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1.0
Introduction

All Trusts are required to ensure that they have a local Resuscitation Policy in place that follows the guidelines issued within HSE 2000/028 ‘Resuscitation Policy’ and in accordance with those published from the British Medical Association, Resuscitation Council (UK) and Royal College of Nursing.  The policy must respect patient’s rights, be made available to patients and families and be audited.

The Trust respects the right of every competent patient to self-determination as provided under the Human Rights Act 1998.

This document sets out NHS Brent’s guidelines on selecting patients for Cardiopulmonary resuscitation.
Please note this policy does not refer to children. 

2.0
Background Information
2.1
HSC 2000/028

This Health Service Circular requires that Chief Executives ensure that:

· Patient’s rights are central to decision making on resuscitation;

· The Trust has an agreed Resuscitation Policy in place which respects patient’s rights;

· The Policy is published and readily available to those who may wish to consult it, including patients, families and carers;

· Appropriate arrangements are in place for ensuring that all staff who may be involved in resuscitation decisions understand and implement the policies;

· Appropriate supervision arrangements are in place to review resuscitation decisions;

· Induction and staff development programmes cover the resuscitation policy;

· Clinical practice in this area is regularly audited;

· Clinical audit outcomes are reported in the Trust’s annual Clinical Governance Report;

· A Non-Executive Director of the Trust is given designated responsibility on behalf of the Trust Board to ensure that the resuscitation policy is agreed, implemented and regularly reviewed within the Clinical Governance framework.

2.2
Human Rights Act
The Human Rights Act 1998 came into force on 2nd October 2000.  The Act incorporates the European convention on Human Rights into English law and is designed to achieve a real ‘enhancement’ of the Human Rights of people in Britain.  The Act marks a shift away from a legal system where a citizen is allowed to act as he or she likes, provided it is not unlawful to do so, to a rights based system.  For the first time, fundamental human rights are enshrined in law and it is unlawful for public authorities, such as Trusts to act in a way which is incompatible with them.

The Human Rights Act marks a new way of thinking about the relationship between individuals and the state.  Trusts will have to consider whether the Human Rights of individuals could be affected as part of their decision making and at all stages ask themselves whether they have complied with their legal obligations, and whether this can be demonstrated.  

In order to meet their obligations under the Act, health professionals must be able to show that their decisions are compatible with the Human Rights set out in the Articles of the Convention.

The Act’s influence will be felt in the following major ways:

Future legislation which is incompatible with the Human Rights Act will be subject to a declaration of ‘incompatibility’ and fast track amendment.

Public bodies, including Trusts, will be deemed to have acted unlawfully if they breech a Human Rights Act right.

For NHS Brent’s Resuscitation Policy, the most important elements of the act are:

2.3
Article 2 – The Right to Life

This provides that everyone’s right to life shall be protected by law and includes a positive duty to ‘promote and safeguard life’. 

In addition, the Right to Life will need to be scrutinised when assessing the withdrawal of treatment resulting in death.

2.4
Article 3 – Freedom from Torture or Inhuman or Degrading Treatment
This prohibits inhuman or degrading treatment.

‘Inhuman or degrading treatment’ might include unnecessary attempts to Resuscitate where there is a minimal chance of success. 

Mental suffering can constitute inhuman or degrading treatment even if the suffering is caused by the treatment of another.  Both the patient who is treated poorly and a close relative or carer who watches them suffer, may have a claim.

2.3
Mental Capacity Act 2007 

This act provides the statutory framework to empower and protect vulnerable people who are not able to make their own decisions. And is underpinned by 5 principles

· “A presumption of capacity - every adult has the right to make his or her own decisions and must be assumed to have capacity to do so unless it is proved otherwise;

· The right for individuals to be supported to make their own decisions - people must be given all appropriate help before anyone concludes that they cannot make their own decisions;

· That individuals must retain the right to make what might be seen as eccentric or unwise decisions;

· Best interests – anything done for or on behalf of people without capacity must be in their best interests; and

· Least restrictive intervention – anything done for or on behalf of people without capacity should be the least restrictive of their basic rights and freedoms.”
Department of Health, (2006) Mental Capacity Act Best Practice Tool Appendix B.  Gateway Reference 6703 
3.0
Resuscitation Council (UK) - Decisions relating to Cardiopulmonary Resuscitation (CPR)
The March 2001 joint statement from the British Medical Association, Resuscitation Council (UK) and the Royal College of Nursing regarding “Decisions relating to CPR” Cardiopulmonary Resuscitation is recognised to be the definitive guidance on when to consider a Do Not Attempt Resuscitation (DNAR) decision, how to review it and how to record it.

Cardiopulmonary Resuscitation (CPR) can be attempted on any individual in whom cardiac or respiratory function ceases. It is therefore essential to identify patients for whom Cardiopulmonary arrest represents a terminal event in their illness and in whom CPR is inappropriate.  It is also vital to encourage the involvement of patients, the healthcare team and the people close to the patient in decision making and to ensure the communication of decisions to all relevant health professionals.

4.0 DECISIONS RELATING TO CARDIOPULMONARY RESUSCITATION
4.1
Responsibility for Decisions about Resuscitation
The Chief Medical Officer has made it clear that responsibility for decisions about resuscitation lies with the Consultant or General Practitioner in charge of the patient’s care.  Where the patient’s consultant is not available, the next most senior clinician should make the decision where there is no time to obtain the consultant’s agreement. This should be made after appropriate consultation in consideration of all aspects of the patient’s condition.  Decisions must be taken in the best interest of the patient, an assessment of which should include likely clinical outcome and the patient’s known, or sustainable wishes.  Other members of the healthcare team, and with due regard to patient confidentiality, the patient’s relatives or close friends, may be consulted in forming the decision.

The views of family or others close to the patient, may be sought regarding what would be in the patient’s best interest.  Their role is to reflect the patient’s views, not to take decisions on behalf of the patient.  Relatives and others close to the patient should be assured that their views on what the patient would have wanted will be taken into account in decision making.  However, they cannot determine a patient’s best interests, nor give consent to or refuse treatment on a patient’s behalf.

Where possible, patients should be asked in advance who they want, or do not want, to be involved in decision making if they become incapacitated.

In the event of relatives being unhappy with the decision, they should be advised that they may seek a second opinion from a consultant or senior clinician from outside the team.  Advice will be given as to how this will be obtained and future action will be dependent on this opinion.

4.2
Legal Advice
If there is any doubt about the legality of an advance decision about attempting resuscitation, legal advice should be sought.

4.3 Competent Adults

Discussions of the advisability or otherwise of attempting CPR must be undertaken by senior, experienced members of the medical team who have received appropriate training in communication skills.  Support should come from similarly trained senior nursing colleagues.

People have ethical and legal rights to be involved in decisions that relate to them.  Decisions about whether the likely benefits from successful CPR outweigh the burden should be discussed with patients who are competent.  Where patients who are competent are at foreseeable risk of cardiopulmonary arrest, or have a terminal illness, there should be sensitive exploration of their wishes regarding resuscitation.  This will normally arise as part of general discussions about that patient’s care.  If patients indicate that they do not wish to discuss resuscitation this should be respected.  Where a DNAR order is made and there has been no discussion with the patient because he or she has indicated a clear desire to avoid such discussion, this must be documented in the health records and the reasons given.  Health professionals must be able to justify their actions.

Whether successful CPR is able to provide any benefit to the patient is the key question in deciding about whether it should be attempted.  Health professionals should ensure that their recommendations about whether CPR should be attempted are based on the best available data and, if it can be achieved, consensus within the team.

Any discussions about whether to attempt CPR, and any anticipatory decisions should be documented, signed and dated in the patient’s record.
4.4 Refusal of a DNAR Order and Patient request for attempted CPR

Some patients may ask for CPR to be attempted, even if the clinical evidence suggests that in their case it will not effectively restart the heart and breathing or that it cannot provide any overall benefit.  Discussion should take place with the patient aimed at securing an understanding and acceptance of the clinical judgement.  If patients still ask that no DNAR order be made, this should be respected.  Doctors cannot be required to give treatment contrary to their clinical judgement, but should, whenever possible, respect patient’s wishes to receive treatment which carries only a very small chance of success or benefit.

4.5    Incapacitated Adults

Where a lasting power of attorney (LPA) has been appointed by the patient the attorney will be able to make health decisions on behalf of the patient. An attorney can only consent to or refuse life-sustaining treatment on behalf of the patient if, when making the LPA, the donor has specifically stated in the LPA document that they want the attorney to have this authority. Otherwise no person is legally entitled to give consent to medical treatment on behalf of an adult who lacks decision making capacity.  Doctors have authority to act in their patient’s best interest where consent is unavailable.  

Where patients due to mental incapacity are unable to engage in informed decisions about their care, a consensus view should be formed between the members of the healthcare team and family members in reaching a decision.  If the patient has made a valid decision to refuse treatment then this should be respected by the responsible doctor. Advance decisions to refuse life-sustaining treatment must meet specific requirements: 

· They must be put in writing. If the person is unable to write, someone else should write it down for them. For example, a family member can write down the decision on their behalf, or a healthcare professional can record it in the person’s healthcare notes. 

· The person must sign the advance decision. If they are unable to sign, they can direct someone to sign on their behalf in their presence. 

· The person making the decision must sign in the presence of a witness to the signature. The witness must then sign the document in the presence of the person making the advance decision. If the person making the advance decision is unable to sign, the witness can witness them directing someone else to sign on their behalf. The witness must then sign to indicate that they have witnessed the nominated person signing the document in front of the person making the advance decision. 

· The advance decision must include a clear, specific written statement from the person making the advance decision that the advance decision is to apply to the specific treatment even if life is at risk. 

· If this statement is made at a different time or in a separate document to the advance decision, the person making the advance decision (or someone they have directed to sign) must sign it in the presence of a witness, who must also sign it. 

People often discuss their wishes with a GP or another health professional who records the discussion in the patient’s notes.  Where patients express a clear and consistent refusal, this is likely to have the same status as a written advance directive.

4.6   Situations in which it is appropriate to consider making a DNAR order

· Where attempting CPR will not restart the patient’s heart and breathing.

If the health care team is as certain as it can be that attempting CPR would not start the 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 a 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

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.

· Where the expected benefit is outweighed by the burdens.

Where CPR may be successful in re-starting 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.

A patient who is competent is the best judge of what represents an acceptable level of burden or risk for him or herself, and where there is a chance of an outcome the patient considers acceptable, many will consider the risk of even significant disadvantage a burden worth taking.

· Where CPR is not in accord with the recorded and sustained wishes of the patient who is mentally competent.

Where the patient is not competent, any previously expressed wishes should form a core part of assessing the benefit to that person (section 4.3).

If there is any doubt about the validity of an advance directive, then legal advice should be sought.

4.7     Presumption in favour of attempting Resuscitation

Where no explicit advance decision has been made about the appropriateness or otherwise of attempting resuscitation prior to a patient suffering cardiac or respiratory arrest, and the express wishes of the patient are unknown and cannot be ascertained, there should be a presumption that health professionals will make all reasonable efforts to attempt to revive the patient.  Anyone attempting CPR in the circumstances will be supported by their Senior Medical and Nursing colleagues.

4.8  Community Focus – Do Not Attempt Resuscitation
Documented ‘DNAR’ orders made by relevant doctors caring for the patient are being of effect while the patient remains under the care of the Consultant or GP within a Community Hospital or Nursing Home.

Once discharged formally from the Consultant’s care, the ‘DNAR’ order no longer applies and resuscitation status is the responsibility of the General Practitioner caring for the patient.

Communication with healthcare teams is vital to ensure continuity and understanding to provide a seamless service.

On admission to hospital, a previous DNAR order is not valid and the patient must be reviewed by the most Senior Doctor present before a decision is agreed with the healthcare team.

4.9
Outpatient Clinics/Community Clinics/GP Practices
All patients attending any of the clinics will be assumed to be for resuscitation and the appropriate emergency procedures put into place in the event of a cardiac or respiratory arrest.

4.10
Recording of the DNAR Decision
The entry in the medical records of the decision and reasons for it should be made by the most senior member of the medical team available.  He/she should ensure that the decision is effectively communicated to his/her clinical team and other members of the healthcare team, including GP’s, deputising or GP co-operative services and ambulance staff for patients in the community.

Locum staff must be made aware of the decision and how the policy operates.

When a DNAR order is entered in the medical notes then the “Do Not Attempt Resuscitation” order form (Appendix A) is completed, including the review date, doctor’s signature and the doctor’s name printed.

The completed Order Form must be placed in the medical notes.  If the order is reversed/cancelled, CANCELLED and the date must be written in capitals across the Order Form.

On discharge any Order form must have CANCELLED and the date written across it in capitals and be filed in the patient’s notes. The doctor’s name, signature and printed name & title must be included (see Section C, Appendix A).
The record in the nursing notes should be made by the primary nurse or the most senior member of the nursing team, whose responsibility it is to inform other members of the nursing team.

4.11
Reviewing the Decision 
Consultant/General Practitioners
Consultants/General Practitioners must review and confirm those patients that are not for cardiopulmonary resuscitation at every ward round or at any time there is a change in the patient’s condition or wishes.  This must be with members of the healthcare team and appropriate senior nurse caring for the patient.

The decision must be reviewed at least weekly for all patients with the exception of those who have met continuing care criteria.

Where patients have met continuing care criteria, the DNAR decision needs to be reviewed 6 monthly or sooner if there is a change in their clinical condition.

The “Do Not Attempt Resuscitation” Form (Appendix A) must be completed and filed in the Medical/Nursing notes.

Nurses
Nursing staff will review and confirm which patients are not for cardiopulmonary resuscitation at every shift handover.

Other Healthcare Professionals
Other healthcare professionals involved in the patient’s care and well being should be informed of the resuscitation status of the patients under their care by the appropriate nursing staff.  These healthcare professionals should then check the medical notes to confirm the status of the patient.

4.12
Reversing the ‘Do Not Attempt Resuscitation’ Order
The revision and subsequent reverse of a ‘Do Not Attempt Resuscitation” order should be made after appropriate consultation and consideration of all aspects of the patient’s condition.  A resuscitation decision should be reviewed on every ward round.  The perspective of other members of the healthcare team, the patient, the relative/close friends or advocate maybe consulted in the decision to reverse the DNAR order.

In the event of a DNAR decision being reversed, the DNAR form (Appendix A) Section C must be completed and CANCELLED and the date in capitals written across the form.

The Do Not Attempt Resuscitation Review Form must be completed and kept in the medical/nursing notes.

5.0
Audit
Adherence to guidelines will be monitored by the Professional Nurses Forum (PNF) in conjunction with ward/clinical staff and through reports to the Risk Management Group of incidents.

6.0 
Training in Resuscitation Techniques
All members of the hospital, community and primary care team should be proficient in Basic Life Support.
It is unacceptable for patients who sustain a cardiopulmonary arrest to await the arrival of the ambulance service before basic resuscitation is performed.  

Training will be provided that meets best practice as defined by the UK Resuscitation Council (www.resus.org.uk). The UK Resuscitation Council recommend that all staff in contact with patients should have basic ‘Paediatric and / or Adult Basic Life Support’ training. The frequency of this refresher training will depend on the individual but, for guidance, skills should be refreshed at least once a year, and preferably more often. (www.resus.org.uk)

The Learning and Development Department are responsible for organising and coordinating the training.  Full details of resuscitation training are located at http://brentnet2/intranet/html/index_1112.htm. (Appendix B shows which staff are required to undertake this training, Appendix C shows the training programme).

7.0
Position of Independent Contractors

GP practices are independent contractors of NHS Brent and are therefore liable for the acts and omissions of GPs and other staff employed at their practices.

All independent contractors are expected to ensure that their directly employed staff have appropriate and sufficient training to fulfill their duties.

The Quality and Outcome framework of the GP Contract includes basic life support training as an indicator in the educational section.

8.0 
Monitoring of Compliance, Review and Effectiveness of this Document

This policy will be reviewed by the Professional Nurses Forum. This Forum will review reports of incidents and attendance at training. Auditing of this document should be done at least every two years based on monitoring the effectiveness of all NHS Litigation Authority (NHS LA) requirements for the resuscitation policy – as below. The document assurance form (Appendix D) will be used by Managers to document embedding of policies. 
NHS Litigation Authority
‘As a minimum, the approved documentation must include a description of the:

a. duties
b. initiation of resuscitation, including the system for summoning help

c. do not attempt resuscitation orders (DNAR)

d. process for ensuring the continual availability of resuscitation equipment

e. training requirements for all staff, as identified in the training needs analysis
process for monitoring the effectiveness of all of the above.’

(NHS Brent NHSLA RISK MANAGEMENT STANDARDS FOR PRIMARY CARE TRUST 2008).

9.0
Equality Impact Assessment

Completed. See Appendix E.
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APPENDIX A

NHS Brent
SECTION A

1.  Has a decision to resuscitate or not been made with this patient ? yes  FORMCHECKBOX 
no FORMCHECKBOX 

2.Will the patient will be resuscitated in the event of an emergency? yes  FORMCHECKBOX 
no FORMCHECKBOX 

If yes- do not answer any further questions

DO NOT ATTEMPT RESUSCITATION ORDER

Patient’s Name: ………………………………….  Hospital No: …………….….…..

Date: ………………………………..……………..…  Time: : …………………………..

SECTION B

The following information has been recorded in the Health Records:

	1.
	Date and time of decision


	
	yes/no

	
	The names of all those present:
	Patient
	yes/no

	
	
	
	

	
	
	Relative
	yes/no

	
	
	
	

	
	
	Nursing staff
	yes/no

	
	
	
	

	
	
	Consultant
	yes/no


	3.
	The reason for the DNAR and a clinical explanation why

it has been made.
	yes/no


	4.
	The counter-signature of the :
	Patient
	yes/no

	
	
	
	

	
	
	Relative
	


	5.
	The grade of the doctor making the decision: 
	yes/no


Doctor’s Signature: ……………………………………………………………………………………

Doctor’s Name: (in block capitals) ………………………………………………………...……….…

	6.
	Review Date: : ………….………………………………………………………………………..


Once Section A and B are  completed, the form is to be filed as the first page of the patient’s Health Records.

	SECTION C (on reverse side):
	To be completed at review

	
	

	
	

	SECTION C (on reverse side):
	To be completed on discharge or when 

decision not for resuscitation is revoked


SECTION 

The decision not for attempted CPR was reviewed on the following dates and continues to apply:

	Date
	Doctor’s Signature.
	Doctor’s Name

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


SECTION C

The decision not for attempted CPR was REVOKED on/the patient was discharged on:

Date: ……………………………………………..Time …………………………………….

Doctor’s Signature: ………………………………...………………………………………………………….

Doctor’s Name: (in block capitals) ………………………………………………………...……….…

Once Section C is completed form to be filled in the Health Records under ‘Charts and Forms’, as the DNAR decision is no longer applicable.

Appendix B
Those individuals who require training are listed below

1. Paediatric and / or Adult Basic Life Support

	
	Staff groups

	
	Nursery nurse

	
	Dieticians

	
	Family planning

	
	Healthcare Support Workers in Outpatients Dept

	
	Retinal Screening

	
	Paediatric therapists except those specified at level 3

	
	Paediatric therapy assistants and audiology assistants

	
	Occupational Therapists

	
	Health Care Support Workers 

	
	Willesden Rehab Unit  and Community rehab assistants and technical instructors

	
	Nurses 

	
	Doctors – including GPs

	
	HIV specialist nurse

	
	Health Visitors  

	
	School nurses 

	
	Cardiology

	
	Nurse Practitioners

	
	Infection Control Nurses

	
	Ward Nurses in Willesden Bedded Areas 

	
	District Nurses

	
	Community Matrons

	
	Physiotherapists (Paediatric and Adults)

	
	Speech and language therapists working on feeding & swallowing

	
	Fitness Instructors

	
	Wheelchair therapists

	
	Rehabilitation engineers

	
	Community diabetic specialist nurses

	
	Respiratory specialist nurse

	
	Care co-ordinators intermediate care

	
	Community Children’s Nurses

	
	Community therapists working with older people

	
	Rehab unit therapists

	
	Inpatient therapists 

	
	Podiatry

	
	Specialist nurses 

	
	Dental nurse

	
	Dentists

	
	Dental therapists

	
	School nurses

	
	Heart failure specialist nurses


Advanced Life Support

Doctors in high risk areas are expected to be competent in administering Advance Life Support e.g. cardiology and undertake training annually.

Anaphylaxis

For staff who administer medications and vaccinations the necessity for training will be determined by relevant clinical team leader assessing the likelihood of an adverse reaction and the individual’s current competence.

Anaphylaxis Policy
http://www.brentpct.org/doxpixandgragix/NP24AnaphylaxisPolicy.doc 
First Aid

Staff who hold a First Aid certificate are expected to formally update their skills, including Basic Life Support competence, every three years.

Familiarisation with Local Policies

All staff, clinical and non-clinical, are expected to know how to respond in an emergency even if they are not expected to resuscitate.  It is proposed that NHS Brent’s intranet is used to remind staff of key steps to take and that managers build this into local orientation when new staff start.

MAKING APPROPRIATE TRAINING REQUESTS

Line managers will ensure the appropriate staff groups attend training and that all those staff needing to be trained actually attend. If an individual member of staff has any query about the level of risk they are working with and their ability to deal with this then they must discuss this with their line manager.

Appendix C
Resuscitation Training

Aim: This course allows staff the chance to learn or develop their Basic Life

Support and Resuscitation Skills. The course meets the statutory

requirements of annual updates for Medical and Nursing staff

Objectives: By the end of the course staff will be able to perform/or understand

· Statistics in Cardiac Arrest

· Chain of Survival Concept

· Cardiopulmonary Resuscitation

· Recovery Position

· Manage a patient suffering Myocardial Infarction

· Manage a patient choking

· Manage a patient who is bleeding

· Manage a patient who is suffering from anaphylaxis

· Basic drug management for the above medical emergencies

For: Mandatory training for all employees (clinical and non clinical)
How often: On starting with the Trust (or if can be proven by certificate attendance of a relevant course elsewhere before starting with NHS Brent) and then every 18 months for clinical staff and every 36 months for all other staff 

Method: Practical, Group Discussion, Role Play

Duration: Two and a half hours

Times: am sessions:- 9.30am-12.00pm and pm sessions:1.00pm-3.30pm

Other information: 

Those working with young children and babies should attend the three hour Resuscitation plus Paediatric training 

NB It is a mandatory requirement that all clinicians, including managers, attend this training on starting work with the trust and annually thereafter.
Please access training dates from the NHS Brent Intranet site.
· 3 hour Adult Resuscitation plus Paediatric ELS courses

Appendix D

Assurance Form

             (For documents associated with risks to patients/ staff/ public/ PCT)

(Title of document)
Department: …………………………...
I have read and understood the above document and agree to abide by its content.

	Name
	Signature
	Date

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Appendix E
Equality Impact Assessment Tool

To be completed and attached to any procedural document when submitted to the appropriate committee for consideration and approval.

	
	
	Yes/No
	Comments

	1
	Does the policy/guidance affect one group less or more favourably than another on the basis of:
	
	

	
	· Race
	Yes
	Supported by the Human Rights Act. The ability to refuse resuscitation.

	
	· Ethnic origins (including gypsies and travellers)
	Yes
	Same as above

	
	· Nationality
	Yes
	Same as above

	
	· Gender
	Yes
	Same as above

	
	· Culture
	Yes
	Same as above

	
	· Religion or belief
	Yes
	Same as above

	
	· Sexual orientation including lesbian, gay and bisexual people
	Yes
	Same as above

	
	· Age
	Yes
	Same as above

	2
	Is there any evidence that some groups are affected differently?
	Yes
	Those with Mental Health issues. They are supported by the Mental Capacity Act 2007

	3
	If you have identified potential discrimination, are any exceptions valid, legal and/or justifiable?
	Yes
	Those with Mental Health issues. They are supported by the Mental Capacity Act 2007

	4
	Is the impact of the policy/guidance likely to be negative?
	No
	Everyone has the right to refuse resuscitation

	5
	If so can the impact be avoided?
	N/A
	

	6
	What alternatives are there to achieving the policy/guidance without the impact?
	N/A
	

	7
	Can we reduce the impact by taking different action?
	N/A
	


If you have identified a potential discriminatory impact of this procedural document, please refer it to the Equality & Diversity Manager together with any suggestions as to the action required to avoid/reduce this impact.

For advice in respect of answering the above questions, please contact the Equality & Diversity Manager.
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