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Unified
Do Not Attempt 

Cardio-Pulmonary Resuscitation
DNACPR

Introduction
Change of name – Resuscitation can mean fluid, antibiotics etc. therefore need to use the wording CPR NOT 
resuscitation. If a person stops breathing CPR would not be commenced therefore resuscitation protocols would not be 
followed.

DNACPR sits within End of Life Care (EoLC) if a person is thought likely to die within the next 12 months they should be 
places on the Gold Standard Framework, which includes advance care planning ACP and DNACPR. It may be the ACP 
or the DNACPR decision generates the other but they work hand in hand and not in isolation.

Survival to discharge following attempted resuscitation is poor, in acute hospital environments it is approximately 15-20%, 
in the community environment it is less than 5%. TV portrays 83%.

South Central has 32,751 deaths per year of which 20,943 (64%) are hospital deaths, of which 3886 (19%) received 
CPR. 54% of complaints in acute hospitals relate to care of the dying/bereavement care (Healthcare Commission 2007).

Although in theory CPR can be attempted on any person prior to death, there comes a time for some people when it is 
not in their best interests or their wishes.

The South Central End of Life Care Steering Group established a working sub group for a Adult unified DNACPR policy 
and documentation across South Central Strategic Health Authority (SCSHA) in Sept 2008. Launched in March 2010.

The documentation is common to all areas of care including the patient’s home, care homes, hospices, ambulances, 
primary care trusts and acute hospitals and will be readily transferable between these settings. The documentation is 
specifically related to the individual patient and their needs and preferences; not specific to the service delivering their 
care at any given time.
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Objective

To ensure all staff are aware and 
understand the context, process and 

communication of the unified 
DNACPR policy



• 32,751 deaths per year

• 20,943 (64%) hospital deaths

• 2-3 admissions in year before 
death, 18 (6-40) days

• 3886 (19%) had CPR
• 168 (1%) complaints

•54% of complaints in acute 
hospitals relate to care of the 
dying/bereavement care 
(Healthcare Commission 2007)

DNACPR is part of EOLC

64% die in hospital, although some studies show 10% want to in hospital the rest 
would prefer to die at home but it is not always possible or probable.

1% of complaints does not sound much but they all cost money.

Is believed to be the tip of the iceberg as relatives are not brave enough or in the 
right frame of mind to complain.
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Context

Purpose 
• A framework to:

- Respect individual's wishes
- Reflect Best Interests
- Benefits not outweighed by burden

• Unified documentation

Purpose
This policy provides a framework to ensure that DNACPR decisions

- respect the wishes of the individual, where possible 
Individuals may insist on CPR being undertaken even if the clinical evidence suggests that it will not provide any overall benefit. Sensitive discussion with 

the person should aim to secure their understanding and acceptance of the DNACPR judgement. Although individuals do not have a right to demand 
that doctors carry out treatment against their clinical judgement, the person’s wishes to receive treatment should be respected wherever possible. 
Where the clinical decision is seriously challenged and agreement cannot be reached, legal advice may be indicated; this should very rarely be 
necessary.
- reflect the best interests of the individual 

Where the expected benefit of attempted CPR may be outweighed by the burdens, the patient’s informed views are of paramount importance. If the 
patient lacks capacity those close to the patient should be involved in discussions to explore the patient’s wishes, feelings, beliefs and values.
- provide benefits that are not outweighed by burden 

Some patients may ask for CPR to be attempted, even if the clinical evidence suggests that in their case there is only a very small chance of success. 
Although the healthcare team may doubt whether the risks and burdens associated with CPR are justified by the very small chance of success, the 
individual whose life is at stake may be willing to accept that chance. Realistic information must be provided sensitively to patients about the nature of 
CPR and the likely risks, including the risk of long term neurological damage, but if patients still ask that no DNAR decision be made, this should 
usually be respected.

The policy provides clear guidance for clinical staff.
There is unified documentation including a policy, patient information leaflet and the DNACPR form which has specific guidance attached. 
Individual institutions will educate staff re the policy and give tips on how to discuss this sensitive subject with patients.

The policy ensures that DNACPR decisions refer only to CPR and not to any other aspect of the individual’s care or treatment options. 
It is recommended that when a DNACPR decision is made that all other treatment options are discussed and documented.
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Context

Scope
• South Central SHA
• All multidisciplinary teams
• Individuals over 18 years

Scope
This policy applies to all the multidisciplinary healthcare teams involved in patient care across the range of settings within SCSHA.

All multidisciplinary healthcare teams were given the option to be part of the working group, for those who could not attend meetings all minutes and 
documents were sent out for their comment to ensure that this is truly a unified DNACPR policy

This policy can be applied to all individuals over the age of 18.
For children there is a separate policy for a unified Advance Care Plan, which will be discussed briefly later in this session.
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Context

Legislation & Guidance
• Resuscitation Council (UK)
• Human Rights Act 1998

- Article 3 - free from inhumane treatment

- Article 8 – Respect privacy & Family Life
- Article 10 – Freedom of expression

- Article 14 – Free from discriminatory practices 
in respect of rights above

• Mental Capacity Act 2005
• Coroners Act 1988

Legislation & Guidance
Resuscitation Council (UK)

This unified DNACPR policy took account of the 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 and Recommended standards for 
recording "Do not attempt resuscitation" (DNAR) decisions (2009). See reference slide.

Human Rights Act (1998)
The following sections are relevant to this policy 

• failure to provide CPR could be a breach of the individual’s the 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)

See reference slide.

Mental Capacity Act (2005)
See next slide for further notes and information.
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Mental Capacity Act 2005

Introduction
• 5 Principles

- Assume Capacity
- Do not treat as incapable
- Not incapable if you feel decision is unwise
- Could outcome be achieved in less restrictive way Involve the person
- Best interests

• The decision maker must ensure they
- Involve the person
- Past & present wishes
- Consult with others
- don’t make assumptions based on age etc.
- ADRT

Introduction:

Under the Mental Capacity Act 2005 clinicians 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 Act was welcomed as legislation which places the person who lacks capacity at the heart of decision-
making, ensuring that decisions made for them are in their best interests.

Enables planning for the future where individuals can  choose somebody they trust to make decisions on their 
behalf about either their  finance and property or health and welfare  - Lasting Powers of Attorney (LPAs).

Best Interests: The Act doesn’t define best interests but does give a checklist.  

5 Principles:

1. Assume a person has capacity unless proved otherwise.
2. Do not treat people as incapable of making a decision unless all practicable steps have been tried to help them.
3. A person should not be treated as incapable of making a decision because their decision may seem unwise.
4. Always do things or, take decisions for people without capacity, in their best interests.
5. Before doing something to someone or making a decision on their behalf, consider whether the outcome could be 

achieved in a less restrictive way.

The decision maker:

The decision maker must:

• involve the person who lacks capacity

• have regard for past and present wishes and feelings, especially written statements

• consult with others who are involved in the care of the person

• not make assumptions based solely on the person’s age, appearance, condition or behaviour

• An advance decision to refuse certain medical treatment made at the time when a person had 
capacity should be respected even if others think that this decision is not in their bests interests.
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Mental Capacity Act 2005 Cont’

• Assessing ability to make a decision
- Do they understand why they need to make a decision?

- Do they understand the consequences?
- Can they retain, use and weigh up decision?
- Can they communicate their decision?

• Advance Decision to Refuse Treatment (ADRT)

Making Decisions – a guide for people who work in health and social care (OPG 2008). 
Provides a single clear test for assessing whether a person lacks capacity to take a particular decision at a particular time
This test is “decision-specific” and time specific
Requires decision-makers to act in the patient’s best interests
Lays down a duty to consult with people involved in caring for the person lacking capacity

Assessing ability to make a decision:

Does the person have a general understanding of what decision they need to make & why?

Does the person have a general understanding of the likely consequences of making/not making this decision?

Is the person able to understand, retain, use & weigh-up the information relevant to the decision?

Can the person communicate their decision?

ADRT:

Advance decisions to refuse treatment (ADRT) – The Act creates statutory rules with clear safeguards so that people 
may make a decision in advance to refuse treatment if they should lack capacity in the future. The Act sets out two 
important safeguards of validity and applicability in relation to advance decisions. Where an advance decision 
concerns treatment that is necessary to sustain life, strict formalities must be complied with in order for the advance 
decision to be applicable. These formalities are that the decision must be in writing, signed and witnessed. In addition, 
there must be an express statement that the decision stands “even if life is at risk” which must also be in writing, 
signed and witnessed.



DNACPR should be included in annual resuscitation training. As part of normal 
training one is taught how to prevent arrests from happening, it should be 
emphasised that for those at the end of their life (likely to die within 12 months) 
should be placed on the Gold Standards Framework, which will progress to 
advance care planning (including DNACPR), early communication of this plan 
and decision and at the very end of their life the Liverpool Care pathway should 
be added. 
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Decision-making framework

Although this looks very busy it will be discussed in sections. 

By the end of this framework a decision whether the individual will require a DNACPR decision or not will have been 
made.

It is recommended that laminated copies and / or posters are available for the training session.
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Decision-making framework

Decision-making framework
Is cardiac or respiratory arrest a clear possibility in the circumstances of this person?

NO - For the majority of people receiving care in hospital or community setting, the likelihood of 
cardiopulmonary arrest (cessation of breathing and  heartbeat) is small, therefore no discussion of such event routinely 
occurs unless raised by the individual. Discussion at this point is likely to cause unwarranted stress to the patient and 
families.

- If patients wish to discuss DNACPR, this wish should be accommodated.

Please note if an unexpected cardiac arrest occurs
•Every attempt to resuscitate the individual will take place in accordance with the advice given by the RC (UK) unless a 
valid DNACPR decision or an Advance Decision to Refuse Treatment (ADRT) is in place and is known.
•In the event of a clinician finding a person dead who has had a cardiac arrest and there is no DNACPR decision or an 
ADRT to refuse CPR the clinician must rapidly assess the case as to whether it is appropriate to commence CPR. 
Consideration of the following will help to form a decision, but it must be stressed that professional judgement that can be 
justified and later documented must be exercised.

- 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?
- providing the clinician has demonstrated a rational process in decision making, the employing 

organisation will support the member of staff if this  decision is challenged.
BMA/RCN/RC (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 
- 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.

Yes - Is there a realistic chance that CPR could be successful?
See next slide
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Decision-making framework

Decision-making framework
Does the person lack capacity?

Yes a. Does the individual have a valid and applicable ADRT, if so this must be respected, documented 
and communicated. 

b.  Has an attorney, deputy or guardian been appointed? If yes they should be consulted and 
involved in the decision making process.

If the answer is no to a or b, a decision should be made on the basis of best interests. Remember as a decision maker 
you have a legal duty to consult with those close to the individual who lacks capacity. Document all discussions.

If there is no one appropriate to consult and the person has been assessed as lacking capacity then an instruction to an 
IMCA should be considered.

No - Are the potential risks and burdens of CPR considered to be greater than the likely benefit of CPR?

See next slide
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Decision-making framework

Decision-making framework
Is there a realistic chance that CPR could be successful?

NO - if cardiac arrest is a clear possibility for the individual and CPR may be successful, but followed by a length and 
quality of life which would not be of overall benefit to the person; the person’s views and wishes in this situation are 
essential and must be respected. 

When discussion may not be necessary
- If the individual has indicated a clear desire to avoid such discussion this decision must be 

respected. 
- If the individual has an irreversible condition where death is the likely outcome, the individual should 

be allowed to die a natural death, it may not be appropriate in these circumstances to discuss a DNACPR decision with 
the individual.

Where there has been no discussion this must be documented and the reasons recorded.

Yes - Does the person lack capacity?
See next slide
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Decision-making framework

Decision-making framework
Are the potential risks and burdens of CPR considered to be greater than the likely benefit of CPR?

Yes - Where the expected benefit of attempted CPR may be outweighed by the burdens, the patient’s 
informed views are of paramount importance. If the patient lacks capacity those close to the patient should be 
involved in discussions to explore the patient’s wishes, feelings, beliefs and values. 

It is important to note that relatives should NOT be asked to make the decision they are only providing information so 
the healthcare professionals can make and informed choice on behalf of the patient. 

Remember realistic information must be provided sensitively to patients and relatives (if appropriate) about the nature of 
CPR and the likely risks, including the risk of long term neurological damage. Document discussion.

No - CPR should be attempted unless the individual has capacity and states that they do not want CPR attempted.

Documenting discussions in the notes –
- what was discussed,
- who was present, 
- date, 
- time, 
- signature and print name of person completing documentation
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Decision-making framework

Case studies
1. Mr B a 78 year old gentleman suffers with ischaemic

heart disease. He has over the past 6 months been 
admitted to hospital 3 times for deterioration in his 
condition. Patient is fed up and has had enough of 
being admitted to hospital all the time. He has 
capacity.                                           

2. Mrs C 47 year old lady, has been diagnosed with an 
aggressive terminal cancer maybe 6 months to live if 
lucky. She has capacity.

3. Mrs D 69 year old, normally active lady is 5 days post 
CVA, she does not have capacity.

Case studies to practice using the framework. These were chosen to generate discussion. Points of discussion - Is this a 
clinical decision? if so the patient needs to be informed that this is not a treatment option as part of their EoLC 
discussions not asked what they want. These decisions and discussions take time and it may be that a patient is for 
CPR until such a time that they accept they are dying although not ideal this can help prevent stress to the person. 
They need to know though that health care professionals are not forced to deliver inappropriate, inhumane 
treatments.

1. Mr B a 78 year old gentleman suffers with ischaemic heart disease. He has over the past 6 months been admitted to 
hospital 3 times for deterioration in his condition. Patient is fed up and has had enough of being admitted to hospital 
all the time. He has capacity.    

2. Mrs C 47 year old lady, has been diagnosed with an aggressive terminal cancer maybe 6 months to live if lucky. She 
has capacity.

3. Mrs D 69 year old, normally active lady is 5 days post CVA, she does not have capacity.

Any other suggestions
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Communication of decision

DNACPR Form
- Who completes it?
- Who owns it?
- Where it is stored?
- Document in patient’s notes

Who completes it? 

Completed by the most senior clinician, if this isn’t the Consultant or GP, then it will need to be verified.

Within organisations, there may be Senior experienced, appropriately trained nurses who are able to do this. Need to 
ensure that the organisation recognises this role, and provides indemnity for the individual.

Who owns it?

The form, and most importantly the decision belongs to the person, not the Institution. The form will travel with the 
person, ambulance crew instructions need to be completed.

Where it is stored?

The form is stored either in the front of  person’s notes, or in their home.

See message in a bottle.

Documentation in notes

The form being completed does not negate the need to document in the person’s notes.
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DNACPR form

Ensure you have a book of DNACPR forms to show people. Also, if possible, have some laminated so that you can hand 
them around.

The form needs to :

•be completed in Black ball point pen, and checked to ensure all details have copied onto the white audit copy before 
tearing out.

•have the person’s full name, date of birth, NHS number and address written clearly.

•have the date and time of decision documented.

•have any review dates stipulated.

•have ambulance crew instructions completed, if necessary.



18

Reason for DNACPR decision

Section 1

1.A CPR is unlikely to be successful

1.B CPR may be successful………

1.C DNACPR is in accord ………

1.   Reason for DNACPR decision 
A) CPR is unlikely to be successful due to

This decision has been discussed with the person Yes     � No     �
This decision has been discussed with relevant other Yes     � No     �
Name of relevant other

Summary of the main clinical problems and reasons w hy CPR would be inappropriate, unsuccessful or not in 
the person’s best interest’s .Be as specific as possible. In this situation discussion with person / relevant other is not 
compulsory, unless the person is at home or being discharged home with the form. Record the details of discussion or 
the reason for not discussing in person’s notes.

B) CPR maybe successful, but followed by a length and quality of life which would not be of overall benefit to the person.
•Person involved in discussions? Yes     � No     �
•Person lacks mental capacity and has a legally appointed Welfare Attorney: Name 
•Person lacks mental capacity and does not have a legally appointed Welfare Attorney. Decision made on basis of 
benefit to the person in discussion with: Name(s)
Summary of communication with person… State clearly what was discussed and agreed. If this decision was not 
discussed with the person state the reason why this was inappropriate. If the person does not have capacity their 
relatives or friends must be consulted and may be able to help by indicating what the person would decide if able to do 
so. If there is no one appropriate to consult and the person has been assessed as lacking capacity then an instruction to 
an IMCA should be considered. If the person has made a Lasting Power of Attorney, appointing a Welfare Attorney to 
make decisions on their behalf, that person 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 Lasting Power of Attorney. You need to check 
this by reading the LPA.If the person has capacity ensure that discussion with others does not breach confidentiality. 
State the names and relationships of relatives / relevant others with whom this decision has been discussed. More 
detailed description of such discussion should be recorded in the clinical notes where appropriate.

C) DNACPR is in accord with the recorded, sustained wishes of the person who is mentally competent. 
Valid and applicable Advanced Decision to Refuse Treatment (ADRT) seen?  Yes     � No     �
Record the assessment of capacity in the clinical notes. Ensure that any advance decision to refuse treatment is valid for 
the person’s current circumstances. If this decision has not been discussed with the person or Welfare Attorney state the 
reason
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DNACPR form sections

• Section 2: Decision maker
• Section 3: Review – ‘INDEFINITE’
• Section 4: Communication
• Section 5: Ambulance crew instructions
• Tear off slip- Message in a Bottle

Section 2:

State names and positions. In general this should be the most senior healthcare professional immediately available. The 
decision must be verified by the most senior healthcare professional responsible for the person’s care at the earliest 
opportunity. If the person making the decision is the most senior person, verification is not required. 

Section 3:

A fixed review date is not recommended. This decision will be regarded as “INDEFINITE” unless : 

i) a definite review date is specified

ii) there are changes in the person’s condition

iii) their expressed wishes change

Reviewer needs to sign etc on the form and document the outcome in the notes.

Section 4:

Please ensure that all Health Care Professionals who have been informed are aware of their responsibility to document 
the decision in their own records, as the original stays with the person.

Section 5:

If person dies in transit – This guidance is in line with the Coroners Act 1998 (this Act is currently under review)

Tear off slip:

Completion

- This needs to be completed either by the healthcare professional in the discharging hospital / 
institution or the healthcare professionals in the patient’s home, when a decision has been made where is the best place 
for the form to be kept, ensure the information is printed clearly for ease of reading.

- Patients notes may be an option or in a empty drawer or cupboard within easy access. It is 
important to ensure the individual and their relatives are aware of the importance of this form being available quickly and 
that they do not move it from the designated place, unless the patient is moving from the home. Ensure they are aware 
that to do so may result in an inappropriate resuscitation attempt being carried out.

Message in a bottle (MB)

- When the slip is completed, tear off carefully, insert into the message in the bottle (it may be a good 
idea for the healthcare professional to complete the other information that is requested on the MB sheet so that it is 
clearly written) and place the MB in the door of the fridge for easy access. 

- The MB comes with 2 stickers, one should be placed on the fridge door so it is easily recognised as 
the fridge (built in fridges are hard to identify without this sticker). The other sticker is placed in clear view inside the 
patient front door, so that the person visiting is aware straight away that important information is being kept in the fridge. 

- Ordering information of MiB – these come form either the local lead, check with them first or direct 
from the Lions charity – remember however that although they do not charge it would be good to give them a donation as 
we do not want to bankrupt the charity.



20

DNACPR decision

• Review

• Cancellation

• Suspension

Review, Cancellation and Suspension of 

Review of DNACPR decision

This decision is regarded as ‘Indefinite’ unless 

i. a definite review date is specified

ii. there are changes in the person’s condition

iii. The person expresses wishes to change the decision 

•The frequency of review should be determined by the health professional in charge of the individual’s care at the time of the initial decision. It is 
preferred that when possible no review date is written as this increases the risk of the DNACPR decision expiring and an inappropriate resuscitation 
attempt taking place because the decision was not updated. 

•If a review date is specified, it is the responsibility of all healthcare professionals involved in the patient’s care to ensure it is reviewed on time.

It is important to note that the person’s ability to participate in decision-making may change with changes in their clinical condition. Therefore when the 
DNACPR decision is reviewed the clinician must consider whether the person can now contribute to the decision making process if they were able to 
when the initial decision was made. 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, although where a person has previously been informed of a decision and it subsequently changes, they should be informed of the 
change of decision and the reason for it.

Cancellation of DNACPR decision

•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 2 diagonal lines in black ball-point ink and the wo rd ‘CANCELLED’ written clearly between them , dated and signed by the healthcare 
professional and documented in the notes.

Suspension of DNACPR decision

•It is the responsibility of the healthcare professional cancelling the DNACPR decision to communicate this to all parties informed of the original decision. 
In some circumstances there are reversible causes of a cardio respiratory arrest these are either pre-planned or acute and the individual should receive 
treatment, unless intervention in these circumstances has been specified.

•Pre planned - Some procedures could precipitate a cardiopulmonary 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.

•Acute - Where the person suffers an acute, unforeseen, but immediately life threatening situation such as anaphylaxis or choking. In such 

circumstances CPR would be appropriate while the reversible cause is treated.
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Audit

• Local Trust / Institution

• South Central SHA

• Audit Form

Local Trust / Institution
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 SCSHA request for audit 
purposes. 
This includes:

•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 (see Appendix 3 audit tool) 

Frequency and information.
Compliance with the policy will be audited annually. The SCSHA DNACPR Audit Tool (Appendix 3 in policy) is 
recommended however local standards may be used providing the information required by SCSHA is available. Ensure 
that when searching for the evidence required that it is the information that is documented in the written notes not just on 
the form.

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

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

South Central SHA
The SCSHA will measure, monitor and evaluate compliance with this policy through audit and data collection.

The form
It is suggested that a laminated copy of this is available for staff to look at during the session if they choose.
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Paediatric

• Advance Care Plan

The Paediatric Advance Care Plan has been developed in parallel to the Adult DNACPR. It should be noted that the 
Paediatric document is much more complex, and needs additional training .
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Ordering Information

Check with local lead the plans for reordering of supplies.
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Further information / advice

• Local contacts
ADULT
Name: Tracey Courtnell
Tel:  07990527452
Email:  tracey.courtnell@oxfordshirepct.nhs.uk

PAEDIATRIC
Name: Karen Brombley

Tel:      01865 265023
Email:  karen.brombley@oxfordshirepct.nhs.uk

• SCSHA DNACPR Project Manager
Tracey Courtnell As Above

Please ensure your local contact details are available at the teaching session
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Any Questions ?
Project Manager DNACPR
Tracey Courtnell
07990527452  
tracey.courtnell@oxfordshirepct.nhs.uk

Message in Bottle
Madeline Radburn
01993 772241 or 07801745768
mr@johnradburn.org.uk

Frequently asked questions to be inserted here.
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Summary

Understanding, the context, process 
and communication of the 

DNACPR policy will reduce 
inappropriate resuscitation attempts
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