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Appendix 3 
NHS South East Coast DNACPR Unified Principles

Frequently Asked Questions for Health Care Professionals 
1.
What guidelines have been used in the development of the principles document?
The principles have been developed to take account of the best practice joint statement by the BMA, RCN and Resuscitation Council (Nov 2007). The NMC have issued an advice statement (May 2008), recognising the joint guidance and clarifying that, senior nurses could be signatories with appropriate training. The principles also in line with the GMC guide, Treatment and care towards the end of life: good practice in decision making (May 2010). The GMC guide contains a legal annex of the key legislation for reference purposes. 

It is important that the principles are read and understood in the context of the Mental Capacity Act 2005. 

2.
Why are they referred to as principles and not policy?

The aims of the principles are to get best practice adopted to include a unified ‘way of working’ across the  South East Coast region including using a standard DNACPR form that is portable, can travel with the patient and is recognised as a valid form from  one organisation to another. 

This allows flexible organisational policies to be established.  For example community services may wish to train nursing staff to act as decision makers and therefore signatories, where as acute trusts may feel that this is not necessary due to the presence of medical staff. 

3.
What can be done to ensure that the ambulance service is sure which resident at the address the DNACPR relates to?

The ambulance service is in the process of upgrading IT systems that will flag patients by name as well as address. 

4.
What can the paramedics do if they attend a patient’s home where there is a valid DNACPR agreement and the carer is insisting on the patient being resuscitated?

In this situation paramedics would not be expected to commence CPR if an active, signed and valid red DNACPR form is present

If the form is present with the patient the paramedics would be supported by the ambulance Trust in not performing CPR as the presence of the form demonstrates the patient’s wishes. 

If the DNACPR form is not present the paramedic is required to treat the patient in accordance with organisational policy. 

5.
How have care homes and patients/carers been involved with the development of the principles?

The principles were developed by a sub-group of the NHS South East Coast End of Life Care Clinical Advisory Group so that organisations across NHS South East Coast could take a common approach to the DNACPR issue, based upon the joint statement from the BMA, RCN and Resus Council UK. 

The principles have been informed by a body of work extending over a 10 year period which has had the benefit of numerous informal inputs including from care home and patients/carers.

6.
Where does clinical judgement fit with a signed agreement?

Clinicians must always act in the patient’s best interests, which includes respecting advance decisions, however they also have to exercise clinical judgement. If for example the set of circumstances are beyond what could have been envisaged when the DNACPR was completed the clinicians should act appropriately, a good example would be a patient choking on a piece of food. Clinicians therefore must be able to justify their actions at all times. 

7.
Do the paramedics have to see the signed form rather than a copy?

Yes; the active red form is not intended to be copied. If lost a new form should be issued. 

8.
If the GPs complete an electronic version, how can this be made available in the home?

If completed electronically the form will need to be printed, signed and dated and given to the patient as they will require a hard copy.  

9.
What should the Consultant / GP / Nurse do if they do not feel it is in the patient's best interest to discuss DNACPR?

It is not always necessary to discuss a DNACPR order with a patient, their family/carers for example in a setting where end of life care is being provided. However, clinicians have to justify their actions. In an inpatient setting it may well be justified not to discuss the issue, however in a patient’s home it would be difficult to envisage a situation where one would leave a form in the home where the patient may discover it with out having discussed it first. The balance of an unacceptable outcome would be reversed in most home situations. In the home such discussions should be held with carers and relatives (with the patient’s consent): this is considered good practice and ensures all involved are  clear about what to expect and which service they should call for help if needed. 

The DNACPR form and process are seen as key components to help facilitate a patient’s wishes to die at home and avoid an inappropriate transfer to hospital at the end of life.  
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