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Do Not Attempt Cardio-Pulmonary Resuscitation (DNACPR) vis

NEW

This is NOT A LEGAL DOCUMENT. This form recommends ALLOWING DNACPR
NATURAL DYING only in the event of CARDIORESPIRATORY ARREST

« Ifthis person’s heartand b

IMPORTANT INFORMATION AND DIFFERENCES

stop, (CPR)
should NOT start, and they should be allowed to die in a natnral and digmlmd

. Twhai: f:hrr:'::;‘;rg?:(l;p hcal!h’::am teams from taking any appropriate and m L] N Ot I ega I Iy b i n d i n g .

e « No address required.
OLD s 3 * No medical diagnosis required.
There is no realistic ::::.c:;h:l::rhczuwb.wccusmll : z . . . .

e e S e e (@S0 | * 0 Only one signature required with professional
it et =71 VHS| B e e e | : : . .
IEEmImSEmIIIRT e T e | 1 registration number (any appropriately trained HCPs
e S—na Dm: ity and has decided y not want (ADRT is advised). 3 Wi” be able to Si n)

Place whers this DNACPR decision was initisted: D This person lacks capacity and has a valid and spplicable ADRT or Court Order refusing attempted CPR. (@) g
This person lacks capacity, and the 2005 Mental Capacity Act Best Interests decision, is not to attempt CPR. > .
"D"‘:: the current and CPR ks not to start, tick at keast one reason: § Em.mmnwmah‘um'mm.m.m(uuneelmandwenaremomeyl. E ® Slgnatu re Can be Wet Or dryl
8 |:| This person is 8 child. The DNACP i made involving a per O . .
s — B ety e m— * No review date required.
D: 2 This decision HAS been di d with (or dto)... 3
e e (e et =} | * Coloured documents gold standard but black and
2::‘"‘“"""“"“‘ Mgt oY = = The decision HAS NOT been di: : with (or i to)... > . . . . .
- o] |- (Mg e e ey 2 white still acceptable if no colour printer available
mmmam:-::m:::::mmmmmt E I:[ The person, because they cannot partake in meaningful discussion (¥ m . .
I — | [Eermenasane o * Version number at bottom of page (17/17a will be
v Attt ke | GMC o > The person, because they lack capacity, and their legal proxy has been consulted on this decision w
e =- _ [H| -H R < accepted as they are phased over 2026/2027)
:E.EEE:":::. o m"""““" s é D Family/carers/important others, because they are missing, absent, of uncontactable :>: *
R e H| e s B3 | They should always travel with the patient (usually
————— - mﬁ”“am’“mg"z"wm:"m:m St 2 kept in a yellow envelope)
I s = g e e e Q
S : B B4 | © Page 2 does not need to be present
Erem | « Updated paper pads will be available to order as

usual from supplies if needed

Mission: Safe, effective, responsive care for all Vision: Unmatched quality of care



DNACPR

* Who should complete ?
* Medical staff in accordance with trust policy
* Nurses and AHP’s with the appropriate correct knowledge and skills
* Nurses and AHP’s who have completed internal based training and are recorded on trust
register of professionals able to complete DNACPR
* Professional responsibilities?
« Have open and honest discussions with the patient and family
» Offer DNACPR patient information leaflet
« Complete SPN for NEAS and email (if in North East)
» Ensure hand over to wider team and inclusion in discharge letter if appropriate

« How and where it should be shared?
« Ambulance services - emalil

* GP (incl OOH), Community nursing teams, care homes, schools — email, letter verbal
handovers

* Internal digital processes

* Yellow enveIoEe given to patient to take home or transfer of care destination ensuring
explanation what is in the envelope

Mission: Safe, effective, responsive care forall | Vision: Unmatched quality of care



Emergency Health Care Plan (EHCP) v1e

NEW

T ————————————— IMPORTANT INFORMATION AND DIFFERENCES
il 517

This Emergency Health Care Plan (EHCP) includes recommendations for
treatment, based on this individual's wishes and preferences, in the event
of an emergency. The named individual must be supported to understand

and participate, in line with principles of the Mental Capacity Act 2005. [ N Ot Iega I Iy bi n d i ng
.

Full Name: NHS no:

OLD R, * Facilitates communication of appropriate treatment
o e et oot o et e snarpecnton. L0 and care in an anticipated emergency (N.B. not

re advance statement or
Copies of this document cannot be guaranteed to indicate current advice — the PAGE 1

* Now includes Preferred Place Of Care and Death
(PPOC/D).

diagnosis(es)

original document must be used. Name Relationship Tel. .
Fetionsi everyone will have an EHCP).
erne of FULL NAME & TITLE NHS No NHS NO
e ECER—  Empowers patients, carers and healthcare
lrse=srisy RRaniaTi | HOSPTAL NO . The attorney is the person, or people named on m
Next of Kin 1 | NOK L | Telno ‘ TELNO Relafionship | RELATIONSHIF mg‘g{‘:g&ﬂwl r;;;ﬁ;”:égﬂfﬁm m: LPA lzr Haal!:n adnn!ﬂfelful_'?ﬂlzut_:u‘;pq:i. . 2 . . . . .
NextofKin2 | 0K 2 B Relationship | AELATIONERIE :alfnﬁf'ﬂ:l;;:ﬁi:bl:ﬂz?:ﬂed m)"" el m p rofess I O n a I S I n d e C I S I O n m a kl n g
For children and young pecple, who has parental responsibility? A TEE D Tel. ] ¢
PARENTAL RESPONSIBILITY % . h . h .
g:&:mcﬁce HAME OF GP, PRACTICE HAME B ADDRESS For children and young people, who has parental/guardianship responsibility? g E n S u re S t e p a t I e n t gets t e a p p ro p r I a te t re a t m e n t
Len: Nurse LEAD NURSE Place of work | PLACE OF WORK | Tel no TELNO g '< . . .
2 T in the place of their choice.
I{;:':unam CONSULTANT Place efwark | P h fetne E Was this individual considered to have capacity to take part in EHCP decisions? b
E ERSON/ VI Q . F L
i A ; e (e ST osgEnae R * No address required.
e - —— - Commant on capacity (MCA 2008), and on s and i inthis EHCP: g .
LACE OF W no
S N — 5 * HCP contacts now on final page.
PLACE OF WORIKC Telno TELNO ﬁ :
i | 4« Lasting power of attorney (LPA) now on front page.
[For children weignt in kg [ WEIGHT i k& ['Date T oojuimjveve z What is important to know about this individual’s health and current condition, including their =z
Underlying PRIMARY / RELEVANT DIAGNOSIS % diagnosis/di and L
3
=
o

ions regarding a trestment .
P * Version number at bottom of page.
Important for healthcare i il necessary use page 4 for additional information)
EG: FPC, DNACFR STATUS, CAPACITY ISSUES ;hl:{i,gﬂ?;::g ;T:;’;’.Jﬁ;gfﬁis

e S e - e N.B. it is not all about admission avoidance
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EHCP cont..

m @ Name of Individual: m

This Emergency Health Care Plan (EHCP) includes recommendations for
treatment, based on my wishes and preferences in the event of an emergency.
Thin section i 1o Be ~ WA the invotvement of the patent andior carer.

Other services and professionals involved in my care

Servica/Parson's Name In-Hours Tel. Out-of-Hours Tel.  Aware key contact?
v [I%e

D\fss DNn
[Jves [Jno
[]ves [ o
l:‘?as DNn

In the event of. What to do

Possible emerngency and o Please try 1o separite your advice 10 include advice for
description of what will be patients, tamilies/Carers and all other services e.g. GP or
observed emergency services, so that it is easy to foliow,

These boxes accept rich Taxt in these boxes can be formatted by the user. Boxes
expand if more text i written o them,

text formatting and are
user-adj bl A baxss can be added by clicknyg m tha right gutter Details of other relevant care planning documents and where to find them
B0 P caty) Tick tha documents balieved to be already in placa:
. Do not attempt Advance Decision Advance Treatmant
If contont spilts over, Woed just keops adding pages in the PR R Tt l e D Escalation Plan
same style. cames over the demographics, and numbers resuscitation ([DNACPR) |ADRT) (AS) (TEP)
them 2(8). 2{c), 2{d) etc
‘Where to find thesa:

Additional Inform,

n

If raquired, please use this space to write any additional infermation that will inform the
clinical team

Review of EHCP | ic reviews can help confirm this plan remains currant)

Date of Review  Mame of Reviewer Signature of Reviewer

m
2 g
m m
o b
() @
m m
g 2
Q Q
E T
g 5
: 3
b >
= ol
m m
< S
L

z z

If 8 new EHCP is written the previous EHCP should be crossed out and marked as “invalid’. If there
are any doubts about the content of the EHCP there should be & discussion between the individual
{if they have capacity), parenta/carers and the most appropriate senior available clinician at the time
of the emengancy to ensure that the EHCP still reflacts the individual's best interasts and current
managamant plan.

uss / share the information from this EHCP HEALTHCARE PROFESSIOMNAL

th all key services in and out of hours (e.g.
Ambulance Service, 00H GP, etc.) Professional

Signature
This form is valid when signed. (The authorised

healthcare professional is defined by local policy).  pats
Digital signatures are permitted.

This is an advisory form which does not expire but Name (print)
should be reviewed at available opportunities, Role
whanaver this parson's condition or situation

changes, or at this person’sfelinician’s request. Registration N

FHOD Sartinn 7 Dass Nal



EHCP

* Who should complete it

« Senior clinicians with correct knowledge and advanced clinical skills

* Who knows the patient well and are able to identify potential anticipated emergencies
and offer appropriate treatment plans for different levels of staff including families,
carers and ambulance crews.

* Professional responsibilities
* Open and honest discussions with patient and those important to them

» Handover detail to OOH teams and other professionals involved
« Complete SPN for NEAS (if in North East)

« How and where it should be shared
« Ambulance services - email

* GP (incl OOH), Community nursing teams, care homes, schools — email, letter verbal
handovers

* Internal digital processes

* Yellow enveloge given to patient to take home or transfer of care destination ensuring
explanation what is in the envelope

Mission: Safe, effective, responsive care forall | Vision: Unmatched quality of care



EHCP - Clinical scenario

56 year old lady with diagnosis of an 65 year old gentleman with advanced
advanced breast cancer COPD and Insulin dependant type 2
Known back pain with spinal bone d'ab?t'c' o _
metastases and has had previously raised Previous admissions with breathlessness,
calcium which responded to treatment. confusion and reduced alertness
Anticipated Emergencies Anticipated Emergencies

Spinal cord compression Chest infection - sepsis

Further episode of hypercalcemia _ ,
P yP Hyer/Hypo Glycemia episodes

These are clear potential emergencies where detailed discussion and advice can be
documented to support families, carers and other health care professionals to ensure
appropriate treatment and escalation if appropriate occurs.

Mission: Safe, effective, responsive care forall | Vision: Unmatched quality of care



Treatment Escalation Plan (TEP) v1

This form Is NOT legally binding and does not replace a DNAGPR, EHGP, AS or ADRT -

This Treatment Escalation Plan (TEP) includes recommendations for

treatment, based on my wishes and preferences in the event my health m

suddenly gets worse (acute deterioration).

Full Name: NHS no:
Date of Birth:

‘Where was this form completed?

My emergency contacts
Name Relationship Tel.
Name Relationship Tel.

Have you given anyone Lasting Power of Attorney (LPA) for your Health & Welfare?

_ The attomey is the person, or people named on
D Yes, and their No, | have notgiven  your LPA for Health and Welfare document,
details are below. anyone this. who can help make decisions for you if you
can't. (Leave this blank if you ticked ‘No’).

Attorney name(s) Tel.

For children and young people, who has parental/guardianship responsibility?
I was supported to take part in discussions about this plan

If | am able, | will initial or make a mark in the box on the right to show that |
was supported to understand and take part in discussions about this plan,
and that my ability to be involved was taken into account. My Initiats:

{Semeone may initial for me if | ask them to. My initials may be typed.)

This plan remains valid if this box is left blank.

What matters to me in decisions about my care? (Please select ONE box)

NV1d NOLLYTYOS3 INJWLVYIHL

long as 1 would Like to live Bei rable
R =t

‘Where would | want my care to be delivered? (Please select ONE box)

I'would like Please talk to me | do not want to go to Transfer me to
togoto or my carers hespital unless my preferred
hospital for about whether | symptoms cannat place of care /
treatment should go to be managed where | death
hospital am now
My preferred My preferred
place of careis place of death is
by the NHS NENC Ver. 1 (Screen.Fillable Bulld DOCXIPO): developed with stakenolder inpit 70752026,

The following sections are for HEALTHCARE PROFESSIONAL USE ONLY
The sections include clinical recommendations for and treatment. Whi sections
imust consider preferences and values of the individual, they may also detail medical decisions relating to
which treatments are not available 1o this individual [and 36 must be completed by a healthcara professional
Decisi be

with sufficient

Ceilings of care (healthcare professional please select ONE)

*Any d jons about HDU/ICU escalation
Rockwaod Fraty Score: will ba at the time with critical
care, taking into account this TEP.

Olomtotonty [ commany L] cotingorcare Jforrign- (]

(any setting) treatment
le.g. NIVvasopressors) (e.g. intubatior

Would the following treatments be considered appropriate?

Treatment Yes Mo Comment
Oral antibiotics [] ]

Intravenous antibiotics. - D |:|

Intravenous fluids ... D |:|

Blood transfusion D |:|

Artificial nutrition ] ]

Mon-invasive ventilation . D |:|

Renal replacement therapy ... . D |:|

Other treatment options ...

Details of other relevant care planning documents and where to find them

Select the documents believed to be already in place:

Do not attempt. D Advance Decision l:l Advance l:l Emergency
cardiopulmonary to Refuse L Plan
resuscitation (DNAGPR) (ADRT) (AS) (EHCP)

Where to find these:

Discuss / share the information from this TEP with all

key services in and out of hours (e.g. Ambulance

Service, OOH GP, etc.} Professional
Signature

{Th
professional 18 defined by [bcal policy). Digtal signatures ar
permitted. By signing, the healthe are professlonal recors that the  Date

Hpics ofthe Hontal Capacity Act 7005 ha bon consideed
&nd applied in preparing this document, including Best Interests.
decision-meking where INGWAUBLS Lack «apacity. Name (print)

‘This is an advisory form which does not expire but should be Role
rewewed at avsilable OpportuNities, Whenever this person's
orat Jelinician's
iy Registration N=

NV1d NOILVYTVOS3 INIWIVIHL

This is a completely new Deciding Right
document

* Not legally binding.

e Section 1 —sets out patient’s wishes and
preferences in the event of acute
deterioration.

e Section 2 — sets out clinical
recommendations for emergency care and
treatment in acute deterioration.

e Version number at bottom of page.




TEP

* \Who should complete it

« Senior clinicians with correct knowledge and advanced clinical skills
* Who know the patient history well and who can document appropriate
recommendations for treatment in an acute decline.

* Professional responsibilities

* Open and honest discussions with patient and those important to them
« Handover detail to OOH teams and other professionals involved
« Complete SPN for NEAS (if in Nort East)

e How and where it should be shared
* Ambulance services - email

* GP (incl OOH), Community nursing teams, care homes, schools — email,
letter verbal handovers

* Internal digital processes

* Yellow envelope given to patient to take home or transfer of care destination
ensuring explanation what is in the envelope

Mission: Safe, effective, responsive care forall | Vision: Unmatched quality of care



TEP Clinical scenario

63 year old lady with advanced lung cancer.

Has been told for best supportive care and
no further treatment options. Has been
deteriorating at home since last admission
with chest infection and increased pain.

Advance care planning discussions
between patient, family and clinician
determine she wishes to remain at home
and not have further investigations in
hospital

85 year old gentleman living in a nursing
home with frailty and mild cognitive
impairment. Requires full support with all
ADL’s.

Advance care planning discussions
between patient, family and clinician
determine his preferred place of care and
death.

Mission: Safe, effective, responsive care forall | Vision: Unmatched quality of care



EHCP
or
TEP




A TEP is most appropriate when:

* The patient has frailty, advanced disease, or serious illness, but is not necessarily
facing a specific imminent emergency

« A patient is at risk of deterioration and there is a need to make clear, prospective
decisions about how far treatment should escalate if they worsen.

* You need to document ceiling of treatment decisions (e.g. ward-based care only, no
ICU, no CPR escalation beyond DNACPR)

» Decisions are primarily helpful for clinicians, particularly acute and out-of-hours teams

» The focus is on medical escalation and burden/benefit of interventions, not step-by-
step emergency actions.

* Not all the decisions need to be made at the same time (eg decisions made in the
community may be different to decisions made in secondary care)

» They are already used across Secondary Care and can be useful on discharge to
communicate decisions in that settling.

 ATEP can help set the scene for further Advance Care Planning conversations.

 ATEP can overlap with an Emergency Health Care Plan which documents a care plan
in anticipated emergencies. They are not exclusive.

Mission: Safe, effective, responsive care forall | Vision: Unmatched quality of care



Advance Decision to Refuse Treatment (ADRT) vs

NEW

IMPORTANT INFORMATION AND DIFFERENCES

* This doc liststhe t thatl do notwant in the future.

* [fl cannot communicate, it can be used as a record of my decisions.
+ This advance decision replaces any decision | made before writing it.
My Full Name: NHS no:

* Legally binding but only enforceable if patient has
lost capacity.

e Validity must be checked.

e Patient must be an adult (18+)

* Formal refusal of specific treatment in specific
circumstances.

My Date of Birth:

My address: Telephone no:

OLD

If | am unconscious, you can tellwho | am from my:

Advance decision to refuse treatment
(ADRT) “Plaase note that 2 change in address doas not invalidate this document. Name, NHS numnber, and date of birth are suriciant idantinars.

8 {adapted from Achance Decilonsto efuse Treotment: a Guide for Hecath and Socia Core Stoff, 008]

Advice to the professional reading this document

My name If | became unconscious, these are Please make sure to complete the steps below:

distinguishing features that could identify me: i .

= Always check my mental capacity before acting on my behalf. | may only need extra time and
help to communicate.

* If | do not have mental capacity, make sure this document is valid and relevant to the

Address Date of birth: situation. Check if | have given anyone Lasting Power of Attomey for Health.
INHS no (if known): * Checkwhether | have changed my decision in any way. | could have done this verbally, in
Hospital no (if known): writing, er through actions which go against the decument's contents. . . . . .
Telephone Number * If health care staff agree this document is valid and relevant to the situation, then it is legall [ ] I f f I f t t t t t h f | |
binding. e mear ey ek oo o retusing lite sustaining treatmen € 1oliowin

*  Share this document with any relevant staff who are caring for me.

* Checkif | have an Advance Statement. This may help staff make the right choices for my
care. [t may tell them about things like my preferences, wishes, beliefs, values and feelings.

apply:
* It should be witnessed (by another adult)
 Mustinclude the statement “ am refusing this
treatment even if my life is at risk as a result”
e Layout changed. (N.B. this form does not need to be
used there is no set form).
e Lasting power of attorney (LPA) now on front.

e Version number at bottom of page.

What is this document for?

This advance decision to refuse treatment has been written by me to specify in advance which
treatments | don't want in the future.

These are my decisions about my healthcare, in the event that | have lost mental capacity and

cannot consent to or refuse treatment.
This advance decision replaces any previous decision | have made. Have you given anyone Lasting Power of Attorney (LPA) for your Health & Welfare?

- - T o The attomney is the person, or people named on
. N N . es, and their 0. | havenotgven  your LPA for Health and Welfare document,
Advice to the carer reading this document: details are below anyone this who can help make decisions for you if you

Please check can’t. (Leave this blank if you ticked *No’).

Please do not assume that | have lost mental capacity before any actions are taken.
I might need help and time to communicate when the time comes to need to make a decision. Attorney name(s) Tel.
If I have lost mental capacity for a particular decision check that my advance decision is valid,
and applicable to the circumstances that exist at the time.

If the professionals are satisfied that this advance decision is valid and applicable this
decision becomes legally binding and must be followed, including checking that it is has not

This document does not mean | refuse basic care, support, and comfort

S
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been varied or revoked by me either verbally or in writing since it was made You cannot use an ADRT to refuse basic cares (such as offering of food and fluid by mouth, or
Please share this information with people who are involved in my treatment and need to know support with your hygiene and dignity). You cannot use an ADRT to refuse a place of care (like:
about it. refusing admission to hospital). ADRTs can be used to refuse specific treatments in specific

circumstances.

Please also check if | have made an advance statement about my preferences, wishes, beliefs,
values and feeling that might be relevant to this advance decision.

This advance decision does not refuse the offer or provision of Important note to the person making this Advance Decision

basic care, support and comfort . . . - .
! PP If you wish to refuse a treatment that is (or may be) life-sustaining you must state in the boxes on the
next page: “f am refusing this treatment even Iif my life is at risk as a result.”

To confirm your choices, you must sign on the bottom of the next page. You must also have a witness
b 1(014) who gigns on the next page too. That way we can be sure it was your decision.
age 1 (0

Adapted from Advancs Decisi T = & Guide for Health and Sacial Care Staff, 2008. Ver. 8 {Screen-Fillable Builld DOCKIPOZ) NENC 2025

Mission: Safe, effective, responsive care for all Vision: Unmatched quality of care




ADRT Continued

. ERROR! REFERENCE SOURCE
NOT FOUND.ERROR! REFERENCE
My Advance Decision to Refuse Treatment {(ADRT) Please cross through unused boxes

Name of Individual:

‘Witness details (please complete if a Witness has signed on Page 2)

Name of Individual:

Use this list to tell us how to contact anyone who:

1 am refusing these treatments: In these circumstances: Witness' Address: ‘Witness® Telephone Number: * hasa copy of this Ad Decision to Refuse Tr {ADRT)
* you have told about this decision to refuse
Please leave this section blank if your ADRT didn’t
need a Witness to sign with you (if you are not refusing My additional contacts
P i Lifi ining
Mame Relationship Tel.
Main person to contact to discuss my wishes (e.g. Next-of Kin)
MName Relationship Tel.
Name Address
Name Relationship Tel.
5 Relationship Telephone number: g MName Relationship Tel. g
< § Name Relationship Tel. =
> This person cannot override decisions you make in a valid and applicable ADRT, but they can help >
=2 people make other decisions if you aren’t able to. g MName Relationship Tel. z
2] (2]
m
m Statement about Mental Capacity (Doctors, social workers, or solicitors can help here) o Name Relationship Tel. m
= Your ADRT is only valid if you created it at a time when you had the mental capacity to make the m U
m decisions within it. A professional may support this process to help reduce the risk of your o m
(9] decisions being challenged at a later point. If the professional has no reason to doubt capacity, — More information (9]
a they can sign below without the need for a formal Mental Capacity Act 2005 assessment. w . - — - . —
-7 — The information below is important to me. | have described my hopes, fears and expectations for my w
o — PROFESSIONAL STATEMENT REGARDING CAPACITY (Optional but recommended) 2 Life. | have also mentioned any potential health and social care problems. 6
= “By signing below; | state that there was no reason to doubt the individual's capacity, in line with the It does not directly affect my Advance Decision to Refuse Treatment, but you may find it useful when
- Mental Capacity Act 2005, at the time this ADRT was made.” = considering my best interests. As an example, it may help you making decisions about a clinical Z
o Please note: a formal MCA assessment is required o] assessment. —
Signature only where there is a reason to doubt capacity. Whare ] O
- R el 0 Such doubt exists, capacity is presumed. m
m MName Optional Comment: - a
-
w Date m w
m ] m
5‘ My General Practitioner (GP) = :—':|
; Doctor's Name: GP Practice Address (where they work) 3 m
= = =
3 Telephone number: m i'
m 4
= - z
-
Optional review (this document can be re ed from time to time)
MY NAME AND SIGNATURE (________ MYWITNESS | COmmonS
Rl Witness’
tu
Freniatee perocey Signature
My Monne Wiknese” Name My Signature Witness’ Signature Date
Date Date
Remember if you are refusing treatments which may p ially be life then a W
must sign here too, and you must use the words: “I am refusing this treatment even if my life is at
risk as a result” when writing your ADRT in the boxes above. Itis okay to change your mind about your choices for any reason. If you do, speak to your Health
T.

or Social care professional. They will help you complete a new ADRT.

Mission: Safe, effective, responsive care for all Vision: Unmatched quality of care




Advance decision to refuse Treatment (ADRT)

* Who should complete it
* The patient
» provide they or 18 years
« Have mental capacity
« Adult witness who understands the content and patient wishes.

» Professional responsibilities
* May discuss, explain options, and support understanding
May help with documentation or wording
Must later assess validity and applicability when the ADRT is relied upon
Should record the existence of an ADRT in the clinical record

 How and where it should be shared
« Ambulance services - email
* GP (incl OOH), Community nursing teams, care homes, schools — email, letter verbal handovers
* Internal digital processes

* Yellow envelope given to patient to take home or transfer of care destination ensuring explanation
what is in the envelope

Mission: Safe, effective, responsive care forall | Vision: Unmatched quality of care



ADRT Clinical Scenario

52 year old lady with motor neuron
disease fully aware of her condition and

otential deteriorating symptoms has
ull capacity

During advance care planning
discussions she has clear procedures
she would not want carried out if she
deteriorates

Mission: Safe, effective, responsive care forall |

* 69 year old gentleman with
advanced heart failure and COPD
has had repeated admissions to
ITU for previous exacerbations and
infections.

* During advance care planning
discussions during his last
admission he states he would not
want any further ITU admissions or
IV antibiotics.

Vision: Unmatched quality of care



Advance Statement v2

NEW

“This Advance Statement is a record of my wishes, beliefs, and values. Itis
for healthcare staff and those important to me. They can use it if lam too NHS
unwell to communicate without it.”

This Advance Statement belongs to:

Full Name: NHS no:
0 LD Date of Birth:

Where were you when you were filling in this form?

IMPORTANT INFORMATION AND DIFFERENCES

The important people in my life are.

Northern England

Cllnial Netwarks Name Relationship Tel.

Advance Care Planning

ADVANCE STATEMENT Name Relationship Tel.

This Advance Statement document should be completed in discussion
with a Health or Social Care Professional

DO N No Have you given anyone Lasting Power of Attorney (LPA) for your Health & Welfare?

Completion of this Advance Statement is voluntary. It allows you to state your wishes,
preferences, values, beliefs and feelings about your care in the future if you are unable to

* Not legally binding
 Documents a person’s wishes and preferences

NAME:

The attorney is the person, or people named on

Have you had any particular thoughts about your gare and where it should take
place in the future?

6 A e " Yes, and their No, | have not given your LPA for Health and Welfare document,
communicate your wishes for yourself at that time. This form is not legally binding but i " . .
those inveived In your care are obilge o take your wishes into ccount when nraking getslls srebelows arroncihis; whio can help make decislons fur you f you aroun t eir tu t ure care
decisions in your best interests even though this Advance Statement s not, in itself, legally can't. (Leave this blank if you ti o). b1 .
binding. Attorney name{s) Tel. o
Before you complete your Advance Statement you may like to think about and discuss the § ° N O a d d re S S r-e u i re d
following: q
« Il become unable to make my own decisions, where would I like to be cared for in Who is your parent or guardian? (For children and young people only) Z *
the future? 0
s What types of services will be available to assist me with my care? .
N m [ ]
« Dol have any religious or other beliefs / values which are important to me?
2 Do Davearyreidoss o avr et vl e astin ower o orne NOW oOon Tront page.
« Dol need to talk to my family / friends and carers about my wishes? Is there anything affecting your health or daily life? ;
.
If circumstances occur which make you change your mind about your choices, you should N N _ | [ ] V b t b tt m f f m
speak 1o your Health or Social care professional and complete a new Advance Statement. This medical ik or p m e rS I O n n u I I l e r a O o O O r .
m
r4
=

If your condition deteriorates, where would you most like to be cared for?

What is important to you? Please include religious and cultural beliefs, your wishes
End preibrpnces and Ak ite Whel WoUKEVoU ke o iappeaZ Details of other relevant care planning documents and where to find them

Select the documents you have already which can go with this Advance Statement:

Do not attempt Advance Decision l:‘ E
cardiopulmonary to Refuse Treatment Escalation Healthcare Plan
resuscitation (DNACPR) (ADRT) Plan (TEP) (EHCP)

Where to find these:

15 Fillable Build ith input 2025-2025.

Mission: Safe, effective, responsive care for all Vision: Unmatched quality of care




Name of Individual: NHS Number:

The things that are important in my life are..

Name of Individual: NHS Number:

The things | do not want to happen to me are...

This is what you enjoy doing. It could be spending time with family and friends, or activities like
listening to music and reading. Try to include where you like do these things, how often, and who
with.

For example, would you prefer not to go into hospital?
‘Would you refuse personal care from the opposite sex?

Which parts of your life affect your identity, self-image, or dignity?

This includes things like: Additional information

+ the clothes you like to wear
* how important independence and privacy are to you
* your wishes for your online information

If you need it, you can use this space to tell us anything else you want them to know about you.

My religious or spiritual beliefs are...

1N3IWALVIS SONVAAY

You might want to tell us things like:
= if you follow a religion or faith
* any prayers, ceremonies or rituals you take part in
* how your beliefs affect your care
* how you find peace or keep calm

1N3IWILVLS FONVAQY

This document reflects my current wishes. | NAME, DATE, AND SIGNATURE

While | am being cared for, | want to stay at... have written this Advance Statement myself, or

with support if | needed it, and | have been b S ensiurel
For example, would you prefer your own home, a hospice, a particular hospital, or a care home? supported to express my wishes as clearly as | ‘Dryuu if neadad)
Who would you like to keep you company? can. | give consent for this information to be

shared with relevant health and social care My Name

professionals, now and in the future as

appropriate. Betaicnad

It's helpful to make health and social care professionals aware that you have made this
Advance Statement. Consider showing it to them or give them a copy to put in your notes.

It is okay to change your mind about your choices for any reason. If you do, speak to your Health
of Social care professional. They will help you complate a new Advance Statement.

Mission: Safe, effective, responsive care for all Vision: Unmatched quality of care




Advance Statement

* Who should complete it

* The patient on their own or with support from anyone who knows them
well, this can be family, care staff or health care staff
* Professional responsibilities

* To have open honest discussions and support accuracy of recording

« How and where it should be shared
« Ambulance services - emall

* GP (incl OOH), Community nursing teams, care homes, schools —
email, letter verbal handovers

* Internal digital processes

 Yellow envelope given to patient to take home or transfer of care
destination ensuring explanation what is in the envelope

Mission: Safe, effective, responsive care forall | Vision: Unmatched quality of care



Advance statement — Clinical scenario

* 35year old lady who has been diagnosed with advanced cervical cancer. She
has 2 children and has expressed details on where and how she wants to be
cared for at the end of her life.

* |ssues such as:

* Place of care and death

* People important to her —children partner, parent’s, friend's.
* Clothing/ nightwear to be worn

* Clothes to be worn after death

* Usual personal hygiene preferences

* Religious beliefs or wishes at end of life



Ambulance Services

* North East Ambulance Service (NEAS)
* North West Ambulance Service (NWAS)
* Yorkshire Ambulance Service (YAS)

* Scottish Ambulance Service (SAS)



North East Ambulance Service Spemal Patient notes (SPN) v4

Special Patient Notes

Please email form to special.patient.notes@@neas.nhs.uk in a word or PDF
format.

NHS no:  Click here to enter text. DOB: Click here to enter text
Name: Click here to enter text.
Address: Click here to enter text

Tel: Click here to er

Consent of patient/order obtained: Yes O NolO

Does patient live alone? Yes 0 NoO
Carer details:
Key Safe Code (if applicable) Click here to enter text
Reason For Note
Do Not Attempt cardio- O Emergency Health Care O Advance Decision to O
Pulmonary Resuscitation Plan (EHCP) Refuse Treatment
(DMACPR) (ADRT)
On GP Palliative Care O Anticipatory Meds in O Caring for the Dying O
Register place Patient (CDP)
Document
Advance Statement (AS) O Treatment Escalation (m ]
Plan (TEP)
02 Alert O Hospital at home for O | Caution {violence ]
COPD and aggression efc)
Autonomic Dysreflexia O Steroid Dependant O  Erittle Asthma (m ]
Awaiting Transplant (u]
Tracheostomy O Temporary O  Permanen t
Laryngectomy O | Other #Flease complefe free text

Free Text

# Please ensure that patients have the original DNACPR form. NEA S MUST be
informed if a DNACPR is rescinded #
Please attach EHCP, ADRT and TEP if possible.

Name and designation of referrer: Click here to enter text
Contact Number:  Clic = to enter text
Date: Click here to enter text

Integral part of the Deciding Right
initiative:-

NEAS SPN team are emailed the SPN
form.

SPN team attach a flag to the
patient’s address

Health Advisors in EOC match the
flag with the patient on a 999/111
call and accept flag

The flag is available to view by all
staff at NEAS to ensure appropriate
triage and supportis provided

If documents are sent with the SPN,
they will be available to view in
control to support crews and
clinicians

Anyone completing a DR document
in the North east area is responsible
for completing and sending SPN via
emailto NEAS



Old forms will be valid until December 2027

* Old forms to be phased out by December 2027.

* Current forms with review dates to be replaced at time of review
with new forms at a point of significant change.

* Primary care template to be embedded locally over the coming
months and Secondary care to utilise on admission and
discharge.

* Local digital teams to support this to be embedded.



Caring for the Dying Patient Document

Guidance.

Guidance on Using the Caring for the Dying Patient Document

This guidance explains how and when to use the regional Caring for the Dying Patient document to support
high-quality, individualised care in the last days of life.

Itaims to:

* Promote consistent, person-centred care across hospital, community, hospice and care home
settings

* responsibilities, including who may complete the senior clinician assessment

* Support safe, timely recognition of dying, communication, and anticipatory planning and prescribing

»  Align practice with Leadership Alliance Five Priorities of Care at End of Life and One Chance to get it
Right

This guidance does not replace local clinical judgement, specialist advice, or professional accountability.

Principles Underpinning Care of the Dying Patient

Care should be based on the Leadership Alliance for the Care of Dying People — Priorities for Care, ensuring
that:

* The possibility that the person is dying is recoghised and communicated clearly

+ Sensitive, honest communication is maintained with the person and those important to them
« Anindividual plan of care is developed and regularly reviewed

* Comfort, dignity, cultural, spiritual and psychosocial needs are prioritised

s Careis coon@ed across settings and services

Jﬂhat the Senior Clinician Must Do

Using the Senior Clinician (formerly “Medical”) Assessment section of the document:

. Confirm recognition that the person is dying

. Review and document:

. Advance decisions (ADRT, DNACPR,EHCP, TEP)

O

When to Start the Caring for the Dying Patient enior Clinician Assessment

D t
ocumen Who ls the Senior Clinician? This may include

The document should be commenced when:
Consultant or GP, Registrar or SAS doctor, appropriately

* Asenior clinician assesses that the skilled non-medical prescriber (e.g. advanced nurse
person is likely to be in the last days of practitioner), other senior clinicians working within their
life scope of practice

* Reversible causes have been The senior clinician is the professional with appropriate

considered experience, competence, and authaority to:
* The focus of care shifts to comfort and
quality of life o Recognise that a person is dying
o Make and document a care plan
Recognition of dying should be: o Prescribe orinitiate anticipatory prescribing
* Made by a senior clinician o Communicate sensitively with patients and
+ Informed by MDT discussion where families
possible Medical input and MDT oversight remain essential,
= Communicated clearly to the patient (if particularly regarding:
appropriate) and those important to
them o Confirmation of dying

o Cause of death
o Coroner considerations

. Escalation and treatment ceilings

. Symptom burden and comfort measures

. Hydration and nutrition (including best-interest decisions where appropriate)

. Cultural, spiritual and psychosocial needs

. Agree and document the plan with the patient and/or family/significant others
C ication and Invol

Communication should:

# Explore understanding of the
approaching end of life or dying process

¢ Involve the patient where possible, and
families/significant others as
appropriate

* Beongoing, not a one-off conversation

Key prompts include:

s “What is mostimportant to you right
now?"”

& “What concerns do you have?”

¢ “What would you like us to focus on
over the next few days?"

Explain sensitively that:

s Reduced appetite and thirst are
common as death approaches

* Food and drink should be offered, but
not forced

+ Decisions about clinically assisted
hydration must be individualised and
reviewed

What the Senior Clinician Must Do

Using the Senior Clinician (formerly “Medical”} Assessment section of the document:

Confirm recognition that the person is dying
Review and document:

. Advance decisions (ADRT, DNACPR.EHCP, TEP)

Support, Plan and Do

The Caring for the Dying Patient document
is used to:

+ Record the agreed care plan and
discussions

+ Ensure anticipatory medications
are prescribed and available

+ Consider renal function and
appropriate medication is
prescribed and available

+ Ensure required equipment is
prescribed, available

Prescribe medications subcutaneously on
an as-required basis for:

+ Pain

s Agitation/restlessness
+ Respiratory secretions
+ Nausea and vomiting
+ Breathlessness

If more than two PRN doses are required in
24 hours consider:

+ Commencing a syringe driver

+ Reviewing doses administered

+ Seeking specialist palliative care
advice if unsure

. Escalation and treatment ceilings
. Symptom burden and comfort measures
. Hydration and nutrition (including best-interest decisions where appropriate)
. Cultural, spiritual and psychosocial needs
. Agree and document the plan with the patient and/or family/significant others
[o] 1 and Invol it Support, Plan and Do
Communication should: The Caring for the Dying Patient document
* Explore understanding of the is used to:
approaching end of life or dying process + Record the agreed care plan and
* Involve the patient where possible, and discussions
families/significant others as * Ensure anticipatory medications
appropriate are prescribed and available
* Beongoing, not a one-off conversation + Consider renal function and

Key prompts include:

Explain sensitively that:

appropriate medication is
prescribed and available
“What is most important to you right + Ensure required equipment is
now?” prescribed, available

“What concerns do you have?” . )
Prescribe medications subcutaneously on

“What would you like us to focus on . .
an as-required basis for:

over the next few days?"
¢ Pain
* Agitation/restlessness

Reduced appetite and thirst are s Respiratory secretions
common as death approaches ¢ Nausea and vomiting
Food and drink should be offered, but « Breathlessness

not forced

If more than two PRN doses are required in

Decisions about clinically assisted
24 hours consider:

hydration must be individualised and

reviewed + Commencing a syringe driver

+ Reviewing doses administered

* Seeking specialist palliative care
advice if unsure




aring for the Dying Patient Document

Patient’s MaME: e e DO B v s i MHS [ Hospits

|
Patient's Name: . D00 B s mesnessmasnss,. - NHS / Hospital No:.

MEDICAL ASSESSMENT
L e Part 3: Decisions about life-sustaining treatments and interventions
. . Part 1: Recognition that the patient is dying
C ll n I Ca l {Implanted cardiac defibrillator | Yes 'ml Noi[ ] i
The decision relating to the patient's prognosis must be endorsed by the most senior clinician responsible for the ' + i

'Has it been deactivated? Yes [ Noi|—| If not, what is plan for deactivation? ...

patient's care (Consultant / GP) at the earliest opportunity.

Assessment

Date: ... VM@ ... Placeof Care: ... .
Responsible Consultant/GP: ... .. GPPractice: Curmrtatlgtr:‘r::g:::tsf Lﬂ’l:gll'l?zli:gn gjom"gl:zé Discontinued Comments
If the clinicg\ impl:e.ssioln is th_at the patient may die in lh? next hours or days please document the key information which CPAP / BIPAP ventiiation
supports this decision including efforts to correct reversible causes where relevant:
Oxygen therapy
""""""""""""""""""""""""""""""""""" Renal replacement therapy
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, (dialysis)
Antibiotics

Routine blood tests

,,,,,,,, - Blood glucose monitoring

Part 2: Mental Capacity Assessment and Advance Care Planning Recording of routine vital signs
Does the patient have capacity to make decisions regarding current and future YES [] NO [l Other

treatment plans (including nutrition and hydration if swallow unsafe)?

Part 4: Nutrition and Hydration

N.B. If the patient expresses a wish to eaf or drink, staff should offer assistance when required. Even if there are

if the patient lacks capacity, best inferesis decisions should be made in line with the MCA 2005, including consideration of
any preferences previously expressed by the pafient. Further information regarding assessment of capacity and decision

making is available at www.northemcanceralliance.nhs.uk/decidingright and use your arganisation’s MCA documentation concerns that a patient’s swallow is impaired or unsafe, the patient may still elect to eat and drink. If the
where appropriate. patient has mental capacity and understands the risk of aspiration, oral food and fluids must NOT be withheld from
. ) = = a patient who wishes to eat and dnink. For patients who do not have mental capacity, decisions regarding

Does the patient have any of these documents?¥/N Viewed Location eating/drinking should be made using the best inferests process as detailed in section 2.
Do Not Attempt Cardio Pulmonary ES
Resuscitation (DNACPR) - valid, applicable and . - . .
in date lessential Y /N Are there any concems that the patient’s swallow is impaired / unsafe? Yes [1 Mo [
|Advance Decision to Refuse Treatment (ADRT) YN

Nutrition
IAdvance Statement YN

Please document decisions regarding oral, enteral or parenteral nutrition (including any risks and benefits)
Emergency Health Care Plan (EHCP) YIN
LPA for Health and Welfare YN
LPAName.....................__. LPA ContactDetails Hydration
Has the patient opted out of organ donation? Yes O Ne O (If no, consider referral for donatiori) Please document decisions regarding oral or parenteral hydration (including any risks and benefits):

Are there any additional expressed wishes or decisions? ...

What is the patient’s current preferred place of death? ... .. ...

Is this likely to be achieved? Yes] Nor Ifno, why not?



Part §: Symptom Management and Review of Medications Summary of discussion:
Review all medication and decide which are necessary for ongoing disease management and symptom control e
Consider prescribing essential medication via non-oral routes. For guidance, see NECN Palliative and End of Life

Care Guidelines for Symptom Cantrol available at-

https://'www.northerncanceralliance.nhs.uk/pathway/palliative-and-end-of-life- care/supportive-palliative-

and-end-of-life-care-resources/

Record a management plan for any existing symptoms, long term conditions or treatments (including if
unable to take oral medication) eg seizures, diabetes, Parkinson's disease, long term steroids

Has the rationale for medication changes (including, for example, the use of opioids/sedative) been discussed

with Patient? YesD NDI:' Relative/Carer? Yes 0 N0|:|

Has possibility of side effects of medications (gg drowsiness) been discussed with:

Patient? Yes 0 No 0 Relative/Carer? Yes, o ﬂgD

If prescribed medication is te be administered via a subcutaneous infusion (syringe driver), who has

this been discussed with Patient? Relative/Carer? Not Required
Prescribe anticipatory medication for the following potential symptoms. O
symptom Prescribed Part 7: Verification of Expected Death
Pain Can this patient’s death be verified by an appropriately trained registered nurse?  Yes D No |:|
Nausea and vomiting Mote: CONSIDER RENAL If no, please state the reason
IMPAIRMENT WHEN
Agitation / restiessness PRESCRIBING.
Breathlessness Does this patient’s death need to be referred to the coroner? Yes O No O
Respiratory secrefions If yes, please state the reason:
Name of relativefcarer informed?
Part 6: Discussion of plan with patient and/or relative/carer
Please record who was present during discussion: Part 8: Plan documented by:
Patient? Yes [] Nep[7 I not, state reason Signature: . Date:
Time:
Staff member(s)
Relative | C: 1 Oth . Print Name: .- . Designation:
elative / Carer BB ) oottt et . GMC/NMC
Please ensure that you have discussed all of the following: . -
Endorsement by senior clinician:
Discussed plan/rationale for With patient With relative/carer
SIENEIUIE vassaasvasesarrnssssasssssnas nmnssnssssesnssnas sasss sensssnsasmasnas sn Date:
Part 1: Recognition of dying
Part 2: MCA/advance care planning including DNACPR . Designation:

Part 3: Decisions re: freatments/interventions

Part 4: Nutrition and hydration

Part 5. Symptom management / medications




Caring for the Dying Patient Document

* Who should initiate it

e Senior clinician with correct knowledge and advanced clinical skills to be able to
complete assessment of reversable causes and discuss with the patient and family that
they are approaching the last days of life.

* Professional responsibilities

* Complete senior clinician assessment section of the document. This can be on paper
form or using EMIS/ S1 template.

 Communicate assessment and care plan with patient and family and those close to
them and inform community nursing team if patient is at home.

 Consideris patientin preferred place of care and death and if not discuss transfer of
care to this place, home / hospice.

* Patient to have at least 2 visits in a 24 hour period with access to 24 hour advice and
support.
* How and where it should be shared

* Share hand over information with other health professional involved including OOH
doctors and nurses.



Community Kardex for symptom control

COMMUNITY KARDEX

ADULT PALLIATIVE CARE

AS REQUIRED SUBCUTANEOUS ;;gf"“”am - ° Re na l an d non ren al
MEDICATIONS NHS Number:

Patients Name: If medications / doses are stopped, cross through the 1
. R R Address: relevant fields clearly to a\’roid €error. O pt I O n a S We ll a S
ALL entries MUST be in CAPITAL letters and in - - -
Drug Indication | Route Special Instructions

indelible black ink. DoB:

Pain Subcut blank-

E?;? Number: g bolus
PRESCRIBERS SIGNATURE LIST = Date Dase Frequency ! Signature ! Stop Date/Sign ° D I’O p d OW n b Oxe S to

**This section must be completed before prescribing any drugs**

Name:

Designation: Drug Indication | Route Special Instructions e n S u re C O r re Ct d r U g
Registration No: Shortness |  Subcut

Signature:

REMOTE PRINT CONFIRMATION
**This section must be completed by nurse if chart printed remotely**
Signature: Date/Time:
ALLERGIES AND SENSITIVITIES

**This section must be pleted before prescribing any drugs**

=

[a]

Dt 5 of eath |_bols F g E I and doses chosen.
) Dete ose requency | Signature | Stop Date/Sign

2 e Canbe completed
é Drug I:Zi;::\iz: R;?EB%ZM Special Instructions by d OCtO r 0 r n o n _

§ Date Dose Frequency | Signature | Stop Date/Sign m e d i Ca l p re S C ri b e r_
with the correct

Drug Indication | Route Special Instructions

No Known Allergies Signature:
ESSENTIAL REGULAR MEDICATIONS REQUIRING ADMINISTRATION

This section may be used for the prescribing of any essential regular medications that are NOT administered

by a syringe driver. For example transdermal patches(e.g Fentanyl or Buprenorphine) and regular

subcutaneous bolus injections (e.g. insulin or dexamethasone).

SNOILYDIaIn

Nousea/ | Subcut

E vomiting | _bolus knOWledge and skills

Drug Dose [in words and figures) | Frequency | Route | DatefSign Stop date/Sign
- Date Dose Frequency | Signature | Stop Date/Sign
_ . _ _ s . .
Drug Dose [in words and figures) | Frequency | Route | Date/Sign Stop date/Sign s I n th e C 0 m m u n Ity
Drug Dose (in words and figures) | Frequency | Route | Date/Sign Stop date/Sign Drug Indcl:;::n R;;;;yi B A I I T S ett I n g a n d to
Secretions | bolus R .
Colic
Drug Dose (in words and figures) | Frequency | Route | DatefSign Stop date/Sign T / T — T - fa C I lltate d I S C h a rge
Date | Dose | Frequency ! Signature | Stop Date/Sign
T T T T
i i ! i

from hospital or
hospice settings.



Continuous subcutaneous infusion (CSCI)
section

DRIVER - 2 L tsstpanentiam
L : . Db 19 Mav 1945 . . .. .. .
if medications | doses are stopped, cross through the | NHS Number: 959 005 7674 * Diluentis specified as water for injection. N.B.
relevant fields clearly to avoid error. . . . . .
S | S T B i B Certain medication requires saline- use
; ' Fer rotoca unpopulated sections on the next page.
Ovug ] | indicatian | Route | Special Instructions . . .
Morphine | e T * Volume to be infused directed by local policy.
T T ¥ = Wi * Mixing medications for a CSCI
}'Lg I I nidication i Route i Spazial |r|iIHLChI:rl5
Midazolam | Agiteotion / shafress ofy Sticut |
- 1 bremth I 1
Dake | Dase I i Frequency i Signature | Stop Dabe/Sign
> EEER omg | ; ;
- ;1._3_ - T ____________ |_ ;ﬂl:at_m; _______ .i Roukm i_ip;tli Ir&;rl.-chm:
Levomepromazine : WU Mamiting : Sibcut :
Dake | Dase i i Frequenty i signature | Stop Date/Sign
N 6.25myg ! X :
Ty : | indicatian i Route i Special Ir.i:rLchm:
Ryoscine butyibronide : Chest Secretions / Colic : Subcut X
Date [udas= : i Frequency i signature | Stop Date/Sign
44 05 250, | Anjusion o X j




Principles of using the kardex

Completing the NENC Regional Community Anticipatory Preskribing Kardex

Video under development to support use

Anticipatory meds required for the Prescriber can complete

first time. GP completes EMIS/51 Prescriber completes by » EMIS/S1 template from d f . t K d
template. They must then inform hand Community information on GP a n a C Ce SS O CO I I l I I l u n I y a r ex.
DN team that the kardex must be Kardex using the Handover form if they wish,

Secondary care to complete blank

" community Kardex as endorsed by NENC

PEOLC network and ICB governance
3 processes.

District Nurses administer drugs
using the Emis / 51 kardex or kardex
completed from hospital and
records administration as per local

policy.
{ Prescriber can complete EMIS/S1
Change in drug dose required - template with new dose. They must
then inform DN team there is a change
' and a new kardex must be printed.
Prescriber can amend the dose by '
hand on the kardex currently in the New kardex is printed out and taken into
patient’s home, the patient’s home, where it replaces

the original one.

g 4

Prescriber can complete EMIS/51

Previous version of kardex should be
template with new dose if they removed from the house and uploaded
wish, but this is not a requirement. to the patient’s EMIS/S1 record.




New leaflets — Easy read version available

digitally

INHS|

North East and

Advance Care norh Combria

Planning: What matters
most to you?

Information for Relatives,
Friends and Carers

" ‘ s

What is Planning
Future Care?

What will e

- orth Cumbria
happen if my i
heart stops? Norn Eane e
Your guide to Do Not Attempt What Will Happen if
Cardiopulmonary Resuscitation My Heart Stops?
(DNACPR) forms ’

? ‘ n..im"’“ ? ‘ oacting ™
op <




Important links

* NENC Palliative and End of Life Care Symptom Control Guidelines
NENC-Palliative-and-End-of-Life-Care-Symptom-Control-
Guidelines-2025-Sixth-Edition.pdf

* New Deciding Right Website Deciding Right | North East and North
Cumbria NHS (launching June)

* New Palliative and End of Life Website Palliative and end of life
care | North East and North Cumbria NHS

* Deciding Right Guidance Document
https://boost.org.uk/download/211/deciding-
right/14103/deciding_right_guidance_v3.pdf
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