
05-Feb-2017  

 

Dear Dr. Fritz  

 

# BMJ.2017.037503 entitled "Focus on the patient, not the decision: why and how DNACPR policy needs to change  
Plans for Emergency Care and Treatment: new approaches to CPR decisions in response to identified problems with current 

practice."  

 

 

Thank you for sending us this paper and giving us the chance to consider your work.    

 

We sent it out for external peer review and discussed it at the Analysis manuscript committee meeting (present: Soumyadeep 

Bhaumik, Theodora Bloom, Navjoyt Ladher, Stephen Leeder, Emma Rourke).  

 

 
If you are able to amend it in the light of our and/or reviewers' comments, we would be happy to consider it again.  

 

The reviewers' comments are at the end of this letter. The editors' comments are listed below:  

 

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  

 

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.  

 

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?  

 

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?  

 
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  

 

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.  

 
7) Could you expand on the development of RESPECT - who was involved in the working group, when is it being launched?  

 

 

 

We hope that you will revise your paper and send it back to us in one week (Sunday 12th February). When submitting your 

revised manuscript please provide a point by point response to our comments and those of any reviewers.  

 

Please note that resubmitting your manuscript does not guarantee eventual acceptance, and that your resubmission may be 

sent again for review.  

 
 

Once you have revised your manuscript, go to https://mc.manuscriptcentral.com/bmj and login to your Author Center.  Click 

on "Manuscripts with Decisions," and then click on "Create a Resubmission" located next to the manuscript number.  Then, 

follow the steps for resubmitting your manuscript.  

 

You may also click the below link to start the resbumission process (or continue the process if you have already started your 

revision) for your manuscript. If you use the below link you will not be required to login to ScholarOne Manuscripts.  

 

*** PLEASE NOTE: This is a two-step process. After clicking on the link, you will be directed to a webpage to confirm. ***  
 

https://mc.manuscriptcentral.com/bmj?URL_MASK=755e2dd6e35a41c78604196f496ecf74  

 

IMPORTANT:  Your original files are available to you when you upload your revised manuscript.  Please delete any redundant 

files before completing the submission.  

 

I hope you will find the comments useful. Please don't hesitate to contact me if you wish to discuss this further.  

 

Yours sincerely  

 
 

Navjoyt Ladher  

nladher@bmj.com  

 

**IMPORTANT INFORMATION TO INCLUDE IN A RESUBMISSION**  

 

Instead of returning a signed licence or competing interest form, we require all authors to insert the following statements into 

the text version of their manuscript:  

 
Licence for Publication  



The Corresponding Author has the right to grant on behalf of all authors and does grant on behalf of all authors, an exclusive 

licence (or non exclusive for government employees) on a worldwide basis to the BMJ Publishing Group Ltd to permit this 

article (if accepted) to be published in BMJ and any other BMJPGL products and sublicences such use and exploit all subsidiary 

rights, as set out in our licence (http://group.bmj.com/products/journals/instructions-for-authors/licence-forms).  

 
Competing Interest  

Please see our policy and the unified Competing Interests form http://resources.bmj.com/bmj/authors/editorial-

policies/competing-interests. Please state any competing interests if they exist, or make a no competing interests declaration.  

 

 

Reviewer(s)' Comments to Author:  

 

Reviewer: 1  

 

Recommendation:  
 

Comments:  

In one view advance care planning assumes that patients have or can generate wishes and goals that are not going to change 

and that are specific enough to be used to guide their care in any of a variety of specific and unimaginable future events. The 

task is therefore seen as gently and with great sensitivity ‘biopsying’ the patient to obtain these wishes and goals.  

 

In the event, the patient must hold two hypotheticals in mind: imagine that you have lost the ability to make decisions AND 

that you are so sick that decisions are needed about life-sustaining treatment.  

 
The authors review some standardized efforts to ‘biopsy’ (MOST, POLST, TEP, UFTO), with a focus on the decision to accept or 

reject an attempt at CPR, (I very much like that they make explicit that the procedure is no more than an attempt). They then 

describe a new approach, RESPECT, developed by a collaboration of stakeholders.  

 

Several barriers to making good plans are very difficult to address.  

 

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-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.  

 

Panic, struggle, strife and disagreement are common in times of disaster.  

 

I do not see that RESPECT has resolved any of these core problems.  

 
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. 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.)  

 

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.  

 

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:  “… throughout their health journey.”  I presume that means “during 

life.”  

 

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.  

 

Thomas E. Finucane  

 

 

Additional Questions:  
Please enter your name: Thomas Finucane  

 

Job Title: Professor of Medicine  

 

Institution: Johns Hopkins Univ School of Med  

 

Reimbursement for attending a symposium?: No  

 

A fee for speaking?: Yes  
 



A fee for organising education?: No  

 

Funds for research?: No  

 

Funds for a member of staff?: No  
 

Fees for consulting?: Yes  

 

Have you in the past five years been employed by an organisation that may  

in any way gain or lose financially from the publication of this paper?: No  

 

Do you hold any stocks or shares in an organisation that may in any way  

gain or lose financially from the publication of this paper?: No  

 

If you have any competing interests <A HREF='http://www.bmj.com/about-bmj/resources-authors/forms-policies-and-
checklists/declaration-competing-interests'target='_new'> (please see BMJ policy) </a>please declare them here: Speaker at 

academically-sponsored events only. Receive honoraria for these.  

 

On Pharmacy Committee of an insurance company.  

 

 

Reviewer: 2  

 

Recommendation:  
 

Comments:  

1. This paper provides a rational   for and describes the development of the RePECT advance car planning document  

 

2. The topic is extremely important, and arises commonly (almost universally) in acute hospital care. Currently guidance on 

DNACPR is ethically, legally and professionally inconsistent, difficult to operationalise and unsatisfactory.  

 

3. The paper is brief, and well written. The case is logical and well made, informed by practical examples from around the 

world. The appendices are vital to understanding the text.  

 
4. The MOST web link did not work  

 

 

Additional Questions:  

Please enter your name: Rowan Harwood  

 

Job Title: consultant/professor geriatric medicine  

 

Institution: Nottingham University hospitals NHS Trust  
 

Reimbursement for attending a symposium?: No  

 

A fee for speaking?: No  

 

A fee for organising education?: No  

 

Funds for research?: No  

 

Funds for a member of staff?: No  
 

Fees for consulting?: No  

 

Have you in the past five years been employed by an organisation that may  

in any way gain or lose financially from the publication of this paper?: No  

 

Do you hold any stocks or shares in an organisation that may in any way  

gain or lose financially from the publication of this paper?: No  

 
If you have any competing interests <A HREF='http://www.bmj.com/about-bmj/resources-authors/forms-policies-and-

checklists/declaration-competing-interests'target='_new'> (please see BMJ policy) </a>please declare them here:  

 

 

Reviewer: 3  

 

Recommendation:  

 

Comments:  

This is a well written and researched article which demonstrates the authors’ thoughtful reflection of issues surrounding 
DNACPR order.  They have considered various models and have given a well balanced view of how to progress the discussion 

on this sensitive topic.  

 

Comments  

Title: Is appropriate and coveys the ethos of the study.    

Suggestion:  It may be better to state “why and how DNACPR policy could change” rather than should change.  

 

 

Main Text:  
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 implementation which is inadequate as stated by the reference provided. 

 Clarification to this effect will be advisable.  

 

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.    

 

Page 4/ 12-13  

May be better to state “quality of life which may not be acceptable.”  

 

4/ 38-39  

Needs a reference to support statement that this initiative is likely to lead to increased discussion of DNACPR in the 

community.  

 
 

Further 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.  

 

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.  

 

It 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.  

 

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.  

 

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.  

 
Conclusion:  

Overall this is a balanced article and should be considered for publication with minor revisions. There is pressing need for 

standardising NHS policies and forms for DNACPR decision making.  ReSPECT promotes person centred approach and high 

standards of decision making in all care settings.  
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gain or lose financially from the publication of this paper?: No  
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Date Sent: 

05-Feb-2017 

 


