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                                             (Central)
Nurse-Led Unified Do Not Attempt Cardiopulmonary Resuscitation (uDNACPR) competency training package
Introduction

This package provides the user with a guide to implementation and use of the nurse-led DNACPR competency training package. This pack provides the reader with the tools necessary to facilitate the training and includes:

· Section 1: Areas to consider before implementation

· Section 2: Facilitator’s booklet

· Section 3: Competency checklist

· Section 4: Participants booklet

· Appendix A: Training presentation.
The package is not mandatory and it is for each local area to decide whether they want to introduce nurse-led competency training. It is suggested that the local leads for uDNACPR or End of Life Care (EoLC) are responsible for gaining local agreement and implementing the competencies however this role can be delegated as appropriate. Please be aware the study day is highly recommended but is not mandatory for staff to attend to be assessed as competent to make nurse led decisions.
Section 1
Areas to consider before implementing the nurse-led competency training package
1
Ratification
1.1
Each individual institution/organisation need to ensure that all documentation relating to the nurse-led competency training is processed through the appropriate clinical governance channels. Organisational indemnity needs to be provided.
1.2
The training package is the minimum recommended requirement for staff to complete to achieve competence but can be added to so long as the institution/organisation provides indemnity.
2
Dissemination

2.1
Each individual institution/organisation  will disseminate the appropriate information regarding target audience, pre-course requirements and learning that will need to be completed alongside the identification of a supervisor and, what responsibilities the institution/organisation has.
3
Definition of eligible personnel

3.1
Each institution/organisation needs to identify the eligible staff who meet the criteria for inclusion onto the study day including non-nursing staff (e.g. Paramedic) if indemnity is offered by the organisation.
4
Resources

4.1
Access to: 
· appropriate supervisors to meet pre-course requirements

· an appropriate lead for the training to answer any questions/concerns
· appropriate administrative support to ensure pre-course reading is distributed to the attendees

· a suitable venue to deliver the training

· suitably qualified staff to deliver the training. The minimum criteria for this includes: Advanced communication skills training, meet and exceed the competency standards and have a qualification in teaching
· a central documentation store for all relevant paperwork
· a database of current staff who have completed the training

5 Assessment

5.1 All candidates will be required to undertake pre-course reading to ensure that they are aware of the requirements, this will be available through a pre-course participant handbook.
5.2 All candidates are required to complete the nurse competency framework with their supervisor

5.3 Local institutions are able to add to the pre-course requirements for participants but the following documents are the minimum that need to be completed to successfully complete the training

5.4 Following completion of the training the participants will be expected to consolidate the skills acquired and seek support from their supervisors as required.
6
Evaluation
6.1
Each organisation should use the NHS South of England (Central) evaluation form to ensure that all staff are offered the opportunity to give feedback on the course content and learning outcomes. This will enable staff to access its relevance and define any local amendments to the competencies as required however each organisation accepts responsibility for ensuring that no information or criteria is removed from the minimum training package. 
7
Re-validation
7.1
On successful completion of the training course each individual accepts responsibility for maintaining their own credibility to practice the skills taught. 
7.2
An organisation may decide to offer a process of re-validation of these skills but this will be led by the institution and no formal period before recertification of these skills is recommended.
7.3
 Each organisation needs to accept responsibility for selecting staff that will practice the skills taught on a regular basis and for monitoring these individuals practice.
8
Intended Pathway

8.1
Institution/organisation takes competencies through own Governance system and ensures indemnity for those nurses who complete them.

8.2
Nurse completes the competencies with their line manager or delegated manger, once completed they are able to discuss DNACPR with patients and complete the uDNACPR form without verification.

8.3
Nurses attend the training day as an addition to enhance their communication skill.
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Facilitator’s Booklet

A Practical Course for Discussions and Decision Making with Regard to Unified Do Not Attempt Cardiopulmonary Resuscitation (uDNACPR)
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Introduction

The overall aim of attendance at ‘A Practical Course for Discussions and Decision Making with Regard to Unified Do Not Attempt Cardiopulmonary Resuscitation (uDNACPR)’ is to enable the senior nurse/doctor to practice their communication skills in a safe environment. It is essential that those attending have achieved the uDNACPR competency framework prior to the course. The uDNACPR signing off senior nurse competency form will need to be completed and a copy given to the course facilitators prior to attendance. This course is not compulsory, but is recommended that they attend this course in conjunction with the completion of the signed competencies.

This course is run over 6-7 hours, it and comprises of a lecture, demonstrations of discussions surrounding DNACPR and time for each candidate to practice their communication skills to consolidate their learning. 
Participants will be exposed to discussions of varying complexities (see below). Each participant will lead a minimum of 2 discussions with two of the four facilitators acting as the patients. During the scenarios the following diseases will be included for discussion:

· Cancer

· Dementia

· COPD / CHD

· Long Term illness

This is not an exhaustive list.

Suggested DNACPR discussions

1. Section 1a – Informing person who has capacity +/- Relatives

2. Section 1a – Informing relatives / LPA of a person who lacks capacity

3. Section 1b – Discussion with person who has capacity +/- Relatives

4. Section 1b – Discussion relatives / LPA of a person who lacks capacity

Please ensure that the candidates are aware that the starting point for their discussion with the patient/relative is the DNACPR decision and it is implicit within the information given that a conversation has already taken place regarding the diagnosis.

A suggested opening conversation would be:

“We have previously had a discussion regarding your illness; I have come to speak to you today about .............”

Section 1a Informing person who has capacity

Information for candidate:

Edith is 57 with renal cancer and has been deteriorating of late – nephrostomies blocking and very difficult surgically to change, bony metastases showing on bone scan and blood picture is increasingly poor, she has recently had a blood transfusion. Appetite is diminishing and she has been told…’no more treatment in terms of chemotherapy.’ Given her poor prognosis and the fact that CPR is not likely to be successful you have decided that she is not for CPR and a DNACPR decision is made. Your brief is to explain the rationale for the DNACPR decision and what she needs to do with it. 

Information for facilitator;

Edith is initially shocked but then given some time, understands the rationale for the decision. 
Section 1a Informing relatives/LPA of person who lacks capacity

Information for candidate:

Elderly patient, Mr White, who has both COPD and lung cancer, very unwell and is now confused and dying, predominantly from the end stage COPD. No reversible causes for deterioration have been identified and the doctor has seen him and confirmed this. He is normally cared for at home, by community team and with social services care package and his elderly wife. Mr White lacks capacity. Mrs White has already been told and is understanding of decision and not present

Your brief is to inform the son of the DNACPR decision and the rationale for this decision which is: - Mr Smith has deteriorated due to his cancer and that given the terminal nature of this disease and given the very poor chance of surviving CPR the treatment would be inappropriate.

Information for facilitator;

You will play the role of the son who argues it was based on age and the fact his father smoked. The son threatens to telephone 999 when his father dies as he wants him resuscitating. Following discussions he understands the rationale for the decision. Please see information for facilitator above for guidance on possible introduction to this conversation

Section 1b Discussion with person who has capacity with her husband present

Information for candidate:

Samantha is in her early 40s and has inoperable ovarian cancer, looks well, still driving and working part time. She wants to start attending a 6 week course run at her local hospice and in order to attend her CPR status needs to be established. You have a good relationship with her. You are well placed to discuss the pros and cons of CPR because of the trust you have established. You have spoken to the GP and he agrees to you having this conversation

Your brief is to introduce the concept that CPR may be successful but may be followed by a length and quality of life which might not be acceptable to her. You need to have a discussion explaining the risks/burdens. Remembering a warning shot,

Information for facilitator;

You play the role of Samantha who misunderstand thinking that you have given up on her but she ultimately decides she does not want CPR. Please see information for facilitator above for guidance on possible introduction to this conversation

Section 1 b Discussion with daughter of a person who lacks capacity 

Information for candidate:
Jeanette is 76 with moderate dementia and has been deemed to lack capacity on the 2 or 3 occasions you have tried to initiate a conversation around the pros and cons of CPR. She also has a degree of cardiac failure and normally resides in a Sheltered Housing.  She still goes out on outings, walks to the park most days with her daughter and seems to have a good quality of life providing she is given her cardiac medication.

Your brief is to discuss with the daughter Gina the concept that CPR may be successful and explore whether the benefits/ burdens would be unacceptable to Jeanette. You also explain the risks of the procedure itself, # ribs, sternum, brain damage etc. and the likely poor outcome.

Information for facilitator;

As the daughter Gina, you have a TV drama view of how CPR, but following discussion she informs you that her mother Jeanette would probably choose not to have CPR if she still had capacity. This is a hard conversation for Gina who mentions a strong RC faith and preserving life but she is sure when she makes the decision in the end. Please see information for facilitator above for guidance on possible introduction to this conversation

*******It is important that participants are aware that completion of the competency framework is a compulsory element for successful accreditation. Alongside the study day, which is a non-compulsory element in demonstration of effective communication skills. Although a non-compulsory element, if the facilitator feels that the candidate does not demonstrate the necessary high level communication skills implicit within these sensitive discussions, despite successful completion of the competencies, the candidate will not be able to successfully complete the course. The rationale for this decision will be discussed with the candidate and their manager in a sensitive manner with support offered to address the key areas identified by their professional lead. Their manager will then take responsibility for ensuring the candidate gains the skills required for clinical practice.

Role play Regulations

It is not recommended that participants undergo this training if they are currently identifying with these scenarios at a personal level or are recently bereaved.

· Ratio of group 4 participants: 2 facilitators

· Participants will play themselves and not act in another clinical role.

· The scenario will be one of the four outlined relating to DNACPR and will try to re-create the type of experience that may actually occur during a consultation of this nature.

· Each Group member will be involved in a role-play lasting approximately 15-20 minutes – to ensure everyone gets a practice.

· Facilitator one will act as the patient/carer dependent on the scenario being role played and facilitator two will co-ordinate feedback from both themselves and the remainder of the group.

· There is no expectation for participants to ’perform’ well, as this area of communication has been identified as difficult and therefore it may be appropriate to seek help/ ideas from the group or facilitator.

· The role-player can request ‘time out’ if at any time they feel stuck or are unsure in which direction to take the conversation at which point the GROUP will help them move forward.

· Facilitator two may stop the role-play to emphasise a learning point

· Participants if distressed are able to request the role play to be stopped.

· When the role-play stops, the facilitator will encourage feedback through a learning conversation, on the skills and strategies that have been used, using the feedback sheet, both positive and constructive alternatives should be discussed as appropriate.

· The role-player will then be asked to share with the group their experience.

· The group will maintain confidentiality during the role-plays (and after the course) as part of the general ground rules for the taught session.

· Sometimes individual worries arise that are not foreseeable; these should be recognised and addressed with an appropriate agreement from the group. For example, if a participant is worried that no-one will understand her accent, you might agree that it is acceptable to ask her to repeat/explain anything that is not understood.

Acknowledgements

We would like to acknowledge the above role play regulations reflect similarities to those used by the Connected, National communication skills training programme and thank them for their permission to adapt them for use for this training. 
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PROGRAMME

(Central)

A Practical Course for Discussions and Decision Making with Regard to Unified Do Not Attempt Cardiopulmonary Resuscitation (uDNACPR)

Date -

Time


Activity




Instructor


09.00-09.20

Welcome  








09.20-10.15

Lecture - Introduction 





10.15-10.45

Review of MCA 2005 and DNACPR 



decisions

10.45-11.00

Coffee Break  [image: image1.wmf]
11.00-11.30 

Demonstration of discussion (DVD)



11.30-11.40

Role Play Rules





11.40-15.00 (lunch at 13.00-13.40)
    


	
	11.40-13.00


	13.00-1340
	13.40-15.00

	4 x Discussion Practice

Room 1


	Group A
	Lunch
	Group B

	4 x Discussion Practice

Room 2


	Group B
	
	Group A


15.00-15.30

Feedback following discussion Practice


15.30-15.45

Coffee Break  [image: image2.wmf]
15.45-16.15

Completing the DNACPR Form



16.15-16.30

Evaluation and close
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[image: image6.emf]Guidelines for facilitating the DVD discussions

The (Rowans Tel: 023 9225 0001 for purchase) DVD portrays some very good communication skills and some of the pitfalls that practitioners can find themselves falling into and as such we recommend that they are facilitated. It is good to set the scene by briefing the audience beforehand as to the outline of the scenario and then bring out some specific discussion points afterwards. The DVD states at the commencement of each case scenario they are not perfect.

1a decision Patient has end stage cancer and has entered terminal period so CPR clinically inappropriate because of advanced disease. Patient was too unwell to discuss the decision which was made. His wife had been fully informed and seemed to understand at the time. Daughter and son have asked to see the GP to discuss this decision as they think the decision is based on age and confusion and they are unhappy in first place. O once they understand what would be involved in CPR they reluctantly agree it is probably for the best.

  Points to ensure are discussed

· The use of the term, natural end to his life

· The rationale given that CPR would lead to hospital admission and that is not what their father would have liked

· The use of the word ‘futile’ – could this be misinterpreted

· The use of the word ‘purple form’ when it is in fact lilac – healthcare professionals use purple as a more generic phrase….in the end does this matter? 

1b decision GP exploring risks/benefits with a young mother who has secondary breast cancer, bony spread which will eventually bring about her death but at this stage she is still driving kids to school and working part time. She is otherwise fit and well but is undergoing chemotherapy which could mean she has a little more risk than others her age of an unanticipated arrest but that her outcome at this stage would not be much different to others in her age group without significant morbidities. If she was to arrest and survive it is likely that she would not be as well, there would be fairly significant risk of rib #’s etc. and she would need to ‘die again’ in the next few years…..  GP helps her to consider the benefits/risks and she is leaning towards making a decision which is ultimately “no thanks” in the future once she realises what might happen at CPR attempt and afterwards and the still very poor chance of survival to discharge.

Points to ensure are discussed

· The empathy the GP shows

· The timing of this conversation, was it the right time? If she wants to access some of the hospice services, this decision needs to have been discussed as a pre-requisite

· GP perhaps at one point gives some false reassurance “I see no more reason that you would arrest given that you are a fit relatively healthy young woman….poses the question should CPR be discussed at all?

· The use of the term “good chance of survival” when he refers to the average man/woman in the street

· The fact that he gently points out that although the decision is hers at this stage there will come a point when the cancer progresses that the decision will be taken out of her hands (this is a very important point to make)

· The use of the leaflet and offer of a second appointment with her husband present if she wishes – GP realising the importance of the impending decision for this couple

· If she had decided to “still be for CPR” no form would be generated but the record of the conversation should be in medical and nursing notes

1c decision     The patient has a valid and applicable Advance Decision to Refuse Treatment (ADRT) which he made some time ago. The wife was present at the time. The patient is now much more poorly and has lost capacity.

The wife is now concerned about the CPR status and queries the validity of the ADRT, stating that she wants the decision reversed and as his NOK feels this should be honoured. The GP informs her gently and explains that as her husband has now lost capacity it is this very fact that now makes his ADRT valid and applicable. Wife is eventually seeing it from GP’s and the legal viewpoint. 

Points to ensure are discussed

· The empathy the GP again shows by unpacking the wife’s concern

· The reference to this ADRT now being legally binding

· The logistics of what she should do when her husband dies – how sensitively this is explored

· The possible need for the audience to revisit Chapter 9 of the Mental Capacity  Code of Conduct on legality (validity and applicability of ADRTs)


DNACPR Role play Feedback Sheet 

	Example of Facilitative skill used
	Comments – To include positive feedback and suggestions to enhance future practice 

	Initiation of DNACPR discussion, warning shot given,


	

	Establishing patient / carers understanding of the illness. process


	

	Demonstrates knowledge of the DNACPR


	

	Showed Empathy when talking to patient / carers


	

	Checks understanding and clarifies when necessary


	

	Appropriate use of silence / pauses effective?

	

	Picked up on patient / carer cues verbal / non verbal

	

	Empowers patient in decision making


	

	Use of body language, voice tone, active listening 

etc.


	

	Summarises discussion and negotiates a plan of action


	


Any alternative suggestions


Section 3

(Central)

	1. 
	Name of senior nurse applying for extended  role


	SURNAME:                                                                              FORENAME (S):

	2. 
	A. Clinical Setting where senior nurse is employed

B. Name, address, ward / department /  GP practice, Trust of senior nurse 


	 FORMCHECKBOX 
   A& E            FORMCHECKBOX 
  GP Surgery       FORMCHECKBOX 
 Community       FORMCHECKBOX 
 Care Home  

 FORMCHECKBOX 
   Hospice       FORMCHECKBOX 
  Hospital             FORMCHECKBOX 
 Other Please state…………………………..

……………………………………………………………………………………………….

……………………………………………………………………………………………….            

	3. 
	Assessor’s name


	SURNAME:                                                          FORENAME: 


	Contact Details______________________                    

	4. 
	Criteria for assessor

· Experienced in End  of life Decision Making / Advance Care Planning

and

· Line Manager /delegated person to senior nurse


	Assessor’s position

 FORMCHECKBOX 
 Consultant            FORMCHECKBOX 
 GP      FORMCHECKBOX 
  Nurse Consultant    FORMCHECKBOX 
      Adv Nurse Practitioner               

 FORMCHECKBOX 
 Clinical Nurse Specialist      FORMCHECKBOX 
     Other    Please State…………..

	5. 
	2nd assessor’s name , if applicable


	SURNAME:                                                                               FORENAME:


	Contact Details______________________                    

	6. 
	Criteria for assessor

· Experienced in End  of life Decision Making / Advance Care Planning

and

· Line Manager /delegated person to senior nurse


	Assessor’s position

 FORMCHECKBOX 
 Consultant            FORMCHECKBOX 
 GP      FORMCHECKBOX 
  Nurse Consultant    FORMCHECKBOX 
      Adv Nurse Practitioner               

 FORMCHECKBOX 
 Clinical Nurse Specialist      FORMCHECKBOX 
     Other    Please State…………..


COMMUNICATION SKILLS
	
	COMPETENCY
	Senior Nurse to self assess by ticking box if fully competent
	Reflection/Discussion with Assessor 
	Action Plan if required
	Assessor’s Signature  on completion of Action Plan
	DATE

	1. 
	Supports patients and families through uncertainty, using knowledge of the impact of disease and its treatments to discuss care options and coping strategies.
	 FORMCHECKBOX 

	
	
	
	

	2. 
	Demonstrates respect, compassion, sensitivity and a non judgemental attitude in complex situations.
	 FORMCHECKBOX 

	
	
	
	

	3. 
	Recognises and takes the opportunity, by picking up on cues, to hold deeper discussions relating to psychological, emotional or spiritual issues demonstrating higher level communication skills.
	 FORMCHECKBOX 

	
	
	
	

	4. 
	Analyses complex patient situations and shares experiences and insights with others.
	 FORMCHECKBOX 

	
	
	
	

	5. 
	Acts as a good role model guiding and supporting other team members to improve their communication skills.


	 FORMCHECKBOX 

	
	
	
	

	6. 
	Demonstrates an ability to ask potentially difficult questions and sensitively communicates “bad news” or contentious information or decisions.
	 FORMCHECKBOX 

	
	
	
	

	7. 
	Creates an empowering and affirming environment which helps a patient make a difficult decision.
	 FORMCHECKBOX 

	
	
	
	

	8. 
	Demonstrates the ability to effectively liaise and work in collaboration with multi professional staff working across the range of health and social care settings.
	 FORMCHECKBOX 

	
	
	
	

	9. 
	Demonstrates advanced communication skills acquired through experiential learning or courses e.g. Connected Advanced Communication Skills Training. 
	 FORMCHECKBOX 

	
	
	
	


KNOWLEDGE AND SKILLS 

	
	COMPETENCY
	Senior Nurse to self assess by ticking box if fully competent
	Reflection/Discussion with Assessor 
	Action Plan if required
	Assessor’s Signature on completion of Action Plan
	DATE

	1. 
	Demonstrates degree level critical thinking and decision making as a minimum.


	 FORMCHECKBOX 

	
	
	
	

	2. 
	Can provide evidence of continued professional updating “lifelong learning” with regard to end of life care.


	 FORMCHECKBOX 


	
	
	
	

	3. 
	Able to recognise  

· patterns of disease progression/ likely outcomes 

Able to use:

· Prognostic Indicator Guides to initiate timely end of life discussions and decision making.


	 FORMCHECKBOX 

 FORMCHECKBOX 

	
	
	
	

	4. 
	Takes into account competing ethical positions within clinical decision making.


	 FORMCHECKBOX 

	
	
	
	

	5. 
	Fully aware of and utilises in their practice the following laws, policies and guidelines:

· Current law around DNACPR policies and the processes set out in the SHA policy

· Code of Professional Practice

· Mental Capacity Act 2005, Safeguarding Adults, Advance Decisions to Refuse Treatment and Advance Care Plans

· Coroners and Justice Act 2009

· Human Rights Act 1998

· End of Life Care Strategy 2008, updated 2010

and 

can demonstrate that they are embedded in their practice, guiding their decision making processes.


	 FORMCHECKBOX 

	
	
	
	


HIGHER LEVEL DECISION MAKING

	
	COMPETENCY
	Senior Nurse to self assess by ticking box if fully competent
	Reflection/Discussion with Assessor 
	Action Plan if required
	Assessor’s Signature  on completion of Action Plan
	DATE

	1. 
	Is able to critically assess, analyse and interpret complex:

· clinical situations

· communication

· best interest decisions.
	 FORMCHECKBOX 

	
	
	
	

	2. 
	Demonstrates current experience of working in the contextual environment in which End of Life decisions are considered as part of daily practice e.g. working with patients with End of Life issues, palliative care or Long Term Conditions.
	 FORMCHECKBOX 

	
	
	
	

	3. 
	Anticipates and recognises the changing clinical status of a deteriorating patient and is able to weigh the burdens/ benefits of investigations and treatments including cardiopulmonary resuscitation (CPR).
	 FORMCHECKBOX 

	
	
	
	

	4. 
	Demonstrates the ability to practice, when appropriate, autonomously


	 FORMCHECKBOX 


	
	
	
	

	5. 
	Works with individuals in shared decision making around treatment options, within the principles of valid consent and best interest e.g. appropriateness of CPR.


	 FORMCHECKBOX 

	
	
	
	

	6. 
	Facilitates discussion on research & evidence based practice in advance care planning to include DNACPR.

	 FORMCHECKBOX 

	
	
	
	

	7. 
	Applies professional judgement to make decisions and achieve appropriate care outcomes.


	 FORMCHECKBOX 

	
	
	
	

	8. 
	Demonstrate the ability to identify priorities quickly and maintains focus when multiple stimuli are presented.


	 FORMCHECKBOX 

	
	
	
	

	9. 
	Records in an accurate, detailed and contemporaneous manner the rationale for complex and best interest decisions.


	 FORMCHECKBOX 

	
	
	
	

	10. 
	Demonstrates self-awareness of own limitations, prejudices and accountability and demonstrates being a reflective practitioner.

 
	 FORMCHECKBOX 

	
	
	
	


ORGANISATIONAL SKILLS COMPETENCIES

	
	COMPETENCY
	Senior Nurse to self assess by ticking box if fully competent
	Reflection/Discussion with Assessor 
	Action Plan if required
	Assessor’s Signature  on completion of Action Plan
	DATE

	1. 
	Understands and adheres to the need for working within boundaries, processes and systems in complex situations. 
	 FORMCHECKBOX 

	
	
	
	

	2. 
	Demonstrates being innovative and self-directed in seizing the opportunity for DNACPR discussions.
	 FORMCHECKBOX 

	
	
	
	

	3. 
	Demonstrate ability to work within a team and also independently in complex situations e.g. working with patients across transitional spaces such as liaison with hospital and community teams.
	 FORMCHECKBOX 

	
	
	
	

	4. 
	Supports junior staff to develop skills in organising, prioritising and delegating with regard to advance care planning to include DNACPR.
	 FORMCHECKBOX 

	
	
	
	

	5. 
	Identifies and manages poor practice in end of life care, including recognition and reporting of clinical risk 

	 FORMCHECKBOX 

	
	
	
	

	6. 
	Uses leadership, supervisory and facilitation skills to: 

· ensure awareness of changes in treatment plans, ethos of care 

· document and communicates changes across all relevant health and social care domains with regard to DNACPR.


	 FORMCHECKBOX 

	
	
	
	

	7. 
	Demonstrates ability to plan and organise complex activities and has shown diligence in completing projects, tasks and procedures with regard to end of life care.

	 FORMCHECKBOX 

	
	
	
	

	8. 
	Demonstrates confidence and competence with IT systems i.e. computer literate, to enable communication of DNACPR decisions.

	 FORMCHECKBOX 

	
	
	
	

	9. 
	Be able to demonstrate the ability to complete accurate, detailed and contemporaneous records as per the Nursing and Midwifery Council standards with regard to DNACPR.


	 FORMCHECKBOX 
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Name of senior nurse wanting to apply for extended role:
​ ________________________________________

Name of manager signing off competency completion:
_________________________________________

Contact details of Manager 
Email_______________________________________________________ 


Telephone___________________________________________________

Contact details of applicant 
Email_______________________________________________________ 


Telephone___________________________________________________

DATE:
____________________

	Course Title:
	A Practical Course for Discussions and Decision Making with Regard to Unified Do Not Attempt Cardiopulmonary Resuscitation (uDNACPR)


	Trainers:
	     

	Date/Venue
	


Participant Evaluation Form

Thank you for attending this course. To assess the effectiveness of this training and assist in the planning of future courses please complete the following questions and add any additional comments you have.  All feedback is welcome.

	PRE-COURSE
	Rating

	
	1.     Strongly Disagree
	2. Disagree
	3. 

Neutral
	4.

 Agree
	5.        Strongly Agree

	1
	I received the pre-course booklet in sufficient time before the course.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2
	The pre-course booklet was easy to understand.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3
	The pre course booklet was a rich resource 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4
	The pre-course booklet and other information helped me better understand the training session.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	COURSE
	Rating

	
	Strongly Disagree
	Disagree
	Neutral
	Agree
	Strongly Agree

	5
	The learning objectives were clearly defined.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6
	The structure and flow of the course aided my learning.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	7
	The exercises were relevant to the learning objectives.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	8
	The exercises were relevant to my day-to-day role.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	9
	The information was pitched to my level of learning.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	10a 
	The training session has increased my sense of confidence in undertaking uDNACPR discussions and decision making
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	10b
	The training session has increased my sense of competence in undertaking uDNACPR discussions and decision making
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	11
	The handouts have provided me with opportunity for further learning.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	12      The pace of the
           course was
	Too fast    FORMCHECKBOX 

	About right    FORMCHECKBOX 

	Too slow    FORMCHECKBOX 


	13      This course has added to my personal development plan because:



	TRAINER
	Rating

	
	1.

Strongly Disagree
	2.

Disagree
	3.

 Neutral
	4.

 Agree
	5.        Strongly Agree

	14
	The trainers were knowledgeable about the subject.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	15
	The trainers held my attention throughout the course.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	16
	The trainers used a variety of methods to get the key messages across (blended approach).
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	17
	My role in any exercises was clearly explained.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	18
	I felt safe during the role play
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	19
	The trainer provided adequate feedback.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	20
	The group feedback was useful.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	21
	Everyone was given the chance to ask questions and participate.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Additional comments about the training course:

	LEARNING ENVIRONMENT
	Rating

	* Please delete as appropriate
	Strongly Disagree
	Disagree
	Neutral
	Agree
	Strongly Agree

	22
	The venue was easy to get to by: *car/public transport.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	23
	The room set-up allowed me to participate in training.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	24
	The use of media aided my learning.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	25
	There were sufficient breaks throughout the course.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	26
	Any disability requirements were adequately met.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Optional:

Your Name
	

	Optional:

Organisation
	

	Optional: 

E-mail
	
	Optional:

Tel No
	


We may like to use your comments in our brochures and advertising material. If you would prefer to keep your comments anonymous, please tick this box:                                                              
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Abbreviations

	ACP
	Advance Care Planning

	ADRT  
	Advance Decision to Refuse Treatment

	CPR

	Cardiopulmonary Resuscitation

	CAD
	Court Appointed Deputy

	EoLC
	End of Life Care

	GSF
	Gold Standards Framework

	IMCA
	Independent Mental Capacity Advocate

	LCP
	Liverpool Care Pathway
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	Lasting Power of Attorney

	MCA
	Mental Capacity Act
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	Preferred Priorities of Care

	SCSHA
	South Central Strategic Health Authority

	uDNACPR
	Unified Do Not Attempt Cardiopulmonary Resuscitation


Introduction

Welcome to this pre-course reading booklet which is designed to summarise the important elements of theory and practice that participants require for completion of this course.

This booklet and course should be used in conjunction with the South of England (Central) uDNACPR policy and documents. 

This course focuses on one key element of the End of Life Care Strategy (2008) which surrounds communication with persons and carers regarding resuscitation and its appropriateness in the context of Advance Care Planning (ACP) and Advance Decisions to Refuse Treatment (ADRT).

There is a substantial body of evidence, much of which was conducted in this country, which demonstrates the value placed on good communication by both the person and their carers and this is particularly relevant for persons with advanced life threatening illness. Surveys in this area also indicate that effective communication is placed high on a person’s list of priorities (NICE 2004) and further evidence from the Healthcare Commission (2007) and the End of Life Care Strategy Second Annual Report (2010), demonstrates that poor communication can have serious consequences both in psychological morbidity, reduced quality of life, complaints and litigation. 

Taylor et al (2005) recognised that a lack of training in communication skills was associated with burn out and professional distress and therefore effective communication plays an important role in improving both health outcomes and professional job satisfaction. 

It is well recognised that this is challenging topic, however it is hoped that this training will provide an opportunity to practice these conversations in a safe environment enabling you to improve your confidence through the process of feedback and self assessment techniques.

Objective of course

This course is designed to provide an opportunity to practice conversations relating to uDNACPR for those who will be involved in uDNACPR decision making.
Eligibility

· Senior Nurses who have successfully completed the uDNACPR Competency Framework. 

· Medical Staff leading discussions regarding uDNACPR decisions.
Pre-course preparation

This course is run over 6-7 hours, and comprises of: 

· Lectures 

· Demonstrations of discussions about uDNACPR 

· Time for each candidate to practice their communication skills with regard to uDNACPR. 

As a prerequisite for this course you are strongly advised to read this booklet and any of the advised links/ papers carefully to ensure you are fully prepared. The course is designed to facilitate safe practice of communication skills regarding uDNACPR. 

Please be aware that the uDNACPR signing off senior nurse competency form will need to be completed (for nurses) and a copy sent to the course supervisors prior to attending the course. 

Medical staff may already be leading discussions regarding uDNACPR decisions in their employment and attendance of the course is to hone their existing skills and/ or increase confidence with regard to this skill.

It is important that participants are aware that completion of the competency framework is a compulsory element for successful accreditation. 

The study day does however contain a non-compulsory element with regards to the demonstration of effective communication skills. Despite its non-compulsory nature, if the faculty feel that the candidate does not demonstrate the necessary high level communication skills implicit within these sensitive discussions, despite successful completion of the competencies, the candidate will not be able to successfully complete the course. The rationale for this decision will be discussed with the candidate and their manager in a sensitive manner with support offered to address the key areas identified by their professional lead. Their manager will then take responsibility for ensuring the candidate gains the skills required for clinical practice.

Role-play Discussion Practice

Role-play is based on the notion of ‘lets pretend …’ within which learners step outside of their own experiences and try out behaviours, perhaps at the edge of their comfort zone. Role-play has the capacity to allow learners to integrate their learning from other contexts. The facilitators will provide clinical and other information and prompt learners if necessary. 

Role-play can sometimes have a strong emotional component particularly if it is dealing with issues which could resonate powerfully with participants own experience therefore following each role play session there will be allocated time for debriefing.

The type of role-play used during this course is:

Improvisation: Learners will use their own responses and actions in a given situation; staying in their own professional role. For example "You have been asked to discuss with Mr Smith their views on the benefits and burdens of CPR …" As with all teaching modalities, attention will be paid to the planning and facilitation, ensuring participants feel safe.

During the role-play itself, the supervisor is there to listen, and to manage time boundaries. Other members of the group will complete the feedback form to assist the constructive feedback discussion that will follow your role-play. During this feedback discussion, participants will be encouraged to explore thoughts and feelings and to identify problematic and challenging moments, as well as addressing good practices. 

Review of Communication Skills

This section reviews the communication skills and strategies you have utilised in the past with regard to difficult discussions. Skills such as: broad open questions, directive open questioning, active listening, appropriate use of body language, silences, utterances, acknowledgement, minimal prompts, clarification, cues, showing empathy, screening, educated guesses, paraphrasing, reflecting, delivery of appropriate levels of information, checking understanding, summarising etc will be reviewed and discussed.
Listed below are examples of how these skills / strategies may be used as part of the process of communication surrounding uDNACPR discussions. Parts of the process may be repeated and the order may differ depending on the person’s responses 

Process

· Introduce oneself (i.e.) Name and Role.

· Seek permission to consider this emotionally difficult area of thinking: 

    “How do you feel about discussing……? 

· Establish if they want someone present with them during the discussion and identify who that person is.
· Establish their understanding of their illness: ‘’ Can you tell me what you understand about your illness?’’ 

· Actively LISTEN: This will require a great deal of concentration if a person’s cues are to be picked up on. It will also involve the act of relinquishing preconceived ideas about the person, with a willingness to be changed by what we hear. A cue is ’something that the person says or does that is a hint to you that there is something more to be explored’ (Butow et al 2002; Del Piccolo et al 2006) and may be Verbal “I am worried”  “It feels odd” “It was difficult” or Non Verbal such as Crying, sighing, frowning or a look of despair often suggesting a hidden emotion.
· Summarise what you have heard: This should allow you to check you have understood what has been said and for the person to correct any misunderstandings.

    “So what I’ve heard you say is...... is that right?” 

· Ask permission to say how you see things if it differs from the person:
    “I wonder whether another way of seeing things would be….?”

· Establish the person’s preferences for information and decision making. Direct inquiry may be the best approach:
“Are you someone who wants to know everything about what is happening' good and bad?” 
· Give the information including giving a “warning shot”: 

“Given the seriousness of your condition (warning shot) and the fact that the treatment to date has not worked…..It is important that some decisions are made about your treatments in the future and what might be done if  your condition were to worsen’’ PAUSE 

· Screen: by inviting questions and offering to discuss the implications of what has been said.
“Would you like to talk more about what I have just said now…..,?

· Empathise with the person’s emotions acknowledging the potential impact of the information given / issues discussed: Encouraging them to express their emotions  
    “I’m aware we have talked about a number of very difficult things today and this may not have been what you were expecting.”
   ”I appreciate that this conversation may have been difficult for you….”

· Prioritise their concerns:

   “What is it that worries you most.....?”
· Negotiate a forward decision:

   “How would you like to take things forward from here?”

· Establish their final understanding of all that has been said:

   “Considering all that we have said today, when you return home what is it that    

    you will tell your family?”

· Offer additional resources, including:

    Assistance in talking to others.

    Other support services.

· Arrange a follow-up time: for person and family questions and concerns ensuring they have appropriate contact numbers.

Use other facilitative skills to establish the person’s values concerns and wishes such as: 

· Broad open questions - which may encourage the person to talk freely and require more than a yes / no answer. “How…, What…., Tell me…..”

· Directive open questioning - Frame into context. 


“How… What…. Tell me…. Since the last time I saw you?”

· Appropriate Body Language - Eye contact, posture, gestures – 70% of communication is body language.

· Silences - which may naturally facilitate the person to say more by providing a space to talk and follow their own agenda rather than the clinician’s agenda. 


“You seem deep in thought; tell me what you are thinking about / what’s on your mind?”

“Take your time, and tell me when you’re ready to go on.”

· Utterances - such as “Uhuh” “Yes” “Mmh” which will indicate to the person that they are being heard.

· Minimal prompts - which will maintain the interaction:


“Really, that is interesting. Please do go on.”

· Clarification -which should ensure that the person’s meaning is understood. 


“When you say: ‘that will be it’ What exactly do you mean by that?”
· Educated guesses - 

“I may be wrong but I’m guessing that what I have just told you is making you feel…...”
· Paraphrasing - Condensing the essence of what has been said  


“So what you are saying is….”
· Reflecting - May be part of picking up on a cue using the person’s words. 


Person – “I’m fine but I’m worried about my wife.” 


Senior Nurse – “You’re worried about your wife?”

Behaviours that inhibit communication

· Blocking: which can happen on a number of levels inhibiting the interviewee from saying more about how they feel e.g.


Moving away from the content and the emotion:

“I was worried about what the doctor told me at the hospital”

“And how have you been physically?”

Moving away from the emotion but maintaining the content:

 “I went to the doctor and he told me it was cancer. I was devastated, I had  

no idea.”  “What did the doctor say to you?”

· Switching:

Time Frame 

“It was awful, I felt so ill, and so fed up, it seemed to go on for ever.”

“And how do you feel now?”

Topic

“I was in pain, weak and tired, and was absolutely terrified that the treatment 

wasn’t working.”

“Tell me about your pain. How bad was it?”

Person 

“I felt devastated by the news. I thought I was going to die.”

“And how did your wife feel about it?”

· Giving premature reassurance or advice.

· Normalising: 
“I feel so shocked by the news”

“It’s only natural that you should feel that way at first, all patients do.”

· Using jargon/ medical terminology.

Barriers to effective communication

Healthcare professionals:

· Fear of:

· Unleashing strong emotions and having to cope with the emotional reactions.

· Causing more harm than good.

· Being asked difficult questions, such as “why me?”.

· Saying the wrong thing.

· It taking too much time.

· The belief that:

· Emotional problems are inevitable.

· It is not their role to discuss certain things.

· There is no point talking about fears when we have no answers.

· Having inadequate skills to:

· Assess knowledge and perceptions.

· Integrate medical, psychological, social and spiritual agendas.

· Know how to move both into and out of feelings safely.

· Handle specific situations, for example breaking bad news.

· Feeling that:

· There is no support for themselves or patient if problems are identified.

Patients

· Fear of

· Admitting inability to cope.

· Breaking down or losing control.

· Stigmatisation by admitting psychological problems.

· Having their worst fears confirmed.

· The belief that:

· Healthcare professionals are too busy to listen.

· Healthcare professionals are only concerned with certain aspects of care.

· Talking about concerns will increase the burden on the healthcare professional.

· Life depends on treatment and complaining about treatment will lead to its withdrawal.

· Their worries are insignificant.

· Other difficulties

· Unable to express how they feel.

· Unable to find the right words/language.

· When they have tried to express their concerns to healthcare professionals, cues are met with distancing or relevant questions are not asked.
(The communication section of this booklet is with acknowledgement to the work of Lesley Fallowfield, Cathy Heaven, Carolyn Pitceathly, Amanda Ramirez, Anita Roberts and Susie Wilkinson authors of material for the National Cancer Action Team. Others who have contributed to the development of the ‘Connected, National Communication Skills Training Programme’ are Liz Gaminara, Claire Green, Virginia Hall, Andrew Hoy, Pauline Leonard, Nicola Schofield and Sandra Winterburn).
uDNACPR Policy

1
Introduction

Survival following Cardiopulmonary Resuscitation (CPR) in adults is, depending on the circumstances, between 5-20%. Although CPR can be attempted on any person prior to death, there comes a time for some people when it is not in their best interests to do so. It may then be appropriate to consider making a Do Not Attempt CPR (DNACPR) decision to enable the person to die with dignity.
2 Policy Statement
The South of England (Central) Strategic Health Authority (SofE(C) SHA) DNACPR policy will ensure the following:
2.1
All people are presumed to be “For CPR” unless:

· A valid DNACPR decision has been made and documented or  

· An Advance Decision to Refuse Treatment (ADRT) prohibits CPR. 

Please note if there is clear evidence of a recent verbal refusal of CPR whilst the person had capacity then this should be carefully considered when making a best interests decision. Good practice means that the verbal refusal should be documented by the person to whom it is directed and any decision to take actions contrary to it must be robust, accounted for and documented. The person should be encouraged to make an ADRT to ensure the verbal refusal is adhered to.  

2.2
There will be some patients for whom attempting CPR is inappropriate; for example, a patient who is at the end stages of a terminal illness. In these circumstances CPR would not restart the heart and breathing of the individual, and should therefore not be attempted.

2.3
All DNACPR decisions are based on current legislation and guidance. 

2.4
When CPR might restart the heart and breathing of the individual, advanced discussion will take place with that individual if this is possible (or with other appropriate individuals for people without capacity); although people have a right to refuse to have these discussions.

2.5
A standardised form for adult DNACPR decisions will be used (See Appendix 1).

2.6
Effective communication concerning the individual’s resuscitation status will occur among all members of the multidisciplinary healthcare team involved in their care and across the range of care settings. This could include carers and relatives if appropriate.

2.7
The DNACPR decision-making process is measured, monitored and evaluated to ensure a robust governance framework.

2.8
Training at a local/regional level will be available to enable staff to meet the requirements of this policy.

2.9
This policy has been reviewed by the local Trust Legal Services Department to ensure it provides a robust framework underpinned by relevant national documents.
3 
Purpose


3.1
This policy will provide a framework to ensure that DNACPR decisions:

· respect the wishes of the individual, where possible

· reflect the best interests of the individual

· provide benefits which are not outweighed by burden. 


3.2
 This policy will provide clear guidance for health and social care staff.

3.3
This policy will ensure that DNACPR decisions refer only to CPR and not to any other aspect of the individual’s care or treatment options.
4
Scope

4.1
This policy applies to all of the multidisciplinary health, social and tertiary care teams involved in patient care across the range of settings within the SofE(C).

4.2 This policy is applicable to all individuals aged 18 and over.

4.3
This policy forms part of Advance Care Planning for patients and should work in conjunction with end of life care planning for individuals.

For the full policy and further EoLC information

<http://www.southofengland.nhs.uk/what-we-do/end-of-life-care/>
Unified Do Not Attempt Cardiopulmonary Resuscitation (uDNACPR) – How it relates to the Mental Capacity Act (MCA) 2005

The following content is taken from SofE(C) leaflet 2011 regarding:

Introduction

This leaflet provides a guide for professionals making uDNACPR decisions in relation to the MCA 2005. The requirements of the MCA should always be followed.

This leaflet covers:

· uDNACPR and Mental Capacity Assessment

· A brief introduction to the MCA 2005 including best interests

· MCA Principles

· The Decision-makers responsibilities 

· Mental Capacity Assessment

· Advance Decision to Refuse Treatment (ADRT)
· uDNACPR Decisions and Mental Capacity in relation to South Central Strategic Health Authority (SCSHA) uDNACPR Policy 
uDNACPR and Mental Capacity Assessment

The first statutory principle in the MCA is that we presume capacity unless there is evidence to say otherwise. 

Once a decision has been made by a clinician, where appropriate in conjunction with the person, not to attempt cardiopulmonary resuscitation (CPR), the person should be informed (especially if being discharged home with the uDNACPR decision) to allow them to make further decisions for themselves in light of the uDNACPR. Any such decision should be kept under review as appropriate to the person’s circumstances in response to the decision and time specific requirements of the MCA.

These decisions should involve consultation with the persons carers/relatives/ Lasting Power of Attorney (LPA) and the possible appointment of an Independent Mental Capacity Advocate (IMCA) where the person lacks capacity and/or has nobody to speak on their behalf.


Mental Capacity Act (MCA) 2005 (Amended 2007) 

The MCA 2005 came into operation in 2007. It serves 2 functions:

1. To provide a statutory framework which empowers and protects people who may lack capacity to make certain decisions for themselves

2. To provide a framework for people who wish to plan ahead for a time when they may lack capacity

Clinicians are expected to be familiar with the MCAs principles, understand the MCA, how it works in practice and the implications for people for whom a DNACPR decision has been made. http://www.legislation.gov.uk/ukpga/2005/9/contents Staff working with people lacking capacity for whatever reason should be familiar with the MCAs Code of Practice and follow its guidance The MCA lays down a framework that must be followed when services are working with people who may, permanently or temporarily, lack the capacity to make all, or some, decisions about their treatment and care for themselves. The MCA gives rights to service users and those who it represents and responsibilities to staff and others working with them.

The MCA places the person who lacks capacity at the heart of decision-making, ensuring their choices are respected and that decisions made for them are in their best interests. The MCA does not fully define best interests but it does give a checklist.

Best Interests Checklist

· Is there a relevant substitute decision maker LPA / Court Appointed Deputy (CAD)?

· Is there a valid and applicable ADRT to refuse treatment?

· Assess whether the person may gain capacity; if so, can the decision wait?

· Involve the person in the decision as much as possible.

· Explore the persons past and present views, culture, religion and attitudes.

· Do not make assumptions based on a person’s age, appearance, condition or behaviour.

· Consult interested family and friends.

· Try to find the least restrictive option that meets the need.

Decisions Reserved to the Court of Protection

Certain decisions in respect of seriously ill persons are reserved to the Court of Protection and cannot be taken without resource to the Court. It is essential that decision makers are familiar with sections 6.18 and 8.18 of the Code of Practice.

The MCA enables planning for the future where individuals can choose someone they trust to make decisions on their behalf about either their finances and property or their health and welfare. This is called the LPA. The act gives a legal format and process for Advance Decisions to Refuse End of Life Treatment (ADRT). 

Guiding Principles of the MCA 2005

1. A person must be assumed to have capacity unless it is proved otherwise.

2. Do not treat people as incapable of making a decision unless all practicable steps have been tried to help them. 

3. A person should not be treated as incapable of making a decision because their decision may seem unwise.

4. Always do things or take decisions for people without capacity in their best interests.

5. Before doing something to someone or making a decision on their behalf, consider whether the outcome could be achieved in a less restrictive way.

These principles sit on the face of legislation so a breach of the principles could be seen as a breach of the MCA and therefore, unlawful.

Decision-maker responsibilities 

DNACPR decision-makers must:

· Involve the person. 

· Have regard for the past and present wishes and feelings, especially written statements which may be in the form of an advance care plan (ACP). For further details on the NHS South Central regional ACP guidance please visit  

<http://www.southofengland.nhs.uk/what-we-do/end-of-life-care/>
· Consult with others who are involved in the care of the person e.g. carer, LPA.

· Not make assumptions based solely on the person’s age, appearance, condition, disability or behaviour.

· Ensure a valid and applicable ADRT (see below for details) to refuse CPR is respected even if others think that this decision is not in the persons best interests.

· Respect any LPA and/or ADRT including end of life treatment.

· Involve the appointment of an IMCA were the person lacks capacity and their is no one to speak on their behalf other than a paid carer.

· Be kept under review.

Assessing Mental Capacity 

The Two-stage Test (the diagnostic test)

Consider the following questions when assessing whether an individual has the capacity to make a decision:

1. Does the person have an impairment of mind or brain, or is there some sort of disturbance affecting the way their mind and brain works, either on a temporary or a permanent basis?

2. If so, does that impairment or disturbance mean that the person is unable to make the decision in question at the time it needs to be made?

The Four-step functional test (the functional test)

According to the MCA, a person is unable to make their own decision if they cannot do one or more of the following:

1. Understand appropriately presented information about the decision; 

2. retain the information long enough to 

3. use and weigh it to make a decision, and

4. communicate the decision by any recognisable means e.g. by talking, using sign language, blinking an eye or squeezing a hand.

All details of a person’s Mental Capacity Assessment must be documented in the person’s notes. This information should be shared with all relevant health and social care staff involved in the person’s care (including IMCAs).

uDNACPR Decisions and Mental Capacity in relation to (SCSHA) uDNACPR Policy - Informing/ involving the person and others in DNACPR Decisions

CPR is unlikely to be successful (SCSHA form Section 1a)

When a DNACPR decision has been made on the basis that CPR is unlikely to be successful it is not necessary to discuss the decision with the person. However, best practice is the person should be informed of the decision and why CPR is an inappropriate treatment. This allows the person to make further decisions for themselves in light of the DNACPR. If the person was not informed of the decision at time of making, due to being too unwell, it is important that they are informed at the earliest appropriate opportunity especially if they are being discharged to their home. Any such decisions should be kept under review and involve carers/relatives/LPAs and IMCAs as indicated elsewhere in this policy.
If the person lacks capacity the relevant other/ LPA or IMCA, if appointed, MUST be told of the decision when it is made or prior to discharge. 

CPR may be successful but will not be of overall benefit to the individual (SCSHA form Section 1b)

If the person has mental capacity the burdens and benefits of CPR need to be discussed and a decision reached in partnership.

If the person does not have capacity, their relevant others must be consulted to establish what the decision-maker reasonably believes the person would decide if able to do so. If the person has made a LPA, appointing a Welfare Attorney to make decisions on their behalf, that person must be consulted. A Welfare Attorney may be able to refuse life-sustaining treatment on behalf of the person if this power is included in the original LPA. You need to check this by reading the LPA. If there is no one appropriate to consult with and the person has been assessed as lacking capacity then an instruction to an IMCA should be considered.

The following needs to be recorded;

· State clearly in the notes what was discussed and agreed. 

· If the decision was not discussed with the person, state the reason why this was inappropriate. 

· State the names and relationships of relevant others with whom this decision has been discussed. 

· A detailed description of such discussion should be recorded in the clinical notes.

. 

There is a valid advance decision to refuse CPR in the following…..  (SCSHA form Section 1c)

This is for people who had previously or still have capacity (if they still have capacity, acknowledge the ADRT and discuss with them) that have a valid and applicable Advance Decision to refuse CPR.
Please Note:

Nothing in this leaflet overrules the organisations general MCA training/policy or the MCA itself or the MCA’s Code of Practice. It is important that staff are familiar with MCA and the Code of Practice and have attended relevant training.

Advance Decision to Refuse Treatment 

A DNACPR is a clinical decision made on best interests relevant to the disease of the person whereas an ADRT is the person’s own decision.

The MCA creates statutory rules with clear safeguards so people can make an ADRT including end of life treatment if they should lack capacity in the future. A valid and applicable ADRT is classed as a contemporaneous decision. A DNACPR is not an ADRT it is a legal document informing healthcare professionals of a medical direction. If the person has a valid and applicable ADRT a copy should be attached to the back of their DNACPR form. 

There are no particular formalities about the format of an advance decision. It can be written or verbal, unless it deals with life-sustaining treatment, in which case it must be written and specific rules apply.

The two important safeguards of validity and applicability in relation to ADRT are:

1. The ADRT has to be specific to the circumstances documented. 

2. Where an ADRT concerns treatment that is necessary to sustain life, strict formalities must be complied with i.e. the decision must be in writing, signed and witnessed.

In addition

1. 
There must be a statement that the ADRT stands even if life is at risk which must also be in writing, signed and witnessed.

2.
The person must have been consistent with their ADRT.

The decision maker should make reasonable efforts to ascertain whether a person who may be considered for a DNACPR decision has made either an ADRT or an advance decision to refuse end of life treatment.

Checks to remember when assessing the validity and applicability of an ADRT: 

1. Specific to CPR? 

2. In writing, signed and witnessed? 

3. Contains the statement even if life is at risk 

4. Has the person been consistent with their ADRT?

If the answer to all the above is Yes the ADRT is valid and applicable.

If the ADRT contains specific circumstances when CPR would not be appropriate write these on the form.

If there is a valid and applicable ADRT specific to CPR, a copy on white paper should be kept with the DNACPR form. Ensure the ADRT still applies to the person’s current circumstances.

Remember a person can change this decision at any time.

There is sometimes confusion regarding Advance Care Planning (ACP), advance decisions and DNACPR. Some basic definitions are:

	Advance Care Planning
	Advance Decisions to Refuse Treatment
	DNACPR

	This is a process of discussion between an individual and their care providers irrespective of discipline. The difference between ACP and planning more generally is that the process of ACP is to make clear a person’s wishes and will usually take place in the context of an anticipated deterioration in the individual’s condition in the future, with attendant loss of capacity to make decisions and/or ability to communicate wishes to others.
	These must relate to a refusal of specific medical treatment and can specify circumstances. It will come into effect when the individual has lost capacity to give or refuse consent to treatment. Careful assessment of the validity and applicability of an advance decision is essential before it is used in clinical practice. Valid advance decisions, which are refusals of treatment, are legally binding.


	A DNACPR decision applies to CPR only, other ceilings of treatment need to be discussed. A DNACPR is a method of communicating a medical instruction, a clinical decision made on best interests relevant to the disease of the person.


When to have Advance Care Planning discussions - Transition Points 

The Process

· Can be at a single fixed point – or part of a process.

· Can be initiated by the person or a senior clinician.

Disease Related Factors
· When cardiac or respiratory arrest is likely due to a terminal disease/ multiple co-morbidities.

· Sometimes after a successful but inappropriate CPR attempt.

· Surprise Question. Would you be surprised if the person were to die in the next 6-12mths?
· When they are first recognised as being on an end of life care pathway e.g. Gold Standards Framework (GSF)/ End of Life Care Register. 

· Clinical Indicators – Meet specific clinical indicators for cancer; and other chronic illnesses e.g.  Organ failure; elderly frail/dementia (Prognostic Indicator GSF 2006).

· In chronic illness, discussions should start when it is clear that the person will die from their condition (Prognostic Indicator GSF 2006).

· After multiple hospital admissions for exacerbation of a chronic disease. 
· When a transition in care is about to take place e.g. transfer to the hospice setting, move from aggressive to palliative treatment. 
· Any other unforeseen acute event that has the potential to shorten life.
Person Related Factors

· When the person has given cues that they want to talk about this.

· When the person is engaged and as comfortable as possible with the support of another present if they want.

· When they have been given the opportunity of reading the uDNACPR South Central information for you, your relatives and carers leaflet.

· Choice – The person makes a choice for “comfort care” only, i.e. refuse dialysis; blood transfusion- may lead to decision on uDNACPR and possibly an ADRT.
· May be triggered by a change in social circumstances such as move to care home, bereavement etc.

· When there is a need to establish CPR status e.g. attending a hospice day centre or being transferred in an ambulance.

End of Life Resources Useful Links

Advanced Care Planning (ACP), Advance Decision to Refuse Treatment (ADRT) & Preferred Priorities for Care (PPC):

· ACP Toolkit http://www.southofengland.nhs.uk/what-we-do/end-of-life-care/central-area-documents/
· http://www.endoflifecareforadults.nhs.uk/assets/downloads/ACP_booklet_2011_Final_1.pdf
· http://www.endoflifecareforadults.nhs.uk/assets/downloads/pubs_Advance_decisions_to_refuse_guide.pdf
· http://www.ncpc.org.uk/page/planningandcapacity
· http://www.adrtnhs.co.uk/
· http://www.endoflifecareforadults.nhs.uk/tools/core-tools/preferredprioritiesforcare
End of Life Care Programme: The National End of Life Care Programme works with health and social care services across all sectors in England to improve end of life care for adults by implementing the Department of Health’s End of Life Care Strategy. http://www.endoflifecareforadults.nhs.uk
End of Life Care Strategy - aims to bring about improvement in access to high quality care for all adults approaching the end of their life.  It provides a framework to support health and social care providers in their development and delivery of end of life care services http://www.endoflifecareforadults.nhs.uk/publications/eolc-strategy http://www.endoflifecareforadults.nhs.uk/publications/end-of-life-care-strategy-second-annual-report
Gold Standards Framework (GSF):

It aids clinicians identify patients in the last years of life using tools such as Prognostic Indicator Guide (PIG), assess the needs and preferences of patients and their families and encourages inter-professional teams to work together. Available at: http://www.goldstandardsframework.org.uk/ 
Guidance

General Medical Council

· http://www.gmc-uk.org/guidance/ethical_guidance/end_of_life_care.asp
Resuscitation Council (UK)

· http://www.resus.org.uk/pages/dnar.htm
· http://www.resus.org.uk/pages/DNARrstd.htm

Legislation 

Mental Capacity Act 2005

· http://webarchive.nationalarchives.gov.uk/+/http://www.dca.gov.uk/legal-policy/mental-capacity/mca-cp.pdf
· http://www.legislation.gov.uk/ukpga/2005/9/contents
.Human Rights Act

· http://www.legislation.gov.uk/ukpga/1998/42/contents

Coroners and Justice Act 2009

·    http://www.legislation.gov.uk/ukpga/2009/25/contents
Liverpool Care Pathway (LCP): 

The Liverpool Care Pathway (LCP) is an end of life care tool, utilised by clinicians when people are in the last few days of their life. It covers all aspects of care from assessment to after death and is a multi professional documentation tool. http://www.mcpcil.org.uk/index.htm
Map of Medicine – End of Life Care in Adults (October 2010) – assessment and care planning - Institute for Innovation and Improvement.  Available at: http://eng.mapofmedicine.com/evidence/map/end_of_life_care_in_adults1.html 

(SofE(C) <http://www.southofengland.nhs.uk/what-we-do/end-of-life-care/>
· DNACPR

· Adults ACP Toolkit

· Tissue Donation
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A Mental capacity assessment in line with the MCA - the functional and diagnostic tests must be carried out if it is believed that the person’s mental capacity is in question. All details of the assessment must be clearly documented in the person’s notes
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