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Rationale  

Raised By Keith Dodd as Safeguarding Lead for HCC 

Need for greater understanding :-

1. For Care Providers and Family Carers on What their role is with the Best 

Interest Element of a DNACPR where someone does not have the 

capacity to take part in the DNACPR discussion themselves. 

2. For people who have capacity to be involved to as great a degree as 

possible in the decision process.

3. For  Health professionals to be aware of the importance and legal 

requirement to involve others in THIS decision. 

4. For Social Care practitioners to have a greater understanding of what 

they SHOULD see documented in a DNACPR document and know 

what and how to challenge 



Background to 

Tool Development 

 Steph and Hilary worked together to review other approaches 

and the legalities and create the tool –

 We Sought permission from Turning Point and Learning 

Disability England to adapt their DNACPR support pack. 

 This was a comprehensive tool but aimed solely at carers and 

had a negatively challenging tone and we wanted to create 

a tool that enabled a joint approach between health and 

social care 

 We created a first draft and then adapted based on 

feedback from PohWer, GP clinicians, Strategic Liaison Nurse, 

End of Life clinicians



Content of The 

Guide 

A Step-by-Step Guide to 

Putting a Do Not Attempt 

Cardiopulmonary 

Resuscitation (DNACPR) 

Order in Place

The Guide is a 5 Page Document

Page 1- This Explains what CPR is and why it is 

sometimes Clinically NOT in a persons Best Interest.

Page 2 – This explains WHEN and WHY a DNACPR 
can be put in place 

Page 3 – This explains the CORE principles of the 

Mental Capacity Act and How this applies to 
DNACPR 

Page 4 – This is the Flow Chart to Help Carers, 

Clinicians and the person themselves understand 

what should happen and when and know how to 

question this.  

Page 5 – Links and contacts 



The 

Flow 

Chart



Flow 

Chart 

Part 2 

THE YES 

ROUTE 



Flow 

Chart 

Part 3 

The YES 

Route 

The Doctor should –  

Hold the DNA CPR conversation with the Next of Kin AND people who know the person well in their day to day 

lives [This may not be the NOK]  

Detail the reasons they believe CPR would not be a medically sound decision, the impact it could have and why 

they do not believe it is in the persons best interest.  

 

 

  

Remember – Doctors should review and remove a DNA CPR when the person is discharged from Hospital if it 

related to the health episode they were admitted for 

People who support the person should check and question this before discharge 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The NOK and people who know them well should question and ensure that this is based on medical grounds 

with no value base according to age or learning disability. e.g. ASK:  “if someone the same age without a learning 

disability was in exactly the same situation would you consider it not in their best interest to resuscitate?” or “If 

someone 20 years younger was presenting with the exact same health condition would consider it in their best  

interest not to resuscitate” 

If they have any concerns over the decision they can ask for a second opinion 



Flow 

Chart 

Part 2

The 

NO 

Route  



Flow 

Chart 

Part 3

The NO 

Route  



Round 

Up 

The Tool Aims to Aid Understanding that 

 DNACPR is only ONE aspect of advance planning 

 It is a Clinical Decision 

 People need to feel empowered to participate in the decision 
discussion  by questioning whether it is a clinical decision and 
check it has no Value base to it. 

 Clinicians need to see the discussion as a route to ensuring they are 
making a sound clinical decision with no unconscious bias.

 Social Care practitioners can check the DNACPR process has been 
fully followed and understand what and how they can question this. 



Any 

Questions

???? 

Here is a Link to the Guide 

https://www.hertfordshire.gov.uk/media-library/documents/adult-social-services/herts-safeguarding-adults-board/hsab-information-for-professionals/dnacpr-support-guide-august-2022.pdf


Care Home Documentation 
Best Practice – Advance 

Care Plans
Jessica Ives-Keeler

Clinical Education Manager

HCPA



Mental Capacity and Decision Making

• When the person has 
capacity, ACPs should be 
discussed with them

• When the person lacks 
capacity, ACPs should be 
discussed with family 
members
• Mental Capacity 

assessment must be 
completed

• Both of the above scenarios 
need to be clearly 
documented



Reviewing the plan

“Both Mrs G and her 
partner had to cope with 
her symptoms and pain 

alone because there was 
no review of her needs.”

Dying without dignity 
report



Providing the information in an accessible 
way

• Accessible information standard – now 
being inspected against in CQC key 
questions

• Tips for communicating with people 
with a learning disability

file:///C:/Users/JessicaIves-Keeler/OneDrive - HCPA/Documents - Education and Quality Improvement Dept/Champions - Train the Trainers/NEW CHAMPIONS/00. Course resources/04. End of Life - Advance Care Planning CHAMPION/Resources/Day 1/10-tips-for-communication LD.pdf


Personalised care plans

• CQC:
• “It is unacceptable for advance care plans, with or without DNAR form 

completion to be applied to groups of people of any description. These 
decisions must continue to be made on an individual basis according to 
need.”

Personal 
history

Social 
circumstances

Previous 
wishes

Religion, 
cultural factors

Goals, 
aspirations



Sharing the 
care plan

• Always gain consent prior to 
sharing information and record this

• Ensure care plans are transferred if 
the person changes care provider

• Share the care plan with any 
appropriate involved healthcare 
professionals



Examples

Dementia UK

Compassion in Dying – Advanced Decision

Macintyre – easy read plan

https://www.dementiauk.org/wp-content/uploads/2018/11/DUK_ACP_form_online.pdf
https://compassionindying.org.uk/wp-content/uploads/2022/01/Advance-Decision-Pack-v2.2.pdf
https://www.macintyrecharity.org/download/file/2047/


ReSPECT – what, 
when and where?

Nicky Wood

Learning Development and Education Lead

Isabel Hospice
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East and North Hertfordshire



BRINGING 
LEARNING TO 

LIFE

•Recommended

•Summary

•Plan for

•Emergency

•Care and 

•Treatment

An alternative process…

…for discussing, making and 

recording recommendations 

about future emergency care 

and treatment, including CPR

Records treatments to 

be considered…

…as well as those that are 

not wanted or would not work



BRINGING 
LEARNING TO 

LIFE
– who is it for?

ReSPECT

The process can be for everyone but is especially 

relevant to those: 

• With particular health needs that may involve a sudden

deterioration in health

• With a life limiting condition, such as advanced organ

failure, advanced cancer or frailty

• At risk of sudden events, such as epilepsy or diabetic

crisis.

• Who have strong feelings about treatment or outcomes



BRINGING 
LEARNING TO 

LIFE

• Records the person's details and 

the date of completion 

(addressograph can be used)

• Summarises relevant details about 

their    condition

• Records details of other relevant 

planning documents e.g. ADRT

• this scale may have been used to 

help  them to identify priorities for 

their care 

• this box may record what is 

important to them (optional)

- how to read



BRINGING 
LEARNING TO 

LIFE



BRINGING 
LEARNING TO 

LIFE

• The main aim of treatment

• specific types of care and 

treatment that the person would or 

would not want that would not work 

in their situation

• whether or not attempted CPR is 

recommended

These recommendations are there to guide you 

when making immediate decisions in an emergency

Section 4 records agreed recommendations to guide 

decision-making (still front page):

- how to interpret 



BRINGING 
LEARNING TO 

LIFE

• A ReSPECT form does 
not always mean 
DNACPR. 

• You must get in the habit 
of looking into both 
boxes on the form to see 
which applies.

NOT 

FOR 

CPR

NOT 

FOR              

CPR

FOR    

CPR

- - Emergency Guidance



BRINGING 
LEARNING TO 

LIFE



BRINGING 
LEARNING TO 

LIFE

Sections 5-8 should be completed fully

If the patient lacks capacity a mental

capacity assessment needs to be

completed and recorded in the medical

notes

• Section 7 should be signed by clinicians 

to confirm that all statements and 

recommendations are valid

• Section 8 lists emergency contacts

• Section 9 may be blank for use by a 

clinician reviewing this ReSPECT form at 

a future time or may record a review 

confirming validity

- how to interpret 



BRINGING 
LEARNING TO 

LIFE
- who completes it?

•Should be completed by a 
GP/doctor/competent nurse 
looking after the patient

•This clinician should have 
completed Advanced 
Communications skills + DNACPR 
training in order to be the person 
to sign the form.



BRINGING 
LEARNING TO 

LIFE

— who keeps it?

• Recommendations on the form are discussed and 

shared to ensure future decisions about the person’s

care are in their best interests

• Paper versions of the form should be kept by or with the 

person and should be accessible immediately to any 

clinician needing to make an immediate decision in a 

crisis

• Electronic versions must be similarly accessible 

• Local systems must ensure that all versions are 

included in any cancellation or change to a ReSPECT

form



BRINGING 
LEARNING TO 

LIFE

• Is it legally binding? 
• is not a legally binding document, but you should have 

good reason for ignoring its recommendations

• Does it replace advance care plans? 
• ReSPECT can complement other documents such as 

advance care plans but does not replace them

• Will existing DNACPR forms still be valid? 
• Existing DNACPR forms will still be valid and will not be 

replaced unless there is a change in condition. 

• If the patient has two forms which one is valid?
• The most recent form, whether DNACPR or ReSPECT will 

be valid. Older forms should be crossed through with 
CANCELLED written on them before filing in patient 
records.

- frequently asked Qs



BRINGING 
LEARNING TO 

LIFE

• Can it be photocopied? 

• should not be photocopied for clinical use – if 
presented with a photocopy consider quickly and 
carefully why, and whether the recommendations 
are current and valid

• Which areas use the document?

• Nationally, many areas have already introduced it 
and many others are in the process of 
implementing.

- frequently asked Qs



BRINGING 
LEARNING TO 

LIFE

• Document goes with patient 

and stays with patient

• Documentation on the 

discharge letter needs to 

mention a ReSPECT form 

has been started

What happens on discharge?



BRINGING 
LEARNING TO 

LIFE

— - Further Information

Further training available via:  

https://www.respectprocess.org.uk/learning

https://www.respectprocess.org.uk/learning


Any questions?



Thank you for 
joining us

Please remember to leave feedback

The 'Care To Step Up' programme is part-funded by:
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