of the vehicle or on the back
seat with seatbelt around it or they can be strapped into their usual capsule/seat.

•

An older child should be held in the arms of an adult seated in the back seat of the car or laid on
the back seat with a seatbelt in place.
9. Assist the family to their car – it may be best to use the loading bay in the quadrangle adjacent to the
mortuary.

PMH VIEWINGS
While the body remains at Princess Margaret Hospital the family may wish to have a viewing:
1. A designated person should be identified for the family to contact, eg. Hospital Clinical Manager,
Clinical Nurse Manager, Social Worker, PPC staff member. (It is preferable it is someone who is
known to the family already).
2. Ask the family to telephone the designated person to arrange the viewing, ideally 0800-1800 hours on
weekdays and weekends.
3. Prior to viewing, confirm with the mortuary staff (ext 8619) that the room is clean/tidy and the time for
viewing is appropriate.
4. The viewing room must be prepared before the parents' arrival. The body should be placed on the
bed/under bed covers. The curtains must be pulled across to screen the mortuary fridge doors.
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5. Ensure parents are escorted to the viewing room by the designated person. Parents may wish to have
time alone with their child or may prefer for the designated person to remain with them.
6. Once parents have left, wrap the body leaving the face exposed, return the body to the mortuary
fridge and replace the neck block under the neck.
7. Ensure the Mortuary viewing room is left neat and tidy with clean linen on the bed and the door is
locked.

4. FOLLOW-UP AND SUPPORT FOR FAMILIES FOLLOWING THE DEATH
OF THEIR CHILD
The reactions of parents and families to the death of a child can be varied. The death of a child that occurs
as a result of a chronic or terminal illness may elicit a sense of relief for some families, which in turn may
cause feelings of guilt. For other families however, despite months or years of anticipating the child’s
death, the actual event can be very distressing.
Families whose child dies suddenly and unexpectedly are at a greater risk of extreme grief reactions and
long-term grieving problems.
All families are followed up by PMH Social Work or a specifically identified staff member following the
death of a child. This is to ensure that the family receives optimal personally-tailored support, so that
complex grief reactions are identified and appropriate community referrals are made.
Other considerations
1. Registering the death: in WA, the Funeral Director does this within 14 days of the death.
2. A funeral director will be chosen by the family and funeral arrangements made. If required Social
Work and/or Pastoral Care can assist with this.
3. The medical team involved will ideally offer to meet with the family 6-12 weeks following the death.
This is an opportunity for the family to receive information (eg. tests, autopsy results) and discuss any
queries/concerns about the death of their child.
4. Deaths that are the subject of a Coronial investigation are followed-up by the Coroner’s Office which
offers a counselling service for the family. The PMH Social Work also offer bereavement follow up for
these families as required.
5. If the patient was an organ and/or tissue donor DonateLife WA will provide ongoing support for the
Donor Family and can also provide debriefing/support for staff.
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