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1 [bookmark: _Toc204171656][bookmark: _Toc208487389]Principles
1.1. This document sits under the End-of-Life Care Policy 

1.2. This document describes the requirements and processes which underpin care for patients at the end of their lives by South East Coast Ambulance (SECAmb) NHS Trust (the Trust). 

1.3. To recognise that those approaching the end of life may have preferences for their treatment and care goals, which differ from the standard approach for acute treatment.
1.4. These procedures apply to all trust clinicians.

1.5. The trust encourages shared and joint decision making in complex cases. This can be via internal mechanisms of support or external GP services, specialist palliative care providers or any other appropriate clinician (subject to any restrictions in the Scope of Practice and Clinical Standards Policy appendix relevant to each clinical grade). As well as families and those closest to the patient. 
1.6. As patients enter the end of life (EOL) phase, it is imperative that ambulance clinicians provide care following a patient’s wishes, where practically possible. 
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2.1. Palliative Care – services for patients and their families with moderate to high complexity care needs, as part of a holistic, interdisciplinary approach to specialised medical and nursing care, where the aims are non-curative. Focus is on providing relief from the symptoms, pain, physical stress, and mental stress at any stage of their illness. Palliative care has no time frame and can last for many years. Patient’s may still be having active treatment and wish to have full escalation of care for not only their terminal illness but also a sudden acute event.  
2.2. End of Life Care – the provision of supportive and palliative care in response to the assessed needs of patients and family during the last year of life.
2.3. Care of the dying adult (actively dying) –refers to the management of patients during the last few hours and days of life. 
2.4. Preferred Place of Care (PPOC) – an individual’s preference on where they would prefer to receive care.
2.5. Preferred Place of Death (PPOD) – an individual’s preference on where they would prefer to die.
2.6. Future and Advance Care Planning (ACP) – an umbrella term denoting a process for individuals to seek advice and support on how they would prefer care, treatment and medical management towards the end of their life.
2.7. Advance Decision to Refuse Treatment (ADRT) – a legally binding document that sets out specific refusal of treatments, should an individual lose mental capacity.
2.8. Lasting Power of Attorney (LPA) – for health and welfare, is a legal document that lets an appointed attorney make decisions on behalf of the individual when they lose mental capacity or have the inability to communicate effectively.
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3.1. Definition: Future and Advance care planning (ACP) is a voluntary process of discussion about future care and treatment between an individual and their care providers. 
3.2. Clinicians Actions: For individuals who have mental capacity at the time of a clinical decision being made, it is their current wishes which need to be considered. Although care plans can inform this conversation. 
3.3. Patient’s wishes may have changed from when an advance care plan had been written. If this is the case, an individual’s current wishes should be followed. 
3.4. Advance Care Plans are not legally binding however, they must be taken into consideration when making clinical decisions, particularly when making a best interest decision. 
3.5. It is an individual’s right to be able to decide Preferred Place of Care (PPOC) and Preferred Place of Death (PPOD). 
3.6. Recommended Summary Plan for Emergency Care and Treatment (ReSPECT)
3.6.1. The ReSPECT plan will contain a resuscitation decision detailing whether resuscitation is appropriate or not. 
3.6.2. ReSPECT recommendations are not legally binding. However, clinicians should be prepared to justify valid reasons for overriding the recommendations on a ReSPECT plan, remembering the information contained reflects the patient’s wishes and preferences. 
3.6.3. The ReSPECT plan will come in the format of a lilac two-page document. This may be in a paper format or an electronic copy. 
3.6.4. The plan can be printed in black and white although it is recommended that it is not photocopied. If you are presented with a black and white or photocopied form, please check and verify the information contained is up to date and still reflects the patient’s wishes. 
3.6.5. The document will not contain a specific review date, but should be reviewed regularly by the patients care team. 
3.6.6. If a resuscitation decision has been changed on the form, then the form must be re-written in its entirety. 
3.6.7. The document is signed by the completing clinician in three separate places. Electronic signatures or typed signatures are accepted, provided the clinicians registration number and role are also present. 
3.6.8. ReSPECT plans must not be amended or completed by SECAmb clinicians at this time. 
3.7. Advance Decision to Refuse Treatment
3.7.1. An Advance Decision to Refuse Treatment (ADRT) is a document in which a patient specifies refusal of treatments that they would not wish to receive. 
3.7.2. It is a legally binding document, provided it is valid and applicable to the current circumstances. 
3.7.3. An ADRT decision may contain a Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) instruction. 
3.7.4. If an ADRT relates to life sustaining treatment (e.g., a wish not to be resuscitated/ventilated), it must be a written document.
3.7.5. There is no one standardised format for ADRT’s and it could present in a number of ways, provided it meets the below criteria. 
3.7.6. The Mental Capacity Act 2005 confirms that an advance decision will be valid and legally binding if:
· The patient was 18 years old or over.
·  Had capacity when the decision was made.
· The decision is in writing, signed, dated by the patient and the patient’s signature is witnessed.
· Must contain the statement ‘I refuse this treatment even if my life is at risk as a result’ or words to that effect. 
· The circumstances that have arisen match those envisaged in the advance decision.
3.7.7. Healthcare professionals will be protected from liability if they:
· Stop or withhold treatment because they reasonably believe that an advance decision exists, and that it is valid and applicable.
· Treat a person because, having taken all practical and appropriate steps to find out if the person has made an Advance Decision to Refuse Treatment, they do not know or are not satisfied that a valid and applicable advance decision exists.
3.8. ADRT’s in cases of suicide and self-harm 
3.8.1. In the case of death by suicide an ADRT is invalidated and therefore treatment should be commenced. 
3.9. It is strongly recommended that joint decision making is sought. This is most likely via the Urgent Care hubs. However, if support with resuscitation decision making is needed, contact the Critical Care Desk with the option to escalate to Strategic Clinical Advisor within the trust if required. 
3.10. Lasting Power of Attorney (LPA) for Health and Welfare 
3.11. A patient who has capacity can give a nominated person (the attorney) rights to act on their behalf. 
3.12. The documentation will detail if the LPA can make life sustaining decisions. 
3.13. The attorney can only make decisions once the patient has lost capacity.
3.14. The Attorney must still act in a patient’s best interest. 
3.15. This can be for either Property & Finance or Health and Welfare. Only LPA with Health and Welfare Decision making ability relate to SECAmb. 
3.16. There may be more than one nominated attorney. It will be detailed within the LPA documentation if they must act jointly or if they can act severally (independently). 
3.17. The attorney must still make decisions in the patient’s best interests
3.18. All reasonable attempts to contact the LPA must be made during decision making. 
3.19. All LPAs are registered with the Office of the Public Guardian (OPG) 
3.20. Documentation must be viewed by the SECAmb clinician. This may be the paper documents or via the OPG website using the checking code. 
3.21. Resuscitation Decision Tools (DNACPR Decisions)
3.21.1. Definition: A clinical decision, that the treatment of Cardio-Pulmonary Resuscitation (CPR) would not be appropriate for the patient
3.21.2. Clinicians Actions: 
3.21.3. DNACPR decisions can be documented in many ways, but will most likely be documented via a DNACPR form or Recommended Summary Plan for Emergency Care and Treatment (ReSPECT) plan. However, this could also be documented via clinical letters or other shared care records and coding. 
3.21.4. If clinicians have genuine doubts, and are therefore not satisfied about the existence, validity, or applicability of the resuscitation decision, resuscitation should be provided without delay. 
3.21.5. Validity criteria.
· Patient name and date of birth. 
· Form signed by a Registered HCP.
· Typed and electronic signatures are acceptable when paired with the professional’s registration number and role. 
3.21.6. Citing learning disabilities as a clinical reason for a DNACPR form to be in place is not valid and any cases where this is found to be happening should be escalated via the Trust incident reporting system. 
3.21.7. Where resuscitation has commenced and it becomes clear that it was inappropriate, resuscitation should be ceased immediately. The Critical Care Desk can be called for joint decision making and support. 
3.21.8. DNACPRs are not applicable in the following circumstances:
3.21.8.1. Where there is a readily reversable cause (e.g., Choking) BLS should be commenced, and consideration should be given to addressing the reversable causes in relation to the patients ongoing co-morbidities. 
3.21.8.2. DNACPR decisions are not valid in cases of suicide. 
3.21.8.3. The patient’s response to treatment should guide your ongoing management plan, including consideration of meeting the criteria for futility as per JRCALC. 
3.21.8.4. Decision support around resuscitation and DNACPRs can be sought via the Critical Care Desk. 
3.22. Care plans for Children and Young People 

3.22.1. Children and young people with complex illnesses are likely to have an advance care plan in place. 
3.22.2. This is likely to be documented within the nationally recognised Child and Young Persons Advance Care Plan (CYPACP). Although other care plans may be available. 
3.22.3. The CYPACP may or may not include a ReSPECT form but should include a resuscitation plan. 
3.22.4. Children and young people, who have reached an age where they have an understanding and competence, should be involved in decision making around their care. Parents should also be involved in this joint decision-making process. 
3.22.5. When talking to children or young people and their parents or carers, be sensitive, honest and realistic about the care being offered. Give reassurance and openly discuss any uncertainties about the condition and treatment.
3.23. Patient Specific Instructions 

3.23.1. A Trust Patient Specific Instruction (PSI) will document the treatment for a specific disease and/or expected deterioration. 
3.23.2. This may be outside of our usual protocols/JRCALC guidance. An approved PSI gives authorisation to follow the instructions within the PSI for that individual patient. This may be outside of our usual procedures, but it is important to remain within your scope of practice. 
3.23.3. This guidance will have been reviewed by the PSI sign off panel and signed off for use by a Consultant Paramedic or Medical Director. 
3.23.4. PSI’s will typically be reviewed every year or sooner when needed. 
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4.1. Registered Clinicians may administer a patient’s own JIC medicines under the following conditions:

4.1.1. There is a valid JIC Instruction or prescription chart. Also known as  Medicines Authorisation and Administration (MAAR) chart. This must meet the criteria below. (See Appendix B for quick reference guide)

4.1.2. The administering clinician is confident and competent in administering the drug, via the route prescribed.

4.1.3. The clinician is aware of each drugs’ indication, appropriate dose, side effects and subsequent treatments if toxicity is suspected.

4.2. A JIC MAAR/ instruction or prescription charts must include the following to be legally valid:

4.2.1. Patients name and date of birth (Right Patient)
4.2.2. Medicine name (Right Medication)
4.2.3. Dosage information and frequency (Right Dose)
4.2.4. Route of administration should be subcutaneous (Right Route).
4.2.5. For the charts to be legally valid, they MUST be signed by a prescriber. Electronic/ typed signatures are accepted, provided it is also paired with the prescriber’s registration number.

4.2.6. There is no specific time period for validity for a JIC Instruction chart/ MAAR chart, unless an expiry date is specified. Good practice would be for the charts to be reviewed every three months. 


4.2.7. If the MAAR chart specifies an expiry date and this date has passed, then the medicine must not be administered.
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4.2.9. If there is no available paper chart, but an electronic copy is held by another care team, then charts can be e-mailed to the administering clinician. The clinician who is administering the medicine must view the chart, be that in paper or electronically. 

4.2.10. The administering clinician must complete and sign the patients medicine administration record. 

4.2.11. If there is not a paper administration on scene, clear communication must take place with the patients care team. An advice sheet must be left. Consider using a continuation if more space is required.


4.2.12. The Patient Care Record (e-PCR) must include details of all medicines administered. The appropriate ‘JIC MED’ drug name should be selected to identify that a patients own medicine has been administered. e.g JIC MED- Midazolam. 

4.2.13. Photograph all completed paperwork and upload into e-PCR. This evidences completion.  

4.2.14. When a patient has required administration of JIC medicine, clinicians must contact the relevant team coordinating the patient’s care.  It is likely these symptoms will return, and future management plans must be made by community teams. 

4.3. Continuous Sub-Cut Infusions (CSCI)/ Syringe Pumps 
4.3.1. All registered clinicians are authorised to stop CSCI pumps once a patient has died and verification of death has taken place. 
4.3.2. All clinicians, including non-registrants, are authorised to convey patients with CSCI running for EOLC patients. 
4.3.3. No clinicians within the trust are authorised to set up or adjust CSCI pumps. 
4.4. Opioid Toxicity management
4.4.1. It is imperative clinicians ask about all the doses of opiate/ opioid drugs that have been administered in the previous 24 hours and remain alert to the possibility of opioid toxicity. 
4.4.2. The use of Naloxone in palliative care is rare and other avenues to treating opioid toxicity should be sought. 
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4.4.4. If Naloxone administration is required, this is usually at a lower dose than we would usually give. This must be discussed with specialist palliative care teams. 
4.5. [bookmark: _Toc3198029][bookmark: _Toc5177173]Managing symptoms in the absence of JIC medicines
4.6. Contact the patient’s usual care team urgently to initiate a prescription. This may be the GP or the specialist palliative care team. Some community nursing teams may also have a prescriber. 
4.6.1. Clinicians should try to manage the patients’ symptoms with comfort interventions and non-pharmacological measures where possible. 
4.6.2. Within SECAmb, Advanced Paramedic Practitioners (APPs) and Critical Care Paramedics (CCPs) carry the following medicines, for a one-off dose in an end of life care emergency:  
4.6.3. Midazolam (for terminal agitation & seizures)
4.6.4. Cyclizine (for nausea & vomiting) 
4.6.5. Hyoscine Butylbromide (respiratory secretions) 
4.7. Disposal of patients own JIC controlled drugs
4.7.1. Any part-used or ‘waste’ controlled drugs should be disposed in the patient’s own sharps bin.
4.7.2. The disposal of Trust issued controlled drugs must follow the processes outline in the Trust’s Controlled Drugs Policy.
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5.1. This procedure relates to people after their eighteenth birthday (adults) who have died. 
5.2. Please see Appendix A 
5.3. Care following death is not only important for the deceased patient but also extends to those who were close to or caring for the patient. 
5.4. After a patient dies, physical care of the body should be considered in a caring, culturally sensitive, and dignified manner.
5.5. The patient should be covered promptly using a clean sheet or a blanket. Their face may remain visible if culturally appropriate or requested by the family. 

5.6. Photos of the deceased must not be taken under any circumstances. If photos are required for evidence, these should be taken by the police. This does not include any footage taken via Body Worn Video (BWV) activation.  
5.7. Verifcation of Death 
5.7.1. Please follow the steps laid out in JRCALC for verification of death.
5.7.2. Clinicians of all grades can complete verification of death for patients who have conditions ‘unequivocally associated with death‘.  
5.7.3. Registered clinicians can follow and complete the verification of death process in all other patients. 
5.8. Coroner (Police) Route 
5.8.1. If the following criteria apply, deaths must be referred to the coroner via police. 
· Suspicious Circumstances- Are there obvious suspicious circumstances relating to the death? If yes call the police. If you are in any doubt or unsure around this. Call the police.  
· Violent Death- People who have died from a traumatic cause (including falls). Call the police
· Unnatural Death- Deaths that are unforeseen and untimely. This could be through trauma or medical causes. Deaths from external and non-disease cause. Call the police.
· Advanced Life Support – If a patient has died following uncessessful ALS. Call the Police 
· Drug Related Deaths - Death from taking any drug, including illicit and prescribed medications. Call the police.
· Suicide - People in which it appears, or you have suspicions they have taken their own life. Call the police.
· Fire Related Deaths- Died in fires or as a result of a fire. Call the police
· Drownings- Died due to drowning incident or suspected drowning incidents. Call the police
· Died in detention, prison or mental health setting-  Call the police
· Died in the workplace- Call the police 
· Bodies found in a public place (including beaches) – Call the police 
· Bodies found in a state of decomposition or where the death has been some hours or days before discovery. Call the police. 
· Less than 18 years old (follow child death procedure)

5.8.2. Once Verification of death has been completed and a referral to the police has been made, there is no obligation for crews to remain on scene until the police arrive, provided the patient can be left in the care of a responsible adult. We must ensure that there is a firm plan for police attendance and police control are aware SECAmb are leaving scene. 
5.8.3. If there are suspicious circumstances around the death, please inform the police of these suspicions so they can prioritise response accordingly. 
5.8.4. A responsible adult in this scenario is a person over their eighteenth birthday, who has capacity and who feels competent and able to wait with the patient for police arrival. 
5.8.5. There may be reasons to remain on scene if one of the following apply.
· To console a lone relative – but please do consider where other support may be accessed, for example friends, neighbours or family members to come and support the bereaved.
· To safeguard the deceased’s body in rare and unusual circumstances.
· At the specific request of police control in rare and unusual circumstances, such as risks to the patient identified via intelligence checks. 
· To ensure care is provided to pets when the patient has died alone and while provisions are being made. Please consider RSPCA other third parties/neighbours. 
· Where there are children / vulnerable third parties on scene.
5.8.6. SECAmb is not responsible for guarding or preserving the scene but should take reasonable steps to prevent the scene being contaminated or evidence being lost. 
5.8.7. All actions and ongoing advice given should be clearly documented in e-PCR, with clear notes of the ongoing management plan that has been left with the LPA/ NOK/ responsible adult.
5.8.8. Where Police have directed that this is not a death that requires investigation by the Police follow the Medical Examiner Route.
5.8.9. Medical Examiner Route 
5.8.9.1. From the September 2024 GPs are able to issue a Medical Certificate of Cause of Death (MCCD) to patients who they have seen in their lifetime. 
5.8.9.2. All deaths will be reviewed by the Medical Examiner (ME) prior to the issue of the death certificate, alleviating the need for the patient to have been seen within the last 28 days by the certifying doctor. 
5.8.9.3. The Medical Examiner process enables appropriate scrutiny around the death and gives families an opportunity to raise any concerns around care. 
5.8.9.4. Should any concerns be found or circumstances identified that the death is not wholly natural Medical Examiners will refer to Coroners where required. 
5.8.9.5. The patient’s Next of Kin should choose a funeral director and arrange for the deceased to be collected. 
5.8.9.6. Staff must not recommend specific funeral directors due to the significant financial implications this may have on the family. 
5.8.9.7. Crews should leave a case access card on scene for Funeral Directors indicating that the death has been verified by a SECAmb clinician. This will soon be superseded by a digital notification to GP surgeries of the patietns death. 
5.8.9.8. Prior to leaving scene, staff should ensure all reasonable attempts have been made to contact the patient’s next of kin to notify them of the death. The deceased should not be left with a carer without agreement from the NOK where possible. 
5.8.9.9. Staff must leave information for families, stipulating that they must contact the patients GP surgery as soon as possible (the next morning if death occurs overnight or Monday morning if death occurs at the weekend) to discuss the MCCD (death certificate). Ideally leaving the SECAmb Bereavement Information Leaflet. 
5.8.9.10. All actions and care plans should be clearly documented in e-PCR, with clear notes of the ongoing management plan that has been left with the  NOK or nominated responsible adult.
5.8.9.11. In the rare circumstance that a patient has died alone at home and does not have anyone to organise a funeral on their behalf, the police should be contacted. 
5.8.10. Care After Death 
5.8.10.1. Approaching care after death with compassion and cultural sensitivity is of utmost importance. 
5.8.10.2. Conversations should be had with those closest to the patient, to ascertain if there are any specific cultural or religious needs for the patient and their family. 
5.8.10.3. If there is a need for a rapid burial or cremation (e.g., before the next sunset), this needs to be clearly communicated to either the police or the GP/funeral director. This cannot be guaranteed.
5.8.10.4. Leave additional information with those on-scene with the next steps to take, such as the SECAmb Bereavement Information sheet. 
5.8.10.5. Allowing time for those closest to the patient to grieve privately is often a family’s preference.
5.8.10.6. All deaths where a patient had a learning Disability need to be reported to Learning Disability Mortality Review (LeDeR) via safeguarding team.
5.8.11. Attending deaths as a lone responder 

5.8.12. Once verification of death has been completed, lone responders should not be alone with the deceased. There should always be an additional chaperone. 
5.8.13. If you have discovered a patient who has died on their own and you are a lone responder, return to the vehicle (or safe place) until either police or next of kin/ family member arrives at scene to act as additional chaperone. 
5.8.14. Please ensure the deceased and their property is safe and secure whilst waiting for additional chaperones. Any concerns around this should be escalated to the police. 

5.8.15. Death during conveyance to Hospice
5.8.15.1. Continue onto the hospice and speak with the hospice team on arrival. This provides the best support and after death care. 
5.8.15.2. All further actions, such as MCCD, can be completed by the hospice team.  
5.8.15.3. All Hospices have on site mortuaries. 
5.8.16. Death during conveyance to Hospital

5.8.17. Divert to the nearest ED. 
5.8.17.1. Patients must be seen and booked in via ED. This is to ensure that the patient has been seen by a doctor and a referral to the coroner / Medical examiner can be made. 
5.8.17.2. For clarity, under no circumstances should a patient who has died on board an ambulance, whilst enroute to hospital, be conveyed directly to the mortuary. They must be booked in and seen in ED. 
5.8.17.3. Once verification of death has been completed by the crew, the following actions should be taken:
· Notify the hospital the patient has now died 
· Ensure the patient is still secure within the ambulance
· [bookmark: _Hlk215239199]The patient should be covered promptly using a clean sheet or a blanket. Their face may remain visible if culturally appropriate or requested by the family. 
· Ensure both members of staff are sitting in the front of the ambulance for the remainder of the journey. If a student or third crew member is present, two people should sit with the patient as a chaperone. Single crew members should not be alone with a deceased patient. 
· 
5.8.18. Deaths in a public place 
5.8.18.1. If we attend a patient who has died in a public place (with or without resuscitation) the police must be called. 
5.8.18.2. The police service must organise conveyance to a mortuary via the duty funeral directors or coroners officer. 
5.8.18.3. SECAmb crews must not convey patients directly to a mortuary. 
5.8.18.4. If clinicians contact police directly (not via EOC) you must document the police CAD and shoulder number of the police officer in e-PCR. 
5.8.18.5. Patients who die in an ambulance can still be managed as a community death, either via the ME or Coroner Route. A death in the ambulance does not necessarily need to be conveyed to ED. 
5.8.18.6. If you have not left scene (wheels turning) and you have not already put an ASHICE call into ED for a live patient, then the patient can be managed on scene via ME or Coroners route. 
5.8.18.7. If safe to do so and the dignity of the deceased can be protected, it is acceptable to return the patient into the property if they die in an ambulance outside of the house. 
5.8.19. Management of JIC medicines and syringe pumps after death
5.8.19.1. Refer to the overarching Controlled Drugs (CD) policy to see key principles around the management of waste controlled medicines. 
5.8.19.2. It is highly likely CSCI/ syringe pumps will contain controlled drugs. 
5.8.19.3. A syringe pump can be removed by a registered clinician, once the verification of death process has been completed. 
5.8.19.4. Clinicians must document the amount of solution remaining in the syringe that can be seen by eye, the ‘Volume To Be Infused’ (VTBI) number displayed on the screen and the medicines present in the syringe. You may need to press the blue ‘info’ button for the information to be displayed. 
5.8.19.5. This must be recorded in SECAmb documentation via e-PCR, but also in the nursing records on scene. 
5.8.19.6. Once your notes have been completed, follow these instructions:
· Press and hold the ‘info’ button to unlock the driver. 
· Turn off the syringe pump (press and hold the red button).
· Lift and turn the ‘arm’ holding the syringe in place. 
· Dispose of the syringe and contents into the patients sharps bin.
· Remove and dispose the subcutaneous ‘butterfly’ needle & giving set in the sharps bin.  
5.8.19.7. If there are any problems with following the above instructions, call community nursing teams. 
5.8.19.8. The hospice and/or community nursing team will need to be notified of the patient’s death and they will arrange collection of equipment from the patient’s home, including the syringe driver. 
5.8.19.9. Under no circumstances should a patient’s own medicine be removed by SECAmb staff or returned to SECAmb property. Families should return medicines to the pharmacy at a time convenient to them in hours. 
5.8.19.10. If you have concerns around the safety of the medicines remaining on scene, please contact the police and the hospice/ community nursing team.
6 [bookmark: _Toc204171661][bookmark: _Toc208487394]Child Death procedure 
6.1. Patients covered under this procedure are:
6.1.1. Cases where the deceased patient is known to be or suspected to be less than 18 years of age.
6.1.1.1. All Neonatal Deaths.
6.1.1.2. Still born babies, over 24 weeks gestation, where birth was unwitnessed. If the birth was witnessed by a health care professional, this does not need to be reported. For clarification all SECAmb crews are understood to be a health care professional, however Doulas or Maternity Assistants do not sit within this category. 
6.1.1.3. The child death process must be followed regardless of the cause of the death.
6.1.1.4. The above criteria are for both expected and unexpected deaths.
6.1.1.5. Please see Appendix C
6.1.2. Unexpected Deaths
6.1.3. The police service must be notified. 
6.1.4. A call must be made to the receiving hospital (with paediatric facilities), notifying them of the case and our ETA. Ensuring that a named consultant paediatrician is aware of the patient. 
6.1.5. All unexpected child deaths should be conveyed to ED, unless expressly instructed otherwise by the receiving Consultant Paediatrician. 
6.1.6. The duty safeguarding team must be notified of the incident, via phone (0330 330 0127).
6.1.7. The duty safeguarding team will be able to notify the relevant organisations and Local Child Death Panels. 
6.1.8. There may be some rare occasions where a child is discovered with unequivocal signs of death and resuscitation can be ruled out. Please refer to JRCALC guidance for further detail. 
6.1.9. In the extremely rare occasion police on scene request that SECAmb do not convey the patient to hospital, it is still necessary for the police to discuss this with a Paediatric Consultant at the nearest hospital. Have confidence to remind Police Officers of this and ensure this has been done before leaving scene.
6.1.10. Crews cannot be stood down from the incident, until the above discussion with a paediatric consultant is completed. 
6.1.11. Police should not delay transport of the patient to hospital, particularly in the case of sudden unexpected death where there is no obviously identifiable reason for the child to have died.
6.1.12. Conveyance of children who have unexpectedly died is important to enable the process for investigating the cause of death to start as soon as possible after the event. It has been shown that cell and tissue deterioration occur extremely quickly in children, and this can have a dramatic effect on whether a definitive cause of death can be found. 
6.1.13. Any significant delay to conveyance must be escalated via phone (0330 330 0127) to the Trust’s duty safeguarding team.
6.1.13.1. If the child has a sibling of similar age, or they are a twin / multiple birth and the cause of death is not obvious, consider conveying the other child/children to hospital (within 4 hours) to rule out any underlying genetic or infectious cause. If in doubt, discuss with a paediatrician
6.2. Expected Child deaths 
6.2.1. Children who have a clear palliative care pathway where the death is expected and planned may be exempt from investigative processes. 
6.2.1.1. Children under palliative care may have a DNACPR decision, but this does not always mean the death is exempt from investigation. Please discuss with the child’s care team if the care pathway is not clear. 
6.2.2. The police do not need to be called for expected deaths.
6.2.3. The palliative care team must be contacted under these circumstances to discuss the patient’s care after death. 
6.2.4. Palliative care teams may request that a child is conveyed to a Hospice. 
6.2.5. Take account of the beliefs and values of children and young people and their parents or carers when thinking about funeral arrangements and the care of the child or young person's body after death.
6.3. Care after death Considerations
6.3.1. It is of paramount importance that ALL details surrounding the child’s death are documented. This may be details from the scene, as well as impressions or professional opinion. 
6.3.2. Please be mindful when documenting the scene, that you differentiate between fact and opinion. This will be critical further into the investigation, which may be months or years after the death.
6.3.3. Crews MUST complete Child Critical Incident Form. This will allow rapid collection of non-clinical information that can immediately be sent to child death co-ordination services.
6.3.4. Crews may be contacted by the safeguarding team for further information. 
7 [bookmark: _Toc99614476][bookmark: _Toc99614534][bookmark: _Toc99614716][bookmark: _Toc99614775][bookmark: _Toc99614880][bookmark: _Toc99614928][bookmark: _Toc99615203][bookmark: _Toc99614477][bookmark: _Toc99614535][bookmark: _Toc99614717][bookmark: _Toc99614776][bookmark: _Toc99614881][bookmark: _Toc99614929][bookmark: _Toc99615204][bookmark: _Toc204171662][bookmark: _Toc208487395]Responsibilities  
7.1. The Chief Executive Officer has ultimate responsibility for ensuring the effective management of patients approaching the end of Life attended to by SECAmb.
7.2. The Chief Medical Officer has executive responsibility for the care provided to those at the End of Life.
7.3. The Chief Operations Officer, through delegation by the CEO, has overall responsibility for the implementation, operation, and local assurance of this procedure. The COO also has overall responsibility for holding their staff to account for any deviation from this procedure.
7.4. The Consultant Paramedic for Urgent and Emergency Care is responsible for overseeing the policy on a day-to-day basis.
7.5. The End-of-Life Care (EOLC) Lead has the responsibility for ensuring the policy is upheld by supporting leaders within their team, managers supporting staff and individual clinicians.
7.6. Managers must make documentation available to staff using the systems available (such as team briefing folders) and review staff understanding of key document through the PADR process.
8 [bookmark: _Toc210802636][bookmark: _Toc204171663][bookmark: _Toc208487396]Audit and Review (evaluating effectiveness)
8.1. This document will be reviewed in its entirety every three years or sooner if new legislation, codes of practice or national standards are introduced, or if feedback from employees indicates that the policy is not working effectively.
8.2. All changes made to this procedure will go through the governance route for development and approval as set out in the Policy on Policies.
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9.1. Administration of Medicines SOP

9.2. Administration of Controlled Drugs SOP

9.3. Controlled Drugs Policy 

9.4. Discharge Procedure 

9.5. End of Life Care Policy

9.6. Identification and Sharing of Learning Policy  

9.7. Infection Prevention and Control Policy 

9.8. Information Governance Policy 

9.9. Learning from Deaths Policy

9.10. Mental Capacity Act Policy

9.11. Record Keeping and Controlled Drug Register Entries SOP

9.12. Referral, Discharge and Conveyance  Procedure 

9.13. Resuscitation Procedure including DNACPR

9.14. Safeguarding Policy and procedures for Children, Young People and Adults

9.15. Scope of Practice & Clinical Standards Policy

9.16. JRCALC Guidance:

End of Life Care 
Morphine Sulphate Pain at end of life
Morphine Sulphate Breathlessness at end of life 
Verification of Death and Termination of Resuscitation by Paramedics 
Death of a Child
Pain management in adults 
9.16.1.1. Patient Group Direction: Cyclizine Injection (nausea & vomiting at end of life)
9.16.1.2. Patient Group Direction: Midazolam (agitation at end of life) 
9.16.1.3. Patient Group Direction: Midazolam (Seizures at end of life) 
9.16.1.4. Patient Group Direction: Buscopan Injection (Secretions at end of life) 
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12.1. The Trust believes in fairness and equality, and values diversity in its role as both a provider of services and as an employer. The Trust aims to provide accessible services that respect the needs of each individual and exclude no-one. It is committed to comply with the Human Rights Act and to meeting the Equality Act 2010, which identifies the following nine protected characteristics: Age, Disability, Race, Religion and Belief, Gender Reassignment, Sexual Orientation, Sex, Marriage and Civil Partnership and Pregnancy and Maternity.  

12.2. Compliance with the Public Sector Equality Duty: If a contractor carries out functions of a public nature then for the duration of the contract, the contractor or supplier would itself be considered a public authority and have the duty to comply with the equalities duties when carrying out those functions.


Appendix A – Adult Death Procedures (all deaths after a person’s 18th birthday)Verification of Adult Death Completed


Do any of the following apply?
· Suspicious Circumstances- Are there obvious suspicious circumstances relating to the death? If yes call the police. If you are in any doubt or unsure around this. Call the police.  
· Violent Death- People who have died from a traumatic cause (including falls). Call the police
· Unnatural Death- Deaths that are unforeseen and untimely. This could be through trauma or medical causes. Deaths from external and non-disease cause. Call the police.
· Advanced Life Support – If a patient has died following uncessessful ALS. Call the Police 
· Drug Related Deaths - Death from taking any drug, including illicit and prescribed medications. Call the police.
· Suicide - People in which it appears, or you have suspicions they have taken their own life. Call the police.
· Fire Related Deaths- Died in fires or as a result of a fire. Call the police
· Drownings- Died due to drowning incident or suspected drowning incidents. Call the police
· Died in detention, prison or mental health setting-  Call the police
· Died in the workplace- Call the police 
· Bodies found in a public place (including beaches) – Call the police 
· Bodies found in a state of decomposition or where the death has been some hours or days before discovery. Call the police. 
· Less than 18 years old (follow child death procedure)




















[bookmark: _Toc204171681]

NO
Follow Medical Examiner (GP) Route 
REFER TO GP (In Hours) 
Out of hours- Instruct family to speak to the GP surgery when they open
Family to choose a funeral director for collection of the deceased. 
An MCCD (death certificate) can be completed by a GP the patient has seen in their lifetime. All deaths will be scrutinised by the Medical Examiner. 
YES
Follow Coroner (Police) Route 
Police will act on behalf of coronial services and investigate the circumstances in which the person has died.
REFER TO POLICE
The deceased will be collected by the duty undertakers, arranged by the police or coroners officer. SECAmb must not convey patients directly to the mortuary. 

[bookmark: _Toc208487402]Appendix B - JIC Medicines Administration Checklist & example instruction/ MAAR chart
Consider all ‘6 Rights of Medicines Administration’ before administering JIC medicine(s). Registered clinicians must ensure there is a valid instruction or prescription chart to legally and safely administer JIC medicines.

	Right patient.
	Check patient name and date of birth. 

Check allergies - Don’t assume someone has been prescribed a medicine they are not allergic to. 


	Right medicine

	Does the right name and strength of the medicine match the chart? Check the packaging is intact and medicine in date. Is it suitable for use? 


	Right reason
	Is the medicine indicated for that symptom? Contraindications? Cautions? Consent? 


	Right dose

	Have you calculated and drawn up the appropriate volume? Administer the lowest dose if the patient has not had the medicine before. Ensure administration does not exceeded the maximum allowed dose in the timeframe specified.


	Right route

	Is the route specified?
Nearly all JIC medicines are given subcutaneously. 


	Right documentation. 



	Is the chart signed and dated by a prescriber? (including electronic signatures). 



Documentation 
· The administering clinician must complete and sign the patient’s medicine administration record.
· If there is not a paper administration record on scene, clear communication must take place with the patient’s care team. An advice sheet must be left. Consider using a continuation sheet if more space is required.
· The electronic Patient Care Record (e-PCR) must include details of all medicines administered. The appropriate ‘JIC MED –‘ drug name should be selected to identify that a patient’s own medicine has been administered e.g. JIC MED – MIDAZOLAM.
· Photograph all completed paperwork and upload on to the e-PCR. This evidences completion. 

Disposal of patients own JIC controlled drugs
· Any part-used or ‘waste’ controlled drugs should be disposed in the patient’s own sharps bin.
· The disposal of Trust issued controlled drugs must follow the processes outline in the Trust’s Controlled Drugs Policy.
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1. Right Patient- Patients name and date of birth 
2. Right Medicine - name of the medicine
3. Right Reason- indication for use
4. Right Dose - including dose, route, frequency and maximum dose allowed in specified time frame. 
5. Right Route- Most medications are administered Sub-Cut
6. Right Documentation- Is it signed by a prescriber? The date it was signed? Electronic/ typed signatures are accepted, provided it is also paired with the prescriber’s registration number.
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?Lﬁgcex PAN SUSSEX PALLIATIVE CARE MEDICATION INSTRUCTION CHART (MIC) FOR ADULTS
eal are

FOR MEDICATION GIVEN AS REQUIRED (PRN) +/- VIA SYRINGE PUMP

To be used in conjunction with Pan Sussex Policy and Procedure

Patient’s full name: *If chart printed without prescriber’s signature, it MUST be verified below as having been produced by named prescriber and printed by
verifier to be valid:
Prescriber’s name: Verifier's name:
Date of birth: Prescriber’s role and registration number: Verifier’s role and registration number:
NHS number: Prescriber’s employing organisation: Verifier’s employing organisation:
Date chart completed: *Prescriber’s signature: Verifier’s signature:
(for review, see page 2)
Allergies and/or drug
sensitivities:
MEDICATIONS BY INJECTION/BUCCAL AS REQUIRED (PRN) SYMPTOMS OR MEDICATIONS FOR USE VIA SYRINGE PUMP
CLINICAL INDICATION | Please complete if patient currently on pump or may need this soon
Medication Route | PRN dose Frequency and/or | Prescriber’s Medication Dose range over 24hrs Prescriber’s name
range max dose/24hrs name

Pain and/or

Breathlessness

Nausea and/or

Vomiting

Agitation (+/- Anxiety

or Delirium)

Respiratory Secretions

Seizure Management

Other (please state):
Is patient on a transdermal opioid patch? Tick relevant box to indicate diluent to be used: Prescriber’s name
Clyes [INo [l'water for injection
If yes, state type and dose:............ [_ISodium Chloride 0.9% for injection
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