
1) Editors felt that your paper covered an important topic and are keen to work 
towards publication. The comments here are intended to strengthen the manuscript 
 
Thank you, we hope we have responded appropriately to each comment below.  
 
 
2) We thought the argument aspect and imperative for change could come across 
more strongly. The editors working in clinical practice who read your paper 
recognise that there is an urgent need for change, and felt that the paper could do 
more to convey the importance of the issue . One option would be to include the 
context from Box 1 in the main manuscript. 
 
Thank you, we have considered incorporating Box 1, but feel it is too much about 
the context of the current approach and, while it  needs to be there for reference, it 
will be known by most readers, and does not lay out the need for change clearly 
enough. We have therefore rewritten the first paragraph to emphasise the problems 
with the current approach more strongly.   
 
3) Linked to the above, we thought there could be more detail on the scale and 
extent of the problems, with the evidence you cite described more fully in the paper. 
We also thought that the US and Canadian initiatives are only very briefly described 
and it is not clear what it is they actually do differently - please could you make this 
clearer? 
 
We have expanded on each of the problems, providing details of the evidence as 
much as word count will allow. we have added to the descriptions of the US and 
Canadian initiatives both in the main text and in box 2.  
 
4) There are also several instances where you use generalities in your discussion - it 
would be more helpful to unpick these and spell out the insights for readers. For 
example, where you say: “Talking about overall outcomes rather than specific 
treatments may be preferable.(6)” - what does this mean? 
 
We have put more detail in in several places including this specific one – please see 
tracked changes.  
 
5) We agreed with comments from reviewers that while there are many barriers to 
conversations about resuscitation, it is unclear how the new approaches will address 
the problems you describe. We thought the paper ought to be clearer about which 
problems your tool is addressing (it would be fine to say something along the lines of 
"we are only addressing a few of the barriers and we hope others will address the 
other issues"), and about any limitations of the tool 
 
We have done this and added a paragraph considering what problems ReSPECT 
will not fix 



 
6) The paper seems too focused on the UK at times, both with some of the 
language/jargon used and the discussion of how services are set up, for 
example  we were not sure if advanced care plan is universally accepted 
terminology internationally, and the model you describe of GPs commissioned to 
prevent hospital admissions may not be applicable around the world. 
 
We have gone through and made tracked  changes where we referenced UK 
specific models (and have removed any mention of commissioning) 
In terms of ‘Advance Care Plan’, this is the phrase used in Canada, Australia, and 
New Zealand. In the USA they also talk about ‘advance directives’ but ACP is 
understood. It translates fairly intuitively  into what is used in other languages eg in 
French it is “Les directives anticipées” 
 
7) Could you expand on the development of RESPECT - who was involved in the 
working group, when is it being launched? 
 
Yes we would be happy to and have put this into the text, although could take it out 
into another box if you prefer.   
 
 
Reviewers comments are combined to be grouped together regarding the section of 
text they are referring to. They are colour coded for ease: Purple is reviewer one, 
Green is reviewer 2  and Blue is Reviewer 3 . general comments, and our  response 
to them, follows the specific suggestions in the table.  

Comment Response Change in text 

Title 

Title: Is appropriate and conveys 
the ethos of the study. 
Suggestion:  It may be better to 
state “why and how DNACPR 
policy could change” rather than 
should change. 
 

Thank you – we believe 
that we have presented 
sufficient evidence that 
DNACPR policy should 
change,  and are arguing 
the case for this change 
in the article.  

No change 

Specific suggestions for text: 

The MOST web link did not work 
 

Thank you, we have 
corrected 

 

Page 2 /51 
Statement that “The current 
approach to DNACPR decision in 
Box 1 is inadequate” is 
confusing. 
It is not the approach to 
DNACPR decision but its 

Thank you, it is of course 
the implementation, but 
we believe that the 
nature of the isolated 
decision and 
documentation means 
the DNACPR  approach 

See tracked changes and 

additional reference in 

opening paragraph 



implementation which is 
inadequate as stated by the 
reference provided.  Clarification 
to this effect will be advisable. 
 

will not succeed even 
with education. We have 
changed the sentence 
and the opening 
paragraph   

Page 3/11-14 
This statement is not universally 
correct.  For example, East of 
England DNACPR forms are 
being used widely and are 
acceptable outside hospital & by 
ambulance crew. 
 
 

Thank you, we have 
qualified,  

See tracked changes 

 
Page 4/ 12-13 
May be better to state “quality of 
life which may not be 
acceptable.” 
 

Thank you, agreed Change made as 
suggested.  

4/ 38-39 
Needs a reference to support 
statement that this initiative is 
likely to lead to increased 
discussion of DNACPR in the 
community. 
 

Thank you – we have 
taken out 

‘ 

General comments 

ReSPECT Form is not legally 
binding and is supplementary to 
the existing DNACPR Form 
currently in use by individual 
Trusts (Figure 1) and does not 
replace it.  This needs to be 
made clear in the text. 
 

In fact ReSPECT is 
intended to replace 
DNACPR; We have now 
emphasised this in the 
text, and apologise that 
this was not clear before.  

See section ‘ 
towards a solution’: 

ReSPECT cannot be for every 
patient and at all ages.  There is 
no clear guidance regarding its 
use unlike other studies where 
similar approach was used in 
patients with serious illnesses or 
frailty.  Clarity for patient 
selection is advised. 

ReSPECT is intended for 
anyone to use;  

this is emphasised in 
the now cross 
referenced education 
article which will be 
co-published   



 

is not clear if ReSPECT allows 
patients of different ethnicity and 
religions to make decisions 
consistent with their faith and 
ensures that those decisions will 
be honoured in an emergency 
and across care transitions. 
 

Yes, ReSPECT is 
intended to document 
patients to express what 
is important to them, 
which might include 
cultural expectations or 
religious beliefs 

this is emphasised in 
the now cross 
referenced education 
article which will be 
co-published   

There is need for a few lines on 
the challenges surrounding 
introduction of ReSPECT.  Poor 
completion of DNACPR Forms 
and their update has been as 
issue which may apply to 
ReSPECT paperwork.  There are 
difficulties in completing the form 
in the community due to pressure 
on services and hence merits 
acknowledgement. 
 

We agree,  Again, some of this 
is addressed in the 
education article, but 
in addition, we have 
written a further box 
to cover this  along 
with ethical 
challenges which 
may remain with 
ReSPECT  

There is a need for a consistent 
national policy with a focus to 
make patients and general public 
aware that such an approach is 
to allow patients “natural and 
dignified death”.  Resources for 
training health care professionals 
to conduct shared decision-
making discussions with patients 
and carers is required.  Addition 
of this aspect to discussion is 
desirable. 
 

We agree, and have 
created such tools which 
are available on the 
ReSPECT website.  

The education article 
also emphasises 
this.  

People change their minds all the 
time. 
Professionals, family members, 
and as the authors note, patients 
themselves all underestimate 
how the patient will rate QoL and 
what treatment will be wanted in 
the case of extreme illness. 
Recognizing this, the US, has 
strict limitations on when life-

We agree,  and agree 
that no process or even 
change of culture will 
change this:  

We have 
acknowledged this in 
a new  paragraph,  



sustaining treatment may be 
limited on the basis of an 
advance directive. (If I were to 
say at age x “if I’m ever age x + 
10 and I have become demented 
and dependent I wouldn’t want 
treatments,” no state in the union 
will honor that.) 
 

Substitute decision-makers are 
often needed. How they are 
identified and how their authority 
is defined varies by jurisdiction. 
 

We agree, and have 
covered this in the 
education article 

Cross referenced 
education article, in 
section about what to 
do when a person 
lacks capacity 

Panic, struggle, strife and 
disagreement are common in 
times of disaster. 
 
I do not see that RESPECT has 
resolved any of these core 
problems. 
 

We agree, but do not 
think that ReSPECT, or 
any process can address 
all of the issues. What we 
are proposing is a 
solution to the problems 
articulated in the article.  

No change 

Talking about impending death 
can be burdensome.  At line 50, 
the TEP, on pg 5, I’m not sure 
that this locution can successfully 
sidestep what the dying patient 
must face:  “K throughout their 
health journey.”  I presume that 
means “during life.” 
 

We agree that this 
phrase is a bit clumsy, 
but it was not intended to 
be euphemistic – it was 
intended to relate to a 
patients crossing different 
health settings eg from 
community to hospital 
care and back  

We have changed 
the language.  

 

 

 
 
 
 
 
From a practical point of view it is true that no data drive efforts to improve decision-
making and that current practice requires ACPR on many patients who are very 
unlikely to benefit. 
There are single RCTs in NEJM (Curtis) and JAMA (Carson), however, showing 
harm from very sensitive discussions with patients who are nearing death.   
WE disagree that the Carson study showed harm to patients from sensitive 



discussions; the RCT was randomizing families of dying patients to be given “family 
informational and emotional support meetings led by palliative care clinicians”  
instead of routine conversations from intensivists; it was found that this intervention 
“did not reduce anxiety or depression symptoms and may have increased 
posttraumatic stress disorder symptoms.”  The intensivists conversations may have 
been more helpful.  
We have been unable to find a Curtis first author study in the NEJM relating to this – 
the only one we found was Lautrette, A., et al. (2007). "A communication strategy and 
brochure for relatives of patients dying in the ICU." N Engl J Med 356(5): 469-478. This 
study was limited to providing bereavement services to family members of those dying 
on the  ICU;if there is another paper we should reference please can you contact us 
again? 
In NEJM Weeks showed that patients receiving ‘palliative chemo’ for advanced lung 
and colon cancer who had the most unrealistic expectations for cure rated the 
communication skills of their physicians the highest. (Patients who knew their actual 
prognosis rated their physicians as poorer communicators.)  
We appreciate the importance of this study, and hope that the ReSPECT process 
will help clinicians start conversations early with their patients about what is and is 
not possible, perhaps increasing realistic expectations.   
 
For those who are clearly able to say ‘no,’ many jurisdictions have clear paths to 
accomplish this effectively. 
If ‘futility’ is defined in a given jurisdiction, and if ACPR (initiated after arrest, of 
course) meets that definition, then in many jurisdictions it need not be provided 
regardless of patient/family intent. 
If these conditions are not met then I don’t think we yet have the form that will make 
it easy to limit life-sustaining treatment.  Nor, actually, do I believe it should be easy 
to limit LST. 
 
We do not think it should be easy to limit LST , but do think it should be easy for 
patients to talk about what is important to them, and for clinicians to express what is 
clinically likely to work. We hope that this form will do both, by promoting a culture 
change in conversations.   
 
 
There is another potential pitfall. The authors refer to ‘other successful initiatives’ 
suggesting that patients who participate in planning, and their survivors, feel better 
about things. Satisfaction rates are very high in patients entering hospice, for 
example. This does not show than planning leads to a less struggle-ful death. 
Another explanation could be that humans can be more or less reconciled to their 
own death. Those at the more reconciled end are willing to plan for and  able to 
accept death. Those at the less reconciled end will refuse planning and may struggle 
against death. 
 
Any purported evidence of benefit from advance planning initiatives should address 



this confounding. 
 
We agree, of course, that satisfaction rates are very high when patients are grateful 
or reconciled to their own death, and that may not reflect on the particular 
intervention. The ‘successful initiatives’ we reference have a range of outcome 
measures including reduction in misunderstandings,   respecting patients’ 
preferences, successful communication across different care providers, and 
reduction in preventable harms ( related to the unintended consequences of 
DNACPR orders mentioned in the beginning) .  
 


