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Supporting families after the unexpected death of a child
Greater access to multidisciplinary bereavement services is essential
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Globally, more than 6.2 million children die before the age of 19 each year, with many of these deaths occurring suddenly or unexpectedly.1 Sudden unexpected death in infancy and childhood (SUDIC) refers to deaths not expected within 24 hours, encompassing causes such as unintentional injury, suicides, homicides, sudden cardiac death, and deaths from unexplained medical conditions. In higher income countries, where advances in neonatal care and vaccination programmes have reduced child mortality, sudden unexplained death now constitutes one third of all child deaths.2 Such events are deeply traumatic for families and may result in severe and enduring psychological distress across generations.3 Support is often inadequate, even in countries with established children’s services and bereavement care.
Bereaved families are highly vulnerable and often unable to advocate for themselves.4 The associated trauma profoundly affects family physical and mental health and can trigger post-traumatic stress disorder, acute anxiety, and depression.5 Parents who experience the unexpected death of a child are at greater risk of severe psychological distress than other bereaved parents including suicidal ideation, particularly early in bereavement.6
Investigations into the cause of death often involve liaising with police, coroners, and medical examiners, which can exacerbate distress. This may be compounded by the wait for a postmortem examination and to learn why the child died, and by interactions with legal systems and multiple professionals.4 7 8 In the UK, Jack’s law extended statutory parental bereavement leave to two weeks.9 However, evidence based, trauma informed approaches to support families in the immediate and longer term are urgently required. Many families find themselves isolated and without bereavement support,4 8 compounding their vulnerability and distress.10
SUDIC also causes stress and trauma to people working with bereaved families. Most professionals receive no specific training in providing appropriate care11 and lack formal support from their employers, leaving them open to longer term adverse effects of traumatic exposure.12 Staff need training, peer support, and psychosocial interventions, such as debriefing and stress management, to protect their mental health and support them in delivering compassionate care. Some training initiatives exist,13 but these are inconsistent across regions.
Inequity in care
Families experiencing sudden bereavement require a highly skilled and sensitive response from professionals with expertise in end-of-life care and child death,14 but in practice this response is varied. In Sweden, national guidelines mandate immediate psychological and logistical support for families, ensuring that bereavement care begins immediately after a child’s death.15 In England, the joint agency response framework mandates multiagency collaboration for SUDIC. Statutory guidance on child death reviews outlines the importance and role of a key worker as a single point of contact for the bereaved family,16 and some regions offer specialised SUDIC professionals as key workers who can provide emotional support alongside the review process. In Wales, the charity 2Wish offers community based bereavement care to all families affected by SUDIC and coordinates with police, emergency services, and health providers to offer immediate support that extends well into bereavement. These models demonstrate the potential for consistent and compassionate responses to SUDIC, but availability and quality vary substantially across regions.13
In Australia, several states have implemented paediatric palliative care networks that integrate bereavement support for SUDIC into their standard response.17 England’s palliative care framework acknowledges the need for palliative care for unexpected deaths,14 and several children’s hospices in England have responded by offering a dedicated SUDIC service, working alongside the joint agency response,4 8 that includes access to a cold bedroom (a facility that enables families to spend time with their deceased child in a private, supportive environment)18 and bereavement counselling. However, while families value these services, psychological benefits remain anecdotal. Robust evaluation, including input from families, is needed to measure the effectiveness of these interventions using clear, trauma informed metrics that consider both the immediate and longer term needs of bereaved families.
Guidance on palliative and end-of-life care for children, such as from the World Health Organization, National Institute for Health and Care Excellence, and the European Association for Palliative Care highlight palliative care teams’ focus and expertise in holistic family support, sibling care, and bereavement services.19-21 But the historical focus of these services on life limiting conditions means their workforce is not routinely deployed to families affected by a sudden unexpected death.
Integrated care for families should include coordination between emergency services, child death review professionals, and bereavement care. It should ensure culturally sensitive individualised care for the entire family that extends beyond the period of death investigation. Key components include home visits, trauma informed counselling, sibling support, practical support with legal, financial, and funeral processes, and opportunities for the family to spend time with their child’s body.4-6 18 Specialist key workers should coordinate families’ immediate and ongoing care.
Evaluative research will determine the optimal ways to support families, with fair access to care. Palliative care services are well positioned to lead, but effective care after a sudden unexpected death of a child will require an integrated, cross disciplinary response.
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