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Main messages 
 
Given the serious nature of these decisions, a working knowledge of the full document 
(http://www.northdevonhealth.nhs.uk/gp/tep/) is expected by all clinicians to 
support the following summary: 
 
1. Considering explicitly, and whenever possible making specific anticipatory decisions 

about, whether or not to attempt CPR is an important part of good quality care for any 
person who is approaching the end of life and/or is at risk of cardiorespiratory arrest. 

 
2. If cardiorespiratory arrest is not predicted or reasonable foreseeable in the current 

circumstances or treatment episode, it is not necessary to initiate discussion about CPR 
with patients. 

 
3. For many people anticipatory decisions about CPR are best made in the wider context of 

advance care planning, before a crisis necessitates a hurried decision in the emergency 
setting. 

 
4. Every decision about CPR must be made on the basis of a careful assessment of each 

individual’s situation. These decisions should never be dictated by a “blanket” policy. 
 

5. Each decision about CPR should be subject to review based on the person’s individual 
circumstances. In the setting of an acute illness, review should be sufficiently frequent to 
allow a change in decision (in either direction) in response to the person’s clinical 
progress or lack thereof. In the setting of end-of-life care for a progressive, irreversible 
condition there may be little or no need for review of the decision 

 
6. Triggers for review should include any request from the patient or those lose to them, any 

substantial change in the patient’s clinical condition or prognosis and transfer of the 
patient to a different location (including transfer within a healthcare establishment) 

 
7. For a person in whom CPR may be successful, when a decision about future CPR is 

being considered there should be a presumption in favour of involvement of the person in 
the decision-making process. If she or he lacks capacity those close to them must be 
involved in discussions to explore the person’s wishes, feelings, beliefs and values in 
order to reach a “best-interests” decision. It is important to ensure that (in the absence of 
an applicable power of attorney) they are not the final decision-makers 

 
8. If a person with capacity refuses CPR, or a patient lacking capacity has a valid and 

applicable advance decision refusing treatment (ADRT), specifically refusing CPR, this 
must be respected 

 
9. If the healthcare team is as certain that it can be that a person is dying as an inevitable 

result of disease or catastrophic health event, and CPR would not re-start the heart and 
breathing for a sustained period, CPR should not be attempted. 

 
10. Making a decision not to attempt CPR that has no realistic prospect of success does not 

require the consent of the patient or of those close to the patient. However there is a 
presumption in favour of informing a patient of such a decision. The patient and those 
close to the patient have no right to insist on receipt of treatment that is clinically 
inappropriate. Healthcare professionals have no obligation to offer or deliver treatment 
that they believe to be inappropriate. 

 
11. Effective communication is essential to ensure that decisions about CPR are made well 

and understood clearly by those involved. 

https://www.resus.org.uk/pages/DecisionsRelatingToCPR.pdf


 
12. There should be clear, accurate and honest communication with the patient and (unless 

the patient has requested confidentiality) those close to the patient, including provision of 
information and checking their understanding of what has been explained to them. 

 
13. Any decision about CPR (including decision-making and discussions) should be 

communicated clearly to all those involved in the patient’s care 
 

14. It is essential that healthcare professionals, patients and those close to patients 
understand that a decision not to attempt CPR applies only to CPR and not to any other 
element of care or treatment. The treatment escalation section of the TEP can help with 
documentation of decisions and discussions regarding other resuscitative interventions. A 
DNACPR decision must not be allowed to compromise high-quality delivery of any aspect 
of care. 

 
15. A DNACPR decision does not override clinical judgement in the unlikely event of a 

reversible cause of the persons respiratory or cardiac arrest that does not match the 
circumstances envisaged when the decision was made or recorded. E.G. choking 

 
16. Where a patient or those close to a patient disagree with a DNACPR decision a second 

opinion should be offered. Endorsement of a DNACPR decision by all members of a MDT 
may avoid the need to offer further opinion 

 
17. Decisions about CPR must be free from any discrimination 

 
18. Clear and full documentation of decisions about CPR, the reasons for them, and the 

discussions that informed those decisions is an essential part of high quality care. This 
often requires documentation in the care record of detail beyond the content of a specific 
CPR decision form 

 
19. A CPR decision form in itself is not legally binding. The form should be regarded as an 

advance clinical assessment and decision, recorded to guide immediate clinical decision-
making in the event of a patient’s cardiorespiratory arrest or death. The final decision 
regarding whether or not to attempt CPR rests with the healthcare professionals 
responsible for the patient’s immediate care. 

 
20. Use of a CPR decision form that is used, recognised and accepted across geographical 

and organisational boundaries is a basic recommendation, subject to local agreement 
 

21. Recorded decisions about CPR should accompany a patient when they move from one 
setting to another 

 
22. Records of decisions about CPR must be accurate and up-to-date 

 
23. Where no explicit decision about CPR has been considered and recorded in advance 

there should be an initial presumption in favour of CPR. However in some circumstances 
(e.g. person in advance stages of terminal illness where death is imminent and 
unavoidable and CPR would not be successful) a carefully considered decision not to 
start inappropriate CPR should be supported (decision-making needs to be documented). 

 
24. Failure to make timely and appropriate decisions about CPR will leave people at risk of 

receiving inappropriate or unwanted attempts at CPR as they die. The resulting indignity, 
with no prospect of benefit, is unacceptable, especially when many would not have 
wanted CPR had their needs and wishes been explored 

 
25. Where there is a clear clinical need for a DNACPR decision in a dying patient for whom 

CPR offers no realistic prospect of success, that decision should be made and, where 
appropriate, explained to the patient and those close to the patient at the earliest 
opportunity 

 



Decision-making framework 
 
 
 
 
 
   
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Is cardiac or respiratory arrest (or 
death) a clear possibility for the 
patient? 

It is not necessary to discuss CPR with the patient unless they 
wish to discuss it 

Is there a realistic chance that 
CPR could be successful? 

If a DNACPR decision is made on clear clinical grounds that CPR 
would not be successful there should be a presumption in favour 
of informing the patient of the decision and explaining the reason 
for it (see section 5). Subject to appropriate respect for 
confidentiality those close to the patient should also be informed 
and offered an explanation. 
 
Where the patient lacks capacity and has a welfare attorney or 
court-appointed deputy or guardian, this representative should be 
informed of the decision not to attempt CPR and the reasons for it 
as part of on-going discussion about the patient’s care (see 
section5) 
 
If the decision is not accepted by the patient, their representative 
or those close to them, a second opinion should be offered 

Does the patient lack capacity 
AND have an advance decision 
specifically refusing CPR 
OR have an appointed attorney, 
deputy or guardian? 

If a patient has made an advance decision refusing CPR, and the 
criteria for applicability and validity are met, this must be 
respected 
 
If an attorney, deputy or guardian has been appointed they 
should be consulted (see sections 9.1 and 10) 

Does the patient lack capacity? Discussion with those close to the patient must be used to guide 
a decision in the patient’s best interests (see section 10).  

The patient must be involved in 
deciding whether or not CPR will 
be attempted in the event of 
cardiorespiratory arrest 

Respect and document their wishes (see section 6.3). 
Discussion with those close to the patient may be used to guide 
the decision in the patient’s best interests, unless confidentiality 
restrictions prevent this. 

• If cardiorespiratory arrest occurs in the absence of a 
recorded decision there should be an initial presumption in 
favour of starting CPR 

• Anticipatory decisions about CPR are an important part of 
high-quality health care for people at risk of death or 
cardiorespiratory arrest 

• Decisions about CPR are sensitive and complex and should 
be undertaken by experienced members of the healthcare 
team with appropriate competence 

• Decisions about CPR require sensitive and effective 
communication with patients and those close to patients 

• Decisions about CPR must be documented fully and 
carefully 

• Decisions should be reviewed with appropriate frequency 
and when circumstances change 

• Advice should be sought if there is uncertainty 

Is the patient willing to discuss 
his/her wishes regarding CPR? 

No 

Yes 

Yes 

Yes 

Yes 

Yes 

No 

No 

No 

No 



Expectations for recording decisions 
 

Good documentation includes the following, either on the CPR decision form 
or in the main health record: 
 
• The decision, including date and time 
• Detailed reasons for making the decision 
• Name and position of the person making the decision 
• Name and position of the person recording the decision 
• If that is not the senior responsible clinician, the name of the senior 

responsible clinician, who should review and if appropriate endorse the 
decision at the earliest opportunity 

• Details of any discussion about the decision with the patient and with 
those close to them, and (for a person who does not have capacity) with 
any person who has authority to make decisions on their behalf and/or 
with an IMCA 

• Where no discussions have taken place the reasons for this (and a plan 
for discussion as appropriate) 

• What information was offered to the patient and those close to them 
• Members of the healthcare team who contributed to the decision 
• If a second opinion was requested, details of that request and of the 

response 
• Details of any legal advice sought 
• A formal assessment of the patient’s capacity, where necessary 
• The existence and identity or the absence of an individual with legal 

authority to make decisions for a person who lacks capacity 
 
 
Reference: 
 
Decisions relating to cardiopulmonary resuscitation (October 2014) 
Guidance from the BMA, Resuscitation council (UK) and the RCN 
Previously known as the joint statement 
 
Notes: 
 
A working knowledge of the full document is expected of all health care 
professionals caring for our patients. This is a summary to be used purely as 
an aide memoire for the contents of the full document 
 
This is the latest national guidance and should be followed accordingly. Our 
performance is measured against this. 
 
Statements in italics have been added for clarity  
 
 
  




