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Do Not Attempt Cardio-Pulmonary Resuscitation (DNACPR) V18

OLD

NEW
IMPORTANT INFORMATION AND DIFFERENCES

• Not legally binding.
• No address required.
• No medical diagnosis required.
• Only one signature required with professional 

registration number (any appropriately trained HCPs 
will be able to sign)

• Signature can be wet or dry.
• No review date required.
• Coloured documents gold standard but black and 

white still acceptable if no colour printer available
• Version number at bottom of page (17/17a will be 

accepted as they are phased over 2026/2027).
• They should always travel with the patient (usually 

kept in a yellow envelope)
• Page 2 does not need to be present
• Updated paper pads will be available to order as 

usual from supplies if needed
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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 - 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
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Emergency Health Care Plan (EHCP) V16

OLD

NEW

IMPORTANT INFORMATION AND DIFFERENCES

• Not legally binding.
• Facilitates communication of appropriate treatment 

and care in an anticipated emergency (N.B. not 
everyone will have an EHCP).

• Empowers patients, carers and healthcare 
professionals in decision making.

• Ensures the patient gets the appropriate treatment 
in the place of their choice.

• No address required.
• HCP contacts now on final page.
• Lasting power of attorney (LPA) now on front page. 
• Now includes Preferred Place Of Care and Death 

(PPOC/D).
• Version number at bottom of page.

N.B. it is not all about admission avoidance



EHCP cont..
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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 envelope given to patient to take home or transfer of care destination ensuring 

explanation what is in the envelope
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EHCP - Clinical scenario

56 year old lady with diagnosis of an 
advanced breast cancer 

Known back pain with spinal bone 
metastases and has had previously raised 
calcium which responded to treatment.

Anticipated Emergencies
Spinal cord compression 
Further episode of hypercalcemia

65 year old gentleman with advanced 
COPD and Insulin dependant type 2 
diabetic.

Previous admissions with  breathlessness, 
confusion and reduced alertness 

Anticipated Emergencies

Chest infection - sepsis

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.



Treatment Escalation Plan (TEP) V1

This is a completely new Deciding Right 
document

• Not legally binding. 
• Section 1 – sets out patient’s wishes and 

preferences in the event of acute 
deterioration.

• Section 2 – sets out clinical 
recommendations for emergency care and 
treatment  in acute deterioration.

• Version number at bottom of page.
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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)

• 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
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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 

Treatment escalation plan will be 
appropriate to document patient's wishes 
and preferred place of care and clinician’s 
clinical recommendations for emergency 
care and treatment  in acute deterioration

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.

Treatment escalation plan will be 
appropriate to record patient's wishes and 
preferred place of care and death. Clinical 
recommendations for appropriate treatment 
available in care home can be documented.



EHCP 
or 
TEP
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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.

• A TEP can help set the scene for further Advance Care Planning conversations.

• A TEP can overlap with an Emergency Health Care Plan which documents a care plan 
in anticipated emergencies. They are not exclusive.
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Advance Decision to Refuse Treatment (ADRT) V8

OLD

NEW

IMPORTANT INFORMATION AND DIFFERENCES

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

• Validity must be checked.
• Patient must be an adult (18+)
• Formal refusal of specific treatment in specific 

circumstances.
• If refusing life sustaining treatment the following 

apply:
• It should be witnessed (by another adult)
• Must include the  statement “I am refusing this 

treatment even if my life is at risk as a result”
• Layout changed. (N.B. this form does not need to be 

used there is no set form).
• Lasting power of attorney (LPA) now on front.
• Version number at bottom of page.
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ADRT Continued
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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
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ADRT Clinical Scenario

52 year old lady with motor neuron 
disease fully aware of her condition and 
potential deteriorating symptoms has 
full capacity

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

• Insertion of tracheostomy

• Any type of artificial ventilation

• Any type of artificial feeding tube

These things could be documented and 
include the phrase ‘even if my life was 
at risk as a result’ to protect the lady 
from having things done against her will 
should she lose capacity in the future.

• 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.

• These can be documented to 
ensure he received the most 
appropriate care according to his 
wishes in future exacerbations.
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Advance Statement V2 

OLD

NEW

IMPORTANT INFORMATION AND DIFFERENCES

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

around their future care.
• No address required.
• Lasting Power of Attorney (LPA) now on front page.
• Version number at bottom of form.
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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 - 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



Advance statement – Clinical scenario

• 35 year 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.

• Issues 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)



• 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 support is 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 
email to NEAS

North East Ambulance Service Special Patient notes (SPN) V4 



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.



Caring for the Dying Patient Document

Clinical 
Assessment





Caring for the Dying Patient Document

• Who should initiate it
• 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.
• Consider is patient in 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

• Renal and non renal 
option as well as 
blank.

• Drop down boxes to 
ensure correct drug 
and doses chosen.

• Can be completed 
by doctor or non-
medical prescriber 
with the correct 
knowledge and skills 
in the community 
setting and to 
facilitate discharge 
from hospital or 
hospice settings.



Continuous subcutaneous infusion (CSCI) 
section

• Diluent is specified as water for injection. N.B. 
Certain medication requires saline- use 
unpopulated sections on the next page.

• Volume to be infused directed by local policy.
• Mixing medications for a CSCI



Principles of using the kardex

Video under development to support use 
and access of community Kardex.
Secondary care to complete blank 
community Kardex as endorsed by NENC 
PEOLC network and ICB governance 
processes.



New leaflets – Easy read version available 
digitally 



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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