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Cardiopulmonary resuscitation:
who makes the decision?

Marguerite E Hill, Gerry MacQuillan,
Melissa Forsyth, David A Heath

Recent guidelines suggested that cardiopulmonary
resuscitation should not be given (a) when a patient
competent to give informed consent does not wish to
have it, (b) when a patient is not competent to give
consent and resuscitation is considered to be against
his or her best interests, or (c) when resuscitation
would probably not be successful.' Attempts are made,
however, to resuscitate patients with little prospect of
recovery,2 and few doctors in Britain ascertain whether
a patient wishes to be resuscitated.
We explored doctors' views on resuscitation and

determined if it was possible to ask patients whether
they would wish to be resuscitated.

Methods and results
A questionnaire was sent to 80 hospital doctors to

establish who took part in decisions on which patients
to resuscitate and to ascertain which patients would be
resuscitated. Before being discharged from a general
medical ward 50 consecutive patients were asked who
should decide if patients should be resuscitated and
whether they would have wanted to be resuscitated if
they had collapsed during their admission. A further
50 consecutive general medical inpatients were asked
within 24 hours of admission whether they wished to
be resuscitated if they collapsed during their admission.
In both groups of patients, the patients' wishes were
compared with the decisions of the medical team.
Only one of the 34 doctors who returned the

questionnaire thought that patients should be consulted

Results of survey of 100 general medical inpatients about cardiopulmonary resuscitation. Values are
numbers (percentages) ofpatients unless stated othenvise

Before discharge Within 24 hours ofadmission

Men Women Men Women
(n=24) (n=26) (n=20) (n=30)

Average (range) age (years) 61 (25-84) 66 (20-85) 63 (29-83) 71 (51-85)
Patients wishing to take part in decision on

resuscitation 18 (75) 17 (65) 12 (60) 12 (40)
Age of patients not wanting to be

resuscitated (years)
60 1/10 (10) 1/5 (20) 1/6 (17) 0/4 (0)

>60 6/14 (43) 13/31 (62) 4/14 (29) 17/26 (65)

Differences between two groups of patients and between men and women were not significant.

routinely on the decision to resuscitate; the remaining
33 doctors thought that patients should never or only
rarely take part in the decision. In practice no doctors
discussed resuscitation with patients, although two
spoke to relatives. While junior staff who retumed the
questionnaire would resuscitate all healthy people
irrespective of age, seven of the 24 senior staff would
not resuscitate healthy patients aged over 70. Although
the doctors' reluctance to resuscitate patients increased
with increasing severity of illness, a third of the doctors
would attempt to resuscitate patients with incurable
malignancy.
The table shows the patients' responses. All patients

thought that resuscitation should be discussed with
them, and only one was emotional during the interview.
Overall, 59 wished to take part in the decision, and
many thought that the decision to resuscitate should be
theirs alone. A substantially greater proportion of
patients (especially women) over 60 than 60 or under
did not want to be resuscitated, even though few had
malignant disease or were expected to die soon.
In 65 cases the patients and doctors agreed about
resuscitation. In 27 cases, however, the doctors
favoured resuscitation while the patients did not;
disagreement between doctors and patients was
particularly common when the patients were women
over 60 (in 21 of 47 cases the women did not want
resuscitation while the doctors did).

Comment
Despite the poor response rate to the questionnaire

(43%) our results clearly show that few doctors seek
patients' views when deciding whether to resuscitate.
Furthermore, many doctors would attempt to re-
suscitate patients with little or no prospect of recovery.

Doctors generally believe that it would distress
patients to discuss resuscitation.4 In our survey, how-
ever, all patients thought that it was appropriate for
doctors to discuss it with them, and most wanted to
take part in the decision. Indeed, the wishes ofmany of
the older patients conflicted with the doctors' decisions.
If doctors are to satisfy the guidelines for withholding
resuscitation they will have to make important changes
in the way they practise.
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Views ofelderly patients and their
relatives on cardiopulmonary
resuscitation

R Morgan, D King, C Prajapati, J Rowe

Proposed guidelines for withholding cardiopulmonary
resuscitation suggest that "when appropriate, consul-
tations with patients or their relatives, or both, should
be considered before decisions are made."' In practice
when a decision is made not to resuscitate an elderly
patient the patient is rarely consulted even if he or she
is mentally competent. Relatives are more likely to be
consulted. We assessed the views of both elderly
patients and their relatives on this subject.

Methods and results
We interviewed 100 alert patients (abbreviated

mental test score at least 8 out of 10:. mean age 80-4
years; 62 women) and their legal next of kin. All
were interviewed individually in private by a doctor
unknown to them. The main diagnoses were; angina
(28), chest infection (22), heart failure (8), stroke (8),
cancer (6), miscellaneous (28). The median length of
stay was 22 days (range 0-89). Patients were aware of
their diagnoses and were interviewed when the acute
illness was over. No patient was imminently expected
to die.
The procedure for cardiopulmonary resuscitation

was explained to everybody interviewed. Criteria
associated with a good outcome were explained as well
as its futility in certain cases and the fact that it might
result in dependency before eventual death. Data were
analysed using McNemar's X2 test.
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