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PREFACE 
 

On April 17, 2019, the British Columbia Coroners Service (BCCS) convened a death review panel with the 
purpose of reviewing unexpected infant deaths during sleep. Each of these deaths was a profound loss. 
This report is dedicated to the families, friends and those affected by the death of a baby. 

Panel support was provided by BCCS staff. Cara Massy provided administrative support and Carla 
Springinotic, Adele Lambert and Andrew Tu prepared the file-review analysis and background research 
which formed the basis of the panel discussions. I would also like to recognize the contributions of 
Ministry of Health staff Sarah Amyot, Keren Massey and Glenys Webster.  

This panel was comprised of professionals with expertise in health, medicine, public health, Indigenous 
health, pediatrics and neonatal medicine, child welfare, income support, law enforcement and injury 
prevention. I am sincerely grateful to the panel for sharing their expertise, bringing the support of their 
respective organizations and participating in a collaborative discussion. Their dedication to the health 
and well-being of all infants in B.C. is apparent in the contributions each has made towards investigating 
unexpected infant deaths through the panel discussion.  

Dave Attfield – RCMP, Chief Superintendent, Deputy Criminal Operations Officer 
Dr. Jatinder Baidwan – Chief Medical Officer, BC Coroners Service 
Robert Bruce – Executive Director, Ministry of Social Development and Poverty Reduction 
Dr. Michelle Clarke – Pediatrics, BC Children’s Hospital 
Bob Downie – Chief Constable, Saanich Police  
Dr. Charmaine Enns – Medical Health Officer, Island Health Authority 
Dr. Ellen Giesbrecht – Senior Medical Director, Maternal Newborn, BC Women’s Hospital 
Dr. Reka Gustafson – Medical Health Officer, Vancouver Coastal Health 
Dr. Bonnie Henry – Provincial Health Officer, Office of the Provincial Health Officer 
Carly Hyman – Chief Investigator, Office of the Representative for Children and Youth 
Emma Leach – BC Inherited Arrhythmia Program, St. Paul’s Hospital 
Dr. Deepak Manhas – Neonatology and Pediatrics, BC Women’s Hospital 
Dr. Shannon McDonald – Deputy Chief Medical Health Officer, First Nations Health Authority 
Dr. Maureen O'Donnell – Executive VP, Clinical Policy, Planning and Partnerships, PHSA  
Dr. Ian Pike – Director, BC Injury Research and Prevention Unit  
Alex Scheiber – Deputy Director of Child Welfare, Ministry of Children and Family Development 
Wendy Trotter – Executive Director, Public Health Services, Ministry of Health 
Dr. Steven White – Lead Forensic Pathologist, BC Coroners Service 

 
I am confident that the recommendations in this report will contribute to addressing deaths of infants in 
British Columbia. On behalf of the panel, I submit this report and recommendations to the chief coroner 
of B.C.  

 
Michael Egilson, Panel Chair  



Page 4 of 39 
 

EXECUTIVE SUMMARY 

Each year in B.C., approximately 23 infants1 under the age of one year, die unexpectedly during sleep. 
For many of the infants who died, unsafe sleep conditions contributed to or resulted in the death. 

Previous death review panels of unexpected infant deaths in British Columbia have identified the 
presence of unsafe sleep conditions among many of the infants who died during sleep. To address these 
factors, provincial messaging about safer sleep environments was developed and made accessible to 
parents and health care providers. In addition, to learn more about the specific markers, 
recommendations from previous death review panels resulted in changes to BCCS investigative 
protocols and enhancements to investigative practices. Although these previous actions have resulted in 
greater awareness of safer infant sleep practices, the average annual number of infant deaths occurring 
during sleep remains unchanged.  

To continue to better understand the circumstances of sleep-related infant deaths and to identify 
prevention opportunities, the Chief Coroner established a death review panel under the Coroners Act 
(s.49). The circumstances of 141 infants who died between January 1, 2013, and December 31, 2018, 
were reviewed in aggregate. The findings were compared to those of the 2008-2012 death review panel 
report.   

• Infants continue to die under the same circumstances as identified by the 2008-2012 panel;  
• The deaths of infants were found disproportionately among young families with risk factors (e.g. 

exposure to tobacco) or vulnerabilities2; and, 
• Sleep position combined with health issues may have increased mortality risk for some infants. 

This panel identified the need for: 
• Additional support from trained providers (e.g. public health nurses) for expectant women and 

families with infants; 
• Continued, consistent, universally accessible messaging related to infant sleep practices; 
• A provincial approach to the review of infant deaths including expanded investigative protocols. 

 
Panel members also identified two gaps in service provision. A lack of capacity to deliver universal public 
health services and insufficient ability to provide enhanced services when a vulnerability is identified. 

These findings are the basis for the following recommendations submitted  to the chief coroner by the 
panel. 

  

                                                            
1 Annual average of infant deaths during sleep (January 1, 2008 to December 31, 2018) 
2 Bolded terms are defined in the glossary 
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Recommendation #1: Expand low-barrier and culturally safe public health services to vulnerable 
families from birth to one year postpartum.  
 

• By November 30, 2020, the Ministry of Health in collaboration with the First Nations Health 
Authority and the regional health authorities will ensure all post-partum mothers are assessed, 
offered a home visit, and are provided support and follow up as indicated from birth to one year 
postpartum. 
 

• By November 30, 2020, the Ministry of Health in collaboration with the Ministry of Children and 
Family Development will renew and implement the Collaborative Protocol for Vulnerable 
Families and include practice guidelines on assessing, supporting and engaging with vulnerable 
families. 
 

• By November 30, 2020, the Ministry of Health in collaboration with Perinatal Services BC, the 
Ministry of Children and Family Development and the First Nations Health Authority, and public 
health in regional health authorities will review and evaluate infant sleep messages, including a 
targeted approach for vulnerable families with infants at increased risk.  
 

Recommendation #2: Improve continuity of care and service coordination  
 

• By May 31, 2021, the Ministry of Health in collaboration with Perinatal Services BC, the First 
Nations Health Authority, and public health in regional health authorities will review and 
address any issues related to service coordination or continuity of care for infants that 
addresses the provision of universal post-partum assessment (including a home visit) and access 
to enhanced services as needed. 

Recommendation #3: Determine the need for a provincial approach for Infant Mortality Review  
 

• By November 30, 2020, the Ministry of Health in collaboration with the First Nations Health 
Authority and regional health authorities will identify a broader provincial approach to review 
infant mortality in aggregate. 
 

• By November 30, 2020, the BC Coroners Service in collaboration with relevant partners will 
determine the need for amendments to the BCCS infant death investigative protocol.  
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PART 1: INTRODUCTION 

When an infant dies, it is a tragic loss to parents, extended family and their community. When an infant 
dies unexpectedly, there is a need to determine why and, if anything, what can be done to prevent 
death in similar circumstances so that families never have to experience this kind of devastating loss.  

Each year in B.C., approximately 44,000 infants are born3, and, on average, 161 deaths occur each year 
among infants in the first year after birth (see appendix: data table 1). In B.C., most infant deaths (83%) 
are the result of natural causes (e.g. extreme prematurity, congenital anomalies, or complications during 
childbirth). Some infant deaths are the result of unintentional injury (e.g. asphyxial deaths, drowning or 
motor vehicle crashes), and a small number of infant deaths are the result of homicide. Some infant 
deaths are classified as undetermined, where the cause of death cannot be or has not yet been 
established.  Of the infant deaths, this death review panel report focuses on BCCS investigative findings 
of unexpected infant deaths which occurred during sleep.  

For the period of this six-year review (January 1, 2013 to December 31, 2018), 141 infants in B.C. died 
suddenly and unexpectedly during sleep. This is similar to earlier death reviews (2003-2007) and (2008-
2012) which found that an average of 23 infants died suddenly and unexpectedly each year while 
sleeping and the rate for both time periods was 5.3 per 10,000 births. The factors and sleep related 
circumstances identified during this death review are consistent with earlier review findings and the 
literature. 

Overview of unexpected infant death during sleep 

Sudden, unexpected infant death during sleep is a leading cause of post-neonatal death, from one 
month to one year of age (Horne, Hauck & Moon, 2015; Trachtenberg, Haas, Kinney, Stanley & Krous, 
2012).  One theory for sudden, unexpected death in infancy is the Triple Risk Model which suggests that 
an infant with certain vulnerabilities or risk factors at a critical period in development, when exposed to 
an external stressor with which they are unable to cope, may die (Filiano & Kinney, 1994; Trachtenberg, 
et al., 2012) (see Figure 1).  

Infants between two and six months of age appear to have a vulnerable time point when they may be 
less able to respond as effectively to external stressors in their sleep environment (Horne, et al., 2015; 
Blood-Siegfried, 2009). 

Research finds that infants who are born prematurely, exposed to maternal smoking, and/or having mild 
infection are at increased risk of death when exposed to external stressors (e.g. placed on their side or 
stomach to sleep, head covered by blankets, or facing soft surfaces that may impede breathing) (Horne, 
et al., 2015).  

                                                            
3 Births based on 2013-2017 data https://www2.gov.bc.ca/gov/content/data/statistics/people-population-
community/population/vital-statistics  
 

https://www2.gov.bc.ca/assets/gov/birth-adoption-death-marriage-and-divorce/deaths/coroners-service/child-death-review-unit/reports-publications/archive/sudden-infant-death-report.pdf
https://www2.gov.bc.ca/assets/gov/birth-adoption-death-marriage-and-divorce/deaths/coroners-service/child-death-review-unit/reports-publications/unexpected-infant-death.pdf
https://www2.gov.bc.ca/assets/gov/birth-adoption-death-marriage-and-divorce/deaths/coroners-service/child-death-review-unit/reports-publications/unexpected-infant-death.pdf
https://www2.gov.bc.ca/gov/content/data/statistics/people-population-community/population/vital-statistics
https://www2.gov.bc.ca/gov/content/data/statistics/people-population-community/population/vital-statistics


Page 7 of 39 
 

Figure 1: Triple Risk Model 

 

(Source: Filiano & Kinney, 1994) 

In Canada and the United States, the implementation of the Back-to-Sleep Campaign in the 1990s was 
associated with a 50% decrease in the rate of Sudden Infant Death Syndrome (SIDS) (Trachtenberg, et 
al., 2012). The success of the Back-to-Sleep Campaign identified additional public health interventions to 
address other modifiable risk factors found during infant death investigations.  

Infant safe sleep information and education were expanded from recommending a supine (on back) 
sleep position, to include ensuring that infants were placed on a separate, flat, firm sleep surface, with 
no soft bedding, blankets, pillows or bumper pads. Guidelines promoted room-sharing and not bed 
sharing. As well, parent information recommended having a smoke-free environment before and after 
birth, identified breastfeeding as protective, and encouraged parents to place a baby to sleep on a 
separate sleep surface (crib, bassinet) after feeding.  

In B.C., infant safe sleep information began including harm reduction messaging for parents about bed 
sharing in 2017. This includes information on parent and environmental factors that increase the risks 
associated with bed-sharing. 

In Canada, infant deaths are classified as unknown or undetermined; accidental; homicide; or, natural. 
This classification supports public health prevention efforts to address modifiable risk factors which 
contribute or are associated with infant mortality. By using death classifications of undetermined, 
accidental or natural, we can better understand causes and where to focus prevention efforts.   

Exogenous Stressors: 

• On stomach or side-lying sleep position 
• Soft bedding or soft mattress 
• Face covered 
• Bed sharing & parent incapacitation 
• Upper respiratory tract infection 
• Over heating  
• Swaddling 

Infants at Increased Risk: 
 
• Male 
• Born Prematurely 
• Have genetic risk factors 
• Have perinatal exposure to cigarettes and/or 

alcohol  
 

http://www.health.gov.bc.ca/library/publications/year/2017/safer-sleep-for-my-baby.pdf
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Death Investigation and Classification of Death 

When an infant is found unresponsive at home or in the community, an ambulance is called, police are 
notified, and emergency medical responders take over resuscitation efforts. Usually, the infant is 
transported to hospital for further emergency treatment or care. If the infant is confirmed deceased, the 
hospital or police contact the coroner and an investigation into the circumstances of the death begins. 
This includes confirming the identity of the infant, establishing when and where the death occurred, and 
determining the cause and manner of death.  

The coroner completes an investigative protocol 
which includes an assessment of health, social and 
environmental factors. If the cause of death cannot 
be clearly established, the coroner orders post-
mortem testing. A pathologist conducts an autopsy, 
reviews toxicological testing and prepares a report. 
Based on the examination of the body, the 
investigation of the scene and a review of all 
relevant records, including the autopsy report, the 
coroner makes a finding regarding the cause and 
manner of the infant’s death. Where no known 
cause can be established, the coroner finds the 
death to be ‘undetermined’. The coroner completes 
a report and contacts the family to inform them of 
the findings. 

Sudden infant death syndrome (SIDS) and 
sudden unexpected death in infancy (SUDI) are 
not a cause of death. The terms essentially 
mean the death is unexplained.  

Although some infant deaths will remain 
unexplained, enhanced investigations and 
further research may help to identify if some 
deaths have a genetic component or resulted 
from asphyxia from unsafe sleep conditions.  

  



Page 9 of 39 
 

PART 2: BC CORONERS SERVICE INVESTIGATIVE FINDINGS 

Although each infant’s death is unique, there are a number of common findings among infants who die 
suddenly and unexpectedly during sleep. These findings include health, social and sleep environment 
factors that place an infant at increased risk of sudden unexpected infant death during sleep.  

For the period of January 1, 2013, to December 31, 2018, there were 141 deaths among infants. This 
review found that the annual average of unexpected infant deaths (both number and rate) was similar 
to earlier death reviews (2003-2007) and (2008-2012). These earlier reviews found that an annual 
average of 23 infants died suddenly and unexpectedly while sleeping. The factors and circumstances 
identified during this death review are consistent with earlier review findings. This review’s findings are 
consistent with the Triple Risk Model and other research findings; that several markers (modifiable and 
non-modifiable) were present among the infants who died during sleep. 

Of the 141 infants who died, the BCCS investigation found (see Table 1): 

• Accidental causes (e.g. overlay, asphyxia, falls from sleep surface) resulted in 36 (25%) of deaths;  
• Natural disease (pneumonia, respiratory infections, anomalies) resulted in 36 (25%) of deaths; 

and,  
• 69 deaths remain undetermined.  

Table 1: Total Infant Deaths 2013-2018 by Classification of Death 

 Accidental Natural Undetermined Total 
Total 36 36 69* 141 

*42 of the undetermined deaths are open investigations; which means that the classification of death 
may change as new information is received and the investigation is completed.  

 

A. Infant Demographics 

Age at time of death: 
 
This review found that 89% of unexpected infant 
deaths during sleep occurred in the first six 
months after birth (see Figure 2). This is consistent 
with the earlier (2008-2012) review.  

 
 
 
 
 

https://www2.gov.bc.ca/assets/gov/birth-adoption-death-marriage-and-divorce/deaths/coroners-service/child-death-review-unit/reports-publications/archive/sudden-infant-death-report.pdf
https://www2.gov.bc.ca/assets/gov/birth-adoption-death-marriage-and-divorce/deaths/coroners-service/child-death-review-unit/reports-publications/unexpected-infant-death.pdf
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Figure 2:  

 

Sex  

More male infants died than female infants (55% males and 45% females). The literature finds that male 
infants are at greater risk of sudden, unexpected death in infancy than female infants (Fleming, Blair & 
Pease, 2015; Athanasakis, Karavasiliadou & Styliadis, 2011). (Pongou, 2012).  

Health Authority (HA) of Residence 

In this six-year review, the rates of infant death were significantly lower in Vancouver Coastal compared 
to the other health authorities. The rates of infant death in Fraser health authority were significantly 
lower than rates in Interior, Northern or Island health authorities (see Table 2). This review did not 
examine health authority service delivery models or demographic variations within each health 
authority; therefore, this review cannot assess the reasons for the regional differences.  

Table 2: Sudden Unexpected Infant Deaths during Sleep (2013-2018) 
Health Authority Estimated4 Rates of Infant Deaths per 10,000 births 
Fraser (n=45) 4.3 
Interior (n=33) 8.8 
Northern (n=20) 9.8 
Vancouver Coastal (n=10) 1.6 
Island (n=33) 8.7 
Provincial  5.3 

  

                                                            
4 Estimated births based on fiscal numbers provided in Perinatal Services 2016/17 Annual Report. 2018 numbers were 
estimated using a linear trend.  Perinatal Services BC (September 2018). 
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Indigenous  

In this review, 31% of infants who died suddenly and unexpectedly were identified as Indigenous (n=44). 
This percentage remains the same as the earlier review (2008-2012) and is an over-representation of 
Indigenous infants based on population proportion. In Canada, Indigenous infant mortality rates are 
more than twice that of their non-Indigenous peers. Rates of sudden and unexpected infant deaths 
among First Nations and Inuit infants were seven times higher than their non-First Nations and Inuit 
peers (Sheppard, Shapiro, Bushnik, Wilkins, Perry, Kaufman, Kramer & Yang, 2017). 

The reasons for higher rates of sleep-related infant deaths in Indigenous communities are complex and 
not fully understood. 

To acknowledge and to help address 
historical and existing challenges 
faced by Indigenous peoples, the 
British Columbia government has 
committed to renewing its 
relationship with Indigenous peoples, 
and has developed draft principles to 
guide this relationship. These 
principles are informed by the United 
Nations Declaration of the Rights of 
Indigenous Peoples and the Truth and 
Reconciliation Commission Calls to 
Action.  “B.C.’s principles are about 
renewing the Crown-Indigenous 
relationship. They are an important 
starting point to move away from the 
status quo and to empower the 
Province to fundamentally change its 
relationship with Indigenous peoples, 

a process that will take time and call for innovative thinking and action.” “This includes engaging with 
Indigenous communities when creating new policies and programs, reviewing services to make sure 
they are delivered in culturally intelligent ways, and renewing fiscal relationships in ways that help 
further Indigenous communities’ right to self-determination (B.C. Government 2018).”  

To best support Indigenous communities, trauma-informed practice is essential when interacting with 
individuals and communities experiencing ongoing and historical trauma. Trauma-informed practice 
recognizes and acknowledges the impact of trauma and the need for awareness and sensitivity to its 
dynamics in all aspects of service delivery. 
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B. Maternal Findings 

Pregnancy and the postnatal period are sensitive developmental periods for the fetus and infant.  A 
woman’s health during pregnancy may be impacted by biologic, social, economic and behavioural 
factors. These factors may also impact fetal health and development.  

Maternal Age 

In this review, significantly more unexpected infant deaths occurred among infants born to women 
younger than 25 years of age. Perinatal Services BC data finds that only 10.5% of births occur among 
women younger than 25 years. This review found that 35% of infants who died were born to women 
younger than 25 years of age (see Table 3). These findings appear to indicate that younger mothers may 
benefit from additional support and services.  

Table 3: Maternal Age and Classification of Infant Death 

Maternal Age 
Total Infant Deaths by  

Maternal Age 
Percentage of All Births by Age 

Group, 2016/175 
<20 years 17 (12%) 1.4% 
20-24 years 32 (23%) 9.1% 
25-29 years 34 (24%) 25.4% 
30-34 years 36 (26%) 38.1% 
35+ years 20 (14%) 25.9% 
Maternal Age Unknown 2 (1%)  
Total 141  

 

Parenting (first-time parents and parents with older children) 

In this review, 81 women were parenting other children and 56 women were first-time mothers. Four of 
the infants who died were in the care of the Ministry of Children and Family Development. 

  

                                                            
5 Source: Perinatal Services BC (September 2018) 
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Prenatal tobacco, substance or alcohol use 

A history of maternal prenatal tobacco use, 
illicit substance use and/or alcohol use was 
found among 44% of investigations of infants 
who died suddenly and unexpectedly during 
sleep, compared to 49% who had no history of 
exposure and 7% for whom prenatal exposure 
was unknown. In this review, maternal use of 
tobacco during pregnancy was higher than 
documented maternal tobacco use during 
pregnancy for all births (33% versus 6% 
respectively) (Perinatal Services BC, September 
2018). Baseline data was not available for the 
proportion of all births with prenatal exposure 
to alcohol or illicit substances.   

 

 

  



Page 14 of 39 
 

C. Infant Health Findings 

Gestational Age 

In this review, more than one quarter (26%) of infants who died unexpectedly had a history of preterm 
birth (<37 weeks gestational age) (see Table 4). This is similar to the earlier review which found that 23% 
of infants who died were preterm infants. Compared to all births in B.C., there was a significantly higher 
percentage of infant deaths among infants born prematurely.  

Table 4: Gestational Age 
Gestational Age Total Percentage of All Births by Gestational Age, 2016/176 
<34 weeks 13 (9%) 2.3% 
34-36 weeks 24 (17%) 8.4% 
37 weeks – 40 weeks 92 (65%) 81.7% 
41+ weeks 12 (9%) 7.7% 
Total 141  

 
Low Birth Weight  

In this review, 18 infants who died were less 
than 2,500 grams at birth (13%), all were pre-
term. This is similar to the earlier review which 
identified that 15% of infants who died had a 
low birth weight of less than 2500 grams. Low 
birth weight infants (<2,500 grams at birth) are 
at greater risk of unexpected death compared 
to infants born (>2,500 grams) (Athanasakis, et 
al., 2011). 

Congenital Anomalies  

Investigative notes indicate that nine infants 
(6%) who died had congenital anomalies. These 
included cardiac conditions, renal conditions, 
bowel malformations, Down syndrome and 
cerebral palsy with multiple anomalies present.  

A number of genetic variations have been identified at increased frequency in infants who died 
unexpected during sleep. The mechanism by which these genetic variations might lead to increased risk 
of sudden, unexpected death is not known; all are known to have potentially significant effects on 
brainstem neurophysiology (Fleming, et al., 2015 p 3).  

                                                            
6 Perinatal Services BC (September 2018) 
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Illness or Behaviour Change 

In this review, 83 (59%) infants had a parent report of an illness, injury or change in behaviour prior to 
death (see Table 5). 

Table 5: Infants with signs or symptoms of illness or change in behaviour within 72 hours prior to 
death (reported by parent) 
Illness or Behaviour Change Total 
Yes, had signs of illness or increased crying 83 (59%) 
No signs of illness or change in behaviour 57 (40%) 
Unknown 1 (1%) 
Total 141 

 

D. Infant Sleep Environment Findings 

Research has identified certain sleep factors that are associated with unexpected deaths in infancy. Safe 
infant sleep practices include: placing a baby on their back to sleep, on a separate, firm sleep surface, 
free of pillows, soft bedding or other hazards, having a smoke-free environment, preventing overheating 
and no swaddling (see Figure 3).  

Figure 3 

 
Source: Perinatal Services BC, 2016 
 
Throughout the past decade, there has been an extensive effort to promote safer sleep environments, 
including the development of harm reduction messaging intended for families who were bed sharing. In 
B.C., the recently revised safe sleep resources (2017) include a statement that sharing a bed with an 
infant can be risky, and the conditions that make bedsharing riskier.  

http://www.health.gov.bc.ca/library/publications/year/2017/safer-sleep-for-my-baby.pdf
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This latest review (2013-2018) found that the annual average number and the rate of unexpected infant 
deaths during sleep is similar to earlier death reviews (2003-2007) and (2008-2012). There has been no 
change in the number of infant deaths while sleeping, and the circumstances that result in the deaths 
remain similar and constant.  
 
The panel found that there continues to be a need for universal safe sleep messaging, including targeted 
messaging for families with identified risk factors or vulnerabilities. This review identified that 114 (81%) 
infants who died during sleep had unsafe sleep practices identified during their last sleep. Unsafe sleep 
practices were any of the following:  

• Objects near face (e.g. pillows, blankets, duvets etc.) (n=63);  
• Placed in position other than on back (if unknown sleep placement, found on stomach) (n=60); 
• Bed sharing with parental incapacitation (n=30);  
• Bed sharing on a couch, or sleeping with a parent in a chair (n=18) 
• Overlay or risk of entrapment between objects (wedging) (n=30);  
• Swaddled (n=22);  
• Bedsharing with a sibling (n=6); or, 
• Sleeping alone on an adult bed or sleeping in a car seat (n=5). 
 

Research finds that it is the concurrence of multiple risk factors which increase the risk of sudden, 
unexpected infant death during sleep (Trachtenberg, et al., 2012).  

The following sections of the report include short stories of three infants who died and the 
circumstances and factors found during the death investigations. These deaths are highlighted as they 
are representative of many of the infant deaths reviewed. The names used are fictious to preserve the 
privacy of the deceased and their families. 

Sleep surface 
In this review, investigative findings of where an infant was last known alive revealed that: 

• More than half (54%) of the infants were in an adult bed; 
• 18 (13%) of the infants were on a couch, sofa or chair; and, 
• Fewer than one quarter (n=33, 23%) of the infants were in a crib or bassinet (see Table 6).  

 

Of the 33 infants who died and were sleeping in a crib or bassinet:  
• 20 had unsafe sleep practices present (e.g. objects near face, placed on stomach, swaddled etc.); 

and, 
• 13 had no unsafe sleep practices identified during their last sleep.  

 
  

https://www2.gov.bc.ca/assets/gov/birth-adoption-death-marriage-and-divorce/deaths/coroners-service/child-death-review-unit/reports-publications/archive/sudden-infant-death-report.pdf
https://www2.gov.bc.ca/assets/gov/birth-adoption-death-marriage-and-divorce/deaths/coroners-service/child-death-review-unit/reports-publications/unexpected-infant-death.pdf
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Investigative scene findings indicated that: 

• 70% of all infants who died had a crib or bassinette available in the home;  
• 15% did not have a crib or bassinette available; and,  
• 15% it was unknown if a crib or bassinette was available. 

Among those infants who had no crib or bassinette available, eight were visiting others outside their 
home. 

Table 6: Sleep Surface: Infant Last Known Alive 
 Total 
Adult bed (includes one bedside co-sleeper) 76 (54%) 
Crib/bassinet  33 (23%) 
Couch/sofa/ or chair 18 (13%) 
Play pen  5 (3.5%) 
Car seat 4 (3%) 
Other (sling, rocking seat, swing, floor, cushion) 5 (3.5%) 
Total 141 (100%) 

 

The adult bed presents a greater risk than cribs for infant suffocation, entrapment and strangulation (40 
times greater risk than cribs) (Trifunov, 2009). Memory foam mattresses, air mattresses, and pillow top 
mattresses have been identified as suffocation risks, increasing the potential for infant death (Doering & 
Salm Ward, 2017). 

Baby Sasha  

Shortly before midnight, emergency personnel were dispatched to a private residence where Sasha’s 
family had been visiting with friends. Upon arrival, they found a three-month-old infant who was 
unresponsive and cardio-pulmonary resuscitation was being performed by Sasha’s parents.  

Sasha was a previously healthy baby. He was born at term, was growing well and meeting all normal 
developmental milestones. The investigation revealed that on the night baby Sasha died, he had been 
swaddled, placed on his back and propped slightly on a large pillow, in the middle of an adult bed. As 
Sasha’s family was visiting friends, a crib was not available. Sasha cried for a few minutes, but settled 
quickly for sleep. Approximately 30 minutes later, Sasha’s parents entered the room to check on him and 
found their baby had rolled onto his stomach; his face was pressed into the mattress. 

Sasha was limp, was not breathing and had no heartbeat. Despite extensive resuscitation efforts Sasha 
could not be saved.  
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Sleep Position 
In this review, more than half (53%) of infants were placed on their back to sleep, 16% were placed on 
their stomachs and 19% were placed on their side (see Table 7).  Sleep position was based on parent or 
caregiver report, and for some infants the position last placed or found was unknown.  

Table 7: Infant Sleep Position 
Position Last Placed  Position Found   
On back 75 On back 56 
On side 28 On side 22 
On stomach 22 On stomach 44 
Seated (car seat, chair or swing) 6 Seated (car seat, chair or swing) 5 
Unknown 9 Unknown 11 
Other (upright in sling) 1 Other (upright, on floor) 3 
Total Placed 141 Total Found 141 

 

The earlier review identified that 48% of infants (for whom the placement was known) were placed on 
their backs to sleep, 37% were placed on their stomach and 15% were placed on their side to sleep. 
Prone (on stomach) and side-lying sleep positions have been linked to increased rates of unexpected 
infant deaths (Byard, Bright, & Vink, 2018). Side-lying position has been shown to double the risk of 
sudden, unexpected infant death compared to supine positioning (Athanasakis, et al., 2011). 

Bed Sharing 

In this review, 77 (55%) of the infants who died were sharing a sleep surface. Almost all bedsharing 
infants 92% (n=71) were sleeping with a parent; six infants were sleeping with a sibling.  

Investigative notes found that bed sharing occurred for ease of breastfeeding, to settle an infant who 
was fussy, was unintended and occurred due to parental fatigue, or was the parent’s preference to be 
close to their infant.  
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In this review, BCCS notes indicated that for 43 infants overlay by a parent was identified in statements 
made by parents or through scene investigative findings (see Table 8). The autopsy findings have 
confirmed overlay as either the cause of death or contributing to the death for 26 of the 43 infants.  

Table 8: Infant Bed Sharing with Adult and Possible Overlay 
 Total Autopsy confirmed 
Overlay identified (e.g. statement by witness, scene 
findings) 

17 12 

Possible overlay (identified by scene findings) 26 14 
 

In this review, 71 parents were bed sharing, and of those, investigative protocols found that 30 parents 
(42%) had an identified impairment or possible impairment due to alcohol, substances or extreme non- 
rousable parental fatigue (see Table 9). 

Table 9: Infant Bed sharing with Adult and Impairment 
 Total 
Impairment  30 
Unknown 13 
No impairment identified 28 
Total Bed Sharing with Adult 71 

 

Baby Sara  

Sara was a one-month-old baby girl who was born after a complicated pregnancy. Although she was 
born preterm at 35 weeks, she was gaining weight appropriately and was in good health at routine 
follow-up appointments with her family doctor. On the night of her death, Sara was last known alive 
lying on her side, facing her mother to breast feed on an adult bed. Sara’s mom was tired and fell asleep 
during breastfeeding. When Sara’s mom awoke, she found Sara pressed between her body and the 
mattress. Sara was unresponsive, not breathing and cold to the touch. Toxicology findings were negative 
for alcohol, prescribed medications or illicit drugs. Sara’s death was classified as an accidental death due 
to overlay by her parent in an adult bed. 
 

Presence of Bedding, Pillows and Suffocation Hazards  
 
In this review, the following sleep environment risk factors were identified for 70 infants: 

• 63 (90%) of the infants had objects in contact with or near their faces (e.g. bedding, blankets, 
duvets, pillows, or soft mattresses);  

• 22 (31%) of the infants were swaddled;  
• 19 (27%) of the infants were found unresponsive with their heads covered by bedding; and,  
• Four (6%) of the infants were found wedged between two objects (e.g. pillows). 
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Soft bedding (duvets, quilts, pillows, sheepskin, loose bedding, bumper pads, etc.) increase the risk of 
head covering and infant suffocation and rebreathing; a five-fold risk regardless of sleep position and 
more than 20-fold if infants are prone (Horne, et al., 2015; Moon, 2016). Swaddling restricts an infant’s 
movements and is a risk for asphyxial death or overheating. Swaddling may cause overheating due to 
bundling, decrease infant arousal, result in head covering or restrict movements and prevent the infant 
from using arms to move away from potential harms (Moon, 2016). 

Baby Christopher  

Christopher was a seven-month-old infant. Although he was born prematurely at 35 weeks, he was 
growing and developing normally for his age, was able to roll over and liked to play with toys. On the 
evening of his death, Christopher was placed on his back in his crib. A blanket covered him from his chest 
to his feet. Christopher was a bit fussy, was resettled by his parent, and given a soother. Approximately 
one hour later, Christopher’s parent entered the room and found him with the blanket wrapped around 
his face and head. Christopher had no pulse and was not breathing. Although cardio-pulmonary 
resuscitation was performed, Christopher could not be revived, his cause of death was accidental due to 
entrapment in the blanket. 

Exposure to Tobacco Smoke  
 
Researchers suggest that “smoking during pregnancy is the strongest prenatal modifiable risk factor for 
sudden infant death in industrialized nations” (Anderson et al., 2019, p 2). Maternal and paternal 
smoking poses a serious risk to the health of the fetus, infant and child. Canadian guidelines strongly 

advise pregnant women not to smoke, to 
avoid exposure to second hand smoke, and 
to be offered smoking cessation counselling 
to help them quit (Centre for Addiction and 
Mental Health, 2011). 

Tobacco use was present in the households 
for a number of infants who died: 

• 60 (42%) of the infants who died had 
caregivers who used cigarettes;  
• 29 (21%) of the homes had evidence of 
smoking; and, 
• 33 (23%) of the infants who died were 
exposed to second-hand smoke.  

Infants of smokers were at a five to six-fold 
increased risk of sudden infant death 
(Mitchell, et al., 2017; Horne et al., 2015).  
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Pacifier Use 
The BC Coroners Service does not routinely collect information on pacifier use. However, evidence from 
the literature suggests that pacifiers are protective: 

• Pacifiers have been found to be associated with lowering the risk of unexpected infant death. 
Theories include pacifiers may favorably modify autonomic control or maintain the infant’s airway 
patency (Moon, 2016; Bass, Gartley, Lyczkowski & Kleinman, 2017); 

• Pacifiers should be introduced in the neonatal period (Bass et al., 2017), and at the beginning of 
sleep (Athanasakis, et al., 2011); and, 

• Systematic reviews found that clinical trials do not support an adverse relationship between 
breastfeeding duration or exclusivity with the use of pacifiers (Moon, 2016; Bass et al., 2017).  

E. Child and Family Services 

At various stages of life, families may experience periods of risk or need depending on the ability to cope 
with internal and external stressors. Some families may experience transitory stressors whereas for 
others, the stressors may persist. For some, the pregnancy and the postpartum period may be a time of 
increased need requiring additional support and services. 

Public health and other care providers, including physicians and midwives, have a shared responsibility 
to offer services to postpartum women. “Universal services for women and their families include 
screening and assessment, health promotion and education, and intervention based on public health 
priorities identified for each of the 
prenatal, postpartum and family 
health phases. Enhanced services 
are provided where vulnerabilities 
and interventions are identified 
based on the level of need, risk, 
and strengths or protective 
factors. The intent of these 
services is to reduce inequities and 
promote health through a 
purposeful provision of enhanced 
services to those who may be 
vulnerable” (Government of B.C., 
2013). 

Panel members identified two 
gaps in service provision: a lack of 
capacity to deliver universal 
services and insufficient ability to 
provide enhanced services when a 
vulnerability is identified. 
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Public Health Assessment 
 
In this review, a public health nursing assessment was known to have been completed for more than 
half of the infants (58%) (see Table 10). For 19 infants there was no history of public health contact 
however, nine of these infants had been followed by a registered midwife. In B.C., the midwifery service 
model provides ongoing follow up for six weeks postpartum. For families receiving midwifery care, 
public health typically does not have direct contact until after six weeks postpartum. 

 
Table 10: Public Health Maternal and Infant Postpartum Follow up 
 Infant Deaths - Number (%) 
Public health contact and assessment completed 82 (58%) 
No public health contact 19 (13%) 
Public health contact unknown 40 (28%) 
Total 141 

 

Ministry of Children & Family Development Service Involvement 
 
A variety of supports and services are provided to families through the Ministry of Children and Family 
Development (MCFD) or through Delegated Aboriginal Agencies. These may include voluntary support 
and prevention services that include pre-birth planning for expectant parents to care safely for their 
infants once born; child protection services; alternate living arrangements and care for children and 
youth who are not able to live with their parents; and, and services and medical benefits for children 
and youth with special needs. 

In this review, 41% of all infants who died unexpectedly during sleep had a family history of MCFD 
service involvement within 12 months prior to the infant’s death. For some infants, MCFD contact was 
for child services for other siblings or for the parent. This is a significantly higher proportion than the 
earlier review which found that 26% of infants who died had a family history of MCFD service 
involvement. Families with MCFD involvement often have contact with other agencies or health care 
services (e.g. primary care, public health, or community agencies7). These points of contact with MCFD 
provide opportunities for further assessment of need and support and coordination with other agencies.  

A collaborative protocol to support at risk pregnant and parenting families was previously developed 
between Ministry of Health (MOH) and MCFD. This protocol outlines the roles and responsibilities of 
MOH and MCFD. (Government of B.C., March 2013). Weaknesses of the protocol are that it may not be 
in use and that it does not provide strategies on how to work with at risk families. There is a lack of 
guidelines for clinical practice when working with at risk families.   

                                                            
7 A revised Collaborative Practice Protocol for Providing Services for Families with Vulnerabilities: Roles and 
Responsibilities of the Director (Child, Family, and Community Services Act) and the Ministry of Health was released 
September 2019 to address policy changes regarding voluntary services for expectant parents experiencing 
vulnerabilities.   
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Public health nursing records indicated that of the 58 families with recent MCFD child service history:  

• 21 (36%) families had received a home visit;  
• Of those without a home visit (n=18), 13 were assessed at a public health clinic and/or had an 

assessment completed by phone (n=12); and, 
• Among 19 (33%) families, public health contact was unknown, or was attempted but did not 

occur. 

F. Post-Mortem Testing 

When an infant dies suddenly and unexpectedly, an autopsy is conducted and toxicology testing is 
completed. Findings assist in confirming the cause and classification of death and may also identify if 
families need further referral for genetic testing or specialized screening for parents and siblings. 

Autopsy Findings 

BCCS Completed Investigations 

Among the 84 completed investigations of infants who died suddenly or unexpectedly during sleep: 

• 27 (32%) died of accidental causes;  
o Of these, 25 deaths were asphyxial related or a result of overlay or aspiration; 

• 30 (36%) infants died of natural causes (e.g. found to have a condition or illness as the cause of 
death);  

o However, over half of the infants who died of natural causes also had unsafe sleep 
factors present (e.g. soft sleep surfaces, or infant sleep position (on stomach, side lying) 
during their last sleep; and, 

• 27 (32%) infant deaths were classified as undetermined (there were no findings on autopsy, no 
prior injuries were present, or an asphyxial mechanism could not be excluded). 

In this review, final autopsy results revealed that 26 infants had a respiratory illness or infection at the 
time of death (e.g. bronchopneumonia, group B streptococcus, RSV, enterovirus, rhinovirus or 
haemophilus influenza or para influenza).  

Of the 26 infants, three were seen by a health-care provider for symptoms of illness. Although a natural 
disease was identified, over half of the infants who died of natural causes during sleep had unsafe sleep 
practices or environmental factors (e.g. sleep surface or infant sleep position) identified in investigative 
notes.  

• 15 of the 26 infants who died due to natural causes were bed sharing with a parent; 
• 15 infants were found prone (n=10) or side-lying (n=5);  
• Seven infants lived in households with exposure to second hand smoke; and, 
• Head covering or swaddling were noted for two infants. 
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BCCS Open Investigations 

Among the 57 infants with open investigations, preliminary autopsy results have identified that:  

• 19 (33%) deaths had findings consistent with or suggestive of an asphyxia mechanism (e.g. 
overlay, airway obstruction or aspiration of formula or breastmilk); 

• Two (3%) infants showed evidence of injury; 
• 27 (47%) deaths had no evidence of traumatic injury and were pending further studies; and, 
• Among 9 (16%) infants a physical finding was present on autopsy (e.g. congenital anomaly, error 

in metabolism, infection, multiple viruses). 

Toxicology Findings 

In this review, 113 (83%) infants who died had negative findings on toxicology testing, meaning no alcohol, 
illicit drugs or medications (other than those medication administered during attempted resuscitation) 
were found.  

Toxicology testing also revealed that 16 (11%) infants had a positive test: 

• 6% of infants showed a positive result for illicit substances or cannabis; 
• 5% of infants showed a positive result for prescription medications including medications 

transferred through breastmilk. 
 

Baby Lara  

In the early morning, baby Lara was found unresponsive in her father’s arms in an adult bed. Baby Lara 
was three months old, and she was born at term following an uneventful pregnancy. There was a history 
of prenatal tobacco exposure, cannabis use and evidence of smoking in the home. Lara had experienced 
a dry cough for approximately one month prior to her death but was otherwise thought to be a healthy 
baby. On the night prior to her death, Lara was fed formula from a bottle and was taken to bed with her 
parents. She was held in her father’s arms, placed between her parents.  A playpen was in the room, but 
the parents reported that the baby regularly slept with them in the adult bed. When her father awoke in 
the morning, Lara was still in his arms, but she was unresponsive. Lara’s family called 911 and performed 
cardio-pulmonary resuscitation. Lara was transported to hospital but did not survive. An autopsy found 
the presence of viruses and the cause of death was attributed to a systemic viral infection; the specific 
organism, however, could not be identified. 
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PART 3: RECOMMENDATIONS 

This death review panel has developed a set of recommendations considering the current research and 
applying this knowledge to unexpected infant death investigative findings. The recommendations arising 
from the death review panel were developed in a manner that was:  

• Collaborative; 
• Attributable to the deaths being reviewed; 
• Focused on identifying opportunities for improving public safety and prevention of future deaths;  
• Targeted to specific parties; 
• Realistically and reasonably implementable; and, 
• Measurable. 

The overall findings of this review (2013-2018) indicated:   

• Infants continue to die under the same circumstances as identified in the 2013 panel;  
• The deaths of infants were found disproportionately among young families with risk factors and 

vulnerabilities;  
• Sleep position combined with health issues may have increased mortality risk for some infants; 

and, 
• There was considerable regional variation in the rates of infant deaths. 

This panel found through its deliberations that there was a need for: 
• Additional public health nursing support for expectant women and families with infants; 
• Continued, consistent, universally accessible messaging related to infant sleep practices; and, 
• A provincial approach to review infant deaths including expanded investigative protocols. 

Expand public health nursing services and infant safe sleep messaging 
 
Despite provincial efforts and messaging, the average annual number of sudden unexpected infant 
deaths during sleep remain unchanged. The key factors and sleep related circumstances identified were: 

• Asphyxial deaths due to overlay, wedging, head covering, entanglement, swaddling, on stomach 
(prone) or side-lying sleep placement; and, 

• Respiratory illnesses where breathing may have been compromised by the presence of unsafe 
sleep environment factors. 

The Triple Risk Model shows that all infants are at risk at certain points in their development. Infants 
aged two to six months appear to have a vulnerable time point when they may be unable to respond as 
effectively to external stressors in their sleep environment (Horne, et al., 2015; Blood-Siegfried, 2009). 
 
Adult mattresses, pillows, blankets, soft bedding, sleep position, and bed sharing increase the risk for 
asphyxial-generating conditions. Being born preterm, exposed to tobacco or substances places an infant 
at increased risk of death when exposed to external stressors (Horne, et al., 2015). 
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In B.C., public health nursing offers universal services (screening and assessment, health promotion and 
education and intervention) based on public health priorities identified for the prenatal and postpartum 
period up to two years. Enhanced services are offered where vulnerabilities and interventions are 
identified based on the level of need, risk and strengths or protective factors. These services are 
voluntary.  In recent years, there has been additional focus of public health nursing resources on 
extremely vulnerable, younger, first-time mothers-to-be. In some areas, public health post-partum 
follow-up is limited to clinic visits or telephone assessments. 

This review found that infant deaths during sleep occurred among families with prior parenting 
experience (n=81), as well as first-time parents (n=56). A public health assessment (phone assessment, 
clinic assessment or home visit) was known to have been completed for more than half of the infants 
(58%, n=82). Of the 60 families with recent MCFD child service history, 21 families received a public 
health home visit, 13 others had a clinic visit, and five had an assessment by phone. For 21 families 
contact with public health was unknown, or there was no contact.  

The panel identified the need to reassess availability and access to public health services for parenting 
families. This should include an assessment of the family’s circumstances and need, and that additional 
support be provided for families for whom a need is identified. 

The panel also identified the need to review and evaluate existing infant safe-sleep messaging and the 
impact of the introduction of new harm reduction messaging in 2017. This review identified that 81% of 
infants who died during sleep had unsafe sleep practices identified during their last sleep:  

• 44% of infants were found with soft bedding near face (e.g. pillows, blankets, duvets etc.);  
• One-third of infants were placed on their stomach (16%) or side (19%) to sleep;  
• 13% were bed sharing on a couch, or sleeping with a parent in a chair; 
• Almost one-quarter (23%) of the infants who died were exposed to second hand smoke; 
• Fewer than one quarter (23%) of the infants who died were sleeping in a crib or bassinet.   

 

Currently, provincial messaging includes a harm reduction approach, which outlines practices for a safer 
sleep environment for parents who bedshare with their infant.  

In this review, over half (55%) of infants who died were sharing a sleep surface: 

• Of the 77 infants who died and were bed sharing, only 15 (19%) were ‘considered’ to be following 
the provincial safe sleep harm reduction practices during their last sleep.  
 

Of the infants who were bed-sharing with a parent (n=71), investigative protocols found that 42% of 
parents had an identified impairment due to alcohol, substances or fatigue or possible impairment for 
same. Bed sharing with an infant increases the risk for infant asphyxiation or overlay by a 
parent/caregiver.  The risk of overlay is especially increased if a parent/caregiver is impaired by fatigue, 
alcohol or substances. Evidence clearly supports a separate sleep surface for infants. 
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The panel identified the need for ongoing safe sleep messaging for all parents and caregivers; that adult 
beds are not designed for infants. The panel identified that exclusive breastfeeding is possible even 
when an infant sleeps on a separate sleep surface and in the same room, and that pacifier use is 
protective and does not adversely impact breastfeeding duration or exclusivity.  

This panel found that infants who died during sleep disproportionately lived in households with younger 
parents, or in families experiencing vulnerabilities. These factors were further complicated by the 
presence of unsafe sleep environments. The panel recommends that additional services and support be 
in place to meet the needs of vulnerable families with infants.  

Recommendations #1: Expand low-barrier and culturally safe public health services to vulnerable 
families from birth to one year postpartum.  
 

• By November 30, 2020, the Ministry of Health in collaboration with the First Nations Health 
Authority and the regional health authorities will ensure all post-partum mothers are assessed, 
offered a home visit, and are provided support and follow up as indicated from birth to one year 
postpartum. 
 

• By November 30, 2020, the Ministry of Health in collaboration with the Ministry of Children and 
Family Development will renew and implement the Collaborative Protocol for Vulnerable 
Families and include practice guidelines on assessing, supporting and engaging with vulnerable 
families. 
 

• By November 30, 2020, the Ministry of Health in collaboration with Perinatal Services BC, the 
Ministry of Children and Family Development and the First Nations Health Authority, and public 
health in regional health authorities will review and evaluate infant sleep messages, including a 
targeted approach for vulnerable families with infants at increased risk.  

Engaging Vulnerable Families 
 
Midwives, doctors and nurses play a crucial role in supporting pregnant and parenting women and their 
families.  Evidence indicates that stressors or “vulnerability in the mother-to-be or newly delivered 
woman can impact on her capacity for parenting, with long-term consequences for the child” (Barlow, J., 
2015).  

In B.C., a collaborative protocol to support at risk pregnant and parenting families was previously 
developed between the MOH and MCFD. The protocol outlines the roles and responsibilities of the two 
ministries8 (Government of B.C., March 2013). However, panel members learned that the protocol may 
not be in use, and it does not provide strategies on how to work with at risk families. There is a lack of 
guidelines for clinical practice when working with at risk families. 

                                                            
8 Ibid, see page 23 
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In this review, 41% of families with infants who died had a history of MCFD service involvement within a 
year prior to the infant’s date of death. For some infants, MCFD contact was for child services for other 
siblings or for the parent. This is a significantly higher proportion than the earlier review which found 
that 26% of infants who died had a family history of MCFD service involvement. During the coroners’ 
scene attendance, photos and investigative notes identified that 41% (n=58) of the infants who died 
lived in conditions of concern for infant health and safety.  

The panel identified that there is a need to ensure all families have the necessary supports, and/or 
information about infant care and parenting. There is a need to ensure that relevant information is 
shared across the care continuum in support of the family. 

Recommendation #2: Improve continuity of care and service coordination  
 

• By May 31, 2021, the Ministry of Health in collaboration with Perinatal Services BC, the First 
Nations Health Authority, and public health in regional health authorities will review and 
address any issues related to service coordination or continuity of care for infants that 
addresses the provision of universal post-partum assessment (including a home visit) and access 
to enhanced services as needed. 

Infant Mortality Review 
 
Currently in B.C., the regional health authorities receive notification about all infant deaths. This 
information is reviewed by regional infant mortality committees with the goal to identifiy regional 
issues, strengthen services and supports for families and enhance prevention efforts to reduce infant 
mortality. Some health authorities have requested that a provincial infant mortality review be 
considered to reduce duplication of effort, and to better aggregate findings for trend analysis while still  
allowing for regional health authorities to independently review local practice and services.  This panel 
identified the need to utilize BCCS investigative findings at a provincial level so that trends could be 
monitored, emerging issues identified, and to support health policy and the development of provincial 
guidelines. The panel identified that infant deaths and near misses of infant asphyxial events need to be 
reviewed and that investigative protocols enhanced to include additional factors such as pacifier use, 
cannabis exposure, and vaping so that all parents and cargivers have information and support to 
enhance protective factors. 

Recommendation #3: Determine the need for a provincial approach for Infant Mortality Review  
 

• By November 30, 2020, the Ministry of Health in collaboration with the First Nations Health 
Authority and regional health authorities will identify a broader provincial approach to review 
infant mortality in aggregate.  
 

• By November 30, 2020, the BC Coroners Service (BCCS) in collaboration with relevant partners 
will determine the need for amendments to the BCCS infant death investigative protocol. 
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APPENDICES 

A) DEATH REVIEW PANEL   

The BC Coroners Service (BCCS) is a fact-finding, not fault-finding, agency that provides an independent 
service to the family, community, government agencies and other organizations. The Coroners Service 
investigates all sudden, unexpected and/or unnatural deaths in B.C. and is responsible for investigating 
and determining the circumstances of these deaths. One of the agency’s most important responsibilities 
is the advancement of recommendations aimed at preventing deaths in similar circumstances. One of 
the ways the Coroners Service makes recommendations is through death review panels which bring 
together experts across disciplines to review a group of deaths in aggregate to identify opportunities for 
intervention to prevent death and improve public safety. 

A death review panel is mandated9 to review and analyze the facts and circumstances of deaths to 
provide the chief coroner with advice on medical, legal, social welfare and other matters concerning 
public health and safety and prevention of deaths.  

A death review panel may review one or more deaths before, during or after a coroner’s investigation, 
or inquest.  

Panel members were appointed by the chief coroner under Section 49 of the Coroners Act, including 
professionals with expertise in public health, health services, pediatric and neonatal medicine, 
Indigenous health, income assistance, child welfare, policing, pathology and injury prevention.  

Regardless of their employment or other affiliations, individual panel members were asked to exercise 
their mandate under the Coroners Act and express their personal knowledge and professional expertise. 
The findings and recommendations contained in this report need not reflect, or be consistent with, the 
policies or official position of any other organization. 

In the course of reviewing deaths of infants, the panel reviewed: 

• BCCS investigative findings; 
• Information provided by panel members; 
• Environmental, social and medical factors associated with the deaths; 
• Possible trends or themes; 
• The current state of related public policy and strategies; and, 
• Existing challenges. 

  

                                                            
9 Under the Coroners Act 

http://www.bclaws.ca/EPLibraries/bclaws_new/document/ID/freeside/00_07015_01
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B) DATA LIMITATIONS AND CONFIDENTIALITY  

This review identified a number of data limitations and issues, including: 

• The BCCS operates in a live database environment. The data presented within this review is based 
on open and closed BCCS investigative files. It includes analysis of BCCS investigative notes, 
medical records and other documents collected or protocols completed during the course of the 
coroners’ investigation. Some deaths were still under investigation and the information was 
incomplete.  

• As of June 1, 2016, the BC Coroners Service adopted the Aboriginal Administrative Data Standard; 
this will improve data quality and completeness of Indigenous identity on BCCS investigative files. 
Prior to June 2016, there was the potential to under-report deaths based on Indigenous identity. 
Past BCCS data collection resulted in limited or absent information about Indigenous identity (i.e., 
First Nations, Métis, Inuit), or whether an individual lived on a reserve.  

• This review presents data subsets with small numbers (n). These should be interpreted with 
caution. When the ‘n’ is low, conclusions are less certain than for larger groups.  

• The numbers presented are based on factors present during a death investigation. There is no 
population data for many of the factors reviewed. 

• Provisions under the Coroners Act and Freedom of Information and Protection of Privacy Act allow 
for the BCCS to disclose information to meet its legislative mandate and support the findings and 
recommendations generated by the review process. For the purposes of this report, information 
is presented in aggregate. Details that could identify the people have been omitted to respect the 
privacy of the person who died and their families. The BCCS is sensitive to the privacy of 
individuals and families that it serves and proceeds with caution when reporting review findings.  
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C) DATA TABLES 

Data Table 1  

Table 1: Total Infant Deaths 2013-2018 (All Classifications) 

 Accidental Homicide Natural Undetermined Total 
Total Deaths Among Infants 40 7 844 75 966 

 

Most infant deaths are the result of natural causes (e.g. extreme prematurity, congenital anomalies, or 
result from complications during childbirth). Some infant deaths are the result of unintentional injury 
(e.g. asphyxial deaths, drowning or motor vehicle crashes) and a small number of deaths are the result 
of homicide. Some infant deaths are classified as undetermined, where the cause of death cannot be or 
has not yet been established. 

Data Table 2: Unexpected Infant Deaths during Sleep (2013-2018)  
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GLOSSARY 

BCCS Classifications of Death 
• Accidental: deaths due to unintentional or unexpected injuries and includes complications 

reasonably attributed to the accident. 
• Homicide: death due to an injury intentionally inflicted by action of another person. Homicide is 

a neutral term that does not imply fault or blame. 
• Natural: resulting from a disease of the body and not resulting secondarily from injuries or 

abnormal environmental factors.  
• Undetermined: deaths that (because of insufficient evidence or inability to otherwise determine) 

cannot be reasonably categorized as natural, accidental or homicide deaths.  This includes some 
sudden infant deaths due to unknown or undetermined causes. 

BCCS Open Investigation: circumstances of the death are still under investigation and/or awaiting 
additional information such as medical records, post-mortem testing results, or toxicological findings 
that will support the completion of a Coroners Report.  

BCCS Completed Investigation: the investigation of the death has been completed. Post-mortem testing 
is complete, and results finalized.  A Coroners Report is released. 

Bed sharing: a sleeping arrangement in which the baby shares the same sleep surface as another 
person, sometimes also referred to as co-sleeping. 

First Nations: the term ‘First Nations’ has largely become the preferred terminology for Indigenous 
peoples of North America in what is now Canada, and their descendants, who are neither Métis or Inuit. 
First Nations people may be ‘Status’ (registered) or ‘non-Status’ as defined under the Indian Act. 

Indigenous: is most frequently used in an international or global context and is referred to by the United 
Nations broadly as ‘peoples of long settlement and connection to specific lands who have been 
adversely affected by incursions by industrial economies, displacement, and settlement of their 
traditional territories by others’. Similarly, the term can also refer to groups of peoples or ethnic groups 
with historical ties a territory prior to colonization or formation of a nation state. Typically, Indigenous 
peoples have preserved a degree of cultural and political separation from the mainstream culture and 
political system of the nation state within the border of which the Indigenous group is located. 

Infant: up to one year (birth to 364 days of age). 

Investigative Protocol: an assessment tool used by coroners to document relevant investigative findings 
about a decedent’s health, social and environment which assists in the classification of death or 
identifies prevention opportunities. 

Sudden infant death syndrome (SIDS): a term that describes the death of an infant under one year of 
age which is sudden and unexpected and without a clear cause. It is not a diagnosis. 
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Sudden unexpected deaths in infancy (SUDI): a term that describes the death of an infant under one 
year of age which is sudden, unexpected and unexplained where external risk factors are present and 
may or may not contribute to the death. It is not a diagnosis 

Vulnerable families: are those who experience a larger “burden” of illness and distress than others. A 
number of factors may influence vulnerability. 

Vulnerabilities: factors may include: low income, young parent, low education status, few social support 
networks, use of tobacco, alcohol or other substances, experiencing problems with housing, domestic 
violence, or mental health. In addition, vulnerable infants include those with low birth weight, poor 
health, prenatal substance exposure or born preterm. 
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