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Unfortunately, many individuals do not
recover neurological function after
resuscitation from a cardiac arrest. Family
members and providers are often charged
with difficult decisions regarding goals of
care for patients who do not regain
consciousness. Resuscitation scientists
have examined trends in withdrawal of life
support after cardiac arrest (1) and
predictors of poor neurological recovery
(2). However, comparatively little work
has been done to investigate the decision-
making process or the communications
that occur between providers and family
members during this time of uncertainty.

New questions regarding the decision-
making process were generated by the
release in 2015 of guidelines for postarrest
care by the American Heart Association and
the International Liaison Committee on
Resuscitation. Particularly important
questions derive from a strong
recommendation to delay prognostication
of neurological outcome until 72 hours after
successful resuscitation (class I, Level of
Evidence B–Nonrandomized) (3). Evidence
supports delaying decisions regarding
neurological recovery until this time to
allow for more accurate use of neuro-
prognostic examinations and multimodal
testing (4, 5). Nevertheless, in current
practice, prognosis is often issued and
withdrawal of life support is often initiated
before 72 hours.

In this month’s issue of AnnalsATS,
Dale and colleagues (pp. 1115–1122)

explore decision processes and the factors
that lead to “early” withdrawal of life-
sustaining therapy after cardiac arrest,
using semistructured interviews of clinician
providers (6). Qualitative research of this
type allows investigators to observe
phenomena of interest and associated
complex processes. In this study, the
investigators explored provider impressions
as to why decision-making processes may
not be guideline concordant in current
practice.

Applying grounded theory, a
qualitative methodology used to explore
patterns via constant comparison, the
authors continued interviewing study
subjects until thematic saturation was met.
Thematic saturation is defined as the point
at which additional interviews are not
expected to yield novel information. Using
this approach, qualitative researchers can
obtain robust information with fewer
interviewees, based on achievement of
thematic saturation, while still adhering
to a formalized evidence-based
methodology (7).

Dale and colleagues completed
telephone interviews with clinicians who
care for post-cardiac arrest patients in the
Strategies for Post-Arrest Care (SPARC)
Network in Ontario, Canada, until thematic
saturation was achieved after 21 interviews.
In total, nine critical care physicians (89%
male) and 12 critical care nurses (17% male)
were interviewed, using a standardized
interview guide soon after participating in

the care of a patient with cardiac arrest who
underwent withdrawal of life support.

The overarching themes identified in
the interviews relate to intrateam and
family–team communication strain.
Intrateam communications were conflicted,
as providers within the care team were
often not in agreement regarding therapies
used and had varying overall impressions
regarding prospects for recovery. It was
recognized that this discordance within the
medical team might transmit to surrogate
decision makers, thereby making complex
decisions burdened with uncertainty even
more confusing.

In addition, the following four
subthemes were identified regarding
provider–surrogate interactions: surrogate
decision makers requested early outcome
predictions, surrogates demonstrated
incomplete comprehension of critical care,
surrogates requested early withdrawal of
life support based on their understanding of
the patient’s preferences and values, and
gaps were apparent in communications
between providers and surrogates related to
prognostic uncertainty. The authors suggest
that better communications training for
providers and attention to relaying a
uniform message to surrogates that is
evidence-based might reduce the incidence
of early withdrawal of life-sustaining
therapy in patients with cardiac arrest.

Multiple factors contribute to how
providers communicate in a clinical
setting, including years of experience,
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self-confidence, and the sex of the
participants. Previous study has shown that
sex dyads (provider/patient or surrogate)
affect communication style and
effectiveness; for example, by altering
perceptions of power via nonverbal cues and
by revealing potentially competing agendas
(8). Dale and coauthors surveyed nine
physicians who were predominantly male
(89%), and 12 nurses who were
predominately female (83%). Given the sex
predominance noted for physicians and
nurses, it is unclear how perceptions might
have differed if more female physicians and
male nurses had participated, or whether
different themes might have emerged from
the interviews if the sexes had been
balanced more equally.

Communication skills are rarely taught
in medical school or graduate medical
training. Clinicians enter into practice with
little direction on how to communicate
effectively with patients and surrogate
decision makers. A recently published study
showed that training in relationship-
centered communication skills considerably
improved patient satisfaction scores when
compared with no training (9). To provide
guideline-concordant care for comatose
survivors of a cardiac arrest, clinicians will
need to become better versed in more
effective communication skills that focus on
the ability to transmit uncertainty. The

current work by Dale and colleagues
supports this educational objective.

Exploring provider perspectives on
early decisions to withdraw life-sustaining
therapy from comatose survivors of cardiac
arrest is a novel and fascinating endeavor.
However, it is critical to recognize that
providers account for only one half of the
decision-making dyad. Surrogate decision
makers are the family members and loved
ones charged with determining end-of-life
goals for a comatose individual who has
suffered a devastating acute event. Like
major trauma, cardiac arrest occurs without
warning, often to individuals who have not
made their end-of-life preferences well
known to others. How the subsequent
decision-making process is perceived by
surrogate decision makers after cardiac
arrest is an area of unchartered
investigation, especially when the prognosis
remains uncertain.

To improve communication between
providers and surrogate decision makers, it
is critical to understand what information is
needed by surrogates and how best to
present to them uncertainty regarding
prognosis and evidence-based decision
making. Thus, qualitative research based on
interviews of surrogates is needed to
complement the observations derived by
Dale and colleagues from interviews with
providers. In particular, more information is

needed on how best to relay to surrogates
medically nuanced recommendations in
practice guidelines, such as the need to delay
prognostication until 72 hours after cardiac
arrest. More guidance is also needed on how
to prepare surrogates to make decisions
when there is considerable prognostic
uncertainty. These are just two of the many
questions that remain in the arena of shared
decision-making and end-of-life decisions
for comatose survivors of cardiac arrest.

Dale and colleagues have presented
important qualitative data regarding
perceptions of clinicians as to why early
withdrawal of life support occurs after
resuscitation from cardiac arrest. They have
also identified areas for improvement in
how to approach these discussions.
Specifically needed is a unifiedmessage from
caregivers to surrogates regarding guideline-
concordant prognosis. There is also need to
relay prognostic uncertainty without
amplifying perceptions of pessimism.
Future exploration of communication styles
and perceptions of surrogate decision
makers may yield information relevant to
formulating a structured approach to end-
of-life discussions with the goals of ensuring
guideline-concordant care and limiting
premature withdrawal of life support. n

Author disclosures are available with the text
of this article at www.atsjournals.org.
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