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1. Introduction 
 
In the last few years some relatively high percentages have been suggested as 
the number and percentage of hospital complaints received in relation to end of 
life care. 
 
As a result of hearing different anecdotal figures being suggested the National 
End of Life Care Programme thought it would be a useful exercise to try and 
gather some firmer evidence of the actual figures by running a six month period 
of data collection. 
 
2. Action 
 
Four hospital trusts were approached to take part in a six month data collection 
exercise to help identify the number complaints relating to adults being made in 
relation to end of life care on their various sites.  Two trusts in the north east 
agreed to carry out a prospective data collection exercise and two trusts in the 
midlands agreed to do a retrospective exercise. 
 
2.1  Prospective data collection organisations 
 
Trust A in the north a 1,745 bed organisation 
Trust B in the north east a 661 bed organisation 
 
For the prospective data collection a meeting was held with senior staff in each 
complaints department to discuss the project aim and timescale, also to identify 
appropriate coding and data collection methods which would fit within their 
normal working process.  Codes were selected from the existing codes register.   
 
Letters were sent to the appropriate management heads to obtain permission to 
move forward with a six month period of collection. 
 
Some time was spent discussing with the staff what was considered by the 
national programme to be ‘end of life care’ in order to ensure that they were clear 
which complaints might fit into the chosen categories. 
 
Data collection commenced in June 2010 and was completed and reported in 
November 2010 
 
Action plan for Prospective data collection 
 
Proposed outline plan written April 2010. 
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Complaints Evaluation Project 
 
 Seek agreement from Trust for Project to go forward 
 Agree date for project to commence 
 Agree data collection coding template  
 Initial data (anonymous) collection for three months 
 Discussion at three months re adequacy of process 
 Further three months collection 
 Quantitative analysis of data to provide percentage results 
 Some additional analysis was planned for a random selection from data to 

provide more detailed findings which may support information re associated 
costs with complaints 

 Report of findings made available to Trust 
 Report submitted to DH End of Life Care Board 

 
Agreed coding 
 
It was agreed that the coding for any complaint relating to end of life care would 
be taken from the standard complaints list as follows: 
 
07 - Attitude of Staff 
09 - Communication/Information to Patients 
10 - Consent to Treatment 
12 - Patients Privacy & Dignity 
13 - Patients Property & Expenses 
18 - Failure to follow agreed procedures 
19 - Patients Status and Discrimination (racial, gender, age) 
20 - Mortuary and Post Mortem Arrangements 
 
2.2 Retrospective data collection organisations 
 
Trust C in the midlands a 1,200 bed organisation 
Trust D in the midlands a 1,213 bed organisation 
 
The retrospective data collection was carried out by the Bereavement Care 
Project Director for the two trusts and covered a period from January 2010 to 
June 2010.  A meeting took place prior to the data collection to ensure that there 
was a clear understanding of what was required so that a comparison could be 
carried out with the findings of the other trusts. 
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3. Project Findings 
 
All four participants provided feedback on numbers of complaints and types of 
complaints but found it too difficult and time consuming to provide figures on 
costs of management of complaints.  All agreed that each complaint was so 
different and involved varying levels of staff input and variables of action that to 
come up with an overall figure during this particular project could be misleading.  
It was felt that specific cost analysis would need to be a separate exercise 
carried out by someone who had the time available to them to analyse each 
individual case. 
 
Some costing figures have been provided through the Solihull Bereavement pilot 
shown in Appendix 1. 
 
Trust A - prospective analysis over six months 
 
Total number of deaths = 963 
 
Total number of complaints = 242 
 
Total number of complaints relating to end of life care = 8 
(3% of all complaints, 0.8% of all deaths) 
 
Trust B - prospective analysis over six months 
 
Total number of deaths = 579 
 
Total number of complaints = 176 
 
Total number of complaints relating to end of life = 10 
(5% of all complaints, 1.7% of all deaths) 
 
Trust C - retrospective analysis over six months 
 
Total number of deaths = 1910 
 
Total number of complaints = 490 
 
Total no. of complaints relating to end of life care = 21 
(4% of all complaints, 1% of all deaths) 
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Trust D - retrospective analysis over six months 
 
Total number of deaths = 1018 
 
Total number of complaints = 346 
 
Total no. of complaints relating to end of life care = 22 
(6% of all complaints, 2% of all deaths) 
 
Total 
 
Total number of deaths for all sites over a six month period = 4,470 
 
The total complaints for all of the sites over a six month period = 1,254 
 
The total complaints relating to end of life care = 61  
(4% of all complaints, 1.3% of all deaths) 
 

 
 
4. Type of Complaints 
 
It was not considered appropriate to delve too deeply into the background of 
each complaint, because of confidentiality however, Trust A found there were 
mainly problems relating to the breakdown of communication between staff/ 
relatives/patient.  Five of the complaints related to aspects of clinical treatment, 
including two about pain management. 
 
Trust B identified seven cases related to aspects of clinical treatment, three to 
communication and three to staff attitude. 
 

4470

1254
61

0
1000
2000
3000
4000
5000

Total No of Deaths Total No of Complaints Total No Complaints in
EoLC

Analysis of Hospital Complaints in End of Life 
Care over 6 months in 4 Trusts
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Trust C/D both reported mainly communication issues and perceived lack of 
clinical care which included pain management and timeliness of interventions. 
 
5. Conclusions 
 
It is acknowledged that this has not been a major research study but this has 
been an interesting exercise in that the outcomes seem to be a great deal lower 
than previously published percentages. 
 
The emerging themes to end of life care complaints lean strongly towards 
communication issues and appropriate clinical care (as it is interpreted by the 
complainant).  It may be feasible to consider that improvements in levels of 
communication and understanding may also result in improvement of what is 
considered to be good end of life care and clinical aspects of care.  The three 
scenarios which are included in this report are not of actual cases but a 
composite of some of the issues identified. 
 
The trusts found it difficult to relate detailed costs to the complaints within the 
period of the project because of the variety of complaints and responses and the 
limited time committed to the project.  The difficulty of applying standard figures 
to costing complaints management may best be addressed through a separate 
more focused project. Some suggested figures have however been submitted as 
part of a more extensive bereavement pathway project report given here as an 
appendix to this summary. 
 
The appendix -Solihull Bereavement Pathway Project offers one suggestion as a 
way of reducing complaints by offering volunteer bereavement support and 
guidance following a death in hospital. 
 
6. Recommendation 
 
Because of the discrepancy in percentages found between this project and other 
published data, it may be considered appropriate to carry out further, more robust 
studies to confirm the findings.  A longer term project which includes involvement 
of the finance department could provide more detailed cost analysis. 
 
It can be reported that the trusts involved in this project are taking steps to use 
the analysis of their data to take forward actions which may improve the provision 
of end of life care within their trusts 
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7. Scenarios 
 
Complaint 1 
 
An elderly lady was admitted to hospital. The family felt that despite her age she 
had a good quality of life.  
On admission to hospital, the family perceived delays in being seen in A&E, 
delays in initial pain relief being administered, poor communication about 
processes and procedures.  Although procedures were adhered to the family 
were unaware of the processes.  There was perceived poor care relating to 
feeding, hydrating and administering pain relief to the patient when an operation 
was cancelled. 
 
Throughout the complaint letter, good care and compassion is highlighted and 
acknowledged where due. 
 
It was felt, poor communication relating to priorities for operations and need for 
operation to be postponed.  Risks associated with operations on the elderly were 
not explained – or not heard.  The operation took place and the patient went into 
organ failure and died. 
 
Issues – poor communication 
Procedures followed – but no explanation given to relatives 
There was possible failure to see the person as an individual. Possible labelling 
in light of her increasing years 
Family left with questions relating to cause of death and whether treatment or 
delays in treatment contributed to the death 
 
Complaint 2 
 
A gentleman was admitted to hospital.  He had multiple conditions and had been 
cared for at home by his wife.  His wife felt that care in hospital was less than 
adequate and concerns were raised about ability of staff to care adequately for 
his complex needs. 
 
The patient ‘deteriorated’ and his wife was called at 3am to come in to hospital.  
No nurse was present to greet her.  A junior nurse broke the news that her 
husband was dead.  Poor communication skills were displayed by the ‘junior 
nurse’.  When the lady asked if her husband was dead she was informed yes and 
when she asked if he was dead when the phone call had been made she was 
told ‘I think he was’.  This raised concerns as to whether he died alone.  
Relatives were not offered a cup of tea or glass of water.  Personal possessions 
were lost (dressing gown – of great sentimental value as last thing he was 
wearing). 
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Complaint 3 
 
A young man with complex care issues and regular admissions to hospital 
became unwell and his relative – knowing he was susceptible to infections, took 
him to A&E.  They were informed he did not need investigation (x-ray/antibiotics) 
and accepted this as ‘Dr knows best’.  
 
He subsequently developed pneumonia and was admitted to hospital.  Given 
antibiotics and IVI but then deteriorated and family informed he was not for 
‘resus.’  There was poor communication as to what this meant and around 
treatment and escalation (in the event of needing ITU). 
 
Medical staff imposed own views – ‘if it were my son I wouldn’t want..’ family felt 
that decisions were made about him because of his long term conditions rather 
than listening to their perspective about his quality of life normally. 
 
There were delays in responding to a buzzer (no clear explanation given to family 
as to delay). The family watched a ward round pass by the end of his bed – no 
acknowledgement was made to patient or family.  The family felt they had ‘given 
up on him’.  No discussion with family (who were always present) to inform them 
he was dying.   
 
Although the patient was dying, the medical staff were still carrying out 
procedures – giving mixed messages and false hope to relatives.  The patient 
was very distressed by interventions – distressing for relatives to watch. 
 
The patient died and relatives were left alone.  The staff perspective was they 
were giving family privacy – but to the relatives it felt that they were abandoned.  
 
Family visit his grave every day – feeling of guilt that they let him down and do 
not understand why he died on this admission when he had recovered from 
many other similar episodes. 
 
 
 
 
 
Report compiled by Sheila Joseph MSc 
National End of Life Care Programme Manager 
 
With thanks to the hospitals and staff who participated in this project. 
 
November 2010 
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The population of Solihull is approximately 35,500 with slightly higher that 
national numbers of retirees and lower than the national average for 
unemployment and migrant population. 
  
Solihull hospital bereavement care service deals with approximately 800 (adult) 
deaths a year and has an on site registrar for deaths to assist the bereaved with 
timely registration. 
 
8.3 Bereavement Support Volunteers Pilot(s) 
 
The recruitment of Bereavement support volunteers (BSV) was a vital part of the 
study. The local branch of Cruse Bereavement Care was approached to see if 
they could provide appropriately trained volunteers to deliver both face to face 
and telephone support for acutely bereaved relatives and friends. Unfortunately, 
they were unable to accommodate such a request at that time.  
 
Exploration of the scope of existing volunteers within the hospital was 
undertaken. However, it proved difficult to recruit and train enough volunteers 
within the time scale of the pilot and to provide adequate support and supervision 
for the volunteers in this new and sensitive role, within the constraints and 
demands of an operational service. 
 
Therefore the services of an established Bereavement Counselling service 
(Solihull Bereavement Counselling Service - SBCS) were enlisted for the pilot 
(see Appendix 1 for costings). Although independent from the hospital, SBCS 
has offices within the grounds of Solihull hospital and its volunteers are trained to 
diploma level in counselling. Monthly supervision was provided for the volunteers 
for the duration of the pilot and feedback from these sessions regarding the pilot 
and possible improvements can be found in appendix 2. 
 
It was made clear to the volunteers from the start of the pilot that they would not 
be providing a counselling service but would provide a supportive ‘listening ear’ 
and compassionate follow up service for acutely bereaved relatives who agreed 
to receive it. If formal bereavement counselling was requested during the 
conversations with the BSV a referral would be made to Solihull Bereavement 
Counselling Service (or similar organisation) where the person would be 
allocated to a bereavement counsellor. This handing over ensured a clear 
division and boundary between the role of BVS service and formal bereavement 
counselling. 
 
The Bereavement Support volunteer service also guided and signposted 
bereaved people to find resolutions to practical matters and questions relating to 
their relative/ friend’s care and death, where required.   
 
In preparation for the role of BSV the volunteers were provided with an overview 
of the processes relating to bereavement care within an acute hospital setting, 
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including certification and registration of death, the role of the coroner and PALS 
and Complaints procedures. 
 
8.4 Process 
 
Pilot 1 March – August 2009 / Pilot 2 October 2009 – March 2010 
 
Seven Bereavement Service Volunteers took part in the first pilot, five provided 
daily support Monday to Friday and two were reserves to cover sickness and 
holiday. The bereavement support volunteers were available in the bereavement 
office from 13:00 – 16:00 Monday to Friday. This was in recognition that the 
doctors completed the medical certificates of cause of death in the mornings so 
relatives would be offered a bereavement appointment in the afternoon. 
 
When relatives telephoned to make an appointment at the bereavement office 
the bereavement officer would explain the pilot to them and, if they wished to 
have contact with the BSV, relay the request to the BSV. 
 
Relatives would then, with their agreement, receive weekly phone calls from a 
BVS up to eight weeks after the death. If relatives wished to receive further 
support they would be offered the opportunity of more formal bereavement 
support through SBCS or other bereavement support agencies e.g. Cruse 
Bereavement Care. 
 
The first plot offered relatives / friends the opportunity to have an initial face to 
face meeting with the BVS, after collecting the documentation from the 
bereavement office to talk through their experience; or to receive a telephone call 
the following week to see how they were (see table 1-6).  
 
Seventeen relatives availed themselves of the face to face service and found 
comfort and solace in the one to one support and opportunity to tell their story. 
However for the majority of bereaved relatives the need to register the death and 
make funeral arrangements took precedence at that time. In light of the fact that 
the first pilot demonstrated a relatively low uptake of face to face meetings (17) 
the second pilot offered telephone follow up only. Two BSV operated the follow 
up service and phone calls were made between the hours of 1pm -3pm Monday 
to Friday. 
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8.5 Results  
 
Table 1 Pilot 1 March – August 2009 
  
Total number of deaths 267 
Referrals to BSV 121 
Face to Face sessions 17 
Uptake of follow up telephone service 121 
One follow up phone call only 64 
2-8 follow up phone calls  57 

 
15 of these deaths were referred to the Coroner and resulted in a post mortem or 
Inquest 
 
Table 2 Breakdown of follow up phone calls 
 
Number of Bereaved relatives Number of calls 
64 1 
29 2 
11 3 
10 4 
5 5 
1 6 
1 7 
0 8 

 
(In some cases, calls were made to more than one family member) 
 
Total number of men referred to BVS = 54 
 
Total number of women referred to BVS = 67 
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Table 3 Breakdown of contacts per relationship (first six month pilot): 
 
Bereaved 
 

Deceased  Number  

Daughter  Mother 26 
Son  Mother 17 
Son Father  17 
Wife Husband 14 
Daughter Father  13 
Husband Wife 10 
Niece  Aunt 5 
Brother Brother 5 
Sister Brother 3 
Friend Friend 3 
Niece Uncle 2 
Nephew  Aunt 2 
Nephew Uncle 1 
Sister  Sister  1 
Son in Law Mother in Law 1 
Grandson  Grand father  1 
Brother  sister 0 
Grand daughter Grand mother  0 
Daughter in Law Father in Law 0 
Step son Step father   0 
 
Overall figures 
 
Deaths Referrals Meetings Called 
267 121 17 121 

 
Table 4 Pilot 2 October 2009 – March 2010 
 
Total number of deaths 289 
Referrals to BSV 88 
Face to Face sessions 0 
Uptake of follow up telephone service 88 
One follow up phone call only 45 
2-8 follow up phone calls  43 

 
17 of these deaths were referred to the Coroner and resulted in a post mortem or 
Inquest 
 



 

National End of Life Care Programme   Report compiled November 2010 
15

Table 5 Breakdown of follow up phone calls 
 
Number of Bereaved relatives Number of calls 

 
45 1 
11 2 
6 3 
5 4 
7 5 
5 6 
2 7 
2 8 

 
(In some cases, calls were made to more than one family member) 
 
Total referrals to BVS male 35 
Total referrals to BVS female 53 
 
Table 6 Breakdown of contacts per relationship (second six month pilot): 
 
Bereaved Deceased  Number 

 
daughter mother 22 
wife husband 15 
husband wife 12 
son mother 12 
daughter father 11 
son father 8 
sister brother 1 
stepson stepfather 1 
sister sister 1 
daughter in law father in law 1 
brother brother 1 
friend friend 1 
grand-daughter grandmother 1 
son in law mother in law 1 
Niece Uncle 0 
Niece  Aunt 0 
Nephew Uncle 0 
Nephew Aunt 0 
Brother Sister 0 
Grand son Grand father 0 
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Overall figures 
 
Deaths Referrals Meetings Called 
289 88 N/A 88 

 
8.6 Potential quality and cost improvements as a result of the pilot 
 
As a direct result of early intervention seven potential formal complaints were 
resolved at an informal level. The following data shows the potential cost savings 
associated with this pilot. 
 
Process Staff involved Banding / 

grade 
Time Cost 

per 
hour 

Total 
cost 

Acknowledgement 
of formal complaint/ 
grading 

Complaint/ 
administrator 
officer 

Band 4 2 hours £11 £22 

Complaint assigned 
to relevant clinician/ 
manager 

Group 
Operations 
Director 

Band 9 2 hours £50 £100 

Keep informant 
abreast of process 

Complaint/ 
administrator 
officer 

Band 4 1 hour  £11 £11 

Investigation of all 
staff and report 

Matron Band 8b 5 hours £28 £140 

Write statement 
 

Ward Sister Band 7 2 hours £21 £42 

Write statement 
 

Staff Nurse Band 5 2 hours £15 £30 

Investigation and 
report 

Consultant  (mid point 
scale) 

2 hours £62 £124 

Write report 
 

Junior doctor FY2 2 hours £23 £46 

Sign off Group medical 
director  

(mid point 
scale) 

1 hour £62 £62 

Write final reply and 
quality assure 
clinical aspects 

Group 
operations 
director  

Band 9 3 hours £50 £150 

 
Total 
 

     
£727 
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8.7 Meeting with relatives 
 
Members of staff Time (pre meet/ meeting/ 

de brief 
Cost per 
hour 

total 

Matron 4 hours £28 £112 
Ward Sister 4 hours £21 £84 
Consultant 4 hours £62 £248 
General manager 4 hours £50 £200 
Complaints 
administrator 

6 hours (write up minutes 
and include changes) 

£11 £66 

Total  
Grand total 
X 7  

 
(potential complaints 
resolved) 

 £710 
£1437 
£10,059 

 
At the end of each of the pilots, it was found in both cases that, although ongoing 
bereavement support had been discussed as an option, none of the bereaved 
relatives/ friends had referred themselves to Solihull Bereavement Counselling 
Support Service for ongoing support at that time.  
 
It should be noted that during 2009 the Trust received 89 formal complaints 
relating to end of life issues. It can only be presumed that if this service had been 
extended to all three hospitals in the Trust the number of formal complaints 
would have been reduced. 
 
These pilots would seem to indicate that early intervention with timely 
information, signposting and support can extend holistic care to bereaved 
relatives and reduce the incidence of formal complaints and referral to formal 
counselling services for non counselling requirements. 
 
With patient choice a focus for hospital choice and care the quality benefits of 
providing holistic care for acutely bereaved relatives – and the enhancement to 
the reputation of the hospital must also be taken into account. 
 
8.8 Next steps 
 
In light of the positive feedback from bereaved relatives (and staff see appendix 
3) and potential cost savings and quality improvements two big Trusts (covering 
5 acute hospitals) in the West Midlands are now planning to implement a follow 
up service for all bereaved relatives and friends following the death of a patient in 
their care. The aim will be to provide both face to face support through contact 
with the bereavement officer and follow up telephone contact from the 
bereavement team. Training and supervision will be provided by Cruse 
Bereavement Care, Solihull Bereavement Counselling service and the 
bereavement service managers. 
 
Ongoing audit of this new service will be undertaken. 
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Appendix 1 
 
Cost of Pilot 1 
 
5 minutes for the bereavement officer (band 3) to explain the pilot to each 
bereaved relative 1335 minutes = £211 
 
Solihull Bereavement Counselling service costs: 
 Supervision 1.5hrs per month @ £20.00= £60 per month x 6=£360   
 Service Manager Costs =  (6 hrs per mth) hourly rate plus pension and 

National Ins £22.47 per hour x 6 = £134.82 x 6 = £808.92   
 Admin costs: (photocopying, letters etc =  £186.38  
 Training prior to starting role= 2 hours@ Service Manager (SM) hourly rate= 

£44.94 
 
Total £1611 
 
Cost of Pilot 2 
 
5 minutes for the bereavement officer (band 3) to explain the pilot to each 
bereaved relative 1445 minutes = £229 
 
Solihull Bereavement Counselling service costs: 
 
 Supervision 1.5hrs per month @ £20.00= £60 per month x 6=£360   
 Service Manager Costs =  (6 hrs per mth) hourly rate plus pension and 

National Ins £22.47 per hour x 6 = £134.82 x 6 = £808.92   
 Admin costs: (photocopying, letters etc =  £186.38  
 Training prior to starting role= 2 hours@ Service Manager (SM) hourly rate= 

£44.94 
 
Total £1629 
 

NB Phone calls were provided free of charge free from Solihull 
Bereavement Counselling service offices (Average length for conversations 
was 12 minutes, with some as short at three and a few as long as 25 
minutes). 
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Appendix 2  
 
The bereavement support volunteers who participated in the pilots made the 
following comments and suggestions for those thinking of setting up a similar 
service: 
 
 An optimum period of two weeks should be left before commencing the 

telephone service, to allow for funerals and for clients to be able to focus on 
their needs;  however, some clients appreciated early calls 

 Calls would be better made in the early evening, when there was a greater 
chance of finding people at home; 

 A protocol is needed on how many follow-up calls to make when calls have 
been unanswered but messages have been left with contact information 
about the service; 

 A significant number of clients said they greatly valued the service and the 
opportunity to be able to talk to someone independent of close friend and 
family circles, and all welcomed the calls;  

 The volunteers felt training, experience and flexibility were essential, with 
some knowledge of processes and procedures in order to respond to practical 
issues arising; 

 Volunteers encountered some gender preferences and felt this was a 
question that should be offered to the client; 

 Volunteers encountered some demanding calls and felt they needed 
supervision of their own; 

 Volunteers found that they ‘grew into’ the role but valued the opportunity to 
have supervision 

 
Appendix 2 Feedback: Key messages related by bereaved people: 
 
General 
 
 Family, friends and other support systems important  
 Grateful to have the opportunity to talk to someone ‘neutral’ outside the circle 
 Appreciative of the service and that care extended to relatives 

 
Practical aspects 
 Finding it hard to cope/needing support with practical issues/financial 

problems  
 
 1st pilot n= 27 
 2nd pilot n= 18 
 
Support provided: ‘listening ear’, information, support and signposting on to 
other organisations e.g. Citizens Advice Bureau, Bereavement Advice Centre etc 
 



 

National End of Life Care Programme   Report compiled November 2010 
20

Emotional aspects 
 recall of events at time of death  
 feeling uncertain about the future  
 worry that the impact of bereavement has not yet hit  
 not knowing cause of death / time of death  
 self blame / guilt  
 relief (long term illness) 
 time on hands;  loss of role;  
 bringing back memories of other bereavements  
 family conflict  

 1st pilot n= 24 
 2nd pilot n= 23 

 
Support provided: ‘listening ear, reassurance, objective impartial support, 
discussion of options including bereavement counselling 
 
Physical health 
 physically unwell following bereavement  
 GP contact (anti depressants / not sleeping etc) 

 1st pilot n= 19 
 2nd pilot n= 13 

 
Support provided:  care and compassion, advice re contacting GP, more 
research needed in this area. 
 
Ripple effect (relating to family/friends) 
 wanting other family members to have support 
 pressure to support other family members;  concerns about care for those left 

behind (e.g. elderly or with dementia)   
 difficulty of anniversaries / birthdays  
 difficulty of finding time alone to grieve 

 1st pilot n= 23 
 2nd pilot n= 10 
 
Support provided:  ‘Listening ear’, reassurance that support available for others 
affected by the death ‘hidden others’, pressure lifted from bereaved. 
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Complaints 
 unhappy with care prior to death  
 funeral Directors  
 abusive  

 1st pilot n= 6 
 2nd pilot n= 1 
 
Support provided:  Early intervention, explanation and advocacy, mediation, 
early resolution.  
 
Appendix 3 Reflection on pilots from bereavement officer and hospital staff 
 
Bereavement officer at Solihull Hospital: 
 
‘It was comforting for me to know that the relatives I saw would be followed up. I 
felt that the worry and responsibility I felt if I had spent time with for example, an 
elderly person who had lost their life partner after 60 years of marriage, was lifted 
from my shoulders. We hadn’t abandoned them’. 
 
‘I didn’t realise the hospital offered such a fantastic service. Can the 
bereavement support volunteers come up to the ward to see patients who are 
bereaved?’ (ward sister) 
 


