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1. Introduction 
The aim of this standard operating procedure is to ensure that all members of staff performing last offices for patients are aware of their roles, and the procedure that should be followed. It should also help to maintain the privacy and dignity of the deceased. The procedure also contains information on certain religious considerations that will assist staff to comply with specific requests from patients or their relatives.
2. Statement of Intent / Scope of the Document
The care givers role at the end of life “extends beyond death to provide care for the deceased person and support to their family and carers”, “the person who provides the care after death takes part in a significant process which has sometimes been surrounded in ritual. Although based on comparatively straightforward procedures, it requires sensitive and skilled communication, addressing the needs of family members/carers and respecting the integrity of the person who has died. It is a very difficult time for those who have been bereaved and can be emotionally challenging for nurses.”



Guidance for staff responsible for care after death (RCN National End of Life Care Programme) 2011
This procedure applies to all in patient areas of the Trust with the following exceptions:
Emergency Department: 
To be used in conjunction with the Emergency Department Procedures regarding sudden death available on the Emergency Department Microsite
Maternity: 
To be used in conjunction with bereavement guidelines available on Delivery Suite, Neonatal Unit, Jasmine Suite and ED. Also refer when appropriate to O&G guidelines on delivery of a foetus.
Paediatric:
The nature of paediatric deaths means that there are specific guidelines and flow charts to adhere to these can be found on the paediatric microsite. As well as a specific paediatric checklist.
Statement of intent re community expected deaths in Stockport Community.

This document can be found on the Risk and Safety Micro site in Standard Operating Procedures accompanying this SOP.

Greater Manchester Coroners have issued revised guidance for the procedure following expected deaths in the community and care homes, taking effect from August 2011. This document sets out the recommended handover procedure between in hours and out of hours medical services. The aim is to prevent unnecessary attendance of the police in circumstances when a death has been anticipated but occurs at a time when the patient’s regular GP is not immediately available to issue a medical Certificate of Cause of Death (MCCD)

3. Summary
It is essential that the management of deceased patients be handled with extreme sensitivity and a sensible approach. An individualised approach assists with relationship between the families and carers at a time of probable distress. Good clear communication regarding the possibility of an infection risk must be maintained between healthcare staff, mortuary attendants and funeral directors at all times. This enables acceptable and effective infection prevention measures to be maintained during care of the deceased. Wherever possible, a person should be treated in death as in life. 
4. Legislation
4.1

Health and Safety at Work Act 1974

· Employers have a general duty under this act to ensure, so far as reasonable practicable, the health, safety and welfare at work of their employees.

· Employers and the self-employed also have a duty to conduct their activities in such a way as to ensure, so far as practicable, that persons not in their employment are not exposed to risks to their health and safety.

4.2

The Management of Health and safety at work Regulations 1999

· Employers and the self-employed are required to assess the risk to workers and any others who may be affected by their undertaking. Employers with five or more employees must record the significant findings of their assessment.

· Employers and the self-employed also have a duty to provide comprehensive information, to people who work in or visit their premises, regarding relevant risks to their health and safety.

4.3

The Control of Substances Hazardous to Health Regulations 2002 (COSHH)

· Employers must carry out an assessment of the risks created by work which is liable to expose employees to any substances hazardous to health. Employers must also implement and maintain appropriate control measures and to carry out health surveillance where necessary.

4.4

Public Health (Control of Diseases) Act 1984 & Regulations of 1988

· Section 10 of the Act defines those diseases to which sections 43-45 of the act applies (see below) when dealing with dead bodies. This also applies to HIV/AIDS and viral haemorrhagic fever which are not included in section 10.

· Section 43 of the Act empowers a registered medical practitioner not to allow a body having suffered from AIDS, anthrax, rabies or viral haemorrhagic fever to be removed from hospital except for the purpose of being taken direct to a mortuary or being forthwith buried or cremated.

· Section 44 of the Act places a responsibility on the person in control of a premises where a deceased person who has died from a notifiable disease is held to prevent any other persons coming unnecessarily into contact with, or proximity to, the deceased person. Section 44 thus places a specific responsibility on hospital authorities, nursing and residential homes and funeral directors. Section 44 requires appropriate steps to be taken to physically separate and control access to such a dead person. The law nevertheless recognises that the separation can never be total.

· The body needs to be washed and dressed for hygienic reasons and, if necessary, enclosed in a leak-proof bag.

· Religious customs may dictate certain rites to be performed and relatives and friends to touch and kiss the face to complete the grieving process; there is no reason to discourage this in normal circumstances.

· Section 45 of the Act considers it unlawful to hold a wake over such a body. The law therefore requires us to balance the necessary with the unnecessary. The health protection Agency can advise further.
      4.5

Involving the Police at the time of Death

In certain cases the Police need to be informed of a Sudden Death. They need to be informed of any death where the death is unnatural. They deem this any death that we are not wholly convinced is of natural causes. It is obligatory to report all deaths in children/young people <18 years of age and any death at work whatever the circumstances. The Police are often already involved with fatal RTAs, stabbings and shootings but if not must be informed of the death. Sudden collapses in the street are often deemed to be of natural causes but could be as a result of mugging or assault if un-witnessed.

Remember to think carefully should I speak to the Police? The Police are often happy to advise you over the phone and will tell you if they need to become involved.

Involving the Police (this should be undertaken by ED or ICU staff if required however on the wards (which should only happen on a rare occasion) the 1090 bleep holder must be advised who will then undertake the reporting as required.
·  Any death where ED staff are not wholly convinced it is of natural

Causes

·  Foul Play suspected

· Sudden infant death

·  Death at work

· <18 years of age

·  Fatal RTA’s

·  Stabbings or Shootings

·  Drug related deaths/overdoses

·  Death precipitated by a fall

· Where the next of kin is unknown
Contact the Coroners Officer/Police phone Greater Manchester Police(GMP) on ext. 6197 state “it’s ED at Stepping Hill I want to report an unnatural death, can you put me through to Stockport Communications”

Once through to Stockport ask for Duty Supervisor and state “I want to

report a sudden unnatural death”. Briefly explain the circumstances of the death especially if foul play is suspected.

5. 
Definitions
Cadaver- is a deceased person or body that may be used by physicians and other scientists to identify disease sites or to determine causes of death.

Hand Hygiene- The process used to decontaminate hands with soap and water or alcohol gel. Refer to Hand Decontamination SOP

Last Offices- is the term used to describe the care given to the deceased person which is focused on fulfilling religious and cultural beliefs as well as health, safety and legal requirements.
Patient Confidentiality- staff should maintain total confidentiality while caring for the deceased patient, as if the patient was still living.

PPE- personal protective equipment should be available to all staff undertaking patient care. Refer to PPE SOP
Standard Precautions- all blood and bodily fluids are potentially infectious; therefore all staff involved in care of the deceased person must be aware of the standard precautions policy.
Bagging- placing the body in a plastic cadaver bag

Viewing- Allowing the bereaved to see, touch and spend time with the body before disposal

Embalming- Injecting chemical preservatives into the body to slow the process of decay. Cosmetic work may be included

Hygienic preparation- cleaning and tidying the body so it presents a suitable appearance for viewing (an alternative to embalming)

6. 
Roles and Responsibilities

All staff have a responsibility to ensure that they are aware of Trust documents which are relevant to their area of work, and that they act in accordance with these at all times. Staff 
also have a responsibility to ensure that monitoring arrangements and subsequent action plans are reported to the “authorising group”. 
It is the responsibility of the post holder who acts as the document author to ensure that they are aware of changes in legislation, practice or other guidance to enable them to ensure the document considers and minimises risk and potential adverse consequences for the Trust.
7.
Verification of Expected death

The Trust has a Standard Operating Procedure on the Verification of Expected Deaths by Registered General Nurses which must be adhered to by all relevant staff in relation to process and training. 
8.        Religious Cultural and Personal Considerations
8.1 
How Last Offices is performed will be dependent on the patient’s religion, culture and faith. It is essential for nurses to recognise and have respect for different religious practices in relation to death.
8.2
The Trust has a multi-faith chaplaincy team with a chaplain on call from 8am to 8pm each day who are able to give advice on these matters as well as to liaise with other faith leaders where this is required.

8.3
All beliefs should have been identified on admission or when undertaking a community assessment this is linked to the individual’s plan of care. Cultural preferences once known about should wherever possible be adhered to with the support of the next of kin of the deceased. Further information on the requirements in last offices for various faiths is available on the Chaplaincy pages of the Trust Intranet.
8.4
Community staff can also seek advice from the patients identified religious cultural and faith representative.
9. 
Infection Prevention
9.1

Infection Prevention Precautions Procedure

Infectious conditions and pathogens in the recently deceased that present particular risks include: tuberculosis, group A streptococcal infection, gastrointestinal organisms, the agents that cause Transmissible Spongiform Encephalopathy’s (TSE’s), such as Creutzfeldt-Jakob Disease, Hepatitis B & C viruses and Human Immunodeficiency Virus (HIV).

9.2

Standard Precautions

· Standard precautions that have been taken when the patient was alive should still be continued to protect all who handle cadavers against infectious hazards

· These standard precautions should be adhered to at all times, these include:-

· Hand Hygiene (Refer to hand decontamination SOP)

· PPE (Refer to PPE SOP)

· Appropriate cleaning of the environment

· Body Fluid spillage management

· Waste disposal (Refer to waste management policy) 

· Sharps Management

9.3

Invasive Devices
· All invasive devices must be left in place this is at the request of H. M. Coroner.
· All IV cannula’s, ET tubes, catheters, colostomy bags and other invasive medical devices must be spigoted or capped off, and covered with an occlusive dressing. This helps prevent any undue leakage of body fluids whilst the deceased is being transported to the mortuary. All surgical and non-surgical wounds should also be covered with an occlusive dressing to prevent leakage and to aid haemostasis after death.

9.4

Vaccination of Staff
Although vaccines can give good protection against Polio Virus, Diphtheria, Tuberculosis and Hepatitis B, the protection is not 100% effective and there are other infections against which there are no vaccines e.g. HIV/AIDS and Hepatitis C. 
The use of standard infection precautions are therefore crucial in preventing cross infection. All staff however, providing clinical care should have been appropriately immunised against Hepatitis B as per current Occupational Health Guidance.

9.5

Managing the Risk of Infection

Organisms in a dead body are unlikely to infect healthy people with intact skin, but there are other ways they may be spread.

· Needle stick injuries with a contaminated instrument or sharp fragment of bone

· Intestinal pathogens from anal and oral orifices

· Through abrasions, wounds and sores on the skin

· Contaminated aerosols from body openings or wounds e.g. tubercule bacilli when consideration could possibly be forced out through the mouth

· Splashes and/or aerosols onto the eyes

· The risks of infection are not high (and no more than in life) and are usually prevented by the use of standard precautions, appropriate PPE and the observation of COSHH regulations

      9.6

Body Bags 9 (see table 1 and 2)

Not all patients will require a body bag. 
· Most deceased patients with a known or suspected infection would be classed as low/medium risk and therefore Do Not require the heavy duty body bags (the undertaker will supply these if required) e.g. MRSA

· There may still be occasions when a body bag is required because the patient is leaking body fluids or exudates. Approximately 75% of all bodies leak. If a body is likely to leak then it must be placed in a body bag regardless of their infectivity status
· If the deceased person had a known infectious disease that falls into medium/high risk they Must  be placed in a heavy duty body bag

· If the person had a known medium/high risk (sometimes recorded numerically as 3 or 4) disease you must inform anyone else coming into contact with that patient e.g. funeral directors
· All other patients must be wrapped in a disposable sheet and placed on a transfer sheet (see appendix 4) 
Other conditions that require a body bag are:

· Known intravenous drug user

· Severe secondary infection

· Gangrenous limbs and infected amputation sites

· Large pressure sores

· Incipient decomposition

The death notification sheet must be placed on the outside of the body bag. (Found on the Infection prevention micro site) Each ward should retain a stock of 2 body bags. This relates to in patients in SHH site and Stockport satellite sights only.
Those who directly handle the body should wear appropriate protective clothing of disposable aprons and gloves. 
It is important to ensure that all used and contaminated laundry is disposed of as per Trust policy.
In the community setting the nurse should establish the wishes of the “family” and advise them on appropriate laundering or disposal of laundry.
Table 1 Guidelines for handling cadavers (deceased bodies) with infections notifiable in England and Wales
	Degree of risk
	Infection
	Bagging    
	Viewing  
	Embalming
	Hygienic preparation

	Low
	Acute encephalitis 
	No
	Yes
	Yes
	Yes

	
	Leprosy
	No
	Yes
	Yes
	Yes

	
	Measles 
	No
	Yes
	Yes
	Yes

	
	Meningitis (except meningococcal) 
	No
	Yes
	Yes
	Yes

	
	Mumps 
	No
	Yes
	Yes
	Yes

	
	Ophthalmia neonatorum 
	No
	Yes
	Yes
	Yes

	
	Rubella 
	No
	Yes
	Yes
	Yes

	
	Tetanus 
	No
	Yes
	Yes
	Yes

	
	Whooping cough
	No
	Yes
	Yes
	Yes

	
	
	
	
	
	

	Medium
	Relapsing fever 
	Adv
	Yes
	Yes
	Yes

	
	Food poisoning 
	No/Adv
	Yes
	Yes
	Yes

	
	Hepatitis A 
	No
	Yes
	Yes
	Yes

	
	Acute poliomyelitis 
	No
	Yes
	Yes
	Yes

	
	Diphtheria 
	Adv
	Yes
	Yes
	Yes

	
	Dysentery 
	Adv
	Yes
	Yes
	Yes

	
	Leptospirosis (Well’s disease) 
	No
	Yes
	Yes
	Yes

	
	Malaria 
	No
	Yes
	Yes
	Yes

	
	Meningococcal septicaemia (with or

without meningitis
	Adv
	Yes
	Yes
	Yes

	
	Paratyphoid fever 
	Adv
	Yes
	Yes
	Yes

	
	Cholera 
	No
	Yes
	Yes
	Yes

	
	Scarlet fever 
	Adv
	Yes
	Yes
	Yes

	
	Tuberculosis 
	Adv
	Yes
	Yes
	Yes

	
	Typhoid fever 
	Adv
	Yes
	Yes
	Yes

	
	Typhus
	Adv
	Yes
	Yes
	Yes

	
	
	
	
	
	

	High
	Hepatitis B,C
	Yes
	Yes
	No 
	No

	
	
	
	
	
	

	High (rare)
	Anthrax
	Adv
	No
	No
	No

	
	Plague
	Yes
	No
	No
	No

	
	Rabies
	Yes
	No
	No
	No

	
	Smallpox
	Yes
	No
	No
	No

	
	Viral hemorrhagic fever
	Yes
	No
	No
	No

	
	Yellow Fever
	Yes
	No
	No
	No


Adv = Advisable and may be required by local health regulations

Table 2 Guidelines for handling cadavers (deceased bodies) with some infections that are not notifiable in England and Wales

	Degree of risk
	Infection
	Bagging    
	Viewing  
	Embalming
	Hygienic preparation

	Low
	Chicken pox/shingles
	No
	Yes
	Yes
	Yes

	
	Cryptosporidiosis
	No
	Yes
	Yes
	Yes

	
	Dermatophytosis
	No
	Yes
	Yes
	Yes

	
	Legionellosis
	No
	Yes
	Yes
	Yes

	
	Lyme disease
	No
	Yes
	Yes
	Yes

	
	Orf
	No
	Yes
	Yes
	Yes

	
	Psittacosis
	No
	Yes
	Yes
	Yes

	
	MRSA
	No
	Yes
	Yes
	Yes

	
	Tetanus
	No
	Yes
	Yes
	Yes

	
	
	
	
	
	

	Medium
	HIV/AIDS
	Adv
	Yes
	No
	No

	
	Hemorrhagic fever with renal syndrome
	No
	Yes
	Yes
	Yes

	
	Q fever
	No
	Yes
	Yes
	Yes

	
	
	
	
	
	

	High
	Transmissible spongiform encephalopathies (CJD)
	Yes
	No
	No
	No

	
	Invasive group A streptococcal infection
	Yes
	No
	No
	No


10. 
Preparation for viewing of the deceased
10.1
Unless the death is suspicious and needs referring to the coroner and police, let the family sit with their relative if they wish in the period immediately after death (prior to last offices) whilst offering; age appropriate support. Even after a traumatic death, relatives need the opportunity to view the deceased person. Prepare them for what they may see and explain any legal reasons they may not be allowed to touch the body. Ensure all infection prevention requirements are also adhered to and explain the reasons for these. 
10.2
Process for the viewing of the deceased at the mortuary at Stepping Hill Hospital (inpatients)
Death on a ward

Deceased patient is transferred to the Mortuary (refer HISM062 Transfer of deceased patient from ward to mortuary).

Family will arrive on the ward or contact the ward by phone

In working hours
The Mortuary Department is open between 08.30 and 17.00 Monday-Friday. The contact number is ext. 5222
· In working hours, the Anatomical Pathology Technicians will facilitate viewings of deceased if requested.

· Viewings must be arranged via the Bereavement Centre on ext. 5034/5035.

· The Bereavement centre is open between the hours of 09.00 and 16.00 Monday – Friday for enquiries regarding viewings. When the Bereavement Centre is closed please contact the Mortuary on ext. 5222.

· Relatives must not be directed straight to the mortuary department. This can cause added stress to the relatives as the mortuary may not be able to facilitate the viewing immediately due to workload or identification of relatives who wish to view.

Out of working hours

· Viewings will be facilitated by the On Call Anatomical Pathology Technician. 
· The On Call Anatomical Pathology Technician can be contacted via the switchboard on ext 100.
· Please note the On Call Anatomical Pathology Technician is not on site, therefore prior consultation from the nursing staff is required to arrange a viewing, and an appointment time will be made which suits both staff and relatives. 

· Relatives must not be directed straight to the mortuary department. This can cause added stress to the relatives as they will find the mortuary closed.

· Nursing staff who arrange the viewing will have to confirm identity of the persons wishing to view to confirm they are the next of kin or viewing has been authorised by next of kin.

· Viewings will be facilitated between 17.00 and 20.00 Monday – Friday and 09.00 and 20.00 Saturday and Sunday. Nursing staff will be required to accompany the relatives to the mortuary and may be required to stay throughout the viewing.

· All visitors to the mortuary will be signed into the visitor register in the mortuary.

Relatives will arrive at the reception desk.

· Between 09.00 -16.00 Monday – Friday, direct relatives to Rowan Suite (Bereavement Centre).

· Out of these hours, direct relatives to the ward in which the patient died.

· Relatives must not be directed straight to the mortuary department. This can cause added stress to the relatives as the mortuary may not be able to facilitate the viewing immediately due to workload or identification of relatives who wish to view.

· The Mortuary Department is open for advice between 08.30 and 17.00 Monday-Friday. The contact number is ext 5222.

· Out of working hours contact the On Call Anatomical Pathology Technician via switchboard ext 100 for advice.

10.3
Process for the viewing of the deceased at the mortuary at Stepping Hill Hospital (Emergency Department)

The Emergency Department have a process to be adhered to which is part of their sudden death guideline and available on the ED Microsite 
10.4
In the community this will be dependent on the patient/family wishes when it is an expected death. This will usually be in the place of death or following removal of the deceased it will be through the respective funeral directors.

11. 
Process of last offices and required documentation.

See appendix 1, 2, 3,   and  5
Appendix 2 or 3 must be completed after last offices are performed which one is used is dependent on the area in which the patient dies. (in hospital or in community)
Appendix 4 is a pictorial guide for last offices and the care of the deceased patient
Appendix  5 which must also be completed as part of the pathway if the patient is on the pathway or as a separate document.
Appendix 2 and 3 can be found on the Risk and Safety Microsite 

Appendix 4 can be found on the Risk and Safety Microsite and the End of Life Care microsite
12.
Preparation of the deceased for transportation to the mortuary/funeral directors
The process for preparation of the deceased is detailed in the last offices checklist Appendices 2 and 3
13. 
Transportation of deceased to Mortuary
13.1
Stepping Hill Hospital/The Meadows and Devonshire Centre

The Diagnostic and Clinical Support Business Group have developed a standard operating procedure for the transfer of deceased patients, this available via the Mortuary microsite and should be the procedure adhered to by staff at Stepping Hill Hospital, the Meadows and the Devonshire unit. 
13.2
Transportation of the deceased from Community to a Funeral Directors/Mortuary

Deceased patients in the community; during the working hours the patient’s own GP, the GP will attend and issue MCCD. The deceased may then be removed by the funeral director. 

If the death occurs out of hours. The procedure for expected deaths in community and care homes should be followed (i.e if there is a statement of intent available then death may be verified by another health care professional authorised to do so. If there is no statement of intent and the patient’s own GP is not available the deceased must be transported to the appropriate mortuary and the police should attend 
13.3 Transfer of deceased infants from the maternity unit (includes small fetuses delivered on Jasmine or ED)
When the parents have gone home, please transfer the baby immediately to the mortuary.

· Contact Maternity porter (bleep 1105).

· Ensure baby has 2 name tags on. For smaller babies, 1 name tag around abdomen is sufficient.

· Dress the baby according to parent’s wishes and make sure any accompanying toys, photos, letters etc are labelled and stay with the baby.

· Complete form for transferring baby to mortuary (outlining any relevant investigations). Please document any accompanying items e.g. toys, photos etc.

· Make sure baby is placed in a Body Bag. (Not applicable for non-identifiable foetus) Please see O&G guidelines on delivery of a foetus. 
· Porter will go to Mortuary to collect carrying box and bring to Delivery Suite.

· The baby is checked out by the Midwife and porter, and the transfer documented and signed by the Midwife and porter in the checklist, or documented in the notes by nurse and porter for very small foetuses.
14.
Major Incident Management

During the management of a major incident it may be required to change certain practices related to last offices. These changes must be approved at Executive level and must be conveyed to staff via the Trust Alert procedure.

All changes must be reviewed on a daily basis and normal procedures reinstated as soon as is reasonably possible.
15. 
Property

Please refer to the patient’s property procedure available via the Trust Microsite
16. 
Completion of checklist

All in hospital (SHH and Stockport Satellite Unit) deaths require the completion of the attached checklist with the exclusion of neonatal deaths/paediatric deaths which use their own checklist specific to the needs of these bereavements.
17.
 Implementation
Once approved, this Standard Operating Procedure will be launched via the Risk Management Committee and the Bereavement Working Group. It will be available via the Risk Management Microsite and the Bereavement Microsite
18.      Monitoring Compliance
	Monitoring Arrangements 
	Responsibility / Process / Frequency

	Process for monitoring e.g. audit
	Annual audit of compliance

	Responsible individual/ group/ committee
	Bereavement Working Group

	Frequency of monitoring
	Annual

	Responsible individual/ group/ committee for review of results
	Risk Management Committee

	Responsible individual/ group/ committee for development of action plan
	Risk Management Committee

	Responsible individual/ group/ committee for monitoring of action plan
	Risk Management Committee


[image: image8.png]Process of Last Offices
Guidance taken from “Guidance for staff responsible for care after death”
National End of Life Care Programme RCN 2011
NB please ensure religious and cultural preferences are adhered to whilst using this guidance 

1. The personal care after death should be carried out within 2 – 4 hours of the person dying, to preserve their appearance, condition and dignity. 

2. All invasive equipment, catheters, cannula and ET tubes etc must remain in place

3. Lay the deceased on their back adhering to manual handling guidelines; straighten their limbs if possible with arms lying by their sides. Leave one pillow under their head as it supports alignment.
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4. Close eyes by applying light pressure for 30 seconds 

5. Do not shave the patient

6. Pads and pants can be used to absorb any leakage of fluids from urethra, vagina or rectum

7. Cover wounds or unhealed surgical incisions with dressings and secure with occlusive dressings

8. Contain leakages from oral cavity or tracheostomy sites with suction and positioning

9. Clean and dress the deceased in a shroud (use of body bag is detailed in main procedure)

10. Remove jewellery (apart from wedding ring) as per property procedure and document accordingly, secure any remaining rings with tape.

11. Apply wristbands as per checklist

12. Wrap the body if body bag is not required in a  disposable sheet which should be lightly taped.(see appendix 4) and place on a transfer sheet
13. Complete checklist 


Last Offices Checklist Hospital
The member of staff carrying out the procedure should complete this checklist. Once completed it should be signed by a registered nurse.

Patient: ………………………………………………     NHS Number: ………………………..

Ward: ……………………………

	
	
	Signature

	1
	All catheters, venflons etc spigoted, and wounds covered with occlusive dressings. Do not remove ET tubes.

	

	2


	“Place identification bracelets on the patient’s wrist & opposite ankle, containing the correct first and last name, date of birth, hospital number, NHS number (where available) and district number. This information should be checked against the patient’s notes.
NB. Two nurses should check the identity of the patient is correct on the wristbands and correctly completed on the death notice
	

	3
	Any jewellery being left on the deceased, e.g. rings, recorded on the death notification form. Clear description should be used i.e. white metal ring with red stone not silver ring with sapphire 
	

	4
	Any property removed entered into the wards ‘Patient Property Book 2’, and taken to general office by hand. If out of hours, the night safe must be used. 2 people must check property
	

	5
	Deceased placed in a shroud.

· If a relative has an explicit request for an alternative please indicate - Yes / No 

(This request and subsequent discussion must be recorded in the patient’s notes; a signature in this section is then to acknowledge that this has been done. Discussion must include the information that any clothing may have to be cut off in the mortuary and discarded).


	

	6
	Death notification book, top copy attached to shroud on the deceased’s chest (if body bag required attach to chest on outside of body bag). 
	

	7
	Deceased wrapped in disposable sheet and placed on blue transfer sheet.
	

	8
	Deceased requires a body bag?  Yes / No (please indicate).


	

	9
	All nursing records and charts filed correctly in the medical notes and a ‘deceased’ sticker placed on the front of the case note file.


	

	10
	Care after death form completed


	


Signature of registered nurse : …………………………Print Name…………………..

Signature of second person signing………………………Print Name…………………
Date:………………………



Last Offices Checklist in Community
The member of staff carrying out the procedure should complete this checklist. Once completed it should be signed by a registered nurse.

Patient : ………………………………………………     Number : ………………………..

Home/Inpatient......................................................
	
	
	Signature

	1
	All catheters, venflons etc spigoted, and wounds covered with occlusive dressings.


	

	2


	Patients GP contacted

	

	3
	All nursing records and charts filed correctly 


	


Signature of registered nurse : …………………………Print Name…………………..

Date:                                             ……………………………
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The blue transfer sheet is to be used in addition to your pat slide and should be left under the patient for transfer to mortuary.

	Section 3
	Care after death


	Verification of death  

	Time of the patient’s death recorded by the healthcare professional in the organisation:………………………………………………….. 

Date of patient’s death: ………./………./……….
Verified by doctor (   Verified by senior nurse  (   Date / time verified:………………………………………………………………………

Cause of death………………………………………………………………………………………………………………………………………………………………………..

Details of healthcare professional who verified death

Name:………………………………………………………………………… (please print)   Signature:………………………………………………     Bleep No:……………………..

Comments:……………………………………………………………………………………………………………………………………………………………………………………………………………………….

…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..

Persons present at time of death:…………………………………………………………………………………………………………………………………………………………………………………..

Relative or carer present at time of death:  Yes  (   No  (         If not present, have the relative or carer been notified  Yes  (   No  (   

Name of person informed:…………………………………………………………         Relationship to the patient:………………………………………………………………..
Contact number:…………………………………………………………………………  

Is the coroner likely to be involved:    Yes  (   No  ( 

Consultant /GP:………………………..………………….       Doctor:……………………………………………    Bleep No:……………    Tel No:…………………………………

	Patient Care Dignity
	Goal 10:  last offices are undertaken according to policy and procedure

                                                                                                                                          Yes(   No(  
The patient is treated with respect and dignity whilst last offices are undertaken

Universal precautions & local policy and procedures including infection risk adhered to          
Spiritual, religious, cultural rituals / needs met    

Organisational policy followed for the management of ICD’s, where appropriate                                           
Organisational policy followed for the management & storage of patient’s valuables and belongings                                                                     

	Relative or Carer Information
	Goal 11:  The relative or carer can express an understanding of what they will need to do next  and are given relevant written information                                                           Yes (   No (   

11.1.1 Conversation with relative or carer explaining the next steps                            Yes  (   No (      
11.1.2 Grieving leaflet given                                                                                      Yes  (   No (      

11.1.3  Information given regarding how and when to contact the bereavement office regarding the death certificate and patient’s valuables and belongings where appropriate                             Yes  (  No (      

11.1.4 Wishes regarding tissue/organ donation discussed                                             Yes  (  No (         

 

	*Bereavement suite

Organisation
	Goal 11.1.6 :  DWP1027 (England & Wales) or equivalent is given                                  Yes ( No (      
11.1.7 Discuss as appropriate: viewing the body / the need for a post mortem / the need for removal of cardiac devices / the need for a discussion with the coroner                                            Yes ( No (      

11.1.8 Information given to families on child bereavement services where appropriate, national & local agencies                                                                                                                      Yes ( No ( 
11.1.9 Family member requires referred to hospital bereavement support service Yes ( No (   

	*Bereavement suite Organisation Information
	 Goal 12.1 : The primary health care team / GP is notified of the patient’s death    Yes(  No(
The primary health care team / GP may have known this patient very well and other relatives or carers may be registered with the same GP. telephone or fax the GP practice                                                                                                        

	
	Goal 12.2 :  The patient’s death is communicated to appropriate services across the organisation

The patient’s death is entered on the organisations IT system                                            Yes(  No(       

	Healthcare professional signature:……………………………………………………….

Date:……………………………………….       Time:………………………………………….

	Please record any variance on the variance sheet overleaf 

	Section 3   Care after death  MDT  progress notes   - record any significant issues not reflected above.

	Date
	

	
	

	
	

	
	


Appendix 6
Equality Impact Assessment 

	1
	Name of the Policy/SOP/Service
	Last offices SOP V8

	2
	Department/Business Group
	

	3
	Details of the Person responsible for the EIA


	Name:

Job Title:

Contact Details:
	Louise Milligan
Mortuary Team Leader

419 5222

	4
	What are the main aims and objectives of the Policy/SOP/Service?
	This strategy details the process for the management of risk across all services to ensure the effective identification, assessment and control of risk thereby promoting the achievement of objectives




      For the following question, please use the EIA Guidance document for reference:

	5


	A) IMPACT

Is the policy/SOP/Service likely to have a differential impact on any of the protected characteristics?  If so, is this impact likely to be positive or negative? 

Consider:

· Does the policy/SOP apply to all or does it exclude individuals with a particular protected characteristic e.g. females, older people etc?

· What does existing evidence show? E.g. consultation from different groups, demographic data, questionnaires, equality monitoring data, analysis of complaints. Are individuals from one particular group accessing the policy /SOP /Service more/less than expected?


	B) MITIGATION
Can any potential negative impact be justified? If not, how will you mitigate any negative impacts?
· Think about reasonable adjustment and/or positive action

· Consider how you would measure and monitor the impact going forward e.g. equality monitoring data, analysis of complaints.

· Assign a responsible lead. 

· Designate a timescale to monitor the impacts.

· Re-visit after the designated time period to check for improvement.

Lead

	Age


	No impact as applies to all staff regarding all users and staff


	
	

	Carers / People with caring responsibilities


	No impact


	
	

	Disability


	No impact


	
	

	Race / Ethnicity
	Covered in section 8

	
	

	Gender 
	No impact


	
	

	Gender Reassignment 
	No impact


	
	

	Marriage & Civil Partnership


	No impact


	
	

	Pregnancy & Maternity
	No impact 


	
	

	Religion & Belief
	No impact


	
	

	Sexual Orientation
	No impact


	
	

	General Comments across all equality strands
	
	
	


	EIA Sign-Off
	Your completed EIA should be sent to Sue Clark , Equality and Diversity Manager for approval and publication:

Susan.clark@stockport.nhs.uk
0161 419 4784


	If you would like this policy in a different format, for example, in large print, or on audiotape, or for people with learning disabilities, please contact:
Sue Clark, Equality & Diversity Manager, Aspen House, Stepping Hill Hospital. 

Tel: 0161 419 4784. Email: susan.clark@stockport.nhs.uk
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Our smoke free policy

Smoking is not allowed anywhere on our sites. Please read our leaflet 'Policy on Smoke Free NHS Premises' to find out more.
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Expected  Deaths





4. 	Clean the mouth to remove debris and secretions, replace dentures if possible. Tidy the hair








Sudden or suspicious deaths





4.	Do not wash the body or perform mouth care
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1.


Insert disposable sheet, and blue transfer sheet at equal lengths around deceased patient. 








2.


Fold the sheet around patients head to maintain dignity.








3.


Fold the sheet around the patient’s feet to form a triangle. Do not cross feet. 
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4.


Ensure that the two small triangles from each corner now form 1 large one in the middle and bring across the chest. DO NOT roll the patient to tuck in sheet. 








5.


Repeat steps 3 and 4 to form a large triangle on the opposite side. 








6.


Fold the triangle on top of the patient’s chest and secure with micro pore tape, not a bandage. 
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7.


Following steps 1-6 will reduce manual handling during Last Offices.
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