NHS Surrey – September 2011

Appendix 2
Summary of the Joint Statement: BMA / RCN / UK Resus Council DNAR Guidelines (2007)

Please note this is not a substitute for reading the full statement. The full statement can be found www.resus.org.uk/pages/dnar.pdf 

It is best practice for policies to:

· Explain that when a patient is in the final stages of an incurable illness and death is expected within a few days, CPR is very unlikely to be clinically successful. In some cases it may prolong or increase suffering and subject the patient to a traumatic and undignified death. In these circumstances, most patients want a natural death without unnecessary interventions that most consider to be undignified.

· Explain that earlier discussions with patients about their general care and treatment aims may have addressed this issue. For example, in the context of palliative care, where patients are known to have an incurable illness, discussion and explanation about the realities of attempting CPR may occur in advance of the last few days of life 

· Explain that some patients may, despite potentially distressing adverse effects, have specific reasons for wanting to try to delay death, even if this is only for a very short period of time. If such a wish is expressed, accurate information must be provided about the likelihood and length of survival that might realistically be expected, and about the potential risks and effects of attempted CPR. The patient should be invited to discuss the risks and benefits of CPR in order to reach an agreed decision on whether or not it should be attempted.

· Explain that where a DNACPR decision has been made on the grounds of an ‘unacceptable outcome ’ rather than futility, some patients for whom a DNACPR decision has been established may develop cardiac or respiratory arrest from a readily reversible cause such as choking, induction of anaesthesia, anaphylaxis or blocked tracheostomy tube. In such situations CPR would be appropriate, while the reversible cause is treated, unless the patient has specifically refused intervention in these circumstances.

· Explain that where a DNACPR decision has been made on the grounds of an ‘unacceptable outcome’ rather than futility, it may be appropriate to temporarily suspend a decision not to attempt CPR during some procedures if the procedure itself could precipitate a cardiopulmonary arrest. Some patients may wish a DNACPR decision to remain valid despite the increased risk of a cardio-respiratory arrest and the presence of potentially reversible causes; others will request that the DNACPR decision is suspended temporarily. The time at which the DNACPR decision is reinstated should also be discussed and agreed. 

· Ensure that policies refer to not performing cardio-pulmonary resuscitation in other words, cardiac massage and artificial respiration. Patients and their carers need to be reassured that although cardio-pulmonary resuscitation will not be attempted, general care and comfort will remain a priority.

· Ensure policies are clear on who can make the decision about DNACPR. These include the patient, providing that they are over 16 years of age, have the mental capacity, have been informed about the treatment options and risks and are not unduly influenced, and the senior clinician responsible for the patients care. For patients between the ages of 16 – 18 you should encourage them to involve their parents or guardian in making such decisions. In the majority of cases this will be the consultant or GP, although they may delegate the responsibility to another registered medical practitioner. In certain settings an experienced nurse may be the senior clinical decision maker. Examples include nurse consultants or senior clinical nurses working in palliative care with appropriate training. Neither patients nor relatives can demand treatment, which the health care team judges to be inappropriate. 

· Ensure policies explain that where a DNACPR is signed under delegated authority by a senior medical practitioner who is not ultimately responsible for the patients care for example on-call doctors in the hospital setting and visiting GP’s in the OOH setting. The form completed in these circumstances requires the endorsement of the consultant, GP or appropriately trained senior nurse responsible for the care of the patient as soon as is practical. 

· Explain that an advance verbal or written decision about resuscitation by the patient must relate to specific circumstances and will only come into effect when the individual has lost the capacity to give or refuse treatment.

· Explain that ideally, a decision about whether to attempt to resuscitate a particular patient at the end of life is made in advance, as part of the overall care planning for that patient. As such, it should be discussed with the patient and their family along with other aspects of future care. This will be particularly important to consider for patient’s whose condition may or will affect their ability to communicate at a later stage e.g. Motor Neurone Disease. 

· Explain that in an in-patient setting when a clinical decision has been made that CPR should not be attempted, because it will not be successful, and the patient has not expressed a wish to discuss CPR, it may not be necessary or indeed not be appropriate to initiate such as discussion. 

· Explain that where a patient is at home it will be clearly inappropriate not to discuss the DNACPR issue if the clinician is planning to leave a signed DNACPR form in the patient’s house. 

· Explain that where no explicit advance decision has been made about the appropriateness or otherwise of attempting resuscitation prior to a patient suffering cardiac or respiratory arrest, and the express wishes of the patient are unknown and cannot be ascertained, there should be a presumption that health professionals will make all reasonable efforts to revive the patient.

· Explain that if the patient is unable to make the decision, the family should be consulted at the earliest opportunity before the consultant, GP or appropriately trained senior nurse makes the decision on the patient’s behalf after careful discussion with the multi-disciplinary team. Such discussions need to be undertaken by experienced staff. Relatives must be reassured that they are not responsible for the decision, but are key to ascertaining the patient’s wishes. 

· Explain that if the patient lacks capacity and has appointed a welfare attorney whose authority extends to making these clinical decisions, or if a court has appointed a deputy or guardian with similar authority to act on the individual’s behalf, this person should be informed of the decision and the reason for it. If a second opinion is requested, this should be arranged, whenever possible. 

· Explain that there is no ethical obligation to discuss resuscitation with those palliative care patients for whom such treatment would result in an ‘unacceptable outcome’ (National Council 2002). The consultant, GP or appropriately trained senior nurse is required to make an assessment of the benefit of having the discussion, tailored to each patient and to act in the patient’s best interests. However, people have ethical and legal rights to be involved in decisions that relate to them. Thus, where competent patients are at foreseeable risk of cardiopulmonary arrest or have a terminal illness, there should be sensitive exploration of their wishes regarding resuscitation. This will normally arise as part of general discussions about that patient’s care. The topic may be introduced by discussing the patient’s deteriorating condition and inevitable imminent death rather than specifically being confined to resuscitation decisions.

· Stipulate that where a decision has been made in one healthcare setting, often involving significant discussion with the patient and/or the family, it is important that this decision is respected when the patient is transferred to another setting (e.g. between hospital, home and hospice), unless the situation or circumstances have changed. 
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