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The organisation trains staff in line with the requirements set out in
its training needs analysis and published in its Corporate Curriculum.
Training which is categorised as statutory or essential must be
completed in line with the training needs analysis and Corporate
Curriculum.
Compliance with statutory and essential training is monitored through
the Learning and Development team with monthly manager’s reports
and staff individual training records twice yearly.
Training reports are also submitted quarterly through the Trust
Quality and Governance Committee Meeting.
Staff failing to complete this training will be accountable and could be
subject to disciplinary action.
Monitoring
Arrangements:

Service Line Meetings, Clinical Cabinet Meetings. Policy to be
reviewed at least every 3 years or in response to changes in
guidance or legislation.
This policy will be monitored as set by the relevant Service Line
Clinical Audit Programme.

Implementation:

This policy document will be held in the public section of the
Documents Library with unrestricted access, replacing the previous
version which will be archived.
Staff will be informed of the introduction of the new form using
established staff communication channels to distribute information
including:





email / letter to all Consultants and GP‟s
email / letter to all ward managers
staff newsletter item (CASCADE)
via the Clinical Cabinets
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1.

Introduction

1.1

Cardiopulmonary Resuscitation (CPR) is a basic emergency procedure for life support,
consisting of artificial respiration and manual external cardiac massage. It is used in cases
of cardiac arrest to establish effective circulation and ventilation in order to prevent
irreversible cerebral damage resulting from lack of oxygen.

1.2

UNLESS A VALID ‘TREATMENT ESCALATION PLAN’ HAS BEEN COMPLETED AND
THE DNACPR BOX HAS BEEN TICKED ‘CORNWALL FOUNDATION TRUST STAFF
WILL ATTEMPT TO RESUSCITATE ANY PERSON (STAFF / VISITOR / PATIENT) IN
WHOM CARDIAC OR RESPIRATORY FUNCTION CEASES. IF ANY DOUBT EXISTS,
RESUSCITATION WILL BE ATTEMPTED.

1.3

The Treatment Escalation Plan (TEP) is where all appropriate treatment options for the
patient are laid out with a note made of those modalities which may be inappropriate. The
TEP and Resuscitation Decision Record (RDR) should be initiated and completed in any of
the possible healthcare settings (acute or community). The term Do Not Attempt
Cardiopulmonary Resuscitation (DNACPR) indicates that in the event of cardiopulmonary
arrest, neither basic nor advanced resuscitation will be instigated.

1.4

The Trust recognises that a written TEP with a DNACPR order does not preclude any other
treatment (not specified on the TEP / RDR as inappropriate) and care including basic care
that are appropriate for our patients and these will not be affected by a TEP and
resuscitation decision record.

1.5

Resuscitation decisions involve complex ethical and legal considerations. This policy fully
supports the 2016 guidance and recommendations published by the British Medical
Association, the Resuscitation Council (UK) and the Royal College of Nursing (Decisions
relating to cardiopulmonary resuscitation) and the latest General Medical Council guidance
(2010).

2.

Purpose of this Policy






To acknowledge the right of every mentally competent adult patient to refuse or accept
attempts at CPR and to be involved in decisions regarding CPR.
To ensure that healthcare professionals are aware of their duty to inform and consult
with the patient prior to any TEP and resuscitation decisions being made and in
addition so far as possible to inform and consult family members.
To ensure that healthcare professionals properly decide and document a TEP and
RDR in patients to whom resuscitation would not be appropriate.
To ensure suitable provisions are made for any patients who are deemed to lack
capacity and to ensure that health professionals are aware of their duty to inform
relatives and IMCA‟s where patients lack capacity.
To provide a framework to guide staff, patients, families and carers regarding TEP /
RDR decisions.
To bring the Cornwall Foundation Trust policy in line with other care providers in
Cornwall, encompassing a countywide approach.
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3.

Scope






4.

The term DNA CPR (Do not attempt cardiopulmonary resuscitation) indicates that, in
the event of cardiopulmonary arrest, an arrest team will not be called and neither basic
nor advanced cardiopulmonary resuscitation will be started.
All TEP and RDR orders must be made in accordance with this policy. Staff should
report any untoward incident that occurs by not adhering to this policy by informing their
line manager and reporting the incident using the Trust risk reporting system.
(Safeguard).
This policy must be read in conjunction with the guidance from the British Medical
Association, the Resuscitation Council (UK) and the Royal College of Nursing:
Decisions relating to cardiopulmonary resuscitation 2016. Employees should check
online for the most recent edition. See references for further information.
This policy applies to all clinical staff working within Cornwall Foundation Trust.

Definitions / Glossary

Advanced CPR

Is the addition of invasive manoeuvres to restore effective
ventilation and circulation. Advanced airway manoeuvres
consist of interventions such as bag-valve-mask ventilation,
tracheal intubation, defibrillation and the administration of
intravenous drugs.

Advance Decisions

Patients sometimes make advance decisions when they have
capacity. If the clinical team consider their patients‟ capacity
fluctuates and there is a time in the future where they have
capacity to make a decision, they could be asked to make an
advance decision. Where an advance decision is made this
must be noted on the patient‟s records and the family should
also be informed.

Attorney

Is a person who has been given the legal right to make
decisions within the scope of their authority on behalf of the
person who made the Power of Attorney. See Lasting Power of
Attorney.

Basic Care

Includes those procedures which are essential to keep an
individual comfortable. The administration of medication or the
performance of any procedure which is solely or primarily
designed to provide comfort to the patient or alleviate that
person‟s pain, symptoms or distress are facets of basic care.
This includes warmth, shelter, pain relief, management of
distressing symptoms (such as breathlessness or vomiting),
hygiene measures (such as the management of incontinence)
and the offer of oral nutrition and hydration.

Basic CPR

Refers to attempts which are made without the use of
specialised equipment to restore effective ventilation, using
expired air inflation of the lungs and to restore circulation, using
external compressions of the chest wall.
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Best interests

Any decisions made, or anything done for a person who lacks
the mental capacity to make specific decisions, must be in the
person‟s „best interests‟. (see mental capacity policy)

Cardiac arrest

Is the cessation of cardiac output, determined by the inability to
feel a central pulse, unresponsiveness and no spontaneous
breathing.

Cardiopulmonary
Resuscitation (CPR)

Is a broad term which usually refers to attempts made to
provide effective breathing and restore circulation in a patient
who has cardiac arrest.

Clinical

Relating to the observation and treatment of actual patients
rather than theoretical or laboratory studies.

Competence

A mentally competent patient can understand and retain the
information relevant to the decision in question and weigh it up
before arriving at a choice.

Clinical Deputy

A clinician responsible for making a T.E.P decision who is not at
Consultant level. Adult decisions: any doctor with full GMC
registration. Paediatric decisions: paediatric registrar or
associate specialist only.

Ethical

Ethics are a set of moral rules of conduct, which pertain
particularly to decisions in resuscitation.

Healthcare Team

Comprises the senior doctor and senior nurse together with
members of their teams who are involved in the delivery of care
to the individual patient.

Independent Mental
Capacity Advocate (IMCA)

A person appointed under the Mental Capacity Act 2005 to
provide support and representation for a person who lacks
mental capacity, where the person has no-one else to support
them.

Lasting Power of Attorney

A lasting power of attorney (LPA) is a legal document that lets
an individual appoint one or more people (known as attorneys‟)
to help make decisions or to make decisions on your behalf.
The individual must be 18 or over and have mental capacity
when the LPA is made. There are 2 types of LPA: health and
welfare and property and financial affairs.

Mental Capacity

The ability to make a decision about a particular matter at the
time the decision needs to be made.

Respiratory Arrest

Describes the situation when breathing stops (apnoea).

Resuscitation

The medical efforts which are made to revive a person who is
seriously ill / injured or who is in cardiac arrest (and appears to
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be dead).
5.

Ownership and Responsibilities

Medical Director
The Medical Director has executive responsibility for this policy.
Consultants / GP’s
Consultants / GPs have overall responsibility for patients in their care. It is the responsibility of
Consultants / GPs to ensure that all medical staff in their team who are involved in TEP and RDR
decision-making are familiar and comply with the procedures and documentation contained within
this policy.
Ward and Departmental Managers
Ward and departmental managers are responsible for ensuring that their staff are aware of the
TEP and RDR policy specifically in respect to communication and documentation. They should
also ensure that their staff act as the patient‟s advocate to promote decision-making following best
interest principles.
Role of Individual Staff
It is a health professional‟s own responsibility, according to their own professional organisation, to
work within their own sphere of competence and to comply with the policy.
6.

Standards and Practice

6.1

Responsibility for Adult Treatment Escalation Plan and Resuscitation Decision
Record

6.1.1. A competent adult can refuse attempts at resuscitation. A patient cannot demand
resuscitation which is not clinically indicated. A Consultant / GP (or suitable clinical deputy
– 6.1.5.) is responsible for determining whether a patient is competent to refuse
resuscitation which would otherwise be offered. A Consultant / GP or clinical deputy should
use their clinical judgement about how to initiate discussions around TEP and resuscitation
decisions. The patient must be informed and consulted about any TEP and RDR unless
the patient lacks capacity or doesn‟t want to be involved in the discussion.
6.1.2. Details of any discussions with the patient and / or relatives regarding resuscitation must
be contemporaneously documented on the proforma.
6.1.3. The responsibility for making TEP and RDR order rests with the Consultant / GP in charge
of the patient‟s care.
6.1.4. Circumstances in which it is appropriate to consider a TEP & RDR order are:

Where attempting CPR will not restart the patient’s heart and breathing. If the
healthcare team is clear that attempting CPR would be very unlikely to restart the
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patient‟s heart and breathing, the patient cannot gain any clinical benefit from an
attempt. Consensus within the team about likely clinical outcome should be the aim and
decision making must be based on clinical assessment of the patient‟s condition and
up-to-date clinical guidelines.
Where there is no benefit in restarting the patient’s heart and breathing. Although
in most cases there is benefit gained when a patient‟s heart and breathing are
successfully restarted following cardiopulmonary arrest, this is not true in all cases. No
benefit is gained if only a very brief extension of life can be achieved and the patient‟s
co-morbidity is such that imminent death cannot be averted. Similarly, no benefit is
gained by the patient if he or she will never have awareness or the ability to interact
and is therefore unable to experience benefit. If the patient is clearly dying as a result of
an incurable progressive illness, then cessation of breathing and heartbeat may form a
natural part of the dying process and should not be perceived as a cardiopulmonary
arrest.
Where the expected benefit is outweighed by the burdens.
Where CPR may be successful in restarting the patient‟s heart and breathing, and thus
prolong the patient‟s life, the benefits to be gained from the prolongation of life must be
weighed against the burdens to the patient of the treatment, and of any on-going
background morbidities.

6.1.5. In the absence of a Consultant / GP a clinical deputy may make TEP and RDR decisions
for adult patients. A clinical deputy in relation to this policy is defined as a doctor with full
GMC registration or a nurse consultant, community matron, specialist nurse with current
NMC registration. It is expected that the deputy has the clinical expertise, knowledge and
competence to undertake these decisions. If there are any doubts about the right course of
action, a Consultant / GP should always be contacted to discuss what to do.
6.1.6. When a clinical deputy makes a written order on the TEP / RDR proforma (Appendix 1) in
accordance with paragraph 6.1.5 above a Consultant / GP must countersign the decision at
the earliest opportunity. The expectation is that this will be within 1 week, but in most cases
will be sooner.
6.1.7. Advance Decisions
6.1.8. Patients sometimes make advance decisions when they have capacity. If the clinical team
considers that the patients‟ capacity fluctuates and there is a time in the future where they
have capacity to make a decision they can be asked to make an advance decision.
6.1.9. Where an advance decision is made, this must be noted on the patients‟ records and family
should also be informed where appropriate. In England and Wales advance decisions are
covered by the Mental Capacity Act 2005. The act confirms that an Advance Decision to
Refuse Treatment (ADRT) refusing CPR will be valid, and therefore legally binding on the
healthcare team, if applicable to the circumstances that have arisen and meets the criteria
set out by the act. An individual must be 18 years of age or over to make an advance
decision. If the individual wishes to refuse life sustaining treatment the advance decision
must be in writing and be signed by the individual in the presence of a witness and be
signed by the witness and include a statement to verify that the advance decision will apply
to the specified circumstances even if life is at risk.
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6.1.10. Patient Wishes
6.1.11. The patient must always be informed and consulted (in accordance with the case of Janet
Tracey v Addenbrooks 2014). The only time the patient would not be consulted is if there
was convincing reason not to – i.e. this has to be something more than just distress. TEP /
RDR decisions do engage Article 8 of the Human Rights Act and therefore the decision not
to inform the patient must be the exception to the rule and only where it would cause
physical or psychological harm.
6.1.12. Family / Attorney Wishes
6.1.13. The views of family and carers must be considered when making TEP/RDR decisions. This
is particularly important where the family might have information indicating that the patient
would not have wanted attempts at resuscitation. This is most relevant when a patient is
unable to express his/her wishes.
6.1.14. Discussions with relatives and others close to the patient must reflect the patient‟s right to
confidentiality and must also be documented on the TEP / RDR proforma with reference
made to this in the patient‟s records. If the patient has capacity to make the decision that
their relatives must not be informed then this must be documented contemporaneously
along with the assessment that the patient has capacity. In all other cases the relatives
must be informed and consulted. All discussions with the family must be
contemporaneously documented noting what was stated and by whom and the response.
6.1.15. Sometimes a decision will need to be made before the family can be contacted. When this
occurs it must be clearly documented and the reasons why it was not practical to consult
with the family must be recorded.
6.1.16. Under the Mental Capacity Act (2005), a patient lacking capacity might have previously
appointed a Lasting Power of Attorney, registered with the Office of the Public Guardian. If
the appointed attorney for health and welfare decisions includes decisions about life
sustaining treatments, this attorney has the same legal right to refuse an attempt at
resuscitation as a competent adult. They do not have the right to compel treatment. Under
the same Act, a patient who lacks capacity and who does not have any family or friends
can have an Independent Mental Capacity Advocate (IMCA) appointed to them.
6.1.17. In England and Wales, the Mental Capacity Act 2005 requires consultation with an
independent mental capacity advocate (IMCA) regarding all decisions made by an NHS or
Local Authority about „serious medical treatment‟, where people lack capacity and have
nobody to speak on their behalf. The definition of serious medical treatment includes
circumstances where „what is proposed would be likely to involve serious consequence for
the patient‟. Neither the Act, nor the code of practice, differentiates between decisions
made purely on clinical grounds and those that involve broader best interest
considerations. If a CPR decision is needed when an IMCA is not available, the decision
should be made, the reasons for it documented in the medical records and an IMCA should
be consulted at the first available opportunity. An IMCA does not have the power to make a
decision about CPR but must be consulted by the clinician responsible for the persons care
as part of the determination of the individual best interests.
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6.1.18. Where Disagreement Exists
6.1.19 When there is disagreement or clearly opposing views with the patient and / or family /
carer and a deputy is making the decision the Consultant/GP should be informed. The
Consultant / GP should attempt to achieve consensus and consider whether a second
opinion from another consultant / GP would benefit the discussion. Endorsement of
DNACPR decision by all members of a multidisciplinary team may avoid the need to offer a
further opinion.
6.1.20. If there is disagreement within the healthcare team regarding the appropriateness of
resuscitation of an adult, a second opinion must be obtained from a registered medical
practitioner of Consultant status.
6.1.21. If a disagreement cannot be resolved between clinical team, patient and / or relatives then
legal advice should be sought from the Trust‟s legal team.
6.1.22. Until disagreement is resolved an attempt at resuscitation will be made.
6.2.

Procedure for recording a ‘Treatment Escalation Plan & Resuscitation Decision

6.2.1. Proforma Completion
6.2.2. It is the policy of the Cornwall Foundation Trust to use a TEP / RDR proforma. Once
completed, the profroma should be filed appropriately; this will depend upon each
individual care setting. For mental health inpatient units the proforma is filed at the front of
the current prescription card, with reference made on RIO. For ACS community wards it
should be filed in the front of the patient‟s current volume of notes, with reference made in
the medical notes section. These references should be written in full e.g. “Treatment
Escalation Plan” completed and “FOR OR NOT FOR CARDIOPULMONARY
RESUSCITATION”, abbreviations should not be used.
For patients cared for in their own homes the TEP / RDR proforma should be placed in
front of the current notes within the patient‟s home, so all visiting healthcare professionals
can have easy access to the document, reference should be made on SystmOne stating
that a TEP / RDR is in place within the patient‟s home and a reference made regarding
FOR or NOT FOR CPR.
6.2.3. Any subsequent changes necessitate a new proforma being completed (see cancellation of
TEP / RDR 6.5.2).
6.3.

Communication

6.3.1. The TEP / RDR proforma is to be regarded by all staff as the authoritative statement. It is
therefore important this record is reviewed and kept up to date.
6.3.2. The clinician making a TEP and RDR order (or cancelling such an order) is responsible for
ensuring that a qualified member of the nursing team on that shift is informed.
That nurse is then responsible for informing the other members of the nursing team.
The nurse is also responsible for documenting the existence of the TEP and RDR order.
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If the TEP / RDR order is cancelled, the qualified nurse informed of this decision must
ensure the previous order has been crossed out with 2 diagonal lines in black ink and
“CANCELLED” written clearly between them by the professional cancelling the order. It
must then be signed by that nurse in the format: date, signature and name in capitals.
6.3.3. Professions allied to medicine e.g. physiotherapists are responsible for keeping themselves
updated by checking the records prior to treating the patient at each visit.
6.3.4. Care must be taken when checking documentation for current resuscitation status.
6.3.5. The patient and relatives (unless patient has capacity to make the decision not to have
relatives informed and this would be recorded in their notes) must be informed and
consulted about any change. It is actively encouraged that the patient information leaflet
relating to treatments and CPR decisions (Appendix 3) is given to the patient and/or
relatives / carers to support the communication process.
6.4.

Review

6.4.1. TEP / RDR status should be considered as part of regular patient review, BUT the decision
will remain until the order is cancelled.
6.4.2. It remains the Consultant‟s / GP‟s responsibility to ensure that appropriate review of the
TEP / RDR order occurs and that such decisions are documented in the medical notes.
Other members of the nursing and medical team should be informed. If a TEP and / or
resuscitation decision is amended, the existing proforma should be cancelled as 6.5.2 and
a new TEP / RDR proforma completed.
6.4.3. The frequency of reviews should take into account the clinical circumstances. It would
generally be expected that patients and relatives / carers / attorneys (where available)
would be informed of any change in outcome. Exceptions apply when a patient has
capacity and has indicated a wish not to take part in such discussions or that his/her
relatives and carers should not be involved.
6.5.

Death or Cancellation of TEP and RDR

6.5.1. Death If the patient dies, the TEP / RDR proforma should be filed in the patient‟s medical
records.
6.5.2. Cancellation If a TEP / RDR order is cancelled, the proforma should be crossed through
with 2 diagonal lines in black ink and “CANCELLED” written clearly between them, signed
and dated by the healthcare professional cancelling the order. The copy should be filed in
the patient‟s medical records. An entry must be made in the patient‟s notes stating that the
patient is *FOR ACTIVE CARDIOPULMONARY RESUSCITATION* dated and signed,
and including the name of the medical team cancelling the TEP / RDR order.
6.6.

Discharge or Transfer of patients

6.6.1. If the TEP and RDR decisions are still current on discharge / transfer then the TEP form
must accompany the patient. It is important if the TEP / RDR form is to go with the patient
that they and preferably their family / carers have been involved in the discussion process.
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A photocopy of the TEP / RDR proforma should remain in the patient‟s medical records
and the original form should go with the patient. Communication of the TEP / RDR and
where the form is must be made to any transferring team and those with responsibility for
the continuing care of the patient. It will be up to the receiving organisation to review the
TEP and resuscitation status of the patient upon their arrival.
6.6.2. If a decision is made to cancel a TEP / RDR order, it is important to ensure on discharge
this decision is communicated to the patient and / or relatives / carers / attorney.
Cancellation of the order should follow procedures detailed in 6.5.2.
6.7.
Patients admitted with a TEP / RDR order
6.7.1. When a patient is admitted to the Cornwall Foundation Trust with a TEP / RDR order in
place, whether it is a new admission or a re-admission, the decision must be reviewed at
the earliest opportunity by the clinical team.
6.7.2. If there are no changes to the TEP / RDR order following patient review, the existing TEP /
RDR can remain in place with the review documented in the medical notes. Any changes
to the existing TEP / RDR will require a new form to be completed.
7.

Dissemination and Implementation

7.1.

This policy document will be held in the public section of the Documents Library with
unrestricted access, replacing the previous version which will be archived.

7.2.

Staff will be alerted to changes from previous versions using established staff
communication channels to distribute information including:




7.3.

Email / letter to all Consultants and GP‟s
Email / letter to all ward managers
staff newsletter item (CASCADE)

Training

7.3.1. TEP and resuscitation decisions involve complex ethical and legal consideration and are
centred on good communication with patients, parents or relatives / carers and other staff
members. Communication and clinical decision-making is inherent in all programmes of
clinical training.
7.3.2. For the purposes of this policy, staff need to be aware of current legal and ethical issues
and familiarise themselves with procedures and documentation laid down in this policy.
7.3.3

New staff will be made aware of this policy at induction.

7.3.4. The Trust also recognises that education relating to TEP / RDR and end-of-life care issues
occurs both within the organisation and externally. This education is delivered by a variety
of health providers and often forms part of a broader programme delivered by varied
stakeholders.
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Appendix 1 – Treatment Escalation Plan (TEP) and Resuscitation Decision Record (RDR)
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Appendix 2 – Decision Making Framework
Is cardiac and respiratory arrest a
clear possibility for the patient?

NO

If a DNACPR decision is made on clear clinical grounds that
CPR would not be successful there should be a presumption in
favour of informing the patient of the decision and explaining
the reason for it (Section 5). Those close to the patient should
also be informed and offered explanation, unless a patient‟s
wish for confidentiality prevents this.
Where a patient lacks capacity and has a welfare attorney or
court appointed deputy or guardian, this representative should
be informed of the decision not to attempt CPR and the
reasons for it, as part of the on-going discussion about the
patient‟s care.
Where a patient lacks capacity, the decision should be
explained to those close to the patient without delay. If this is
not done immediately, the reasons why it was not practicable or
appropriate must be documented (see section 5)
If the decision is not accepted by the patient, their
representative or those close to them, a second opinion should
be offered.

YES

Is there a realistic chance that
CPR could be successful?

NO

YES

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

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

YES

NO

Does the patient lack capacity?
YES

If a patient has made an advance decision refusing CPR, and
the criteria for applicability and validity are met, this must be
respected.
If an attorney, deputy or guardian has been appointed they
should be consulted (see sections 9.1 and 10).
Discussion with those close to the patient must be used to
guide a decision in the patient‟s best interested (section 10).
When the patient is a child or young person, those with parental
responsibility should be involved in the decision where
appropriate, unless the child objects (section 11).

NO

Is the patient willing to discuss his /
her wishes regarding CPR?
NO

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

YES

The patient must be involved in
deciding whether or not CPR will
be attempted in the event of
cardiorespiratory arrest
This framework has been taken from:
Guidance from The British Medical
Association, the Resuscitation Council
(UK) and the Royal College of
Nursing.
„Decisions relating to cardiopulmonary
resuscitation‟ (2016)

 If cardiorespiratory arrest occurs in the absence of a recorded decision
there should be an initial presumption in favour of attempting CPR
 Anticipatory decisions about CPR are an important part of high-quality
health care for people at risk of death or cardiorespiratory arrest.
 Decisions about CPR are sensitive and complex and should be
undertaken by experienced members of the healthcare team with
appropriate competence.
 Decisions about CPR require sensitive and effective communication
with patients and those close to patients
 Decisions about CPR must be documented fully and carefully.
 Decisions should be reviewed with appropriate frequency and when
circumstances change.
 Advice should be sought if there is uncertainty.
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Appendix 3 – Talking to your Doctor about Treatment – A Guide for Patients
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Further reading and References
Guidance from the British Medical Association, the Resuscitation Council
(UK) and the Royal College of Nursing:
Decisions Relating to Cardiopulmonary Resuscitation (2016) www.resus.org.uk
Lord Chancellor (April 2007),The Mental Capacity Act 2005: Code of Practice
(London: The Stationary Office). www.dca.gov.uk/legal-policy/mental-capacity/mca-cp.pdf
General Medical Council (GMC). Treatment and care towards the end of life: good practice in
decision making. London: GMC: 2010 www.gmc-uk.org
For further details and guidance please contact the following:
Medical Ethics and Human Rights Department
British Medical Association
Telephone: 020 7383 6286
Email: ethics@bma.org.uk
Internet: www.bma.org.uk/ethics
Resuscitation Council (UK)
Telephone: 020 7388 4678
Fax: 020 7383 0773
Email: enquiries@resus.org.uk
Internet: www.resus.org.uk
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Equality Impact Assessment Proforma Initial Screening
Name of Procedural document to be assessed:
Section:

Treatment Escalation Plan (TEP) and Resuscitation Decision Record (RDR) {Policy and
Guidance for Adults
Clinical: Clinical Guidelines

Officer responsible for the assessment:

Jo Smith – End of Life Programme Facilitator

Date of Assessment:

20th September 2016

1. Briefly describe the aims, objectives and
purpose of the procedural document.
2. Are there any associated objectives of the
procedural document? Please explain.
3. Who is intended to benefit from this
procedural document,
and in what way?

Is this a new or existing procedural document?

E

To ensure that healthcare professionals properly decide and document a TEP / RDR
decision.
All TEP/RDR orders will be made in accordance with these policy guidelines

Patients, clinical staff and patients carers.
It provides guidance to staff to ensure that appropriate discussions are carried out with the
patient and those close to the patient, with respect to cardiopulmonary resuscitation and
treatment escalation plans. Pro-active care helps to align clinical procedures/decisions with
the patient‟s wishes and preferences. Documentation of these discussions, as outlined in
the guidance, acts as an advance clinical assessment and decision, this helps guide
immediate clinical decision making in the event of a cardiopulmonary arrest or in the event
of the patient‟s condition deteriorating.
4. What outcomes are wanted from this All TEP / RDR orders will be made in accordance with these policy guidelines. Inappropriate
procedural document?
resuscitation attempts will be minimised, treatment escalation plan discussions will minimise
inappropriate crises intervention.
5. What factors/forces could contribute/detract Ensure that robust communication system is in place to inform clinical staff of the updated
from the outcomes?
policy. Lack of communication of these updated guidelines could hinder desired outcomes.
Staff need to be aware of the current legal and ethical issues and familiarise themselves
with procedure and documentation laid down in this policy.
6. Who are the main stakeholders in relation CFT, Cornwall TEP Working Group, RCHT, SWAST, KCCG. GP‟s
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to the procedural document?
7. Who implements the procedural document, The medical director has executive responsibility for this policy. Resuscitation officer, the
and who is responsible for the procedural end of life programme facilitator and the senior nurse manager for physical health and welldocument?
being are responsible for keeping this policy updated in line with local and national
guidelines. Consultants and GP‟s have overall responsibility for patients in their care. It is
the responsibility of consultant / GP‟s to ensure all medical staff in their team who are
involved in TEP and RDR decision making are familiar with and comply with the procedures
and documentation contained within this policy. Ward and departmental managers are
responsible for ensuring that their staff are aware of this policy specifically in respect to
communication and documentation.
N
8. Are there concerns that the procedural
document could have a differential impact
on RACIAL groups?
What existing evidence (either presumed or The policy applies to all individuals. The policy does not make any reference to race or
otherwise) do you have for this?
ethnic groups.
N
9. Are there concerns that the procedural
document could have a differential impact
due to GENDER
What existing evidence (either presumed or The policy applies to all individuals. The policy does not make any reference to gender.
otherwise) do you have for this?
10. Are there concerns that the policy could
N
have a differential impact due to
DISABILITY?
What existing evidence (either presumed or The policy applies to all individuals. The policy does not make any reference to user
otherwise) do you have for this?
disabilities.
11. Are there concerns that the policy could
have a differential impact due to SEXUAL
ORIENTATION?

N
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What existing evidence (either presumed or The policy applies to all individuals. The policy does not make reference to sexual
otherwise) do you have for this?
orientation.
N
12. Are there concerns that the procedural
document could have a differential impact
due to their AGE?
What existing evidence (either presumed or The policy applies to all individuals. The policy does not make reference to age.
otherwise) do you have for this?
N
13. Are there concerns that the procedural
document could have a differential impact
due to their RELIGIOUS BELIEF?
What existing evidence (either presumed or The policy applies to all individuals. The policy does not make any reference to religion or
otherwise) do you have for this?
religious beliefs.
N
14. Are there concerns that the procedural
document could have a differential impact
due to their MARRIAGE OR CIVIL
PARTNERSHIP STATUS? (This MUST be
considered for employment policies).
What existing evidence (either presumed or The policy applies to all individuals. The policy does not make reference to relationship
otherwise) do you have for this?
status.
N
15. Are there concerns that the procedural
document could have a differential impact
due to GENDER REASSIGNMENT
OR
TRANSGENDER ISSUES?
What existing evidence (either presumed or The policy applies to all individuals. The policy does not make any reference to gender
otherwise) do you have for this?
reassignment or transgender issues.
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N
16. Are there concerns that the procedural
document could have a differential impact
due to
PREGNANCY OR MATERNITY?
What existing evidence (either presumed or The policy applies to all individuals.
otherwise) do you have for this?
17. How have the Core Human Rights Values Fairness, respect, equality, dignity and autonomy have been considered and are reflected
of:
throughout the guidance provided within this policy. These values are inherent within the
guidance provided.
 Fairness;


Respect;



Equality;



Dignity;



Autonomy

Been considered in the formulation of this
procedural document/strategy
If they haven‟t please reconsider the document
and amend to incorporate these values.
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Y

18. Which of the Human Rights Articles does The right:
this document impact?
 To life;


Not to be tortured or treated in an inhuman or degrading way;



To be free from slavery or forced labour;



To liberty and security;



To a fair trial;



To no punishment without law;



To respect for home and family life, home and correspondence;



To freedom of thought, conscience and religion;

N

Y
N
N
N
N
N
Y
Y
Y
N
N
N
N
N



To freedom of expression;



To freedom of assembly and association;



To marry and found a family;



Not to be discriminated against in relation to the enjoyment of any of the
rights contained in the European Convention;



To peaceful enjoyment of possessions and education;



To free elections
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What existing evidence (either presumed or
otherwise) do you have for this?
How will you ensure that those responsible for
implementing the Procedural document are
aware of the Human Rights implications and
equipped to deal with them?
19. Could the differential impact identified in 8 –
13 amounts to there being the potential for
adverse impact in this procedural document?
20. Can this adverse impact be justified on the
grounds of promoting equality of opportunity
for one group? Or any other reason?
If Yes, describe why, and then proceed to a full
EIA.
21. Should the procedural document proceed to
a full equality impact assessment?
If No, are there any minor further amendments
that should take place?
22. If a need for minor amendments is
identified, what date were these completed
and what actions were undertaken
Signed (completing officer)
Signed (Service Lead)

The views of patient‟s and those important to them (if confidentially allows) are sought as
part of best practice with respect to discussions and the decision making process.
CFT Clinical staff receive human rights training as part of mandatory training - level 2
human rights

N

No adverse impact identified

N

No adverse impact identified

N
No minor further amendments identified
Y

N

N/A

Jo Smith (End of Life Programme Facilitator)

Date

20.09.16

Date
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