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1.

INTRODUCTION

1.1

This policy must only be used by individuals who are trained and competent in the
application of the Mental Capacity Act (2005) (“MCA”) and in full accordance with
organisational MCA policy and related guidance or procedures. (See appendix 4)

1.2

The chance of survival following Cardiopulmonary Resuscitation (CPR) in adults is relatively
low depending on the circumstances. Although CPR can be attempted on any
person, there comes a time for some people when it is not appropriate to do this. It may
then be appropriate to consider making a Do Not Attempt CPR (DNACPR) decision to
enable the person to die with dignity. This policy should be read and applied in
conjunction with the MCA.

2.

POLICY STATEMENT
The North West Unified Adult DNACPR policy will ensure the following:

2.1

All people are presumed to be “For CPR” unless:




A valid DNACPR decision has been made and documented; or
A valid and applicable Advance Decision to Refuse Treatment (ADRT) prohibits CPR; Or
A personal welfare attorney (“PWA”), appointed by the patient to make life-sustaining
treatment decisions when s/he lacks the capacity to do so themselves, has refused
consent to CPR.

2.2

Please note if there is clear evidence of a recent verbal refusal of CPR whilst the person had
capacity then this should be carefully considered when making a best interests decision.
Good practice means that the verbal refusal should be documented by the person to whom
it is directed and any decision to take actions contrary to it must be robust, accounted for
and documented. The person should be encouraged to make a written ADRT, complying
with the requirements of the MCA, to ensure the verbal refusal is adhered to.

2.3

There will be some patients for whom attempting CPR is inappropriate; for example, a
patient who is at the end stages of a terminal illness. In these circumstances CPR would not
restart the heart and breathing of the individual, and should therefore not be attempted.
The patient and/or relatives/carers should be informed of this.

2.4

All DNACPR decisions must be based on current legislation and guidance.

2.5

In patients where cardiac arrest might be expected to occur and where it is expected that
there is a reasonable chance of success of CPR then the patient should be asked whether
they would want it to be performed. The patient may ask for family or friends to be
involved in the decision.

2.6

If the patient lacks mental capacity to take part in the discussion and make decisions then
the relatives, others close to the patient and recognised carers should be asked if the
patient had made a previous decision about resuscitation. All discussion and subsequent
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decisions should be accurately and clearly documented. Patients, family or friends have a
right to refuse to take part in the discussions.
2.7

A standardised form for adult DNACPR decisions will be used (See Appendix 1).

2.8. 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. This should include carers and relatives where appropriate.
2.9

Patients have a right, under Article 8 of the European Convention on Human Rights, to have
DNACPR decisions explained to them by care staff, and be consulted / informed about
DNACPR decisions – the presumption lies in favour of patient involvement in these
decisions. Clinicians have a legal duty to consult the patient. The fact that the patient may
find the topic distressing is not a sufficient reason on its own to warrant their exclusion.
Such exclusion will only be justified where there are reasonable grounds to believe that the
discussion will cause the patient a degree of physical or psychological harm. Where this
view is reached, clear and comprehensive reasons for excluding the patient from the
discussions, and the decision to make a DNACPR order should be recorded.

2.10 Where a patient lacks capacity under the MCA to make decisions regarding DNACPR, there
is a duty to consult with the patient’s family and those close to the patient, unless there is a
good reason not to do so (e.g., the patient has previously, when he/she had capacity,
requested that no such discussion take place). Where a patient who lacks capacity has no
one close to them with whom health professionals can consult, and decisions are being
made about serious medical treatment (such as the implementation of a DNACPR order), a
referral should be made to the local Independent Mental Capacity Advocacy service for an
IMCA to be appointed for the patient. In such cases, the role of the IMCA is to check that
the best interests principle has been followed ensure that the person’s wishes and feelings
have been appropriately considered and to seek a second opinion if necessary. The input of
an IMCA may not be available immediately and, if urgent decisions are required to be made
before the involvement of an IMCA can be arranged then they should be made in
accordance with the patient’s best interests; the referral process should not prevent
appropriate care planning taking place whilst the input of an IMCA is awaited. However, any
decisions made prior to the IMCA’s involvement should be reviewed following receipt of the
IMCA’s report. Information provided by the IMCA must be taken into account when
considering a patient’s best interests.
2.11 DNACPR decisions should be subject to ongoing monitoring to ensure they remain
appropriate - it is recommended that a review date be considered and entered on the
DNACPR decision form if appropriate. It is important to note that a review date does not
equate to an expiry date for ongoing decisions and remains clinically appropriate and valid.
All reviews should be documented in the patient’s records. Reassessing the decision
regularly does not mean burdening the patient and their family with repeated decisions, but
it does require staff to be sensitive in picking up any change of views during discussions with
the patient or their family.
2.12 The DNACPR decision-making process is measured, monitored and evaluated to ensure a
robust governance framework.
2.13 Training at a local/regional level will be available to enable staff to meet the requirements
of this policy.
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2.14 This policy has been reviewed by NHS England (North) legal advisers to ensure it provides a
robust framework underpinned by relevant national guidance and legislation. Organisations
adopting this policy should also ensure it is reviewed by their local legal services.

3.

PURPOSE

3.1

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




Respect the wishes of the individual, where possible
Reflect the best interests of the individual
Provide benefits which 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 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 where adopted, applies to all of the multidisciplinary health, social and tertiary
care teams involved in patient care across the range of settings within the North West area.

4.2

This policy is applicable to all individuals aged 18 and over.

4.3

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

5.

DEFINITIONS

5.1

Cardiopulmonary resuscitation (CPR) is an emergency procedure which may include chest
compressions and ventilations in an attempt to maintain cerebral and myocardial perfusion,
which follows recommended current Resuscitation Council (UK) guidelines.

5.2

Cardiac Arrest (CA) is the sudden cessation of mechanical cardiac activity, confirmed by the
absence of a detectable pulse, unresponsiveness and apnoea or agonal gasping respiration.
In simple terms, cardiac arrest is the point of death.

5.3

Respiratory Arrest is the cessation of normal respiration due to failure of the lungs to
contract effectively.

5.4

The Mental Capacity Act 2005 (MCA), was fully implemented on 1 October 2007. The aim
of the Act is to provide a much clearer legal framework for people who lack capacity and
those caring for them by setting out key principles, procedures and safeguards. (See Mental
Capacity Act Guidance in appendix 4)

5.5

Mental Capacity: An individual aged 16 (between 16-18 years are treated under the
Children and Young person’s Advance Care Planning Policy) or over is presumed to have
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mental capacity to make decisions for themselves unless there is evidence to the contrary.
Individuals will lack capacity if they are suffering from an impairment of, or disturbance in,
the functioning of the mind or brain and are unable to demonstrate that they can do any of
the following:





understand information relevant to the decision provided to them in the most
appropriate way for the individual; or
retain that information for long enough to make a decision; or

use or weigh that information as part of the process of making the decision; or
communicate the decision, whether by talking or sign language or by any other
means.

5.6

Advance Decision to Refuse Treatment (ADRT): The MCA provides the framework for
people aged 18 or over to make an ADRT and confirms the requirements that must be met
to ensure that it is valid and applicable. An ADRT is a decision by an individual to refuse a
particular treatment in the future should they lose capacity to make the decision at that
time. A valid and applicable ADRT is legally binding. In order for an ADRT relating to refusal
of life-sustaining treatment, such as CPR, to be valid, it must: 1) be in writing; 2) be signed
by the patient; 3) be witnessed and signed by the witness; and 4) include a statement that
it is to apply even where the patient’s life is at risk. The clinical team must also be satisfied
that there is no evidence that the patient has withdrawn their decision since making it or
done anything clearly inconsistent with its terms.

5.7

Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) refers to a decision not to make
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

Lasting Power of Attorney (LPA): The Mental Capacity Act (2005) allows people aged 18
years or over, who have capacity, to make a LPA by appointing a Personal Welfare Attorney
(PWA) who can make decisions regarding health and wellbeing on their behalf once
capacity is lost. Note – Not all PWAs have authority to make life-sustaining treatment
decisions. All LPA documentation should be checked and, if in doubt, contact should be
made with the Office of the Public Guardian to clarify the validity of the LPA.

5.9

Independent Mental Capacity Advocate (IMCA): An IMCA supports and represents a
person who lacks capacity to make a specific decision at a specific time and who has no
family or friends who are appropriate to represent them. They must be consulted when a
decision about either serious medical treatment or a long term move is being made.

5.10 A Court Appointed Deputy is appointed by the Court of Protection, to make decisions in the
best interests of those who lack capacity but they cannot make decisions relating to lifesustaining treatment.
5.11 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

6.1

Legislation

October 2014 - Final

Unified DNACPR Adult Policy Version 1.4
Page 8 of 37

6.1.1 Health and social care staff are expected to understand how the MCA works in practice and
the implications for each patient for whom a DNACPR decision has been made.
6.1.2 The following provision of the Human Rights Act 1998 are relevant to this policy:






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).

6.1.3 Clinicians have a professional duty to report some deaths to the Coroner and should be
guided by local practice as to the circumstances in which to do so but must always report
when the deceased has died a violent or unnatural death, the cause of death is unknown,
or the deceased died while in custody or otherwise in state detention.
For more information see:
Coroners, post-mortems and inquests: Directgov - Government, citizens and rights
http://www.direct.gov.uk
6.1.4 Each organisation who implements this policy requires the completion of an Equality
Impact Assessment (EIA); each organisation will need to carry out an EIA in line with their
organisational policy.
6.2

Guidance

6.2.1 The Resuscitation Council (UK):




Recommended standards for recording "Do not attempt resuscitation" (DNAR)
decisions (2009)
Decisions Relating to Cardiopulmonary Resuscitation – Resuscitation Guidelines
2010.
Decisions relating to cardiopulmonary resuscitation, October 2014 (3 rd edition)
http://www.resus.org.uk

7.

ROLES AND RESPONSIBILITIES

7.1

This policy and its forms/ appendices are relevant to all health & social care staff across all
settings of care including primary, secondary, independent, ambulance and voluntary
sectors who have adopted the policy. 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 form should be made by a Consultant/ General
Practitioner (or Doctor who has been delegated the responsibility by their employer /
Registered nurse who has achieved the required competency). Registered nurses must
complete the recognised competency training designed by each organisation and be
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indemnified by their organisation. Organisations must ensure that a DNACPR decision is
verified by a professional with overall responsibility at the earliest opportunity.
7.3

Health and social care staff should encourage the individual or their representative, where
able, to inform those looking after them that there is a valid documented DNACPR decision
about themselves and where this can be found.

7.4

The Chief Executive of each organisation is responsible for:







7.5

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







7.6




be competent to make the decision
verify any decision made by a delegated professional at the earliest opportunity
ensure the decision is documented (See 8.6)
involve the individual, following best practice guidelines when making a
decision, (See 8.5) and, if appropriate, involve relevant others in the discussion
communicate the decision to other health and social care providers
review the decision if necessary.

A registered nurse making DNACPR decisions must:






7.8

staff are aware of the policy and how to access it
the policy is implemented
staff understand the importance of issues regarding DNACPR
staff are trained and updated in managing DNACPR decisions
the policy is audited and the audit details are fed back to a nominated Director
DNACPR forms, leaflets and policy are available as required.

Consultants/ General Practitioners/Doctors making DNACPR decisions must:





7.7

ensuring that this policy adheres to statutory requirements and professional
guidance
supporting unified policy development and the implementation in other
organisations
ensuring that the policy is monitored
reviewing the policy, form and supporting documentation every two years
compliance, both clinical and legal with the regional policy and procedure
ensuring the policy is agreed and monitored by the organisation’s governance
process

be competent to make the decision (see 7.2)
document the decision (See 8.6.1)
involve the individual, following best practice guidelines when making a
decision, (See 8.5) and, if appropriate, involve relevant others in the discussion
communicate the decision to other health and social care providers
review the decision if necessary.

Health & social care staff delivering care must:
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7.9

sensitively enquire as to the existence of a DNACPR or an ADRT
check the validity of any decision
notify other services of the DNACPR decision or an ADRT on the transfer of a
person
participate in the audit process.

Ambulance staff must ensure they adhere to the policy including relevant organisational
policies, procedures and guidance.

7.10 Commissioners and provider organisations must ensure:





that commissioned services implement and adhere to the policy and procedure
as per local contracts
that pharmacists, dentists and others in similar health and social care
occupations are aware of this policy
that DNACPR education and training is available and provided. This should be
the subject of regular audit
audit of provider organisations’ compliance with regional DNACPR paperwork,
record of decision making, and any complaints/ clinical incidents involving the
policy.

8.

PROCESS

8.1

For the majority of people receiving care in a hospital or community setting, the likelihood
of cardiopulmonary arrest is small; therefore no discussion of such an event routinely
occurs 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:






8.3

a valid DNACPR decision or an ADRT is in place and made known (NB – where
there is recorded evidence that a patient has clearly expressed that he/she
would not wish to receive CPR but has not made a formal ADRT which meets
the requirements under the MCA, it is nonetheless important to consider the
patient’s wishes. In such circumstances, it is unlikely that it would be
appropriate to perform CPR. However, if there is any doubt as to whether the
patient’s views remain the same, the balance lies in favour of preserving life).
A PWA who has the authority to make the decision is present at the point of the
arrest. This individual will then make the decision regarding commencement
and/or discontinuation of CPR
It is concluded, having considered all necessary factors under the best interests
checklist, that it is not in the patient’s best interests.

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:
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8.4

where the individual’s condition indicates that effective CPR is unlikely to be
successful
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 applicable
ADRT.

In the event of registered health care staff finding a person with no signs of life and clear
clinical signs of prolonged death, and with no DNACPR decision or an ADRT to refuse CPR,
they must rapidly assess the case to establish whether it is appropriate to commence CPR
(Some organisations may define other health care staff within this section). Consideration
of the following will help to form a decision, based on their professional judgement which
can be justified and later documented:







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?
Is there recent evidence of a clearly maintained verbal refusal of CPR? This
needs to be carefully considered when making a best interests decision on
behalf of the patient
Provided the registered health care staff has demonstrated a rationale for their
decision-making, the employing organisation will support the member of staff if
this decision is challenged.

8. 5 The decision-making framework is illustrated in Diagram 1 on page 16. When considering
making a DNACPR decision for an individual it is important to consider the following:
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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 person? The person’s views and wishes in this situation
are essential and must be respected.
If the person lacks capacity, check whether they have made a valid and
applicable ADRT or have appointed a PWA with appropriate authority. If so,
follow this decision or consult with the PWA accordingly. If a PWA for personal
welfare has not been appointed a best interests decision will be made. In
making a best interest decision, the health professional must seek the views of
those interested in the welfare of the patient, such as the patient’s family and
close friends, or an appointed IMCA (where a patient is “unbefriended” and has
no one else, other than paid professionals, for the treating team to consult
with).
If the person has an irreversible condition where death is the likely outcome,
they should be allowed to die a natural death. The patient should be informed
of the DNACPR decision unless they will clearly be harmed by this information;
in which case the rationale for not discussing it should be fully documented.
Please note that the fact such a conversation may be distressing for the patient
is not sufficient to justify their exclusion from the process. The distress must be
likely to cause the patient a degree of harm to warrant them not having the
Unified DNACPR Adult Policy Version 1.4
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decision discussed with or explained to them. If this is the case, you should
seek their agreement to share relevant information with those close to them
(such as relatives and carers) so that they may support the person’s treatment
or care. If the person wishes for this information to remain confidential, this
should be respected and recorded within their notes. Where the patient lacks
capacity, those close to the patient should be informed of a DNACPR decision
unless there is a good reason not to. Please note, it is only in very rare
circumstances that a DNACPR decision should be placed in a patient’s notes
without the patient and/ or their family being informed. The reasons for doing
so should be fully documented.

8.6

If a DNACPR discussion and decision is deemed appropriate, the following need to be
considered:








8.7

the DNACPR decision is made following discussion with patient/others, this
must be documented in their notes
the DNACPR decision has been made and there has been no discussion with the
individual because they have indicated a clear desire to avoid this. If you
conclude that the patient does not wish to know about or discuss the DNACPR
decision, you should seek their agreement to share with those close to them,
with carers and with others, the information they may need to know in order to
support the patient’s treatment and care
if a discussion with a mentally competent person, regarding DNACPR is deemed
inappropriate by medical staff, this must be clearly documented in their notes
the DNACPR information leaflet (See Appendix 2) should be made available
where appropriate to individuals and their relatives or carers. It is the
responsibility of each individual organisation to ensure that different formats
and languages can be made available
the DNACPR decision is required for a person who lacks capacity to assist in the
decision making process. This decision must be discussed with friends/family
and their views taken into consideration when making a best interest decision.
For those who have no one to consult with an IMCA referral must be made.

Documenting and communicating the decision

8.7.1 Once the decision has been made, it must be recorded on the North West Adult DNACPR
form (See Appendix 1) and written in the person’s notes.
8.7.2 The LILAC form must stay with the person at all times:




October 2014 - Final

The person’s full name, NHS or hospital number, date of birth, date of writing
decision, review date if applicable and institution name should be completed
and written clearly. Address may change due to person's deterioration e.g. into
a nursing home. If all other information is correct the form remains valid even
with incorrect address
In an inpatient environment e.g. hospitals, Specialist Palliative Care in-patient
units, the triplicate form stays together in the front of the person’s notes until
death or discharge. On discharge (from the care setting instigating the form):
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 the lilac copy of the form stays with the person
 one white copy remains in the medical notes and;
 one white copy is retained for audit purposes


For deceased people – lilac and one white copy stay in medical notes and one
white copy is retained for audit purposes



For people in their homes:
 The lilac form is placed in their home
 a white copy remains in their notes at the GP’s surgery (ensure that the
DNACPR decision is recorded in the individual’s electronic problem list
using the appropriate Read Code) and;
 the third white copy is retained for audit purposes.



Where ‘message in a bottle’ schemes exist, the tear-off slip on the lilac form
may be completed and placed in the “message in a bottle” in the person’s
refrigerator. The location of the DNACPR form needs to be clearly stated on the
tear off slip (e.g. my form is located in the nursing notes in the top drawer of
the sideboard in the dining room). If a “message in a bottle” is not available, a
system must be put in place to ensure effective communication of the DNACPR
forms location to all relevant parties including the ambulance service
http://www.lionsmd105.org

Please note:






Where the form has been initiated in another institution it will only be the lilac
copy that will be in the front of the care notes
If using an electronic North West Adult DNACPR form ensure one copy is
printed on lilac paper, signed and given to the person. A second copy needs to
be stored for audit purposes
If using the North West Adult DNACPR pad ensure that the lilac copy remains
with the person and the white copy is retained for audit purposes
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 in the individual’s notes, additionally these can be recorded
in care records, care plans etc.

8.7.3 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, and their
views on involving family and friends are not known, health and social care staff may
disclose confidential information to people close to them where this is necessary to discuss
the individual’s care and is not contrary to their interests.
8.7.4 It is the health care staff’s responsibility to ensure communication of the form to other
relevant organisations. The use of an end of life care register is recommended to ensure
communication of the decision across settings. It is recommended where the person is at
home, the ambulance service is informed, using their warning flag procedure.
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8.8

Discharge/ Transfer process

8.8.1 Prior to discharge, the person, or relevant other if the person lacks capacity, MUST be
informed of the DNACPR decision. If the person is competent and it is considered that
informing them of the decision would not be likely to cause them harm then this should be
sensitively done. The same approach should be taken towards discussion with family
members.
8.8.2 If such discussion is likely to cause the patient harm then it is usually impossible to place
a DNACPR form in the person’s home.
8.8.3 When transferring the person between settings all staff involved in the transfer of care of a
person need to ensure that:






the receiving institution is informed of the DNACPR decision and provided with
the patient’s lilac DNACPR Form on arrival
where appropriate, the person (or those close to the person if they lack
capacity) has been informed of the DNACPR decision
the decision is communicated to all members of the health and social care
teams involved in the person’s ongoing care
the decision has been documented on the end of life care register
the ambulance service has been informed via the warning flag procedure.

Ambulance transfer: If discussion has taken place regarding deterioration during transfer
the ‘Other Important Information’ section must be completed by any health care staff,
stating; the preferred destination (this cannot be a public place), the name and telephone
number of next of kin or named contact person. If there are no details and the patient is
being transferred, should they deteriorate, they will be taken to the nearest Emergency
Department.
Non ambulance transfer: other organisations transferring patients between departments,
other healthcare settings and home should be informed of, and abide by, the DNACPR
decision, subject to any change in circumstances.
8.8.4 Current discharge letters must include information regarding this decision. If the DNACPR
decision has a review date it is mandatory that the discharging doctor speaks to the GP to
inform them of the need for a review. This should be followed up with a discharge letter.
8.8.5 Cross Boundaries: If a patient is discharged from an institution that does not use the North
West Adult DNACPR form, providing their form is agreed following clear governance and
legal process, it will be recognised by health and social care staff, until a time that the
information is transferred onto the North West Adult DNACPR form. Therefore, a patient
who lives on the North West borders may have 2 forms, (i.e. NHS North of England Deciding
Right DNACPR), depending on where they go in the region. Whenever a patient comes back
into the North West region, the original form is replaced in the patient’s notes or a new
form written if the original is not available.

October 2014 - Final

Unified DNACPR Adult Policy Version 1.4
Page 15 of 37

October 2014 - Final

Unified DNACPR Adult Policy Version 1.4
Page 16 of 37

9.

REVIEW

9.1

This decision will be regarded as ongoing unless:




A definite review date is specified
There are improvements in the person’s condition
Their expressed wishes change where a 1b & 1c decision is concerned.

All DNACPR decisions are subject to ongoing monitoring to ensure they remain
appropriate; it is recommended that a review date be considered and entered on the
DNACPR form if appropriate. It is important to note that a review date does not equate to an
expiry date for ongoing decisions and remains clinically appropriate and valid.

9.2

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.

10.

SITUATIONS WHERE THERE IS LACK OF AGREEMENT

10.1. A person with mental capacity may refuse CPR, even if they have no clinical reason to do so.
This should be clearly documented in the medical and nursing notes after a thorough,
informed discussion with the individual, and possibly their relatives. In these circumstances
they should be encouraged to write an ADRT. An ADRT is a legally binding document which
has to be adhered to. It is good practice to have a DNACPR form with the ADRT but it is not
essential.
10.2 Please note if the person had capacity prior to arrest, a previous clear verbal wish to decline
CPR should be carefully considered when making a best interests decision. The verbal
refusal should be documented by the person to whom it is directed and 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 refusal is adhered to (See
Mental Capacity Act Guidance in appendix 4)
10.3 Individuals may try to insist on CPR being undertaken even if the clinical evidence suggests
that it will not provide any overall benefit. In such circumstances, a comprehensive
discussion with the patient should be held in order to better understand the reasons for
their views. A second opinion may assist in reaching agreement. Individuals do not have a
right to demand that doctors carry out treatment against their clinical judgement.
However, generally, where a patient requests for CPR to be attempted then their wishes
should be respected, except in extreme cases where the clinicians are clear that it would
not work and providing it would be deemed unethical. In all such cases, legal advice should
be sought before a DNACPR order is implemented.
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11.

CANCELLATION OF A DNACPR DECISION

11.1 In rare circumstances, a decision may be made to cancel or revoke the DNACPR decision. If
the decision is cancelled, the form should be crossed through with two diagonal lines in
black ball-point ink and the word ‘CANCELLED’ written clearly between them, dated, signed
and name printed by the health care staff. The cancelled form is to be retained in the
person’s notes. It is the responsibility of the health care staff cancelling the DNACPR
decision to communicate this to all parties informed of the original decision.
11.2 Electronic versions of the DNACPR decision must be cancelled with two diagonal lines and
the word ‘CANCELLED’ typed between them, dated, signed and name printed by the health
care staff.
11.3 On cancellation or death of the person at home, if the ‘ambulance service warning flag’ has
been ticked on section 4 of the form, the health and social care staff dealing with the
person, MUST inform the ambulance service that cancellation or death has occurred.

12.

SUSPENSION OF DNACPR DECISION

12.1 Uncommonly, some patients for whom a DNACPR decision has been established may
develop Cardiac Arrest from a readily reversible cause. In such situations CPR would be
appropriate, while the reversible cause is treated, unless the patient has specifically refused
intervention in these circumstances.
12.2 Acute: Where the person suffers an acute, unforeseen, but immediately life threatening
situation, such as anaphylaxis or choking. CPR would be appropriate while the reversible
cause is treated.
12.3 Pre-planned: Some procedures could precipitate a Cardiac Arrest, for example, induction of
anaesthesia, cardiac catheterisation, pacemaker insertion or surgical operations etc. Under
these circumstances, the DNACPR decision should be reviewed prior to procedure and a
decision made as to whether the DNACPR decision should be suspended. Discussion with
key people, including the person if appropriate, will need to take place.

13.

AUDIT

13.1 Individual organisations will measure, monitor and evaluate compliance with this policy
through audit and data collection using the Key Performance Indicators.
13.2 All organisations will have clear governance arrangements in place which indicate
individuals and Committees who are responsible for this policy and audit. This includes:
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sharing good practice
monitoring of incident reports and complaints regarding the DNACPR process
developing and ensuring that action plans are completed

13.3 Frequency:




compliance with the policy will be audited annually using the DNACPR Audit
Tool (See Appendix 3)
local leads will decide the number of DNACPR forms to be examined
All institutions must store the audit copy of the DNACPR form so that it is easily
accessible when the local lead requests the information.

13.4 Information will be used for future planning, identification of training needs and for policy
review.
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REFERENCES
Advance Decisions to Refuse Treatment, a guide for health and social care professionals.
London: Department of Health http://www.ncpc.org.uk/download/publications/ADRT.pdf
[Accessed 03-06-2009]
Coroners
and
Justice
Act
2009
London:
Crown
Copyright.
http://www.legislation.gov.uk/ukpga/2009/25/contents [Accessed 12/10/2009]
General Medical Council (2010) Treatment and care towards the end of life: good practice
in
decision
making
Guidance
for
doctors.
http://www.gmcuk.org/static/documents/content/End_of_life.pdf [Accessed 03-09-2010]
Human Rights Act. (1998) London: Crown Copyright.
http://www.opsi.gov.uk/acts/acts1998/ukpga_19980042_en_1 [Accessed 03-06-2009]
Mental
Capacity
Act.
(2005)
London:
Crown
Copyright.
http://www.opsi.gov.uk/acts/acts2005/ukpga_20050009_en_1 [Accessed 03-06-2009]
NHS End of Life Care Programme & the National Council for Palliative Care (2008)
Resuscitation Council UK (2007) Decisions relating to cardiopulmonary resuscitation; a joint
statement from the British Medical Association, the Resuscitation Council (UK) and the
Royal College of Nursing. RC (UK) http://www.resus.org.uk/pages/dnar.pdf [Accessed 0306-2009]
Royal College of Physicians (2009) Advance Care Planning. London: Royal College of
Physicians
http://www.rcplondon.ac.uk/pubs/contents/9c95f6ea-c57e-4db8-bd98fc12ba31c8fe.pdf [Accessed 03-06-2009]

October 2014 - Final

Unified DNACPR Adult Policy Version 1.4
Page 19 of 37

15.

ACKNOWLEDGEMENT
NHS - North West would like to thank South Central SHA and Tracey Courtnell (Senior
Resuscitation Officer / Project Manager SCSHA uDNACPR) for sharing their experience,
collaboration and allowing us to adapt their policy.

October 2014 - Final

Unified DNACPR Adult Policy Version 1.4
Page 20 of 37

APPENDIX 1

October 2014 - Final

Unified DNACPR Adult Policy Version 1.4
Page 21 of 37

October 2014 - Final

Unified DNACPR Adult Policy Version 1.4
Page 22 of 37

October 2014 - Final

Unified DNACPR Adult Policy Version 1.4
Page 23 of 37

APPENDIX 2

October 2014 - Final

Unified DNACPR Adult Policy Version 1.4
Page 24 of 37

October 2014 - Final

Unified DNACPR Adult Policy Version 1.4
Page 25 of 37

October 2014 - Final

Unified DNACPR Adult Policy Version 1.4
Page 26 of 37

October 2014 - Final

Unified DNACPR Adult Policy Version 1.4
Page 27 of 37

Appendix 3

October 2014 - Final

Unified DNACPR Adult Policy Version 1.4
Page 28 of 37

Unified Do not Attempt Cardiopulmonary Resuscitation (DNACPR) Policy Audit Tool

1
2
3

4
5

6
7
8

Not
recorded

No

DNACPR Form
Question

Yes

100% compliance required for shaded area
Comments (for e.g. no
address, illegible,
what’s missing? If no,
why? etc)

Are there clear patient details?
Is the date of DNACPR decision completed?
What reason for DNACPR decision has been completed
1a
1b
1c
Has more than 1 reason been ticked?
If section 1a has been ticked, is there CLEAR and
APPROPRIATE information regarding why the decision
has been made?
Has the person been consulted about / informed of the
decision?
If the person has not been informed has a relevant
other?
Who has made the decision?
GP

1
2
3
4a
4b

4c
5
6
7

Not
recorded

11

Is the record clearly dated, timed and signed correctly?
Has the decision been verified (Acute Trusts Only) if
appropriate?
Have the following sections been completed?
Section 3 - Review
Section 4 - Who has been informed
Section 5 – Other important information
Person’s Notes
Question

No

9
10

Yes

Consultant
Accredited Nurse
Other

Comments (If no or not
recorded, why?)

Was the form initiated in your organisation?
Is the decision documented in the person’s notes?
Are the notes clearly dated, timed and signed correctly?
Is there evidence of discussion?
Who was it discussed with?
Person
Relevant other
If there is no evidence of discussion, is there evidence of
why decision was not discussed with the person?
Is there evidence since the DNACPR decision has been
made, that CPR has been carried out?
Is there evidence of a mental capacity assessment?
Where patient lacks capacity, has appropriate
consultation taken place with those close to the patient
regarding best interests?
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MENTAL CAPACITY ACT 2005 GUIDANCE
Mental Capacity Act (MCA) 2005 (Amended 2007)
The MCA came into operation in 2007. It serves 2 functions:

1. To provide a statutory framework which empowers and protects people who may lack capacity to make
certain decisions for themselves
2. To provide a framework for people who wish to plan ahead for a time when they may lack capacity

Clinicians are expected to be familiar with and adhere to the MCA’s principles, understand how it works in
practice and apply this where applicable when making DNACPR decisions. Staff working with people lacking
capacity should be familiar with the MCA’s Code of Practice and follow its guidance. Details of where copies of
the MCA and its code, along with other useful information, can be found are located at the end of this
Appendix.

Principles
The MCA is underpinned by five key principles set out in Section 1:
1.

Every Adult has the right to make his or her own decisions and must be assumed to have capacity to do
so unless it is proved otherwise. Assumptions should not be made that someone cannot make a
decision for themselves just because they have a particular medical condition or disability.

2.

People must be supported as much as possible to make a decision before anyone concludes that they
cannot make their own decision. This means that you should make every effort to encourage and
support the person to make the decision for themselves. If lack of capacity is established, it is still
important that you involve the person as far as possible in making decisions.

3.

People with capacity have the right to make what others might regard as an unwise or eccentric
decision. Everyone has their own values, beliefs and preferences which may not be the same as those
of other people. You cannot treat them as lacking capacity for that reason.

4.

Anything done for or on behalf of a person who lacks mental capacity must be done in their best
interests.

5.

Anything done for or on behalf of people without capacity should be the least restrictive of their basic
rights and freedoms. Professionals making decisions on behalf of those who lack capacity on a best
interests basis should always try to choose the option that interferes the least with the individual's dayto-day life. However, sometimes a level of restraint may be required in the person's best interests.

Capacity
Capacity is time and decision specific. In accordance with the first principle of the MCA, everyone over the age
of 16 is presumed to have capacity unless it is found otherwise. The MCA lays down a framework that must be
followed when services are working with people who may, permanently or temporarily, lack the capacity to
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make all, or some, decisions about their treatment and care for themselves.

Assessing Mental Capacity
The Two-stage Test (the diagnostic test)
Consider the following questions when assessing whether an individual has the capacity to make a decision:
1.

Does the person have an impairment of mind or brain, or is there some sort of disturbance affecting the
way their mind and brain works, either on a temporary or a permanent basis?

2.

If so, does that impairment or disturbance mean that the person is unable to make the decision in
question at the time it needs to be made (see functional test below)

The Four-step functional test (the functional test)
According to the MCA, a person is unable to make their own decision if they cannot do one or more of the
following:
(i) Understand the information relevant to the decision, including what will happen if they do or do not make
the decision;
(ii) Retain that information;
(iii) Use or weigh that information up in making their decision; and
(iv) Communicate their decision by any means, including talking or making sounds, movements (however
slight e.g. squeezing another's hand, blinking can be sufficient), signs (e.g. drawing pictures) or any other
means (principle 2 is particularly relevant here)?

All details of a person’s Mental Capacity Assessment must be documented in the person’s notes. This
information should be shared with all relevant health and social care staff involved in the person’s care
(including IMCAs).

Best Interests
Where a person is unable to make a decision for themselves, and all reasonable efforts have been made in an
attempt to support them to make their own decision, any decision made on their behalf must be made in
accordance with their best interests. The MCA does not fully define ‘best interests’ but case law has confirmed
that best interests looks at both medical and non-medical factors. Every patient, and every case, is different
and must be decided on its own facts. Decision makers must look at welfare in the widest sense, taking into
account not just medical but social and psychological factors. In order to assist in decision making, the MCA
sets out a checklist of factors which must be considered.

Best Interests Checklist
• Is there a relevant substitute decision maker by virtue of a WPA or Court Appointed Deputy?
• Is there a valid and applicable ADRT to refuse treatment?
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• Assess whether the person may gain capacity; if so, can the decision wait?
• Involve the person in the decision as much as possible.
• Explore the person’s past and present views, culture, religion and attitudes.
• Do not make assumptions based on a person’s age, appearance, condition or behaviour.



If the decision relates to the provision or withdrawal of life-sustaining treatment, the decision must not be
motivated by a desire to bring about the person’s death.

• Consult interested family and friends.

Decision-maker responsibilities
DNACPR decision-makers must:
· Involve the person.
· Have regard for the past and present wishes and feelings, especially written statements which may
be in the form of an advance care plan (ACP).
· Consult with others who are involved in the care of the person e.g. carer, LPA.
· Not make assumptions based solely on the person’s age, appearance, condition, disability or
behaviour.
· Ensure a valid and applicable ADRT (see below for details) to refuse CPR is respected even if others
think that this decision is not in the person’s best interests.
· Respect any LPA and/or ADRT including end of life treatment.
· Seek the appointment of an IMCA were the person lacks capacity and there is no one to speak on
their behalf other than a paid carer.
· Be kept under review.

Decisions Reserved to the Court of Protection
There are certain serious decisions are reserved to the Court of Protection and cannot be taken without
recourse to the Court. This includes cases where there is a dispute about whether a particular treatment will be
in a person’s best interests.
It is essential that decision makers are familiar with sections 6.18 and 8.18 of the Code of Practice.

Advance Decision to Refuse Treatment
A DNACPR is a clinical decision made on best interests relevant to the disease of the person whereas an ADRT is
the person’s own decision.

The MCA creates statutory rules with clear safeguards so people can make an ADRT including end of life
treatment if they should lack capacity in the future. Where a patient wishes to make an ADRT to refuse lifeOctober 2014 - Final
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sustaining treatment, it must comply with the following legal requirements:


It must be in writing



It must be signed by the person (or in their presence if they are unable to do so themselves)



It must be witnessed



It must include a statement that it is to apply even if life is at risk

ADRTs which do not relate to refusal of life-sustaining treatment do not have to be in writing, although this is
always preferable if possible. The ADRT does however need to be specific and clearly relate to the treatment in
question. Where an ADRT is provided verbally, this should be recorded in detail in the patient’s records and the
accuracy confirmed with the patient.

A valid and applicable ADRT is classed as a contemporaneous decision and must be followed, unless the patient
withdraws the decision (a withdrawal does not need to be in writing, even where it relates to an ADRT refusing
life-sustaining treatment) or has indicated that they have changed their mind (eg, by acting inconsistently with
its terms).

A DNACPR is not an ADRT; it is a legal document informing healthcare professionals of a medical direction. If the
person has a valid and applicable ADRT refusing CPR a copy should be attached to the back of their DNACPR
form.
The decision maker should make reasonable efforts to ascertain whether a patient who may be considered for a
DNACPR decision has made either an ADRT or an advance decision to refuse end of life treatment.

There is sometimes confusion regarding Advance Care Planning (ACP), advance decisions and DNACPR. Some
basic definitions are:

Advance Care Planning

Advance Decisions to Refuse Treatment

DNACPR

This is a process of discussion between an These must relate to a refusal of specific A DNACPR decision applies to CPR only,
individual and their care providers medical treatment and can specify other ceilings of treatment need to be
irrespective of discipline. The difference circumstances. It will come into effect when discussed. A DNACPR is a method of
between ACP and planning more generally is the individual has lost capacity to give or communicating a medical instruction, a
that the process of ACP is to make clear a refuse consent to treatment. Careful clinical decision made on best interests
person’s wishes and will usually take place in assessment of the validity and applicability relevant to the disease of the person.
the context of an anticipated deterioration of an advance decision is essential before it
in the individual’s condition in the future, is used in clinical practice. Valid advance
with attendant loss of capacity to make decisions, which are refusals of treatment,
decisions and/or ability to communicate are legally binding.
wishes to others.
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When do you need an IMCA?
The MCA makes provisions for an Independent Mental Capacity Advocate (IMCA) Service. This provides an
independent advocate to support particularly vulnerable people who lack capacity to make important decisions
and who have no one to appropriately consult regarding certain decisions, i.e. family or friends.
The MCA places an obligation on Local Authorities and/or NHS bodies to instruct and/or consult an IMCA when
making decisions for a person who lacks capacity if:


The decision is about serious medical treatment provided by the NHS



It is proposed that the person be moved into long-term care of more than 28 days in hospital or 8
weeks in a care home



A long-term move (8 weeks or more) is being considered, for example, to a different hospital or care
home.

An IMCA will not be the decision maker but the decision maker will have a duty to take into account the
information given by the IMCA.

uDNACPR Decisions and Mental Capacity in relation to (NW) Adult uDNACPR Policy
Informing/ involving the person and others in DNACPR Decision. CPR is unlikely to be successful (NW)
form Section 1a)
When a DNACPR decision has been made on the basis that CPR is unlikely to be successful, the patient should
usually be informed of the decision and why CPR is an inappropriate treatment, unless such a discussion would
cause them harm (NB – the fact that the patient may find the conversation distressing is not sufficient to
warrant their exclusion from the process). By keeping the patient informed, it allows them to make further
decisions for themselves in light of the DNACPR. If the person was not informed of the decision at time of
making, due to being too unwell, it is important that they are informed at the earliest appropriate. Any such
decisions should be kept under review and involve carers/relatives/LPAs and IMCAs as indicated elsewhere in
this policy.

If the person lacks capacity the relevant other/ LPA or IMCA, if appointed, MUST be told of the
decision when it is made or prior to discharge.

CPR may be successful but will not be of overall benefit to the individual (form Section 1b)
If the person has mental capacity the burdens and benefits of CPR need to be discussed and a decision reached
in partnership. If the person does not have capacity, their relevant others must be consulted to help establish
what is in the patient’s best interests. If the person has made a LPA, appointing a Welfare Attorney to make the
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relevant decisions on their behalf, that person will have decision-making responsibility and therefore must be
consulted. A Welfare Attorney may be able to refuse life-sustaining treatment on behalf of the person if this
power is included in the original LPA. You need to check this by reading the LPA. If there is no one appropriate
to consult with and the person has been assessed as lacking capacity then a referral should be made for
appointment of an IMCA.
The following needs to be recorded;


State clearly in the notes what was discussed and agreed.



If the decision was not discussed with the person, state the reason why this was inappropriate.



State the names and relationships of relevant others with whom this decision has been discussed.



A detailed description of such discussion should be recorded in the clinical notes.

There is a valid advance decision to refuse CPR in the following (NW form Section 1c)
Where there is an ADRT to refuse CPR, it is important to check its validity and applicability by confirming:

1. Is the ADRT refusing CPR in the current circumstances?
2. Is it in writing, signed by the patient?
3. Has it been witnessed and signed by the witness?
4. Does it contain the statement that it is to apply ‘even if life is at risk’
5. Has the person been consistent with their ADRT (and not indicated that they have changed
their mind or withdrawn their decision)?
If the answer to all the above is ‘Yes’ the ADRT is valid and applicable.
If the ADRT contains specific circumstances when CPR would not be appropriate write these on the DNACPR
form.
If there is a valid and applicable ADRT, a copy on white paper should be kept with the DNACPR form

Remember a person can change this decision at any time
Please Note:
Nothing in this policy overrules the organisation’s general MCA training/policy or the MCA itself or the MCA’s
Code of Practice. It is important that staff are familiar with MCA and the Code of Practice and have attended
relevant training.
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For further information:
ADRT

www.adrtnhs.co.uk
www.ncpc.org.uk/download/publications/ADRT.pdf

Human Rights Act 1998 www.opsi.gov.uk/acts/acts1998/ukpga_19980042_en_1
MCA

www.legislation.gov.uk/ukpga/2005/9/contents

MCA Code of Practice

www.publicguardian.gov.uk/mca/code-of-practice.htm
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