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 The origins and need for DNACPR orders 

 Some problems with DNACPR orders  

 Some alternative approaches 

 



The development of the 

DNACPR 

 CPR first introduced in 1960s  

 Then a ‘secret code’ (hearts, stars, not for ‘2’s) 

 1991 UK ombudsman upheld complaint – first ‘Do 

Not Resuscitate’ orders followed 

 Then DNAR then DNACPR 

 In the front of notes, often red 

 



Issue 1 : Not routinely 

completed 

 Qualitative study Cohn et al Q J Med 2013; 
106:165–177 

 Completed on an ad hoc basis 

 NCEPOD report  

 430/522 (78%) of patients had no resuscitation status 

decision documented 

 7/573 patients who underwent CPR were on an end 

of life care pathway 

 



Issue 2 : Inappropriate resuscitation 

attempts 

 NCEPOD: 118/202 patients 

who had survived 

resuscitation were not 

admitted to ICU 

 



Issue 3: Not routinely discussed 

 NCEPOD report 11/40 cases discussed with 
patient, 22/38 with relatives 

 50% discussed with patients or relatives 

 (Fritz ZB, Heywood RM, Moffat SC, et al. Characteristics 

and outcome of patients with DNACPR orders in an 

acute hospital; an observational study. Resuscitation 

2014;85(1):104-8.) 

  

 Continued press coverage (and legal cases) 
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To discuss or not to discuss…. 

 Legal and Media focus on patients having 
DNACPR ‘without knowledge’   

 Court of appeal currently considering whether 

placing a DNACPR order without discussion with the 

patient is in breach of article 8 of the European 

Convention of Human Rights 

 Some patients anxious about being resuscitated; 

not talking with them about DNACPR may cause 

as much /more distress 

 (in preparation, A Malyon et al)  

 

 





 



Issue 4: Misunderstood 

 Less frequently referred to outreach or receive 
out of hours care  

 Interpretation and intent: A study of the (mis)understanding of 
DNAR orders in a teaching hospital Z Fritz et al Resuscitation 2010  
81;9: 1138-1141 

 Reduction in the urgency attached to reviewing 
a deteriorating patient.  

 The over-interpretation of DNAR Stewart, M. et al Clin Gov 2011 
16;2:119-128 

 Most common reason for no DNACPR in NCEPOD 
“Full and active management” 76.9% 

 

 



Issue 5: Difference in care 

 Chen – reduction in treatment for heart failure 

 Chen JL,  et al (2008) Impact of do-not resuscitate orders on quality of care performance measures in patients 
hospitalized with acute heart failure. Am Heart J 156: 78–84. 

 Cohen – best predictor of not being admitted to ICU 

 Cohen RI, et al(2009) The impact of donot-resuscitate order on triage decisions to a medical intensive care unit. J 
Crit Care 24: 311–5. 

 Kazaure – increased mortality in surgical patients 

 Kazaure H, et al (2011) High mortality in surgical patients with do-not-resuscitate orders: analysis of 8256 patients. 
Arch Surg 146: 922–8. 

 Beach and Henneman – scenario experiments 

 Henneman EA et al(1994) Effect of do not-resuscitate orders on the nursing care of critically ill patients. Am J Crit 
Care 3: 467–72. 

 Beach MC et al (2002) The effect of do-not-resuscitate orders on physician decision-making. J Am Geriatr Soc 50: 
2057–61. 

  

 



Issue 6: Differences across  

Health Care Settings/Regions 

 Variation in which form used across regions and 
care settings 

 Survey of all forms used in Acute Trusts (further 

work pending looking at different health care 

settings) 

 Documentation of resuscitation decision-making: a survey of 

practice in the United Kingdom. Clements M, Fuld J, Fritz Z 

.2014 May;85(5):606-11 



 



 



Ongoing work - Assessing the 

Issues 

 DNACPR scoping project – Warwick University 

 Synthesis of research evidence 

 Identify why conflict and complaints arise  

 Explore inconsistencies in implementation of national 

guidelines across the NHS and examples of best 

practice 

 Focus groups 

 Policy and complaints review 

 Key informant interview 

 Dissemination event planned for October 

 

Funded by the  

National Institute of Health 

Research 



Alternative approaches… 

 



RCUK form 

 Resuscitation UK sample 
DNACPR 

 

  



 Valid throughout all NHS 

healthcare settings in 

Scotland since 2010 

 



 “Deciding Right” 

 NE England 



 Devon TEP 

 Developed 2006 

 Positive patient feedback  

 (Obolensky L,  et al (2010) A 

patient and relativecentred 

evaluation of treatment 

escalation plans: a 

replacement for the do-not 

resuscitate process. J Med 

Ethics 36: 518–20. 



Aims of an alternative approach 
 Remove the ad hoc nature of consideration 

 Improve care for those in whom a decision 
not to resuscitate had been made 

 Remove ‘resus’ labeling  

 Shift dichotomy to goals of care 

 Encourage forward thinking 

 Provide instruction if a patient 
deteriorates 

 Maintain clarity about resuscitation 

 



Universal Form of Treatment 

Options (UFTO) development 

 Designed iteratively using adapted delphi 
method 

 Focus groups, interviews, questionnaires, feedback 

   with 

 Patients 

 Nurses 

 Doctors 

 Resuscitation officers 

 Behavioural economist 

 





Assessment of UFTO 

 Before and after study 

 Contemporaneous case controls 

 Fritz Z, et al. (2013) The Universal Form of Treatment Options 

(UFTO) as an Alternative to Do Not Attempt Cardiopulmonary 

Resuscitation (DNACPR) Orders: A Mixed Methods Evaluation 

of the Effects on Clinical Practice and Patient Care. PLoS ONE 

8(9): e70977. doi:10.1371/journal.pone.0070977 

 http://www.plosone.org/article/info:doi/10.1371/journal.pone.

0070977 

 

http://www.plosone.org/article/info:doi/10.1371/journal.pone.0070977
http://www.plosone.org/article/info:doi/10.1371/journal.pone.0070977
http://www.plosone.org/article/info:doi/10.1371/journal.pone.0070977


Figure 3. ‘Word Clouds’ generated from summary text on forms of all patients not for cardiopulmonary 
resuscitation. 

Fritz Z, Malyon A, Frankau JM, Parker RA, et al. (2013) The Universal Form of Treatment Options (UFTO) as an Alternative to Do Not Attempt 
Cardiopulmonary Resuscitation (DNACPR) Orders: A Mixed Methods Evaluation of the Effects on Clinical Practice and Patient Care. PLoS ONE 
8(9): e70977. doi:10.1371/journal.pone.0070977 
http://www.plosone.org/article/info:doi/10.1371/journal.pone.0070977 

http://www.plosone.org/article/info:doi/10.1371/journal.pone.0070977


Results of Study 

 Increase in number of patients recognised  as being 

for palliative care within 72 hours of admission  

(5/ 587 in DNACPR period ,  21/ 573 in the UFTO 

period  p = 0.002 

 Change in culture 

 Reported  ease of conversations 

 Reported  forward  planning 

 



Comparison of characteristics of patients in whom a 
decision not to resuscitate was made in both groups 

DNAR (n=103) UFTO (n=118) p=value 

Age Mean 82.5 (SD 9.39) Mean 82.1 (SD 9.11) 0.77 

Female Gender 47 (46%) 53 (45%) 1.00 

Ward F10 60 (58%) 73 (62%) 0.68 

Length of hospital stay 
(days) 

Median 12.0  
(IQR 22.0) 

Median 12.0  
(IQR 16.25) 

0.86 

Charlson Comorbidity 
Score 

Median 2.0  
(IQR3.0) 

Median 2.5 
(IQR 3.0) 

0.61 

MEWS score on 
admission 

Median 2.0 
(IQR 3.0) 

Median 2.0 
(IQR 3.0) 

0.97 







Global Trigger Tool Analysis on those patients in whom a 
decision not to attempt resuscitation was made 

DNAR period  
(May-July 2010) 

n = 103 

UFTO period  
(Nov 2010-Jan ‘11) 

n = 118 

Between group 
difference  

(95% CI)  

P-value§ 

Harm rate  
per 100 admissions 

68.9 37.3 
31.6  

(12.2 to 51.1) 
0.001 

Harm rate  
per 1000 patient days 

34.7 21.8 
12.9  

(2.6 - 23.2) 
0.01 

Harms contributing to patient 
death  

(categories H and I)  
23/71 (32%) 4/44 (9.1%) 

23.3%  
(7.8% to 36.1%) 

0.006 

Harms preventable on any level  
(categories 2-4) 

66/71 (93%) 43/44 (98%) 
-4.8%  

(-13.4% to 5.6%) 
 

0.40 

§P-value calculated using Fisher’s Exact test for categorical variables,   and a z-test for rates 
 



Contemporaneous Case Control GTT findings 

DNAR period  
(May-July 2010) 

n = 25 

UFTO period  
(Nov 2010-Jan ‘11) 

n = 25 

Between group 
difference  

(95% CI)  

P-value§ 

Harm rate  
per 100 admissions 

52 68 16 (-26.9 to 58.9) 0.47 

Harm rate  
per 1000 patient days 

18 32 -14.2 ( -32.4 to -4.1) 0.13 

§P-value calculated using a z-test for rates 
 



Palliative care patients included 

DNAR period  
(May-July 2010) 

n = 108 

UFTO period  
(Nov 2010-Jan ‘11) 

n = 138 

Between group 
difference  

(95% CI)  

P-value§ 

Harm rate  
per 100 admissions 

66.7 34.1 
32.6  

(14.4 to 50.8) 
0.0005 

Harm rate  
per 1000 patient days 

34.2 19.5 
14.7  

(5-24.4) 
0.003 

§P-value calculated  using a z-test for rates 
 

No difference at 5% level in patient characteristics 
 



GTT in random sample of those patients for resuscitation  
 

DNAR period  
(May-July 2010) 

n = 60 

UFTO period  
(Nov 2010-Jan ‘11) 

n = 58 

Between group 
difference  

(95% CI)  

P-value§ 

Harm rate  
per 100 admissions 

6.7 8.6 -2(-11.9 to -8) 0.7 

Harm rate  
per 1000 patient days 

7.1 7.3 -0.2 (-9.6 to 9.3) 0.97 

§P-value calculated using a z-test for rates 

(no significant differences in characteristics in two groups) 
 



Secondary end points 

DNAR period  
(May-July 2010) 

 

UFTO period  
(Nov 2010-Jan ‘11) 

 

P-value§ 

Length of stay in those not for 
resuscitation 

median 12  
IQR 20.5 

median 12 
IQR 15.75 

0.86 

Whole ward average length of stay 11.7 10.4 

30 day mortality whole ward 58/530 (11%) 71/560 (13%) 0.4 

Harms preventable on any level  
(categories 2-4) 

66/71 (93%) 43/44 (98%) 0.40 

§P-value calculated using Fisher’s Exact test for categorical variables,   and a z-test for rates 
 



Summary of UFTO changes 

 Change in culture 

 Change in reasoning and nature of discussions 

 Earlier recognition of palliative care needs 

 Reduction in objective harms occurring to those 

who were not for attempted resuscitation 



Ongoing UFTO work 

 Further trial in respiratory and oncology wards 

looking specifically at end of life care 

 Very low rates of documented discussions about 

advance care planning/resuscitation 

 Interviews with patients about end of life 
planning. 

 Empirical ethics methodology to interview their 

clinicians 

 UFTO implemented trust wide 

 Assessment of implementation 

 Planned grant application to look at adapting 

UFTO for the community 

 

 



Summary – the present 

 Several problems with current approach:  

 Ad hoc 

 Patients remaining inappropriately for resuscitation 

 Not routinely discussed 

 Often misunderstood to mean other treatments 

should be withheld 

 Evidence that patients with DNACPR orders get less 

good care 

 

 



Summary – the future 

 National form needed 

 New approach needed 

 NCEPOD suggest universal 

 Ceilings of care decisions alongside resuscitation 

 Frame decision positively   

 To encourage discussions 

 To focus on care to be given 

 

 



www.ufto.org   
 

http://www.ufto.org
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