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1. INTRODUCTION 

Within community services there will be those patients whose death becomes inevitable. These are expected deaths.  

This policy is designed to support approved Registered Nurses to confirm the expected death of appropriately identified patients. These guidelines will only apply where every attempt has been made to inform relatives and carers of the impending death of the patient. 

This guidance will also enable staff to care appropriately for the deceased patient and minimise distress for the family and carers when dealing with the practical aspects following an expected death. The flow diagram in Appendix 1 illustrates the Nurse Verification of Expected Death process. 

Verification of Death

The purpose of verification of death is to determine whether a patient is actually deceased. All deaths should be subject to professional verification that life has ended. Verification of death is separate to the certification process and can be performed by a Medical Practitioner or other suitably trained and qualified professional, such as an approved Registered Nurse

Certification of Cause of Death

Medical certification of cause of death can only be carried out by a Medical Practitioner as defined by the Births and Deaths Registration Act 1953. There is no legal requirement for a Medical Practitioner to verify death. The Medical Practitioner will be responsible for informing the coroner of reportable deaths, even when the death is expected. These would include deaths due to industrial disease, those related to the patient’s employment, or when the patient has had a surgical procedure or significant injury in the 12 months prior to death.   

Expected Death 
An expected death is when the patient’s death is anticipated to be in the near future and the doctor will be able to issue a medical certificate as to the cause of death. The doctor has seen the patient with in the last 14 days prior to death. 

Legal Position

The legal position regarding certification of death is determined by the Births and Deaths Registration Act 1953. 

A registered medical practitioner who has attended a deceased person during his last illness is required to give a medical certificate stating the cause of death “to the best of his knowledge and belief”. This certificate must then be delivered to the registrar within 5 days of the death. 

2. BACKGROUND 

This policy is for patients dying at home or in a Care Home setting. Historically, when a terminally ill patient died as expected, it was the role of the General Practitioner to verify formally that death had occurred, prior to relatives contacting the Funeral Director. 

However there is no legal requirement for the GP to attend to verify that death has occurred. The only legal requirement is to issue a death certificate stating the cause of death. 

With the current emphasis on the provision of the right care at the right time, by the right member of the multidisciplinary team (Ayris, 2002; DoH, 2000), and the recent national guidance on best practice for end of life care, (NICE, 2004) it is appropriate for Nurses to be able to formally verify the expected death of their patients. 

Current Nursing and Midwifery Council and Royal College of Nursing advice states that Nurses undertaking this responsibility should have received appropriate training and evaluation of their competency and must be aware of their accountability when performing this role. Nurses should also be trained and aware in the use of the care of the dying pathway.

3. SCOPE OF THE POLICY 

The following conditions apply. 

· The policy is for adults only aged 18 years and above.

· The patient/patient’s death has been identified as expected. 

· The patient is known to the nursing team providing care.

· There has been a documented discussion and agreement with the GP that when the patient dies the Nurse will be able to verify the death. This will be recorded on page 2 of the Care of the Dying Pathway and Appendix 2 

· The GP must have visited the patient in the 14 days prior to death.  

· The patient should be on the Care of the Dying Pathway.

· If the death may be due to an industrial disease or related to the deceased’s employment, eg Asbestosis or Mesothelioma, or when the patient has had a surgical procedure or significant injury in the 12 months prior to death , the nurse may verify the death but the GP will need to refer to the coroner.

The policy does not apply:
· In cases of sudden or unexpected death 

· In cases of expected death when death occurs in unexpected manner or unexpected circumstances. 

· Death that has occurred as a result of untoward incident, fall or drug error 

See appendix 3 for more details.

In these circumstances the police and the coroner must be informed prior to removal of the body.

4. RESPONSIBILITIES 
4.1 Medical Responsibilities

Patients whose death is expected will be identified formally by either the GP or medical practitioner responsible for that patient and a written/electronic record made.

Discussions must include the views of patient, relatives and nursing staff responsible for the patient. 

The decision that death is expected will be documented in the clinical notes using the form in Appendix 2 and page 2 of the Care of Dying Pathway. This will be signed by the GP.

The doctor will communicate with the nursing staff regarding those patients whose death is expected and confirm by the above.

If the relatives of a deceased patient wish to speak to a doctor, this request should be facilitated. 

The responsible doctor of the deceased patient will complete the death certificate as soon as practical and within the timeframe required by law. 

 4.2 Nursing Responsibilities 

Verification of death can only be carried out by those Nurses who have received appropriate training in identifying clinical signs of death, who have read and understood this policy and have been assessed as competent.

All Nurses should adhere to the Nursing and Midwifery Council (NMC) Code of Professional Conduct (2008). 

The Nurse who is informed of the medical decision to identify a patient as an expected death must: 

· Ensure the doctor completes the relevant section of the care of the dying pathway and the form in appendix 2

· Inform the nursing team. 

· Ensure that the decision is also clearly documented.

The Nurse verifying the death has the responsibility of informing the relevant medical practitioner. The Nurse should record the date and time this was carried out in the care in Appendix 2 and the Care of Dying Pathway.

Nurse Verification of Expected Death  

	ACTION
	RATIONALE



	1. The General Practitioner (GP) and the Nurse will identify all patients on the care of the dying pathway (therefore whose death is expected).

GP to complete Appendix 2 and the Care of Dying Pathway, which will be kept with the patient.

Nurse to record on the multi-disciplinary notes page of the ICP document, that death is confirmed as ‘expected’ by the GP.


	1. To ensure good communication between GP and Nurse. To provide documented evidence of discussion.

	2. Nurse to ensure that carers/relatives have contact details for the service.
	2. To ensure that carers/relatives know how to contact the Nurse when the patient dies.

	3. Nurse to discuss with carers/relatives any religious, cultural or spiritual requests before death.
	3. To respect individual beliefs and wishes.

	At the time of death (equipment required – pen torch, watch with second hand, stethoscope)


	

	1. Palpate the carotid pulse for one minute
	1. Absence of carotid pulse indicates that death has occurred

	2. Check the absence of respiratory movement for one minute
	2. Absence of respiratory movement indicates that death has occurred

	3. Listen for heart sounds using a stethoscope for one minute. Listen to both sides of the chest
	3. Absence of heart sounds indicates that death has occurred

	4. Check the patient’s pupil reaction with a pen torch. Pupils should be fixed, dilated and unresponsive to light
	4. Pupils that do not respond to light (fixed and dilated) indicate that death has occurred.

	5. Confirm to the carer/relatives that the patient has died


	5. To keep the carer/relatives informed

	6. Complete Appendix 2 and the Care of Dying Pathway, particularly time and date of death and persons present


	6. In line with record keeping guidance and to meet legal requirements

	 7. Remove any equipment from the patient (i.e. syringe driver, catheter) and document in notes. If removing parenteral medication, document drugs delivered by this route, amount remaining still to be infused and time of disconnection
	7. To maintain patient’s dignity and to minimize distress for carers/relatives.

To maintain accurate record of drugs infused immediately prior to death.

	8. Inform the carer/relatives that they should contact funeral director/undertaker, care homes may do this on behalf of carers/relatives
	8. To initiate next steps

	9. If death occurs within GP working hours inform GP immediately by telephone. If death occurs out of hours contact the GP at the earliest opportunity.
	9. To allow GP to decide if he wishes to see the body before it goes to funeral director/undertaker.

	10. Inform members all other relevant service providers/organisations
	10. To maintain good communication with other service providers/organizations.

	11. Fax a copy of the verification of death page to the GP 
	11. Provide documented evidence of death and to inform the GP of the need for certification.


5. COMPETENCES

The NMC Code of Conduct 2008 places specific responsibilities on Nurses to maintain professional knowledge and competence. Nurses will acknowledge the limits of their professional competence and only undertake practice and accept responsibilities for those activities in which they are competent.

Nurses must have attended the appropriate theoretical training and be signed off as competent.  

All registered Nurses verifying death must have the competencies, skills and knowledge to enable them to determine the physiological aspects of death. Competencies are outlined in unit PSL10, “verify an expected death”, www.skillsforhealth.org.uk. These are summarised on the certificate. 

6. PATIENTS WITH SYRINGE DRIVERS

· Whilst awaiting verification and certification of death, the syringe driver and contents should be left in place, BUT the battery can be removed being meticulous not to alter settings.

· If the district nurse is trained and assessed as competent to VERIFY
Death AND has been assured by the patients G.P. their ability to issue the death certificate without seeing the patient or referral to coroner, the syringe driver may be removed.

· In the event of an unexpected death or unexpected circumstance the G.P. should be contacted immediately and everything, including the syringe driver and contents, should be left in place untouched.

· Unused Controlled drugs should be disposed as per CECH Controlled drug policy.

7.AUDIT AND MONITORING

Clinical team leaders will be expected to assess individuals practice and peer review. This will include evaluating individual’s skills and the frequency with which the skill is performed.

Nurse verifiers will be expected to update their competency in verifying expected death every two years.

The protocol should be available in all clinical areas and will be available on the CECH intranet (accessible by all CECH staff).

 Evidence of theoretical training and practical skills will be documented on the certificate and evidence will be maintained in the Nurse’s personal file and in their own profile/ KSF Appraisal

Staff who wish to comment or suggest changes to the policy should complete the suggestion sheet in Appendix 4 and return to the District Nurse Lead or in the case of nursing homes the Care Home Training and Development Manager.
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APPENDIX 2

Verification of Expected Death by a Registered Nurse

Part 1 To be completed by GP 

Name of Patient ……………………………………………     

DOB…………………………….

In the event of this patient dying, then a qualified nurse trained in the policy, may verify death, following the CECH policy relating to verification of death by a nurse. Doctor has confirmed death does not require reporting to the coroner. 

After death the undertaker can remove the body. The patient’s doctor will issue a cause of death certificate on the next available working day.

GP Signature   ………………………………………

Date……………………………….

________________________________________________________________

 Part 2 To be completed by the Nurse when verifying death

	
	The vital signs were checked


	YES
	NO

	
	· No response to painful stimuli (sternal rub)


	
	

	
	· Carotid pulse absent for one minute


	
	

	
	· Heart sounds absent for one minute


	
	

	
	· Respirations absent for one minute


	
	

	
	· Pupils fixed


	
	

	
	Date and time of death
	Name of people present at time of death


	Relationship

	
	
	
	

	
	Relatives informed


	Date
	Time

	
	
	Who informed


	By Who

	
	GP informed
	GP informed

Date:                           Time:

	
	Signature of the Nurse


	
	Date and time

	
	Print name


	
	


APPENDIX 3                 

Reportable Deaths

Deaths are to be Reported to the Coroner in the following circumstances:

1. The cause of death is unknown

2. The death was violent, unnatural or suspicious or unexpected

3. The death may be linked to poison or drugs

4. The death may be due in whole or part to an accident, no matter when the accident occurred

5. The death may be due to self neglect or neglect by others, including poor care in a residential or nursing home

6. The deceased has had a surgical procedure requiring or significant trauma (i.e. pathological fracture) in the last 12 months.

7. The death may be due to an industrial disease or related to the deceased’s employment or the deceased was in receipt of industrial injury or disablement pension or war pension, even if the death does not appear to be related to the condition for which the pension has been awarded. Eg asbestosis or mesothelioma. 

8. All children under 18 years of age

( For the full list of reportable deaths see reverse of death certificate form) 

APPENDIX 4

This form needs to be completed if teams are:

· For any reason unable to comply with the policy

· You feel the policy needs review

	DOCUMENT FEEDBACK FORM



	Title of document
	Comments
	Suggested solutions/changes

	
	
	


Please return to the District Nurse lead or for nursing homes the Care Homes Training and Development Manager. 

PLEASE NOTE: Check that this document is the most current version of this policy – you will find it on the CECH intranet




















No further curative medical intervention possible





Patient referred for palliative/supportive care











Patient condition deteriorates and Integrated Care Pathway commenced


Communicate with GP/family





DEATH EXPECTED





PATIENT DIES





Ensure no exclusions apply





Exclusions apply





CONTACT GP IMMEDIATELY





Reassure family/friends





Nurse/family are unhappy with verification of death





GP issues death certificate within 24 hours or next working day





Registered Nurse has undertaken training and is assessed as competent.


Registered Nurse undertakes clinical examination to confirm death





VERIFICATION OF DEATH PROFORMA





Last offices and removal of parenteral lines undertaken





Assist family in contacting Funeral Directors. (NB must be local funeral directors if cremation required)





Provide information and support to family and friends





ON COMPLETION ALL MEDICAL/NURSING NOTES TO BE RETURNED TO BASE
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