GUIDANCE FOR A DO NOT RESUSCITATE ORDER
Introduction
Cardiopulmonary Resuscitation (CPR) can be attempted on any individual in whom cardiac or respiratory function ceases.  Failure of these functions is inevitable as part of the dying process and thus CPR can theoretically be used on every individual prior to death.  It is therefore essential to identify patients for whom cardiopulmonary arrest represents a terminal event in their illness and in whom CPR is inappropriate.  It is also vital to encourage the involvement of patients, the healthcare team and people close to the patient in decision-making, and to ensure the communication of decisions to all relevant health professionals.

Background
Do not resuscitate (DNR) decisions may be a potent source of misunderstanding and dissent amongst doctors, nurses and others involved in care of patients.  Many of the problems in this difficult area would be avoided if communication and explanation of the decision was improved, both to relevant health professionals and people close to the patient.

Guidelines
1. It is appropriate to consider a do not resuscitate (DNR) decision in the following circumstances.

(a) Where the patient's condition indicates that effective cardiopulmonary resuscitation (CPR) is unlikely to be successful.

(b) Where successful CPR is likely to be followed by a length and quality of life, which would not be in the best interests of the patient to sustain.

2. Where a DNR decision has not been made and the express wishes of the patient are unknown, resuscitation should be initiated if cardiac or respiratory arrest occurs.  Anyone initiating CPR in such circumstances should be supported by their senior medical and nursing colleagues.

3. The overall responsibility for a DNR decision rests with the consultant in charge of the patient's care.  This should be made after appropriate consultation and consideration of all aspects of the patient's condition.  Decisions must be taken in the best interests of the patient, an assessment of which should include likely clinical outcome and the patient's known, or ascertainable wishes.  The perspectives of other members of the patients MDT, with due regard to patient confidentiality, the patient's relatives or close friends and advocates, may all be valuable in forming the decision.  People close to the patient (who may not be relatives) frequently report feeling excluded from decision making.

4. Proper understanding of the DNR decision is impossible without knowing the rationale behind it.  The entry in the medical records of the decision and reasons for it should be made by the most senior member of the medical team available who should ensure that the decision is effectively communicated to other members of staff, including GP's deputising or GP co-operative services.

5. Recording in the nursing notes should be made by the primary nurse or the most senior member of the nursing team whose responsibility it is to inform other members of the nursing team.

6. When the basis for a DNR decision is the absence of any likely medical benefit, discussion with the resident, or others close the resident should aim at securing an understanding and acceptance of the MDT decision that has been reached.  If a DNR decision is based on quality of life considerations, the views of the resident where these can be ascertained are particularly important. If the resident cannot express a view, the views of the family or others close to the resident may be sought regarding what would be in the patient's best interests.  Their role is to reflect the patient's views, not to take decision on behalf of the resident.  Relatives and others close to the resident should be assured that their views on what the patient would have wanted should be taken into account into decision-making.  However, they cannot determine a patient's best interests, nor give consent to or refuse treatment on a patient's behalf.

7. Discussions of the advisability or otherwise of CPR will be highly sensitive and complex and should be undertaken by senior and experienced members of the medical team supported by senior nursing colleagues.  A DNR decision applies solely to CPR.  It should be made clear that all other treatment and care which are appropriate for the patient are not precluded and should not be influenced by a DNR decision.  To avoid all confusion, the expression 'not for cardiopulmonary resuscitation' should be used and included in the patient's notes.

8. Experience with DNR decisions is an appropriate subject for clinical audit.

9. Summary
This summary, and the issues for consideration sheets that follow, are intended to highlight key issues relevant to decisions about CPR.

Principles
· Timely support for patients and people close to them, and effective, sensitive communication are essential.

· Decisions must be based on the individual patient's circumstances and reviewed regularly.

· Sensitive advance discussion should always be encouraged, but not forced.

· Information about CPR and the chances of successful outcome needs to be realistic.

 
Practical Matters
· Decisions about attempting CPR must be communicated effectively to relevant health professionals.

· Opportunities to discuss DNR in general should be approached to the DMT and relatives/NOK.

In Emergencies
· If no advance decision has been made or is known, CPR should be attempted.

Advance Decision Making
· Competent patient should be involved in discussions about attempting CPR unless they indicate that they do not want to be.

· Where patients lack competence to participate, people close to them can be helpful in reflecting their views.

Legal Issues
· Patient's rights under the Human Right's Act must be taken into account in decision-making.

· Neither patients nor relative can demand treatment, which the MDT judges to be inappropriate, but all efforts will be made to accommodate wishes and preferences.

· In England, Wales and Northern Ireland, relatives and people close to the patient are not entitled in law to take health care decisions for the patient.

'Decisions Relating to Cardiopulmonary Resuscitation - a Joint Statement from the BMA Resuscitation Council (UK) and RCN, June 1999'
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