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	Record of death
	Patient’s Name
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	Date of birth
	
	Gender (circle)
	M   /   F

	
	St George’s Hospital No.
	

	
	NHS number
	

	PLEASE complete this form in the Cerner / iCLIP DEPART process AND complete a clinical summary
	PLEASE affix a patient’s sticker if available


1a. Clinical confirmation of death (see notes overleaf):
	Name of Practitioner (please print)
	
	Bleep no. AND Mobile phone no.
	

	I confirm the absence of :
a central pulse    AND  any audible heart sounds    AND  any respiratory effort    
AND  if present OR in the context of a specific / complex clinical setting e.g. non-heart beating organ donation,  I confirm the absence of:
any pulsatile flow in an arterial line    AND / OR  any contractile activity on echo    AND / OR  any rhythm other than asystole on continuous ECG    
for at least 5 minutes
Following this, I confirm the absence of:
any pupillary response to light    AND  any corneal reflexes    AND  any motor response to supra-orbital pressure  

	
	Date and time of death
	
	

	

	1b. Hospital classification of type of death (see definitions and actions overleaf):

	NO concerns about any aspect of the patient’s care / journey  
	One / more concerns  

	Brief explanation of reasoning behind classification:
	

	

	

	

	Signature
	
	GMC / NMC No.
	


2. Information recorded on the Medical Certificate of Cause of Death (see notes overleaf):
	Ia
	

	Ib
	

	Ic
	

	II

	

	
	

	If not completed, why?
	

	Has the case been referred to the coroner’s officer by email:  Yes      No      What was the outcome?

	

	Cremation 4 - Medical certificate completed 

	Name(s) and contact details of other team members present AND / OR able to complete cremation form 4

	

	


3. This death has been communicated to: (more space provided overleaf)
	Next of kin    Name(s)
	
	Consultant in charge of care    Name
	
	GP  


Notes
1a. Clinical confirmation of death - taken from: Academy of Medical Royal Colleges. (2008). "A code of practice for the diagnosis and confirmation of death."  
http://www.aomrc.org.uk/publications/reports-a-guidance/doc_download/42-a-code-of-practice-for-the-diagnosis-and-confirmation-of-death.html
“Whilst dying is a process rather than an event, a definition of when the process reaches the point (death) at which a living human being ceases to exist is necessary to allow the confirmation of death without an unnecessary and potentially distressing delay.” Thus death is defined as: “The simultaneous and irreversible onset of apnoea and unconsciousness in the absence of the circulation.” In practice, this means that you have to be satisfied that the patient has no cardiac output, no breathing effort and no signs of brain function for a witnessed, minimum, 5 minutes. The time of death is the end of this 5 minute period.  For a real example of why this is important see, “Diagnosis of death after cessation of cardiopulmonary resuscitation” Signal from the NPSA @ http://www.nrls.npsa.nhs.uk/resources/?entryid45=132973 
Who can perform the clinical confirmation of death?  
A suitably trained and qualified nurse practitioner / allied healthcare professional may perform this task if:
· The patient has been seen by a doctor within the 48 hours prior to the death occurring AND
· It must be clearly documented within the patient’s medical notes that no active intervention to prolong life is planned (including cardiopulmonary resuscitation) AND
· There must be no signs of trauma or any suggestion of suspicious circumstances surrounding the death.
Unless ALL of these criteria are met, a doctor must perform this task.
1b. Hospital classification of type of death
This MUST be completed by the practitioner who performs the clinical confirmation of death but may be modified following discussion with the consultant in charge of the patient’s care.
If there are any concerns please ensure these are reviewed in a timely fashion by the consultant in charge of the patient’s care.  If in any doubt, please complete a Datix about any concern(s), adding the Datix reference number to this form if possible.
2. Information recorded on the Medical Certificate of Cause of Death 
For guidance please read: Guidance for doctors completing Medical Certificates of Cause of Death in England and Wales http://www.gro.gov.uk/images/medcert_July_2010.pdf
If there are any questions, either from the clinicians or relatives, regarding any clinical diagnosis, that may or may not have contributed to the patient’s death, and that could be answered by post mortem investigation (including macroscopic appearance, histopathogy etc) please discuss the case with Bereavement Services or Dr John du Parcq, Consultant Histopathologist, x0012 or John.duParcq@stgeorges.nhs.uk .  In particular, if a Coroner’s post mortem is being performed, this can be combined with a “Hospital post mortem” and / or findings can be discussed.
The Notification of Deaths Regulations 2019 - In force from 1st October 2019

https://www.judiciary.uk/wp-content/uploads/2019/09/Guidance-No.-31-Death-Referrals-and-Medical-Examiners.pdf 

The Coroner should expect to receive notification of deaths in the following circumstances: 

(a) the registered medical practitioner suspects that that the person’s death was due to:

(i) poisoning, including by an otherwise benign substance; 

(ii) exposure to or contact with a toxic substance; 

(iii) the use of a medicinal product, controlled drug or psychoactive substance; 

(iv) violence; 

(v) trauma or injury; 

(vi) self-harm; 

(vii) neglect, including self-neglect; 

(viii) the person undergoing a treatment or procedure of a medical or similar nature; or 

(ix) an injury or disease attributable to any employment held by the person during the person’s lifetime; 

(b) the registered medical practitioner suspects that the person’s death was unnatural but does not fall within any of the circumstances listed in sub-paragraph (a);

(c) the registered medical practitioner

(i) is an attending medical practitioner required to sign a certificate of cause of death in relation to the deceased person; but 

(ii) despite taking reasonable steps to determine the cause of death, considers that the cause of death is unknown; 

(d) the registered medical practitioner suspects that the person died while in custody or otherwise in state detention; 

(e) the registered medical practitioner reasonably believes that there is no attending medical practitioner required to sign a certificate of cause of death in relation to the deceased person; 

(f) the registered medical practitioner reasonably believes that

(i) an attending medical practitioner is required to sign a certificate of cause of death in relation to the deceased person; but 

(ii) the attending medical practitioner is not available within a reasonable time of the person’s death to sign the certificate of cause of death; 

(g) the registered medical practitioner, after taking reasonable steps to ascertain the identity of the deceased person, is unable to do so.

All referrals to the coroner should be made by email using the form found at the following URL: http://bit.ly/2glKGeQ 
3. In addition this death has been communicated to:
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