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DO NOT ATTEMPT CARDIOPULMONARY RESUSCITATION (DNACPR)
POLICY
1.

INTRODUCTION
There is much confusion and uncertainty about resuscitation and the process of making “do
not attempt cardiopulmonary resuscitation” (DNACPR) decisions. This policy is based on
the guidelines produced by the British Medical Association, Royal College of Nursing and
Resuscitation Council (UK) and should be used in conjunction with the Yorkshire and
Humber DNACPR form, decision making framework and patient information leaflet which
can all be found appended to this policy. The purpose of the policy is to provide guidance
and clarification for all staff working within NHS Rotherham commissioned services (all
settings including Hospital, Hospice, Care Home and Home) regarding the process of
making DNACPR decisions.
This policy, originally developed and ratified in 2007, has been reviewed and updated with
the DNACPR form developed by the Strategic Health Authority Regional DNACPR group.
Cardio-pulmonary resuscitation (CPR) could be attempted on any individual in whom
cardiac or respiratory function ceases. Such events are inevitable as part of dying and
thus, theoretically CPR could be used on every individual prior to death. It is therefore
essential to identify patients for whom cardio-pulmonary arrest represents the terminal
event in their illness and for whom CPR is inappropriate. It is also essential to identify
those patients who would not want CPR to be attempted in the event of an arrest and who
competently refuse this treatment option. Some competent patients may wish to make an
Advance Statement about treatment (such as CPR) that they would not wish to receive in
some future circumstances (see Appendix 1). These statements must be respected as
long as these decisions are informed, currently applicable and made without coercion from
others.
Where patients are admitted to hospital acutely unwell or become medically unstable in
their existing home or healthcare environment, their resuscitation status should be
considered as soon as is reasonably possible. When no explicit decision has been made
about resuscitation before a cardio-pulmonary arrest, and the express wishes of the patient
are unknown, it should be presumed that staff would attempt to resuscitate the patient.
Although this should be the general assumption, it is unlikely to be considered reasonable
to attempt to resuscitate a patient who is in the terminal phase of an illness.
Throughout this document the term “relevant others” is used to describe patient‟s relatives,
carers, representatives, advocates, welfare guardians and welfare powers of attorney. This
policy addresses issues with regard to adult DNACPR decision-making. Such decision
making for children and young people can be even more complex and guidance should be
sought.

Page 3 of 22

2.

OBJECTIVES OF THE POLICY
To avoid inappropriate resuscitation
To ensure that decisions regarding CPR are made according to:






Whether CPR could succeed
The clinical needs of the patient
The patient‟s wishes and best interests
Current ethical principles
Legislation such as the Human Rights Act (1998) and the Mental Capacity
Act (2005)

To make DNACPR decision transparent and open to examination
To clarify DNACPR decision making for clinical staff caring for people who have
communication difficulties and other vulnerable groups.
To ensure patients, relevant others and staff have information on making decisions
about resuscitation and that they understand the process.
To clarify that patients and relevant others will not be asked to decide about CPR
when it would clearly fail and therefore is not a treatment option, or when the
circumstances of a possible arrest cannot be anticipated and therefore informed
discussion cannot take place.
To encourage and facilitate open, appropriate and realistic discussion with patients
and their relevant others about resuscitation issues.
To ensure that a DNACPR decision is communicated to all relevant healthcare
professions and services involved in the patient‟s care.

3.

RESPONSIBILITIES
The appropriate Director of a commissioned service will ensure that this policy is
disseminated to appropriate staff groups and that identified training and
development needs in relation to the implementation of the policy are addressed.
Clinical Team Leaders/Heads of Service will ensure that the policy is
implemented within their area and that any training as appropriate is provided. They
should also monitor that staff adhere to the policy and monitor compliance.
All Staff will ensure that they adhere to the policy and identify any training and
development needs in relation to implementation of the policy to their line manager.

4.

CARDIO-PULMONARY RESUSCITATION: WHAT IT IS AND WHAT IT IS NOT?
CPR measures include external chest compression, artificial respiration and defibrillation.
These measures are normally instituted by local staff, and should precipitate an emergency
call and other active resuscitation measures. CPR is instituted immediately and in full
following an unexpected collapse if there is a realistic expectation of it being successful.
In situations where it is decided that CPR measures would not be successful it may still be
appropriate to provide analgesia, antibiotics, and drugs for symptom control, feeding or
hydration (by any route), investigation and treatment of a reversible condition, seizure
control, suction, and treatment for choking. Comfort and treatment measures are instituted
after assessment, consultation with patient and relevant others, and on the basis of clinical
need.
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5.

THE PRINCIPLES UNDERLYING THIS POLICY
This policy is based on the following five principles:
5.1

Circumstances of cardio-pulmonary arrest
If the circumstances of a cardio-pulmonary arrest cannot be anticipated, it is not
possible to make a DNACPR decision that can have any validity in guiding the
clinical team. In order to make an informed decision about the likely outcome of
CPR it is essential to be able to think through the likely circumstance(s) in which it
might happen for the patient. It is an unnecessary and cruel burden to ask patients
or relevant others about CPR when it seems unlikely that circumstances would
occur where the patient would require CPR. This should never prevent discussions
about resuscitation issues with the patient if they wish.

5.2

When CPR would fail
In the situation where death is expected as an inevitable result of an underlying
disease and the clinical team is as certain as they can be that CPR would fail,
resuscitation should not be attempted. It is an unnecessary and cruel burden to ask
patients and relevant others to decide about CPR when it is not a treatment option.
Although patients should not be offered CPR where it is clear that it will not work,
discussion about resuscitation issues are important as part of helping the patient
and their family understand the severity of the patient‟s condition, unless it is clear
that such a discussion would be unwelcome or would cause harm.
Open and honest communication is essential in this situation. Where a medical
DNACPR decision has been made because CPR will not work for the patient, it is
the responsibility of the medical and nursing team to ensure that the patient and
family have the opportunity to discuss this.

5.3

Communication
Throughout their care, the patient should be given as much information as they wish
about their situation including information about resuscitation. Relevant others can
be given such information if the patient agrees. There should be a presumption in
favour of the patient and relevant others wanting to be involved in discussions about
DNACPR. It is not the professional‟s responsibility to decide how much information
the patient should receive, their task is to find out how much the patient wishes to
know or can understand. If a patient is not competent for this decision then the
clinical team must decide the best option – taking into account the knowledge of
relevant others about the patient‟s previous wishes. Relatives should never be
placed in a position such that they feel they are making a DNACPR decision
unless they are the legally appointed proxy for the patient. Their role is to provide
information about the patient‟s previously expressed wishes or what they believe
the patient would wish in this situation. The responsibility for making a DNACPR
decision lies with the most senior clinician who has medical responsibility for that
patient. Discussions about resuscitation are sensitive and complex and should be
undertaken by experienced medical or nursing staff. It is recommended that staff
have formal communication skills training in preparation for this clinical
responsibility.
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5.4

Quality of Life
This policy adopts the view that medical decisions should be based on immediate
health needs as well as a professional‟s opinion on quality of life. This is primarily
because opinions on quality of life made by health professionals are subjective and
sometimes at variance with the views of the patient and relevant others. Where
CPR may be medically successful but result in a poor quality or length of life, the
patient‟s wishes about wanting or not wanting resuscitation to be attempted, are of
paramount importance.

5.5

Presumption to Resuscitate
When no explicit decision has been made about resuscitation before cardiopulmonary arrest, and the express wishes of the patient are unknown, it should be
presumed that staff would attempt to resuscitate the patient. Although this should
be the general assumption, it is unlikely to be considered reasonable to attempt to
resuscitate a patient who is clearly in the terminal phase of an illness. Experienced
nursing staff are therefore not obliged to initiate resuscitation measures for a patient
where the death is clearly expected and due to an irreversible illness such that CPR
would be unsuccessful and unquestionably inappropriate.

6.

THE PROCESS OF MAKING A DNACPR ORDER (SEE FRAMEWORK – APPENDIX 3)
If it is not possible to anticipate circumstances where cardio-pulmonary arrest might
happen, there is no clinical DNACPR decision to make.
Do not initiate discussion about CPR with the patient or relevant others.
The patient and relevant others should be informed that they can have a discussion,
or receive information, about any aspect of their treatment. If the patient wishes, this
may include information about CPR and its likely success in different
circumstances.
Continue to communicate progress to the patient and relevant others if the patient
agrees.
Review only when circumstances change.
In the event of an unexpected cardio-pulmonary arrest there should be a
presumption that CPR would be carried out.
No DNACPR form should be completed.
If the patient wishes to make an advance decision that he/she would not wish to
have CPR in the event of an unanticipated arrest this should be explored in a
sensitive and realistic manner by an experienced member of the clinical team.
If it is possible to anticipate circumstances where cardio-pulmonary arrest seems
likely for a particular patient then it is possible to make a decision in advance which
would help a clinical team decide whether to attempt CPR in that event (see A and B
below).
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A.

If the patient is dying as a result of an irreversible condition, CPR is unlikely
to be successful. If the medical team is as certain as it can be that CPR would
not realistically have a medically successful outcome, it is inappropriate to
offer it as a treatment option.
Allow a natural death.
Good palliative care should be in place to ensure a comfortable and
peaceful time for the patient, with support for the relevant others.
Do not burden the patient or relevant others with having to decide about
CPR when it is not a treatment option.
Ensure that patient has and understands as much information about their
condition as they want and need (the reasons why CPR will not work should
be considered part of this information).
Document the fact that CPR will not benefit the patient.
Complete DNACPR form.
The absence of a DNACPR form should not alter the appropriate
management of an arrest.
Review if medical circumstances change in a way the means CPR could
result in a successful outcome.
Review if medical responsibility for the patient changes (e.g. patient
discharged home from hospital)
All reviews that take place should be documented and signed (see section 2
of the DNACPR form) and within the patient record.

B.

If the patient is thought not to be dying and the team is as certain as it can be
that CPR would realistically have a possibility of a medically successful
outcome, the next decision is whether the patient is competent to take part in
this discussion and fully comprehend the implications of the decision.
Competent patients are able to understand their situation and the
consequences of their decisions. Adults should be presumed to be
competent unless there is evidence to the contrary. Evidence that a patient
is suffering from depression or is under the influence of others would warrant
a formal assessment of competence. An assessment of competence should
relate to the specific decision the patient is being asked to make and their
ability to fully comprehend their situation and the implications of their
decision. Patients who are judged to be incompetent to make decision
about their care should be managed according to the principles of the
Mental Capacity Act (2005).
If the patient is competent for this decision:



Discuss the options with the patient unless they make it clear they do
not wish to have this discussion.
Continue to communicate progress to the patient and relevant others
if the patient agrees.

If the patient is not competent for this decision:




Enquire about previous wishes from the relevant others to help the
clinical team make the most appropriate decision. Continue to
communicate progress to them
Patients should be managed according to the principles of the Mental
Capacity Act (2005).
Continue to communicate progress to the relevant others.
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Document this discussion in the medical and nursing records detailing the
circumstances that any decision relates to and who was involved in the
decision making process.
Complete DNACPR form if appropriate.
Review regularly and if circumstances change.
In the event of a cardio-pulmonary arrest, act according to the patient‟s
previous wishes (or if the patient was not competent, follow the decision
made by the clinical team).
7.

THE DNACPR FORM
Whilst in hospital, the DNACPR form will be used as usual in accordance with that
hospital‟s DNACPR procedures. Whilst in Rotherham Foundation Trust the
DNACPR form will be used in accordance with this policy.
In the community setting the DNACPR form will be used in accordance with this
policy.
For any patient being transported within Rotherham by Yorkshire Ambulance
Service, the DNACPR form in this policy is to be used. Ensure that ambulance
control is aware of the existence of the DNACPR form at the time of booking the
ambulance.
The DNACPR form should follow the patient from setting to setting.
On transfer of medical responsibility of the patient from the care of one senior
healthcare professional to another the DNACPR status should be reviewed by the
senior healthcare professional who is assuming medical responsibility for the
patient. For patients being discharged to the community this will usually be the GP.
It is the responsibility of the supervising healthcare professional to inform the
receiving healthcare professional of the presence of a DNACPR form.
Where a patient with a DNACPR form is being discharged home or is dying at home
it is the medical and nursing team‟s responsibility to ensure that the family are
aware of its existence and know what to do in the event of an arrest. Where it is
considered potentially harmful for the DNACPR form to be in the patient‟s house it
should be sent immediately to the GP.
Ensure that out of hours services are informed (where appropriate) whenever a
DNACPR order is reversed.
When the form is no longer valid, either because the patient is for CPR or because
a new form has been completed, it must be marked as cancelled by making two
thick, dark, diagonal lines across the form; writing CANCELLED in large capital
letters and adding your signature and date. It should then be recorded and filed in
the patient‟s records.
There is agreement across the Yorkshire and Humber region, that black and white
forms will be acceptable as well as the red bordered ones. However, the form that
follows the patient should be original.
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8.

THE DIFFICULTIES OF MAKING A DNACPR DECISION
Patients and relevant others can surprise us with their decisions:
Some patients will wish to receive resuscitation despite marked illness with an
advanced and irreversible condition. Where CPR might be successful, offering
resuscitation to these patients is our acknowledgement of their desire to continue
treatment and makes the bereavement of relevant others less complicated since all
possible treatments were carried out.
Some patients will wish to refuse resuscitation despite an apparent good or
reasonable quality of life. These are people who would not want to prolong their
lives regardless of the cost. Withholding resuscitation from these patients is our
acknowledgement of their wish not to suffer unnecessarily and makes the
bereavement of relevant others less complicated since they feel the patient had
their wishes respected.

9.

THE ROLE OF THE FAMILY/RELEVANT OTHERS
If a patient is competent (i.e. capable of understanding their situation and the
implications of what is being discussed), his or her agreement must be sought
before discussing resuscitation issues with the relevant others. Where a competent
patient refuses to allow such information to be disclosed to relevant others this
refusal must be respected.
Family often see themselves as natural decision-makers in this situation and may
be surprised and/or distressed if they are not allowed to “protect” the patient from
such sensitive discussions. Sensitive exploration of these issues should be
undertaken by experienced medical and/or nursing staff.
It is generally good practice to involve those closest to the patient in discussions
about resuscitation decisions and patients should be encouraged to let staff know
who they would like to be involved. Patients should also be asked who they would
like to be involved in such discussions if and when they are no longer competent to
do so themselves. A formal legally appointed proxy (Attorney) would be able to
make a decision if the patient was deemed to be incapable of making the decision
themselves and it was specified in the Lasting Powers of Attorney.
Relevant others should never be burdened with feeling they are making a decision
about resuscitation. Where resuscitation might realistically be successful, the role
of the relevant others is to assist the patient in decision-making or to state what they
understand the patient‟s wishes to be.

10.

MEDICAL PREDICTION OF THE OUTCOME OF RESUSCITATION
Unfortunately, many patients have unrealistic expectations of the success of CPR
and its consequences. Explanations of the probability of survival to discharge can
significantly influence the resuscitation choices of patients.
Large studies have shown that for in-hospital arrests the success rates as defined
by discharge from hospital are in the order of 15% (38% immediate survival and
25% at 24 hours). Features associated with almost no chance of success are
pneumonia, poor mobility, advanced cancer, renal failure and hypotension. The
most successful resuscitation attempts are those which involve acute respiratory
failure or the prompt treatment of ventricular arrhythmias although this has not been
shown to alter the overall survival to discharge from hospital.
Medical prediction of the outcome of resuscitation should be as realistic as possible
and take into account the clinical condition of the patient, the likely cause of the
anticipated arrest and also the environment within which the patient is being cared.
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It is recommended that medical predictions be made on the likely outcome of a
prolonged resuscitation unless the patient is in a Coronary Care or Intensive Care
setting.

11.

WHEN CONSENSUS IS DIFFICULT TO ACHIEVE
The senior doctor responsible for the patient‟s care has the authority to make the
final decision, but it is important to reach a consensus with the patient, relevant
others and staff.
On occasions a clear decision is difficult. When one or two members of the team
hold a minority view, the rest of the team should respect their view and be prepared
to review the situation after a time agreed by the whole team.
Staff or relevant others with continuing concerns should approach the senior
clinician for a discussion.
Staff who continue to have concerns should approach their line manager.
Staff and relevant others who still feel dissatisfied should contact their Head of
Service or General Manager. All relevant organisations have Clinical Governance
Leads and can offer advice on further action as necessary.
The courts may have to be approached for the final say. This is usually a last
resort, although courts can be helpful in deciding complex cases.

12.

KEY POINTS
12.1

Making a decision about resuscitation
A decision about the appropriateness of CPR can only be made if the situation
where cardio-pulmonary arrest might occur can be anticipated for the particular
patient (e.g. recent MI, pneumonia, advanced cancer etc). If such a situation can‟t
be thought through then there is no medical decision to make and there is no
need to burden patients with resuscitation decisions.

12.2

Advance decisions – the exception to this would be where a patient wants the
opportunity to make it known that they would not wish resuscitation in the event of
any future unexpected cardio-respiratory arrest from any cause. Staff must clarify
that the patient fully understands the implications of such a request and the
discussion must be fully documented in the medical notes. Patients who wish to
refuse CPR should be encouraged to make a formal Advance Decision to Refuse
Treatment (ADRT) as a DNACPR form would not be legally binding.

12.3

The legal status of a DNACPR decision
If a DNACPR decision has been made because it is thought that CPR would
not be successful then this is classed as „clinical advice‟ and the DNACPR
form is appropriate for communicating this.
If a DNACPR decision has been made by a patient who is competent to
make that decision despite the fact that CPR could represent a realistic
treatment option then they must be encouraged to make an Advance
Decision to Refuse Treatment (ADRT). This must be signed by the patient
and witnessed. ADRTs are legally binding and must be followed. A
DNACPR form can be used to highlight the fact that a decision has been
made by the patient but in itself it is not legally binding (See Appendix 1).
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If a DNACPR decision has been made by a medical team acting in the best
interests of a patient who is not competent to make such a decision, it is
classed as „clinical advice‟ and the DNACPR form is appropriate for
communicating this.

12.4

Medical decisions about DNACPR
The role of the medical team is to decide if CPR is realistically likely to
have a medically successful outcome. Such decisions should not be solely
based on quality of life judgements.
It may help in making a medical decision to decide whether the patient
would be appropriate for Intensive Care (likely outcome of a “successful”
prolonged resuscitation).
It is not necessary to ask the patient to decide about resuscitation if the
clinical team is as certain as it can be that CPR realistically will not have a
medically successful outcome and the clinician is not obliged to offer CPR in
this situation. This must never prevent continuing communication with the
patient and relevant others about their illness, including information about
CPR, unless it is clear this discussion is unwelcome or would cause harm.

12.5

Nurse decisions about DNACPR
In October 2007 the British Medical Association (BMA) the Royal College of
Nursing (RCN) and the Resuscitation Council (UK) issued guidance re
nurses and DNACPR orders. The guidance makes it clear that the
responsibility for decision making and CPR must always rest with the most
senior clinician in charge of a patients/client care. In the majority of cases
this will be a registered medical practitioner but is some cases a senior
nurse with appropriate training may fulfil this role, subject to local discussion
and agreement. (Resuscitation Council 2007)
Following discussion and agreement by the Clinical Commissioning Group, it
has been decided that suitably experienced senior nursing staff (for example
specialist nurses, nurse practitioners and nurse consultants) have a role to
play in making DNACPR decisions and should be allowed to sign DNACPR
forms. It is for individual commissioned services to decide which nursing
staff should be given authority to sign DNACPR forms and to ensure that
they are adequately trained. Where possible, all senior healthcare
professionals involved in a patients care should be aware of and in
agreement with a DNACPR decision but, it is accepted that it may be
necessary for a senior member of the healthcare team to make a timely
decision (particularly during the out of hours period or at weekends) to
ensure the best treatment for the patient.

12.6

Patient Decisions about resuscitation issues
Where CPR is likely to have a medically successful outcome, consideration
of a DNACPR decision for quality of life reasons must be discussed with the
patient and their wishes must be given priority in this situation.
Doctors cannot make a DNACPR decision for a competent patient
based on a quality of life judgement unless the patient specifically
requests that they do this.
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12.7

The Patient who is not competent to make a decision about resuscitation
Enquire about previous wishes from the relevant others to help the clinical
team make the most appropriate decision. Continue to communicate
progress to them.
Patients should be managed according to the principles of the Mental
Capacity Act (2005).
Continue to communicate progress to the relevant others.

12.8

The role of the relatives/relevant others
It is the medical and nursing team‟s responsibility to ensure that the family is
aware of the existence of the DNACPR form and know what to do in the
event of the patient‟s death.
The Out Of Hours service must be made aware of the existence of the
DNACPR order. Every effort must be made to ensure the emergency
services are not called inappropriately where a patient‟s death is expected.

12.9

Patient with a DNACPR order being transported by ambulance
Ambulance control must be informed of the existence of the DNACPR order
at the time of booking the ambulance.
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12.9

Where no DNACPR decision has been made and a patient arrests
The presumption is that staff would attempt to resuscitate a patient in the
event of a cardio-pulmonary arrest. However, it is unlikely to be considered
reasonable for medical staff or experienced nursing staff to attempt to
resuscitate a patient who is in the terminal phase of an illness.

NB:

The presence or absence of a DNACPR form should not override clinical judgement
about what is in the patient’s best interests in an emergency (e.g. choking,
anaphylaxis etc)
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APPENDIX 1

Advance Statements and ADRTs

Advance Statement
This is a statement of a patient‟s views and wishes, indicating preferences and what forms of
medical treatment a patient would or would not want to receive should they be unable to
communicate their wishes at a later date. It does not need to be a written statement but if a patient
has strong views about what treatment they would or would not want in certain future
circumstances, they should be encouraged to discuss this with medical or nursing staff so that it
can be documented for future reference. An advance statement can also be used to indicate an
individual that the patient would like to be consulted regarding their wishes if the patient becomes
unable to take part in decision-making. Patients should be made aware that appointing a legal
proxy (lasting powers of Attorney) is preferable as they would have the legal power to make
decisions for the patient under the Mental Capacity Act.
Where an advance statement relates to the patient‟s wish to not have cardio-pulmonary
resuscitation in the event of a future unexpected cardiac and/or respiratory arrest, a DNACPR form
may not be appropriate and a patient should be encouraged to formulate a more formal advance
decision to refuse treatment (ADRT). In the event of an unexpected arrest, a clinical judgement
will need to be made regarding whether the circumstances of the arrest are covered by the
advance statement.

Advanced Decision to Refuse Treatment (ADRT)
These are a type of advance statement in the form of a more formal written document detailing the
patient‟s wishes regarding future treatment for a situation where they had become unable to
express their wishes. More information about ADRTs can be found on the NHS end of life care
website which gives details of how to draw up an ADRT and offers templates etc.

An advance statement of any kind may not be used by a patient to do the following:
1.
2.
3.
4.

request anything that is illegal such as euthanasia or for help to commit suicide
demand any treatment that is contrary to the clinical judgment of the healthcare team
refuse the offer of food and drink by mouth
refuse the use of measures designed solely to maintain a patient‟s comfort such as
appropriate pain relief

Where there is doubt or disagreement regarding the patient‟s competence, prognosis or best
interests with regard to withholding or administering treatment according to an advance decision,
legal advice should be sought.
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