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1. Introduction 

This policy replaces the previous resuscitation policy and procedure DNAR and 
resuscitation training policy and has been constructed to ensure compliance with the 
NHSLA risk management standards 1

2. Purpose 

  

The purpose of the policy is to provide direction and guidance for the planning and 
implementation of a high-quality and robust cardiac arrest prevention service to the 
organisation. The strategy for cardiac arrest prevention, resuscitation and DNACPR 
incorporates the current published guidelines for resuscitation 2 and regional and 
national guidance on DNACPR3

3 Duties, responsibility and accountability 

 

Healthcare organisations have an obligation to provide an effective resuscitation 
service to their patients and appropriate training to their staff. A suitable infrastructure 
is required to establish and continue support for these activities. This policy applies to 
all employees of County Durham & Darlington Foundation Trust.  

 
The Trust will identify and communicate clear lines of accountability within the 
organisation for resuscitation and DNACPR.  Responsibilities are defined from Board 
level to clinical service level.  

 
           3.1 Trust Board 

Board level responsibility for resuscitation lies with the Executive Medical Director. 
 

3.2 Quality and Healthcare Governance Committee 
Responsible for providing assurance on progress and performance relating to quality 
strategy, CQC outcomes and registration, effective clinical governance and audit and 
implementation of national recommendations. 

 
3.3 Safety Committee 
Responsible for coordinating clinical and non-clinical risk including resuscitation 
issues. 

 
3.4 Resuscitation Committee 
This is a broad-based group containing wide-ranging representation. It is responsible 
for the co-ordination of issues pertaining to resuscitation and DNACPR within the 
Trust, as described in the Terms of Reference.  
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3.5 The Cardiac Arrest Prevention Team It is the responsibility of the Head of 
Cardiac Arrest Prevention/ Cardiac Arrest Prevention Team to ensure policy 
distribution, implementation and compliance throughout the organisation. 

Compliance with various aspects of the policy will be monitored through the cardiac 
arrest prevention team performance framework. 

3.6  The Patient Safety Team  
The Patient Safety Team’s function is to ensure robust systems and processes are in 
place to enable the monitoring and management of untoward incidents, ensuring 
lessons learned from incidents are identified and shared across the organisation to 
prevent recurrence and improve the care provided to patients.  The team is also 
responsible for the identification of clinical risk and ensuring that sufficient controls or 
contingencies are in place to reduce risks to acceptable levels.   

 
3.7 Clinical Care Groups  
Clinical Care Groups are responsible for ensuring compliance with the policy.  

 
3.8 Ward/Department/Line Managers 
Ward/Department/Line Managers are responsible for ensuring the release of staff for 
training and that all aspects of the Resuscitation and DNACPR policy relevant to their 
practice area are adhered to. 

 
3.9 All staff 
Staff outlined in the training section of this policy have a duty to attend the  
appropriate training. 
 

4 Training Strategy  

County Durham & Darlington Foundation Trust recognises the importance of 
ensuring that staff are adequately trained in cardiac arrest prevention and 
resuscitation techniques. Training will be offered to all clinical members of staff to a 
level that is appropriate to their role, which may include basic through to advanced 
training in cardiac arrest prevention and resuscitation of adults and/or children.  This 
must be updated on a two yearly basis, with the exception of ILS/pILS/ALS and 
EPLS providers who will be required to do a yearly update to maintain their skills. 

Attendance at Essential Training is recorded by People & Organisational 
Development (P & OD) and entered onto the Trust Training Management System, 
OLM. Monitoring of non-attendance will be in line with the Training Needs Analysis, 
Monitoring and Evaluation Policy and carried out by P & OD. Please refer to this 
policy for detailed information 

Candidates who are physically unable to perform the resuscitation skills element of 
training will be supported by the cardiac arrest prevention team and their line 
manager through the procedure for dealing with candidates physically unable to 
perform resuscitation skills. 

A full list of cardiac arrest prevention and resuscitation courses offered within the 
trust can be found by clicking here. 

A full list of dates for training courses available can be obtained from the cardiac 
arrest prevention intranet page and also in the lifelong learning directory. 

http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/Procedure%20for%20dealing%20with%20candidates%20who%20are%20physically%20unable%20to%20perform%20resuscitation%20skills.doc�
http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/Procedure%20for%20dealing%20with%20candidates%20who%20are%20physically%20unable%20to%20perform%20resuscitation%20skills.doc�
http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/Procedure%20for%20dealing%20with%20candidates%20who%20are%20physically%20unable%20to%20perform%20resuscitation%20skills.doc�
http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/Cardiac%20Arrest%20Prevention%20and%20Resuscitation%20Courses.doc�
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4.1 Specific Training Requirements  

CDDFT offers a number of courses focusing on cardiac arrest prevention and 
Resuscitation, in both adults and paediatrics from a basic through to an advanced 
level. Most clinical staff will require training to basic level; however some staff, by 
virtue of their working environment or clinical responsibilities, will require training at a 
higher level.  

Non-clinical members of staff will not receive practical resuscitation training, unless a 
specific need has been identified by the head of department in consultation with the 
Head of Cardiac Arrest Prevention. These members of staff will receive instruction on 
activation of the cardiac arrest team at induction.  

4.1.1    Medical Staff Training Requirements 

Medical staff perform an essential role in recognition and management of patient 
deterioration and resuscitation. However some specialities, by virtue of their lack of 
contact with acutely unwell patients, require less knowledge or skills than those in, for 
example, acute medicine.  All medical staff should receive training that is appropriate 
to their role and should update this training on a two yearly basis.  

Within the hospital environment Junior Doctors are an integral part of the emergency 
teams. It is therefore particularly important that this group of staff are adequately 
trained and prepared for dealing with medical emergencies and cardiac arrests. All 
junior doctors will attend a half day induction with the cardiac arrest prevention team 
within the first two weeks of starting work in the trust.  In addition foundation doctors 
will be booked onto Acute Illness Management and Immediate Life Support training 
within 10 weeks of starting work within the trust, unless they can provide evidence 
that they have already completed this training within the last twelve months. 
Evidence must be provided to The Medical Education Team prior to or during the 
shadowing and induction period.  Failure to attend such training may result in the 
junior Dr being removed from clinical work.   

A detailed breakdown of medical staff training requirements is available in the 
Essential Training Matrix which can be found with the Life Long Learning directory on 
the Trust intranet.  

4.1.2 Nursing Staff Training Requirements  

Nursing staff are in most regular contact with patients and therefore are the ones who 
predominantly identify patient deterioration.  They are also often the professionals 
present at the bedside or in the patients home at the point of arrest and thus are 
often required to organise the first critical moments of the resuscitation until the 
arrival of the cardiac arrest team or an ambulance.  

As with medical staff there are some specialities which will require nurses to be 
prepared to a higher level in terms of cardiac arrest prevention and resuscitation 
knowledge and skills than other areas.   

All deteriorating patient and resuscitation sessions will include but may not be limited 
to:  

• recognition and management of the acutely ill and deteriorating patient 
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• anaphylaxis – recognition and management 

• adult and paediatric basic life support 

• automated external defibrillators 

• DNACPR 

Sessions will be tailored at the point of delivery to best meet the needs of the target 
audience. 

County Durham & Darlington Foundation Trust supports a number of advanced roles 
for nurses in the management of cardiac arrest, such as defibrillation and 
administration of drugs under patient group direction. It is essential that nurses 
undertaking such roles have received adequate preparation and have been assessed 
as being competent before they practice.  

A detailed breakdown of nursing staff training requirements is available in the 
essential training matrix which can be found with the Life Long Learning directory on 
the Trust intranet.  

4.1.3 Allied Health Professional Training Requirements  

Whilst it is widely recognised that allied health professionals are less likely to be 
required to deal with acutely unwell patients and cardiac arrest it is important that 
they are prepared should the need arise.  

Some professions, such as Cardiac Physiologists, Interventional Radiographers or 
Physiotherapists undertaking pulmonary/cardiac rehabilitation, will have an increased 
likelihood of patients becoming unwell or managing a cardiac arrest and in some 
circumstances may require a level of training that surpasses that normally expected 
of their profession.  

A detailed breakdown of the allied health professional training requirements is 
available in the essential training matrix which can be found with the Life Long 
Learning directory on the Trust intranet.  

4.1.4 Training Requirements of Staff Caring For Sick Children   

Successful management of acutely unwell children requires the presence of staff 
trained in the specific skills for identification and management of a deteriorating child 
or young person. Staff should also have the necessary skills for dealing with children 
and young people in the event of an arrest. The level of training required will be 
dependent upon the expected role of the member of staff in the resuscitation. All 
clinical staff caring for children must be trained in paediatric basic life support as a 
minimum.  

Paediatricians are the staff group most likely to be required to deal with a paediatric 
emergencies and cardiac arrests. As such these members of staff are required to be 
trained to at least Resuscitation Council (UK) Paediatric Immediate Life Support 
(pILS) level. All paediatric nurses, in the hospital and the community, will be required 
to attend paediatric BLS as a minimum. Paediatric community nurses working alone 
must be trained to pILS level.    
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5 Acutely unwell and deteriorating patients 

Up to 70% of UK inhospital deaths, cardiac arrests and unplanned ITU admissions 
have previous evidence of deterioration that had not been acted upon 4

The level of response required and the frequency of further observations will be 
dictated by the patient’s early warning score, utilising the Trust escalation process. 
This can be found on the observation portfolios and on the reverse of the observation 
standard in Adult and Paediatric areas, and on the reverse of observation charts in 
maternity (for maternity patients please refer to GUID/MAT/1004 Care of Severely Ill 
Woman / High Dependency Care).  Staff accountabilities and responsibilities for 
observations are set out in the trusts 

.  Early 
warning scoring systems can identify such patients and may prevent a number of 
cardiac arrests from occurring.  

All hospital in-patients will have an early warning score calculated each time their 
observations are recorded. This will be done using either the standard trust 
observation chart, for Maternity Services the MOEWS chart or for children the PEWS 
chart appropriate to the Childs age.  

adult patient observation standard and 
paediatric observation standard, a hard copy of which is contained in every patient 
file. Any deviation from this standard should be documented in the nursing notes, 
with a signature from the registered nurse taking accountability for that deviation. 
Where escalated to a Doctor it is the responsibility of the Doctor to take appropriate 
action, put in place an appropriate management plan and escalated to Senior 
Medical staff / Other Specialities in a timely manner. 

A high level of compliance is expected with this standard, the monitoring of which will 
be co-ordinated by the cardiac arrest prevention team through the observation audits. 
The cardiac arrest prevention team will itself be managed on it’s co-ordination of this 
standard through its performance framework.  

As well as monitoring the patients early warning score, staff will be expected to 
observe trends in patients’ physiological observations which would indicate a 
deterioration in condition.  These trends may not necessarily elevate the patients 
early warning score to a level normally associated with emergency escalation 
however are equally as important as a raised EWS and management of the patient 
should be escalated accordingly. 

Out of hospital, community-nursing staff will be expected to recognise acutely unwell 
and deteriorating patients, and summon assistance appropriate to the situation, 
either a GP or emergency ambulance. 

When managing critically ill children in hospital staff will follow the operational 
procedure for resuscitation of the critically ill child, slight variations exist at each of 
the two acute hospital sites and for that reason there are two procedures: 

DMH click here and UHND click here:  

   

                                                 

 

http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/LP54093%20-%20Patient%20Observation%20Standard.pdf�
http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Pages/Resus-and-DNACPR-policy-appendices.aspx?InitialTabId=Ribbon%2EDocument&VisibilityContext=WSSTabPersistence�
http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/Procedure%20for%20the%20Resuscitation%20of%20the%20critically%20ill%20child-DMH.docx�
http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/Operational%20Procedure%20for%20resuscitation%20of%20the%20Critically%20ill%20Child.doc�
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6.  In – Hospital Emergency Situations (UHND, DMH, BAH) 

 

6.1 The Emergency Response Teams 

Prompt response in an emergency is essential if treatment is to be instigated in a 
timely manner for patients. County Durham & Darlington Foundation Trust has a 
number of emergency teams that respond to both adults and paediatrics in a medical 
emergency.  

Each team will be activated by switchboard on receiving the appropriate emergency 
call via 2222. All members of the emergency teams will be activated simultaneously 
via a speech channel. Each member of the emergency team will respond at the 
earliest opportunity.  

All emergency teams will be tested each day, all bleep holders MUST respond to this 
test call.  

 

6.2 The Medical Emergency Team (M.E.T) 

Upon patients early warning score reaching 7 the Medical Emergency Team (M.E.T) 
should be summoned via 2222. This team will also respond to any patient who has 
deterioration in condition and are seriously unwell but who are not in cardiac arrest.  
The exception to this is Critical Care areas who, whilst continuing to score EWS on 
every patient, will not necessarily raise a MET call.  Staff in this environment will 
however ensure that the patients care is immediately escalated to senior nursing and 
medical staff in the department. 

The team can and should be utilised for any visitors or outpatients, who become 
seriously unwell whilst on hospital grounds.  

The medical emergency team will aim to stabilise the patient, refer to a higher level of 
care if appropriate, initiate further investigations or, if appropriate, recognise that the 
patient is at the end of their life and instigate palliative care and a Do Not Attempt 
Cardiopulmonary Resuscitation (DNACPR) order.  

All medical emergencies requiring the attendance of the M.E.T will be followed up by 
a member of the cardiac arrest prevention team, or out of hours an Advanced Nurse 
Practitioner, to ensure that treatment has been optimised and identify any issues that 
may have occurred during the emergency.  

The composition of the M.E.T and the procedure for activating it can be found by 
clicking here: 

 

6.3 The Adult Cardiac Arrest Team 

The purpose of the adult cardiac arrest team is to respond, immediately, to all in-
hospital cardiac and respiratory arrests, to quickly establish advanced life support 
and where appropriate to ensure that post resuscitation care is undertaken or that 
relatives are informed where a patient death occurs.  In Critical Care areas it is 
accepted that a cardiac arrest call is not always made due to the nature of the 
environment. 

http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/Composition%20of%20and%20Procedure%20for%20Activating%20the%20Medical%20Emergency%20Team.docx�
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All cardiac arrest calls requiring the attendance of the cardiac arrest team will be 
followed up by a member of the cardiac arrest prevention team, or out of hours an 
Advanced Nurse Practitioner, to ensure that treatment has been optimised and 
identify any issues that may have occurred during the emergency.    

The composition of the adult cardiac arrest team and the procedure for activating it 
can be found by clicking here: 

 

6.4 The Paediatric Emergency/Cardiac Arrest Team 

Emergencies involving children require the expertise of paediatric qualified staff, such 
as paediatricians, therefore all emergencies and cardiac arrests involving children 
should be managed by the paediatric emergency/cardiac arrest team.  

The purpose of this team is to respond, immediately, to all emergencies or cardiac 
arrests involving children, to instigate advanced paediatric life support and where 
appropriate to ensure that post resuscitation care, stabilisation and/or transfer is 
undertaken or discuss with relatives where the death of the child occurs.  

All paediatric emergencies/cardiac arrests will be followed up by the cardiac arrest 
prevention team, or out of hours an advanced nurse practitioner, to ensure that any 
issues that have arisen during the resuscitation are dealt with promptly and to 
ascertain the outcome of the emergency.  

The composition of the paediatric emergency/cardiac arrest team and the procedure 
for activating it can be found by clicking here: 

 

6.5 Neonatal Emergency Team  

A Neonatal Emergency Team should attend all deliveries where resuscitation is likely 
to be required, or at the discretion of the obstetrician or midwife.  High risk deliveries 
where the need for resuscitation is likely and the team should be called for are: 

• Deliveries less than 35 weeks 

• Fresh Meconium at delivery 

• Vaginal breech delivery 

• Pathological CTG 

• Major congenital abnormalities 

• Multiple deliveries 

• Grade 1 emergency caesarean section 

• GA LSCS 

 

The composition of the neonatal emergency team at UHND and DMH and the 
procedure for activating it can be found by clicking the link here: 

http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/Composition%20of%20and%20Procedure%20for%20Activating%20the%20Cardiac%20Arrest%20Team.doc�
http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/Composition%20of%20and%20Procedure%20for%20Activating%20the%20Paediatric%20Cardiac%20Arrest%20Emergency%20Team.doc�
http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/Composition%20of%20and%20Procedure%20for%20Activating%20the%20Neonatal%20Emergency%20Team%20UHND%20and%20DMH.doc�
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The composition of the neonatal emergency team at BAH MLU and the procedure for 
activating it can be found by clicking here: 

The consultant paediatrician on call should be called to attend all deliveries less than 
30 weeks gestation and multiple deliveries less than 32 weeks gestation.  In addition 
they should be called whenever a serious problem is anticipated or discovered e.g. 
absent foetal heart rate and staff should call them at any other time should they feel it 
is necessary. 

For more detailed information please refer to the Neonatal Resuscitation Procedure 
PROC/MAT/1002 

7 Community and Community Hospitals Emergency Situations  

Staff in Shotley Bridge Community Hospital, Chester le Street Community Hospital, 
Richardson Community Hospital, Sedgefield Community Hospital and Weardale 
Community Hospital will all dial 999 in the event of an emergency situation.  Staff will 
be expected to commence and progress an A to E assessment in all seriously unwell 
and deteriorating patients or commence CPR in the event of a cardio respiratory 
arrest until the ambulance arrives for transfer to a one of the acute hospital sites. 

Community staff and staff visiting patients in own home or nursing home will all dial 
999 in the event of an emergency situation. Staff will be expected to commence and 
progress an A to E assessment in all seriously unwell and deteriorating patients or 
commence CPR in the event of a cardio respiratory arrest until the ambulance arrives 
for transfer to a one of the acute hospital sites. 
 
Staff must ensure that all patient documentation accompanies them to hospital. 

8 Post Resuscitation Care 

Resuscitation does not end at the point of Return of Spontaneous Circulation 
(ROSC). There are many interventions and investigations that may be required to 
ensure that the patient has a good long term outcome.  

All post cardiac arrest patients MUST be cared for in a monitored environment such 
as Coronary Care, Intensive Care or High Dependency.  If the patient is in A&E and 
transfer to a tertiary centre is imminent, it is acceptable to monitor the patient in that 
environment for a short period until transfer.  

Exceptions to this would be if it is expected that the patient is going to die imminently 
and further aggressive treatment or resuscitation is not thought to be appropriate. 
Such patients should be made comfortable, if necessary be transferred to an 
appropriate environment and be cared for using the end of life care pathway. The 
team leader should instigate a DNACPR decision and document this before leaving 
the ward.  

Transfer of the patient from the ward to a critical care environment should be 
undertaken in a planned manner and coordinated by the most experienced member 
of staff present at the emergency. This must involve, as a minimum, consideration of 
which personnel are required, what monitoring and other emergency equipment such 
as drugs, defibrillator or oxygen may be required.   

Where definitive care involves moving the patient to another hospital adhere to 
Critical care network transfer policy for adults, and liaise with the regional paediatric 
retrieval team for transfer of children. 

http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/Composition%20of%20and%20Procedure%20for%20Activating%20the%20Neonatal%20Emergency%20Team%20BAH.doc�
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Mild hypothermia has been shown in clinical trials to improve outcome once return of 
spontaneous circulation (ROSC) post cardiac arrest 5

here

. A period of post resuscitation 
cooling should be therefore be considered if applicable as soon as practicable after 
ROSC.  The ITU post cardiac arrest cooling protocol can be found : 

 

9 Witnessed Resuscitation 

 Many relatives find it more distressing being separated from their family member at 
the time of a cardiac arrest than they do witnessing the resuscitation attempt 6.  The 
research carried out into the impact on relatives following witnessing resuscitation, 
particularly when it is unsuccessful, has shown that it can help with the grieving 
process 7

Relatives should be offered the choice of whether or not they want to be present at 
resuscitation, in offering this staff should ensure that they do not put pressure on 
relatives either way and whatever their decision staff should be cautious not to 
provoke feelings of guilt 

. 

8

There is a risk that distressed relatives could hinder the staff involved with 
resuscitation, either physically or emotionally

. 

If a relative chooses to be present during a resuscitation they must be supported at 
all times by an experienced member of staff who is able to explain to them what is 
happening throughout the resuscitation and often pre-empt what the team may be 
going to do next and prepare the relative.  Relatives should have it clearly explained 
to them that they can leave and return at any time if they wish.   

9.  The staff member responsible for the 
relative should ask relatives not to interfere with resuscitation but offer them the 
opportunity to touch the patient when it is safe to do so10

10 Local Anaesthetic Toxicity 

. 

 

 

In situations where cardiovascular collapse or cardiac arrest is thought to have been 
caused by local anaesthetic toxicity the patient should be given 20% lipid emulsion in 
the form of Intralipid.  This is kept in theatres at DMH, BAH and UHND.  For Royal 
College of Anaesthetist guidance click here  

 

                                                 

 

 

 

 

 

 

http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/PostArrestCoolingProtocolDocument.2doc.doc�
http://www.aagbi.org/sites/default/files/la_toxicity_notes_2010_0.pdf�
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11 Corneal & Soft Tissue Donation 

Following an unsuccessful resuscitation attempt a patient may still be a potential 
Corneal or Tissue donor. Donated tissues such as skin, bone and heart valves can 
dramatically improve the quality of life for others, and as many as 50 people can 
benefit from the donation from one person. Families also gain a great deal of comfort 
from the fact that their loved one has helped others. It is a national requirement, 
endorsed by the Trust Board that we check the Organ Donor Register and approach 
families in these circumstances. Click here for the flowchart for referral of potential 
donors utilised within the Trust. 

 

12 Resuscitation Equipment, Replenishment & Cleaning  

Early access to emergency equipment, such as a defibrillator or oxygen, affects the 
patient’s chances of survival. It is therefore essential that clinical environments have 
adequately stocked resuscitation trolleys that are checked on a regular basis and that 
are replenished immediately after use or on expiry of contents.  

Emergency trolley contents must be stocked in line with the trust standard contents 
list, appropriate to that clinical area to ensure that the emergency teams do not waste 
time looking for contents or be required to learn how to use them in an emergency. 
Additional equipment on trolleys may lead to confusion or delays in treatment and is 
not allowed unless permission has been sought from a member of the cardiac arrest 
prevention team.  

In the event of a cardiac arrest, CCU staff at DMH and UHND and the ANP at BAH, 
will bring with them a bag containing the emergency drugs and advanced airway 
equipment.  This bag will be checked daily and after use and restocked by CCU staff 
and the ANP’s at BAH. 

All emergency equipment must be checked on a daily basis and immediately after 
use. The responsibility of ensuring this has been done rests with the 
ward/department manager but may be delegated to appropriate staff in the 
manager’s absence. All equipment checks must be signed for by a registered 
practitioner who will take accountability for the contents of the trolley.  

Defibrillators and portable suction devices must be checked, according to 
manufacturer’s recommendations, on a regular basis. These checks will be 
undertaken by the medical engineering department. If such checks require the 
removal of a defibrillator from a clinical department then a replacement will be 
provided, of an identical type, by the engineering department. 

Wall mounted suction units must be in a state of readiness at all times. These should 
be checked as part of the daily ward/department routine. A designated member of 
staff should be identified to coordinate the management of wall mounted suction.  

The emergency trolley will sit in a designated space in the ward/department, next to 
an electricity supply. The defibrillator and portable suction device, if present, will be 
plugged in at all times the trolley is not in use. After use the trolley must NOT be 
returned to its designated space until it has been checked and re-stocked.  

http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/Corneal%20and%20Soft%20Tissue%20Protocol.doc�
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The cardiac arrest prevention team will audit the contents of the emergency trolley at 
an interval of no less than twice per year. The frequency of re-audit may increase if 
wards persistently fail to show good housekeeping of their emergency equipment.  

Replenishment of emergency trolleys on should be via the resuscitation central store 
rooms which will be available at each hospital site. These will be managed by the 
coronary care staff at UHND and ward 41 at DMH and the cardiac arrest prevention 
team at BAH. Wards and departments will contribute towards the cost of maintaining 
this service.  

For those areas who continue to hold emergency drugs, replenishment of the boxes 
will be through the pharmacy department. A record will be maintained indicating 
placement of boxes and the expiry of contents. The ward and the pharmacy 
department will be jointly responsible for replenishing emergency drug boxes where 
the contents have expired.  

All emergency equipment will be single patient use and latex free. The lead sister / 
charge nurse for equipment in the cardiac arrest prevention team will be responsible 
for liaising with manufacturers and procurement to ensure this.  

All attempts to purchase resuscitation equipment such as defibrillators, portable 
suction devices or others will be referred, by procurement, to the cardiac arrest 
prevention team for authorisation. The cardiac arrest prevention team may, if they 
feel the purchase of the equipment may pose a risk to patient safety, refuse to 
authorise the purchase. If this is required the cardiac arrest prevention team will 
suggest an alternative to the department concerned.  

There will be instances where patients with an infection, such as MRSA, will require 
resuscitation. In such cases the emergency trolley and other equipment should be 
cleaned thoroughly after use with an alcohol containing solution.  

A full list of the emergency trolley contents can be found by following the links below: 

Departments attended by Adults and Paediatrics 

Adult wards and departments 

Emergency trolley mobile airway and drug bag 

These lists apply to all adult wards including community hospitals. 

All staff working in the community should carry as a minimum a pocket mask or 
equivalent face shield.  All staff running exercise programmes for patients in the 
community, for example cardiac rehabilitation, should carry a minimum of a pocket 
facemask and an AED. 

A full list of the paediatric emergency trolley contents can be found by clicking here: 

 

 

13 Manual Handling During a Resuscitation Attempt  

Resuscitation must be started promptly after the discovery of a patient in cardiac 
arrest, however all reasonable steps must be taken to ensure that by doing so staff 
are not placed at risk of injury.  

http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/Emergency%20Trolley%20%20Depts%20attended%20by%20Adults%20and%20Paeds%202012.doc�
http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/Emergency%20Trolley%20Adult%20wards%20and%20depts%202012.doc�
http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/Emergency%20Trolley%20Mobile%20airway%20and%20drug%20bag.doc�
http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/Paed%20Resus%20Trolleys.doc�
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The resuscitation council (UK) has produced guidance on the safe handling of 
patients during a resuscitation attempt. A full copy of the guidance can be found by 
clicking here:   

Further guidance has been produced jointly by the resuscitation service and the 
moving and handling department. This can by clicking here, and generic risk 
assessments for resuscitation can be found on the Back care Advisory Service 
intranet page 
http://intranet/Directorates/CorporateDirectorates/EandF/RiskMan/BCAS/Pages/defa
ult.aspx 

 

14 Cross Infection 

Whilst the risk of infection transmission from patient to rescuer during direct mouth-
to-mouth resuscitation is extremely rare, isolated cases have been reported. It is 
therefore advisable that direct mouth-to-mouth resuscitation be avoided in the 
following circumstances: 

• All patients who are known to have or suspected of having an infectious 
disease; 

• All undiagnosed patients entering the Accident & Emergency department, 
Outpatients or other admission source; 

• Other persons where the medical history is unknown. 

All clinical areas should have immediate access to airway devices (e.g. a pocket 
mask) to minimise the need for mouth-to-mouth ventilation. All staff working in the 
community should carry with them either a pocket mask or a key fob face shield to 
minimise the need for mouth-to-mouth ventilation in the community.   

If airway and ventilation equipment is not immediately available then mouth-to-mouth 
ventilation should be considered.  If there are clinical reasons to avoid mouth to 
mouth ventilation, or the clinician feels unable or unwilling to do it, then the patient 
should receive continuous chest compressions until the arrival of more equipment / 
an ambulance11

All registered nurses and registered medical practitioners should be familiar with the 
treatment guidelines for the management of anaphylaxis. This should include an 
ability to undertake an ABCDE assessment of the patient to ascertain the severity of 

 

 

15 Anaphylaxis 

The incidence of anaphylaxis is increasing with allergens from foods such as nuts, 
fish and fruit to latex and drugs such as antibiotics, immunisations and contrast 
media.  

Recognising the onset of anaphylaxis and instigating early and appropriate 
management may reduce patient morbidity and mortality.  

                                                 

 

http://www.resus.org.uk/pages/safehand.pdf�
http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/RAMH%2024%202011%20Resuscitation%20and%20evacuation%20from%20floor%20DMH%20BAH%20UHND.doc�
http://intranet/Directorates/CorporateDirectorates/EandF/RiskMan/BCAS/Pages/default.aspx�
http://intranet/Directorates/CorporateDirectorates/EandF/RiskMan/BCAS/Pages/default.aspx�
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the attack and the ability to instigate first line treatment with Adrenaline. This should 
be achieved as part of mandatory training.  

Where anaphylaxis is suspected in a patient in hospital the Cardiac Arrest Team 
should be activated due to the high probability of airway compromise to ensure that 
should escalation in treatment be required this is undertaken in a timely manner.  

In hospital, anaphylaxis emergency drug boxes will be available on each emergency 
trolley across the organisation. Additional boxes can be requested for clinical 
environments thought to be at greater risk, such as an allergy clinic or occupational 
health department.  

In the community, clinicians should carry with them Adrenaline 1:1000, needle and 
syringe when going out to administer vaccinations. 

The flowchart for the emergency management of Anaphylaxis can be found by 
clicking here:  

After a suspected anaphylactic reaction in adults or young people aged 16 or older, a 
timed blood sample for mast cell tryptase should be taken as follows47: 

• A sample (purple top / EDTA) should be taken within 3h of start of reaction  
(tryptase ½ life is 1.5h so levels in blood will peak 1-2h after start of 
reaction51) and sent to Immunology Laboratory.  

 
• If levels are increased, a second sample should be taken when all symptoms 

have settled (>24h) to assess baseline levels (this will also be requested on 
result report)  
 

After a suspected anaphylactic reaction in children younger than 16 years, consider 
taking blood samples for mast cell tryptase testing as with adults if the cause is 
thought to be venom-related, drug related or idiopathic48. 

The acute clinical symptoms of the suspected anaphylactic reaction, time of onset 
and circumstances immediately before the onset should all be clearly documented. 

A late reaction may occur after 6-12h which is due to newly synthesised mediators 
(administering steroids in the initial phase may prevent or ameliorate this reaction) 
Any person that has suffered a suspected anaphylactic reaction should be observed 
for 6-12 hours and therefore must be admitted to hospital if in the community, A&E or 
outpatient environment.  In people with reactions that are controlled promptly and 
easily, a shorter observation period may be considered provided they receive 
appropriate post reaction care prior to discharge49.  Children under the age of 16 
should be admitted to hospital under the care of the paediatric teams. In hospital 
patients must be monitored in a high traffic area.  

15.1 Patient Group Direction for the Administration of Adrenaline 1:1000 in 
confirmed anaphylaxis  

Registered nurses and allied health professionals such as radiographers and 
physiotherapists may administer Adrenaline 1:1000 intramuscularly in known or 
suspected anaphylaxis. Attendance at mandatory training for registered staff (or 
ILS/ALS Course) is required. Training should be completed once every two years. 

 

http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/anaphylaxis.pdf�
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15.2 Management Post Suspected Anaphylactic Reaction 

After emergency treatment for suspected anaphylaxis the patient should be offered 
referral to a specialist allergy service in order that they can be investigated, 
diagnosed, monitored and receive ongoing management and education about 
suspected anaphylaxis.  Prior to discharge from hospital the person, and where 
appropriate their parent/carer, should be offered an appropriate adrenaline injector as 
an interim measure before their specialist allergy service appointment50.  They 
should also be offered the following51: 

• Information about anaphylaxis, including signs and symptoms of an 
anaphylactic reaction 

• Information about the risk of a biphasic reaction 

• Information on what to do if an anaphylactic reaction occurs 

• A demonstration of the correct use of the adrenaline injector and when to use 
it 

• Advice about how to avoid the suspected trigger (if known) 

• Information about the need for referral to a specialist allergy service and the 
referral process; refer to regional Immunology and Allergy Department, Royal 
Victoria Infirmary, Newcastle using the referral form here (hyperlink here) 

• Information about patient support groups 

 

16  Defibrillation  

Safe defibrillation of the patient requires the rescuer to be skilled in the use of the 
device and knowledgeable of the indications of its use. Defibrillation must only be 
undertaken by members of staff that have been trained.  

 

16.1 Manual Defibrillation  

ALL staff using a manual defibrillator must have received advanced resuscitation 
training, either in the form of the Resuscitation Council (UK) Immediate Life Support 
(ILS) course, the Resuscitation Council (UK) Advanced Life Support (ALS) course, 
the Resuscitation Council (UK) Paediatric Immediate Life (PILS) course or the 
Resuscitation Council (UK) European Paediatric Life Support (EPLS) course. 
Training must be refreshed at least annually in order to retain authorisation to 
defibrillate.  

 

16.2 Automated External Defibrillation  

Automated external defibrillators (AED’s) are devices that allow a rescuer, with 
relatively little training, to safely administer a shock to a patient in cardiac arrest. 
AED’s do not allow rescuers to administer a shock unless it is indicated.  

All registered nurses, doctors and registered allied healthcare professionals that work 
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in an environment equipped with an AED will be trained and authorised to use the 
device. Training will be updated at least every other year in order to retain 
authorisation to continue using an AED. However, whilst training improves shock 
delivery time and correct pad placement, an AED can be used safely and effectively 
without previous training. Therefore, the use of an AED should not be restricted to 
trained rescuers12

Where an AED is to be used in an area regularly attended by children, it should have 
both paediatric and standard AED pads.  The standard pads are suitable for use in 
children older than 8 years and the paediatric pads suitable for use in children aged 
between 1 and 8 years.  Should a situation arise where paediatric pads are not 
available standard adult-sized pads should be used

.  

13

                                                 

 

 

.  
 
Whilst the use of an AED is not recommended in children aged less than 1 year, it 
should be considered if it is the only defibrillator available.  
 

17 Procurement 

Standardisation of emergency equipment that is fit for purpose, cost effective, easy to 
use and latex free are important aspects of mitigating risk in resuscitation. 
Coordination of this procurement is the responsibility of the cardiac arrest prevention 
team.  

A named member of the cardiac arrest prevention team, in liaison with a senior 
member of the procurement team, will be responsible for coordinating the tender, 
purchase and replacement of all resuscitation equipment across the organisation.  

Any attempt to order large pieces of resuscitation equipment i.e. defibrillators will be 
referred, by procurement, to the named resuscitation officer for consideration. The 
cardiac arrest prevention team reserves the right to refuse supply of equipment that 
is felt to be inappropriate or that does not comply with the principles of 
standardisation, fit for purpose, cost effectiveness, ease to use and latex free.  

 

18  Do Not Attempt Cardio-Pulmonary Resuscitation (DNACPR)  

 

18.1  The success of CPR 
The likelihood of success after CPR is strongly dependent on the cause and 
circumstances: 

 
Poor prognosis factors: For adults arresting outside hospital the 1-month survival is 
at best 16%14. The chance of a favourable outcome reduces to below 10% in non-
shockable  rhythms or when the arrest is not witnessed,15,16,17,18,19,20,21 and can be 
below1%.22 In children, cardiac arrests outside hospital have survival rates up to 9% 
but they are often left with neurological damage.23,24 
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Factors associated with a better prognosis: the chance of a good outcome from 
cardiac arrest is more likely if the individual was previously well, the arrest was 
witnessed, treatment started immediately, and they have a shockable 
rhythm.25,26,27,28,29,30,31,32,33,34,35 In children, respiratory arrest and airway obstruction 
with a foreign body have much higher success rates.36,37 

 
Success of CPR at the end of life: In end-stage advanced cancer the success of 
CPR is less than 1% with survival to discharge close to zero.38, 39 CPR is ineffective 
in very ill individuals with multiple co-morbidities, or in catastrophic causes such as a 
large pulmonary embolus or massive haemorrhage. However, individuals with a life-
limiting illness can still develop a cause of an arrest which has a better prognosis 
such as a myocardial infarction causing a shockable rhythm. If such individuals are 
still relatively well CPR can be the right decision for them. 
 
What do individuals want? What clinicians think individuals want regarding CPR 
differs from the choices patients actually make.40,41 In one survey of UK cancer 
adults, 58% wanted to be resuscitated despite being told of the poor survival rates.38 
More older people were willing to accept CPR in 2007 compared with 1995.42 
However, this increasing tendency to favour CPR may be related to over-optimism 
about its success,43 in part due to the way CPR is presented in the media.44 In the 
presence of incurable conditions, individuals priorities are the avoidance of life-
sustaining treatment and effective communication.45 Therefore accurate information 
and effective communication are key elements when individualising decisions. 

 
Conclusion: Although CPR can be successful in some situations, it will be 
unsuccessful and burdensome in other circumstances. The challenge is identifying 
those serious medical conditions in which CPR should not be attempted. 

 

18.2 Key Terms  

Term Definition 

Do Not Attempt 
Cardiopulmonary 
Resuscitation 
(DNACPR) 

A written decision to withhold CPR in the event of a future arrest. 
It is completed by a clinician with responsibility for the child, young 
person or adult. 
Consent is sought only if 
-the individual has capacity for that decision 
-and an arrest is anticipated 
-and CPR could be successful. 
It can be completed for an individual who does not have capacity 

Advance Decision 
to Refuse Treatment 
(ADRT) 

A verbal or written legally binding refusal of specified future 
treatment by an adult aged 18 or over with capacity regarding their 
future care should they lose capacity for this decision. There is no 
requirement to involve any professional, but advice from a clinician 
can help ensure the refusal is understandable and clear to clinicians 
who will read it in the future, while legal advice can ensure a written 
document fulfils the legal requirements. An ADRT must be made by 
a person with capacity for these decisions, and only becomes 
active when the individual loses capacity for these decisions. To be 
legally binding it must be valid (made by an individual with capacity 
and following specific requirements if refusing life-sustaining 
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treatment) and applicable to the circumstances. ADRTs that refuse 
life-sustaining treatment must follow specific requirements including 
being written, signed, witnessed, state clearly the treatment being 
refused and the circumstances under which the refusal must take 
place, and contain a phrase such as, “I refuse this treatment 
even if my life is at risk.” If valid and applicable, an ADRT has the 
same effect as if the individual still had capacity. See p23 in the 
‘Deciding Right’ document for the regional ADRT form. Because of 
the time needed to assess the validity and applicability of an ADRT, 
they are not helpful in acute emergencies that require immediate 
treatment, but must be acknowledged when time allows. 
 

Emergency 
Healthcare Plans 
(EHCP’s)  

Care plan covering the management of an anticipated emergency. 
Can be written in discussion with the individual who has capacity for 
those decisions, with the parents of a child, or in the Best Interests 
(see below) of an adult who lacks capacity. 

Best Interests Best interests has three requirements: 
1. The suggestion of a care option made by a health or social care 
professional based on their expertise and experience, and on their 
understanding of circumstances of the child, young person or adult 
patient. 
2. The understanding and opinion of that care option by the 
individual with capacity, based on their wishes and feelings, beliefs 
and values. For individuals without capacity for a specific care 
decision the Best Interests process under the MCA must be 
followed. 
3. A willingness to engage in a dialogue to negotiate the option that 
is in the individual’s best interest. 

 

18.3 Key Principles  

Principle What this means  

The 2007 
BMA/RC/RCN joint 
statement on CPR 
decisions should be 
the basis for all CPR 
policies  

• Decisions about CPR must be made on the basis of an 
individual assessment of each case. 

• Advance care planning, including making decisions about 
CPR, is an important part of good clinical care for those at 
risk of cardiorespiratory arrest. 

• Communication and the provision of information are 
essential parts of good quality care. 

• It is not necessary to initiate discussion about CPR if there is 
no reason to believe that an individual is likely to suffer a 
cardiorespiratory arrest. 

• Where no explicit decision has been made in advance there 
should be an initial presumption in favour of CPR. 

• If CPR would not re-start the heart and breathing, it should 
not be attempted. 

• Where the expected benefit of attempted CPR may be 
outweighed by the burdens, the individual’s informed views 
are of paramount importance.  If the young person or adult 
lacks capacity those close to the individual should be 

http://www.theclinicalnetwork.org/end-of-life-care---the-clinical-network/Decidingright/plusdocument�
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involved in discussions to explore his or her wishes and 
feelings, beliefs and values. 

• If an adult with capacity refuses CPR, or an adult lacking 
capacity has a valid and applicable advance decision 
refusing CPR, this must be respected. 

• A Do Not Attempt CPR decision does not override clinical 
judgement in the unlikely event of a reversible cause of the 
child or adult’s respiratory or cardiac arrest that does not 
match the circumstances envisaged. 

• DNACPR decisions apply only to CPR and not to any other 
aspects of treatment. 

Three groups of 
individuals can be 
identified regarding  
CPR decisions 
made in advance  

 
1. No arrest is anticipated: Those for whom there is no 

reason to believe a cardiorespiratory arrest is likely in the 
current circumstances (so an initial presumption in favour of 
CPR is made and consent for, or refusal of, CPR cannot be 
obtained). 

 
 2. CPR could not succeed: Those for whom CPR has no   

realistic  prospect of success in terms of re-starting the heart 
and breathing, so CPR should not be attempted. These 
individuals are automatically DNACPR since consent cannot 
be obtained when no choice exists- however effective 
communication is essential if the individual wishes this. 

 
3.   CPR could succeed: Those in whom cardiorespiratory     
arrest is foreseen and in whom CPR could be successful. This 
group of individuals must be consented for CPR since they 
have the option to refuse CPR. This includes individuals in 
whom the expected benefit of CPR may be outweighed by the 
burdens. In these situations, the individual’s views are 
paramount, and CPR must be offered if the individual wishes 
this. If the individual lacks capacity this decision is made in 
their best interests in accordance with the principles required 
under the Mental Capacity Act (see below). 

 
All CPR policies 
must be compliant 
with the 2005 mental 
capacity act 

Any treatment decision made in advance must be made by an 
individual with capacity, or if they do not have capacity for this 
decision, by following the principles required by this legislation and 
as described in the MCA Code of Practice.  
See Mental capacity act policy  

 

18.4 Making or reviewing CPR decisions in advance 

Principle What this means  

CPR decisions in 
advance should not 
be made for all 
individuals  

It is not possible to make a decision in advance about an event that 
is not anticipated.  

A CPR decision can A reasonable risk is one that would be included in discussing 

http://intranet/sites/policiesandprocedures/Pages/ResultsDivision.aspx?Division=Nursing%20and%20Service%20Transformation�
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only be made where 
there is reasonable 
risk of a cardiac or 
respiratory arrest in 
the current 
circumstances  

consent for treatment. or one that is reasonably foreseeable given 
the acuity of the patient on admission.  

Current circumstances include the current admission or the next few 
days or weeks.  

CPR decisions should  
not be integral to 
advance care 
planning  

A CPR decision may be the consequence of a voluntary dialogue 
about future care, but should not be the intention of an ACP.  

The final 
responsibility for a 
CPR decision rests 
with the clinician 
responsible for the 
child, young person 
or adult  

This may be a Consultant or Senior / Specialist Nurse.  

It is the responsibility of the senior / specialist nurse to ensure they 
have a record of their education, training and competence in line 
with NMC code of contact. 

DNACPR forms 
should be reviewed 
when the individual 
transfers to a new 
setting or 
circumstances 
change 

Since circumstances and an individual’s condition can change, 
DNACPR forms must be reviewed, ideally within 24 hours, but no 
more than 5 days after transfer or when circumstances change. 

DNACPR decisions must be included in the discharge letter that is 
written prior to discharge and where appropriate followed up with a 
telephone conversation by a member of the clinical team with the 
patients GP.  A ‘Deciding Right NEAS Flagging form’ must also be 
completed and faxed to NEAS.  This form can be found by clicking 
here The original form should be placed in the regionally recognised 
yellow envelope and travel with the patient. 

A DNACPR decision 
should be reviewed 
within 12 months 

The review can be made by a senior doctor or senior nurse who 
knows the patient or is responsible for the individual’s care. 

 

18.5 Communication Principles  

Principle  What this means  

Consent for CPR 
should not be 
obtained in every 
individual case  

Consent can only be obtained for individuals who are at risk of a 
cardiac or respiratory arrest and in whom CPR could be successful.  

Every individual has 
the right to a dialogue 
(at their discretion 
and control) with their 
health professionals  

When consent is not possible discussions about CPR can occur if 
the individual wishes this, but other end of life issues usually 
overshadow any wish or need to discuss CPR.  

Clinicians must clearly document a rationale where DNACPR 
decisions are not communicated to patients.   

DNACPR forms must In hospital this is usually at the front of the clinical record.  

http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/Deciding%20right%20NEAS%20Flagging%20Form.pdf�
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be placed in a 
prominent position for 
rapid access  

In the community this is usually at the front of a general care plan in 
the individuals usual residence.  

If a young person or 
adult has refused 
consent for CPR their 
decision is 
confidential  

While individuals will want healthcare staff to be aware of the 
decision, they have the right not to inform partners, family or friends.  

In the event of a 
missing or lost 
DNACPR form, CPR 
will have to start if an 
arrest has occurred, 
unless the individual 
shows signs of rigor 
mortis or is on the 
Liverpool care 
pathway  

The original DNACPR form must be used – copies (paper or e-
record) or brief notes are not acceptable  

If an individual at home has chosen not to tell his family, the 
individual will need to be made aware that there is a risk that, in the 
event of a collapse, family will call 999 and a paramedic crew would 
need to resuscitate if the DNACPR form is missing.  

A photocopy can be kept in the patients’ medical note for 
information purposes only and must be clearly marked ‘For 
Information Only’ 

 

18.6 Documentation Principles  

Principle What this means  

A single DNACPR 
document should be 
used the across the 
region 

When individuals cross boundaries into different settings, their 
DNACPR form should be recognised and accepted by all healthcare 
professionals in all settings. A copy of this form can be found by 
clicking here 

 

DNACPR forms are 
advisory only 

A DNACPR document decision can be overridden if it is clear that 
an unexpected event could be successfully treated with CPR.  

For example where a patient has a DNACPR decision relating to a 
diagnosis of cancer but who then has a choking episode, it may be 
appropriate to consider full advanced life support to clear the airway 
and restore circulation. 

A written advanced 
decision to refuse 
treatment (ADRT) 
that is valid and 
applicable is legally 
binding but, if CPR is 
being refused a 
DNACPR is also 
needed 

An ADRT can refuse CPR but time is needed to check that it is 
valid, applicable to the specific circumstances and in writing.  

Even in the presence of an ADRT, the DNACPR form acts as a 
communication tool for staff and should still be completed to ensure 
that all staff are aware of the patient’s wishes. 

 

Emergency 
Healthcare Plan’s 
(EHCP’s) are 

1. In many specialist settings the complexity of anticipated 
emergency treatment requires more detailed documentation 

http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Pages/Resus-and-DNACPR-policy-appendices.aspx?InitialTabId=Ribbon%2EDocument&VisibilityContext=WSSTabPersistence�
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important adjuncts to 
a DNACPR decision 
in specialist care  

and these require EHCP’s.  

2. DNACPR decisions are not part of an EHCP, and such a 
decision requires a DNACPR form to be completed.  

Advanced decision 
documents can be 
flagged on e-records, 
generated by e 
records systems and 
copies kept for 
archives, but the 
paper original must 
be available for 
making bedside 
decisions 

IT systems are not yet sufficiently integrated to ensure that an e-
copy is the current version. Because of the need for clarity, typing 
onto a writable pdf version of the DNACPR is an option.  However, 
this should be signed in ink on the paper original.  The paper 
original of the DNACPR must remain with the individual and is the 
only reliable current document. 

 

A cancelled DNACPR 
should be clearly 
marked ‘cancelled’ or 
‘invalid’  

DNACPR orders are cancelled by scoring through the page twice, 
writing cancelled between the lines and clearly stating that the form 
has been cancelled in the review section with a signature of the 
clinician cancelling the order. Cancelled forms should be filed in the 
back of the patient’s notes in the hospital environment and in the 
community it should be returned to the GP surgery. 

DNACPR decisions 
should be verbally 
communicated during 
handover  

Where a new team is taking over the care of the patient or a patient 
is being transferred to another area then the patients DNACPR 
status must be verbally handed over to all appropriate healthcare 
professionals.  

 

18.7 Bedside decision principles  

Principle What this means  

Clinical judgement 
takes priority over a 
DNACPR form  

The decision to start CPR depends on the clinical judgement of the 
health professional(s) present at the arrest, if they can justify the 
decision to resuscitate in the presence of a DNACPR form.  

Policies that state a 
presumption in favour 
of CPR should not 
apply in 2 situations 

In the absence of a DNACPR form an individual should not receive 
CPR if: 

1. They have already died, as indicated by the presence of 
post mortem changes such as rigor mortis  

2. They have been placed on an end of life care by the multi 
professional team  

Clinical staff who start 
CPR based on their 
clinical judgement 
should not be 
criticised if others feel 
this was unnecessary  

If the call was inappropriate then reflection and a review of the local 
system of advanced decision making are more appropriate 
responses.  
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A flowchart demonstrating the documentation and communication process for patients with a 
DNACPR can be found by clicking here 

18.8 Implantable Cardiac Defibrillators (ICD’s)  

In patients with ICD’s, when a DNACPR has been put in place the deactivation of the 
ICD should be considered.  The cardio – respiratory units provide 24 hour on call 
service for such events and can be contacted via switchboard.  A consent form 
needs to be completed by medical staff with the patient: 

Request for deactivation of ICD click here 

ICD Deactivation policy click here 

18.9 Patients scheduled for surgery and anaesthesia that have a DNACPR decision 
in place. 

DNACPR decisions are implemented on the assumption that cardiopulmonary arrest 
will be a spontaneous event that is the culmination of the dying process in a patient 
who has a terminal illness or a poor quality of life. These decisions arose out of the 
realisation that resuscitation, including cardiopulmonary resuscitation, is 
inappropriate in such cases, as it has a poor outcome and is against the wishes of 
patients and families46. 
 
Surgery and anaesthesia constitute a change in the medical status of a patient with a 
pre-existing DNACPR decision because of changes in physiology which can add 
additional risks to the patient. However, survival rates following cardiac arrest in the 
operating theatre are significantly greater than in the general ward or residential 
setting where the DNACPR decision was originally intended to apply46.  
 
Some aspects that are essential to providing safe anaesthesia (e.g. ventilation and 
use of vasoconstrictors/inotropes) are considered ‘resuscitation’ in other 
environments. Special consideration must therefore be given to these patients. For 
this reason, the Association of Anaesthetists of Great Britain and Ireland have 
produced guidance for managing patients with a DNACPR decision in place during 
the Peri-operative period. 

The guidance and recommends that one of three options should be agreed by the 
team prior to the commencement of anaesthesia: 

1. The DNACPR decision is to be discontinued during anaesthesia and surgery 
and fully reinstated once discharged from the recovery room. 

2. The DNACPR decision is to be modified to permit the use of drugs and 
techniques commensurate with the provision of anaesthesia. This will include: 

a. monitoring; 

b. manipulation of the airway and the provision of ventilation with the 
understanding that the patient will be breathing spontaneously at the 
end of the procedure; 

c. use of vasopressors and anti-arrhythmic drugs; 

d. use of electrical cardioversion and defibrillation; and 

http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Pages/Resus-and-DNACPR-policy-appendices.aspx?InitialTabId=Ribbon%2EDocument&VisibilityContext=WSSTabPersistence�
http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/Request%20for%20Deactivation%20of%20ICD.doc�
http://intranet/Directorates/CorporateDirectorates/NursingDirector/nursing/CAPT/Resuscitation%20%20DNACPR%20policy%20appendices/ICD%20Deactivation%20Policy%20-%2006%202010.pdf�
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e. the use of chest compressions. 

3. No changes are to be made to the DNACPR option. Under most 
circumstances this option is not compatible with the provision of anaesthesia. 

Documented evidence of the option agreed upon, the rationale and to whom this has 
been communicated should be clearly made in the notes.   

If option two is the preferred option the anaesthetist must clearly state in the notes 
agreed / not agreed for each of the options A to E. 
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19 Process for monitoring compliance with, and effectiveness of this policy 

Element to be monitored Lead Tool Frequency Reporting arrangements Acting on 
recommendatio
ns  and Lead(s) 

Change in practice and 
lessons to be shared 

a) requirement for a 
documented plan for vital 
signs monitoring that 
identifies which variables 
need to be measured, 
including the frequency of 
measurement  

 

Cardiac Arrest 
Prevention 
Team 

Audit of observation and fluid 
balance charts in the Trust on a 
given day (in line with the CAP 
team SOP for audit) including 
ensuring the documented 
frequency of measurement 
matches the frequency being 
recorded. 

Monthly Reported in the monthly report to 
care groups and safety 
committee. 

 

Reported verbally at care group 
meetings by a member of the 
Cardiac Arrest Prevention Team 

Lead Sister, 
Cardiac Arrest 
Prevention Team 

Shared through learning 
bulletins, care group 
meetings and mandatory 
teaching sessions. 

b) use of an early warning 
system within the 
Organisation to recognize 
patients at risk of 
deterioration  

 

Cardiac Arrest 
Prevention 
Team 

Audit of observation and fluid 
balance charts in the Trust on a 
given day (in line with the CAP 
team SOP for audit). 

 

Real time follow up of every 
cardiac arrest in the organisation 
and full RCA if any evidence of 
potential failure to rescue. 

Monthly 

 

 

On-going 

Reported in the monthly report to 
care groups and safety 
committee. 

 

Reported verbally at care group 
meetings by a member of the 
Cardiac Arrest Prevention Team 

 

Every cardiac arrest reported on 
the Safeguard System. 

Report reviews of cardiac arrests 
in mortality review group. 

Lead Sister, 
Cardiac Arrest 
Prevention Team 

Shared through learning 
bulletins, care group 
meetings, action plans 
arising from RCA’s and 
mandatory teaching 
sessions. 

c) actions to be taken to 
minimize or prevent further 
deterioration in patients  

 

Cardiac Arrest 
Prevention 
Team 

Audit of observation and fluid 
balance charts in the Trust on a 
given day (in line with the CAP 
team SOP for audit) including 
ensuring that appropriate 
escalation has occurred. 

Monthly 

 

 

 

Reported in the monthly report to 
care groups and safety 
committee. 

 

Lead Sister, 
Cardiac Arrest 
Prevention Team 

Shared through learning 
bulletins, care group 
meetings, action plans 
arising from RCA’s and 
mandatory teaching 
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Real time follow up of every 
cardiac arrest in the organisation 
and full RCA if any evidence of 
potential failure to rescue. 

 

 

On-going 

Reported verbally at care group 
meetings by a member of the 
Cardiac Arrest Prevention Team 

 

Every cardiac arrest reported on 
the Safeguard System. 

Report reviews of cardiac arrests 
in mortality review group. 

sessions. 

d) do not attempt 
resuscitation orders (DNAR)  
 
 

Cardiac Arrest 
Prevention 
Team 

Audit of DNACPR forms in the 
organisation on a given day (in 
line with the CAP team SOP for 
audit) ensuring they are 
completed correctly, in line with 
trust policy and in full 

 

Real time follow up of every 
cardiac arrest in the organisation 
and brief case review circulated to 
expert clinicians for comment if it 
is felt that the patient potentially 
should have had a DNACPR. 

Monthly 

 

 

 

 

 

On-going 

Reported in the monthly report to 
care groups and safety 
committee. 

 

Reported verbally at care group 
meetings by a member of the 
Cardiac Arrest Prevention Team 

Every cardiac arrest reported on 
the Safeguard System. 

Report reviews of cardiac arrests 
in mortality review group. 

Lead Sister, 
Cardiac Arrest 
Prevention Team 

Shared through learning 
bulletins, care group 
meetings, action plans 
arising from RCA’s and 
mandatory teaching 
sessions. 

e) how the organisation 
documents that resuscitation 
equipment is checked, 
stocked and fit for use  
 

Cardiac Arrest 
Prevention 
Team 

Audit of Emergency trolley 
checking compliance 

 

 

 

Audit of Emergency trolley 
contents 

Monthly 

 

 

 

 

Twice per 
year 

Issues with checking compliance 
and contents reported to ward 
manager and matron at the time 
of audit. 

 

Trolley checking compliance and 
contents audit results reported in 
Cardiac Arrest Prevention Team 
Year end report. 

 

Lead Sister, 
Cardiac Arrest 
Prevention Team 

Shared through learning 
bulletins, care group 
meetings, action plans 
arising from RCA’s and 
mandatory teaching 
sessions. 
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In addition to the monitoring outlined in the table, attendance at Essential Training is 
recorded by P &OD and entered onto the Trust Training Management System, OLM. 
Monitoring of non-attendance will be in line with the Training Needs Analysis, 
Monitoring and Evaluation Policy and carried out by P &OD. Please refer to this 
policy for detailed information 

20 Process for reviewing, approving and archiving this document 

The resuscitation and DNACPR policy will be developed, reviewed and updated as 
required by the cardiac arrest prevention service. Approval will be via quality and 
healthcare governance committee. All copies of the resuscitation policy will be issued 
in pdf format with a single paper copy filed in the library at DMH. 

21 Dissemination, implementation and access to this document 

All copies of the resuscitation and DNACPR policy will be issued in pdf format. Wards 
will be dissuaded from keeping paper copies of the policy to ensure that only current 
versions of the policy are in circulation. The policy may be downloaded from the 
resuscitation intranet site.  

The cardiac arrest prevention service is responsible for uploading the current version 
of the policy to the intranet site and communicating any updates in policy to heads of 
department.  

Heads of department, consultants and ward mangers are responsible for ensuring 
that all staff are aware of their responsibilities as outlined in this policy and that any 
changes to the content of the policy are communicated and implemented in a timely 
manner. 

This policy is not restricted 

22  Associated Documents 

• Policy for the development and management of policy and guidance 
documents 

• Staff Induction Policy & Procedure  
• Training needs analysis  
• Medical devices policy  
• Manual handling policy  
• Medicines policy  
• Clinical audit policy  
• Risk management strategy 
• Mental Capacity Act Policy  
• Neonatal Resuscitation Procedure 
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Appendix A 

 

Equality Analysis / Impact 
Assessment 
 
 

               

       Full Assessment Form          v2/2011 

 

 

 

 

 

 

 

Division/Department:  
  

Corporate Nursing 

   

Title of policy, procedure, decision,  

project, function or service: 

 Resuscitation Policy 

   

Lead person responsible: 

 

 Lisa Ward 
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People involved with completing  

this: 

 

 Paul Fish 

Glenis Curry 

Lisa Ward 

Paul Latimer 

 

 

 

 

 

Type of policy, procedure, decision, project, function or service: 

 

Existing   

 

New/proposed  

 

Changed   
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       Step 1 – Scoping your analysis         

 

What is the aim of your policy, procedure, project, decision, function or service 
and how does it relate to equality? 

 

Provides policy statements in relation to resuscitation for staff working across the 
trust.  Includes sections on minimum training required, equipment to be used, 
procedures for calling for emergency teams and making DNAR decisions. 

 

Who is the policy, procedure, project, decision, function or service going to 
benefit and how? 

 

The policy will benefit staff by having clear guidance about expectations in relation to 
resuscitation policy, practice and training. 

 

What outcomes do you want to achieve? 

 

Clear guidance for staff.  Good practice in relation resuscitation practice. 

 

What barriers are there to achieving these outcomes? 

 

None 

 



Resuscitation and Do Not Attempt Cardiopulmonary Resuscitation Policy 

POL/NQ/0017  Version 5.4 Page 38 of 46 

 

 

How will you put your policy, procedure, project, decision, function or service 
into practice? 

 

Via essential training sessions and through publication on the trust intranet site 

 

Does this policy link, align or conflict with any other policy, procedure, project, 
decision, function or service?  

 

Living wills policy 

 

 

               

       Step 2 – Collecting your information    

 

What existing information / data do you have? 

 

Expert resuscitation knowledge from the resuscitation service, national best practice 
guidance from the resuscitation council 

 

Who have you consulted with? 

 

The resuscitation service 
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What are the gaps and how do you plan to collect what is missing?  

 

None 

 
 

 

               

       Step 3 – What is the impact?    

 

 

 

Using the information from Step 2 explain if there is an impact or potential for impact 
on staff or people in the community with characteristics protected under the Equality 
Act 2010?  

Ethnicity or Race 

 

None 

 

Sex/Gender  

 

None 
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Age 

 

None 

 

Disability 

 

None 

 

Religion or Belief 

 

None 

 

Sexual Orientation 

 

None 
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Marriage and Civil Partnership 

 

None 

 

Pregnancy and Maternity 

 

None 

 

Gender Reassignment 

 

None 

 

Other socially excluded groups or communities e.g. rural community, socially 
excluded, carers, areas of deprivation, low literacy skills 

 

None 
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       Step 4 – What are the differences?       

 

Are any groups affected in a different way to others as a result of the policy, 
procedure, project, decision, function or service? 

 

No 

 

Does your policy, procedure, project, decision, function or service discriminate 
against anyone with characteristics protected under the Equality Act? 

 

 

Yes  No   

If yes, explain the justification for this.  If it cannot be justified, how are you 
going to change it to remove or mitigate the affect? 

 

 

               

       Step 5 – Make a decision based on steps 2 - 4  

 

 

If you are in a position to introduce the policy, procedure, project, decision, 
function or service? Clearly show how this has been decided. 

There is no evidence that introduction of the policy will impact staff in relation to any 
of the factors listed in step 3. 
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If you are in a position to introduce the policy, procedure, project, decision, 
function or service, but still have information to collect, changes to make or 
actions to complete to ensure all people affected have been covered please 
list: 

 

 

 

How are you going to monitor this policy, procedure, project or service, how 
often and who will be responsible? 

 

 

 
               

       Step 6 – Completion and central collation  
 

 

 

Once completed this Equality Analysis form must be attached to any documentation 
to which it relates and must be forwarded to Jillian Wilkins, Equality and Diversity 
Lead. jillian.wilkins@cddft.nhs.uk 

 

mailto:jillian.wilkins@cddft.nhs.uk�
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Appendix B 

Document Title Hyperlink on page… 

Procedure for dealing with 
candidates who are physically unable 
to perform resuscitation skills 

Hyperlink on page 6 

List of Courses offered by the 
Cardiac Arrest Prevention Team 
within the trust 

Hyperlink on page 6 

CDDFT Adult Patient Observation 
Standard and Escalation flowchart 

Hyperlink on page 12 

CDDFT Paediatric Patient 
Observation Standard and Escalation 
Flowchart 

Hyperlink on page 12 

CDDFT Procedure for the 
resuscitation of the critically ill child - 
DMH 

Hyperlink on page 12 

CDDFT Procedure for the 
resuscitation of the critically ill child – 
UHND 

Hyperlink on page 12 

Composition and Procedure for 
activating the medical emergency 
team 

Hyperlink on page 13 

Composition and procedure for 
activating the cardiac arrest team 

Hyperlink on page 14 

Composition and procedure for 
activating the paediatric cardiac 
arrest / emergency team 

Hyperlink on page 14 

Composition and procedure for 
activating the neonatal emergency 
team at UHND and DMH 

Hyperlink on page 15 

Composition and procedure for 
activating the neonatal emergency 
team at BAH 

Hyperlink on page 15 
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Post arrest cooling protocol Hyperlink on page 16 

Royal College of Anaesthetists 
guidance for managing local 
anaesthetic toxicity 

Hyperlink on page 17 

CDDFT flowchart for referral of 
potential donors 

Hyperlink on page 17 

Emergency Trolley Contents list for 
wards or departments attended by 
adults and paediatrics. 

Hyperlink on page 18 

Emergency Trolley Contents list for 
wards or departments attended by 
adults. 

Hyperlink on page 18 

Contents of emergency drug and 
airway bag 

Hyperlink on page 18 

Paediatric emergency trolley contents 
lists 

Hyperlink on page 18 

RCUK Guidance on the safe handling 
of a patient during a resuscitation 
attempt. 

Hyperlink on page 19 

Local Load Handling Risk 
Assessment for Resuscitation 
attempts 

Hyperlink on page 19 

Back Care Advisory Service Intranet 
Homepage. 

Hyperlink on page 19 

RCUK Flowchart for emergency 
management of anaphylaxis 

Hyperlink on page 20 

Deciding Right – An integrated 
approach to making care decisions in 
advance with children, young people 
and adults 

Hyperlink on page 24 

CDDFT Mental capacity Act policy Hyperlink on page 25 
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Deciding Right NEAS Flagging form  Hyperlink on page 23 

Deciding Right DNACPR form Hyperlink on page 25 

DNCAPR Documentation and 
Communication Process 

Hyperlink on page 26 

CDDFT ICD Deactivation policy and 
request for deactivation of ICD form 

Hyperlink on page 29 
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