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O B J E C T I V E :  To describe h o w  medica l  res idents  d i scuss  do- 
not-resuscitate (DNR) orders w i th  pat ients .  

D E S I G N :  Prospective observat ional  study.  

S E T T I N G .  Inpat ient  medical  wards  of  one  universi ty  tertiary 
care center,  one urban city publ ic  hospital ,  and one  Veterans 
Affairs medical  center.  

P A R T I C I P A N T S :  Thirty-one medica l  res idents  se l f - se lected 
31 of their Engl i sh-speaking ,  c o m p e t e n t  pat ients ,  wi th  w h o m  
they had DNR d i scuss ions .  

M E A S U R E M E N T S .  Three i n d e p e n d e n t  observers rated audio-  
taped d iscuss ions  about  DNR orders be tween  the  medical  res- 
idents and their pat ients .  Rat ings  a s s e s s e d  whether  the phy- 
sicians met standard criteria for request ing  informed c o n s e n t  
{e.g., d isc losed the  nature,  benef i t s ,  r isks,  and outcomes ) ,  
addressed the patients'  va lues ,  and attended to the  patients'  
emotional  concerns .  

MAIN R E S U L T S :  The phys i c ians  of ten  did not  provide es- 
sential  in format ion  about  c a r d i o p u l m o n a r y  r e s usc i ta t i o n  
|CPR). While all the phys i c ians  ment ioned  mechan ica l  ven-  
ti/ation, only  55% m e n t i o n e d  c h e s t  compres s ions  and 32% 
ment ioned intensive  care. Only 13% of  the  phys ic ians  men-  
t ioned the patient's  l ike l ihood of  survival after CPR, and no  
physic ian used a numerica l  es t imate .  The d i scuss ions  lasted 
a median of 10 minutes  and were  dominated  in speaking  t ime 
by the phys ic ians .  The phys i c ians  init iated d i scuss ions  about  
the patients'  personal  va lues  and  goals  of  care in 10% of  the  
cases ,  and missed  opportunit ies  to do so.  

C O N C L U S I O N S :  Medical ethicists ,  professional societies,  and 
the public recommend  more frequent  d i scuss ions  about  DNR 
orders. Even w h e n  h o u s e s t a f f  d i scuss  resusc i tat ion wi th  pa- 
tients,  they may not  be accompl i sh ing  the  goal of  increas ing 
patient autonomy.  Research  and educat ion  m u s t  focus  on  
improving the quality,  as wel l  as  the  quantity,  of  these  dis- 
cuss ions .  

K E Y  W O R D S :  advance directives;  c o m m u n i c a t i o n  barriers; 
ethics,  medical;  informed consent ;  p h y s i c i a n - p a t i e n t  rela- 
tions; resuscitat ion orders; res idents .  
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T O respect pa t i en t  a u t o n o m y  at the end  of life, phy- 
s ic ians  talk with pa t i en t s  abou t  l i fe - sus ta in ing  in- 

tervent ions a n d  elicit the i r  preferences.  Professional  
guidel ines and  the Pa t ien t  Se l f -Determina t ion  Act en- 
dorse such  d iscuss ions .~-a  However, these d i s cus s ions  
will promote pa t i en t  a u t o n o m y  only if phys ic i ans  com- 
munica te  suff icient  i n fo rma t ion  for pa t i en t s  to make  
informed decis ions.  Pa t i en t  a u t o n o m y  will also be en-  
hanced if decis ions  take in to  accoun t  the pa t i en t ' s  gen- 
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eral values a nd  goals a nd  if pa t i en t s  perceive their  phy- 
s icians as concerned  a nd  empath ic .  A few small s tud ies  
of such d i scuss ions  suggest  t h a t  phys ic ians  control the 
decis ion-making process a n d  wi thhold  informat ion ,  b u t  
do not  analyze in  detail wha t  i n fo rma t ion  phys ic ians  
provide to pat ients .  ~ ~o 

Our objective was to de t e rmine  how phys ic ians  dis- 
cuss l imi t ing l i fe - sus ta in ing  t r e a t m e n t s  with pa t ien ts .  

We studied conversat ions between medical residents  and  
their hospitalized pat ients  about  do-not-resuscitate (DNR} 
orders for several reasons.  Do-not- resusc i ta te  orders are 
the most  c o m m o n  form of l imi t ing  t rea tment .  They pose 
difficult value choices: is the r isk of an  und ign i f i ed  dea th  

worth the small  p o s s i b i l i t y - - a b o u t  14% outs ide special  
care u n i t s - - o f  be ing  restored to life? ~ In our  experi- 
ence, housestaff  are pr imari ly  respons ib le  for these dis- 
cussions on medicine services of teaching hospitals, with 
a t tending  phys ic ians  somet imes  merely s ign ing  the or- 
ders. U nde r s t a nd i ng  how houses ta f f  carry out  discus-  
s ions about  DNR orders is a first s tep in improving  them.  

We asked several research ques t ions .  To what  extent  
do these d i scuss ions  meet  the ethical  a nd  legal cr i ter ia  
for informed consent ,  which  inc lude  disclosure abou t  
the nature ,  benefi ts ,  risks,  outcomes,  a nd  al ternat ives  
of ihe proposed procedure?  ~ Are pa t ien t s '  values a n d  
overall goals for care addressed  in the dec i s ion-mak ing  
process? Finally, do phys ic ians  a t t end  to pa t ien ts '  emo- 
tional conce rns?  
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METHODS 

Subjects 

In ternal  medic ine  res iden ts  ro ta t ing  on  the inpa-  
t ient  medical services of three t each ing  hospi ta l s  from 
April 1, 1992, t h rough  October  30, 1992, were eligible 
for the study. Pa t ients  were eligible to par t ic ipa te  if they 
spoke English,  had  not  d i scussed  r e susc i t a t i on  with a 
physician d u r i n g  the cu r r en t  hospi ta l iza t ion ,  a n d  were 
judged by their  phys ic ians  to be compe ten t  to make  de- 
cisions. To e n s u r e  that  all d i s cus s ions  were held in  s im- 
ilar set t ings,  we excluded e n c o u n t e r s  wi th  pa t i en t s  in  
the ou tpa t i en t  areas, emergency  depa r tmen t s ,  a n d  in- 
tensive care un i t s .  

Design 

Most DNR orders are wr i t t en  by the houses ta f f  after 
a formal d i scuss ion  with a pa t i en t  abou t  "code s ta tus . "  
We designed th is  s tudy  to aud io tape  these d i s cus s ions  
in their  na tu r a l  states.  One of us  (JAT) f requent ly  ap- 
peared on the i npa t i en t  wards  d u r i n g  m o r n i n g  work 
rounds  to inqu i re  abou t  u p c o m i n g  DNR d i scus s ions  a nd  
to encourage houses taf f  to par t ic ipa te  in  the s tudy.  We 
told res idents  tha t  we wan ted  to record d i s cus s ions  tha t  
they believed were essent ia l  to pa t i en t  care, a n d  asked 
them not  to create d i scuss ions  s imply for the  sake of the 
study. We d i s t r ibu ted  to all eligible houses ta f f  b r igh t  
yellow 3 × 5 - i n c h  index cards tha t  descr ibed how to 
enroll eligible pat ients .  To e n h a n c e  r ec ru i tmen t ,  we 
brought  each pa r t i c ipa t ing  res ident  a gou rme t  snac k  the 
next on-call n igh t  after t u r n i n g  in  a tape of a DNR dis- 
cussion. We ob ta ined  informed consen t  from all partic- 
ipating physic ians .  

After the phys ic ians  ident i f ied eligible pa t i en t s  wi th  
whom they p l anned  to d i scuss  DNR, we asked these pa- 
t ients  to par t ic ipate  in  the study.  We reques ted  their  
consent  to tape a d i scus s ion  abou t  wha t  they may "want  
done if they become very sick a n d  can  no longer  make  
decisions for themselves." At this  time, we collected basic 
sociodemographic in format ion .  We also asked pa t i en t s  
who refused to par t ic ipate  to provide these data.  D u r i n g  

the recrui tment  interview we referred all ques t ions  about  
advance directives a n d  DNR orders to the pa t i en t ' s  in- 
house physic ian.  

After the pa t i en t s  consen t ed  to par t ic ipa te  in  the 
study, we asked their  phys i c i ans  to tape the u p c o m i n g  

conversat ions.  A small  portable  tape recorder  was always 
available at each hospital ,  and  the pa r t i c ipa t ing  physi-  
cians taped the d i s cus s ions  at their  convenience .  The 

invest igators were not  p resen t  at  the d i scuss ions .  Each 
resident taped one d i scuss ion .  

After r e c o r d i n g  the  d i s c u s s i o n s ,  t he  p h y s i c i a n s  
completed a q u e s t i o n n a i r e  abou t  the i r  exper iences  with 
DNR d i scuss ions  and  the i r  demographic  backgrounds .  

At the end of the s ix -mon th  data  collection period, we 
dis t r ibuted  the same survey to the r e m a i n i n g  res iden t s  

who had been  serv ing  on the medical  wards  d u r i n g  t ha t  

time bu t  had  not  taped a d i scuss ion .  
The Universi ty  of California,  S a n  Francisco ,  Com- 

mittee on H u m a n  Research approved th is  protocol, a n d  
strict  conf ident ia l i ty  was m a i n t a i n e d ,  wi th  only the pr in-  
cipal invest igator  know i ng  phys ic i an  a n d  pa t i en t  iden-  

tities. 

Analysis of DNR Discussions 

To analyze the aud io t aped  d i scuss ions ,  we devel- 
oped a s tandard ized ,  explicit  coding  system.  We chose 
the specific ou tcome variables  after reviewing the  rele- 
vant  l i terature,  G. 7. 9. ~2 ~5 observ ing  n u m e r o u s  DNR dis- 

cuss ions  in practice,  a nd  c o n d u c t i n g  a focus group  of 
eight phys ic ians  in te res ted  in  medical  ethics.  

We defined outcome variables  to assess  the infor- 
mat ion  provided a bou t  c a r d i o p u l m o n a r y  r e susc i t a t i on  
(CPR), the c o m m u n i c a t i o n  process,  a n d  decis ion mak-  
ing. The codebook listed the var iables  in  q u e s t i o n  format  
on one page, a n d  i l lustrat ive examples  for each variable 
category on the facing page. We ref ined the var iables  and  
the lists of examples by coding six pilot tapes  of DNR 

discuss ions  recorded by exper ienced ger ia t r i c ians  at a 
local n u r s i n g  home.  We used  the f inal  i n s t r u m e n t  con- 
ta in ing  43 variables  to code all of the s tudy  tapes (in- 
s t r u m e n t  is available from the a u t h o r s  on  request) .  

Three psychology gradua te  s t u d e n t s  served as ra ters  
of the tapes, u s i n g  the coding sys tem developed by the 
pr imary invest igators .  They t r a ined  by coding  each of 
the pilot tapes. When  coding the s t udy  tapes, each ra ter  
worked independen t ly  a nd  followed a s t r ic t  protocol. The  

raters l i s tened to each tape a m i n i m u m  of four t imes,  
coding for different var iables  d u r i n g  the several reviews 
of the tape. All tapes were coded by the three  raters.  The 
final response for each variable was d e t e r m i n e d  by agree- 
ment  be tween two p r imary  raters.  In the case of dis- 
agreement,  the th i rd  ra ter  was used  as a tie breaker .  
Interrater  reliabili ty was calculated for each variable  us-  
ing the kappa  s ta t i s t ic  general ized to mul t ip le  raters .  16 

Except in  two cases, where  the expected rate of agree- 
ment  was h igher  t h a n  90%, all the reported var iables  
had a kappa value of at least 0.4 across  all 31 tapes  a n d  
three raters. 

Descriptive s ta t i s t ica l  analyses  were performed on 
all variables. Whenever  possible,  we collapsed o rd ina l  
categorical variables into d ichotomous  variables. We used  
the X 2 s ta t is t ic  to analyze r e l a t ionsh ips  be tween  cate- 

gorical variables. We used  S t u d e n t ' s  t- test  to analyze re- 
la t ionships  be tween  c o n t i n u o u s  variables.  

RESULTS 

Subjects 

Of the 115 res iden ts  who were eligible for the s tudy,  
50 agreed to tape a DNR d i s c u s s i o n  a n d  ident i f ied 60 
prospective pa t ien ts .  Forty-six of these  pa t i en t s  con- 
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Table t 

Demographic Characteristics of the Physicians [n = 31] 

A g e - - m e a n  (range) 

G e n d e r - - m e n  

28 {26-35)  years 

17 (55%) 

Residency year* 
PGY-I 21 (68%) 
PGY-II 6 (19%) 
PGY-III 4 (13%) 

Race 
White 21 (68%) 
Asian-American 7 (23%) 
African-American or Lat ino 3 (9%) 

Planned specialty choice 
Medical subspecial ty  13 (42%) 
General in terna l  medic ine  11 (36%) 
Other  7 {22%) 

*PGY postgraduate year. 

s e n t e d  to p a r t i c i p a t e  in  t h e  s t u d y ,  o f  w h o m  3 3  w e r e  

t aped .  T h e  r e m a i n d e r  e i t h e r  w e r e  d i s c h a r g e d  o r  b e c a m e  

acu t e ly  ill b e f o r e  a DNR d i s c u s s i o n  c o u l d  b e  h e l d .  T w o  

t a p e s  we re  t e c h n i c a l l y  u n u s a b l e ,  l e a v i n g  31 r e c o r d e d  

c o n v e r s a t i o n s  a v a i l a b l e  for  a n a l y s i s .  

Physicians 

T h e  m e a n  age  of  t h e  t a p e d  r e s i d e n t s  w a s  2 8  y e a r s .  

S l igh t ly  m o r e  t h a n  h a l f  w e r e  m e n  a n d  t h e  m a j o r i t y  w e r e  

i n t e r n s  (Tab le  1). E i g h t y - s e v e n  p e r c e n t  s t a t e d  t h a t  t h e y  

d i s c u s s  DNR d e c i s i o n s  w i t h  al l  of  t h e i r  s e r i o u s l y  ill p a -  

t i en t s ,  a n d ,  o n  a v e r a g e ,  t h e s e  r e s i d e n t s  r e p o r t e d  s l i g h t l y  

fewer  t h a n  o n e  d i s c u s s i o n  p e r  week .  S i x t y - s e v e n  of  t h e  

82  n o n ( a p e d  r e s i d e n t s  (82%)  r e t u r n e d  t h e  s u r v e y  in-  

s t r u m e n t .  No s i g n i f i c a n t  d i f f e r e n c e  w a s  f o u n d  b e t w e e n  

t h e  p h y s i c i a n s  w h o  t a p e d  d i s c u s s i o n s  a n d  t h o s e  w h o  

d id  n o t  t a p e  d i s c u s s i o n s  b u t  c o m p l e t e d  q u e s t i o n n a i r e s .  

W h e n  a s k e d  w h y  t h e y  h a d  n o t  t a p e d  a d i s c u s s i o n ,  4 2 %  

r e s p o n d e d  t h a t  i t  w a s  " t o o  m u c h  of  a h a s s l e , "  2 1 %  fo rgo t  

a b o u t  t h e  s t u d y ,  a n d  16% fel t  s e l f - c o n s c i o u s .  

Patients 

T h e  a v e r a g e  p a t i e n t  a g e  w a s  5 3  y e a r s ,  a n d  m o s t  w e r e  

m e n  (Table  2). T w e n t y - t w o  w e r e  w h i t e  a n d  e i g h t  w e r e  

A f r i c a n - A m e r i c a n .  T h e r e  w a s  n o  s i g n i f i c a n t  d i f f e r e n c e  

b e t w e e n  t h e  t a p e d  a n d  t h e  u n t a p e d  p a t i e n t s  for  a n y  of  

t h e s e  s o c i o d e m o g r a p h i c  v a r i a b l e s .  

Information a b o u t  CPR 

The Nature of CPR 

A m a j o r i t y  of  t h e  p h y s i c i a n s  m e n t i o n e d  t h e  m a i n  

c o m p o n e n t s  of  CPR  (Tab le  3). All t h e  p h y s i c i a n s  m e n -  

t i o n e d  m e c h a n i c a l  v e n t i l a t i o n ,  ye t  o n l y  5 5 %  m e n t i o n e d  

c h e s t  c o m p r e s s i o n s .  W h i l e  t h e  p h y s i c i a n s  f r e q u e n t l y  

m e n t i o n e d  t h e  v a r i o u s  i n t e r v e n t i o n s ,  t h e y  d i d  n o t  al- 

ways  d e s c r i b e  t h e m  i n  n o n t e c h n i c a l  l a n g u a g e .  T h e  fol- 

l o w i n g  q u o t e  is  a t yp i ca l  d e s c r i p t i o n  of  CPR of fe red  b y  

h o u s e o f f i c e r s :  

What  I want  to talk to you specifically abou t  is the term do- 
not-resusci tate ,  DNR is wha t  we call it, and  t h a t  is, urn, w h e n  
someth ing  h a p p e n s  to a pat ient ,  w h e n  the i r  hea r t  s tops beat-  
ing, when  thei r  lungs  stop moving  air, or w h e n  they no longer 
can breathe• Medically and  legally we as phys ic ians  are sup-  
posed to do everything we possibly can  to su s t a in  l i f e - - those  
th ings  being ches t  compress ions ,  pe rhaps  shock therapy,  
shocking the ches t  wall to make  sure  t ha t  the hear t  beg ins  
to beat  again, pu t t i ng  the  tube  down the  th roa t  and  hooking  
tha t  tube up  to a vent i la tor  . . . .  

Benefits, Risks, and Likely Outcomes of CPR 

T h e  p o t e n t i a l  b e n e f i t  of  C P R  is  s u r v i v a l ,  yet  on ly  13% 

of t h e  p h y s i c i a n s  d i s c u s s e d  w i t h  t h e  p a t i e n t s  t h e  l ike-  

l i hood  of  s u r v i v a l  a f t e r  CPR. N o n e  gave  a n u m e r i c a l  es-  

t i m a t e  of s u r v i v a l  o r  d e a t h .  W h e n  t h e  p h y s i c i a n s  d i d  

d i s c u s s  o u t c o m e s ,  t h e y  u s e d  a m b i g u o u s  l a n g u a g e ,  a s  i n  

t h e  fo l lowing  e x a m p l e s :  

• . . sometimes those efforts are t raumatic ,  sometimes they're 
futile, and  somet imes  they're successful  . . . .  

• . . oftentimes,  someone  who's  chronical ly ill, urn, or is very 
sick in some o ther  way, doesn ' t  do very well when a big re- 
susci ta t ion a t t empt  is made. 

T h e  r i s k s  of  C P R  w e r e  r a r e l y  d i s c u s s e d .  A l t h o u g h  

s u r v i v o r s  of  CPR n e a r l y  a l w a y s  r e q u i r e  i n t e n s i v e  ca re ,  

on ly  32% of t h e  p h y s i c i a n s  m e n t i o n e d  t h i s  p o s s i b i l i t y ,  

Table 2 
Demographic Characteristics of the Patients In = 31] 

A g e - - m e a n  (range) 

G e n d e r - - m e n  

53 (32 -79 )  years 

25 (81%) 

Race 
White 22 (71%) 
African-American 8 (26%) 
Latino I (3%) 

Highest educat ional  level 
Less t han  h igh  school  g radua t ion  
Graduated h igh  school 
Some college 
Graduated college or beyond 

Diagnosis 
Cancer  
AIDS 
Liver disease 
Other  

Hospital 
VA Medical Center* 
County hospi ta l  
University hospi ta l  

3 (10%) 
12 (40%) 
12 (40%) 
3 (10%) 

13 {42%) 
12 (38%) 
3 (10%) 
3 (10%) 

11 (35%) 
11 (35%) 
9 (29%) 

*VA = Veterans A.~'airs. 
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and only one  descr ibed  the  po ten t ia l  for a p ro longed  

intensive care u n i t  stay. T h i r t e e n  pe rcen t  of  the  physi-  

cians m e n t i o n e d  the  poss ibi l i ty  of adverse  neuro log ic  

outcomes,  and  16% m e n t i o n e d  o ther  p rocedure - re la ted  

complicat ions  s u c h  as b roken  ribs, t h roa t  d a m a g e  f rom 

intubat ion,  or general  pa in  and  suffering.  

We observed cons iderab le  var iabi l i ty  in how the  phy- 

sicians framed choices for patients .  Two d iscuss ions  wi th  

AIDS pat ients  demons t ra te  this  phenomenon .  Both young  

men were recover ing  f rom the i r  first  ep isodes  of P n e u -  

m o c y s t i s  c a r i n i i  p n e u m o n i a  and  faced s ta t is t ica l ly  in- 

d i s t inguishable  prognoses .  One  phys ic ian  impl ied  tha t  

the l ikelihood of survival  af ter  mechan i ca l  ven t i l a t ion  is 

high: 

If, you, uh, for example, your pneumonia should have been 
worse; I think with the kind of infection that you have it 
would have been reasonable and certainly within the realm 
of a reversible condition to treat that, and I think you wouldn't 
be permanently on a ventilator or anything like that. 

In contras t ,  the  second  phys ic ian  gave an  impres-  

sion that  the l ikel ihood of survival  af ter  m e c h a n i c a l  ven- 

t i lation is low: 

If you needed to go on a machine, I don't think we'd ever be 
able to get you off the machine. 

The first  pa t i en t  s t a ted  a preference  for i n t u b a t i o n  

in the event of a fu tu re  resp i ra tory  arrest ,  whi le  the  sec- 

ond pat ient  decl ined the in te rven t ion .  

Alternatives to CPR 

Only two of the phys i c i ans  explicitly told pa t i en t s  

that  should  CPR be indica ted ,  the only a l te rna t ive  is 

death. In fact, only 29% of the  phys ic i ans  m e n t i o n e d  the 

words "dea th"  or "die."  Othe r s  used  some  form of eu- 

phemism for dea th  s u c h  as "would no t  surv ive ,"  "come 

the end t ime,"  or "let you go."  Thir ty- two pe rcen t  men-  

t ioned tha t  comfor t  m e a s u r e s  would  be offered shou ld  

the pa t ient  choose  not  to be resusc i ta ted .  Th ree  of these  

physicians  ci ted specific i n t e rven t i ons  s u c h  as p a i n  con- 

trol and med ica t ions  to al leviate b rea th le s sness .  

The Communication Process 

The m e d i a n  conve r sa t ion  las ted j u s t  over 10 min-  

utes  (range, 2.5 to 36.1 minu tes ) .  The  phys ic i ans  spoke 

for 73% of the  t ime,  and  the  m e d i a n  t ime  the  pa t i en t s  

spoke was only 2 minu t e s ,  36 seconds .  A l though  the  

majority of  the d i s c u s s i o n s  took place in pr iva te  se t t ings ,  

in 32 % of the cases  o the r  conve r sa t i ons  were easily hea rd  

in the background .  

Specific Communication Techniques 

The phys ic ians  used  several  t e c h n i q u e s  to help the  

pat ients  make  decis ions .  W h e n  the pa t i en t s  s e e m e d  no t  

to under s t and ,  the phys i c i ans  always made  an  effort to 

Table 3 
Information Provided by the Physicians about 

Cardiopulmonary Resuscitation [CPR] 

No. [%] Physicians 
Mentioning Item 

(n = 31) 

Nature of the procedure 
Mechanical ventilation 31 (100%) 
Endotracheal intubation 26 (84%l 
Cardioversion 21 (68%) 
Chest compressions 17 (55 % ) 
Intensive care 10 (32%) 

Outcomes 
Likelihood of survival with CPR 
Numerical estimate of survival 

4 (13%) 
0 /0%1 

Risks 
Prolonged ICU* stay 1 (3%) 
Adverse neurologic sequelae 4 ( 13 % ) 
Procedure-related complications 5 ( 16 % ) 

Alternatives 
Death 2 (6%) 
Comfort measures 10 (32%) 

*ICU - in t ens ive  care  unit .  

provide assistance.  TWenty-nine percent  asked about  the 

pat ient ' s  own pas t  exper iences  to help  t h a t  p a t i en t  com- 

prehend  the dec i s ion  abou t  CPR. Twenty-s ix  pe rcen t  

suggested tha t  the  pa t i en t  d i s cuss  the  i s sue  wi th  family 

members  or f r iends,  a n d  16% e n c o u r a g e d  the  pa t i en t  to 

rediscuss  the i ssue  at  a la ter  t ime.  

Patient Values and  Genera l  Goals of C a r e  

Only 10% of the phys i c i ans  in i t i a ted  d i s c u s s i o n s  

about  the pa t i en t ' s  pe rsona l  va lues  a n d  genera l  goals  of 

care. For example, one phys ic ian  asked his  pat ient ,  "Have 

you taken the oppo r tun i t y  to t h i n k  abou t  how you would  

want  to spend  your  last  t i m e ? "  A n o t h e r  phys i c i an  began  

a d i scuss ion  wi th  h is  p a t i e n t  by saying,  "Could  you tell 

me a little more  abou t  yourself ,  like where  you ' re  f rom 

and what  k ind  of b a c k g r o u n d  you come f r o m ? "  Both  of 

these ques t i ons  led to f u r t h e r  exp lora t ion  of the p a t i e n t s '  

fears and  hopes  abou t  the i r  i l lnesses  and  t r ea tmen t s .  

The pa t i en t s  f requent ly  s t a t ed  tha t  they  w i s h e d  to 

be kept alive only if the i r  " 'quality of life" was  good. In 

these cases, the phys i c i ans  and  the  pa t i en t s  agreed t h a t  

once the pa t i en t ' s  "qua l i ty  of life" was  u n a c c e p t ab ly  poor,  

c a r e  would be wi thhe ld  or w i thd rawn .  However,  a "good 

quali ty of life" was never  defined.  The  phys i c i ans  a n d  

the pa t ien ts  appea red  to a s s u m e  tha t  each  u n d e r s t o o d  

what  the o ther  was  ta lk ing  about .  

Missed Opportunit ies 

The phys ic i ans  in th is  s tudy  s o u n d e d  ca r ing  a n d  

concerned.  In the  two in s t ances  w h e n  pa t i en t s  b e g a n  to 

cry, bo th  phys ic i ans  reac ted  wi th  compass ion .  We ob- 

served several examples  of good skills in h a n d l i n g  emo- 
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tions. ~7~ 18 When one t e rmina l ly  ill pa t ien t ,  a farmer,  ex- 

pressed h is  fear that ,  " I 'm r igh t  in the middle  of 200 

acres and I won ' t  f in ish  t h e m , "  the phys ic ian  responded ,  

"That ' s  tough to t h ink  abou t . "  Ano the r  pat ient ,  refer r ing  

to the cu r r en t  hospi ta l iza t ion ,  said, "I t h o u g h t  I was 

going to die here ."  His phys i c i an  responded,  "How do 

you feel about  t h a t - - d o e s  it scare  you?"  

Nevertheless,  we observed  m a n y  more  m i s s e d  oppor-  

tuni t ies  to d i scuss  pat ients"  conce rns  and  values.  19 2~ 

In one encounter ,  the phys i c i an  encouraged  the  pa t i en t  

to talk, yet when  the pa t ien t  raised concerns  about  death,  

and even referred to suicide,  the  phys ic ian  did no t  ac- 

knowledge those  feelings (Dialogue 1, sidebar).  Instead,  

he presen ted  a new medica l  scena r io  and  aga in  asked  

the pa t ien t  about  his  p re fe rences  for resusc i ta t ion .  

Decision Making 

All of the res iden ts  allowed the i r  pa t i en t s  to choose  

whether  they wished  to have a DNR order  wri t ten .  Sev- 

enty-one percent  gave no explici t  r e c o m m e n d a t i o n ,  and  

the remainder  offered only a mild recommendat ion .  While 

none made s t rong  r e c o m m e n d a t i o n s ,  the phys ic i ans  

somet imes  used  o ther  m e a n s  to encourage  a pa t i en t ' s  

decision or to change  a pa t i en t ' s  mind .  Dia logue 2 (side- 

bar) provides an  example  of a phys ic ian  who  repeatedly 

asked directed q u e s t i o n s  tha t  placed p r e s su re  on the 

pa t ient  to make  a decis ion.  

Thi r ty-n ine  percent  of the pa t i en t s  in this  s tudy  re- 

ques ted  tha t  a DNR order  be wri t ten• At the o ther  ex- 

treme, 19% asked to c o n t i n u e  to receive all the rap ies  

("full code")• In the middle,  29% chose  to have a par t ia l  

code or a t ime- l imi ted  trial of resusc i t a t ion .  Th i r t een  

percent  of the pa t i en t s  pos tponed  the decis ion,  under -  

s t and ing  that ,  in the m e a n t i m e ,  all m e a s u r e s  would  be 

a t tempted  if necessary.  D i s a g r e e m e n t s  be tween  the phy- 

s icians and the pa t i en t s  were noted  by the ra te rs  in only 

eight cases. In four cases  the phys ic ian  tr ied to change  

the patient 's  mind.  In the o ther  four, the physic ian asked 

the pa t ient  to explain h is  or he r  pos i t ion  in more  detail• 

DISCUSSION 

Cardiopulmonary  resusc i ta t ion  offers pa t ien ts  a small 

chance to be res tored to life, at  the r isk  of an  und ign i f i ed  

death. To make  an in fo rmed  dec is ion  abou t  w h e t h e r  th is  

benefit  is wor th  the risk, a pa t i en t  needs  to u n d e r s t a n d  

the na tu re  of  CPR and  the  l ikel ihood of var ious  out-  

comes. Our  resul ts  sugges t  that ,  because  of sho r t com-  

ings in c o m m u n i c a t i o n ,  these  conversa t ions  abou t  CPR 

may often not  achieve the  goal of e n h a n c i n g  pa t i en t  au- 

tonomy. 

We identified several c o m m u n i c a t i o n  problems. First, 

the phys ic ians  did not  provide  e n o u g h  i n f o r m a t i o n  for 

the pa t ien ts  to make  in fo rmed  choices.  In formed  con- 

sent  requi res  phys ic ians  to disclose the n a t u r e  of an  

intervent ion,  the r i sks  a n d  benefi ts ,  the  a l ternat ives ,  

and the likely consequences .  ~2 In our  s tudy,  only 13% 

Patient: 

Doctor: 

Patient: 

Doctor: 

Patient: 

Doctor: 

Dialogue t 
A Missed Opportunity 

I've a l r e a d y  gone  through per iods  w h e r e  I 

h a p p e n  to f e e l  life isn't  wor th  living a l ready  

a n d  I k n o w  that  I 'm f a r  f r o m  being towards  

the e n d . . .  

Uh huh .  

• . . but, um,  a n d  you  k n o w  I have  a f e w  

f r i e n d s  a n d  the sub jec t  o f  se l f -de l iverance  

turns up often a n d  that  their f e e l i n g s  usu-  

al ly  a l w a y s  c h a n g e  the  s icker  tha t  they  get  

• . . they  still w a n t  to h a n g  on . . . 

Right.  

. . . but,  it's very d iscouraging,  it's upset t ing 

talk ing about  this right n o w  . . . 

Absolu te ly .  Let  m e  a s k  you,  i f  right n o w  you  

were  to deve lop  p n e u m o t h o r a x ,  w h i c h  is a 

l eak  in your  lungs,  a n d  b e c a u s e  o f  that  you  

b e c a m e  acu te ly  shor t  o f  breath,  w h a t  w e  

u sua l l y  do in tha t  case  is pu t  a ches t  tube  

in your  lung to r e e x p a n d  the lung, a n d  if  

_for one reason or ano the r  b e c a u s e  of  that  

you  deve loped ,  let's say .  ano ther  p n e u -  

m o n i a  on  top o f  y o u r  P n e u m o c y s t i s ,  or 

wha tever ,  w e  w o u l d  ac tua l l y  uh, probably  

pu t  you  on the  ventilator.  N o w  at  this poin t  

I w o u l d  th ink  tha t  your  base l ine  heal th  is 

pret ty  good a n d  I w o u l d  ac tua l l y  hope to be 

able  to turn you  a r o u n d  so that  I w o u l d  ac- 

tual ly  r e c o m m e n d  you  be pu t  on the ven- 

tilator• 

of the phys ic ians  m e n t i o n e d  the l ikel ihood of survival  

after CPR, and no one quan t i f i ed  these  data. Qual i ta t ive  

terms of probabi l i ty  are a m b i g u o u s  and  in te rp re ted  

inconsis tent ly  by different  people. 22- 2:~ When a phys ic ian  

says, "'A lot of people do bet ter ;  some  won ' t , "  a pa t i en t  

might  reasonably  conc lude  tha t  the l ikelihood of surviv-  

ing CPR is ak in  to f l ipping a coin.  In fact, only 7% to 

14% of all pa t i en t s  hospi ta l ized  on general  medical  ser- 

v i ce s  w h o  u n d e r g o  CPR s u r v i v e  to h o s p i t a l  d i s -  

charge. ~ ~. 24.25 In subgroups  of seriously ill patients,  such  

as many in th is  s tudy,  even fewer survive.  In one s tudy  

of inpa t ien ts  who had  AIDS, only one of 43 pa t i en t s  who  

underwent  CPR survived  to hospi ta l  d ischarge.  26 Al- 

though pred ic t ions  for any ind iv idua l  pa t i en t  are in- 

herently unce r t a in ,  aggregate  da ta  desc r ib ing  ou t come  

can be p resen ted  to help pa t i en t s  make  decis ions.  For 

example, pa t i en t s  who choose  to be resusc i t a t ed  of ten 

overest imate  the success  of CPR and  change  thei r  m i n d s  

after their  m i sconcep t ions  are corrected.  27 ~s 
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Second, the phys i c i ans  failed to elicit the pa t i en t s '  
values and  concerns .  Instead,  they ques t ioned  the pa- 
t ients  repeatedly abou t  specific procedures  wi thou t  ad- 
equately exploring the pa t i en t s '  goals. They rarely clar- 
ified the m e a n i n g  of vague te rms  such  as "qual i ty  of life," 
which may be viewed differently by pa t i en t s  wi th  dis- 
abilities and  their  heal thy phys ic ians .  29, 3o We endorse  

the sugges t ion  that  phys i c i ans  first elicit pa t i en t s '  val- 
ues, their  goals for care, a n d  the i r  life preferences,  y, 13 
For example, does the pa t i en t  care more  abou t  qual i ty  
of life or q u a n t i t y  of life? Or, does the pa t i en t  w a n t  to 
live to observe a specific event  (such as to see the b i r t h  
of a grandchi ld)?  In th is  approach,  specific decis ions  
about  resusc i ta t ion  may unfold  na tu ra l ly  from these 
general  preferences .  P robab i l i s t i c  i n f o r m a t i o n  a b o u t  
outcomes can help pa t i en t s  de te rmine  how m u c h  r isk 
they are willing to a s s u m e  to achieve the i r  general  goals. 

Third,  the phys ic i ans  may have h i n d e r e d  the pa- 
t ients  from ra i s ing  concerns  a n d  fully d i s c u s s i n g  treat- 
ment  preferences. The phys ic i ans  d o m i n a t e d  the dis- 
cussions.  The pa t i en t s  spoke, on average, less t h a n  3 

minutes ,  and  were no t  encouraged  to express them- 
selves fully. In Dialogue 1, character ized as a "missed  
opportunity," the physic ian overlooked the pat ient ' s  fears, 
concerns,  and  m e n t i o n  of suicide,  a n d  was focused on  

a decision about  in tuba t ion .  Instead, this  physic ian  could 
have made empath ic  commen t s ,  explored the pa t i en t ' s  
fears, and  inqu i r ed  how the pa t i en t  def ined a n  unac -  
ceptable qual i ty  of life. ~7, ~ 

This  s tudy  has  several l imi ta t ions .  The  presence  of 
the tape recorder may have inf luenced  the d i s cus s ions  
if the phys ic ians  tr ied conscious ly  to perform better.  If 
this occurred, the b ias  actual ly s t r e n g t h e n s  our  f ind ings  
because c o m m u n i c a t i o n  p rob lems  in  DNR d i scus s ions  
would be under rep resen ted .  We analyzed only 31 dis- 
cuss ions  by 27% of the available housestaff .  The resi- 
dents  who par t ic ipa ted  in  the s tudy  were likely those 
most  confident  in  their  c o m m u n i c a t i o n  skills a n d  may 
have even selected pa t i en t s  wi th  w h o m  it was easy to 
talk. Yet our  s tudy  is the largest  to date a n d  the only 
one to characterize in  detail  the i n fo rma t ion  provided to 
pat ients  about  the DNR decision.  Only two, smal ler  s tud-  
ies have recorded d i s cus s ions  abou t  l i f e - sus ta in ing  in- 
terventions.8. ~o The low par t i c ipa t ion  rate in  our  s tudy  
reflects the difficulty ident i fy ing appropr ia te  d iscus-  
sions ra ther  t h a n  a h igh  rate of phys ic i an  refusal.  There  
is no reason to believe t ha t  the n o n t a p e d  phys ic i ans  
would have performed bet ter .  Indeed, if some phys ic ians  
declined to par t ic ipate  because  they were self-conscious 
about  be ing  taped or no t  conf ident  in  the i r  skills, they 
would show at least as m a n y  s h o r t c o m i n g s  as would 
those phys ic ians  who agreed to be taped. 

Nearly 40% of the pa t i en t s  in  our  s tudy  were young  
men with AIDS. It is likely tha t  this  sample  would b ias  
the s tudy  toward be t te r  conversa t ions ,  because  in  S a n  
Francisco such  pa t i en t s  are typically well-educated,  well 
informed about  t r e a t m e n t  choices, a n d  eager to make  
decisions abou t  their  care. We c a n n o t  general ize our  

results to phys ic ians  in  pract ice,  who have more expe- 
rience and  longer r e l a t ionsh ips  wi th  the i r  pa t ien ts .  How- 
ever, in managed  care, exper ienced phys i c i ans  may  need  
to conduct  DNR d i s c u s s i o n s  wi th  pa t i en t s  they have 
known only briefly. 

Finally, we did no t  s tudy  the pa t i en t s '  perspect ives  
on these conversa t ions .  We do not  know how m u c h  they 
unders tood of these d i scus s ions ,  whe the r  they were sat-  

Dia logue 2 
Placing Pressure on a Patient 

to Make  a Decision 

Doctor: I f  you  ever  got so s i ck  tha t  y o u  j u s t  couldn ' t  

b rea the  on your  o w n ,  w o u l d  you  w a n t  to be 

kep t  comfor tab le  a n d  go a n d  l eave  this 

world,  or w o u l d  y o u  w a n t  to be pro longed  

arti f icially on this  brea th ing  m a c h i n e ?  

(The patient and physician deliberated for several 
minutes. ) 

Patient: I'll tell you  the truth, I don ' t  k n o w  w h i c h  

one, f can't  decide.  Whichever  one  they  th ink  

is be t ter , for  bet ter  or f o r  worse,  I don ' t  w a n t  

it. Other  t h a n  tha t  I don' t  k n o w .  

Doctor: Right.  B u t  w o u l d  y o u  w a n t  peop l e  to c o m e  

in here  a n d  p o u n d  on your  ches t  a n d  p u t  a 

tube d o w n  your  throat  to k e e p  you  a l ive?  

Patient: No, I w o u l d n ' t  w a n t  all tha t  beat ing.  

Doctor: No. Are  you  sure  abou t  that?  

Patient: I don' t  k n o w - - I  hope  I never  h a v e  it. 

Doctor: Okay ,  we l l  s o m e d a y  you  will .  "Cause s o m e -  

d a y  w e  all die. 

Patient: I k n o w ,  but  I hope  ! won ' t  h a v e  to h a v e  that.  

Doctor: So you  w o u l d  never  w a n t  to h a v e  tha t  

p o u n d i n g  on your  ches t?  

Patient: No. 'cause I don ' t  t h ink  I cou ld  s t a n d  it. 

Doctor: Or, w h a t  abou t  the  electric s h o c k  on  your  

ches t?  

Patient: I don' t  u n d e r s t a n d  e i ther  one  o f  'era. Bo th  

of  'em is b a d  a n d  both o f  'em is good, so I 

don' t  k n o w .  

{A similar discussion continued.I 

Patient: See,  you  keep  a s k i n g  the s a m e  thing over  

a n d  over. 
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isfied with their care, whether  they felt l i s tened to, and 
how they would improve these  d i s c u s s i o n s .  Th i s  is an 
important area for further research.  

Much research in e th ics  ha s  focused on the appro- 
priate use  of DNR orders and urges  more frequent  dis- 
cuss ions  with pat ients  about  this  i s sue .  This  s tudy  dem- 
onstrates that even when  phys ic ians  d i scuss  resusci tat ion 
with patients ,  they may not  accompl i sh  the goal of in- 
creasing patient  au tonomy.  We l lmst  focus research and  
educat ion on improving  the quality,  as well as the  quan-  
tity, of these d i s c u s s i o n s .  For example,  future research 
should examine what  information patients  want  to know 
a b o u t  r e s u s c i t a t i o n  a n d  w h a t  c o m m u n i c a t i o n  ap- 
proaches best  e n h a n c e  pat ients '  d e c i s i o n - m a k i n g  ability. 

Yet, even before these  q u e s t i o n s  are fully answered,  
we can sugges t  how to improve p h y s i c i a n - p a t i e n t  com- 
munica t ion  about  resusc i ta t ion  dec i s ions .  Phys i c ians  
should give pat ients  a balanced presentat ion  of the  op- 
tions, inc lud ing  a jargon-free descr ipt ion of  CPR and its 
risks and benef i t s  and relevant outcome  data. Both  nu-  
merical and qual i tat ive  express ions  of probabil i ty shou ld  
be given, and phys i c ians  s h o u l d  avoid b ias  in framing 
data. ~s An objective presentat ion  of opt ions  does not  pre- 
clude g iv ing a recommendat ion .  While pat ients  want  to 
receive as m u c h  informat ion  as poss ible  about  prospec- 
tive treatments ,  they also want  p h y s i c i a n s  to share  in 
decis ion m a k i n g  and to state  an  opinion.  32, :~'~ In addi- 
tion, phys i c ians  shou ld  make  d i s c u s s i o n s  about  CPR 
relevant to the patient's  personal  experience.  A more 
patient-centered approach,  u s i n g  open-ended q u e s t i o n s  
and empathic  l i s tening ,  will help p h y s i c i a n s  focus on 
the patient's concerns  and goals  for care. ~, :~4 To achieve 
our goal of promot ing  patient autonomy,  phys ic ians  need 
to improve the qual i ty  of conversat ions  about  l ife-sus- 
ta ining intervent ions .  

The authors are indebted to John Jacobs, MA, Jeff Limon, and 
Melissa Welter, MA, for rating the audiotapes, and to Rick Sloane, 
MPH, for statistical analysis. 
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