
Abstract  
The Recommended Summary Plan for Emergency Care and 

Treatment (ReSPECT) form was created and implemented to 
encourage discussion and standardize documentation of advance 

care decisions for emergency management. To assess the comple-
tion of the ReSPECT form documentation at Bradford Royal 
Infirmary. Section 4 received special attention: "The quality of the 
clinical recommendations". In December 2022, data were collected 
retrospectively from patients' notes. To make comparisons easier, 
the data was converted to percentages. This was followed by an 
intervention that included education sessions, posters, and the 
implementation of required changes. Following that, a second audit 
cycle was conducted in February 2023 to evaluate the intervention's 
effectiveness. All audited forms were found in the appropriate 
patient files. Section 4, "The clinical recommendations for emer-
gency care and treatment," revealed that all forms contained a 
signed "Do Not Attempt CPR" box and that this information was 
correctly transferred to the Electronic Patient Record (EPR). 
However, only 20% of the forms had the free text box filled out with 
information about the patient's needs and wants, and only 50% of 
the audited forms had completed subsection 1 in Section 4. The 
information requested on the ReSPECT form could be extremely 
useful if provided in greater detail. However, the forms suffer from 
a significant lack of data, which limits their intended utility. 
Furthermore, each transcription of the form lowers the quality of the 
data provided. 

 
 

Introduction 
The Recommended Summary Plan for Emergency Care and 

Treatment (ReSPECT) form has been instrumental in guiding pro-
vision of emergency care and treatment in line with patient wishes 
where they are unable to convey their preference or decision.1 This 
process was introduced in 2016 to address potential inconsistencies 
in documentation of advanced care and do not attempt cardiopul-
monary resuscitation (DNACPR) decisions.2 This form is now 
widely used in the UK and is an integral part of an advanced deci-
sion-making process that considers the patient’s wants and needs, 
with active involvement from their families where desired.3 
However, there have been numerous instances where these forms 
have not been completed correctly by medical personnel, resulting 
in adverse outcomes for patients.4  

The ReSPECT form5 is structured to facilitate a systematic and 
detailed discussion between clinicians and patients and allow clear 
documentation of decisions relating to cardiopulmonary resuscita-
tion with an expansion on which interventions may or may not be 
appropriate or desired within this scenario. Moreover, it serves as a 
platform for discussing and documenting patient preferences with 
regards to specific emergency interventions. This encourages 
advanced decision planning and may guide treatment in line with 
patient wishes where the individual loses capacity or is otherwise 
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unable to communicate their preferences. At time of completion, if a 
patient is deemed to lack capacity, there is a dedicated section of the 
form encouraging documentation of discussion with patient relatives 
or advocates.6 Collectively, information gathered within the 
ReSPECT form can be utilised to guide clinical treatment in line 
with patient wishes and avoid interventions that may be undesirable 
to or feared by the individual. 

In October 2020, the Bradford Royal Infirmary (BRI) adopted 
the ReSPECT form as part of their healthcare protocols. The primary 
objective of this study was to evaluate the adequacy of ReSPECT 
form completion and documentations within a hospital setting, with 
a specific emphasis on Section 4, which pertains to the quality of 
clinical recommendations. The increased awareness through inter-
ventions such as posters, meetings and education sessions were then 
evaluated to see the impact on the second round of data collection. 
Second, the study aimed to compare the resuscitation status of the 
patients in the Electronic Patient Record (EPR) with the decision 
recorded on the ReSPECT form. 

 
 

Materials and Methods 
Data was collected from paper ReSPECT forms and EPR over a 

two-week period in December 2022. Forms were collected random-
ly and reviewed from a variety of elderly (over 77 or 65 years if from 
a care home) adult inpatient medical and surgical wards. After the 
initial audit cycle, results were shared with staff via electronic mes-
sage and within ward meetings. Teams were encouraged to identify 
patients during board rounds and Multidisciplinary Team (MDT) 
meetings who require a ReSPECT form and ensure that EPR and 
ReSPECT documentation matched. In addition, posters were used to 
raise awareness and guide ReSPECT documentation in EPR.7 These 
were displayed within handover spaces and doctor offices on the 
wards. A second cycle was done with new data collection in 
February 2023.  The aim of the audit was to evaluate the efficacy of 
the interventions in promoting awareness and see the impact in the 
re-audit using the mentioned means. 

All the data on the ReSPECT form was collected and transferred 
across to the proforma in section order (section 1 to 9). Going 
through the form the first section encompassed demographic infor-
mation, encompassing details such as the patient's age, gender, the 
presence of the ReSPECT form in the file, the completion date, and 
the Electronic Patient Record (EPR) ReSPECT status. 

The subsequent section focused on each completable part of the 
ReSPECT form, spanning from Section 1 through Section 9. Each 
section of the form was analysed for completion. 

The collected data is systematically represented, with a dual 
focus on demographic information and completion of ReSPECT 
form sections. Demographic variables, such as patient age, gender, 
and the presence of the ReSPECT form in the file, are treated as cat-
egorical data. Counts and proportions are employed to depict the dis-
tribution and prevalence of these variables within the dataset. 
Completion of each of the ReSPECT form sections (section 1 
through 9) is represented as counts and proportions.  

The ReSPECT form sections, each completable section (Section 
1 through Section 9) was expressed as counts, reflecting the number 
of instances where the section was completed, and proportions, pro-
viding a percentage-based understanding. As part of the analysis, 
statistical methods such as descriptive statistics were employed to 
derive meaningful insights from the dataset. 

Ethical approval was not required for this project.  

Results 
Round 1 (December 2022) 

A total of 10 ReSPECT forms were randomly selected for 
review in December 2022. All of 10 ReSPECT forms were of elderly 
patients. 

In Section 4, the clinical recommendations for emergency care 
and treatment, 100% (n=10) of forms had a signature in the 
DNACPR box and the DNACPR decision was correctly transferred 
across to the EPR (electronic patient record). However, 50% (n=5) 
of the forms did not contain and completed “clinical recommenda-
tions” section. Although this section provides three options, 50% 
(n=5) of the forms lacked a response. The free text box for express-
ing more details regarding the patient’s wants and needs was com-
pleted in only 20% (n=2) of the forms. 

Results for completion of the remaining sections are described 
below. 

Section 1, “This plan belongs to”: all forms 100% (n=10) were 
of elderly patients (67 years and over in age) with the correct patient 
identifiable information on the form. 60% (n=6) of the forms that 
had a “completion date” recorded on the form. All 100% (n=10) of 
the patients were elderly and thus was admitted on respective elderly 
wards so specific “age” was not reviewed in this audit.  

Section 2, “Shared understanding of my health and current con-
dition”: showed that 100% of patients had a summary of the relevant 
information section completed, ensuring that crucial medical infor-
mation was available. Conversely, 0% (n=0) of the forms had other 
advance care planning guidance documented on the form, which 
implies a lack of comprehensive planning beyond the basic patient 
information. Additionally, 90% (n=9) of the forms had “nil docu-
mented” for the legal proxy section, indicating a need for improve-
ment in designating legal proxies. 

Section 3, “What matters to me in decisions about my treatment 
and care in an emergency”: highlighted that only one form (10%) 
(n=1) had documented patient priorities, indicating a significant lack 
of patient input and preferences in emergency care decisions. 

Section 4, “Clinical recommendations for emergency care and 
treatment”: revealed that 100% (n=10) of the forms had a signature 
in the DNACPR box of the section, ensuring the Do Not Attempt 
Cardiopulmonary Resuscitation status was properly addressed. 
However, clinical recommendations varied: 40% (n=4) had a signa-
ture for “Balance extending life with comfort & valued outcomes”, 
10% (n=1) had a signature on the “prioritise comfort” section and 
50% (n=5) did not have any box ticked, indicating a need for more 
consistency in clinical decision-making. Moreover, 80% (n=8) of the 
forms were empty for “clinical recommendations” and only 20% 
(n=2) had clinical recommendations completed with a focus on 
remaining comfortable and non-invasive procedures while 30% 
(n=3) had documentation on the EPR regarding clinical recommen-
dations, showing variation in the level of detail and clarity in clinical 
guidance. 

Section 5, “Capacity for involvement in making this plan”: 
demonstrated that 60% (n=6) of the forms had been completed to 
assess patient capacity while 40% (n=4) did not have an option doc-
umented/ticked, indicating a lack of clarity regarding patient capac-
ity. In 10% of the forms, a tick next to “no capacity” matched EPR, 
although no other information was documented on the form itself. 
Furthermore, 90% (n=9) of the forms had family discussions noted 
on the EPR, but without specific single documents for clinical rec-
ommendations, and 10% (n=1) of the forms had no discussion but 
documented that a discussion would take place on a certain date. 
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Section 6, “Involvement in making this plan”: indicated that 
60% (n=6) of the forms had option “A” ticked, while 40% (n=4) did 
not have an option ticked, suggesting inconsistency in specifying 
patient involvement. Option A is where the patient has capacity to 
make the decision and has been involved in the process.  

Section 7, “Clinicians' signatures”: revealed that 80% (n=8) of 
the forms had been signed by a clinician and their respective roles 
had been written. In cases where the form was signed by a junior 
doctor, it was counter-signed by a senior doctor, ensuring proper 
authorisation. However, 20% (n=2) had not yet been signed. 

Section 8, “Emergency contacts and those involved in dis-
cussing this plan”: showed that 20% (n=2) of the forms provided a 
name and contact number for emergency contacts, 20% (n=2) had a 
name but no contact number and 60% (n=6) left this section blank, 
indicating significant variation in information documented and 
available for emergency contacts and next of kin. 

Section 9, “Form reviewed”: no form had been reviewed fol-
lowing initial completion, highlighting the need for a review process 
to ensure accuracy and completeness of documentation. 

 
Round 2 (February 2023) 

In February 2023, a further 10 ReSPECT forms were selected 
randomly for review following the interventions to promote aware-
ness. Notably, all ReSPECT (n=10) forms that were audited were of 
the elderly demographic and they were all found in the patients’ mini 
files on the ward, demonstrating the accessibility and organisation of 
these crucial documents (Table 1). 

In Section 1, “This plan belongs to”, it was observed that 90% 
(n=9) of the forms had recorded a “completion date” on the form, 
indicating that a significant majority of the forms were updated with 
this crucial information. This is an improvement from the first cycle 
of 60% (n=6). 

In Section 2, “Shared understanding of my health & current 
condition”, it was noted that 100% (n=10) of the forms had the 
“summary of the relevant information” section completed. 
Additionally, 100% (n=10) of forms had “nil documented” within 
the legal proxy section, This is a slight improvement from 90% 
(n=9) in the first cycle. 

Section 3, “What matters to me in decisions about my treat-
ment and care in an emergency” demonstrated that 20% (n=2) of 
the forms had documented patient priorities and these forms had 

all patient priorities subsections completed. This represents an 
improvement compared to the first cycle which had a 10% (n=1) 
completion rate. 

Section 4, “Clinical recommendations for emergency care and 
treatment” revealed that 100% (n=10) of the forms had a signature 
in the DNACPR box, ensuring that the Do Not Attempt 
Cardiopulmonary Resuscitation status was clearly indicated. 
Furthermore, all decisions on the forms were correctly reflected on 
EPR. While 50% (n=5) of the forms had detailed clinical recommen-
dations with an additional, 30% (n=3) of the forms had documenta-
tion on the EPR regarding clinical recommendations. These results 
remained fairly similar to the first round where 50% (n=5) of the 
forms had a signature for the clinical recommendations but only 
20% (n=2) had further information about it completed.  

Section 5, “Capacity for involvement in making this plan” indi-
cated that 60% (n=6) of the forms were marked as the patient having 
capacity, suggesting that patients had an active role in decision-mak-
ing. This is a improvement when compared to the first cycle where 
40% (n=4) of the forms had nothing ticked.   

Section 6, “Involvement in making this plan” demonstrated a 
completion of 90% (n=9). Which is an overall improvement from 
the first round. This broken down into 40% (n=4) of the forms had 
“option A” ticked which indicated the patient had capacity. 
Moreover, 30% (n=3) of the forms had “option B” ticked which was 
patient lacked capacity and 20% (n=2) had “option D” ticked for 
other reasons. 

Section 7, “Clinicians’ signatures” showed that all 100% (n=10) 
being signed appropriately an improvement on 80% (n=8) of the 
forms being signed in cycle 1. 

Section 8, “Emergency contacts & those involved in discussing 
this plan” revealed that 70% (n=7) of the forms included a name and 
contact number, This is an improvement compared to the first cycle 
where only 20% (n=2) had some information completed.  

In Section 9, “Form reviewed”, it was noted that 0% (n=0) of the 
forms had been reviewed, this is the same as the first cycle 0% 
(n=0). 

 
 

Discussion 
The audit collected data on all aspects of the ReSPECT form; 

however, the primary focus was Section 4, which indicates the 
patient’s decision regarding DNACPR or CPR. It seems that many 
people regard this like the “old DNACPR form” and, therefore, only 
complete this section.8 The “old DNACPR” form was a single sheet 
with a box to indicate whether the patient was for escalation or not, 
without any space for additional information. In contrast, the newer 
ReSPECT forms include areas for more detailed information. This 
could be a possible reason why all the forms had the signature in the 
DNACPR box even in the initial audit cycle. 

The results of the repeated audit showed a slight improvement 
overall but similar results for this specific section when compared to 
the first audit. There was still 100% (n=10) completion of the 
DNACPR box as well as the EPR status. There were no forms for 
patients that indicated CPR would be appropriate; hence, some addi-
tional education promotion may be needed for that aspect to encour-
age ReSPECT form completion even where a DNACPR decision is 
not indicated. However, this is beyond the remit of this audit.  

All decisions on the ReSPECT forms were correctly copied to 
the EPR. This is an important aspect as having two different sources 
of information for the same decisions can make things complicated 
and impact patient interventions (9). Having updated and correct 
information on the system is essential to allow all parties involved in 
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Table 1. Proportion of sections completed on ReSPECT forms pre- 
and post-intervention. 

                                      December 2022 (%)   February 2023 (%) 

Number of forms reviewed                10                                      10 
Forms in mini files                            100                                    100 
Adult forms                                        100                                    100 
Section 1 completion                          60                                     100 
Section 2 completion                         100                                    100 
Section 3 completion                          10                                      20 
Section 4 completion                          50                                      40 
Section 5 completion                          60                                      60 
Section 6 completion                          60                                      90 
Section 7 completion                          80                                     100 
Section 8 completion                          40                                      90 
Section 9 completion                          10                                       0 



the care of the patient to see when it was updated, by whom and what 
the latest decision is.  

For the part of Section 4 where further clinical recommendations 
could be documented alongside a CPR decision by selecting one of 
three pre-defined options on the form —prioritise life, balance or 
prioritise comfort— 50% (n=5) of the forms had been ticked follow-
ing discussion with the patient. However, this number is significant-
ly lower than is advised and should be aspired to achieve with all 
patients being involved in decision making where practicable. 
Standard guidance by the Resus Council advises that this section 
should be completed on 100% of the forms.10 This section alone 
gives only limited information as it must be supplemented with 
information in the following section. This additional section was not 
completed in 80% (n=8) of the forms audited.  

Following interventions there was some improvement to this 
section from 20% (n=2) to 50% (n=5) in the clinical recommenda-
tions area of Section 4. 50% (n=5) of the forms had clinical recom-
mendations completed with phrases such as “remaining comfort-
able”, “non-invasive procedures and tests”, “ward-level care” and 
“discussion following MDT”. 30% (n=3) of the forms had documen-
tation on EPR regarding clinical recommendations (for example, if 
the patient was not for blood or antibiotics etc.). Although insignifi-
cant, this result showed some improvement but still falls short of the 
Resus Council’s recommendations.1 The information written in this 
area still was very generic and would benefit from more specific 
information to be written that is tailored to the patient.11  

This highlights a need for further education of the healthcare 
teams as this is an important part of the ReSPECT form along with 
involving the patient in decisions about their care. This may place 
extra burden on community teams if they are unsure of the clinical 
recommendations decided within a hospital admission or clinic. For 
example, if the patient would wish for readmission and their pre-
ferred place of death. 

For the part of Section 4 where a tick could be placed on three 
different options—prioritise life, balance or prioritise comfort—
40% (n=4) were ticked in the middle box, 10% (n=1) had a signature 
in the prioritise comfort section and 50% had nothing ticked. This is 
a good starting point that 50% (n=5) of the forms had been ticked 
depending on what was discussed with the patient. However, this 
number is still low as it’s important to document what the patient 
wants. Moreover, this section alone does not provide much informa-
tion as it needs to be supplemented with the box underneath.11 The 
box underneath was empty on 80% (n=8) of the forms audited. 20% 
(n=2) of the forms had clinical recommendations documented and 
information on what the patient can have and what the team must 
avoid in this patient’s care. This needs more education and teaching 
as this is an important part of the ReSPECT form along with involv-
ing the patient in deciding what they want out of their care. The clin-
ical guidance analysis is not part of this audit, but we should consid-
er having some guidelines for minimum information required for the 
form to be completed for it to be effective. Such as if they wanted to 
be admitted to hospital, place of death and what kind of interventions 
they want or not etc. 

ReSPECT documentation is not always clear on the EPR as 
there is currently no standardised way in which to document this. It 
may often be included within a clinical note addendum or in a doc-
umentation with another name (e.g. family discussion). This makes 
it hard for other members of the team to clearly identify where 
ReSPECT discussions have taken place and what decisions or rec-
ommendations have been made following discussion with the 
patient and family where indicated. As there is no standardised for-
mat to summarise and document these vital discussions, it is very 
time-consuming to find such documentation within the EPR and can 

lead to a high risk of such conversations and their documentation 
being missed.   

The ReSPECT flag on the EPR had been documented correctly 
for 100% (n=10) of the patients. This may be because the consultant 
would complete the form and then the relevant EPR documentations. 
It is important for other staff to know how to do this and also to pick 
up if any have been missed. All team members need to know how to 
see if the correct flag is applied. Information for this is already sum-
marised in a poster that could be distributed to the ward staff.  

Most ReSPECT forms did not document family information 
80% (n=8). This aspect requires enhancement as the identification of 
the individual with whom the discussions were conducted with holds 
significant importance. In specific scenarios, the ability to contact 
them may be necessary and having this information readily accessi-
ble proves invaluable. Should any clarifications become necessary, 
the correct person can be promptly contacted. Given that the next-
of-kin’s information is not consistently available in the system—and 
even when it is, they may not be the party involved in the discus-
sion—improving this aspect can greatly facilitate better communica-
tion and rapport between clinicians and families, ultimately leading 
to more streamlined discussions. 

Finally, reviewing forms when patients move wards, depart-
ments or medical settings is important. This helps updated informa-
tion to be circulated among all members involved in the patient’s 
care. As all ReSPECT forms did not have a completed review sec-
tion (section 9), it was difficult to ascertain whether it was an origi-
nal form or had been completed on a previous admission. It is impor-
tant that essential forms and documentation, such as the ReSPECT 
form, are reviewed and dated according to guidelines.  

Interventions that took place were all done locally. Posters were 
made and printed and placed throughout the wards and doctors’ 
offices.12 Electronic posters were distributed via doctors’ WhatsApp 
groups. Board round and ward meeting education and advocacy 
were also done. Using education and advocacy via posters has been 
shown to have a significant impact.13 Notably, overall these results 
represent a slight improvement in ReSPECT documentation and the 
planning process following our interventions to promote awareness 
however, lots of work still needs to be done.  

It is noted that many forms are lost in transfer within the hospital 
or between the community and hospital. This issue is particularly 
prevalent among elderly patients, who often rely on carers and fam-
ily members to manage their documents, potentially leading to infor-
mation loss. Consequently, these forms must be completed again, 
resulting in a reduction in their quality and detail. They then must be 
completed again, which causes a reduction in quality and detail.  

Overall, the DNACPR status for patients appears to be correctly 
recorded, but section 4 only showed a slight improvement rising 
from 20% (n=2) to 50% (n=5), following interventions implemented 
after the first audit cycle. However, substantial educational efforts 
and a push for better completion standards are necessary to raise the 
overall quality of ReSPECT forms. 

 
Recommendations 

Ward Multidisciplinary Team (MDT) meetings provide an 
excellent platform to discuss findings and promote areas of improve-
ment. The presence of all team members ensures that the message is 
effectively communicated throughout the team. Here are some 
strategies to enhance the ReSPECT form completion process. These 
strategies could serve as a foundation for further audits and research, 
though they would need independent evaluation to determine their 
own effectiveness. The recommendations are based on actions taken 
during the audit and proven successes at the local level. 
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Utilise MDT meetings for discussion 

Ward MDT meetings should be leveraged as a vital forum for 
discussing ReSPECT findings and identifying areas for improve-
ment.  These meetings provide an excellent opportunity to nurture 
collaboration and ensure that everyone is aligned in their under-
standing and goals. 

 
Display information posters 

Placing information posters in all clinical areas, including han-
dover rooms and doctors’ rooms, can effectively disseminate 
instructions on how to update the ReSPECT flag in the EPR. This 
increases awareness and ensures staff have easy access to relevant 
guidance. 

 
Alignment of EPR and ReSPECT documents 

The MDT meetings can also be used to ensure that the EPR and 
the ReSPECT documents match. During these meetings, as each 
patient’s daily plan is noted on the board, discussions should include 
verifying and updating the resus status for each patient before mov-
ing on. 

 
Proactive identification of ReSPECT requirements 

Encourage the identification of patients requiring a ReSPECT 
form during daily MDT meetings or rounds. This proactive approach 
ensures that ReSPECT documentation is initiated promptly when 
needed. 

 
Review when patients move 

It is crucial to review ReSPECT forms when patients move 
between wards, departments, or medical settings. This practice 
ensures that up-to-date information is shared with all team members 
involved in the patient’s care, maintaining consistency in the provi-
sion of treatment. 

 
Consider electronic forms 

Exploring the use of electronic forms within the EPR is a prom-
ising step. Electronic forms can incorporate mandatory fields, which 
must be completed, ensuring that all essential information is cap-
tured. This approach not only enhances documentation but also cen-
tralises patient information for easier access and reference. 

 
By implementing these strategies and utilising MDT meetings 

effectively, healthcare facilities can enhance the ReSPECT form 
completion process, improve the quality of patient care, and ensure 
that essential information is readily available to the entire care team. 

 
 

Conclusions 
It is evident that the ReSPECT forms have not yet reached their 

full potential due to various challenges. The completion of these 
forms needs to be significantly improved to make them more effec-

tive and useful. One recurring issue is the loss of forms, resulting in 
diminished information quality with each new completion. While 
the DNACPR status for patients appears to be correctly recorded, the 
other sections would still need further work. Overall, the quality of 
form completion did slightly improve but would need substantial 
work to reach the full benefit of these forms.  

Looking ahead, it might be beneficial to consider the implemen-
tation of an electronic form with mandatory fields. Such a system 
could not only enhance completion standards but also facilitate the 
transferability of these crucial documents across the healthcare sys-
tem, ultimately improving the quality of care provided to patients 
during emergencies. 
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