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Managing Death or near Death on Wards

1. Introduction

1.1 The sudden unexpected death of a hospitalised patient is distressing to the family and the healthcare team.  

1.2 While sudden deaths have very different causes, what unites them all is that they are unexpected and consequently unanticipated. 

2. Definition of sudden or unexpected death

2.1	A sudden death is any kind of death that happens unexpectedly. This includes:

· Suicide
· Homicide
· Overdose
· Road crash or other transport disaster
· Drowning, falls and fractures, fire or other tragedy
· Murder
· War or terrorism
· Undiagnosed advanced terminal illness, such as advanced cancer
· Sudden natural causes, such as heart attack, brain haemorrhage, or cot death 
· Sudden death from a serious illness that was known about, but where death wasn't expected, for example epilepsy, diabetes, respiratory conditions. 

3. Scope 
3.1 	The purpose of this procedure is to provide teams with guidance to make the required process easier and seamless, ensuring mandatory, corporate and legal responsibilities are met. 
3.2       This policy provides details regarding actions to take, following an unexpected death of a service user. It is important to note that whilst some deaths might be unexpected, other deaths might be anticipated under end of life and the Trust’s End of Life policy should be consulted. The End of Life policy details process and policy for   managing expected deaths. 
3.3      The Trust has a Resuscitation and Do Not Attempt Resuscitation (DNACPR) Policy which explains the requirements with regards to cardiopulmonary resuscitation (CPR) and guidance on Advance Decision making Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) orders. This policy should be consulted with regards to obtaining assistance in a medical emergency and CPR. This policy must be followed.


4. Inpatient Unexpected death  - Roles and Responsibilities

4.1 Upon discovery of an unresponsive service user, the emergency alarm must be activated for the response team to attend immediately and the emergency ambulance service must be contacted immediately.
4.2 All service users are initially presumed to be for CPR unless there is a fully completed and original paperwork for a DNACPR decision or a valid and applicable Advance Decision to Refuse Treatment (ADRT) with CPR.
4.3 Attempts to resuscitate should commence and continue until emergency services arrive. Resuscitation is an AGP (aerosol generating procedure) therefore appropriate level of PPE (personal protective equipment) should be worn by staff involved in resuscitation.
4.4 Dependent upon the success of CPR attempts, the ambulance or response crash team will decide whether the service user should be transferred to the local general hospital for further treatment or will remain in the ward for the funeral directors to transport to the mortuary when the police indicate it is appropriate to do so.  
4.5 A log of events should be completed by the DSN or nominated other (Appendix 1).
4.6 It is important that all relevant managers are notified (via completion of an In Phase report) of a death when it occurs to allow any remedial or immediate action to be initiated. Guidance for staff on the reporting and management of incidents is set out in the Patient Safety Incident Response Framework (PSIRF) and Incident Reporting and Management Policy for East London NHS Foundation Trust (ELFT)
.

5. Escort

5.1. If ambulance services decide to transfer the service user to the general hospital for further ambulatory care or monitoring, an escorting nurse should be identified.  This should be a qualified nurse who knows and is well acquainted with the service user’s history, current care plan and treatment input. The qualified nurse must be able to give a handover of the service user to other multi-disciplinary professionals who may require information to support their decision making on interventions 
5.2. Where this is not possible, the escort should have the contact details of a Senior Clinician who can give further information if required. This could include be a Senior Nurse and/or the Responsible Clinician
5.3. The role of the escorting nurse is to give medical staff information, to support the service user if they are conscious, and relay medical progress to the Duty Senior Nurse (DSN).
5.4. Where a service user is unconscious, and is unlikely to gain consciousness for some time, the Modern Matron (DSN out of hours) should liaise with the general hospital medical colleagues to review progress and decide whether to discontinue the requirement of an escort. 



6. Preserving the Scene and Police Input

6.1. Given the unexpected nature of the event, the Death should be treated as a potential crime scene until the police indicate otherwise.  
6.2. The role of the police officer in an unexpected death is to ensure that a 3rd party has not been involved in the death or that a criminal act has not taken place.  
6.3. The police should be contacted as soon as the immediate life support efforts have either stabilised the service user or been confirmed as being unsuccessful.  
6.4. The ambulance crews are likely to inform the police of the event.  
6.5. In addition, the DSN must also contact the police on 999 and report the incident.  The police will then attend the unit.  
6.6. The DSN must inform both the police and ambulance service if the service user is detained under the mental health act. 
6.7. If the patient is on a formal mental health section and they decline to visit and support at the site of the unexpected death, this must be escalated to the On Call Manager and then to the Director on Call 
6.8. While waiting for police attendance, the area where the event took place should be locked or blocked to ensure the scene is maintained. All equipment used must be left as it is in the room.
6.9. There should be no attempt to disturb the area in any way until authorised by the police.  
6.10. The staff that were at the scene should remain in the locality, as the police will decide who they wish to see to take a police statement. This allows the police to quickly assess the situation.
6.11. The nominated other (Appendix 1) should record the staff names, their designation and at least an email address contact – this is to enable accuracy in identifying staff members who were supporting the scene

7. Managing the Scene

7.1. The police must be supported by Trust colleagues or contractors to gain access to any information or evidence they may require or may need to review e.g. the service user’s clinical records, MHA detention paperwork, next of kin contacts, staff email addresses, hospital management contacts, CCTV footage viewing/downloads etc.
7.2. Once the police have agreed to release the scene, the environment must be made clean and safe ensuring that areas are de-contaminated. 
7.3. It is the responsibility of the ward/unit staff to ensure that any blood and body fluid spillage in the area is cleaned up safely and appropriately. Appropriate level of PPE must be worn and disposed of as infectious waste (orange waste bags).
7.4. Personal property should be searched, packed and stored in readiness for collection.
7.5. After the room is decontaminated and clean, arrange for an infectious clean (historically known as a deep clean) through Domestic Services.  Please note Domestic Services are not responsible for cleaning bodily fluids.
7.6. Release of service user’s personal belongings to the identified next of kin will be arranged with a property list provided and a copy retained in the Service Users notes. This should be arranged by the Clinical Nurse Manager.
 


8. Management of the Deceased

8.1. When the Police have agreed for the body to be released, the Clinical Nurse Manager (DSN when out of hours) will allocate 2 experienced ward staff to prepare the body for collection by funeral services.
  
8.2. Staff should be mindful of cultural and religious beliefs of the service user and expectations in relation to the preparation of the deceased while on the unit. This might include allocating same sex staff in the preparation process.

8.3. If the Service User is soiled, they must be cleaned and covered with a sheet.

8.4. The service user should be labelled with their Name, NHS No and DOB.



9. Family Notification

9.1 The next of kin or family must be informed at the earliest opportunity

9.2 If the police are already there, the Clinical Nurse Manager (DSN out of hours) must clarify who is informing or notifying the family of the incident e.g. The Trust or Police

9.3. If Trust, A Senior Clinical Manager should contact the family or next of kin to inform them of the incident, giving details of the service user’s current condition and where the service user will be moved to 

9.4 If 	the service user is deceased, in most cases the police will inform the family as they are able to attend the address to ensure the family are safe and supported.

9.5 Next of kin or family members may be notified and immediately want to attend to see the deceased laying in state on the ward before funeral services come to collect the body. A Senior Clinical Manager (On Call Manager out of hours) must make this decision considering the state of the service user’s body first (e.g. decapitation, limb loss). Consideration must be given for the next of kin or family members to have this opportunity to view the body while it is on the ward - but this must only be permitted after the police have released the scene and after Section 8 has been fully completed. 

9.6 The Clinical Nurse Manager or Modern Matron should agree a single contact for liaison between Trust and family. This will be for future purposes such as the PSII process, Duty of Candour notification, Coroners and for check ins as well as maintain contact

9.7 Ensure the Duty of Candour process is completed – this is usually a letter of condolence and may be accompanied by a condolence gesture such as flowers. Family should always be given an opportunity to meet and discuss circumstances with hospital senior managers and clinicians that were involved in the deceased service user’s care – this can form part of the Duty of Candour process. 


10. Funeral Services

10.1. Where attempts to preserve life have been unsuccessful, ambulance and response teams are likely to recommend collection by funeral services to transport to the mortuary.  

10.2. As it is an unexpected death, the police would need to give authorisation for the service user to be moved.  

10.3. Each locality would have an identified funeral director who should be contacted, post police authorisation. Each locality should keep local information on how to contact the funeral services for both the collection and for the body viewing for family members. The Clinical Nurse Manager or Modern Matron must be aware of the location of mortuary where the body has been taken to and to be kept.

10.4. Consideration should be given to supporting access to the ward or unit, and the discreet movement through the building as this could cause other service users’ considerable distress.

11. Reporting to the Coroner’s Office

Unexpected or sudden deaths of service users or patients that have had contact under our care need to be reported to the Coroner.
There are several types of death that must always be reported to the Coroner’s Office, these include:

· All deaths of people who detained under the Mental Health Act or are in custody , even if due to natural causes 
· Deaths that may be linked to medical treatment, surgery or anaesthetic
· Deaths that may be linked to an accident, however long ago it happened
· Deaths that may be linked to drugs or medications, whether prescribed or illicit
· If there is a possibility that the person took their own life
· If there are any suspicious circumstances or history of violence
· Deaths that may be linked to the person's occupation, for example if they have been exposed to asbestos 








12. Statements

12.1. All involved staff members should complete a contemporaneous account of the incident; staff may require support to do so. This needs to occur as soon as it is safe to do so and before leaving shift. This will provide service leads with a full picture of the incident, as it is also recognised that over time the detail of events are harder to remember.  

12.2. The Nurse in Charge must ensure that an electronic record on the service user’s EPR on RIO is made before staff leave the ward or unit at the end of their shift.

12.3 .The police may require and request statements immediately from specific staff members whom police have ascertained are key individuals or witnesses to the incident. Copies of the statements should be taken and stored by the Clinical Nurse Manager or Matron

13. Necessary Documentation & Notifications

13.1.  A trust incident form must be completed. This will trigger a 72-hour report being requested by the Trust’s Patient Safety team and will contribute to any  incident investigation under the Trust’s PSII process of the PSIRF.

13.2.  The Responsible Clinician, senior management team including hospital directors must be notified of the unexpected death – this can be done via email but must be done on the day of the incident

13.3. The Modern Matron and/or Lead Nurses must notify core members of the Trust Executive Team – this can be achieved by email and must be completed within 24- 48hrs of the incident 

All unexpected deaths that occur whilst a service user is detained under the Mental Health Act must be reported and notified to the Care Quality Commission (CQC) within 24hrs of the incident – see CQC notification form (Appendix 2). The notification form must be sent via email to the CQC through the designated email address on the form. Both the Trust’s ELFT CQC Team and Mental Health Law Team must be copied into the email notification to the CQC. 
Link to CQC notification form: https://www.cqc.org.uk/guidance-regulation/providers/notifications/death-detained-mental-health-patient-notification-form

13.4.  All unexpected deaths must be reported to the Trust Legal team within 24 hours of the incident – this can be achieved by email.

13.5.  All unexpected deaths must be reported to the local Coroner within 24-48hrs of the incident. Each locality should keep local information on how to contact or submit a notification of death to the Coroner in their locality.

13.6.  The Duty of Candour process must be recorded on the trust incident form, and a Duty of Candour letter must be sent out to the next of kin.


14. Service User Support

14.1 . As soon as is practical, the Clinical Nurse Manager or Modern Matron (DSN out of hours) should arrange a meeting with all service users in the clinical area.  In this meeting minimal information can be given. The purpose of this meeting is to acknowledge that a significant event has occurred, and to listen and discuss the support that will be offered.  

14.2 . Directly post the Incident, the Consultant/On-call Consultant and Senior Members of nursing staff should undertake a review of all service users to consider enhanced care and support where required.  

14.3 . The review should occur daily for the next 72 hours.   

14.4 . On the next working day the Modern Matron and/or Ward Manager supported by the DMT should conduct a de-brief. Planning with Consultant and Borough Lead Nurse will be required to decide what level of disclosure is appropriate. The de-brief should provide an opportunity for service users to discuss their thoughts, feelings and fears.

14.5 . Individual meetings with Service Users should occur where individuals are significantly affected.  

14.6 . The Locality Borough Director, Clinical Director and Borough Lead Nurse will agree who will contact the family to offer face to face meeting under the Duty of Candour process to discuss the events, give family carers an opportunity to ask questions and provide support.  Where telephone contact is unsuccessful a written offer letter should be sent.

14.7 . The spiritual care team can provide individual or group support if service users would find this useful.

15 Staff Support

16 
15.1 . All staff members involved should receive an initial de-brief before leaving the unit.  This could be conducted by the Clinical Nurse Manager or Modern Matron (DSN or On Call Manager out of hours)
15.2 . The Borough Lead Nurse should arrange an official staff de-brief within 10 days of the incident. This would be facilitated by a confident, competent facilitator independent of the immediate team affected. The full team and any other staff affect by the incident should be invited.  
15.3 . Individual staffs within teams are likely to be affected in different ways.  Post the incident, the Ward Manager, Matron and Discipline leads should offer a meeting to all staff members involved and discuss the incident in supervision with the full team.  
15.4 . Where required, increased levels of support should be offered which might include increased levels of meetings, directing to the HELP/Optima Occupational Health and Employee Assistance Programme (EAP) who provide a counselling service for staff. Also a referral Prevent occupational health if required.
15.5 . Staff can request their manager to contact the spiritual care team to provide individual or team support. 

16 Learning and Scrutiny

16.1  Within 48 hours a local review of the incident and initial learning points will be      established.
16.2  Depending on the nature of the event a patient safety incident investigation or any other learning response in line with PSIRF may be applicable. All inpatient deaths will result in a coroner review.  Staff involved in the incident may be asked to appear as a witness or support the Coroner
16.3  If this occurs, support in relation to writing statements and understand process will be given by Trust Legal team.


17 Community death

17.1. 	If an unexpected death occurs in a service users home the emergency services (ambulance) should be called. Where appropriate and instructed by emergency services CPR should be commenced .Wait for the emergency services to arrive and co-operate with their instructions.
17.2. Death will be confirmed by the ambulance crew who will inform the police.
17.3.	 Do not remove anything from the scene and the environment should be disturbed as little as possible
17.4. Inform your line manager, complete an incident form, consider need for a       safeguarding alert, and make a full clinical entry before finishing shift.
17.5. The team manager should inform the GP within 24 hours of the event occurring.




Appendix 1 - Managing Sudden Death or Near Death Log
To be completed by the DSN or Nominated other.  

Matron /DSN (Nominated other)
	Contact
	When to Contact

	Ambulance on (9) 999.  Hackney 2222 for Crash Team
	As soon as individual is found.

	Police on (9) 999 
(ring 9 to get outside line, followed by 999)

	Immediately, post incident

	In Working Hours
· Borough Director
· Clinical Director
· Borough Lead Nurse

Out of Hours
· On Call Manager
· On Call Consultant

	


Immediately, post incident

	Family/Next of Kin

	Immediately, post incident

	If Deceased – Funeral Directors

	Following Police Confirmation



Borough Director/On Call Manager (nominated other)

	Contact
	When to Contact

	In Working Hours
· Chief Operating Officer
· Chief Nurse
· Chief Medical Officer

Out of Hours
· Director on call

	When fully informed of incident


	Where appropriate inform Safeguarding Team

	Within 48 working hours

	Family/Next of Kin Meeting

	Within 24 working hours

	Mental Health Act Team 

	Within 24 working hours

	If Service User is on a restrictive order inform Ministry of Justice (0300 303 2079)

	Within 24 working hours

	Inform ICB  (in cases of a death)

	Within 48 working hours







	Contact
	When to Contact

	Inform CQC (in case of death) if detained under Mental Health Act – see appendix 2 

	As soon as possible

	Inform the Coroner 
	 As soon as possible within working  hours










	Directorate
	

	Ward/Area
	



	Service User Details

	Name
	

	Date of Birth
	

	Address

	




	GP Details
	




	Next of Kin Details

	




	Outline Admission Details (brief)

	






	Outline any Medical Conditions

	







Time Log	
	Details
	Completed by
	Time
	Initials

	Service User found
	
	
	

	By Whom  
	
	
	

	CPR commencement 
	
	
	

	Ambulance or Crash Team called
	
	
	

	Ambulance or Crash Team attended
	
	
	

	If pronounced time of death
	
	
	

	Transfer to Hospital or Mortuary 
	
	
	




	Details
	Completed by
	Time
	Initials

	Handover Clinical Information to emergency services
	
	
	

	Inform Family/Next of Kin
	
	
	

	Contact Police to inform of incident
	
	
	

	Brief Police on attendance
	
	
	

	In working hours, contact Borough Director, Clinical Director and Borough Lead Nurse
	
	
	

	Out of Hours contact On-Call Manager for Locality and On-Call Consultant
	
	
	

	Borough Director to contact Chief Operating Officer, Chief Medical Officer to inform of incident
Out of Hours On-call Manager to inform Director On-Call
	
	
	

	Matron/DSN to Log Incident on RIO
	
	
	

	Complete Incident Report
	
	
	

	Complete Safeguarding alert where required
	
	
	





Managing the Scene
	Details
	Completed by
	Time
	Initials

	Area secured and locked off (where possible)
	
	
	

	Notes, including Drug Charts, Fluid, News and Observation Charts locked securely
	
	
	




Staff/Other Service users
	Details
	Completed by
	Time
	Initials

	Deploy staff from other areas to ensure ward safety is maintained.
	
	
	

	Book additional staff for the ward for next 24 hours
	
	
	

	Staff involved to write Statement before leaving duties (staff may need support)
DSN to ensure all statement secured and scanned to Borough Lead Nurse and Borough Director
	
	
	

	Service Users informed of Incident (minimal detail at this point)
	
	
	

	Initial Staff de-brief
	
	
	

	Service Users Management review with Nurse in Charge and Medical Team  
	
	
	







Staff Members Involved
	Name:
	

	Contact Details:
	

	Role:
	

	Name:
	

	Contact Details:
	

	Role:
	

	Name:
	

	Contact Details:
	

	Role:
	

	Name:
	

	Contact Details:
	

	Role:
	

	Name:
	

	Contact Details:
	

	Role:
	

	Name:
	

	Contact Details:
	

	Role:
	




Form to be completed and sent to trust legal team with service user’s notes and arts.



Appendix 2 CQC Statutory Notification






Appendix 3 – Employee Assistance Programme (EAP)
 
Who are HELP/Optima Health?

HELP/Optima Health are a leading provider of professional counselling, information and advice offering support for issues arising from home or work. They employ professionally qualified Counsellors and Information Specialists, who are experienced in helping people to deal with all kinds of practical and emotional issues.

See their website here: https://elft.workplacewellbeing.com/eap/
You can complete their online form or just call 0800 030 430.
 
What does the service provide?
Unlimited Freephone access 24 hours a day, every day of the year for personal and work-related issues.
Short-term counselling and support by telephone and face-to-face (up to six one-hour sessions per issue).
Support and referral for longer-term issues.
Information services for any practical and day-to-day issues.
Management support and referral services.
Online counselling, supporting articles and wellbeing advice.
 
No appointment is necessary and the service is as close as your phone.

By calling in you can access professional support services offering emotional, psychological and practical help, ranging from referrals for face-to-face counselling to information and advice teams who will support you through a wide range of personal and work-related issues.
 
Occupational Health Service

Optima Health is the Trust's Occupational Health Service provider. The service focuses on the importance of early referral and ensures that staff are supported as soon as possible if a health issue does arise.

Useful information 
Sudden:
Support for those affected by a sudden death. 0800 2600 400 or visit www.sudden.org
Support after suicide:
Support after suicide: supportaftersuicide.org.uk
Survivors of bereavement by suicide:
https://uksobs.org/

Age UK:
Bereavement support for older people including carers. www.ageuk.org.uk
At a Loss:
Support & signposting for all those who are bereaved:
www.ataloss.org
Child Bereavement UK:
Support for children, young people, parents and families. 0800 02 888 40 or visit 
www.childbereavementuk.org
Cruse Bereavement Care:
Support for all those who are bereaved - call for free on 0808 808 1677 or
visit www.cruse.org.uk
The Good Grief Trust:
Run by people who have experienced a bereavement themselves: 
www.thegoodgrieftrust.org
Marie Curie:
Support for all who are bereaved, including pre-bereavement – 0800 090 2309 or visit 
https://www.mariecurie.org.uk/help/support/bereavement
Macmillan:
Advice and information if the person who died also had cancer. Visit 
www.macmillan.org.uk/cancer-information-and-support/supporting-someone/coping-with[1]bereavement.
Winston’s Wish:
Support for children and young people. www.winstonswish
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Statutory notification


Regulation 17, Care Quality Commission (Registration) Regulations 2009

Death of a person using the service who is detained or liable to be detained under the Mental Health Act 1983
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		Notification reference: 

		



		

		

		



		

		

		





		Statutory notification about the death of a person detained or liable to be detained by the registered person under the Mental Health Act 1983


Care Quality Commission (Registration) Regulations 2009 Regulation 17





Guidance on the completion of this form is available at www.cqc.org.uk

You must provide information in the mandatory sections (marked*). Please also provide all other requested information, and enter dates in the format dd/mm/yyyy.

Please do not include the name of any person in the form, other than the name of the person completing and submitting the form. Information on how CQC processes and protects personal information, and on the rights of data subjects, are published on our website at http://www.cqc.org.uk/about-us/our-policies/privacy-statement 


Return the completed form to: MH_notifications@cqc.org.uk

1
The provider and location*


		Service provider:

		






		Location reference number:

		



		Location name:

		



		Location address:

		



		Ward / unit

		



		Responsible clinician

		



		Form filled in by:

		

		Date submitted:

		



		Contact for more information (where different):

		



		Telephone number:

		     



		Email address:

		





2
Level of ward or unit security*

		Acute admission

		 FORMCHECKBOX 


		Psychiatric Intensive Care Unit

		 FORMCHECKBOX 


		





		Low secure

		 FORMCHECKBOX 


		Medium secure

		 FORMCHECKBOX 


		





		High secure

		 FORMCHECKBOX 


		Other

		 FORMCHECKBOX 


		





		





3
The person who died*


		Name

		



		Unique identifier:

		Date of admission:

		Date of section:

		Date of birth:

		Age range:

		   < 12;  12–15;  16–17,  18–24;  25–34;  35–44;  45–54;  55–64;  65–74;  75–84;  85+;  Unknown



		

		

		

		

		 FORMDROPDOWN 


		





4
Relevant section(s) of the Mental Health Act*


		Section 2

		 FORMCHECKBOX 


		Section 3

		 FORMCHECKBOX 


		





		Section 4

		 FORMCHECKBOX 


		Section 5 (2)

		 FORMCHECKBOX 


		





		Section 5 (4)

		 FORMCHECKBOX 


		Section 37

		 FORMCHECKBOX 


		





		Section 37 / 41

		 FORMCHECKBOX 


		Section 47

		 FORMCHECKBOX 


		





		Section 47 / 49

		 FORMCHECKBOX 


		Section 136

		 FORMCHECKBOX 


		





		Community Treatment Order

		 FORMCHECKBOX 


		Guardianship

		 FORMCHECKBOX 


		





		Other

		 FORMCHECKBOX 


		Please specify:

		     





		What was their physical and psychiatric diagnosis(es):

		



		



		Did the person have capacity to consent to mental health treatment?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		



		If yes, did they consent to mental health treatment?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		





5
Circumstances of the death*


		Cause of death (where known):

		Date of death (dd/mm/yyyy):

		Time of death (hh:mm):



		

		

		



		



		Date & time last seen alive by staff:

		Date


(dd/mm/yyyy):

		Time


(hh:mm):



		

		

		



		



		Where did the patient die:



		On a psychiatric ward or unit

		 FORMCHECKBOX 


		 On a medical ward

		 FORMCHECKBOX 


		



		



		Other

		 FORMCHECKBOX 


		Please specify:

		     





		





		Did they die whilst on Section 17 leave?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		



		IF YES were they escorted?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		



		



		Did they die during an unauthorised absence?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		



		



		Was their death the expected outcome of an illness or physical condition?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		N/K

		 FORMCHECKBOX 


		



		IF YES:



		when was their last medical consultation in relation to the illness or condition (dd/mm/yyyy)?

		     

		



		were they receiving appropriate care and treatment?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		N/K

		 FORMCHECKBOX 


		



		



		Is it suspected that the death was self-inflicted?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		N/K

		 FORMCHECKBOX 


		



		



		Did they die within 7 days of an incident of self-harm?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		N/K

		 FORMCHECKBOX 


		



		IF YES:



		when was the last incident of self-harm (dd/mm/yyyy)?

		     

		



		



		Did they die within 7 days of the use of restraint?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		



		IF YES:



		when was restraint last used (dd/mm/yyyy)?

		     

		



		



		Did they die within 7 days of seclusion or time out?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		



		



		Did they die within 14 days of receiving ECT?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		



		IF YES:



		when did they last receive ECT (dd/mm/yyyy)?

		     

		



		



		Did they die within 30 days of surgery?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		



		IF YES:



		when did they last have surgery (dd/mm/yyyy)?

		     

		



		



		Did they die during or within 7 days of a violent incident?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		N/K

		 FORMCHECKBOX 


		



		



		Is the certified cause of death known?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		





		If YES, what was it:

		



		



		Describe how the death occurred?



		





		Was the death as a result of:



		Confirmed coronavirus?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		



		Suspected coronavirus?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		





6
Duty of Candour

		If this is a notifiable safety incident under the ‘Duty of Candour’ (Regulation 20 of the Regulated Activities Regulations 2014), have you notified the ‘relevant person’ about this incident?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 




		If No: Please say what your plans are for doing so.



		





7
Medicines*

		Was the person taking any medicines?


(This includes  for both physical or mental disorders)

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		



		If YES:



		Medicine

		Dose

		Route



		     

		     

		     





Box will expand

		Was the cumulative anti-psychotic dose within BNF limits?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		N/A

		 FORMCHECKBOX 


		





		Did the person die within 7 days of receiving rapid tranquilisation?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		





8
Investigation by a coroner or the police*

Please note ALL deaths of patients detained in hospital under the Mental Health Act MUST be reported to the local Coroner immediately by the treating clinician.

		



		When was the death reported to the coroner (dd/mm/yyyy)?

		     

		



		



		What is the name of the coroner’s office?

		

		



		



		Is the death subject to investigation by the police?

		Yes

		 FORMCHECKBOX 


		No

		 FORMCHECKBOX 


		



		If YES:



		What is the name of the police force?

		     

		



		



		What is the police reference number (optional)?

		     

		



		





9
Any other relevant information (optional)

		     





Box will expand

10
Additional information about the person


Funding (this item for non-NHS services only)


		Self funded

		 FORMCHECKBOX 


		NHS (whole or part)

		 FORMCHECKBOX 


		Local Authority (whole or part)

		 FORMCHECKBOX 


		



		Name of funding authority/ies:

		





Gender


		Male

		 FORMCHECKBOX 


		Female

		 FORMCHECKBOX 


		



		Not specified

		 FORMCHECKBOX 


		





Ethnicity


		White



		British

		 FORMCHECKBOX 


		Irish

		 FORMCHECKBOX 


		



		Other

		 FORMCHECKBOX 


		





		Mixed



		White / Black Caribbean

		 FORMCHECKBOX 


		White / Black African

		 FORMCHECKBOX 


		



		White / Asian

		 FORMCHECKBOX 


		Other mixed background

		 FORMCHECKBOX 


		



		



		Asian



		Indian

		 FORMCHECKBOX 


		Pakistani

		 FORMCHECKBOX 


		



		Bangladeshi

		 FORMCHECKBOX 


		Other Asian background

		 FORMCHECKBOX 


		



		



		Black or Black British



		Caribbean

		 FORMCHECKBOX 


		African

		 FORMCHECKBOX 


		



		Other

		 FORMCHECKBOX 


		



		



		Chinese

		 FORMCHECKBOX 


		



		



		Other



		Other

		 FORMCHECKBOX 


		Unknown

		 FORMCHECKBOX 


		





Disability


		Physical

		 FORMCHECKBOX 


		Learning

		 FORMCHECKBOX 


		



		Sensory

		 FORMCHECKBOX 


		





Religion / Belief


		Baha’i

		 FORMCHECKBOX 


		Buddhist

		 FORMCHECKBOX 


		



		Christian

		 FORMCHECKBOX 


		Hindu

		 FORMCHECKBOX 


		



		Jain

		 FORMCHECKBOX 


		Jewish

		 FORMCHECKBOX 


		



		Muslim

		 FORMCHECKBOX 


		None

		 FORMCHECKBOX 


		



		Pagan

		 FORMCHECKBOX 


		Sikh

		 FORMCHECKBOX 


		



		Zoroastrian

		 FORMCHECKBOX 


		Unknown

		 FORMCHECKBOX 


		



		Other

		





Sexual identity


		Heterosexual / Straight

		 FORMCHECKBOX 


		Gay or Lesbian

		 FORMCHECKBOX 


		



		Bisexual

		 FORMCHECKBOX 


		Other

		 FORMCHECKBOX 


		



		Unknown

		 FORMCHECKBOX 
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