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1 Introduction  
 

ReSPECT aims to promote shared decision making between people and clinical teams regarding: 
recommendations for emergency treatment, including cardiopulmonary resuscitation (CPR), and 
treatment escalation, alongside non-clinical preferences such as preferred place of death.  

The ReSPECT form allows them to be summarised and shared across the Bradford, Airedale, 
Wharfedale and Craven district (BAWC) so that the transfer of patients between services does not 
compromise dignity, quality of care or patient choice.  

Such recommendations inform decision making in the event of deterioration in someone’s health 
when they lack mental capacity to participate in decision making. For Children and Young people 
under 18 years of age these advance decisions are made in conjunction with those with parental 
responsibility. They do not over-rule someone with mental capacity to make decisions, or clinical 
judgement, and are not legally binding. Clinicians must assess the validity and applicability of 
recommendations at the time of the clinical deterioration. 

 
2 Purpose and Scope of the Policy 
 
2.1 Purpose 
 
To set out the principles which govern the use of the Recommended Summary Plans for Emergency 
Care and Treatment (ReSPECT) process within Bradford, Airedale, Wharfedale and Craven.  The 
ReSPECT process and form are a nationally developed means (Resuscitation Council UK) of 
developing and sharing emergency care and treatment recommendations including CPR 
recommendations. This Policy has been written with reference to the latest guidance issued by the 
British Medical Association (BMA)/Royal College Nursing (RCN)/Resuscitation Council and the 
recommended standards issued in the Joint Statement from the Royal College of Anaesthetists, the 
Royal College of Physicians, the Royal College of Paediatrics and Child Health, the Intensive Care 
Society and the Resuscitation Council (UK). (http://www.resus.org.uk/pages/dnar.htm).  
 
DNACPR forms (or Limitation of Treatment Agreement/LOTA forms) and ReSPECT forms will both be 
in use for a period of time until all patients are transferred to ReSPECT forms. The DNACPR/LOTA 
policy will remain in place for those patients until all forms are updated.  
 
For children and young people (<18 years of age) the ReSPECT form may append to a more detailed 
Child and Young Person’s Advance Care Plan (CYPACP), or may be a standalone document. 
 
2.2  Scope 
 
This policy applies to all health care professionals working across BAWC who are responsible for 
discussing, agreeing and/or implementing and/or communicating emergency care and treatment 
recommendations, including CPR recommendation, for adult/paediatric patients. This includes all staff 
that have direct contact with patients and those close to them. 
 
It applies to all adult patients (age 18 and over) and children (age 0-18 years) in all settings across 
BAWC including the patient’s home. This is a patient held record when they are in their own home.  
 
All staff employed by the following organisations are expected to comply with this policy: 

 Airedale NHS Foundation Trust (AGH). 

 Bradford District Care NHS Foundation Trust - Mental Health and Learning Disabilities. 

 Bradford District Care NHS Foundation Trust - Community Services. 

 Bradford Teaching Hospitals NHS Foundation Trust (BTHFT). 

 Yorkshire Ambulance Service NHS Trust. 

 Manorlands Hospice – Sue Ryder. 

 Marie Curie Hospice – Bradford. 
 

http://www.resus.org.uk/pages/dnar.htm
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Independent Primary Care contractors are expected to comply with legislation, abide by the principles 
of this policy and support its implementation. 
 
Staff working in independent healthcare facilities are encouraged to comply with legislation, abide by 
the principles of this policy and support its implementation eg nursing and residential homes. 
 
 
3 Definitions  
 
Cardiopulmonary Resuscitation (CPR): Medical therapy aimed at restoring breathing (sometimes 
with support) and spontaneous sustained circulation in a patient in cardiac and/or respiratory arrest.  
 
CPR involves invasive medical therapy including: 

- Chest compressions. 

- Defibrillation with electric shocks.  

- Injection of drugs. 

- Ventilation of the lungs often by tracheal intubation or supraglottic airway.   

 
Do not attempt cardiopulmonary resuscitation (DNACPR): A decision that a patient should not be 
for CPR in the event of a cardiorespiratory arrest. 
 
Clinicians: Are any doctors or other health care professionals regulated by a professional body. They 
would include doctors, advanced clinical practitioners, nurse specialists, community matrons, 
physician associates.  
 
Children: The use of children in this policy applies to infants and children. 
 
Multi-disciplinary team (MDT): The team of professionals providing care, the exact composition of 
which depends on the care setting and nature of recommendations being made, but is not generally 
limited to medical and nursing professionals. 
 
Treatment Escalation/Emergency Treatment Recommendations: Recommendations, made in 
advance, concerning clinical interventions that: 

 Might be effective and/or are wanted/in a patient’s best interests and should be 
considered in the event of deterioration in someone’s health, or  

 Are unlikely to be effective and/or are not wanted/not in someone’s best interests.  
 
This includes CPR recommendations alongside recommendations about other interventions such as 
hospital admission, escalation within a ward, referral to critical care settings or more intensive 
therapies such as ventilatory support, inotropes, renal replacement therapy and surgery. 
 
Treatment escalation recommendations may cover (but are not limited to): 

 Potentially life prolonging treatment out of hospital. 

 Admission to hospital. 

 Potentially life prolonging treatment at ward level (Level 0-1 care). 

 Admission to critical care settings (level 2-3 care). 

 Other specialist interventions eg surgery, renal replacement therapy, high flow oxygen. 

 Cardiopulmonary resuscitation (CPR). 
 

 
4 Roles and Responsibilities 

 
4.1 This policy has been developed by representatives from each of the partner organisations 

involved (see 2.2). Whilst the Policy is jointly owned, each organisation has individual 
responsibilities for ensuring its effective implementation. 
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4.2 All staff employed by the partner NHS organisations which have adopted this Policy are 

responsible for ensuring it is applied in their own sphere of work.  Specifically to encourage 
staff who see a patient regularly to ensure these conversations are being initiated and to 
ensure that when decisions are made about a patient’s care that this is shared to ensure that 
the agreed pathway is followed. 

 
4.3 As lead organisation, BTHFT are responsible for ensuring the Policy is developed and  

reviewed. The dissemination, audit and monitoring will be the responsibility of the individual 
organisations. Assurance will be gained through the BAWC ReSPECT Steering Group. 

 
 
5  General Principles  
 
5.1 The ReSPECT form provides a summary of recommendations for care and treatment in 

relation to emergencies including but not limited to CPR. 
 

5.2 A ReSPECT form can be completed for any person who wishes to have preferences or 
treatment recommendations. They do not necessarily need to be ill or indeed have any 
medical conditions. 

 
5.3 The recommendations are not legally binding. 

 
5.4 The recommendations do not over-rule the views of an adult patient with mental capacity/a 

person with parental responsibility for a child to participate in shared decision making at the 
time of a clinical deterioration. 
 

5.5 The recommendations do not over-rule clinical judgement; the validity and applicability of the 
recommendations must be reviewed in the context of a specific clinical deterioration. 
 

5.6 Recommendations about emergency treatment can only be made when: 

 The clinical team can reasonably anticipate an event, for example cardiac arrest,  
happening and have a view as to the outcome of the relevant intervention, such as 
CPR, and/or  

 A patient with capacity has clear preferences about certain interventions/a person with 
parental responsibility has clear preferences about certain interventions. 

 
5.7 All decision making related to ReSPECT must be compliant with the Human Rights Act 1998, 

the Mental Capacity Act 2005 and professional regulatory bodies eg General Medical Council.  
 
5.8 ReSPECT recommendations must be made on the basis of an individual patient assessment 

and in consultation with that patient who has sufficient mental capacity.  Except in 
circumstances when the consultation is likely to cause physical or psychological harm to that 
patient or the patient with capacity does not want to participate in discussion and is accepting 
of recommendations being made without their direct involvement. 
 

5.9 Treatment escalation recommendations must be made on a patient by patient basis weighing 
up all relevant clinical and non-clinical information.  
 

5.10 Escalation recommendations, including but not limited to CPR, based on a single 
characteristic (eg diagnosis, age, disability) are discriminatory, unethical and illegal. 

 
5.11 Recommendations that limit treatment escalation, such as DNACPR recommendation, are 

only appropriate if one or more of the following apply:   
 

 Patient refusal - Where treatment is against the wishes of a patient with mental 
capacity to make that decision either expressed at the time or recorded in an Advance 
Decision to Refuse Treatment. 
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 The patient lacks capacity and it is being refused by a legal proxy with sufficient 
power/authorisation eg a Lasting Power of Attorney for Health/Welfare with specific 
authority to make decisions about life sustaining treatment.  

 

 Treatment is of no clinical benefit as it will not have the desired physiological effect: 
for instance where the healthcare team is as certain as it can be that attempting CPR 
will not achieve sustained spontaneous circulation and breathing. 

 

 Treatment is of no overall benefit as it may have desired physiological effects but 
the burdens of treatment outweigh benefits. This assessment can only be made 
following discussion with the patient. If the patient does not have the mental capacity to 
be involved in this discussion then the decision is governed by the MCA 2005 Best 
Interests process - thus the discussion must involve anyone ‘appropriate to consult’ 
including family and paid carers. If the patient does not have anybody other than paid 
people supporting them, then an Independent Mental Capacity Advocate (IMCA) would 
need to be instructed and consulted.  

 

 Assessment of overall benefit must not be based on uninformed assumptions 
about the quality of life and preferences of patients with certain characteristics 
including: age, diagnoses, physical and/or learning disabilities. GMC guidance, 
Treatment and care towards the end of life: good practice in decision making 2010 
provides detailed guidance about assessing overall benefit. 
 

 Those between 16-18 years old are presumed to have capacity. They cannot descent 
from treatment thought to be in their best interests but can ascent to treatment (if they 
have mental capacity to make that decision).  

 
5.12 A diagnosis of cognitive impairment and/or a learning or physical disability is not an adequate 

explanation for a judgement for a lack of clinical or overall benefit. Descriptors such as 
Dementia, Downs Syndrome, Cerebral Palsy or Learning Disabilities do not in and of 
themselves explain why CPR or other treatments will not be effective or are not in a patient’s 
best interests. If a treatment will not be clinically effective, eg CPR will not achieve return of 
spontaneous circulation and breathing this must be explained on clear clinical grounds such a 
cerebral palsy with severe spinal deformity and impaired lung function or Downs Syndrome 
with severe heart failure or advanced dementia. Lack of clinical benefit requires clear 
physiological explanation of why a treatment will not work, for instance why CPR will not 
restart spontaneous circulation and breathing. Lack of overall benefit requires a clear account 
of the clinical and non-clinical factors that have been taken into consideration and how these 
have been weighed in the balance. 

Do not use terms such as futility as they are ambiguous 
 

5.13 Where there is reason to doubt a patient's mental capacity to be involved in discussions about 
emergency treatments, an assessment of that patient's mental capacity must be carried out in 
accordance with the test set out in the Mental Capacity Act 2005 (the "MCA"). The starting 
point when undertaking any capacity assessment is a presumption of capacity.  
 

5.14 Organisations Mental Capacity Act Policy and Consent Policy provide guidance on decision 
making in patients that lack capacity. The Mental Capacity Act supports care and treatment 
decision making in best interests by staff caring for patients that lack capacity. The policies 
emphasise the importance of consulting with those close to the patient when making 
recommendations in best interests, weighing up the risks, benefits and burdens of 
resuscitation. The policies cover (i) duty to consult (ii) lasting power of attorney (iii) advance 
decisions and the role of IMCA’s.  
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6 Applying recommendations recorded on the ReSPECT Form 
 
6.1 The recommendations recorded on the ReSPECT form are not legally binding, do not override 

the wishes of a patient with mental capacity/person with parental responsibility for a child to 
make relevant decisions and should not override clinical judgement.  
 

6.2 If a patient has mental capacity/there is a person with parental responsibility for a child to 
discuss relevant treatment options at the time of a clinical deterioration then they should be 
consulted whether or not they have a ReSPECT form. The recommendation recorded may 
inform and support that discussion but do not replace it. 
 

6.3 The recommendations should be considered in event of deterioration, if the patient lacks 
mental capacity to make decisions regarding urgent and emergency care.  
 

6.4 The recommendations contained within ReSPECT should be taken into account irrespective of 
care setting unless the ReSPECT plan is not believed to be valid and applicable. 
 

6.5 It may not be considered valid and applicable if one of the following apply: 
 
a) The person has the capacity to accept or refuse treatment/there is present a person 

with parental responsibility for a child at the time of the clinical deterioration in question. 
In which case the specific treatment decision can be discussed with them, if they so 
wish. 

b) There are more recent treatment escalation plans, advance care plans, or CPR 
decisions that contradict/are inconsistent with those in ReSPECT. 

c) The ReSPECT plan has been withdrawn/cancelled. 
d) The recommendations concern treatment that might be effective, but were declined by 

a patient with capacity/person with parental responsibility for a child, and there is 
evidence that the patient/person with parental responsibility for a child has since 
changed their mind. 

e) Clinical deterioration arises from a potentially reversible/treatable cause(s) and the 
circumstances of these are not those envisaged when the ReSPECT recommendations 
were made.  

f) Patient has since appointed LPA for health and welfare with powers to make decisions 
regarding life sustaining treatment. 

g) The emergency treatment being considered/proposed is not within the scope 
of/significantly different to treatment considered within the recommendations contained 
within ReSPECT. 

h) There are reasonable grounds for believing that that there has been an unanticipated 
change of circumstance which casts doubt on whether the recommendations truly 
reflects the person’s wishes and/or are clinically relevant. 

i) The ReSPECT does not appear to have been reviewed or updated for a period of time 
in which there has been significant relevant changes in that person’s condition. 

 
 

7 Emergency situations 
 

7.1 In an emergency, where there is no time to investigate further and reasonable doubt about the 
validity or applicability of ReSPECT recommendations, the presumption should be in favour of 
CPR and other treatment if this has a realistic chance of prolonging life.  

 
 
8 In the event that a patient needs to undergo general anaesthesia 
 
8.1 The ReSPECT form should be reviewed in accordance with the Association of Anaesthetists 

of Great Britain and Ireland (AAGBI) guidance.  
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9 When to discuss emergency care and treatment 
 
9.1 Emergency care planning, like all advance care planning is best done in advance of the crisis 

situation and should be offered systematically as part of a managed process of planning 
ahead. 
 

9.2 However if no previous plan exists discussion of emergency care and treatment, and 
documentation of recommendations, must be considered in all acute and high-risk admissions. 
 

9.3 This conversation should be offered to  any patient/person with parental responsibility for a 
child who may want to share their wishes, and/or that person is at foreseeable risk of 
significant clinical deterioration that may place their life at risk, particularly if any of the 
following apply: 

 

 Advanced, progressive, incurable condition. 

 General frailty and co-existing conditions that mean they are expected/it would not be a 
surprise if they died within 12 months. 

 Existing conditions if they are at risk of dying from a sudden acute crisis in their 
condition. 

 Life-threatening acute conditions caused by sudden catastrophic events. 

 Whilst a patient has capacity if they have a condition that predictably causes 
progressive cognitive and memory impairment. 

 At the person’s request/request of a person with parental responsibility for a child.    

9.4 For adult patients admitted acutely, a CPR recommendation and other escalation 
recommendations (either for or against) should be agreed as early as possible into their 
admission, as per NCEPOD guidance.  
 

9.5 For patients undergoing elective procedures who are at risk of cardiorespiratory arrest, CPR 
and escalation recommendation should be made at the time the risks and benefits of the 
procedure are outlined during counselling and consent. 

 

10 How to discuss emergency care and treatment 
 
10.1 Shared decision making about emergency treatment (including cardio pulmonary 

resuscitation) should be undertaken sensitively by clinicians with the necessary 
communication skills, sufficient time and in a sufficiently private setting (where facilities and 
circumstances allow). 
 

10.2 Clinicians should be responsive to verbal and non-verbal communication signals from the 
patient which may indicate the extent to which they wish to be involved in these discussions, 
bearing in mind that a consultation with a patient (with mental capacity) about their 
cardiopulmonary resuscitation status must be offered, unless to do so would cause that patient 
physical or psychological harm. 
 

10.3 Forcing a patient/person with parental responsibility for a child to think about CPR out of 
context can cause anger and distress. The patient/person with parental responsibility for a 
child will need the opportunity to understand other relevant information such as their/their 
child’s diagnosis, realistic goals of treatment and likely prognosis.  
 

10.4 If a patient/person with parental responsibility for a child indicates they do not wish to discuss 
emergency treatments and resuscitation, this should be respected, and further attempts made 
to engage the patient/person with parental responsibility for a child; or encourage consent to 
discuss ReSPECT with family members or an advocate if no family member or next of kin is 
available. 
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10.5 Recommendations may still be made if a patient with capacity declines involvement if: 

 There is a need or benefit  to the patient in making  those recommendations at that 
time and, 

 The patient is accepting that recommendations about life sustaining treatment are 
being made without their direct involvement, and 

 The capacious person has been given the opportunity to state who their 
representatives are (who they wish to be involved in discussions) and, if 
representatives have been identified, those representatives have been consulted, or  

 It is an emergency and no representatives are available. 
 

10.6 Prior to discussing emergency care and treatment with a patient/person with parental 
responsibility for a child it is good practice to establish if the patient/person with parental 
responsibility for a child would like other significant people present for such important 
conversations and arranging a mutually convenient time and setting time to hold such 
conversations. 
 

10.7 It is good practice to engage the patient’s relatives/next of kin in discussions regarding CPR 
and other aspects of treatment escalation, if the patient wishes for them to be involved. 
 

10.8 It is not the responsibility of family members, friends or other advocates, other than those  
granted relevant powers eg, Lasting Power of Attorney covering life sustaining treatment or 
persons’ with parental responsibility for those <18 years old,  to make clinical 
recommendations on behalf of a patient lacking mental capacity. To give this impression is 
misleading and potentially distressing. The decision is a best interests decision, informed by 
the views of advocates but made by the clinical team. 
 

10.9 If ReSPECT recommendations have been recorded the patient may wish their family to be 
informed of this but may not be able or willing to do this themselves. The relatives will need to 
be informed at the earliest opportunity, in a sensitive manner for instance when they next visit 
the ward/department.  
 

10.10 Refusal by a patient with mental capacity, to allow information to be disclosed to the family and 
friends should be clearly documented and must be respected.  ‘In UK law, a person's 18th 
birthday draws the line between childhood and adulthood (Children Act 1989 s105), so in 
health care matters, an 18 year old enjoys as much autonomy as any other adult. Young 
people aged 16 or 17 are presumed in UK law, like adults, to have the capacity to consent to 
medical treatment. However, unlike adults, their refusal of treatment can, in some 
circumstances be overridden by a parent, someone with parental responsibility or a court. This 
is because we have an overriding duty to act in the best interests of a child.’ (Reference. Care 
Quality Commission - Brief guide: capacity and competence to consent in under 18s.). 
 

10.11 Discussion within the multidisciplinary team should aim to achieve consensus about clinical 
recommendations in relation to ReSPECT.  
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11 Who has clinical responsibility to make treatment escalation decisions? 
 
11.1  ReSPECT allows both clinical recommendations, CPR and treatment escalation decisions, to 

be recorded and shared alongside non-clinical preferences such as preferred place of care 
and death. 
 

11.2 The ReSPECT recommendations should be developed through shared-decision making 
between the patient/person with parental responsibility for a child, those close to them and the 
clinical teams providing their care.  

 
11.3 The senior clinician responsible for the patient during that episode of care (usually a 

GP/Consultant) carries responsibility for the clinical recommendations recorded in the 
ReSPECT form and clinical notes. For Children <18 years old these discussions should 
involve the lead clinician (Consultant). 

 
11.4 Authority to make clinical recommendations may be delegated by a GP/Consultant to another 

competent clinical professional, not necessarily a doctor, who has had appropriate training. 
Individuals who may be able to gain the required competencies would be doctors at ST3 level 
or above, Community Matrons, Nurse Specialists, Advanced Clinical Practitioners, Physician 
Associates (this list is not exhaustive). Suggested competencies can be found in Appendix 4.  
As these discussions can be difficult and challenging the delegating clinician needs to be 
confident that the individual undertaking the conversations has the required training and skills. 
 

11.5 If a clinician with delegated authority is uncertain about the likelihood of a treatment being 
successful the recommendation should be discussed with the GP/Consultant/senior clinician 
responsible before being made.  
 

11.6 In exceptional circumstances, such as if the senior doctor is attending another medical 
emergency or not on site, the form can be completed and signed by a more junior doctor or 
appropriately trained health care professional AFTER discussion with an appropriate senior 
doctor. Details of the discussion between the medical staff and/or nursing staff and the patient 
should be fully documented in the medical notes. Countersignature by a consultant, speciality 
doctor or ST3 + is required as soon as possible and definitely within 24 hours. 
 

11.7 For children these decisions should be made by a consultant. If in the community and a child 
has an arrest – if there is no advance care plan then CPR must start and the child brought to 
hospital. In hospital a consultant would make the final decision in an emergency if no advance 
care plan is in place in consultation with persons with parental responsibility.  

 
11.8 Rarely, another clinician (other than those specified above) may encounter a patient who is 

peri-arrest or who has experienced a cardiac arrest, for whom CPR or other treatment is 
unlikely to be effective, or is not wanted by the patient. Provided the clinician has had 
appropriate training and the available MDT and, if contactable in sufficient time, those close to 
the patient, have been consulted, they may choose not to initiate CPR or other treatment. 
They must be able to justify this decision and record the rationale in the clinical notes. The 
GP/consultant responsible should be consulted at the earliest opportunity. 
 

11.9 It is not the responsibility of family members, friends or other representatives (unless they 
have specified powers to do so*) to make a CPR or other clinical recommendations on behalf 
of an adult patient lacking mental capacity. Do not present a CPR or other clinical decision 
as a one they must make. This is misleading and potentially distressing. The decision is 
a best interest decision, informed by the views of those close to the person but made 
by the clinical team. 

 
*  Of note: Someone with Lasting Power of Attorney  for health (can be appointed for adults) and with specific power to make life sustaining 
treatment decisions is the decision maker not a consultee, in which case it is not a ‘best interests’ decision. The LPA consents/or refuses. 
The LPA are bound by MCA and if you think that the decision/actions of an LPA is not in the best interests of  the patient  or is motivated by 
other concerns, then this can be challenged:  liaise with safeguarding for advice. Persons with parental responsibility for a child can make 
agreed advance treatment decisions for their child with their clinical team. 
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12 Shared Decision Making 
 
12.1 Ideally emergency care and treatment recommendations are agreed through a process of 

shared decision making with a patient with mental capacity; in which the clinical MDT 
contributes its expert knowledge about diagnosis, prognosis, and treatment options and 
outcome and the patient contributes their knowledge, view and preferences about their health, 
goals and what is important to them. 
 

12.2 Where necessary, recommendation can be made for patients who lack the mental capacity or 
do not wish to participate in relevant decision making. 
 

12.3 Recommendations should only be documented if they have been agreed: 
 

 With a patient/person with parental responsibility for a child with mental capacity, or 

 Specific emergency care and treatment, eg, CPR are against the wishes of a patient 
(aged 18 years or over) as recorded in a valid and applicable advance decision to 
refuse life prolonging treatment. 

 With a Health and Welfare LPA or Court Appointed Deputy for Health and Welfare if a 
patient lacks capacity. 

 

 Through consultation with relevant family (such as a person with parental responsibility 
for a child), carers/others as part of a best interests process, if the patient lacks 
capacity and does not have a legal proxy decision maker in place. 

 

 Has declined involvement but is accepting that recommendations be made about life-
prolonging treatment without their directions and has indicated who they would want 
involved in this discussion. 

 

 By the MDT in an emergency situation if the patient lacks capacity and relevant others 
cannot be contacted despite all practicable and appropriate steps being taken to make 
contact. 

 

13 Mental Capacity and CPR Decision Making 
 

13.1 Although the Mental Capacity Act and Human Rights legislation governs all treatment 
escalation decision making, specific court rulings apply to making recommendations 
concerning cardiopulmonary resuscitation. 
 

13.2 The principles outlined below reflect the specific court rulings concerning DNACPR 
recommendations but should be applied when it is thought other relevant interventions are 
unlikely to be of clinical benefit. 

 
13.3 CPR decision Making: Patients with capacity: 
 
13.3.1 The Court of Appeal's decision in R (Tracey) v Cambridge University Hospitals NHS 

Foundation Trust and others, makes it clear that the patient (and where requested by the 
patient, the patient's relatives) should be given the opportunity to be involved in discussions 
about cardiopulmonary resuscitation, before definitive recommendations are recorded. 

    
13.3.2 A failure to offer this opportunity to the patient, or others the person has specified, may 

constitute a breach of that patient's rights under Article 8 European Convention of Human 
Rights (ECHR) and is therefore unlawful. 

 
13.3.3 A DNACPR recommendation should not be recorded in a ReSPECT form until the opportunity 

to discuss the recommendation has been offered.   Only in circumstances where the treating 
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clinician considers that discussion will cause the patient significant physical or psychological 
harm will it be reasonable not to offer a patient the opportunity to discuss resuscitation.  

  
13.3.4 Harm can be psychological or physical.  Distress alone would not be sufficient. A clinical view 

that CPR or medical treatment are of no clinical benefit (clinically ineffective as it will not 
restore sustained spontaneous circulation and breathing) is not a sufficient ground not to 
consult. 
 

13.3.5 Where a clinician has sufficient grounds to believe discussion with a patient about their 
resuscitation status would cause that patient harm, that clinician must clearly record the 
reasons for this in the patient’s record.  Reasons must be robust and should stand up to 
scrutiny.  Simply recording that discussions would be likely to cause harm will not be sufficient.  
The ReSPECT from is designed as a summary of recommendations; it is not a suitable place 
to record in detail reasons for non-discussion. 
 

13.4 CPR decision making for people who lack capacity:  
 
13.4.1 For patients who lack the decision specific capacity, there is a legal obligation to consult with 

family/friends/carers/advocate (such as an IMCA), when considering a DNACPR 
recommendation (Winspear V Sunderland NHS Trust). It would be expected for children <18 
years of age that consultation will include those with parental responsibility. 
 

13.4.2 This might mean delaying a DNACPR recommendation until reasonable and practical steps 
have been taken to consult those appropriate to consult. Such steps may well, for example, 
include telephoning at night, which whilst that might be less convenient or desirable than a 
meeting in office hours, does not mean it is not practicable.  

 
13.4.3 In the case of a rapidly evolving clinical scenario when decision making needs to proceed 

before representatives  can be contacted, please document in the case notes:  
 
(1) Your attempts to contact representatives. 

 
(2) The clinical reasons (ie rapid irreversible deterioration) why the DNACPR 

recommendation is so urgent it has been made without their consultation.  
 
(3) Your instruction that they are informed as soon practically possible.  

 In this situation the DNCPR recommendation has to be made on the grounds that CPR 
is clinically ineffective (of no clinical benefit) as it will not achieve return of sustained 
spontaneous circulation and breathing. 

 For instance, if a DNACPR needs to be made in the middle of the night because a 
patient who lacks capacity is deteriorating rapidly, and CPR is of no clinical benefit, 
then the clinical team should attempt to contact that patient’s family members, friends 
or other representatives to explain this before formally implementing a decision. 

 If they cannot be contacted using the contact details available a DNACPR decision 
based on the clinical grounds that it will not achieve return of spontaneous circulation 
can be still be made, provided it is thought that the decision could not be delayed (on 
the grounds that the patient’s health is deteriorating so rapidly). 

 If a DNACPR consideration  is based on a best interests decision (as CPR might work- 
achieve ROSC) this can only be made following a discussion with their family, friends, 
other representatives including an instructed IMCA in the absence of any 
friends/relatives. In which case decision making must be delayed until such 
consultation can occur. 
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14 Resolving disagreement in relation to treatment escalation recommendations 

14.1  GMC guidelines offer useful guidance for managing disagreements about end of life care: 
Treatment and Care towards the End of Life: Good practice in decision making 2010. 

14.2 You should aim to reach a consensus about what treatment and care recommendations are 
with patients and those close to them before they are recorded in ReSPECT.  

 
14.3 In the event of a disagreement over emergency treatment recommendations between 

clinicians, patients and/or their representatives all attempts at resolving these differences must 
be made. This can often be achieved through sensitive discussions which address the fears or 
worries and misconceptions the patient/person with parental responsibility for a child may 
have, for instance they are worried that DNACPR means withholding all life prolonging 
treatment of any sort. 
 

14.4 Whilst clinicians cannot be required to give medical treatment contrary to their clinical 
judgment, and a patient cannot demand treatment, it is advised that recommendations are not 
documented in the ReSPECT form before these conflicts are resolved.  
 

14.5 There is often a degree of clinical uncertainty about the outcome of potentially life prolonging 
treatment. This should be acknowledged by clinicians and communicated to the patient and 
those close to them in a way they can understand. When the benefits, burdens and risks are 
finely balanced, the patient’s/their advocates request will usually be the deciding factor. If the 
patient/their advocates request such an intervention, then a clinical trial should be 
implemented. It is important to establish when the treatment will be reviewed, what harms and 
benefits are being monitored and what would make the clinical team stop or continue 
treatment. 
 

14.6 In the event that the clinical team are unable to resolve these conflicts a second opinion from a 
consultant colleague must be sought. Depending on the point of disagreement this could be 
from a consultant within the same speciality or from another speciality with expertise relevant 
to the disputed decision. Agreement may also be achieved by involving an independent 
advocate, seeking advice from a more experienced colleague, holding a case conference, or 
using local mediation services.  
 

14.7 If this fails to lead to resolution then input from the Governance team and/or Trust solicitors 
and/or Risk Management should be sought. The urgency with which disputes are escalated 
will depend upon the urgency of the need to make recommendations in event of clinical 
deterioration and cardiopulmonary arrest. 
 

14.8 If, having taken these steps, there is still significant disagreement, you should seek advice 
from the Trust’s Risk Management team and legal advice from Trust lawyers on applying to 
the appropriate court for an independent ruling. The patient, those authorized to act for them 
and those close to them should be informed, as early as possible, of any decision to start such 
proceedings, so that they have the opportunity to participate or be represented. The urgency 
with which disputes are escalated will depend upon the urgency of the need to make 
recommendations in event of clinical deterioration and cardiopulmonary arrest. 

 
 

15 Reviewing recommendations contained in ReSPECT 
 

15.1 ReSPECT must be reviewed regularly. In particular, review will be required:  

 Whenever significant relevant changes occur in the patient’s clinical condition, 
including their mental capacity, particularly if decisions were made on a best interests 
basis when someone lacked capacity and the person subsequently regains capacity. 
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 There is a change in the patient’s expressed wishes. 

 

 Whenever the patient is transferred from one healthcare setting to another, including 
but not limited to: 
- On admission to a healthcare setting.  
- As part of preparation to transfer out of current healthcare setting.  
- Significant change in clinical setting within secondary care such a step down 

from a critical care setting.  
 
15.2 The frequency of review should be determined by the multi-disciplinary team (MDT) in 

conjunction with the patient/person with parental responsibility for a child. It is recommended 
that the clinical team review the recommendations routinely as part of ward rounds and MDT 
meetings. Prior to changing ReSPECT, a discussion should take place between the 
patient/relevant other, and the MDT including the consultant responsible for the patient’s care.  
It is important to note that the law courts emphasise that DNACPR recommendations should 
be based on MDT discussion. 

 
16 Record keeping and communication 

 
All ReSPECT decisions and discussions must be documented using the agreed form (see 
Appendix 2).  

 
16.1 Each organisation has its own arrangements for the storage of the ReSPECT form and the 

communication of information both internally and externally. See appendices for your local 
SOPs. 

 
16.2 The following principles apply: 

 The ReSPECT form is a patient held document and they should be provided with a 
copy once the document has been initiated or as changes are made. 
 

 Any member of the clinical MDT with access to the ReSPECT form who has had 
relevant training can complete the ReSPECT form and record in the relevant section 
that it has been discussed by their senior.  The Senior clinician should countersign the 
form within 24 hours.    
 

 It would be expected that for a child/young person <18 years a discussion with the 
named/on-call paediatric consultant or palliative care specialist (eg BTHFT/Airedale 
palliative care team or children’s hospice) would always occur prior to a ReSPECT 
form being signed.  

 

 If the senior responsible clinician has not been involved in the decision the clinician 
who has agreed the recommendations should complete the ReSPECT form and this 
should be discussed at the earliest opportunity, within a maximum of 24 hours (with the 
exception of weekend/bank holidays), and the name of senior responsible clinician 
should be entered on the form, or the senior responsible clinician should save the form. 
 

 Detailed information about the content of discussion, the nature of decision making 
(patient with capacity, advocate, best interests), any capacity assessments, with whom 
discussions were held and rationale for non-discussion must be documented 
elsewhere in the patient record. As a summary of treatment and care recommendation, 
ReSPECT is not designed to record this level of detail. 

 

 In some instances there may be a more detailed care plan for specific issues (eg 
breathlessness, bleeding, seizures), other advance care plans or statements, or an 
ADRT. They should be referenced on ReSPECT but ReSPECT does not replace them. 
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 The senior nurse is responsible for ensuring that every ReSPECT decision is recorded 
in the nursing records (where medical and nursing records are held separately) and 
that all those nursing the patient are aware of the decision. 

 

 Whenever a patient is transferred within or between establishments or discharged 
home it is imperative that ReSPECT decisions are communicated between all who 
need to know. This includes the ambulance crew and the receiving organisation/team. 

 
 

17  When should an electronic form be printed? 
 

17.1 An electronic form should be printed: 
 
1) For the patient to have as a hand held record within their own home or care home. 
2) A patient is to be transferred out of any healthcare organisations within BAWC; in which 

case the paper copy MUST transfer with them. 
3) A patient is to be transferred between health and social care sites within BAWC; in which 

the paper copy transfer MUST be with them. 
 

17.2 For those completing the form through S1 the digitally completed ReSPECT is considered a 
valid document of recommendations and preferences. It does not require a wet signature to 
be valid. There is no requirement to sign ReSPECT once it is printed. The form automatically 
pulls the clinician's name and, in the near future, other details to identify those clinicians who 
have completed and hold responsibility for the form.  
 

17.3 For those using Cerner within BTHFT the form will need to be printed and signed. 
 

17.4 For Children and Young People (under 18 years and under the care of paediatric services) the 
ReSPECT form may append a full ‘Child and Young Persons Advance Care Plan’ (CYPACP), 
which is not yet available to complete within the Cerner EPR system. If completing a 
CYPACP/ReSPECT form this should be filled in and printed with the signed/inked copy given 
to parent/carer with parental responsibility (and copies shared as per the agreed plan). A copy 
of the current signed CYPACP/ReSPECT form should also be uploaded to the patient’s 
Cerner EPR record (in ‘Media’ section of EPR record) and flagged in ‘Requests and Care 
plans’ as per local policy. 
 
 

18 Cancelling the ReSPECT form 
 

18.1 As ReSPECT can be used to record recommendations that a patient is for and not-for certain 
interventions it is not usually necessary to withdraw the digital ReSPECT eform. It can be 
amended to reflect the changed situation. 

 
18.2 Out-of-date paper copies do need to be cancelled and replaced with up-to-date forms. 

 
18.3 Paper copies should be cancelled by drawing two lines across the form, printing cancelled and 

signing, printing name and designation and dating this and filed at the back of the medical 
notes.  
 

18.4 If the digital form is to be completely cancelled (eg a patient has requested its complete 
withdrawal) it must be withdrawn on EPR/S1 and all relevant parties informed of this decision.  
 

19 Patient and Public Involvement 
 
No patient and public have been involved in this policy. 
 
 
20 Training requirements 
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20.1   All organisations will provide training on the use of ReSPECT to their employees.  
 
20.2 Staff who will be involved in discussions and decision making process around ReSPECT with 

individuals and families will be encouraged to undertake additional training to support these 
discussions in relation to the ReSPECT process and documentation. 

 
20.3 All staff involved with the ReSPECT process should have the training in assessing capacity, 

obtaining consent and have attended appropriate training. 
 
 
21 Monitoring arrangements 
  
 Each organisation will have mechanisms in place to monitor compliance with this policy. This 

may be through audit or data gathering. Where failings are identified, action plans should be 
developed and changes implemented.  
 
 

22  Review arrangements  
 

The policy will be reviewed in 2 years or as changes occur. 
 
 

23 Associated Documentation and References 
 

 
Resuscitation Council UK Website, ReSPECT Page 
https://www.resus.org.uk/respect/ 

 
British Medical Association (BMA), the Resuscitation Council (UK), Royal College of Nursing (RCN), 
Decisions relating to Cardiopulmonary Resuscitation (3rd edition - 1st revision) 
https://www.resus.org.uk/dnacpr/decisions-relating-to-cpr/ 

 
General Medical Council (GMC), Treatment and care towards the end of life good practice in decision 
making. 
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/treatment-and-care-towards-
the-end-of-life 

 
Association of Anaesthetists, Consent for anesthesia 
https://anaesthetists.org/Home/Resources-publications/Guidelines/Consent-for-Anaesthesia 

 
Time to Intervene? A review of patients who underwent cardiopulmonary resuscitation as a result of 
an in-hospital cardiorespiratory arrest to Intervene? a 
https://www.ncepod.org.uk/2012report1/downloads/CAP_fullreport.pdf 
 
Royal College of Paediatrics and Child Health (RCPCH) (2015), Making decisions to limit 
treatment in life-limiting and life-threatening conditions in children: a framework for practice (DtLT). 
https://www.rcpch.ac.uk/resources/making-decisions-limit-treatment-life-limiting-life-threatening-
conditions-children (https://adc.bmj.com/content/archdischild/100/Suppl_2/s1.full.pdf) 
 
National Institute for Health and Care Excellence (NICE) (2016), End of life care for infants, 
children and young people with life-limiting conditions: planning and management; NICE guideline 
[NG61] Published date: 07 December 2016 Last updated: 25 July 2019. 
https://www.nice.org.uk/guidance/ng61 

 
Together for Short Lives (2013): A Core Care Pathway for Children with Life-limiting and Life-
threatening Conditions, 3rd Edition.  
https://www.togetherforshortlives.org.uk/wp-content/uploads/2018/01/ProRes-Core-Care-Pathway.pdf 

 

https://www.resus.org.uk/respect/
https://www.resus.org.uk/dnacpr/decisions-relating-to-cpr/
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/treatment-and-care-towards-the-end-of-life
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/treatment-and-care-towards-the-end-of-life
https://anaesthetists.org/Home/Resources-publications/Guidelines/Consent-for-Anaesthesia
https://www.ncepod.org.uk/2012report1/downloads/CAP_fullreport.pdf
https://www.rcpch.ac.uk/resources/making-decisions-limit-treatment-life-limiting-life-threatening-conditions-children
https://www.rcpch.ac.uk/resources/making-decisions-limit-treatment-life-limiting-life-threatening-conditions-children
https://adc.bmj.com/content/archdischild/100/Suppl_2/s1.full.pdf
https://www.nice.org.uk/guidance/ng61
https://www.togetherforshortlives.org.uk/wp-content/uploads/2018/01/ProRes-Core-Care-Pathway.pdf
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Care Quality Commission - Brief guide: capacity and competence to consent in under 18s. 
https://www.cqc.org.uk/sites/default/files/Brief_guide_Capacity_and_consent_in_under_18s%2
0v3.pdf 
 
 

https://www.cqc.org.uk/sites/default/files/Brief_guide_Capacity_and_consent_in_under_18s%20v3.pdf
https://www.cqc.org.uk/sites/default/files/Brief_guide_Capacity_and_consent_in_under_18s%20v3.pdf
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Appendix 1 - The Development of this Policy 
 
 
This Policy and associated documents were developed by a multi-agency team representative of all 
NHS organisations operating in Bradford: 
 

 Airedale NHS Foundation Trust 

 NHS Bradford and Airedale 

 Bradford District Care NHS Foundation Trust 

 Bradford Teaching Hospitals NHS Foundation Trust 

 Yorkshire Ambulance Service NHS Trust 

 Marie Curie Hospice Bradford 

 Manorlands Hospice, Sue Ryder 

 Bradford and Airedale LMC 
 
Groups and/or Individuals consulted: 
 
Those listed are members of the BAWC ReSPECT Steering group who have been consulted in the 
review of Version 3 of this Policy and comments/actions incorporated as required. 
 
BAWC ReSPECT Steering Group: 
 
Karen Dawber 
– Chief Nurse, Bradford Teaching Hospitals NHS Foundation Trust 
 
Dr Catriona McKeating  
- Consultant Paediatrician, Bradford Teaching Hospitals NHS Foundation Trust 
 
Dr Clare Rayment  
– Consultant in Palliative Medicine, Bradford Teaching Hospitals NHS Foundation Trust 
 
Dr Sara Humphrey  
– Partner North Street, Affinity Care/Associate Clinical Director Frailty/Dementia and LD Bradford 
District and Craven CCG 
 
Dr Danielle Hann 
– Deputy Chair, Bradford and Airedale Branch, YOR Local Medical Committee Limited 
 
Dr Jim Welford 
 - Associate Clinical Director for GP IT & Assist GP l Bradford District and Craven CCG 
  
Rebecca Jowett  
- Head of Nursing, Adults and Children Physical Health, Bradford District Care NHS Foundation Trust 
  
Jill Asbury  
– Director of Nursing, Airedale NHS Foundation Trust 
 
Dr Paul Jennings  
– Consultant in Emergency Medicine, Airedale NHS Foundation Trust 
 
Justine Joy  
- Head of Strategy, Change and Delivery, NHS Bradford District & Craven CCG 
 
Lizzi Vooght  
- General Manager, Emergency Care, Bradford Teaching Hospitals NHS Foundation Trust 
 
Mark Hindmarsh 
 - Programme Director for Act as One, Bradford & Airedale System Programmes 
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Gillian Findley 
 - Interim Director of Nursing, Professions and Care Standards, Bradford District Care NHS 
Foundation Trust 
 
Fiona Throp  
- Community Advanced Practitioner, Airedale Collaborative Care Team, Airedale NHS Foundation 
Trust 
 
Andrew Hodge 
- Consultant Paramedic Urgent Care, Operations Directorate, Yorkshire Ambulance Service 
 
 

 
 
 
 
 
 
 
 
 



21 
 

 
Appendix 2 - ReSPECT form 
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Appendix 3 - ReSPECT Patient information leaflet 
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Appendix 4 - Suggested Core Competencies 
 
 

Recommended Summary Plan for Emergency Care and Treatment 

(ReSPECT) Assessment 

Aim of this document 

Once signed-off as meeting the core competencies set out below in the Assessment of readiness to 

have ReSPECT conversations and complete relevant documentation form, non-medical healthcare 

professionals will be authorised to have conversations with patients and/or their family or legal proxy 

about their care and treatment in an emergency as set out in a ReSPECT form. 

Who can be signed-off? 

Healthcare professionals (HCP) who have experience of communicating with patients about advance 

care plans and breaking bad news and who have met the competencies below can be signed off as 

ready to have ReSPECT conversations and complete ReSPECT forms. This may include, but is not 

limited to, advanced clinical practitioners (ACP), clinical nurse specialists and community matrons. 

Medical staff may also use the competency checklist.  

Who can assess a HCP as competent and sign the form? 

Usually a Consultant or GP who works closely with the HCP will assess their competence and then, if 

satisfied, will sign the form. A Consultant or GP can delegate responsibility to assess competence and 

sign the form to an experienced HCP who has already been signed off. For example, an experienced 

ACP could assess and sign off a more junior ACP. 

Tips for assessing competency 

The competency form should be shared with the HCP before then meeting to discuss it. As stated 

below, the HCP should have read the policy and completed the online training before the competency 

assessment is completed. 

 

 

 

 

 

 

 

 

 

 

 



27 
 

 

 
 
Details of Healthcare Professional assessed as competent to undertake ReSPECT conversations and 
complete ReSPECT forms: 
 

NAME  

Job Title  

NMC/HCPC number  

Signature  

 

NAME OF ASSESSOR  

Job Title  

Signature  

 

Date of Assessment  

 

ASSESSMENT OF READINESS TO HAVE RESPECT CONVERSATIONS  
AND COMPLETE RELEVANT DOCUMENTATION 

1 Has read the ReSPECT policy and agrees to comply with it. 

2 Has completed the ReSPECT Learning App found here: https://learning.respectprocess.org.uk/.  

3 Demonstrates an understanding of the ReSPECT process: 

 When discussion should occur. 

 Who should be involved. 

 How to structure ReSPECT conversations. 

4 Has experience of discussing advance care plans with patients and/or relatives and demonstrates 
knowledge of potential emergency treatments, for example: 

 CPR (including what it involves, success rates in different scenarios/populations). 

 Post-resuscitation care. 

 When Emergency Department attendance may be warranted even if hospital admission is 
to be avoided (eg suspected serious fractures or other injuries requiring treatment). 

 Pros and cons of oral and intravenous antibiotic treatments. 

 Why intensive care treatment may not be appropriate for some patient groups. 

5 Demonstrates an understanding of legislation and case law relevant to the ReSPECT process 
e.g. Mental Capacity Act 2005, Human Rights Act 1998, Tracey case and Winspear case.  

6 Summarises the importance of ‘best interest decisions’ and what factors should be considered 
when making those decisions. 

7 Explains how to complete the ReSPECT form (including local electronic form processes) and the 
need for the completing clinician to ensure the patient and/or family has a copy of the form, 
understands the contents of the form and what to do with it in an emergency. 

8 Is aware of relevant supporting information, such as patient information leaflets and how to 
access them. 

9 Shows awareness of situations where there may be patient/family decision disunity or clinician 
disunity and demonstrates an understanding of how to resolve this through discussion or 
escalation to a more senior member of the clinical team.  

10 Aware of the need to ensure the patient and/or family are aware of what to do if they wish to 
review or amend the contents of the ReSPECT form.  

https://learning.respectprocess.org.uk/

