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A Systematic Approach to Evaluate Sudden Unexplained Death in Children
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Objective To evaluate in the Netherlands the national outcomes in providing cause of and insights into sudden
and unexplained child deaths among children via the Postmortem Evaluation of Sudden Unexplained Death in
Youth (PESUDY) procedure.

Study design Children aged 0-18 years in the Netherlands who died suddenly were included in the PESUDY pro-
cedure if their death was unexplained and their parents gave consent. The PESUDY procedure consists of pediatric
and forensic examination, biochemical, and microbiological tests; radiologic imaging; autopsy; and multidisci-
plinary discussion. Data on history, modifiable factors, previous symptoms, performed diagnostics, and cause of
death were collected between October 2016 and December 2021.

Results In total, 212 cases (median age 11 months, 56% boys, 33% comorbidity) were included. Microbiological,
toxicological, and metabolic testing was performed in 93%, 34%, and 32% of cases. In 95% a computed tomog-
raphy scan or magnetic resonance imaging was done and in 62% an autopsy was performed. The cause of death
was explained in 58% of cases and a plausible cause was identified in an additional 13%. Most children died from
infectious diseases. Noninfectious cardiac causes were the second leading cause of death found. Modifiable fac-
tors were identified in 24% of non-sudden infant death syndrome/unclassified sudden infant death cases and
mostly involved overlooked alarming symptoms.

Conclusions The PESUDY procedure is valuable and effective for determining the cause of death in children with
sudden unexplained deaths and for providing answers to grieving parents and involved health care professionals. (J
Pediatr 2024,;264:113780).

n the Netherlands, an estimated 50 children (0-20 years) per year die from sudden unexplained deaths according to national

death statistics." Every unexpected child death is a tragedy, with a large impact on the family, community, and health prac-

titioners involved. A thorough evaluation of the child’s medical condition and the death circumstances may provide un-
derstanding of the cause of death to the families. Extensive evaluation of child deaths also provides a unique opportunity to
identify diseases or potentially modifiable factors in professional and parental behavior that might be helpful for
future prevention.

Evaluation of child deaths may be implemented in different ways. Many countries perform Child Death Reviews (CDRs), ie,
multidisciplinary reviews of individual child deaths.” ® In the United Kingdom, these have shown that a modifiable factor can be
identified in up to 75% of cases of sudden, unexplained child deaths.”* Outcomes from CDRs have resulted in many public
health recommendations in different countries such as Safe Sleep campaigns or better collaboration between health ser-
vices.””'" Another motive for investigating child deaths is to ascertain that no child maltreatment deaths remain undetected.
The review by Milroy and Kepron'' on the rate of covert homicide in sudden infant death syndrome (SIDS) estimates that 1%-
10% of cases may be caused by maltreatment. Previous studies have called for a national diagnostic protocol for evaluating child
deaths.'>"” However, to our knowledge, this has not yet happened outside of

the Netherlands.
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child deaths in children aged 29 days to 48 months. In 2 years,
6 of 18 cases were reviewed after parents gave informed con-
sent. It was concluded that large-scale implementation of
CDR was not possible in the Netherlands, due to lack of stat-
utory basis and acceptance among professionals.'*

The collaboration of Dutch health practitioners, legislators,
and lawyers resulted in 2010 in a legal basis for a procedure re-
viewing unexplained child deaths. Law amendments obligated
health practitioners to consult a forensic medical examiner
before signing the death certificate of any deceased minor.
Only the forensic medical examiner can determine a child’s
death to be natural or unnatural. In cases in which child death
was to be expected, such as, for instance, children dying from
severe, terminal illness either in the hospital or at home after
palliative care, the forensic medical examiner will conclude a
natural death based on the information provided by the re-
porting physician involved. In cases for which child death
was unexpected, for example, in cases of trauma, suicide, or
children collapsed without a known preceding severe disease,
the forensic medical examiner determines the nature of the
death by taking a history, gathering information from hospital
patient files or other practitioners involved, performing a post-
mortem physical examination, and looking for factors at the
death scene that might raise suspicion of an unnatural cause
of death. Deaths suspected to be unnatural are further manda-
torily investigated by the Netherlands Forensic Institute.

In 2012, a pilot procedure was launched for children with
an unexplained, natural death. The procedure was standard-
ized, embedded in the law, and was meant to consist of a
quick response containing an extensive history, physical ex-
amination, laboratory and radiologic examinations, infor-
mation obtained from involved care providers, autopsy,
and a multidisciplinary evaluation. The forensic medical
examiner decided on and coordinated the procedure without
parental consent, except for the autopsy. This procedure was
performed in 2 university hospitals. The primary purpose
was uncovering undiagnosed child abuse as a cause of death.
The procedure did not uncover any child abuse, although it
did show to be effective for identifying the cause of death.”
Evaluation by the Ministry of Justice and Security concluded
that the procedure was too expensive and too demanding to
be continued in the aforementioned form. In addition, since
the pilot revealed no deaths by child maltreatment, it was
concluded there was no legal ground to perform this proced-
ure without parental consent.'>'°

Since the procedure did identify the cause of death in 70%
of the completed cases, all involved health care professionals
and parents were impressed with the high yield of causes of
death.'” Subsequently, a modified procedure warranting
parental consent was implemented nationally in 2016 and
financed by the Ministry of Health, Welfare and Sport."”
This procedure is called the Postmortem Evaluation of Sud-
den Unexplained Death in Youth (PESUDY) procedure and
is carried out in all 7 academic hospitals in the Netherlands.

The prospective study aimed to describe the outcomes of
the PESUDY procedure and its diagnostic value. In addition,
the presence of possible modifiable factors was investigated.
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Study Sample

For this study, PESUDY cases between 2016 and 2021 were
included if their parents or legal caregivers consented to at
least 1 element of the procedure. Children (0-18 years) are
eligible for the PESUDY procedure only if the forensic med-
ical examiner deems their death unexpected and natural but
without a clear cause of death (unexplained). A death is
considered unexpected and unexplained when the child
was previously presumed to be in good health, in stable
chronic condition, or was experiencing acute illness not ex-
pected to cause death. No strict time definition is used. Ex-
amples of deaths that would be excluded from the
procedure are deaths in terminal illnesses, clinical meningo-
coccemia, and all unnatural deaths. Cases of stillbirth or
neonatal death in children never discharged home are also
excluded from the procedure because for this group, a
nationwide perinatal audit exists. The Figure shows the
inclusion process for the PESUDY procedure.

PESUDY Procedure

The PESUDY procedure is funded by the Dutch Ministry of
Health, Welfare and Sport. In case suspicions of child
maltreatment do arise during the procedure, the procedure
halts and the forensic medical examiner will discuss with
the prosecutor for possible mandatory forensic examination
at the Netherlands Forensic Institute. The PESUDY proced-
ure consists of the following diagnostic elements:

- Postmortem physical examination performed by both the
forensic medical examiner and pediatrician.
- Extensive, protocolled medical history taken by the pedia-
trician and abstraction of local medical records addressing
items such as previous illnesses, recent symptoms, help-
seeking behavior, timing, and circumstances of the death
and the resuscitation attempt.
Examination of the location at which the child became crit-
ically ill or died by the forensic medical examiner.
- Biochemical analysis including but not limited to blood
(electrolytes, kidney function, liver function, cortisol,
osmolality, creatine kinase, C-reactive protein, protein
spectrum, complete blood count, and glucose) within 2
hours’ postmortem, if possible, cerebrospinal fluid (cell
count, protein, glucose), urinalysis, and vitreous humor
(electrolytes).
Microbiological analysis of cultures of blood, cerebrospinal
fluid, urine, and sputum and respiratory panel polymerase
chain reaction on sputum swab and Bordetella pertussis po-
lymerase chain reaction on nasopharyngeal swab.
Collection of additional materials such as feces, fibro-
blasts, and/or hair and storage for possible further anal-
ysis. If indicated by the pediatrician or the concluding
multidisciplinary, audit materials including blood, urine,
and spinal fluid were used for supplemental microbio-
logic, toxicological, endocrinal, metabolic, or genetic in-
vestigations.
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Figure. Selection of cases for PESUDY procedure.” The forensic medical examiner the death by taking a history, doing a
postmortem physical examination, and looking for environmental factors. In some cases, the forensic medical examiner might
delegate the gathering of this information to a doctor present at the location of the child.* If the death was a stillbirth or occurred
in the perinatal period with the child having never left the hospital, a perinatal audit is preferred.

- Radiologic examination consisting of a skeletal survey in
children <4 years and a computed tomography scan or
magnetic resonance imaging scan of the entire body and
if indicated fundoscopy.

- Autopsy by a child pathologist and storage of tissue samples
for possible further analysis.

- Collection of additional information from involved care
providers such as the general practitioner, other hospitals,
Preventive Child Healthcare, and Child Protection Services.

Conclusions on the cause of death and indication for sup-
plemental investigations and screening of family members
were made in a multidisciplinary audit with representatives
from all specialties involved including but not limited to
the general pediatricians, forensic medical examiners,
radiologist, pathologist, geneticist, child cardiologist, child
infectious disease specialist, metabolic disorder specialist,
and SIDS expert. Parents were subsequently notified of the
findings in a final meeting with the pediatrician who

performed the PESUDY procedure and asked for their feed-
back on the procedure, since the procedure also aims to
properly guide the parents and other family members.

Definitions

Comorbidity was defined according to the Pediatric Medical
Complexity Algorithm or prematurity and/or birth weight
small for gestational age.'® The cause of death was deter-
mined in the multidisciplinary audit and could be catego-
rized as explained, plausible, or unexplained. A cause was
considered explained when postmortem findings corrobo-
rated with the history or the autopsy provided a full explana-
tion. A cause was categorized as plausible when it was
evidenced by a postmortem finding without a fitting history
or vice versa. Lastly, a cause remained unexplained in the
absence of a history or postmortem finding related to a lethal
condition. For the unexplained cases in children <1 year of
age, the per-exclusion diagnosis of SIDS was considered.

A Systematic Approach to Evaluate Sudden Unexplained Death in Children 3
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SIDS was defined according to the San Diego Definition: sud-
den unexpected death <1 year of age with the onset of the
fatal episode occurring during sleep that remains unex-
plained after a thorough investigation including a complete
autopsy, clinical history, and review of the circumstances of
the death.'” The San Diego Definition also defines unclassi-
fied sudden infant death (USID) when a death meets the gen-
eral criteria for SIDS but alternative diagnoses are equivocal,
including cases for which autopsies were not performed.

Modifiable factors were identified for non-SIDS/USID
cases according to the United Kingdom definition: factors
that by intervention could potentially be modified to reduce
the risk of future child deaths.” In other words, realistic mo-
ments in the case history where prevention of the death
would have been possible. These factors could either involve
professional care or care by caregivers and were identified
and allocated into categories by consensus between 2 authors
based on a qualitative review of the data.

Data Collection and Analysis

Detailed data of the medical history, postmortem physical ex-
amination, and diagnostic outcomes of the PESUDY proced-
ure were documented in the local patient records. In a
national database, anonymized patient data and process-
oriented data were recorded using a standardized form
with partly dichotomized items and open fields using Castor
Electronic Data Capture. Data were collected from this data-
base from the first PESUDY case in October 2016 until
December 2021, spanning 63 months. Descriptive and statis-
tical analyses of the quantitative data were performed using
SPSS, Version 28.0 (IBM Corp. Released 2021. IBM SPSS Sta-
tistics for Windows).

Ethics

The Medical Research Ethics Committee of the University
Medical Centre Utrecht (reference number WAG/mb/18/
007175) exempted this study from review because the Med-
ical Research Involving Human Subjects Act does not apply
to deceased individuals.

In total, 214 cases were investigated and in 212 cases consent
was obtained for the use of data for research purposes. Most
children collapsed in a home setting, namely 94%. In total,
64% of children were pronounced dead at home and 56%
of all cases were male. The median age was 11.0 months
(IQR, 3.0-72.5 months). In 33% of cases, the child had co-
morbidities. In 28%, professional care was sought before
the child became critically ill.

The PESUDY procedure resulted in an explained cause of
death in 58% (n = 123) of cases, which corresponds to 44% of
cases <1 year and 72% of cases >1 year. In 13% (n = 27) a
plausible cause was identified and in 29% (n = 62) the cause
of death remained unexplained (Table I). Most children died
from an infectious cause (n = 76 explained, n = 12 plausible).
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In approximately one-half of these cases, the infection was
located in a specific organ system, such as the
cardiovascular (n = 21), respiratory (n = 14), or digestive
system (n = 13) (Table II). In the children with an
explained or plausible cause determined, the number of
infectious causes was significantly greater for children
<6 vyears old than in older children (P-value .004).
Noninfectious cardiac, respiratory, or gastrointestinal
causes were diagnosed in 19, 10, and 10 cases, respectively.
Neurologic causes were found in 12 cases. Causes from
other organ systems were rare. Of the 50 cases <1 year of
age in which no cause of death was determined, 48 (22% of
total cases) were given a SIDS or USID diagnosis. The
other 2 remained undetermined.

Results from the different diagnostics performed in the
PESUDY procedure are presented in Table III. In 196
(93%) cases, microbiological testing was performed.
Toxicological and metabolic tests were performed in one-
third of cases. Skeletal surveys (55%) were carried out
mostly in children <1 year. In 95% of cases, either a
computed tomography scan or magnetic resonance
imaging was done. An autopsy was performed in 62% of
cases, and almost one-half of these included autopsies of
the brain. To look for differences in performed diagnostics
between the PESUDY centers, the frequencies of used
diagnostics were compared, and no large differences
were found.

When comparing the number of performed diagnostics
in explained, plausible and unexplained cases, the use of
diagnostics was similar or greater in the cases with an un-
explained cause of death in comparison with both ex-
plained and plausible causes (Table III). The certainties
of causes of death per PESUDY center were determined
and no significant differences between the centers
were found.

In 4 cases, the cause of death was ultimately deemed unnat-
ural because of foreign body asphyxiation or a traumatic
cause of death. For a total of 6 cases, the PESUDY procedure
was halted and transitioned into a full judicial forensic exam-
ination because of suspicious findings for abuse such as frac-
tures or toxicological abnormalities. Further investigation by
the Netherlands Forensic Institute did not lead to a conclu-
sion of child abuse in these cases.

Modifiable factors were identified in 24% (n = 40) of non-
SIDS/USID cases. Substandard professional care as a modifi-
able factor was identified in 30 cases. In most of these cases
(n = 20) alarming symptoms such as difficulty breathing,
neonatal fever and blue discoloration of the skin were over-
looked or not handled according to guidelines. Other profes-
sional modifiable factors were insufficient instructions to
parents (n = 3), failure of medical equipment (n = 1), and
inadequate treatment or unrecognized treatment failure of
a child admitted to medical-surgical units in hospitals
(n = 6). Modifiable factors involving the care by caregivers
were identified in 16 non-SIDS/USID cases and included
leaving a sick child unsupervised for a long period of time
(n = 1), not recognizing or acting on alarming symptoms

Pries et al
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Table I. Number of cases with cause of death determined according to age group
Total cases Explained cause of death Plausible cause of death Unexplained cause of death
Age at death n=212 n=123 n=27 n =62
<1 year 108 48 10 50
Between 1 and 6 y 55 40 7 8
Between 6 and 12 y 21 16 4 1
>12y 28 19 6 3
\ S

(n = 13) and having dangerous items in the household in
reach for the child (n = 1).

Final meetings for discussing the results of the PESUDY
procedure with caregivers were held at a median time of
7.0 weeks following the death of the child. For 136 families,
feedback on the PESUDY procedure was recorded in the pa-
tient records, and 135 of them were positive. Families re-
ported being grateful for the support they received and
being relieved to either know the cause of death or to know
specific causes were ruled out.

This study shows that the PESUDY procedure is a valuable
and effective procedure for determining the cause of death
in children with sudden unexplained deaths. The procedure
resulted in an explained cause of death in 58% (n = 123) of
cases, a plausible cause in 13% (n = 27), and 29% (n = 62)
remained unexplained. Our data showed a large proportion
of infections as the cause of sudden death. The PESUDY pro-
cedure also identified modifiable factors in 24% of cases.
Families greatly appreciated the procedure.

We did not find any studies reporting on a national diag-
nostic protocol for sudden child deaths. Moreover, few
studies report the frequency of postmortem diagnostics
used in youth with sudden unexplained deaths. Fleming

et al describe the experiences of parents of children <4 years
investigated by CDR in the United Kingdom.”’ In 69%, a
pediatrician took a history and performed a postmortem
physical examination. In the PESUDY procedure, the
involvement of a pediatrician is standard. Fleming et al also
reported a lower documented proportion of microbiological
investigations (48%) and similar proportions of toxicological
examinations.”’ In comparison to reports on postmortem in-
vestigations in sudden child deaths, the proportion of au-
topsies performed in the PESUDY procedure was 62%
compared with 43%-92% found in the literature.”>'>'>*'
Our autopsy numbers might be explained by the fact that au-
topsies for the PESUDY procedure were only performed in
cases with full parental consent.

This highlights an important difference between previ-
ously reported international CDR procedures and the
PESUDY procedure; namely the voluntary nature of the
latter.”>***” In many countries and US states, CDR and/or
autopsy is mandated in all child deaths to rule out child
maltreatment.”**>”> American reports on CDR investigating
all child deaths showed 0.1%-2.0% died from previously un-
recognized child maltreatment.”””> A national survey on
children’s exposure to abuse in the US measured that
18.1% of 14- to 17-year-olds had been exposed to physical
abuse in their lifetime.”® A similar survey of professionals
working with children in the Netherlands estimated the

4 N
Table II. Causes of death
Explained Plausible
n = 123 (% of cases) n = 27 (% of cases)

Type of cause Total <1y 1-6y 6-12y 212y Total <1y 1-6y 6-12y 212y

Infectious* 76 (62) 30 (63) 30 (75) 7 (44) 9 (47) 12 (44) 6 (60) 4 (57) 2 (50) - (0)
General/sepsis 31 16 11 - 4 7 4 2 1 -
Cardiovascular 20 2 10 5) 3 1 - - 1 -
Respiratory 12 7 4 = 1 2 1 1 - -
Gastrointestinal 11 4 5 2 - 2 1 1 - -
Neurologic 2 1 = - 1 - - - - -

Noninfectious’ 47 (38) 18 (27) 10 (25) 9 (56) 10 (53) 15 (56) 4 (40) 3(43) 2 (50) 6 (100)
Cardiovascular 11 5 3 1 2 8 2 2 - 4
Respiratory 9 4 2 2 1 1 1 - - -
Gastrointestinal 10 4 3 3 - - -
Nephrologic 1 - - 1 - - - - - -
Neurologic 8 2 1 1 4 4 - 1 2 1
Hematologic 2 1 1 - - - - -
Endocrinal 2 - - 1 1 - - - -
Metabolic 2 2 - - - 1 - - -
Perinatal - - - - - 1 1 - - -
Traumatic 2 - - - 2 - - - - -

\ J

*Examples of infectious agents identified are group A streptococci, pneumococci, rotavirus, and influenza B virus.
‘tExamples of noninfectious causes are cardiomyopathies, volvulus, cerebral bleed, and pulmonary aspiration.
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Table III. Performed diagnostics
Total cases Explained cause of death Plausible cause of death Unexplained cause of death
Diagnostics n =212 (%) n =123 (%) n =27 (%) n = 62 (%)
Microbiological 196 (93) 116 (94) 26 (96) 54 (87)
Toxicology* 72 (34) 33 (27) 14 (52) 25 (40)
Metabolic tests* 68 (32) 38 (31) 7 (26) 23 (37)
Endocrinal tests* 41 (19) 25 (20) 5(19) 11 (18)
Skeletal survey under 1y old 116 (55) 64 (52) 11 (41) 41 (66)
78 of 108 (72) 37 of 48 (77) 6 of 10 (60) 35 of 50 (70)
CT scan 96 (45) 59 (48) 11 (41) 26 (42)
MRI scan 153 (72) 81 (66) 21 (78) 51 (82)
Autopsy total 131 (62) 83 (68) 12 (44) 36 (58)
Autopsy brain 64 (30) 39 (32) 6 (22) 19 (31)
. v

Cl, computed tomography; MRI, magnetic resonance imaging.
*This testing was not part of the PESUDY protocol but performed by indication.

exposure to physical child abuse and neglect to be 1% of chil-
dren.”” Even though the PESUDY procedure is voluntary, in
the Netherlands, all child deaths are judged by the forensic
medical examiner. Unnatural in- or out-of-hospital deaths
with medical or circumstantial signs suspicious for maltreat-
ment are further mandatorily investigated by the Netherlands
Forensic Institute. Because of this approach, and the fact that
the previous pilot study showed no child abuse cases even
though numbers were limited, voluntary CDR asking parents
to consent to the different elements of the PESUDY proced-
ure in unexpected child deaths without signs of trauma or
any suspicion of maltreatment, is a feasible and preferable
option in the Netherlands.'” Importantly, the PESUDY pro-
cedure can always be interrupted and transitioned into a full
forensic examination when suspicion of child maltreatment
arises during the procedure and the prosecutor imposes
further investigation. Six cases in our study underwent
such a forensic examination. No maltreatment was found.
The PESUDY procedure resulted in more successful iden-
tification of the cause of death and showed a greater number
of infection-related deaths than previously described in re-
ports on child death reviews for sudden death in youth.'***
Bagnall et al, who included sudden unexpected death cases
in children aged 1-15 years report that for 37% of children
in their study a cause of death was determined.”® Similarly,
Burns et al report a cause of death based on the SDY Case reg-
istry in the US in 30% of cases <1 year and 59% of cases
>1 year.'” They describe mostly cardiovascular and pulmo-
nary causes and only 3.6% were related to infection. An expla-
nation for these differences could be the stricter definition of
“sudden death” in these studies, defining it as either death
within 1 or 24 hours after the onset of symptoms, which ex-
cludes children with infectious symptoms for a longer time.
We, however, did include children with fever or mild
infectious symptoms for >24 hours if death in these children
still occurred unexpectedly and without explanation. We feel
these children and their families also deserve a thorough
work-up for a cause of death and want to seize the
opportunity to learn more about inflammatory disorders,
immunologic deficiencies, metabolic diseases, or even cardio-
vascular or pulmonary diseases aggravated by a normally
“harmless” infection. Another possible reason for our greater

6

proportion of infectious causes is the routine microbiological
testing that was performed in 93% of the PESUDY cases. We
are not aware of studies on the frequency of microbiological
testing for sudden death in youth in the US. However, in
the United Kingdom percentages of 61% and 92% have
been described.””*”

The PESUDY procedure gave insight into the presence of
modifiable factors showing a rate of 24% for all non-SIDS/
USID cases. Identification of these factors provides valuable
starting points for improvement of care. Previous studies
investigating all child deaths report slightly lower rates of
modifiable factors.””****>*" Studies reporting on modifi-
able factors in all child deaths describe a percentage of pre-
ventable deaths of 26%-37%.”"%>" These include deaths
from external causes, which are likely to be preventable.
When focusing on deaths by natural causes, the proportion
of preventable deaths ranges from 3% to 20%.%”**>*" Our
study focuses on sudden death cases, which we suspect are
more prone to have modifiable factors at play. Interestingly,
we found that 65% of modifiable factors were related to pro-
fessional care and most involved failure to recognize severe
illness in the child. This is in concordance with the results
from Pearson et al, who report this as the most common fac-
tor as well and found that 64% of factors in all child deaths
were related to health care.”

The PESUDY procedure holds several strengths and limi-
tations. The first limitation is that no records are available to
estimate the number of cases that would have been suitable
for the PESUDY procedure but were not investigated because
consent was not obtained. However, when we compared the
estimated 50 children per year dying from sudden unex-
plained deaths in the Netherlands based on national death
statistics with the average of 41 children per year included
in the PESUDY procedure, the participation rate seems quite
good." A second limitation is the challenge posed by inter-
preting postmortem diagnostic results amid decomposition
processes, especially since the autopsy rate was relatively
low. As of writing this article, further investigations such as
toxicological screening, metabolic testing, and genetic evalu-
ation are not routinely performed in the PESUDY procedure,
which might have led to missed diagnoses. However, in liter-
ature the toxicological screening and metabolic testing in
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sudden unexplained death in youth are not reported to be
performed routinely and according to limited studies, the
diagnostic yield of routine screening is relatively low.”"”
An important strength of the PESUDY procedure is the stan-
dardization and documentation of the postmortem diagnos-
tics used. We collected a large sample of cases from all over
the Netherlands, providing the best possible representation
of sudden unexplained deaths in children in our country.
Therefore, this study provides a unique insight into sudden
unexplained death in youth. This allows for a more differen-
tiated interpretation of the proportion of cases in which the
PESUDY procedure was able to identify a cause of death. The
PESUDY procedure itself is a prime example of the advan-
tages of a close collaboration between forensic medical exam-
iners and pediatricians. We also sought parents’ opinions on
the PESUDY procedure and found they generally reported
satisfaction and gratitude.

We believe being able to provide high-quality care to the
families of a child with a sudden unexplained death is the
main purpose of a CDR procedure. The PESUDY procedure
yielded important results for both the caregivers and health
practitioners involved. Future research into the PESUDY
procedure may determine the relevance of specific postmor-
tem diagnostics and elaborate on the experiences of those
involved to improve the reviewing process. The next chal-
lenge for the PESUDY procedure will be to translate the
modifiable factors identified into measures to improve the
quality of care for children in general. B
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