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1. Introduction
1.1 East London NHS Foundation Trust (The Trust) recognises the need to support standards and a
programme of education for all staff to deliver high quality , compassionate care to service
users who have an advanced life limiting illness in the community or in hospital and provide
support to their carers.
1.2 This guidance is underpinned by the national DoH (2009) End of Life Care Strategy: Quality
Measures for End of Life Care, NICE (2011) End of Life Care for Adults Quality Standards, NICE
(2017) Care of Adults in the Last Days of Life (Quality Standard) and NICE (2019) End of Life
Care for Adults: Service Delivery.
It is also supported by Hospice UK (2015) Care after Death: Guidance for staff; NICE (2018)
Dementia: assessment, management and support for people living with dementia and their
carers; and NICE (2018) Care and support for people growing older with learning disabilities.
The target audience for the policy is all staff working with adults in East London NHS Foundation
Trust. Staff caring for young people should refer to separate guidance.
1.3 The tools to support this policy include:
1.3.1 The Gold Standards Framework (GSF) which:




Identifies patients in the last year of life
Assesses their care needs and preferences
Develops a proactive plan of care

Further information about the GSF can be found on the Gold Standards Framework website.
1.3.2






The five priorities of care for the dying person set out in: One Chance to Get it Right:
Recognise
Communicate
Involve
Support
Plan & Do

1.3.3

Supportive & Palliative Care Indicators Tool (SPICT)

2.0

Purpose of the Guidance

2.1

To give staff the confidence to recognise that a patient or service user individual is
entering the last year of life and to begin to plan their care accordingly.

2.2

To support staff to work with the wider integrated team to have conversations with patients who
may be in the last year of life and to enable advance care planning.

2.3

To enable teams to work in partnership with specialist palliative care teams and other teams
supporting patients at the end of life.
To support staff to develop person centred holistic care plans that ensure that symptoms are
as controlled as possible a n d that c o n s i de r the physical, psychological, spiritual,
social and cultural end of life care needs of the patient.

2.4

2.5

To support patient choice at the end of life, including supporting patients to choose their
preferred place to die as far as is reasonably possible.

2.6

To ensure that patients are treated with dignity and respect at the end of life.
4

2.7

To ensure that family, carers and others who are important to patients are supported,
appropriately informed, enabled and empowered throughout the end of life of their relative or
friend.

2.8

To improve staff confidence, communication and partnership working through the provision
of standards of practice and education.

3

Consent

3.1

Patients have a fundamental legal and ethical right to determine what happens to them.
The practice of seeking consent is further endorsed by the requirements of the Human
Rights Act 1998.

3.2

The Trust’s Consent to Treatment Policy sets out standards and procedures that define
consent as a patient’s agreement for a health professional to provide care.

3.3

Consent may be indicated non-verbally, orally or in writing for consent to be valid. It is
essential that all healthcare professionals clearly document patient consent to
interventions.

4

Capacity

4.1

The Trust has a duty to support people with impaired mental capacity so that they can
make their own decisions about health and social care that they receive. People needing
such support might include people with severe and enduring mental illness, p e o p l e
w i t h dementia, people with learning disabilities and people at the end of a terminal
condition.

4.2

Where an adult patient lacks the mental capacity (temporarily or permanently) to give or
withhold consent for himself/ herself, no one else can give consent on their behalf unless
there is an identified ‘Lasting Power of Attorney’ in relation to health matters as well as
financial matters.

4.3

Treatment may be given if it is in the patients’ best interests as long as it has not been
refused in a valid and applicable Advance Decision to Refuse Treatment (ADRT), as
stipulated in the Mental Capacity Act (2005) Code of Practice. In determining best
interests, any Advance Statements the patient has made (verbal or written) should be taken
into account during the decision making process. This must be clearly documented in the
patient’s notes.

5.

Identifying people approaching the end of life and other people who are important to
them

5.1

In line with NICE guidelines and to enable advance care planning, teams should aim to
identify patients who might be at risk of dying within the next 12 months. Patients or
service users may be identified as likely to be in the last year of their life by any health
care professional involved in their care.

5.2

Tools available to identify people who may be approaching the end of their lives include
the Supportive & Palliative Care Indicators Tool (SPICT) [Appendix 1] and the Gold
Standards Framework (GSF) Prognostic Indicator Guidance [Appendix 2].

5.3

Teams should also aim to identify carers and other people who are important to patients
or service users who may be approaching the end of their lives. This may include
children, partners, friends and other family members.
5

6.

Co-ordination of Care

6.1

In line with NICE guidelines palliative care registers should be used to support end of life
planning in accordance with a person’s wishes. Patients identified as likely to be
approaching the end of their lives should be added to the local palliative care register, as
per local procedure.

6.2

Patients approaching the end of life should be allocated a Care Co-ordinator who will take
a lead role in liaising with the wider integrated care / multi-disciplinary team to promote
effective communication and an integrated approach to care planning.

6.3

Within community settings, regular multi-disciplinary team meetings should be held
between the Specialist Palliative Care Nurse and District Nurses to co -ordinate the care
of patients with end of life care needs. The Care Co-ordinator (named nurse) and / or
Palliative Care Nurse should also attend the monthly GP MDT meeting to provide an
update and to share discussions around Advance Care Planning.
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Advance Care Planning

7.1

Advance Care Planning is the process of discussing and planning ahead in anticipation of
some deterioration in a patient's condition and is important for ensuring patient-focused
care at the end of life. It might include how and where the patient would like to be looked
after, spiritual and religious beliefs and practical matters. It may also include preferred place
of care and place of death.

7.2

Where the person approaching the end of life agrees, carers and other people who are
important to them should be offered the chance to be involved in discussions around
advance care planning.

7.3

Wishes around advance care planning should be documented as per local protocol and
shared with the wider integrated care team. In community settings discussions around
advance care planning should be documented in Co-ordinate My Care (CMC) records
where these exist and in emergency treatment plans such as ReSPECT or PACT.

7.4

For advice on advance care planning for people with dementia, the NICE guidelines
(2018) Dementia: Assessment, Management and Support for people living with Dementia
and their Carers should be referred to.

7.5

For advice on advance care planning for adults with learning disabilities, the NICE
guidelines (2018) Care and Support of people growing older with Learning Disabilities
should be consulted.

7.6

Advance care planning may also involve setting up Lasting Power of Attorney, whereby
someone appoints another person to make decisions about their health and care in the
event that they lose their mental capacity in future. Lasting Power of Attorney must be
registered with the Court of Protection and there must be valid documentation to show this.

7.7

Advance Decision involves clarifying any specific treatments that people may not want to
receive in future. For example someone may make an advance decision to refuse to be
ventilated or to have other life sustaining treatment. In order to be valid an advance decision
may only be made by someone who has mental capacity. Advance decisions are legally
binding and must be followed by healthcare professionals. They are sometimes also known
as “living wills”.
6

8.

Patients Making a Will

8.1

Patients wishing to make a will in community settings should be supported to do so, by
referring on to local support services such as Age UK. If patients express a wish to make
or alter a will whilst in in-patient settings, the team should seek advice from the Trust’s
Mental Health Department.

8.2

For inpatient settings, the Responsible Clinician (RC) in charge of the patients medical care
should sign and date in the patient’s records that the patient is capable of making a will
(has mental capacity) and comment about the patient’s mental state and where there are
any doubts about the patient’s ability to write a valid will.

8.3

Health care staff including non-clinical staff involved with a patient cannot act as
witnesses for the signing of the will. Staff should be aware of the vulnerability of patients to
pressure from those who might have an interest in the will.

9

Resuscitation

9.1

Following a multidisciplinary team assessment that a patient has an advanced life limiting
illness, a discussion with the patient and/or their carer should be offered regarding Do Not
Attempt Cardiopulmonary Resuscitation (DNACPR) status. This should be carried out with
the utmost sensitivity and it should be noted that some patients may not wish to discuss this.

9.2

In community settings the GP should be involved in the discussion around DNACPR status
and asked to complete a DNACPR form, an original copy of which should be kept in the
patient’s home. DNACPR status should be added to the patient’s electronic care record and
shared with other services as per local protocols. Where the patient has a CMC record,
DNACPR status should be added to the record.

9.3

Unless a family has a lasting power of attorney, family members have no legal right to
make the decision. The decision has to be made in the best interests of the patient;
however, it is good practice to listen to family views.

9.4

Where no decision has been made or recorded in advance, the Trust will expect staff to
attempt cardiopulmonary resuscitation. However in certain circumstances where there is
no recorded decision (for example if a patient has features of irreversible death such as
rigor mortis), a decision not to start CPR should be supported.

9.5

Decisions about resuscitation should be reviewed if there is a substantial change in the
patient’s clinical condition or prognosis; if there is a request from the patient or those
close to them if they have lasting power of attorney; or if the patient is transferred to a
different location. Where a patient has previously been informed of a decision and it
subsequently changes, they should be informed of the change of decision and the reason
for it.
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10.

Identifying that someone is in the Last Days of Life

10.1

In addition to identifying patients who may be approaching the end of life to enable advance
care planning, teams should also aim to identify when someone may be entering the last
days of their life and may die in the next few days or hours [Appendix 3 – Priorities of Care
for the Dying Person]. This may not always be easy, however advice can be sought from
the specialist palliative care team / palliative care nurses. Reversible causes such as
opioid toxicity should be ruled out.

10.2

Signs & symptoms that could indicate that someone is in the last days of their life include:
- progressive weight loss, deterioration in consciousness, noisy respiratory secretions,
mottled skin, agitation
- increased fatigue, reduced desire for food & fluid, deterioration in swallow
- deteriorating mobility & social withdrawal

10.3

Where it is felt that someone is in the last days of life, this should be discussed with the
integrated team

11

Communication with Patients at the end of life and their Care rs

11.1

Where it is felt that someone may be in the last days of life, a discussion should be held
with the patient and their carer and / or those who are important to them explaining the
potential for dying and the rationale for this. The team should decide who may be best
placed to have this discussion.

11.2

A person-centred, holistic care plan should be discussed with both the patient and those
who are important to them. Patients should be offered the chance to be involved in all
aspects of their care including their preferred place of care and place of death.

11.3

In order to support patients to participate in the decision making at end of life, information
should be provided taking into account their communication needs and preferences.

11.4

Communication should be sensitive and appropriate to individual circumstances and
preferences. Information may be offered including what to expect, medications including
anticipatory prescribing, practical support available and care options. The patient and
those who are important to them should also be offered a chance to ask questions and
share concerns.

11.5

The contact numbers of carers and others who are important to patients should be
confirmed as well as who to contact if the patient’s health should deteriorate. In in-patient
settings times for family or next of kin to be contacted should also be agreed and
documented in the patient’s records.

11.6

If patients are in a hospital setting, carers should be offered the opportunity to support
their relatives / friends at all times if appropriate to the patient’s wishes. This should be
supported by professional staff and over-night facilities provided in patient areas where
possible.

11.6

Staff must also recognise that in some instances there may be a need for signposting
family members and/or liaising with primary care services e.g. children’s services and
children’s bereavement services, e.g. CHUMS and Child Bereavement UK.
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12.

Person Centred Care Planning

12.1

A holistic needs assessment should be carried out with the person approaching the end of
life and those who are important to them, in order to enable the right support to be provided.

12.2

Where possible in order to support co-ordination of care and to reduce duplication, the
holistic needs assessment should be completed with the patient and those who are
important to them by the multi-disciplinary team. A person centred care plan should then
be agreed with the patient approaching the end of life and shared with all those involved in
the patient’s care.

12.3

The individualised care plan should be completed according to local protocol and may
include communication, symptom control, psychological support, social support and spiritual
support. The care plan may include medications, essential care such as mouth care and
bowel care; symptom review; and care after death.

12.4

The practical and emotional support needs of carers should also be assessed. Carers
should be supported to access a carer’s needs assessment in line with the Care Act 2014,
where applicable. Staff should also recognize that young carers and children may need
additional support.

12.5

A Fast Track (Continuing Health Care) assessment should be also completed where
appropriate in order to access urgent care support . In community settings patients and
their families at the end of life should be offered support from voluntary organisations
including Marie Curie.

12.6

Contact numbers for support services should be provided for patients and those who are
important to them, including for out of hours support.

12.7

The personalised care plan should also include the preferred place of care.

13.

Anticipatory Prescribing

13.1

For patients at the end of life, it is important also to consider anticipatory prescribing as part
of the care plan, explaining the rationale to the patient and family clearly. Medications
should be prescribed in anticipation of symptoms to enable rapid relief if a patient develops
distressing symptom. This should be documented in the patient’s electronic care record.

13.2

Medications should be prescribed based on the individual needs of the person. These
should be prescribed in advance and as early as possible to avoid delay in obtaining
medicines that may be needed quickly. Advice may be sought on what to prescribe from
the Specialist Palliative Care team.

13.3

Prescriptions and authorisation charts should specify the indications for use any anticipatory
medication prescribed and the dosage, starting with the lowest effective dose.

13.4

If patients are not able to take or tolerate oral medication, subcutaneous injections should be
given.

13.5

Where more than 2 or 3 doses of an as required medication are given in a 24 hour period,
continuous medication via a syringe pump should be considered.
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14.

Eating and Drinking in the Last Days of Life

14.1 It is common to lose interest in food in the last days of life and everyone with a terminal illness
eventually stops eating and drinking. This is not usually distressing for the person who is
dying however it can be very difficult for family and friends.
14.2 Family and friends often ask about artificial hydration for example subcutaneous fluids. For
some conditions this may be an option however for other conditions at end of life there is no
evidence that artificial hydration will either extend life or improve the quality of life.
14.2 Staff should explain to family that eating and drinking less in the last days of life is normal.
Where the dying person and / or their family ask about subcutaneous fluids, this should be
discussed with the multi-disciplinary team and the risks and benefits explained.

15

Transfers to another Care Setting eg Hospice
There may be instances when a patient’s needs are best met in another care setting,
for example in a hospice, care home or acute hospital. Decisions such as these should be
made at the earliest opportunity involving the patient and their carers and / or those who
are important to them wherever possible. Trust staff will support continuity of care
throughout the transfer process by providing a comprehensive handover of care and
treatment to the receiving care team

16

Verification and Procedure for Expected De ath

16.1

When the patient is known to have an advanced, incurable terminal illness and there is no
active intervention to prolong life, this is regarded as an expected death. An expected
death is recognised as a death that was anticipated as imminent by the patient, carer
and by the multidisciplinary team.

16.2

Verification of death refers to confirmation that life has ceased, based on a physical
assessment by someone who is competent to do so. Death can only be verified by a
doctor or nurse who has been trained in verification of death [Appendix 4 – Verification of
Expected Death Policy]
If a patient dies at home, their family or friends should be supported to contact the
deceased patient’s GP, the out of hours service or a nurse able to carry out verification of
death. The time the death is verified is the official time of death.

1 6 . 3 A registered medical practitioner who has attended a deceased person within the last 14
days prior to death is required to issue the Medical Certificate of the Cause of Death, stating
the cause of death "to the best of his/her knowledge and belief".
T h e certificate requires the doctor to state the date on which they saw the deceased
person alive and whether or not they have seen the body after death. The doctor is not
obliged to view the body, but good practice requires that if they have any doubt about the
fact of death, the doctor should satisfy themselves in this way
Patients identified as nearing the end of life i.e. a prognosis of weeks, should receive regular
reviews from their GP to ensure that the above arrangements are met and to avoid any
unnecessary delays after death.
16.4

Where a patient has not been seen by their GP within 14 days before their death, the death
may need to be referred to the Coroner. Other circumstances where a death should be
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reported to the Coroner include: the cause of death is not known, the death was sudden or
unexplained, the death was violent or unnatural, or the death may have been caused by an
industrial disease.
16.5

All deaths of patients currently being seen by the Trust must be reported using the
Trust incident reporting system (DATIX).
The deaths of any mental health patients discharged from the Trust’s care within the
last 12 months should also be reported via DATIX. Additionally the death of any
community health service patient discharged from our care within the last 6 months
should also be reported.

16.6 For guidance on caring for a deceased person following an expected death, please refer
to the Royal London Marsden Manual of Clinical Procedures (2015): Care after Death.
Please see Appendix 5: Personal Care After Death for guidance on caring for a
deceased person in their own home.
17.

Informing Relatives when a Patient dies

17.1

It is also important to consider if a patient’s next of kin or carer wishes to be contacted if the
patient is noted to be deteriorating and to document this in the record as soon as possible.
This is important in both hospital settings and in community settings where the patient may
live alone. It should also be noted whether the carer or next of kin wishes to be contacted at
night

17.2

In practice it is the most senior nurse on duty who will contact relatives to inform them of
any deterioration of the patient. Informing relatives of a patient’s death, can be difficult and
stressful for staff. Staff should receive training in the skills of breaking bad news and support
as required after a patient dies.

17.3

In the event of the patient not having any known family or friends or that the family are
unable to be with the dying patient, it is good practice for staff to contact s o m e o n e
a b l e t o p r o v i d e s p i r i t u a l s u p p o r t , such as the hospital chaplain or to make
arrangements for a staff member to be with the patient. This would depend on the
patients’ preferences if known.

17.4 If the named next of kin or carer cann ot be contacted after six hours staff should inform
the police station local to the named relative. The police may be requested to call at the
home and notify the next of kin/carer in person. Alternatively the police can leave a
message asking the relatives to contact the hospital, home or c o m m u n i t y team.
17.5

If a third party is requested to contact the family, the nurse in charge must check with
the third party (e.g. the police) to ensure that this communication has taken place.

17.6

It is noted that there will be occasions in both hospital and community settings where
patients may die in sudden and unexpected ways. Staff may also be exposed to difficult
and challenging deaths. In these instances it is important that staff are supported according
to local protocols.

18

Patients Detained Under the Mental Health Act, Mental Capacity Act (DoLs) and
Patients under the Care of the Forensic Directorate

18.1

If a patient is detained under the Mental Health Act (1983) at the time of death or subject to
a Community Treatment Order, the Care Quality Commission (CQC) must be informed
within 72 hours, as well as the relevant Trust Mental Health Act Administration Team.
Details of how to report the death to the CQC are on page 10 of the Incident Policy. The
Trust’s local Mental Health Law office s h o u l d a l s o b e n o t i f i e d .
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18.2

The death of a patient at the time that they are deprived of their liberty under the Mental
Capacity Act 2005, is also the subject of a coroner’s investigation. This means that the
person is considered to be ‘in state detention’ at the time of death if subject to a deprivation
authorisation. In these circumstances, the coroner must be informed of the death as soon
as possible.
Therefore all staff caring for the deceased need to ensure they are familiar with deaths that
require such a referral as this will facilitate the correct personal care and enable staff
to prepare the family both for the potential delay in receiving the Medical Cause of
Death certificate and the possibility of a post-mortem examination. Forms are usually
completed by the team responsible for the deceased’s care. The Deprivation of Liberty
Policy provides more detail as to the forms which are to be used.

19

Registration of Death

19.1 The relatives, where possible, should arrange for the de ath to be registered. In order to do
so, the relatives will need the Medical Certificate of Cause of Death which should be
issued the next working day in hospital settings and can be obtained from the patient’s GP
in community settings.
19.2

If the next of kin is unable to register the death or is unknown please refer to the local
policy.

20

Bereavement Support

20.1

Families and carers should be supported to access bereavement support. It is
recommended that bereaved people should be offered support at the time of the death.
Support may also be required on a longer term basis and in some cases may begin before
death.

20.2
-

Emotional and bereavement support may include:
supportive conversations with health and social care professionals
practical support such as what to do with medications & equipment, help with contacting
family members, advice on who to contact
signposting to local support services eg. City & East London Bereavement Service,
Newham Bereavement Service, CRUSE and CHUMS.
referral for specialist support such as from local hospices.

20.3

In community settings a bereavement phone call and / or visit should be offered following the
death of a patient.

21

Education, Development and Training

21.1

Staff should have access to appropriate training and education around caring for patients
and service users at the end of their lives, including enabling patients to die in a place of
their choice wherever possible. This should also include advanced communication skills
training for core staff.

21.2

All staff have individual responsibility regarding their competency in the skills required to
support patients with advanced life limiting illness and at end of life.

21.3

Team leads should ensure that this policy is disseminated to all staff and monitor its
implementation.

21.4

Service leads must ensure that staff have access to appropriate training, and that team
12

leaders are aware of their responsibility for the implementation of this policy.
21.5

Service leads should have strategies in place to support and nurture staff so they are
able to deliver compassionate care to patients at the end of their lives and those who
are important to them.

21.6

Staff should be given time to debrief and reflect on end of life care, particularly when
this has been emotionally challenging.
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Appendix 4

PERATIONAL GUIDELINES
Verification of Expected Death in Community
Services
OPERATIONAL SUMMARY
This policy outlines the process, and the competencies required, for Registered Nurses within
East London NHS Foundation Trust Community Services (which includes Bedfordshire, Newham
and Tower Hamlets Community Services) to undertake the Verification of Expected Death of
patients living in their own home or residing in care homes, who are on the Palliative Care Support
Register.
The Trust monitors the implementation of and compliance with this operational policy through one
to one supervision and feedback from partner organisations (GP, Hospice, Acute Trust) through
local the Bedfordshire (EOL) LIG.

CONTENTS
Title
Introduction
Objectives
Scope
Process
Competency
Verification Assessment Template
GP Notifications

Section No
1.0
2.0
3.0
4.0
Appendix 1
Appendix 2
Appendix 3,4
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VERIFICATION OF EXPECTED DEATH
1.0

INTRODUCTION

A key element of a ‘good death’ is the timely verification and certification of death. (End
of Life Strategy 2008)
Delays in verification of death can lead to difficulties where patients require the
disconnection of parenteral medication. Disconnection of such devices prior to
verification has legal implications in the event of the coroner’s department being involved
in the case, whilst prolonged connection adds to relatives’ distress.
Whilst some bereaved relatives are comfortable with keeping their family member at
home after death, for others it is distressing and the transfer of the body to the
undertakers is the next step that they wish to take.
Under English law, Registered Nurses (RNs) can undertake verification of death.
It is recognised that if a competent RN can verify expected patient death, increased
quality of care can be offered both to the patient, relatives and carers, in addition to
increased job satisfaction for staff who consider it to be performing the final act of care to
the patient and the family/carers.
2.0

OBJECTIVES

The Nursing and Midwifery Council (NMC) states ‘a registered nurse may confirm or
verify that death has occurred providing there is an explicit local policy in place to allow
such action’. The policy should, however only be used where death is expected and
should include guidance on when other authorities e.g. the police or the coroner should
be informed prior to removal of the body (NMC 2012).
This policy has been designed to provide a framework in which registered nurses
undertake this responsibility, ensuring a safe and skilled verification of a patient’s death.
Nurses verifying expected death must only do so once they have received appropriate
training and have been assessed and deemed competent (NMC 2012).
3.0

DEFINITION

Verification of death is a series of physiological assessments confirming that a patient
has died and that life is extinct; it is not to determine what caused the death.
Certification of death is the process of completing the “Medical Certificate of cause of
death‟. This must be completed by a medical practitioner in accordance with The Births
and Deaths Registration Act 1953 which underpins the legal position of recording a
patient’s death.
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4.0

SCOPE


Registered Nurses
This policy applies to all registered nurses in East London Community Services
(including Bedfordshire, Tower Hamlets and Newham community services) who are
appropriately trained to undertake the verification of expected death procedure for
patients registered on the Palliative Care Support Register and residing in their own
homes or residential care homes in the local areas.
Registered nurses working to this policy and deemed competent have the authority to
verify death where end of life is expected and is clearly documented in the patient’s
record by the General Practitioner (GP); they can notify relatives, arrange for last offices
and authorise the removal of the body to the care of the undertaker.
Registered nurses working to this policy will have training needs identified via supervision
and appraisal. On completion of training registered nurses will be expected to complete
the verification of expected death competency.
The competency (Appendix 1) will assess the individual’s knowledge and ability to
determine the physiological aspects of death and explore their accountability. Each
member of the nursing staff undertaking this responsibility is accountable for their own
actions, omissions and decisions.

Patient
The patient must meet all three inclusion criteria below; otherwise they will be referred
back to the GP:
1. Expected Death
An expected death is when the patient’s death is anticipated to be in the near future and
the GP would be able to issue a medical certificate as to the cause of death. The GP
must have seen the patient within the last 14 days prior to death.
There must be no concerns regarding the care the patient has received and no
requirement for the police to be called. A death that is expected will be documented as
such in the patient’s record by the GP responsible for the patient.
2. The patient will be registered on the palliative care support register.
3. A Do Not Attempt Cardio Pulmonary Resuscitation (DNACPR) order will be
present with the patient and will be in date and signed by a medical practitioner.
If an expected death may be due to an industrial disease or related to the deceased’s
employment, for example 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 the death to the coroner. The responsibility
to identify the requirement for referral to the coroner rests with the GP on receipt of the
notification of verification of death form.

Exclusion
A patient meeting any of the criteria below must be referred back to the GP for
verification of death
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1. Unexpected death: for the purposes of this policy an unexpected death is a death
that is not anticipated or is related to a period of illness that has not been identified
as terminal.
2. In cases of expected death when death occurs in unexpected manner or
unexpected circumstances.
3. Any unclear or remotely suspicious death.
4. Any death in the categories below (GP responsibility)


General/Medical Practitioner

A Medical Practitioner must verify deaths in the following:










All unexpected deaths
The death of a child (0-18)
Deaths of unidentified persons
Deaths occurring within 24 hours of onset of illness, or where no firm clinical
diagnosis has been made.
Death as a result of an untoward incident, fall or drug error
Death as a result of negligence or malpractice.
Deaths following post-operative procedures or post-invasive procedures carried
out in the preceding 48 hours.
Deaths of people in police custody
Coroner Reportable Deaths

The GP will be responsible for informing the coroner of reportable deaths, even when
the death is expected.
For expected deaths with a DOLS order in place, there is no longer an indication for
referral to the coroner and a death certificate can be issued (provided no other
contraindications are in place)
RNs that are trained to undertake the verification of expected death procedures must be
aware of issues requiring a referral to the Coroner before proceeding with the procedure
and be prepared for situations that may only be identified during the verification process
that require a referral to the coroner.
A death should be referred to the coroner if the:







cause of death is unknown
deceased was not seen by the certifying doctor either after death or within 14
days before death
death was violent or unnatural or was suspicious
death may be due to an accident (whenever it occurred)
death may be due to self-neglect or neglect by others the death may be due to an
industrial disease or related to the deceased's employment
death may be due to an abortion
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5.0

death occurred during an operation or before recovery from the effects of
anaesthetic
death may be suicide
death occurred during or shortly after detention in police or prison custody.
PROCESS

When an expected death occurs and the GP is notified by the family/carer/care home
staff, the GP will arrange to attend the patient and verify death or contact the Integrated
Adult Services through District Nurse Liaison and request that a registered nurse attend
the patient and verify that an expected death has occurred. In Bedfordshire requests for
verification are received via One call or PEPS, where the call will be triaged accordingly.
The registered nurse requested to attend the patient and verify death will confirm the
inclusion criteria have been met prior to attending the patient’s residence.
Where inclusion criteria have not been met, or exclusion criteria exist, the nurse will
refer the verification process back to the GP or OOH Medical provider.


Procedure for verification of death

Sensitivity and appropriate communication skills should be used to discuss the situation
with relatives if they are present and confirm with them that the death was expected.
If the nurse is not present to record the exact time of death, the time of death should be
established as closely as possible from any person in attendance when the patient died.
The time of verification of death must also be recorded.
Equipment required:





Penlight torch
Stethoscope
A watch with second hand to time observations accurately
Verification of death documentation. (Appendix 2)

The individual should be observed by the nurse for a minimum of 5 minutes to establish
that irreversible cardiorespiratory arrest has occurred.
After 5 minutes of continued cardiorespiratory arrest:
 Check for response to voice
 Check for absence of carotid pulse for one minute
 Check for absence of heart sounds using a stethoscope for one minute
 Check patient’s pupil reactions to light using penlight torch – these should be fixed
and show no reaction to light.
 Check for absence of breathing either use stethoscope to listen or place hand on
chest and observe for chest movement for one minute.
 Check for response to pain by undertaking a sternal rub.
Any spontaneous return of cardiac or respiratory activity during this period of observation
should prompt a further 5 minutes’ observation from the next point of cardiorespiratory
arrest and the verification tests repeated.
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After this procedure has been followed and death formally verified, confirm to any
relatives present that the person has died and check/confirm if there are any known
religious or personal requests for care of the person’s body after death.
Complete the VOED assessment template on S1 (Appendix 2)
Complete the notification of VOED on S1 (Appendix 3) and task the patient’s GP practice
(not individual clinicians) to advise of its completion and presence in the patient record.
The surgery should also be contacted via their bypass phone number to confirm that this
procedure has been completed.
Advise family to call undertaker.
If at the time of the verification of expected death procedure the nurse identifies a
situation that requires a referral to the Coroner, that was not known at the time of the GP
referral i.e. a fall, the nurse will immediately contact the requesting GP, highlight the
identified concerns and inform the requesting GP that s/he is unable to verify death and
authorise the removal of the deceased to the funeral director.
The nurse will explain the situation to the relative/carers (details may be limited
depending on reason for referral i.e. suspicious circumstances) and complete a
template for the requesting GP (Appendix 4).
If the requesting GP disagrees with the rationale offered by the nurse it is the requesting
GP’s responsibility to visit the patient and verify/certify that death has occurred.
If at any time the RN observes anything that raises a concern i.e. safeguarding adults,
including medications discrepancies s/he must exercise their professional judgment
and seek further advice from the requesting GP.
Patients with Syringe Drivers


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



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 Trust Controlled Drug
Standard Operating Procedure, or for nurses employed within a care home in
accordance with their Home’s policy.

Record Keeping and Actions
Staff are required to ensure adequate records are maintained at all times in line with
The Code – professional standards for practice and behavior for nurses, midwives and
nursing associates (2018).
The nurse who verifies that an expected death has occurred will document in the
patient’s electronic record journal e.g. SystmOne, EMIS or CERNERMILLENIUM that
VOED has been undertaken and that the GP practice has been advised of the
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completion of the VOED notification.
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COMPETENCY STATEMENT – Verification of Expected Death for Adults

The practitioner can:

Y/N

a) Demonstrate attendance at ELFT training for Verification of Expected Death.
b) Explain how to locate the policy/protocol.
c)

Explain when this procedure would be required and in what circumstances.

d) Explain the difference between verification and certification of death.
e) Explain what documentation is required in the patients notes both prior to, and
following, the procedure being completed.
f) Explain what constitutes both expected and unexpected death
g) Describe who they would inform both before and after the procedure.
h) Explain in detail the five clinical checks that are required prior to verification
and the time intervals required between checks.
i)

Describe what they would do if the death was unexpected.

j)

Describe the advice they would give to the carers or relatives.

k)

Describe which situations would necessitate referral to the coroner and
demonstrate a good understanding of who to contact in the event that they are
unsure.
Practitioner demonstrates an understanding and awareness regarding
faith/spirituality
STATEMENT OF COMPETENCE

l)

I certify that I am aware of my professional responsibility for continuous professional
development and that I am accountable for my actions. With this in mind I make the following
statement:
I am competent in the statements identified in the verification of expected death without further
training.
Signature: ……………………………………………Name: ………………………………………
My team leader/manager is aware of my competency and evidence of my competency is
included with my CPD portfolio, part of my annual appraisal and an update will be recorded on
the verification for expected death register my team leader/manager keeps a record of.
Team leader/Manager
Signature:……………………………………………. Name: ………………………………………
I require further training or supervision.
My team leader/manager is aware of my competency deficits and my annual appraisal
identifies learning needs to be addressed within the next 6 months through training and
clinical supervision opportunities within my team.
Signature: …………………………………… …Name: ……………………………………
Team leader/Manager
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Signature: ……………………………………… Name: ………………………………………
STATEMENT OF COMPETENCE
I certify that I am aware of my professional responsibility for continuous professional
development and that I am accountable for my actions. With this in mind I make the following
statement:
I am competent in the statements identified in the verification of expected death without further
training.
Signature: ……………………………………………Name: ………………………………………
My team leader/manager is aware of my competency and evidence of my competency is
included with my CPD portfolio, part of my annual appraisal and an update will be recorded on
the verification for expected death register my team leader/manager keeps a record of.
Team leader/Manager
Signature:……………………………………………. Name: ………………………………………
I require further training or supervision.
My team leader/manager is aware of my competency deficits and my annual appraisal
identifies learning needs to be addressed within the next 6 months through training and
clinical supervision opportunities within my team.

Signature: …………………………………… …Name: ……………………………………
Team leader/Manager
Signature: ……………………………………… Name: ………………………………………
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Verification of Death Template for S1

The overall duration of the assessment of cardiac and respiratory function must be at least 5
minutes. Any spontaneous return of cardiac or respiratory activity should prompt another 5
minutes of checks.
Vital signs checked:
Yes

No

Heart sounds absent on auscultation

Yes

No

Respirations absent for one minute

Yes

No

Carotid pulse absent on palpation

AFTER 5 minutes of continued cardiorespiratory arrest the following checks should be
made:
Absence of pupillary response to light and corneal reflexes

Yes

No

No motor response to painful stimuli (sternal rub)

Yes

No
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TEMPLATE OF LETTER TO GP
WHERE THERE IS NO CONTRAINDICATIONS
Notification Procedure Following Verification of an Expected Death for
Community Services

Name of GP
Address
Address
Address
Tel number
Fax number
Date

Dear Dr,
Re - Name of Patient: Address: Date of Birth: NHS Number:
I saw this patient on -------------- at ----------- hours and verified that an expected death
had occurred (certifiable). I have checked with the family/carers that they know of no
reason why a death certificate cannot be issued.
I have therefore authorised the removal of the body by the undertaker and asked
the family/carer to contact your surgery on ------------ to discuss certification.
Yours sincerely

Name
Position
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Notification Procedure Following Request for Verification of Expected Death in
Community Services
WHERE CONTRAINDICATIONS HAVE BEEN IDENTIFIED
Name of GP:
Address:
Tel Number:
Fax number:
Date
Dear
Re Name of Patient: Address: Date of Birth: NHS Number:
I saw this patient on -------------- --at ------------- hours.
I am referring this patient back to you as per The Verification of Expected Death Policy for
the following reason/s:
• ---------------------------------------------------------------------------------------------• ---------------------------------------------------------------------------------------------• ---------------------------------------------------------------------------------------------• ---------------------------------------------------------------------------------------------I have therefore not verified death or authorised the removal of the body by
the undertakers.
Yours sincerely

Name
Position
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Appendix 5

Personal Care After Death – Community Services
A member of East London NHS Foundation Trust (ELFT) staff may attend
the patient’s home if appropriate, for example to verify the death or to remove
equipment.
During this visit the member of staff should offer to perform personal care if
the patient’s family would like this.
Procedure
Apply gloves and apron

If the patient is on a pressure-relieving
mattress or device, leave the mattress
running.
Lay the patient on their back
with
the
assistance
of
additional nurses if required
and straighten any limbs as far
as possible (adhering to your
own organisation's manual
handling policy).

Remove any medical aids such as
syringe drivers, heel pads and catheters
once verification is complete. Apply
gauze/tape to syringe driver sites and
document disposal of medication
(adhering to your own organisation’s
disposal of medication policy.) Consider
leaving prosthetics in situ as appropriate
(e.g. limb, dental or breast prosthetics.)
Exuding wounds or unhealed surgical
scars
should be covered with a clean
absorbent dressing and secured with an
occlusive dressing (e.g. Tegaderm).
Stitches and clips should be left intact.
Consider leaving intact recent surgical

Rationale
Personal
protective
equipment (PPE) must be
worn when performing Last
Offices, and is used to
protect yourself and all your
patients from the risks of
cross-infection (Fraise and
Bradley 2009, E, HSAC
2003, C; Pratt et al. 2007, C,
R2b; RCN 2005, C).
If the mattress deflates too
quickly, it may cause a manual
handling challenge to the nurses
undertaking personal care after
death
To maintain the patient's privacy
and dignity
(NMC 2008, C) and for future
nursing care of the body. Stiff,
flexed limbs can be difficult to fit
easily into a mortuary trolley,
mortuary fridge or coffin and
can cause additional distress to
any carers who wish to view the
body. However, if the patient's
body cannot be straightened,
force should not be used as this
can be corrected by the funeral
director (Green and Green
2006, E).
To prepare the body for burial or
cremation

The dressing will absorb any
leakage from the
wound site (Naylor et al.
2001, R2b). Open wounds
and stomas pose a health
hazard to staff coming into
contact with the body (RCN
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dressings for wounds that could
potentially leak, for example large
amputation wounds. Reinforcement of
the dressing should be sufficient.
Stomas should be covered with a clean
bag.
Wash the patient, unless requested not
to do
so for religious/cultural reasons or
carer's preference. Male patients
should be shaved unless they
chose to wear a beard in life.
If shaving a man, apply water-based
emollient cream to the face.
It may be important to family and carers
to
assist with washing, thereby continuing
to provide the care given in the period
before death.
Mouth and teeth should be cleaned with
foam sticks or a toothbrush. Insert clean
dentures if the patient normally used
them. Apply petroleum jelly to the lips
and perioral area.
Dress the patient in personal clothing
provided by the family.
Remove gloves and apron. Dispose of
equipment according to local policy and
wash hands.
Discuss with the patient’s family regarding
contacting a chosen funeral director once
verification has occurred.

Remove all equipment from the patient’s
home, including any syringe drivers and
consumables.
Do not remove medication, advise the
patient’s family to return these to a
pharmacy.
Record all details and actions within the
nursing documentation.

2005, C). Disturbing recent
large surgical dressings
may encourage seepage
and leakage (Travis
2002,E).
For hygienic and aesthetic
reasons. As a mark
of respect and point of closure
in the relationship between
nurse and patient (Cooke 2000,
C).
It is an expression of respect
and affection, part
of the process of adjusting to
loss and expressing grief (Berry
and Griffie 2001, E).
Teeth and mouth are cleaned
for hygienic and
aesthetic reasons (Cooke 2000,
C) and to remove debris.
Petroleum jelly can prevent skin
excoriation or corrosion if
stomach contents aspirate.
For aesthetic or religious and
cultural reasons, and to meet
the needs of the family.
(Green and Green, C, 2006)
To minimise risk of crossinfection and contamination.
(Fraise and Bradley, E, 2009)
To avoid decomposition which
occurs rapidly,
particularly in hot weather and in
overheated rooms. Many
pathogenic organisms survive
for some time after death and so
decomposition of the patient's
body may pose a health and
safety hazard for those handling
it ( Cooke 2000, E). Autolysis
and growth of bacteria are
delayed if the patient's body is
cooled.

To record the time of death,
names of those present, and
names of those informed.
(NMC, 2015)
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