
1

Age and Ageing 2022; 51: 1–8
https://doi.org/10.1093/ageing/afac226

© The Author(s) 2022. Published by Oxford University Press on behalf of the British Geriatrics Society.
This is an Open Access article distributed under the terms of the Creative Commons Attribution

Non-Commercial License (https://creativecommons.org/licenses/by-nc/4.0/), which permits
non-commercial re-use, distribution, and reproduction in any medium, provided the original work is

properly cited. For commercial re-use, please contact journals.permissions@oup.com

QUALITATIVE PAPER

Using the recommended summary plan for
emergency care and treatment (ReSPECT) in
care homes: a qualitative interview study

Joanna May Kesten1,2,3, Sabi Redwood1,3, Anne Pullyblank4,5, Alison Tavare4, Lucy Pocock3,
Heather Brant1,3, Elizabeth M. Hill1,3, Mary Tutaev6, Rui Zhi Shum3, Jon Banks1,3

1The National Institute for Health and Care Research Applied Research Collaboration West (NIHR ARC West) at University
Hospitals Bristol and Weston NHS Foundation Trust, Bristol, UK
2The National Institute for Health and Care Research Health Protection Research Unit (HPRU) in Behavioural Science and
Evaluation, University of Bristol, Bristol, UK
3Population Health Sciences, Bristol Medical School, University of Bristol
4West of England Academic Health Science Network (West of England AHSN), Bristol, UK
5North Bristol NHS Trust, Bristol, UK
6Public contributor

Address correspondence to: Joanna May Kesten, NIHR ARC West at University Hospitals Bristol and Weston NHS Foundation
Trust, 9th Floor, Whitefriars, Lewins Mead, Bristol BS1 2NT, UK. Email: jo.kesten@bristol.ac.uk

Abstract

Background: The Recommended Summary Plan for Emergency Care and Treatment (ReSPECT) is an advance care planning
process designed to facilitate discussion and documentation of preferences for care in a medical emergency. Advance care
planning is important in residential and nursing homes.
Aim: To explore the views and experiences of GPs and care home staff of the role of ReSPECT in: (i) supporting, and
documenting, conversations about care home residents’ preferences for emergency care situations, and (ii) supporting decision-
making in clinical emergencies.
Setting/participants: Sixteen GPs providing clinical care for care home residents and 11 care home staff in the West of
England.
Methods: A qualitative research design using semi-structured interviews.
Results: Participants’ accounts described the ReSPECT process as facilitating person-centred conversations about residents’
preferences for care in emergency situations. The creation of personalised scenarios supported residents to consider their
preferences. However, using ReSPECT was complex, requiring interactional work to identify and incorporate resident or
relative preferences. Subsequent translation of preferences into action during emergency situations also proved difficult in
some cases. Care staff played an important role in facilitating and supporting ReSPECT conversations and in translating it
into action.
Conclusions: The ReSPECT process in care homes was positive for GPs and care home staff. We highlight challenges with
the process, communication of preferences in emergency situations and the importance of balancing detail with clarity. This
study highlights the potential for a multi-disciplinary approach engaging care staff more in the process.

Keywords: Advance Care Planning, Recommended Summary Plan for Emergency Care and Treatment (ReSPECT),
Qualitative Research, Nursing Homes, Primary Health Care, Qualitative Research, Older People
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Key Points

• The Recommended Summary Plan for Emergency Care and Treatment (ReSPECT) is viewed as supporting person-centred
conversations about care home resident preferences for emergency care.

• Implementing the Recommended Summary Plan for Emergency Care and Treatment (ReSPECT) is complex and requires
interactional work.

• Translating preferences into action in emergency situations is a challenge of using the Recommended Summary Plan for
Emergency Care and Treatment (ReSPECT) in care homes.

• A multi-disciplinary team approach, particularly involving care home staff, could support and enhance the Recommended
Summary Plan for Emergency Care and Treatment (ReSPECT) process.

• Training in completing the process and form could help ensure clear instructions are given in emergencies.

Background

The Recommended Summary Plan for Emergency Care and
Treatment (ReSPECT) is an advance care planning (ACP)
process developed by the UK Resuscitation Council [1]. It is
designed to plan for patient care and decision-making during
clinical emergencies when patients are unable to express their
wishes. Preferences are elicited by healthcare professionals
engaging in conversation(s), with patients, and sometimes
their families. A written record of the conversation(s) is
summarised on the ReSPECT form which should remain
with the patient and be accessible to health and social care
professionals [2]. ReSPECT can be used by anyone who
wishes to record their preferences but is particularly relevant
for people with complex health needs, people nearing the
end-of-life or at risk of sudden deterioration or cardiac
arrest. It is not an end-of-life planning resource although
it incorporates aspects of end-of-life care; it encapsulates
planning for decision-making in a clinical emergency where
clinical intervention is balanced against quality of life [3].

ReSPECT was partly developed in response to the short-
comings of Do Not Attempt Cardio-Pulmonary Resuscita-
tion (DNACPR) recorded decisions, established to prevent
inappropriate use of Cardio-Pulmonary Resuscitation (CPR)
for patients who may not benefit from this intervention [4].
However, some patients were shown to experience unac-
ceptable levels of care following a DNACPR notice being
assigned [5–7], including access to other treatments being
withheld [4, 8, 9].

Although studies have explored the use of ReSPECT in
secondary and primary care [3, 10], there are limited studies
examining its use in care home settings for older people
(including residential homes which provide accommodation
and personal care and nursing homes additionally providing
nursing care). The use of ReSPECT in such settings is highly
relevant due to the age, frailty and co-morbidity of the resi-
dent population. More than half of the people admitted to a
nursing home will die in the following 12 months [11]. Also,
care homes operate at a nexus where many healthcare profes-
sionals intersect, including care home nurses, general prac-
titioners (GPs), community nursing teams and paramedics,
and as such represents a test of how well ReSPECT supports
communication between healthcare professionals and other
healthcare sectors. For instance, studies suggest that ACPs
decrease inappropriate hospitalisation rates [12–15].

This paper examines GPs and care home staff views and
experiences of the ReSPECT process in care homes and
whether it is a useful resource for: (a) GPs, residents and
care home staff in facilitating and documenting resident
preferences for emergency care situations and; (b) for guiding
decision-making during emergency care situations.

Methods

Study outline

The study used semi-structured qualitative interviews with
GPs providing clinical care for care home residents and
care home staff. It was conducted in residential and nursing
homes within the West of England where ReSPECT was
introduced in 2019, with support and training from the West
of England Academic Health Science Network (AHSN). The
West of England AHSN is one of 15 AHSNs established by
NHS England in 2013 to implement large scale innovation
to improve health. The West of England AHSN facilitated
system-wide implementation of the ReSPECT process across
its region to replace the existing DNACPR form, includ-
ing delivering training on completing ReSPECT forms to
responsible senior clinicians in community settings.

The study was approved by the UK NHS Social Care
Research Ethics Committee and the Health Research Agency
(reference numbers: 268211 and 19/IEC08/0049).

The study adopted an interpretative approach seeking to
understand how people make sense of their experiences of
ReSPECT and explore responses to these experiences [16].

Patient and public involvement

The study team included a public contributor (a coordinator
of a local death café and person with experience of caring for
an older relative) who provided valuable input to participant-
facing study materials, topic guides and data interpretation.

Data collection

The study team’s contacts in the region, particularly the
West of England AHSN, supported recruitment of GPs
and care homes. Potential participants were sent written
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information describing the study and inviting them to con-
tact the research team if they were interested in partic-
ipating. Snowball sampling among GPs and care homes
identified additional participants. Care home staff involved
with administering ReSPECT were identified by a contact
within the care home (usually managers). Care home staff
facilitated recruitment of residents who had experienced the
ReSPECT process by discussing the study verbally, providing
written information and supporting interview participation
(e.g. setting up equipment for video interviews).

Data collection occurred between July 2020 and June
2021, following the first COVID-19 lockdown in the UK
and captures experiences of the ReSPECT process at a time
when its use had increased. This followed guidance from
NHS England recommending care home residents have
ACPs in place [17].

Interviews were by phone or online. Participants pro-
vided written or audio-recorded informed consent prior to
the interviews which were audio recorded, transcribed and
anonymised. Interviewers (JB and JK) used topic guides
based on the research questions and the existing research
base around emergency care planning. The guides were
used flexibly and modified following initial interviews to
accommodate new topics identified by participants.

A small number of care home resident interviews were
undertaken with the option of family, friends or care staff
being present. However, there was a time gap between their
ReSPECT conversation and the interview of over 6 months
due to the COVID-19 lockdown and residents struggled
to recall their conversations. A decision was made to cease
resident interviews and not to include their data in the
analysis.

Analysis

The transcripts were analysed thematically [18] using inter-
pretative, inductive and deductive qualitative analysis. Anal-
ysis was an iterative process of close reading of the data,
coding and elaboration of themes. In the first instance, JK
and JB independently reviewed three GP interview tran-
scripts to develop and agree a coding strategy, reflecting the
research questions. The same approach was used for care
staff interviews by JB and RS. JK and JB took responsibility
for ongoing coding and categorisation of the data, using
the QSR NVivo 12 qualitative data management software.
Codes and categories were reviewed regularly by the wider
multidisciplinary team, to ensure the rigour of the coding
and analysis process. The project team, which included non-
clinical qualitative researchers, primary and secondary care
clinicians with roles at the West of England AHSN, clinical
academics and a public contributor brought different per-
spectives and insights to the analysis. For instance, clinical
team members reflected on how the findings aligned to their
clinical practice and own use of ReSPECT and brought
different interpretations to the non-clinical academics. Cat-
egories of data and thematic relationships were identified
and written up as descriptive and interpretive accounts,
supported by interview excerpts.

Results

We recruited 16 GPs (7 female, 9 male) from 13 GP practices
across the West of England who were providing, or had
recently been involved in providing clinical care to care and
nursing home residents. The length of time in their role
ranged from 9 to 30 years and one participant was in the
final year of GP training. This information is not available
for eight participants. We recruited four care homes and
interviewed 11 members of care staff (10 female, 1 male)
including a care assistant, an advanced nurse practitioner,
care coordinators and managers who have been in their
role for 2–10 years (this information is not available for
four participants). GP interviews lasted 32–75 min and care
home staff interviews lasted 13–49 min.

The findings are presented under two themes:

1) The ReSPECT process: acceptability and complexity
2) ReSPECT: from conversation to clinical guidance Our

data suggest that COVID-19 may have affected the pref-
erences expressed during the ReSPECT conversations,
with staff and GPs reporting residents’ reluctance to be
admitted to hospital due to concern about spreading
the virus to the care home when they returned and
perceptions that treatment for COVID-19 would not
be effective for them. GPs described having more con-
versations by telephone or online and some described
specifically documenting what should happen in the case
of a COVID diagnosis. However, the data suggest that
COVID-19 did not have a substantive effect on the
ReSPECT process and so the impact of the pandemic
is not presented.

The ReSPECT process: Acceptability and
complexity

Although ReSPECT was generally viewed favourably by GPs
and care home staff, challenges created by the complexity
of the process were evident. When comparing it with the
processes used previously such as DNACPR, GPs and care
home staff accounts suggested it went beyond dichotomous,
‘tick-box’ preferences for resuscitation which characterised
DNACPR. Instead, it was seen as more person-centred and
encouraged broader, more nuanced, and detailed discussions
of residents’ preferences for what they wanted to happen in
a clinical emergency. In contrast, DNACPR and treatment
escalation plans (TEPs) were seen as being primarily about
what not to do to patients, e.g. do not attempt to resuscitate
or do not admit to hospital. They described the process as
empowering care home residents to express their wishes and
have them documented,

I think the purple ReSPECT forms are a lot kinder to the individual, if I’m
honest, because it outlines their wishes. Rather than just having a plain yellow
sticker that indicates they don’t want to be resuscitated, the ReSPECT form
actually outlines what kind of care they wish to have. Care-Staff-30

For care home staff in particular, the changes from DNACPR
to ReSPECT were not just a change in process but reflected
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a shift in the ‘values’ and underlying principles of how they
engaged with people who were approaching the end-of-life,

ReSPECT, I think because it’s an important value to have. And I think it conveys
that you are considering ( . . . ) the person that you’re looking after, that to me is
their values, their wishes for the future are really important and that, it’s respectful
to be mindful of. Care-Staff-31

Although this was the majority view among GPs and care
staff, some GPs’ accounts indicated that the decision making
around care planning was generally predictable for care home
residents and so ReSPECT represented additional work to
ensure the resident and their family members (if they lacked
capacity) were involved in the process,

What you’ll get is what we saw with Liverpool pathways, what we saw with
DNACPRs and we’ll see them with the ReSPECT form, it will become a piece of
paper that becomes part of a process like a safeguarding referral now which you
could almost pre-type it and that’s the danger. GP-7

I’m probably doing the same things and I’m just ticking the basic boxes on the
form to get it done and writing a few lines. Not that different. What I do is
probably similar. GP-14

The ReSPECT conversation was introduced in different
ways. Summarising the resident’s medical history and cur-
rent health at the start of the conversation enabled GPs
to develop scenarios where care may be needed in future.
These tailored, hypothetical scenarios helped residents con-
sider their preferences for care in a range of situations in
a meaningful way. This reflected the wider scope of the
ReSPECT plan compared with other ACP documentation,

I find summarising that bit at the top ( . . . ) where you summarise their past
medical history at the top of the ReSPECT form ( . . . ) quite useful because
sometimes even the patients aren’t aware ( . . . ) and it gives them kind of an
idea of like okay this is everything that’s happening to me, this is what puts me at
risk in this way and so and so forth and that helps us work through like, well what
might the possible complications be for you? How might you end up in hospital?
GP-11

However, this introduced challenges for GPs and care home
staff and involved interactional work to initiate and engage
residents in the conversation. The conversation took place
in a social milieu in which residents brought their under-
standing of medical treatment from a range of sources.
GPs and care home staff negotiated these understandings
to create what they perceived as meaningful plans. This was
not necessarily a new approach to ACP but because of the
scope and level of subtlety within ReSPECT it added a level
of complexity to the conversation. Residents’ and relatives’
preferences were discussed before being recorded. GPs and
care home staff did not necessarily seek to change resident
preferences but rather they aimed to reach a point where the
resident had a clear understanding of what is involved in the
different care pathways to enable an informed decision to
be made. For instance, GPs emphasised the importance of
being clear about the chances of successful resuscitation and

the impact of invasive procedures on quality of life. They
also articulated the importance of not presenting ReSPECT
as overly focused on preferences for resuscitation because this
could have been associated with removal of care, i.e. the ‘not
for’ approach.

The ReSPECT form was recognised as valuable in facili-
tating the conversation, but it also brought the risk of reduc-
ing a complex and sensitive conversation to a bureaucratic
process unless negotiated carefully,

The thing that I’m slightly suspicious of it is ‘I’ve been told I need a ReSPECT
form, can you fill it in for me? You know and it just gets filled in. ( . . . ) And for
patients without capacity, I think in a busy general practice they just get completed
like DNAs [DNACPR]. GP-7

Indeed, many GPs emphasised the value of the conversation
over the form. This was achieved by not completing the form
in the presence of the resident, rather it was often completed
afterwards with the GP aiming to capture the key points of
the conversation,

It was clear to me that the forms were much more about a conversation than they
were about a defined plan. GP-2

I prefer not to have a form in front of me. I prefer to have the discussion in a bit
more of a wanting to talk to a patient and their family, because I think it shows
a bit more interest. GP-16

There was variation in whether residents and families viewed
completed ReSPECT forms. Some GPs described summaris-
ing what they were going to document and giving the form
or a copy to the resident to review, whereas others did not
share the form with the residents.

Multiple contacts to complete ReSPECT, allowing
residents’ time to reflect and discuss their preferences with
family members impacted on time available to GPs. In a
minority of cases, pressure on GP time presented an obstacle
to allowing residents time to consider their preferences which
risked the process losing the focus on the individual and
becoming more ‘perfunctory,’

It just, I’m afraid, is another one of these things that is difficult for your average
GP, who’s probably now having to deal with 40, 50 patients and enquiries a day,
to be able to manage with the time, and alright to quote the word respect, that the
whole process needs ( . . . ) when it gets very, very busy you end up rushing people
and this is not one of the things really that should be rushed. GP-8

Although GPs described having the role of signing the
ReSPECT form and taking responsibility for its contents,
they valued input from care home staff. GPs and care home
staff recognised that care home staff often had a personal
connection with residents and a good understanding of their
care needs. This was valuable when the GP did not know the
resident or when residents lacked capacity and did not have
family to support the process.

Some care home staff, particularly more senior staff such
as care home managers, care coordinators and nurses, had
conversations and wrote directly on the form which was then
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completed or signed off by the GP. They also liaised with GPs
to set up conversations and their presence helped support
conversations. They undertook preparatory work introduc-
ing and explaining the ReSPECT process which meant the
resident and relatives had thought about preferences before
the conversation and were better prepared. Although care
staff expressed some concerns about having responsibility
for the content of the ReSPECT form, they were generally
positive about being actively involved,

If I get new residents in and we go through the conversation and I have to ask,
‘Have you got a DNR and ReSPECT form in place?’, if they say ‘no’, ( . . . )
I get the ball rolling and get to speak to the GP. I don’t really have too much
involvement, but I will make sure one’s in place if it has to be and is wanted in
place. Care-Staff-29

I involve them [care home staff] quite heavily because they are usually the people
that know the patient the best in terms of their recent care ( . . . ). What I quite
often ask them to do ( . . . ) is to broach those early conversations and about
advance care planning wishes ( . . . ) with either family or patients as they’re
getting settled in within the first few weeks just to scope out what their feelings are
on things and then it makes slightly more formal discussion a bit easier if they’ve
already had time to think about those things and I always listen to what the care
home staff views are as well. GP-16

The involvement of care home staff in the process was highly
valued because their relationships with residents facilitate
good communication between resident, relatives, clinician
and care staff. Several GP and care home staff participants
wanted more care home staff involvement in the ReSPECT
process to reduce the risk of important information being
omitted from the ReSPECT documentation and improve
the translation of the written text into guidance that could be
understood by a range of healthcare professionals including
paramedics,

It should be much more of a team game involving family, patient, the nursing
and care team and any other healthcare provider that would come into contact.
Because anyone can feed into it, they just don’t and actually you’re potentially
missing ( . . . ) useful stuff that might not come up in a ( . . . ) five-ten minute
chat about it at the end of a consultation which is essentially what you’re going
to be doing. GP-4

Although many GPs emphasised to patients that ReSPECT
could be changed and updated, there was some lack of
consistency and no clear process for reviewing and updating
the form. Some care home staff felt that a more formal
mechanism for review would be appropriate,

The ReSPECT forms do get reviewed, the only thing I would change on it is where
it says, ‘Date completed’, I would probably implement another box saying, ‘Date
reviewed’. Care-Staff-30

ReSPECT: From conversation to clinical guidance

Translating the form into action during emergencies
involved communication between care home staff, relatives,
healthcare providers such as paramedics and sometimes but

not always the GP. Examples were given by care home staff of
ReSPECT working well and being used effectively to direct
emergency care decisions about hospital admission and
approaches to treatment in line with resident preferences,

I think the resident’s wishes are taken into account much more ( . . . ) I think with
the ReSPECT form, it clearly states whether they want hospital intervention or
not and I do feel outside professionals consult that much more and take their
wishes into account much more of what they want – not what we want, because
it’s not us – and that’s the most important thing. Care-Staff-29

I’ve seen it sort of in the notes from ‘out of hours’ that they’ve used it or they’ve
read it and then it kind of impacted on what treatment they’ve decided with the
patient or the family and the home. GP-16

Although the overall experience was positive, care home staff
recalled emergency situations where the content of the form
was problematic and did not translate easily into treatment
and care decisions which care home staff and paramedics
could follow,

It would be nice if whoever fills it [in], ( . . . ) [does] it absolutely clear[ly] so
that we know there’s not any contradiction in it because we’ve found ourselves in
situations whereby it’s kind of not clear or it’s kind of contradictory. Care-Staff-26

Similarly, GPs were not always confident that the different
perspectives incorporated into the form would convert to
clear guidance for other healthcare professionals,

I find that writing that [the resident preference and differing clinical recommen-
dation] on the form is very unclear to people reading it. It’s clear what we mean
but it’s unclear what they’d do and that’s the difficulty. GP-2

As a result, the ReSPECT form could not always be used
as an unambiguous guide for action, it often relied on
some interpretation and discussion informed by the clinical
situation. In some situations, it was either not sufficient on
its own to inform decisions or the recommendations may not
easily apply in the situation,

Generally, the process is, somebody becomes poorly so we end up ( . . . ) calling
an ambulance. In between, well I would already have got hold of the ReSPECT
form, because that’s my go-to, it’s my Bible, so I’m already aware about whether
they want to go to hospital or not. If I’m guessing that they probably do need to
go to hospital then I start the conversation with them, ‘Look, I understand your
ReSPECT form says you really don’t want to go to hospital, but I think you know,
possibly for a scan or for an x-ray or ( . . . ) some new medication, it would be a
really good idea if you consider it.’ So, I’ve already started that process before the
paramedic arrives, so when the paramedic arrives, they get handed the ReSPECT
form straightaway and they will say straightaway, ‘Oh, they don’t want to go
to hospital.’ So, we then start the conversation with the resident again from the
paramedic’s point of view. Care-Staff-19

Both GPs and care home staff highlighted that in rare cases
confusion or delays occurred. This was because what was
written on the form was ambiguous or inconsistent and
therefore open to different interpretations. In particular, care
home staff sometimes found it difficult to understand forms
written in ‘clinical’ language in emergency situations,
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I find if a doctor has filled it in its very hospital-speak, it would be all coded and
I’m thinking well I haven’t got a clue what that means, and sometimes paramedics
look at it and they think, ‘Well I haven’t got a clue what that means.’ So, it needs
to be, instead of being in a hospital-speak it needs to be much more bog-standard
so we can all understand it. Care-Staff-19

I’m really aware of if there is a sudden acute deterioration, people need to be able
to read quickly what’s going on and actually having lots of conversational stuff
there is not that helpful. So yeah, it’s got the advantage that you can write a lot
more but sometimes that’s a disadvantage if you’re not used to writing it in a
succinct enough manner. GP-2

Overall, there was a tension between a person-centred
ReSPECT form which could accommodate a wider scope
of preferences than other ACPs and the need for clarity and
certainty during emergencies.

Discussion

Summary

GPs and care home staff recognised ReSPECT as supporting
person-centred, nuanced conversations about care home
residents’ preferences for care in emergency situations.
ReSPECT facilitates and formalises these conversations and
was utilised flexibly with variations in how it was completed
and reviewed. The creation of personalised scenarios
supported residents to consider their preferences. The study
demonstrates the complexity of completing the ReSPECT
including managing the process across several interactions
and the interactional work required. The study also identified
the complexity of distilling complex conversations around
clinical scenarios into the ReSPECT form and translating
them into guidance for action in emergency situations. Care
home staff played an important brokering role in facilitating
and supporting ReSPECT conversations and a desire to
enhance this role was expressed.

Comparison with literature

Previous studies have demonstrated the value of ACP in
terms of decreasing inappropriate hospitalisation rates and
higher levels of concordance between patient/family wishes
and medical treatments undertaken [12–15]. This, cou-
pled with the high levels of acceptability for ReSPECT in
care homes identified in our study, suggests that ReSPECT
has the potential to have a positive impact on emergency
treatment and end-of-life care pathways.

Previous studies, including recent qualitative research
focusing on ReSPECT [3], demonstrated complexity and
high levels of interactional work associated with ACP
conversations [19]. Our results resonate with these findings
and strengthen the argument for a multi-disciplinary team
approach to undertaking these conversations [20, 21], which
in care home settings could include care staff and nurses as
well as clinicians from primary care. Care home staff have
good knowledge and relationships with residents which facil-
itates discussion of preferences for care at end-of-life within
broader conversations about what residents value [22].

Studies have also shown that older adults want to discuss
end-of-life care but prefer healthcare professionals to initiate
these conversations [23] and that having knowledge of the
patient and their history, and a relationship between patient
and healthcare professional were important in facilitating
conversations [20, 24]. Similarly in our data, GPs talked
about the value of involving care staff in different aspects of
the conversation because of their more detailed knowledge
of, and relationship with, residents and their families. Similar
to our findings, care home staff have previously been found
to view the completion of ACP as primarily the responsibility
of the resident’s GP, though they were also positive about
being actively involved in supporting conversations and
viewed plans as reflecting residents’ wishes and the views of
healthcare professionals and family members [15]. Previous
research has highlighted the importance of ACPs being
reviewed regularly [15] and the value of early and ongoing
conversations in providing opportunities to discuss wishes
for the future [22]. Our study resonates with these findings
as participants identified the need to integrate a more formal
review as part of the ReSPECT process.

Our findings highlighted the challenges of translating the
complex conversations around ReSPECT into clear guidance
for healthcare professionals in an emergency. This was also
the case for the recent qualitative work on ReSPECT [3]
and previously identified in relation to TEP [25]. A 2015
meta-synthesis found that ACPs were not used by nurs-
ing home staff to inform decisions to transfer to hospital
[26]. Sharp et al . highlighted [27] that an ACP’s value is
only realised when it is accessible to healthcare professionals
across a healthcare system [27]. Our findings indicated that
the ReSPECT form was accessible but care staff reported
paramedics had problems interpreting the content. This is
supported by a previous qualitative study with care home
staff which found ACPs reduced potential stress and dis-
agreements between care home staff, residents and family
members during medical emergencies by legitimising deci-
sions and reassuring staff. However, unclear or ambiguous
plans tended to result in hospital transfers and led to other
professionals being uncomfortable with interpreting plans
because of concerns about possible legal or disciplinary
action. In line with our findings, this research highlights the
importance of balancing the plans specificity and generality
to support interpretation in an emergency [15].

Implications for practice

The use of tailored, hypothetical scenarios may help residents
consider their preferences for care in a range of situations
beyond resuscitation decision-making. Wider use of sce-
narios, as employed by GPs in this study, may help to
optimise the ReSPECT conversation and ensure a full under-
standing of residents’ or patients’ preferences is elicited.
This study highlights the valuable role played by care home
staff in facilitating and supporting ReSPECT conversations
and translating them into action. A multi-disciplinary team
approach, advocated for previously [20, 21], involving the
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person who knows the resident best (e.g. care staff and
relatives), could help ensure valuable information is not
missed. This could include enhancing the role of care home
staff, as recommended by our participants, in undertaking
these conversations and documenting preferences. Difficul-
ties identified in interpreting the form in an emergency
means the language used to document the conversation is
critical for ensuring it can be interpreted and translated
into action by care home staff. Training could support the
development of a language for the ReSPECT form which is
accessible and understandable to a wide range of health and
social care professionals. This could be facilitated through
multi-disciplinary workshops which incorporate the voices
of patient and public contributors as well as clinicians, care
staff and paramedics. The finding that ReSPECT forms
were sometimes completed after the conversation points to
potential ethical considerations around ensuring residents’
and relatives (as appropriate) have an opportunity to agree
the contents of the form. Some care home staff in our study
also felt that a more formal mechanism or guidance for
review would be appropriate which is now part of the latest
version of the ReSPECT form [15, 28].

Strengths and weaknesses

Most evaluations of ReSPECT have been in secondary care.
This study contributes to the limited evidence on the use of
the process in care homes, where it is particularly relevant.
By interviewing clinicians and care home staff, we have
incorporated a range of perspectives.

The COVID-19 lockdown prevented us from interview-
ing residents immediately following their ReSPECT con-
versations, which might have increased their recall. Future
research could include interviews with relatives and use non-
participant observation to explore how the process is expe-
rienced by residents followed immediately by interviews.
Research to understand paramedics’ views on ReSPECT
would add to the understanding of how ReSPECT is used
in an emergency. Although we were able to get a broad
sample of GPs spread across two Clinical Commissioning
Group areas, we struggled to recruit care homes, which was
likely due to research being seen as a low priority during
the pandemic but also because the care home sector lacks
a research infrastructure [29]. Social desirability bias may
have influenced the findings, though challenges of using
ReSPECT were reported.

Conclusion

The experience of working with the ReSPECT process in
care homes was, generally, positive for GPs and care home
staff. The study highlighted the challenges of moving from
conversation to form completion to clinical decision-making
and the importance of clear language and communication.
Our data highlight the potential for engaging care staff
more with this process and making ReSPECT a more multi-
disciplinary process. This could reduce the demand on GP

time and increase the communicability of the contents of the
ReSPECT form to other healthcare professionals and care
staff.
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