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PREFACE
In 2007 members from a range of NHS and independent organisations providing care for
patients at the end of their lives in Dorset agreed a common Do Not Attempt
Cardiopulmonary Resuscitation form. Following a review by a wide stakeholder group in
2011, there was agreement that a pan Dorset DNACPR policy for adults should be introduced
so that clear guidance was available as to when cardiopulmonary resuscitation should and
should not take place, taking into account the wishes of patients.
In 2015 the Quality Directorate of Dorset CCG led a review of the policy. This took into
account national guidance and included contributions from Senior Health Care professionals
across all providers of care within Dorset. It was agreed that the form should reflect this
with the joint title of Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) and Allow A
Natural Death (AAND).
The Pan Dorset End of Life Care Partnership Group has led the latest review in 2017 that
includes contributions from leads in key stakeholders. It has been agreed to use a single
form Pan Dorset.
It should be noted that this single form can be used for discussions pertaining to allowing a
natural death or DNACPR, depending on the clinician’s discretion and patient preference
and that both will have the same implications for treatment. It is the decision of the
clinician completing the form with the patient and/or family to explain the reasoning for
the clinical decision.
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1.

INTRODUCTION

1.1

CPR may be undertaken in an attempt to restore spontaneous circulation and
breathing in a person in cardiac and/or respiratory arrest. The proportion of
people who survive cardiorespiratory arrest following CPR is relatively low. In
hospital, the chance of surviving cardiorespiratory arrest to discharge varies
considerably, and depends on many factors, including comorbidities and the
cause and circumstances of the arrest. In most hospitals, the average survival to
discharge, following attempted CPR, is in the range of 15-20%. (cited Resus
Council.org: Decisions relating to CPR 2016).

1.2

Where cardiac arrest occurs out of hospital and resuscitation is attempted, the
average survival rate is lower, usually 5-10%. (cited Resus Council.org: Decisions
relating to CPR 2016).

1.3

The survival rate of someone with advanced progressive disease is close to zero
percent.

1.4

As with an in-hospital arrest, the probability of success depends on many factors,
including the cause of the arrest, how soon after the arrest CPR is started, and the
subsequent availability of resuscitation equipment and trained personnel.

1.5

Recent revisions of the national guidance from the Resuscitation Council (UK)
2016, Joint Statement, places even greater emphasis on ensuring high-quality
communication, decision-making and recording in relation to decisions about CPR.
This was in response to public and professional debate about CPR decisions, to
feedback from individual healthcare professionals and professional bodies, and to
recent legal judgments.

1.6

Considering explicitly, and whenever possible making specific anticipatory
decisions about, whether or not to attempt CPR is an important part of goodquality care for any person who is approaching the end of life and/or is at risk of
cardiorespiratory arrest.

1.7

A Do Not Attempt CPR (DNACPR) or Allow a Natural Death (AAND) decision should
also be considered when the patient does not wish to have CPR.

2.

POLICY STATEMENT

2.1

All DNACPR decisions are based on current legislation and guidance.

2.2

The Dorset-wide DNACPR policy will ensure the following:
All people are presumed to be “For CPR” unless:
 a valid DNACPR decision has been made and documented;
 there is an Advance Decision to Refuse Treatment (ADRT) specifically refusing
CPR; this should be respected.
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Please note: if the person has capacity, as defined by the Mental Capacity Act
2005, a verbal request to decline CPR must be respected and documented. Should
they subsequently lose capacity, this should be considered when making a best
interests decision. The verbal request needs to be documented by the person to
whom it is directed. Any decision to take actions contrary to it must be robust,
accounted for and documented. The person should be encouraged to make an
ADRT to ensure the verbal request is adhered to.
2.3

Where there is a clear clinical need for a DNACPR/AAND decision in a dying
patient for whom CPR offers no realistic prospect of success, that decision should
be made and explained to the patient and those close to the patient at the earliest
practicable and appropriate opportunity.

2.4

When there is a clear clinical need for a DNACPR/ AAND decision that decision
should be explained to the patient, unless it is judged that this would cause
significant physical or psychological harm, in which case this must be clearly
documented.

2.5

It is not necessary to obtain the consent of a patient, or of those close to a
patient, to make a decision not to attempt CPR that has no realistic prospect of
success. The patient and those close to the patient do not have a right to demand
treatment that is clinically inappropriate and healthcare professionals have no
obligation to offer or deliver such treatment.

2.6

Where the patient has capacity and cardiac or respiratory arrest is a clear
possibility and there is a realistic chance that CPR could be successful, the patient
must be involved in deciding whether or not CPR will be attempted in the event of
cardio respiratory arrest. Patients have a right to refuse to have these
discussions.

2.7

Where a cardiac arrest is a clear possibility and CPR may be successful but the
patient lacks capacity, a best interest decision will be taken. In making a best
interests decision, the knowledge of those close to the patient regarding their
beliefs, values and preferences should be taken into account to guide clinicians in
this respect. If a patient has documented or verbalised an advance decision
refusing CPR, this must be respected. If an attorney, deputy or guardian has been
appointed they should be consulted.

2.8

A standardised form for adult DNACPR/ AAND decisions will be used (see
Appendix 1).

2.9

Effective communication concerning the individual’s resuscitation status will occur
among all members of the multidisciplinary healthcare team involved in their care
and across the range of care settings. Where appropriate this may include carers
and relatives.
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2.10

The DNACPR decision-making process is measured, monitored and evaluated to
ensure a robust governance framework.

2.11

Training will be available to enable staff to meet the requirements of this policy.

2.12

This policy was originally reviewed by legal services to ensure it provides a robust
framework underpinned by relevant national documents. This process has
continued through all reviews through updating in line with national guidance.

3.

PURPOSE

3.1

This policy will provide a framework to ensure that DNACPR/AAND decisions:


respect the wishes of the individual, where these are known;



reflect the best interests of the individual;



provide benefits that are not outweighed by burden.

3.2

This policy will provide clear guidance for health and social care staff.

3.3

This policy will ensure that DNACPR/AAND decisions refer only to CPR and not to
any other aspect of the individual’s care or treatment options.

4.

SCOPE

4.1

This policy applies to all of the multidisciplinary health, social care and tertiary
care teams involved in patient care across the range of settings within Dorset.

4.2

This policy can be applied to individuals over the age of 18.

4.3

This DNACPR policy forms part of Advance Care Planning (ACP) with patients and
should work in conjunction with end of life care planning for individuals.

5.

DEFINITIONS

5.1

Cardiac Arrest
The sudden cessation of mechanical cardiac activity, confirmed by
unresponsiveness, the absence of a detectable pulse, and breathing.

5.2

Respiratory Arrest
The cessation of spontaneous respiration due to failure of the respiratory centre.

5.3

Cardiopulmonary Resuscitation (CPR)
An emergency procedure which includes chest compressions and ventilations in
an attempt to maintain cerebral and myocardial perfusion and restart
spontaneous circulation and respiration.
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5.4

Mental Capacity Act 2005 (MCA)
Was fully implemented on 1 October 2007. – The MCA provides a legal framework
for acting and making decisions on behalf of adults (16 or over) who lack the
capacity to make particular decisions for themselves. The Act applies to everyone
caring for them by setting out key principles, procedures and safeguards.

5.5

Mental Capacity
This policy relates to those over 18 years of age. It is noted that an individual over
the age of 16 and between 16-18 years are treated under the Children and young
person’s Advance Care Planning, found at: www.cypacp.nhs.uk is presumed to
have mental capacity to make decisions for themselves, unless there is evidence
to the contrary.
Individuals who lack capacity are not able to:


understand the information relevant to the decision; and/or



retain that information; and/or



use or weigh that information as part of the process of making the decision;
and/or



communicate the decision, whether by talking or sign language or by any
other means.

A person must be given all practicable help before anyone treats them as not
being able to make their own decisions as guided by the mental Capacity Act.
5.6

Advance Decision to Refuse Treatment (ADRT)
A decision by an individual to refuse a particular treatment in certain
circumstances. A valid and applicable ADRT is legally binding.

5.7

Do Not Attempt Cardiopulmonary Resuscitation (DNACPR)
Refers to not making efforts to restart breathing and/or the heart in cases of
respiratory/cardiac arrest. It does not refer to any other interventions/treatment
and/or care such as fluid replacement, feeding, antibiotics etc.

5.8

Allow a Natural Death
Also refers to not making efforts to restart breathing and/or the heart in cases of
respiratory/cardiac arrest. It does not refer to any other interventions/treatment
and/or care such as fluid replacement, feeding, antibiotics etc.

5.9

For the context of this policy the term ‘Allow A Natural Death (AAND) may be the
preferred term for clinicians to use in certain settings such as palliative and end
of life care. It is the decision of the clinician completing the form to explain the
context with the patient and/or family.
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5.10

Lasting Power of Attorney (LPA) / Personal Welfare Attorney (PWA)
The Mental Capacity Act 2005 allows people aged 18 years or over, who have
capacity, to appoint a LPA for health and welfare. Under a Power of Attorney, the
attorney can make decisions, when the patient lacks capacity, that are as valid as
one made by the person (the donor) as expressed in the LPA.

5.11

Independent Mental Capacity Advocate (IMCA)
Where an individual lacks capacity and has no appropriate family or friends to
represent them, an IMCA supports and represents a person who lacks capacity to
make a specific decision when that decision is required. They must be consulted
when a decision about either serious medical treatment or a change in residence
is being made.

5.12

A Court-Appointed Deputy
A Court-Appointed Deputy is appointed by the Court of Protection to make
decisions in the best interests of those who lack capacity.

5.13

Health and Social Care Staff
Anyone who provides care, or who will have direct contact with a person within a
health care setting. This includes domiciliary care staff.

6.

LEGISLATION AND GUIDANCE
Legislation

6.1

A DNACPR/AAND form in itself is not a legally binding document. The form should
be regarded as an advance clinical assessment and decision, recorded to guide
immediate clinical decision-making in the event of a patient’s cardio-respiratory
arrest or death. The final decision regarding whether or not attempting CPR is
clinically appropriate and lawful rests with the healthcare professionals
responsible for the patient’s immediate care at that time.

6.2

A DNACPR decision does not override clinical judgement in the unlikely event of a
reversible cause of the person’s respiratory or cardiac arrest that does not match
the circumstances envisaged when that decision was made and recorded.
Examples of such reversible causes include but are not restricted to: choking, a
displaced tracheal tube or a blocked tracheostomy.

6.3

Under the Mental Capacity Act 2005, health and social care staff are expected to
understand how the Act works in practice and the implications for each patient for
whom a DNACPR decision has been made.
The following sections of the Human Rights Act 1998 are relevant to this policy:
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the individual’s right to life (article 2);



to be free from inhuman or degrading treatment (article 3);



respect for privacy and family life (article 8);



freedom of expression, which includes the right to hold opinions and receive
information (article 10);



to be free from discriminatory practices in respect to those rights (article 14).

6.4

Clinicians should be guided by local practice when considering reporting deaths to
the Coroner. However, deaths should always be reported where the deceased
died a violent or unnatural death, the cause of death is unknown, not seen by a
GP in the last 14 days, if in the community, or the deceased died while in custody
or otherwise in state detention. (Coroners and Justice Act 2009)

6.5

It is now not necessary to report a death to the coroner just because a Deprivation
of Liberty Safeguards (DOLS) is in place, unless this is an unexpected or unnatural
death or one that meets the coroner’s criteria for reporting for other reasons.

6.6

Reporting to the Coroner should follow local guidance set by the Coroner for
Dorset. For more information: contact the Dorset Coroner’s office and refer to
local guidance.
www.direct.gov.uk/en/Governmentcitizensandrights/Death/WhatToDoAfterADeath/DG_
066713

6.7

Equality Impact Assessment (EIA) (Appendix 3) is completed at the end of this
policy.
Guidance

6.8

6.9

The Resuscitation Council (UK):


Decisions relating to Cardiopulmonary Resuscitation, A Joint Statement
Guidance from the British Medical Association, the Resuscitation Council (UK),
and the Royal College of Nursing. (Previously known as the ‘Joint Statement’)
3rd edition 2016



Decisions Relating to Cardiopulmonary Resuscitation 2016
www.resus.org.uk/pages/dnar.pdf

Guidance relating to ADRT from Hospice UK:


The Mental Capacity Act in Practice
www.scie.org.uk/files/mca/directory/ncpc-mca-final.pdf

 Good Decision Making - The Mental Capacity Act and End of Life Care
www.ncpc.org.uk/publications
6.10

The Mental Capacity Act Code of Practice 2007
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7.

ROLES AND RESPONSIBILITES

7.1

This policy and its forms/appendices are relevant to all health and social care staff
across all sectors and settings of care including primary, secondary, independent,
ambulance and voluntary. It applies to all designations and roles. It applies to all
people employed in a caring capacity, including those employed by the local
authority or employed privately by an agency.

7.2

The decision to complete a DNACPR/AAND form should be made by a Consultant,
General Practitioner or a Doctor who has been delegated the responsibility by
their employer, or Registered Professional nurse who has achieved the required
Competency.

7.3

Registered Nurses must complete the recognised competency training and have
full support and agreement for this enhanced role from their line manager.

7.4

The Dorset End of Life Care Partnership is responsible for:

7.5

7.6



ensuring that this policy adheres to statutory requirements and professional
guidance;



supporting the unified policy development and adoption in all other Dorset
organisations



reviewing the policy, form and supporting documentation every three years.

Chief Executives of provider organisations are responsible for:


recognition and adoption of this Pan Dorset Policy;



governance compliance for the policy and procedure;



procuring and / or providing legal support.

Directors and Managers responsible for the delivery of care must ensure that:


staff are aware of the policy and relevant local policies and how to access
them;



the policy is implemented in their organisation;



staff understand the importance of issues regarding DNACPR;



staff are trained and updated in managing DNACPR decisions;



compliance with the policy is monitored in each health organisation, ensuring
that any audit results and actions affecting changes required are fed back into
recognised monitoring systems;



DNACPR/AAND forms, leaflets and associated guidance are available as
required.
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7.7

Consultants, General Practitioners, doctors and Registered Professional Nurses
who are responsible for making DNACPR decisions must:


be competent to make the decision;



ensure the DNACPR/AAND form is completed fully and accurately;



verify any decision made by a delegated professional at the earliest
opportunity. Acute trusts must ensure that a DNACPR decision is verified by a
professional with overall responsibility (Consultant/Associate Specialist in
acute settings) at the earliest opportunity;



ensure the decision is documented in the patient’s records (See 8.6).



make efforts to involve the individual in the decision and, if not appropriate,
document why on the DNACPR/AAND form;



where appropriate, involve relevant others in the making of the decision and
record this on the DNACPR/AAND form;



communicate the decision to other health and social care providers involved
in the patient’s care;



record a review date only where this is thought to be necessary.

7.8

When a patient is ready to be discharged from an acute hospital, the DNACPR
decision must be reviewed. The Consultant responsible for the patient’s care
must confirm whether the decision is still valid. The final section of the form must
then be completed at discharge.

7.9

Health and social care staff delivering care in all settings must:


adhere to the policy and procedure and complete forms accurately and fully;



notify their line manager of any training needs;



sensitively enquire to the existence of a DNACPR/AAND or an ADRT if it is not
visible on the clinical system or the persons care records;



check the validity of any decision;



cascade any decisions to staff involved in the patient’s care;



notify other services of the DNACPR/AAND decision or an appropriate ADRT
on the transfer of a person;



participate in the audit process;



ensure that DNACPR/ AAND forms, leaflets, policy and associated guidance
are available as required;



wherever possible, encourage the individual to inform those delivering care
that a valid DNACPR/ AAND form exists and where it can be found.
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7.10

For all Transfers of Care

Staff must:
 ensure that the DNACPR/AAND form travels with the person on transfer
between care providers;


ensure that those transporting the person are aware of the decision. A clear
photocopy is acceptable at this point, unless this is known to be a
permanent transfer whereby the original should be sent with the person;
Staff should recognise that this is the only county within the area served by
South Western Ambulance Service that have agreed that a photocopy is
acceptable, due to the risk of non-return of the form that could adversely
affect the care to the patient


7.11

7.12

7.13

when the original form transfers with the patient, a written or electronic copy
should be held in the transferring organisation’s record.

The Ambulance service staff must:


adhere to the policy and procedure;



notify their line manager of any training needs;



ensure that they are aware of the existence of a DNACPR decision or an ADRT
either via the individual/relatives or the health care professional requesting
assistance;



communicate information already known within their organisation to those
providing care at that time via internal communication systems;



check the validity of the documentation;



participate in the audit process.

Commissioners and Commissioned Services must:


ensure that services are commissioned, implemented and adhere to the
policy and procedure as per local contracts;



ensure that pharmacists, dentists and others in similar healthcare occupations
are aware of this policy;



ensure DNACPR/AAND education and training is available;



ensure that compliance with DNACPR/ AAND decision making and paperwork,
together with complaints and clinical incidents pertaining to the policy, are
subject to evaluation by individual Trusts.

All staff involved in the transfer of care of a patient need to ensure that:


the patient or, if they lack capacity, those close to the patient, are aware the
DNACPR/AAND decision exists and where the form is located;
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the decision is communicated to all members of the health and social care
team involved in the patient’s ongoing care;



where electronic records are available, the decision should be added to these



in circumstances where it has been inappropriate to have a DNACPR
discussion with the patient, the reasons for this are clearly documented on
both the DNACPR/AAND form and patient record, Enhanced Summary Care
Record (eSCR) and Dorset Care Record (DCR).

8.

PROCESS

8.1

For the majority of people receiving care in hospital or community setting, the
likelihood of cardiopulmonary arrest is small. Therefore, no discussion of such an
event routinely may occur unless raised by the individual.

8.2

In the event of an unexpected cardiac arrest, CPR will take place in accordance
with the current Resuscitation Council (UK) guidelines unless:


a valid DNACPR/AAND decision or an ADRT is in place and made known;



a registered LPA, for health and welfare or Court Appointed Deputy is present
at the point of the arrest, this individual will then make the decision regarding
commencement of CPR if authorised to do so;



there is clear evidence of a recent verbal refusal of CPR; which is valid and
applicable at the time of the cardiac arrest.

8.3

It may be inappropriate to commence CPR in the absence of a DNACPR decision
where there are clear clinical signs that the person has been dead for some time
e.g. rigor mortis, hypostasis.

8.4

In these circumstances a registered professional nurse finding a person must
rapidly assess the situation to establish whether it is appropriate to commence
CPR (Some organisations may define other health care staff within this section).

8.5

Consideration of the following will help to form a decision, based on their
professional judgement which can be justified and later documented.

8.6

Registered Professional nurses should also be able to recognise these signs
having undertaken verification of death training in their role (NMC 2017):


what is the likely expected outcome of undertaking CPR?



is the undertaking of CPR contravening the Human Rights Act 1998 where the
practice could be inhuman and degrading if futile?



The Joint Royal Colleges Ambulance Liaison Committee Guidelines (JRCALC)
2012 applies to Ambulance staff.
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8.7

8.8

8.9

The British Medical Association, Royal College of Nursing and Resuscitation
Council (UK) guidelines consider it appropriate for a DNACPR decision to be made
in the following circumstances:


where the individual’s condition indicates that effective CPR is unlikely to be
successful or if successful is unlikely to be sustained;



when CPR is likely to be followed by a length and quality of life not acceptable
to the individual;



where CPR is not in accord with the recorded, sustained wishes of the
individual who is deemed mentally competent or who has a valid and
applicable ADRT.

The decision-making framework is illustrated on page 17. When considering
making a DNACPR decision for an individual it is important to consider the
following:


is cardiac arrest a clear possibility for this individual? If not, it may not be
necessary to go any further;



if cardiac arrest is a clear possibility for the individual and CPR may be
successful, will it be followed by a length and quality of life that would not be
of overall benefit to the patient? The patient’s views and wishes in this
situation are essential and must be respected. If the person lacks capacity, a
LPA can make the decision if the terms of their LPA specifies that they have
the power to do so. If a LPA has not been appointed, a best interests decision
will be made in line with the Mental Capacity Act 2005 and the Mental
Capacity Act Code of Practice 2007;



if cardiac arrest is a clear possibility for the individual and it is highly unlikely
that CPR will be successful, a DNACPR/ AAND decision should be made and
documented, explaining the reasoning to the patient and/or family;



if the decision is not accepted by the patient, their representative or those
close to them, a second opinion should be offered;



provided the clinician has demonstrated a rational process in decision making,
the employing organisation will support the member of staff if a the
DNACPR/AAND decision is challenged.

If a DNACPR decision is deemed appropriate, the following needs to be
considered:


Where a patient has capacity, the DNACPR decision must be explained unless
the clinician believes that such an explanation will cause physical or
psychological harm; i.e. there is no obligation on doctors to offer or give futile
treatments. Clinicians should not feel pressurised either to attempt CPR
inappropriately or to force harmful discussions on patients.
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If a discussion with a mentally competent person, regarding DNACPR is
deemed inappropriate by medical staff, this must be clearly documented in
their notes, stating the reasons why. Information should not be withheld
simply because it is difficult, uncomfortable or may cause the patient distress.



A patient may indicate a clear wish not to be involved in a DNACPR decision. It
is poor practice to force a discussion on a patient who has requested not to
receive such information. In this situation a DNACPR/AAND decision can be
made without informing the patient. This must be documented and the
reason for not discussing it with the patient recorded. Discussion with family
may still be appropriate.



If a DNACPR/AAND decision is made following discussion with the patient/
relevant others, this must be documented on the form and, if applicable, in
their notes. All conversations with the patient and/or their family pertaining
to a DNACPR decision must be documented on the DNACPR/ AAND form and
where appropriate, in the medical records. Information should not be
withheld simply because it is difficult or uncomfortable.



DNACPR/AAND decisions should not be delayed because relatives are not
immediately available. Reasonable efforts should be made to contact
relatives. Any attempts to contact relatives must be recorded and this record
updated once they have been spoken to. If it is not possible to contact the
relatives or friends, ensure that this is recorded. The record must be updated
once there has been communication with them. See Decision-making
framework page 14, on the next page
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The Decision Making Process illustrated below will help support the process.
Is cardiac or respiratory arrest a
clear possibility for the patient?

It is not necessary to discuss CPR with the patient unless they
express a wish to discuss it.

No
If a DNACPR decision is made on clear clinical grounds that CPR
would not be successful there should be a presumption in favour
of informing the patient of the decision and explaining the reason
it (see section 2). Subject to appropriate respect for confidentiality
those close to the patient should also be informed and offered an
explanation.

Yes

Is there a realistic chance that CPR
could be successful?

No
Yes

Where the patient lacks capacity and has a welfare attorney or
court-appointed deputy or guardian, this representative should be
informed of the decision not to attempt CPR and the reasons for it
as part of the ongoing discussion about the patient’s care (see
section 2). If this is not done immediately the reasons why it was
not practicable or appropriate must be documented
If the decision is not accepted by the patient, their representative
or those close to them, a second opinion should be offered.

Does the patient lack capacity AND
have an advance decision
specifically refusing CPR OR have
an appointed attorney, deputy or
guardian?

If a patient has made an advance decision refusing CPR, and the
criteria for applicability and validity are met, this must be
respected.

Yes

If an attorney, deputy or guardian has been appointed they should
be consulted (see section 8).

No

Does the patient lack capacity?

No

Yes

Discussion with those close to the patient must be used to guide a
decision in the patient’s best interests (see section 8). When the
patient is a child or young person, those with parental
responsibility should be involved in the decision where
appropriate, unless the child objects

Respect and document their wishes (see section 2). Discussion
with those close to the patient may be used to guide a decision in
the patient’s best interests, unless confidentiality restrictions
prevent this.

Is the patient willing to discuss
her/her wishes regarding CPR?

No
Yes




The patient must be involved in
deciding whether or not CPR will be
attempted in the event of
cardiorespiratory arrest.
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If cardio respiratory arrest occurs in the absence of a
recorded decision, there should be an initial presumption in
favour of attempting CPR.
Anticipatory decisions about CPR are an important part of
high-quality healthcare for people at risk of death or
cardiorespiratory arrest.
Decisions about CPR are sensitive and complex and should
be undertaken by experienced members of the healthcare
team with appropriate competence.
Decisions about CPR require sensitive and effective
communication with patients and those close to patients.
Decisions about CPR must be documented fully and
carefully.
Decisions should be reviewed with appropriate frequency
and when circumstances change.
Advice should be sought if there is uncertainty.

8.10

Documenting and communicating the decision - once the decision has been made it
must be recorded on the Dorset wide approved Adult Form (see Appendix 1) and
recorded in the patient’s notes.

8.11

When using an electronic format, ensure one copy is printed in colour and either
placed at the front of the medical notes or given to the patient or carer.

8.12

Clear copies of the original form, especially if electronically held, are acceptable to
disseminate the decision, if the original is not with the patient.

8.13

The original should be held or scanned in to the patient’s record to enable sharing
when consented by the patient

8.14

Information regarding the background to the decision, the reasons for the decision,
those involved in the decision and a full explanation of the process must be recorded
on the form and in the individual’s notes/care records/care plans.

8.15

The form will stay with the person. It will be located in the following places:


hospitals, nursing and residential homes, in-patient specialist palliative care
settings:
in a specified section of the person’s notes, usually in the front;



in the home:
Where appropriate, it should be left with the patient’s notes, its location
indicated by a ‘message in a bottle’. If this is not appropriate, the DNACPR
decision must still be communicated to all relevant services.

8.16

The Out of Hours (111) service,999 ambulance service and all services likely to have
contact with the patient at home i.e domiciliary care, should be made aware of the
existence and location of a DNACPR/ AAND form (Appendix 1).


GP surgeries: ensure that the DNACPR/AAND decision is recorded in the
individual’s electronic and summary care record using the appropriate Read
Code. This should also be uploaded to the Dorset Care Record. The form should
be kept with the patient’s notes within their care setting and the use of a
‘message in a bottle’ encouraged.



The completed form should be scanned into the patient record, once signed,
should be sent through to the Out of Hours service (OOHs) and 999 service,
electronically using the appropriate link or e mail. Where a person is an
inpatient in an acute unit with 24hr medical cover, OOH need to be informed on
discharge. This information does not need to be shared with the OOH services
until the person leaves that care i.e. transfer to another care setting on a
temporary or permanent basis;
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Ambulance transfer: ambulance crews must ensure that where a
DNACPR/AAND decision exists, the completed original form or a clear copy of
the form, if the patient is liable to return to the care provider, is given to the
crew prior to transfer. This will include recognised DNACPR forms from
neighbouring counties (e.g. lilac form used in Hampshire/ South Central area,
and forms used in Somerset, Devon and Wiltshire);



the transferring ambulance crew must communicate any pre-existing DNACPR
decision to receiving clinical teams;



Non-ambulance transfer/ patient transport services: between departments,
other healthcare settings and home should be informed and abide by the
DNACPR decision.

8.17

Confidentiality: If the individual has the mental capacity to make decisions about
how their clinical information is shared, their agreement must always be sought
before sharing this with family and friends. Refusal by an individual with capacity to
allow information to be disclosed to family or friends must be respected. Where
individuals lack capacity, clinicians may disclose confidential information to people
close to them where this is necessary to the individual’s care and judged to be in the
person’s best Interests.

8.18

Any delegated decision that is made must be verified by the Clinician responsible for
the patient’s care at the earliest opportunity,

8.19

When there is a change in lead clinician, the DNACPR/AAND decision should be
endorsed by that person at the earliest opportunity. Whilst this is best practice, it is
not a legal requirement, and therefore, the decision remains valid until this is done.

9.

IMPLANTABLE CARDIOVERTER DEFIBRILLATORS (ICD) AT END OF LIFE
Respect for patient autonomy

9.1

Patients have a right to make decisions about their own health care. Health
professionals have a duty to ensure that sufficient impartial advice and information
about treatment options is available in order to help patients to make these
decisions. Good clinical practice emphasises the importance of shared decisionmaking between health professionals, the patient and where appropriate, their
families. Patients may decide not to start a treatment, or to stop one that they have
been having.

9.2

Treatment options will change with the progression of an illness and the availability
of new therapies. What may have been of benefit previously, may in changed
circumstances, convey only a burden. A patient who consented to having an ICD
implanted when he or she was generally well, but at risk of life-threatening
arrhythmias, might make a different decision when dying from end-stage heart
failure or another life-limiting disease if given the opportunity to do so.
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9.3

It is important to allow patients to revise or reinforce previous decisions in the light
of subsequent events so that they can determine as far as possible the course that
their life should take.

9.4

With the Cardiology team and the patient, clinicians caring for patient with an ICD
should review the appropriateness of this treatment, introducing the possibility of,
and reasons for deactivating the defibrillator function when this is clinically
indicated.
Acting in the patient’s best interests

9.5

When a patient is unable to make decisions on their own behalf, health professionals
caring for them have a moral and legal duty to act in the patient’s best interests. An
assessment of best interests includes balancing the risks and benefits associated with
any given treatment. In most cases an ICD will confer greater benefit than harm to a
patient. However, in some situations, the possibility that recurrent ICD activation
might prevent a comfortable death could be judged to outweigh any benefit of
prolonging life for a brief period of time.

9.6

If a patient with an ICD does not have the capacity to make his or her own decisions,
those responsible for their care should consider whether ICD activation is still in the
patient’s best interests, given the patient’s particular condition and circumstances.
This would be part of an overall consideration of what is optimal care for the patient,
in discussion with the patient’s family and taking into account the patient’s previous
wishes if known.

9.7

A consensus view based on a multidisciplinary team approach would apply well in
this situation, and it may be particularly helpful to seek the advice of specialists in
palliative care. Any such process must comply with the Mental Capacity Act 2005.

9.8

The patient’s cardiology team must be contacted after a DNACPR/AAND decision has
been made to ensure timely deactivation of the ICD.

9.9

More complex internal cardiac devices e.g. Left Ventricular Assist Device (LVAD)
should be discussed with the specialist centre when a patient is approaching end of
life.

10.

REVIEW

10.1

This decision will be regarded as ‘Indefinite’ unless:


a definite review date is specified;



there are changes in the person’s condition which would warrant review;
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their expressed wishes change, in which case the decision should be reviewed.
However, in these circumstances it may not be clinically appropriate to change
the decision (See 10.3).

10.2

If a review date is specified then the health care staff with overall responsibility (or a
delegated representative) must contact all relevant ongoing care givers to inform
them of the need for a review. This contact must initially be by phone/ in person and
then followed up with a discharge letter to ensure that the details of the review are
clear to all concerned. Informal reviews can take place at any time.

10.3

It is important to note that the person’s ability to participate in decision-making may
fluctuate with changes in their clinical condition. Therefore, each time that a
DNACPR decision is reviewed, the reviewer must consider whether the person can
contribute to the decision-making process. It is not usually necessary to discuss CPR
with the person each time the decision is reviewed if they were involved in the initial
decision. Where a person has previously been informed of a decision and it
subsequently changes, they should be informed of the change and the reason for it.

11.

SITUATIONS WHERE THERE IS A LACK OF AGREEMENT

11.1

A person with capacity may refuse CPR despite having no clinical reason to do so. In
these circumstances they should be encouraged to write an ADRT refusing CPR. The
existence of an ADRT together with a copy of it, should be available in the medical
and nursing written and electronic records. An ADRT is a legally binding document
which has to be adhered to. To aid communication, it is good practice to have a
DNACPR/ AAND form with the ADRT. However, this is not essential.

11.2

A verbal request to decline CPR made by a person with capacity should be taken into
account when making a best interests decision should they subsequently suffer a
cardiac arrest. A verbal refusal of CPR must be documented by the person to
whom it was directed. Any decision to commence CPR must be robust, accounted
for and documented. The person should be encouraged to make an ADRT to ensure
the verbal request is adhered to (Mental Capacity Act 2005).

11.3

Individuals may insist on CPR being undertaken even if the clinical evidence suggests
that it will not provide any benefit. Furthermore, an individual can refuse to hold a
DNACPR/AAND form in their possession. An appropriate sensitive discussion with the
person should aim to secure their understanding and acceptance of the DNACPR
decision. However, the patient is entitled to a second opinion and a DNACPR/ AAND
form should not be completed until this has been obtained.

11.4

Individuals do not have a right to demand that doctors carry out treatment against
their clinical judgement. Where the clinical decision is challenged and agreement
cannot be reached, legal advice may be indicated. This should very rarely be
necessary.
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12.

CANCELLATION OF A DNACPR DECISION

12.1

In rare circumstances, a DNACPR decision may be cancelled. If the decision is
cancelled, the form should be crossed through with two diagonal lines in black ballpoint ink and the word ‘CANCELLED’ written clearly between them. This should be
dated and signed with the name of the healthcare professional involved in the
patient’s care, cancelling the order printed clearly.

12.2

When using an electronic form, it must be cancelled on the Electronic Patient Record
and the paper copy destroyed confidentially.

12.3

It is the responsibility of the healthcare professional cancelling the DNACPR decision
to communicate this to all parties informed of the original decision.

12.4

On cancellation of the DNACPR/AAND form or death of the person the health care
professional should inform the Ambulance Service that cancellation or death has
occurred so that records can be updated. In the event of a cancellation of a decision
due to a death, this information can be sent to the OOH’s service on a monthly basis
so records can be updated regularly.

13.

SUSPENSION OF A DNACPR DECISION

13.1

Unless a patient requests otherwise, a DNACPR decision may be temporarily
suspended in the following circumstances:


acute: Where the person suffers an acute, unforeseen, but immediately life
threatening situation such as anaphylaxis or choking, CPR may be appropriate
while the reversible cause is treated;



pre- planned: where a procedure that could precipitate a cardiopulmonary
arrest is being undertaken e.g. induction of anaesthesia, cardiac catheterisation,
pacemaker insertion or surgical operations. Under these circumstances, the
DNACPR decision should be reviewed prior to the procedure to consider
whether the DNACPR decision should be suspended. Discussion with the
Multidisciplinary team and including the patient, if appropriate, will need to take
place.

14.

AUDIT

14.1

The Clinical Commissioning Group (CCG) will measure, monitor and evaluate
compliance with this policy through monitoring and current data collection within
contract reports.

14.2

All organisations will have clear governance arrangements in place which indicate
individuals and committees who are responsible for the governance of this policy at
a local level and that can respond to the CCG request for audit purposes.
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This includes:

14.3



data collection;



ensuring that approved documentation is implemented;



managing risk;



sharing good practice;



monitoring of incident reports and complaints regarding the DNACPR process;



developing and ensuring that action plans are completed.

Frequency and information:


compliance with the policy will be audited internally and the audit results fed
back into recognised monitoring systems;



local leads will decide the number of DNACPR forms to be examined.

14.4

Information will be used for future planning, identification of training needs and for
policy review.

15.
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Reverse of DNACPR/AAND Form
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APPENDIX 2
Recommendations to ensure DNACPR decisions are made in line with the Tracey
Judgment (2014) and communicated to those involved in the patient’s care

*LPA must be Health and Welfare
DNACPR/AAND form is
completed by clinician
in primary care in
consultation with the
patient, LPA*or
advocate

ADRT
re: completed by patient
& GP made aware

DNACPR/AAND form is
completed by clinician
in secondary care in
consultation with the
patient, LPA*or
advocate

Where clinical decision is
made and the patient does not
wish/ unable to discuss and
decision made following the
MCA best interest framework

Where patient/ carers aware
of decision duplicate
original? of form given to
patient on discharge from
unit

Copy faxed to all relevant persons as
signified on form & End of Life summary
care record updated

Message in a bottle used to hold the form
or information on its whereabouts in
patient’s home
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APPENDIX 3

EQUALITY ANALYSIS FORM
It is desirable to undertake an Equality Analysis as part of our commitment to patients, staff
and the public, to be attached to any procedural document and submitted to others as required
or needed. A separate action plan may be needed to mitigate impacts.
Does the proposed policy, or changed practice, impact differentially on any of the
protected characteristics (as defined in the Equality Act, 2010)?
Name of Strategy/Policy/Plan:
What are the intended outcomes of this work? Include outline of objectives and function aims
For all staff and providers of health and social care and residents in Dorset to be aware of the strategy
and process for making and documenting resuscitation decisions at end of life.

Name of person undertaking the assessment: Sarah Howard
Date of the assessment: 07/11/2017
Document Status and Version and when

Do Not Attempt Cardiopulmonary

updated.

Resuscitation (DNACPR) and Allow a
Natural Death (AAND) Policy
Revised and updated November 2017

Please consider impact (among others) in terms of:
 Accessibility;
 Communication needs;
 Appropriateness of the service;
 And any other relevant matters.
Initial impact assessment


Race / ethnicity / nationality



Attitudinal, physical and social barriers.



Gender



Men, Women, Boys and Girls.

Description of impact, and outline of any mitigation.
Not relevant

Not relevant
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Religion or belief
Christianity, Islam, Non Abrahamic
religions, Agnostics, Atheism






Not relevant

Sexual orientation
Lesbian, Gay, Bi-Sexual and
Transgender

Not relevant

Age
Detail across age ranges on old and
younger people. This can include
safeguarding, consent and child welfare.

Not relevant

Disability

Not relevant








(e.g.) learning disabilities, physical
disability, sensory impairment and
cognitive impairment.

Marriage and civil
partnership.
Part-time working, shiftpatterns, general caring responsibilities.

Not relevant

Pregnancy and maternity.
Detail on working arrangements, parttime working, infant caring
responsibilities.

Not relevant





Transgender.
This can include issues such as privacy
of data and harassment

Not relevant

Other identified groups

Not relevant

Consider and detail and include the
source of any evidence on different socioeconomic groups, area inequality,
income, resident status (migrants) and
other groups experiencing disadvantage
and barriers to access.
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Engagement and involvement
Have you engaged stakeholders in gathering evidence or testing the evidence available? If not what do
you intend to do?
All feedback collated and taken into account in conducting the policy review.

If you have engaged groups please list below and include who was involved, how they were involved
and the key outputs:
Groups engaged

Date and type of
engagement

Outputs from activity

Dorset End of Life Care
Partnership

Face to face
Feedback included in the review.
discussion/meetings/email

All acute and community Trusts,
primary care representatives,
specialist providers

Meetings/email

Feedback included in the review.

Summary of Analysis of the overall impact Considering the evidence and engagement activity you listed
above, please summarise the impact of your proposals. Consider whether the evidence shows potential for differential impact, if so state
whether adverse or positive and for which groups. How you will mitigate any negative impacts. How you will include certain protected
groups in services or expand their participation in public life.

This policy is intended for use by all providers of care and does so to ensure equity of provision and best
practice standards for Dorset residents – taking into account national legislation and guidance.

Name of person who carried out this assessment: Sarah Howard
Date assessment completed: 07/11/2017
Clinical lead: Dr Craig Wakeham
Date assessment was updated: N/A
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