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Methods 

 NHS Ambulance Services treat approximately 30,000 patients a year in cardiac arrest in the prehospital setting.1 When attending a cardiac arrest, cardiopulmonary resuscitation (CPR) is the 
default treatment until ambulance clinicians have ascertained a Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) order is in place or where the patient’s death is expected due to 
terminal illness.  

 Although there is not an integrated DNACPR policy in England many regions  including the East of England have introduced shared local policies using a standardised form that are held by 
the patient and recognised across care settings to help improve communication.  

 A review of the literature suggests DNACPR orders are associated with many problems that influence care more broadly including: variability in the implementation of documentation, poor 
communication and misunderstanding that DNACPR means that other treatments should be withheld 2  

 The House of Commons Health Select Committee’s report from its enquiry into end of life care recently recommended that a single form be used nationally.3 For this to take place, it is im-
portant to understand what the implications would be in different care settings.   

 The experiences of ambulance clinicians has been the subject of little research to date.  

Background 

 

 

We’ve seen a change in  

approach to DNACPRs and how 
flexible we can be in our interpre-
tation and its almost not helpful.  
Because its an iterative process, 

and depending on where you are 
on that scope of understanding 
you’re in a different place to an-

other colleague.  

Para 5  

 Sometimes it’s just easier to just 
start 20 minutes ( of CPR) , do 
what you have to do, fill out the 
paperwork you have to do  

rather than not starting and then 
the family kicking up a fuss.  

Para 3  

In the absence of further care planning the DNACPR order did not provide adequate  

guidance . There  were  concerns about the legal implication of their decision-making.   

 

Some paramedics on crews won’t treat 
people aggressively if they’ve got a 
DNACPR in place, others will say ‘Do Not 
Attempt Resuscitation’ -  it’s not ‘Do Not 
Treat this Pneumonia. ’ 

Para 6 

It’s about having that conver-
sation at a time when emo-
tions are fraught, people are 
tired and you try to have dis-
cussions about different things. 
Whereas if there was some-
thing written down it’s there 
because ….yeah If a husbands 
been up for the last 3 days, 23 
hours a day looking after their 
sick partner, having to make a 
rational decision about treat-
ment….. they’re not going to 
be able to do it. EMT 1  

 

Remember you’ve got about 10 seconds to 
read this thing , you don’t want to be wonder-
ing what it says , its got to be there.  

 

Para 5  

Ambulance clinicians have to make very difficult, time critical decisions with limited 
information about the patients history and preferences of care.  

I think the heart-breaking thing is, 
you put in all that work and then 
you think—oh I’ve got to take 
them to hospital. Get them to 
hospital, and they just look at you 
as if to say what the hell, and 
then they sign the DNACPR form 
in resus.   Para 3 

GPs I find really obstructive with  

DNACPRs […]  

I went to a patient who had cancer and 
he’d had a sudden decline and he lived 
around the corner from the GP’s.  I went 
to the GPs with my paperwork and said 
“You need to go and see this chap  I 
think he’s going to die today , so you 
need to get around and do a DNACPR. ” 
And the GP was like, “Oh I don't like 
those conversations.”          Para 4  

Interpretation of the DNACPR order among stakeholders was a significant challenge 

with ambulance clinicians caught between primary and secondary care.  
 

 

It's drummed into us 
from when we do our 
(paramedic) training 
we need to try and  

preserve life. 
 

Para 1  

The nature of our 
job, ( end of life) 
training is pretty 
much non-existent 
because we just 
don't have the time 
or capacity for it…... 

Para 2  

I’ve had a few where 

they’ve given me a photo-

copy or one producing me a 

DNACPR that wasn’t dated, 

it just had a signature on it 

and then I was, you know, I 

was standing there going, 

they’ve got a form of 

DNACPR but it’s not dated~ 

is that legally binding?  Do I 

have to start?       Para 3 

Education , training  and adequate policies at a systems level failed   

 to support ambulance clinicians  in making decisions regarding deteriorating patients at 

the end of life.  

Emergent findings 
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Design: Qualitative research. 
 

Method: Semi structured  individual interviews and focus groups 

with open ended questions . 
 

Sample: 10 participants ~ 7 men and 3 women (ranging from  2.5 – 

34 years’ experience). 

7 Paramedics, 2 Emergency Medical Technicians and 1 Emergency 

Care Assistant across 3 counties in the East of England. 
 

Plan: Qualitative data managed and classified and ordered with  

the aid of NVIVO and framework analysis as a method of  

thematic data  analysis.  

 

Study Design  

 Generate new understandings about how  
DNACPR is understood and managed within pre  
hospital settings and the implications of this for  
future practice. 
 
 Inform current debates regarding DNACPR  
decisions. 
 

 Contribute to developing a national Emergency  

Care and Treatment Plan. 

Interweaving Themes  Aims  
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Making swift clinical  
judgements 

 
Locating the order  
 
Influence of the order  
 
Incomplete/photocopies  
 
Difficult conversations   
 
Burden of responsibility   
 
Expectations of relatives/
carers   

Coordination among  
stakeholders 

 
Incomplete forms  
 
Differences between  
Health Care Professionals.  
 
Decision to transfer   
 
Educating patients &   
relatives  

  Individual predisposi-
tion 

 
 
Clinical Experience  
 
Grade of clinician  
 
Experiences 

    Education and training 
 
 
Ambiguous  policies &  pro-
tocols 
 
 
No mandatory training  
requirements 
 
 
Shift in ‘preserve life’ culture  

East of England  at Cambridgeshire  and Peterborough  NHS Foundation Trust 
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