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Aims

• Advance care planning - evidence base

• Spotlight on DNACPR decision-making

• ReSPECT – process; feedback so far; progress 



Advance Care Planning: the evidence

• Methods/tools and outcome measures used in existing studies 
variable.

• Need for well designed RCTs with standardised outcomes that 
examine the economic impact of ACP,   its effect on quality of care 
and experiences of patients/families.

• Improves EOLC, pt family satisfaction and bereavement process.
• Reduced hospital admission. 
• ACP over time > effective than written documents alone.
• 60–90% of public supportive of ACP but uptake only 8%. 
• Most HCPs positive  towards ACP but reservations about the 

applicability/validity of ACP documents.
Brinkman-Stoppelenburg et al (2014)
Weathers et al (2016)
Detering et al (2010)
RCP Concise Guidance to Good Practice (2009)



Spotlight on DNACPR

• DNACPR decisions: historically have been separate from 
advance care plans. 

• Fixation on CPR often at the expense of loss of focus on 
overall priorities of care for an individual.

• Discussions/decisions associated with misunderstandings, 
negative clinicians‘ perceptions, complaints and litigation, 
negative media reports.



Spotlight on DNACPR

• ‘Time to intervene’ – NCEPOD, Nov 2012.

• Case law: Tracey (2014) and Winspear (2015) - conversations 
that need to take place before decisions are taken not 
happening.

• Waters (2015)- determinations as to when CPR may be 
appropriate  made on the basis of unjustified assumptions as 
to disability.

• House of Commons Health Committee report: EOLC – March 
2015.

• Revised 3rd edition of BMA/RC(UK)/RCN  guidance – June 
2016. 



DNACPR: an evidence synthesis 
complaints & incidents

• Failure to anticipate need for 
DNACPR decision

• Disagreement with DNACPR 
decision

• Confusion over process for 
decision-making

• Poor communication 

• Poor handover between settings, 
need for review following change 
in patient status

4500 incidents 
related to DNACPR 
(<0.5% of total 
number), ~1/3 
causing harm. 

Perkins et al, 2016
Fritz et al, 2013



DNACPR: an evidence synthesis



• Integration of DNACPR decisions with ACP.
• Steering group co-chaired by RC(UK) and RCN, initiated Spring 

2015. Wide representation – GMC, BMA, CQC, RCs, patient / 
public, academic institutions, clinical specialties, ambulance 
service etc.

• Sets out recommendations for clinical care in emergency 
situations where obtaining consent not possible. 

• Starts not from ID of specific interventions, but preference of 
pt re whether their priority is to sustain life or prioritise 
comfort.

• ReSPECT can be complementary to a wider process of 
advance/anticipatory care planning.



Tools to enhance / support clinician decision 
making and raise public awareness

http://www.respectprocess.org.uk/

Web APP: very good and raises the 
understanding of the  process and the use in all 
different settings and backgrounds.

http://www.respectprocess.org.uk/learning

What  should  happen t o  you in  an em ergency?

What  is i t ? 

The ReSPECT process creates personalised recommendat ions  

for your clinical care in emergency situat ions in which you are  

not  able to decide for yourself  or communicate your wishes.

Who is i t  f o r? 

This plan is for anyone, with increasing relevance for people 

who have part icular needs; who are likely to be nearing the end 

of  their lives; or who want  to record their care and t reatment  

preferences for any other reason.

How  does i t  w ork? 

The plan is created through conversat ion between health 

professionals and you. You keep the plan with you and t ry to 

make sure that  it  w ill be available immediately in an emergency 

to health professionals, such as ambulance crews, out -of -hours 

doctors, or hospital staf f  if  you are admit ted. 

What  does i t  cover? 

The plan guides clinicians who have to make rapid decisions  

for you in an emergency, so that  they can choose the right  

balance between focusing t reatment  mainly on prolonging  

life and focusing mainly on providing comfort . It  includes 

recommendat ions about  specific

 

treat me nt s that  you wo ul d wa nt  

to be considered for or would not  want , or those that  would  

not  work in your situat ion or could cause you harm. One of  these 

is a recommendat ion about  at tempt ing CPR. Details of  other  

important  planning documents and of  people to be contacted in 

an emergency are also recorded.

What  does i t  NOT cover? 

The plan does not  allow you to 

demand t reatments that  are clinically 

inappropriate for you. Although the 

recommendat ions on this plan are 

not  legally binding, in an emergency 

they can help to ensure that  you get  

the t reatment  that  is best  for you 

and that  you would have wanted. 

Why is t h is avai lab le? 

In a crisis, health professionals may have to make 

rapid decisions about  your t reatment , and you may 

not  be able to part icipate in making choices. This plan 

empowers you to guide them on what  t reatments 

you would or would not  want  to be considered for, 

and to have recorded those t reatments that  could be 

important  or those that  would not  work for you.  

Many life-sustaining t reatments involve risks of  

causing harm, discomfort  and loss of  dignity, or the 

risk of  dying in hospital when you may have wanted 

to be at  home. Many people choose not  to take 

is small. This plan is to record preferences and 

recommendat ions for emergency situat ions, whatever 

stage of  life you are at .

What  else can I do? 

If  you have any quest ions about  ReSPECT, speak to 

a member of  your healthcare team. There are other 

steps you can take to t ry to ensure that  your wishes 

for your future care and t reatment  are known 

about  and respected. For example, you can give 

legal authority to someone who you would want  

to make decisions on your behalf , or you can t ry 

to make sure that  people close to you know your 

preferences, so that  they can help professionals to 

make the best  decisions for you in an emergency.  

In England and Wales you can make a legally 

binding Advance Decision to Refuse Treatment  

(ADRT), but  clearly document ing your wishes about  

future care is helpful wherever you live in the UK. 

M aking a Recom m ended Sum m ary Plan  

f or  Em ergency Care & Treat m ent  (ReSPECT)

Find out  m ore at  w w w .respect process.org.uk
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ReSPECT

Terms of use
Clinician’s guide
Leaflet and poster
Implementation plans
Patient, parent, young persons 
info
Teaching slides
FAQs

http://www.respectprocess.org.uk/
http://www.respectprocess.org.uk/learning




• Aim was to adopt nationally from February 2017

• NIHR funded study (Warwick University) – assess effects of 
ReSPECT in acute settings (n=6) over 3 years (2016-2019)

• Alongside this it is now moving into the next phase in 
which health and care communities wishing to adopt 
ReSPECT can be offered access to the materials that they 
will need to start planning implementation. Interested 
organisations should join the Implementation Network.



Positive Negative

• Embedding DNACPR in wider 
discussions re priorities of care. 

• Places pt at centre of care.
• Lay opinion that beneficial to pt

care.
• Standardised document.
• Potential for improved 

communication between 
healthcare professional and 
patients and across boundaries; 
community and acute trust and 
between trusts. 

• Ultimately changing the culture 
so these conversations become 
the norm and aren't left to a 
point of crisis.

• Dislike of the form
• Many places are already using ACPs and 

DNACPR forms that are integrated and 
working well - this form may not in its 
current form, replace those items in use 
without risk.

• Multiple stakeholders.
• Version control.
• No electronic version available.
• Information sharing.
• Suitability across all settings- ED, paeds.
• Training in competencies.
• Patchy implementation.
• Several different forms - AMBER care 

bundle, DNACPR and now ReSPECT -
clarity needs to be provided of when 
each is used.



How to move forward?

Feedback from Warwick:
• Engaging all local providers.
• Patient voice.
• Local IT solution.
• Funding.
• Establishing a Working Group which includes representatives 

from the Trusts and Community.
• Education.
• Identifying champions of ReSPECT in all of these areas.
• Support and a desire to want to implement this process – all 

healthcare sectors.
• National mandate.
• Electronic system.



:G&W

• RSCH introducing ReSPECT 1/4/2018. For new patients - old red forms 
will still be recognised.

• In-house training to start this month and oncology plan to use in 
outpatients.

• A proposal submitted to the STP for funding for a project lead to drive 
and support the implementation across Surrey Heartlands has been 
approved; lead being recruited.

• SECAMB in support of the process : it will assist in making timely 
decisions according to the patients expressed wishes.

• GP’s / community nurses / palliative teams / paramedics G@W CCG to 
receive early training to support this. 

• Patient information campaign.

Guildford & Waverley

Lead:  Janni Hodgson, Resuscitation Services Manager RSCH
jannihodgson@nhs.net
Tel: 01483 571122 ext 4938

mailto:jannihodgson@nhs.net


How will ReSPECT fit in with PACe?

• G&W: > Proportion of patients dying in the community than 
neighbouring CCGs - this trend needs to continue. Still some cases 
of inappropriate escalation of care: PACe not always updated; OOH 
GPs time restrained; EOL drugs not available in home. 

• In the emergency situation, paramedic or OOH GP needs readily 
available information in an easily recognisable format. In this way, 
ReSPECT document offers additional benefits.

• Important to establish which pts have just a RESPECT and which 
also have PACe, and how these interact. 

• PACe time-consuming, but its remit wider, > holistic. For some 
patients, likely to be a place for both.



QUESTIONS?
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