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Abstract
Introduction: The Recommended Summary Plan for Emergency Care and Treatment (ReSPECT) process encourages collaboration between clin-

icians, patients, and relatives on emergency care wishes and resuscitation decisions. The impact of the COVID-19 pandemic on clinicians’ views of

the ReSPECT process was unknown. We examined whether there were changes in clinicians’ knowledge, skills, and attitudes regarding ReSPECT

during the pandemic.

Methods: We conducted a cross-sectional survey of clinicians at one acute hospital in the UK. We developed a questionnaire with a defined 5-point

Likert scale and asked clinicians to recall their pre-pandemic views on ReSPECT and report their current views at the time of survey distribution (May

2020, end of the first COVID-19 wave in the UK). We compared their self-reported views before and during the pandemic.

Results: We analysed 171 questionnaire responses. Clinicians reported ReSPECT telephone discussions with relatives were more challenging

(pre-pandemic median 4, IQR 3–4; during pandemic median 4, IQR 4–5; p < 0.001) and negative emotions whilst conducting these discussions with

relatives increased during the pandemic (pre-pandemic median 3, IQR 2–3.5; during pandemic median 3, IQR 2–4; p < 0.001). Clinicians also

reported an increase in the importance of reaching a shared understanding of decisions with patients and relatives (pre-pandemic median 4,

IQR 4–5; during pandemic median 5, IQR 4–5; p < 0.001).

Conclusions: There were differences in clinicians’ knowledge, skills, and attitudes scores before and during the pandemic. Our findings highlighted

that clinicians could benefit from training in remote ReSPECT conversations with relatives.

Keywords: Recommended Summary Plan for Emergency Care and Treatment, Resuscitation orders, COVID-19, Education, cardiopul-

monary resuscitation, DNACPR
Introduction

The Recommended Summary Plan for Emergency Care and Treat-

ment (ReSPECT) process is a pathway in the United Kingdom

(UK) for patients to collaborate with their clinicians on their emer-

gency care wishes and resuscitation decisions.1,2 If the patient is

unable to participate then their family or next of kin should be

involved.3 This shared decision leads to a clinical recommendation
which is recorded on the ReSPECT form. The recommendation is

a guide for the clinician who may treat the patient for emergency care

and treatment in the future.1 The ReSPECT process can be used for

any patient but is most commonly used for those with complex health

needs or potential deterioration.4 The form can be completed in any

setting where there is a need and used across care settings.1 This

study is a cross sectional survey of clinicians to examine their per-

spectives on the ReSPECT process during the COVID-19 pandemic.
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The COVID-19 pandemic disrupted numerous aspects of the

ReSPECT process. Hospitals in the UK saw increased numbers of

acutely unwell patients, leading to the redeployment of large num-

bers of healthcare professionals into new departments.5 Hospitals

implemented visiting restrictions prohibiting relatives from the bed-

side.6 There was varying and sometimes conflicting local and

national guidance regarding resuscitation in the COVID-19 setting

with hospitals taking different approaches to resuscitation for

patients with COVID-19.7,8 Recent Care Quality Commission

(CQC) reports highlighted the gap between best practice standards

and observed practice during the pandemic.9,10 The CQC cited the

lack of patient and relative involvement in resuscitation decisions

during the pandemic as poor practice.9,10

While there is research examining how resuscitation decisions

have been impacted by the COVID-19 pandemic, at the time of writ-

ing there is no research evaluating the effect of the COVID-19 pan-

demic on clinicians’ perceptions of the ReSPECT process. This

study sought to examine how the pandemic impacted those percep-

tions, particularly focussing on the changes in their knowledge, skills

and attitudes.

Methods

Research design

This was a cross sectional survey of clinicians at one acute hospital

in the UK to assess their perceptions of the ReSPECT process. A

search of the published literature did not identify any existing vali-

dated questionnaires or scales. The questionnaire domains were

developed using Bloom’s learning theory, which states that assess-

ment of knowledge, skills, and attitudes encompass a well-rounded

approach to educational assessment.11

A standardised questionnaire with a defined 5-point Likert scale

(1 = very low, 5 = very high) was utilised. Clinicians were asked to

recall their views on ReSPECT before the COVID-19 pandemic as

well as report their current views at the time of survey distribution

during the pandemic. Views included their knowledge of the

ReSPECT process, skill level in conducting ReSPECT conversa-

tions, perceived usefulness of the process, empathy towards

patients and relatives, and confidence using ReSPECT.

Prior to survey distribution the questionnaire was piloted with two

Palliative Medicine Consultant physicians (specialist senior physi-

cians) and one Medical Specialty doctor with clinical and academic

backgrounds at University Hospitals Coventry & Warwickshire NHS

Trust. They provided subject matter expert review and were asked

to provide feedback through aspects of cognitive interview tech-

nique.12 The participants in the pilot study answered the original sur-

vey questions then were asked emergent probing questions about

their interpretation of the survey questions, answer choices, and their

selected responses. Their feedback revealed unintended interpreta-

tion of some questions due to vague word choices, so word choices

were revised based on their feedback.

Setting and participants

The study was conducted at University Hospitals Coventry & War-

wickshire NHS Trust (UHCW), an acute hospital in the UK. The

questionnaire was sent via SurveyMonkey to 600 senior doctors from

all adult specialties at UHCW who were in or have completed their

third year of specialty training (Specialty Trainee grade 3, or ST3),

as this is the level of training required at UHCW to be eligible to com-
plete and endorse ReSPECT forms. They were identified using the

UHCW email database categorised by medical grade. Paediatric

and neonatal clinicians were excluded as they do not use ReSPECT.

Data collection

The survey was performed during the last two weeks of May 2020,

towards the end of the first COVID-19 wave in the UK.13 SurveyMon-

key was used to distribute the email link and collect responses. Com-

pletion of the questionnaire was established as evidence of consent

to using the data for the research. The clinicians were informed in the

email invitation prior to completing the questionnaire that all data

would remain confidential and anonymous.

Statistical analysis

Data are presented as median (interquartile range) as appropriate.

The characteristics of the respondents were summarised using count

and percentages. For the primary aim of comparing knowledge, skill,

and attitude scores before and during the COVID-19 pandemic Wil-

coxon signed rank tests were used. All statistical analyses were con-

ducted using IBM� SPSS V26.0 software (Version 26, IBM Corp.,

UK). In all tests, a p value of <0.05 was determined as statistically

significant.

Ethics approval

This study was approved by the COVID-19 Research Committee of

UHCW Research & Development department (GF0390). As staff

were approached based on the nature of their role, NHS Research

Ethics Committee (REC) approval was not required.

Results

The survey received a total of 171 responses from eligible clinicians,

representing a 28.5% response rate.

Baseline characteristics

From the survey respondents, 68% were Consultants (Table 1).

Usual departments before the pandemic included medical specialties

(35%), surgical specialties (19%), anaesthetics (16%), emergency

medicine (7%), and critical care (6%). Seven percent of respondents

had never worked with ReSPECT before the pandemic, and 28%

had engaged in the process over 100 times. Approximately half of

respondents were redeployed during the pandemic, with 25% rede-

ployed into hospital wards, 17% into the Emergency Department,

and 14% into Critical Care.

Comparison of scores before and during COVID-19

There were differences in clinicians’ knowledge, skills, and attitudes

scores before and during the pandemic, for all but three of the ques-

tions explored (Table 2).

During the pandemic clinicians reported increases in knowledge

(pre-pandemic median 4, IQR 3–5; during pandemic median 4,

IQR 4–5; p < 0.001) in conducting ReSPECT discussions. They

reported increases in skill (pre-pandemic median 3, IQR 3–4; during

pandemic median 3, IQR 3–4; p < 0.001) and confidence (pre-

pandemic median 3, IQR 3–4; during pandemic median 3, IQR 3–

4; p < 0.001) in conducting ReSPECT discussions with relatives over

the phone. Clinicians did not report a change in skill (pre-pandemic

median 4, IQR 3–5; during pandemic median 4, IQR 3–5;

p = 0.20) or confidence (pre-pandemic median 4, IQR 3–5; during



Table 1 – Baseline characteristics of survey respondents.

Characteristic n (%)

Clinician grade1

ST3 16 (9.4%)

ST4 8 (4.7%)

ST5 8 (4.7%)

ST6 4 (2.3%)

ST7 5 (2.9%)

ST8 2 (1.2%)

Associate Specialists 7 (4.1%)

Consultant 116 (67.8%)

Other 3 (1.8%)

Undeclared 2 (1.2%)

Numbers of years of experience as a doctor

5–9 years 28 (16.4%)

10–14 years 35 (20.5%)

15–19 years 37 (21.6%)

20 + years 67 (39.2%)

Undeclared 4 (2.3%)

Usual department before COVID-19 redeployment

Surgical Specialty 32 (18.7%)

Anaesthetics 28 (16.4%)

Emergency Medicine 12 (7.0%)

Acute Medicine 11 (6.4 %)

Critical Care 10 (5.8%)

Clinical Sciences 3 (1.8%)

Other Medical Specialties 60 (35.1%)

Undeclared 15 (8.8%)

Redeployment during COVID-19

Redeployed 83 (48.5%)

Not re-deployed 88 (51.5%)

Department(s) redeployed to during COVID-19 (Select all options that apply)

Wards

Emergency Department 43 (25.1%)

Critical Care 29 (17.0%)

Other 24 (14.0%)

16 (9.4%)

Number of ReSPECT processes involved with before COVID-19

0 12 (7.0%)

1–4 22 (12.9%)

5–9 13 (7.6%)

10–24 25 (14.6%)

25–49 16 (9.4%)

50–100 33 (19.3%)

100+ 47 (27.5%)

Undeclared 3 (1.8%)

Number of ReSPECT processes involved with during COVID-19

0 33 (19.3%)

1–4 38 (22.2%)

5–9 32 (18.7%)

10–24 26 (15.2%)

25–49 23 (13.5%)

50–100 11 (6.4%)

100+ 5 (2.9%)

Undeclared 3 (1.8%)

ST3-ST8 = Doctor in their 3rd-8th year of specialty training, respectively. Associate Specialist = non-training specialty doctor. Consultant = Specialist senior

physician.
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pandemic median 4, IQR 3–5; p = 0.66) in conducting face-to-face

discussions with relatives during the pandemic.

Clinicians reported significant increases in the importance of

ensuring the process and documentation are completed correctly

(pre-pandemic median 4, IQR 3–5; during pandemic median 5,

IQR 4–5; p < 0.001) and reaching a shared understanding of deci-
sions with patients and relatives (pre-pandemic median 4, IQR 4–

5; during pandemic median 5, IQR 4–5; p < 0.001). Clinicians

reported increases in finding ReSPECT telephone discussions with

relatives challenging (pre-pandemic median 4, IQR 3–4; during pan-

demic median 4, IQR 4–5; p < 0.001) and in experiencing negative

emotions during these conversations with relatives (pre-pandemic



Table 2 – Primary analysis: Wilcoxon signed rank test comparing clinicians’ self-reported knowledge, skills and
attitudes before and during the COVID-19 pandemic.

Themes Median (IQR) Wilcoxon Signed

Rank p-value
Before

COVID-19

During

COVID-19

Knowledge2

Your understanding of how to conduct a ReSPECT discussion 4 (3–5) 4 (4–5) <0.001

Your understanding of how to complete ReSPECT forms 4 (3–5) 4 (4–5) <0.001

Your understanding of ReSPECT as a holistic process and not as a DNACPR form 4 (3.25–5) 4 (4–5) <0.001

Skill

Your skill level to conduct ReSPECT discussions with patients 4 (3–5) 4 (3–5) 0.004

Your skill level to conduct ReSPECT discussions with relatives face-to-face 4 (3–5) 4 (3–5) 0.20

Your skill level to conduct ReSPECT discussions with relatives over the phone 3 (3–4) 3 (3–4) <0.001

Your skill level to complete a ReSPECT form 4 (3–5) 4 (3–5) <0.001

Attitude – Value of the process3

Usefulness of forms to clinicians and the care team 4 (3–4) 4 (4–5) <0.001

Usefulness of forms to patients 4 (3–4) 4 (4–5) <0.001

Value of the process for holistic patient care 4 (3–4) 4 (3–5) <0.001

Importance of ensuring that the process and documentation are completed correctly 4 (3–5) 5 (4–5) <0.001

Importance of reaching a shared understanding of decisions with patients and relatives 4 (4–5) 5 (4–5) <0.001

Attitude – Empathy

Empathy towards patients as they consider ReSPECT decisions 4 (4–5) 4 (4–5) <0.001

Attitude – Confidence

Your confidence in having ReSPECT discussions with patients 4 (3–4.75) 4 (3–5) 0.14

Your confidence in having ReSPECT discussions with relatives face-to-face 4 (3–5) 4 (3–5) 0.66

Your confidence in having ReSPECT discussions with relatives over the phone 3 (3–4) 3 (3–4) <0.001

Attitude – Challenges and negative emotions4

ReSPECT conversations are challenging 4 (3–4) 4 (3.75–4) <0.001

I feel negative emotions at the thought of conducting a ReSPECT conversation 3 (2–4) 3 (2–4) <0.001

I feel negative emotions whilst conducting ReSPECT conversations with patients 3 (2–4) 3 (2–4) 0.006

I feel negative emotions whilst conducting ReSPECT conversations with relatives 3 (2–3.5) 3 (2–4) <0.001

ReSPECT conversations over the phone with relatives are challenging 4 (3–4) 4 (4–5) <0.001

I have been negatively affected at home by ReSPECT conversations 2 (2–3) 2 (2–3) <0.001
2 Likert scale for Knowledge and Skill: 1 = very poor; 2 = poor; 3 = acceptable; 4 = good; 5 = very good.
3 Likert scale for Attitude – Value, Empathy, and Confidence: 1 = very low; 2 = low; 3 = average; 4 = high; 5 = very high.
4 Likert scale for Attitude – Challenges and negative emotions: 1 = strongly disagree; 2 = disagree; 3 = neutral; 4 = agree; 5 = strongly agree.
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median 3, IQR 2–3.5; during pandemic median 3, IQR 2–4;

p < 0.001).

Free text comments from the open-ended question “Is there any-

thing else you would like to share about your thoughts on ReSPECT

during COVID-19?” were synthesised from the surveys. The main

themes from the free-text comments were the identification of

increased training needs, challenges in following good practice dur-

ing the pandemic, and involvement of relatives during the COVID-19

pandemic.

Discussion

This is the first study to examine the impact of COVID-19 on clini-

cians’ views on ReSPECT. Our findings provide valuable insights

into how clinicians perceived the COVID-19 pandemic impacted their

knowledge, skill, and attitudes on the ReSPECT process. Clinicians

reported increased knowledge and skill managing the ReSPECT pro-

cess with patients during the COVID-19 pandemic. Treatment of

high-acuity patients and redeployment into high-acuity areas during

the pandemic 14–16 may have increased their awareness and involve-

ment with resuscitation decision-making processes. Varying and

sometimes conflicting local and national resuscitation guidance
provided during the pandemic 7,8 may have prompted clinicians to

examine the guidance to shape their own practice. Clinicians

reported increased skill and confidence managing the ReSPECT

process with relatives over the phone, which may be reflective of clin-

icians adapting to new ways of working and conducting these impor-

tant discussions with relatives on the phone with hospital visiting

restrictions in place.17

There was no change in skill or confidence conducting face-to-

face conversations with relatives, most likely due to visiting restric-

tions preventing these discussions from occurring.6 There was no

change in confidence managing these discussions with patients.

Self-reported confidence levels speaking with patients and relatives

face-to-face were relatively high compared to speaking with relatives

over the phone, which may indicate robust levels of training and

availability of learning resources in place prior to the pandemic for

face-to-face conversations provided nationally by the Resuscitation

Council UK, in medical education programmes, and locally by the

Trust.

Clinicians reported finding more value in the ReSPECT process,

reaching a shared understanding of the decision with patients and

relatives, and understanding that ReSPECT is a holistic process

and not merely completion of a Do Not Attempt Resuscitation form.

This may indicate that ReSPECT supports the creation of an
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individual holistic plan for each patient as it encourages clinicians to

avoid the application of blanket resuscitation decisions for entire

patient groups.3,9,17 Clinicians reported finding the ReSPECT pro-

cess more challenging and experienced increased levels of negative

emotions when they engaged with ReSPECT during the pandemic.

Redeployment into new areas, increased clinical workloads, and

use of unfamiliar processes under high pressure during the pan-

demic may have led to increased stress and a decline in mental

health.14,15,18 Managing resuscitation decisions in high pressure

environments may have contributed as an additional stressor. Addi-

tional pastoral and mental health support may be beneficial for

healthcare professionals during this time.15,18

Our findings identified that clinicians could benefit from additional

support in conducting ReSPECT discussions with relatives over the

phone. Before the pandemic, clinicians would have conducted these

conversations face-to-face.19 Despite their increases in skill and con-

fidence during the pandemic, clinicians reported they were less

skilled and less confident managing phone conversations than

face-to-face conversations by the end of the first wave. These find-

ings highlight that although there may have been sufficient training

programmes for face-to-face ReSPECT conversations in place

before COVID-19, there is now a training need to support clinicians

in managing these conversations remotely.

During COVID-19, many healthcare systems have increased

their use of telehealth, allowing patients to attend virtual consulta-

tions and allowing relatives to be present virtually during end-of-life

care.20–22 The pandemic has also highlighted new ways of utilising

technology to deliver effective care and communicate with patients

and relatives.19 Challenges in remote consultations that need to be

addressed include potential security risks of technology platforms,

willingness of clinicians and patients, and accessibility for all levels

of education and health literacy.20,23 Maintaining clinical standards

and engaging in communication with relatives is an important aspect

of healthcare delivery that should continue even in times of crisis,2

and recent CQC Reports demonstrate that best practice standards

involving relatives in resuscitation decisions should continue during

the COVID-19 pandemic.9–10 Ongoing COVID-19 pressures, hospi-

tal visiting restrictions, and relatives self-isolating at home from

COVID-19 exposure may result in an increased reliance on remote

discussions. As healthcare systems adapt to increased use of tech-

nology and various modes of telecommunications become more

accessible in hospital settings, training and educational programmes

should be updated to reflect these changes.

At UHCW we developed and implemented a training programme

in January 2021 utilising Bloom’s learning domains to increase clin-

icians’ knowledge, skills, and confidence conducting telephone and

video ReSPECT discussions with relatives. Video calls allow clini-

cians improved communication and increased rapport with patients

and families.24 Our training supplemented existing training for face-

to-face ReSPECT conversations and included effective remote com-

munication techniques, opportunity to debrief on difficult remote con-

versations and receive pastoral support, and practical training in

utilising secure hospital iPads and video-calling applications.

While a strength of our study is that we used Bloom’s learning

theory11 as a framework to underpin our questionnaire design, our

study also has several limitations. Although some aspects of cogni-

tive interviewing were utilised in the pilot, a cognitive interview

approach during survey development could have strengthened our

survey. A qualitative or mixed-method design would have allowed

the inference of dynamic relationships between the pandemic and
ReSPECT. This was not considered feasible at the time due to

restraints on clinicians’ time and resources during the pandemic so

a quantitative approach was utilised, and clinicians were given the

option of providing free-text comments. Due to the unexpected nat-

ure of the COVID-19 pandemic, pre-pandemic scores were obtained

retrospectively and use of recall for pre-pandemic experiences may

not be as accurate as current experiences. To minimize recall bias

and limitations of self-rating, a well-defined Likert scale and careful

selection of words in the questionnaire were used.

Clinicians with particular interest in ReSPECT may have been

more likely to respond to the survey thus causing response bias.

The study was conducted at a single hospital site and received a

low response rate of less than 30% which impacts external validity

and makes it difficult to generalise findings. We did not follow specific

groups of clinicians to examine how specific demographic factors

influenced their knowledge, skill, and attitude self-ratings.

As the study was conducted at a single point in time at a single

hospital, it would be beneficial to reproduce the study in subsequent

follow-up periods and at multiple hospitals. Future studies should

focus on exploring how demographic variables affect clinicians’

knowledge, skills, and attitudes during the pandemic and focus on

establishing the correlational effect between the COVID-19 pan-

demic and clinicians’, relatives’, and patients’ views on ReSPECT

over time.

Conclusions

Clinicians’ views on the ReSPECT process changed during the

COVID-19 pandemic. Their self-reported knowledge managing the

ReSPECT process with patients increased during the pandemic.

Clinicians reported increases in the importance of reaching a shared

understanding of ReSPECT decisions with patients and relatives

during the pandemic. Clinicians reported they were more likely to

experience negative emotions during ReSPECT discussions with rel-

atives during the pandemic and find these telephone conversations

challenging. Clinicians could benefit from training in remote

ReSPECT conversations as well as pastoral support after ReSPECT

conversations.
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