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VERIFICATION OF EXPECTED DEATH OF ADULT PATIENTS BY

REGISTERED NURSES
1 INTRODUCTION
1.1
This document has been adapted, with permission, from the Somerset Community Health policy for the verification of expected death of adult patients by registered nurses version 1.5 dated 21.4.2011. The policy, procedures and documentation are the same. It is designed to provide a policy for registered nurses working in Care Homes, and should be adopted by individual Care Homes. The documentation will therefore be familiar to other health care professionals such as GPs, out of hours doctors, paramedics, and community nurses.
1.2
This document provides a framework for the verification of expected death by registered nurses.

1.3
A large percentage of a nurse’s time is spent caring for patients who are terminally ill (Goodman 1998). The ability of the nurse to confirm the expected death of a patient and provide aftercare to relatives and carer’s will provide continuity of care at a time of anxiety and distress.
2
THE PURPOSE

2.1
The expected outcomes of this policy is as follows:
· for the death of the patient to be dealt with in a timely, sensitive and caring manner

· the death is dealt with in accordance with the law

· the registered nurses skills and competencies are used appropriately 
· the distress of relatives can be reduced by having parenteral medication devices disconnected promptly and appropriately following the death of a patient 
· disconnection of devices prior to verification of death is illegal. (The Human Rights Act 1998 articles 2 and 3 Griffith 2004)
2.2
All religious and cultural needs of the resident/ client must be clearly identified and be recorded in the residents/ clients nursing documentation prior to death.

3
DEFINITION OF AN EXPECTED DEATH 
3.1
An expected death is:

“Acute/chronic deterioration in a client’s health status, or confirmation of an infection likely to exacerbate a clients existing medical condition, which has been documented by the Medical Practitioner within the last two weeks” 
4
LEGAL POSITION
4.1
Certification of Death is the process of completing the “Medical Certificate of Cause of Death”. This must be completed by a medical practitioner (Home Office 1971). 
4.1.1
A nurse cannot legally certify death, since this is one of the few activities that the law requires to be performed by a registered medical practitioner and is determined by the Births and Death Registrations Act 1953.

4.1.2
The law requires that a Medical Practitioner who has attended a deceased patient during his/her last illness is under a statutory obligation to provide a medical certificate of the cause of death ‘to the best of his knowledge and belief and to deliver that certificate forthwith to the registrar’. The certificate requires the Medical Practitioner to state the date on which he last saw the deceased person alive and whether or not the Medical Practitioner has seen the body after death. Therefore, the law does not specify that the Medical Practitioner has to actually see the body after death but good practice requires that if the Medical Practitioner has any doubt about the facts of death, he should satisfy himself in this way (Para 5.01 Report of the Committee on the Death Certification and Coroners Home Office, 1971).

4.1.3

The legal responsibility to certify the death and provide the relatives with a death certificate lies with the patient’s Medical Practitioner. Certification should occur within 24 hours or on the next working day.

4.2
Verification of the fact of death is defined as deciding whether a patient is actually deceased. A medically registered practitioner is not required to undertake verification.  

4.2.1

The RCN reached agreement on advice relating to verification of expected death by nurses.  It must be made clear that nurses may, following guidance, verify that a death occurred, however they are not permitted to certify death (NMC 2008).  


The Nursing and Midwifery Council states that:

“A nurse cannot legally certify a death, since this is one of the few activities that the law requires to be performed by a registered medical practitioner. She/he may, however, confirm that death has occurred, providing there is an explicit local policy or protocol to allow such an action. The protocol should, however, only be used in situations where the death is expected (NMC 2008).”
4.2.2           Appropriate education, training and assessment should be provided for the nurse who is expected to carry out this role, to ensure that they have the necessary knowledge and competence. Any nurse to whom this duty falls must, as always, be aware of his/her personal professional accountability in respect of any activity undertaken (NMC 2002).
4.2.3

Experienced registered nurses, with the necessary competencies working within this procedure have the authority to verify the fact of death, notify relatives and arrange the removal of body

4.2.4
In summary, English law at present;
· does not require a Medical Practitioner to confirm that death has occurred
· does not require the Medical Practitioner to view a body of a deceased patient
· does not require a Medical Practitioner to report that a death has occurred
· does require the Medical Practitioner who attended the deceased during their last illness to issue a certificate detailing the cause of death (Kent LMC)

(West Lincolnshire Primary Care Trust accessed June 2005)
5
TRAINING & COMPETENCIES
5.1 
The NMC code of conduct (2008) places specific responsibilities on the registered nurse to maintain professional knowledge and competence.
5.2
To practice competently within these procedures, nurses must possess the knowledge, skills and abilities required for lawful, safe and effective practice without direct supervision.  Nurses will acknowledge the limits of their professional competence and only undertake practice and accept responsibilities for those activities in which they are competent.
5.3
The registered nurse is personally accountable for their practice.  This means they are answerable for their actions and omissions regardless of advice or directions from another professional (NMC 2008).
5.4
All registered nurses verifying death must have the competencies, skills and knowledge to enable them to determine the physiological aspects of death.  Training will be provided in order for registered nurses to achieve the required competencies.  The registered nurse should also be aware of the legal issues and related accountability that relate to this extended scope of professional practice (RCN 2004).
6
      VERIFICATION OF EXPECTED DEATH
6.1  
Patients to whom this policy refers

· inevitable expected death can be defined as death following a period of terminal illness where no active intervention to prolong life has occurred  The patient’s Medical Practitioner will have been attending regularly to provide medical support
· this policy only pertains to patients when a DNAR form has been completed and when instructions have been made (Appendix 1)
· patient’s with a deteriorating condition, where discussions around expected death, between the Doctor/GP, nursing staff and patients’ relatives has occurred and been documented and Appendix 1 completed
6.2  
Medical responsibilities

· the patient’s Medical Practitioner, in discussion with the nursing team, will decide whether the patient is expected to die within the next few weeks and sign the appropriate documentation to allow the registered nurse to verify the death (Appendix 2)
· the decision that death is expected will be documented in the clinical notes.  This decision must be recorded separately from any “do not attempt resuscitate” order (Appendix 2)
· the patient’s Doctor/GP will be expected to complete the death certificate within the first 24 hours or next working day following death
· the Doctor/GP or a member of the nursing team should always be prepared to speak to relatives if they wish when they collect the certificate
· when the Doctor/GP is unable to provide a death certificate due to a post mortem being required, a full explanation should be given to the relatives by the Doctor/GP (Redditch and Bromsgrove Primary Care Trust 2003)
6.3
       Registered nurses responsibilities

6.3.1
The Nurse should:-

Ensure that the patient’s records reflect that death is expected and the documented evidence from the GP is signed and available (Appendix 2).
Note the exact time of death where possible (Appendices 3 and 4).  If the nurse was not present at the time of death it should be established as closely as possible from the relatives.

6.3.2
Check for clinical signs of death, using a stethoscope and penlight. The following are recognised clinical signs used for verifying death, all the signs should be apparent before death is verified and recorded on the relevant 
paperwork (Appendix 2).
· absence of a carotid pulse over one minute

· absence of heart sounds over one minute (using stethoscope)

· absence of respiratory movements and breath sounds over one minute

· fixed, dilated pupils (unresponsive to pen torch or ophthalmoscope)

· repeat the process once more
6.3.3
When verifying death the nurse must record in the patient’s notes using the ‘verification of the fact of death’ form (Appendix 2).
·     the date of death

·        the time of death (ascertained if necessary from relative/ carer)

· identity of any person present at the death or, if the deceased were                alone, the name of the person who found the body 

·        time of the verification

·        place of death

·        clinical signs of death (list above)

·     name of doctor informed, time and date this took place
·     signature of nurse verifying death with the printed name of the nurse underneath signature and designation
6.3.4
The record of the nurse’s verification of death should be communicated to the patient’s GP as soon as possible following death either by telephone message or FAX (Appendix 2).
6.3.5  
The nurse should advise the relatives that the patient’s own doctor will be able to issue a medical certificate of the cause of death within 24 hours of the patients death, except at weekends or bank holidays when the certificate should be made available the next working day.

6.3.6
Parenteral drug administration equipment or any life prolonging equipment should be removed after the verification of death.

6.3.7 If the nurse has any concerns that the death may not be from natural causes the police must be informed immediately.

7
EXCEPTIONS TO VERIFYING DEATH
7.1
There will be exceptions relating to situations where the Doctor/ GP must be informed immediately of a patient’s death. In these circumstances a nurse cannot verify death and the Medical Practitioner should be called. It is his/ her responsibility to refer the death to the Coroner (Appendix 5).
· if there is any evidence of suspicious circumstance
· all sudden and unexpected deaths

· if there is evidence of negligence or malpractice

· within 24 hours following post operative or post invasive procedures

· deaths following an untoward incident, fall or drug error

· if there is any evidence of suicide

· if there is any evidence of an accident

· where organ donation has been requested and urgent medical intervention is needed to remove the appropriate organ or make the appropriate arrangements
· where relatives specifically request to see the Doctor/ GP
· when the nurse has a good reason for needing the support of a Doctor/ GP
· when the Doctor/ GP feels he/ she should be present
· if Appendix 1 has not been reviewed by the medical practitioner by the specified reviewed date as stated on the form

8
MONITORING, COMPLIANCE AND EVALUATION
8.1            The Home Manager or Matron will review their staff’s competency to verify death as part of their annual appraisal.
8.2
This policy will be reviewed every two years or as required in light of legislative/ best practice changes.
8.3
Documented evidence of training and assessment will be kept in each nurse’s personal file.
9
STANDARDS FOR BETTER HEALTH AND NHS REGULATIONS



This policy complies with the NHS Regulations (2009) published by the Department of Health.

	NHS Regulations Outcomes
	1, 2, 4, 8, 9, 10, 11, 12, 13, 15, 16, 20, 21, 24, 25


10
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APPENDIX 1
INSTRUCTIONS FOR NURSES IN THE EVENT OF AN EXPECTED DEATH WORKING IN “INSERT NAME OF HOME HERE”
Patient Name:………………………………………………………………………….....
NHS Number: 
…………………………………………………………………….....
Date of Birth:………………………………………………………………………….........
G.P:
…………………………………………………………………………....................
Resuscitation Category (Delete as appropriate)

Full resuscitation 

Do not attempt resuscitation (DNAR)
I confirm that if ……………………………………………………………… dies, the death may be treated as expected and can be verified by the appropriate nurse, as per “insert name of home here” Policy for Verification of Death, not requiring Notification to HM Coroner.

Signed (DR) ……………….......................………   Print ………………………..

Designation……………………...............………..

Date and Time ………………..........……………..
This notification is to be reviewed by the Medical Practitioner in:     3      5      7 days

(Please circle)

Review date     ………………………..

Review date     ………………………..

Review date    …………………………

APPENDIX 2
VERIFICATION OF THE FACT OF DEATH
	Place, date and time of death
	

	Patient’s Name
	

	Age or DOB
	
	

	Patient’s Address
	

	Usual Registered GP’s name
Date and time contacted
	

	Please complete the following:
	Heart sounds and carotid pulse absent over one minute
	Respiratory movements and breath sounds absent over one minute
	Pupils fixed and dilated (and do not react to light)

	Date:
	
	
	

	Time:
	
	
	

	Signature:
	
	
	

	Repeat 
	Heart sounds and carotid pulse absent over one minute
	Respiratory movements and breath sounds absent over one minute
	Pupils fixed and dilated (and do not react to light)

	Verified date of death:
	
	
	

	Verified time of death:
	
	
	

	Signature:
	
	
	

	Medical Practitioner notified:
	Yes / No                           at                     am / pm

	Relatives/neighbour contacted at
	Yes / No                           at                     am / pm

	Minister of religion contacted if required
	Yes / No                           at                     am / pm

	Necessary advice and documentation given to relatives and carer
	Yes / No                           at                     am / pm

	Other services involved in care informed, (Adult social care, Hospice, Marie Curie, OOH teams)
	Yes / No                           at                     am / pm

	Death Verified by (Print Name)
	Signature
	Qualification – (e.g. RN)

	Death Witnessed/found by
	
	

	Tissue Donation
	Yes / No                          at                    am / pm

	Infection recorded
	Yes / No                          at                    am / pm 


APPENDIX 3
ACTION TO BE TAKEN AFTER VERIFICATION OF UNEXPECTED OR SUSPICIOUS DEATH
BY PRACTITIONER







Adapted from West Lincolnshire Primary Care Trust Policy (accessed June 2005)

APPENDIX 4
FLOWCHART FOR VERIFICATION OF INEVITABLE EXPECTED DEATH BY
REGISTERED NURSE

[image: image1]







(West Lincolnshire Primary Care Trust accessed June 2005)

APPENDIX 5
CIRCUMSTANCES WHEN A DEATH SHOULD BE REPORTED
TO THE CORONER
· the cause of death is unknown (probably the Medical Practitioner feels unable to give the cause of death)

· the deceased has not been seen by a Medical Practitioner within 14 days of death

· the cause of death may be unnatural, such as:

· due to an accident

· due to murder or manslaughter

· suicide

· due to industrial disease

· due to taking illegal drugs or excess alcohol
· the deceased was detained in prison, or by the police, or there are allegations against the police in connection with the death
· deaths with a medical problem, for example
· there is a known complaint about medical treatment

· there is suspicion that something has gone wrong with the medical treatment

· the death occurs whilst in theatre or within 24 hours of an operation

· the patient has been in hospital for less than 24 hours

· the cause of death stated by the Medical Practitioner includes the words ‘failure’, such as ‘renal failure’
· there are suspicions that there has been ‘neglect’ by a carer, or the deceased does not appear to have looked after themselves properly, or has refused treatment
· there are other unusual or disturbing features 

N. B.
death of babies and children should always be reported
· death should be reported if the treating Medical Practitioner is on holiday or otherwise unavailable

· all accidents should be reported - including road accidents, railway accidents, accidents at work, accidents at home.  When there has been a fall (even an elderly patient) the death should be reported.  Watch out for accidents that happened sometime before death
· watch out for industrial diseases, especially in patients suffering from cancer e.g.………………………………………………………….

· if in doubt - report
(R. D Atkinson, HM Coroner)



No





Practitioner verifies death





Take steps to preserve the scene


The nurse in charge to contact the police and advise them of a suspicious death


Police will inform Coroner if necessary


Remain at the scene


Incident Form








Yes








Does the death need reporting to the Coroner?





Unsure? Discuss with GP and/or contact the coroner





Offer condolences and information


If appropriate provide support to family/ carers in taking further action for instance, contacting undertaker


Provide relatives with information leaflet


Refer to GP





Nurse checks physiological signs to ascertain that death has occurred:


absence of a carotid pulse over one minute


absence of heart sounds over one minute


absence of respiratory movements and breath sounds over three minute


fixed, dilated pupils (unresponsive to bright lights) 


Repeat the process once more





Decisions documented in records 


Appendix 2 completed





Death expected


See Box 1





Palliative care being provided by nursing staff





Patient dies at home, relatives contact nursing service





Decision made for no active medical intervention





Box 1


An expected death is:


A case where discussions have taken place between the medical and nursing team and the patient’s relatives and a decision has been made and documented that no further intervention is appropriate.





Evidence of instruction for nurses in the event of expected death





In most cases the Medical Practitioner issues death certificate, within 24 hours or next working day.  Sometimes, for example, a death from industrial disease, a post mortem/inquest will be required





The nurse records in the patient’ records that;


Verification of the fact of death form completed


Copy retained in the medical records





Death notified to the patient’s GP





Provision of spiritual support to family/carers, and referral to undertaker of family’s choice as desired by relatives








�This is now old and better for them to put in the CQC registrations standards and outcomes that apply.


�The part about if a patient dies at home, then it reads here that relatives call our community nurses, but of course this will not apply as may not be on our caseload. Need to remove this box.
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