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What factors influence patient preferences 
regarding cardiopulmonary resuscitation? 

ABSTRACT?The aims of this study were to investigate 
the impact of medical and non-medical factors on the 

cardiopulmonary resuscitation (CPR) preferences of 
patients, to determine which of them are the most 

important to patients when considering CPR, and to 
compare the views of older (> 70 years) and younger 
(< 70 years) patients. 
We interviewed 180 patients, 86 of whom were aged 

70 years or older. 'I do not want to be a burden on my 

family' was the most important factor for older patients, 
and they were more ready to leave the decision to the 
doctor than were the younger patients. 'I want to retain 

my capacity to think clearly' was most important to 
younger patients. In general, younger patients gave 
higher ratings in favour of CPR than older patients. 
Increased age, drug abuse, dementia, pain, poor 
functional status and a low likelihood of success were 
associated with a lower preference rating for CPR in 
both age groups. 

In most hospitals in the USA the writing of a do-not- 
resuscitate order requires the consent of the patient or 
a surrogate. In contrast, decisions regarding CPR in 
Britain have traditionally been made by the patient's 
physician without discussion with the patient or rela- 
tives [1]. However, several recent studies have shown 
that a significant proportion of patients want to be 
involved in deciding their own CPR status [2-6]. The 

guidelines on resuscitation published jointly by the 
British Medical Association and the Royal College of 

Nursing suggest that discussion of resuscitation with 
patients is appropriate in certain circumstances [7]; a 
similar recommendation has been promulgated by the 
Royal College of Physicians [8]. 
At present, it is not clear what factors influence 

patients' views regarding CPR. It has been suggested 
that in future elderly people may become more 
assertive about wanting to be involved in important 
decisions regarding their own care [9]. The purpose 
of this study was to investigate the values most impor- 

tant to patients, the impact of medical and non- 
medical factors on resuscitation decisions, and to 
compare the views of older (> 70 years) and younger 
(< 70 years) patients. 

Methods 

Patients were recruited from the geriatric, orthopaedic 
and vascular surgery wards and outpatient clinics. 
Inpatients were surveyed only during the days prior to 
planned discharge. Patients with cancer, end-stage 
organ failure or other terminal or life-threatening ill- 
ness were excluded, as were patients with a diagnosis 
of cognitive impairment or depression and those who 
scored less than 7 on the abbreviated mental test or 
more than 5 on the short geriatric depression scale 
[10,11]. Informed consent was obtained from all sub- 

jects, and they were assured that the views they 
expressed would not influence their current or future 
management. The study was approved by local ethical 
committees. 

A standard description of the CPR procedure was 
read to all patients [12], and a questionnaire was then 
administered by an interviewer. In the first part of this 
questionnaire patients were asked who they felt should 
be involved in making resuscitation decisions. Part 2 
investigated the relative importance to patients of a 
number of statements related to quality of life; patients 
were asked to select three from a list of 10 statements 

adapted from a guide for creating a 'values history' by 
Doukas and McCullough [13]. Finally, in part 3 
patients were presented with a variety of situations with 
differing medical and non-medical factors and were 
asked to decide whether or not CPR should be per- 
formed; the scenarios were adapted from those 
devised by Ebell and colleagues [14]. 

Likert scales were used to rate patients' preferences 
in parts 1 and 3 of the questionnaire. Statistical 
analysis was by analysis of variance and paired or 
unpaired t-tests, as appropriate. A Bonferroni correc- 
tion was used to correct for multiple comparisons. To 
detect differences in preferences between older and 
younger patients with a power of 80% at a significant 
level of 5%, it was estimated prior to the study that 85 
patients would be required in each age group (> 70 
and < 70 years). 

Results 

We interviewed 96 women and 84 men; 86 were aged 
70 years or older (mean 80 years, SD ? 7) and 94 were 
younger than 70 years (mean 53 years, SD ? 12). 
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In response to the question of who should be most 
involved in resuscitation decisions, all patients ranked 
the potential participants in identical order (Table 1). 
However, although both groups agreed that physicians 
were the most important decision makers, younger 
patients gave a significantly lower rating to doctors and 
a significantly higher rating to patient and spouse 
involvement in resuscitation decisions. 

Table 2 shows the percentage of patients who chose 
each value. It is striking that 'I want to maintain my 

capacity to think clearly' was chosen by more patients 
in the younger group while 'I want to be treated with 

dignity when I can no longer speak for myself' was 
more important to older patients. 'I do not want to be 

a burden on my family' was the most important value 
for older patients, and was also chosen by almost half 
the patients in the younger group. 

All the medical and non-medical factors assessed in 

this study were regarded as important by patients when 

considering resuscitation decisions (Table 3). Thus, 
advancing age, drug abuse, dementia, pain, cancer 
and impaired functional status all lessened the likeli- 
hood of recommending resuscitation. In particular, 
patients were less likely to choose resuscitation if there 
was little chance of success or if the patient was likely 
to have severe cognitive impairment after resuscita- 
tion. In general, younger patients gave higher ratings 
in favour of CPR than older patients, although the 
differences were small for most situations. 

All patients in the younger group and 78% of 

patients in the older group would opt for resuscitation 
in their current state of health. The responses to the 

various clinical situations of older patients who would 
wish to be resuscitated were much the same as those 

who would not wish it. 

Discussion 

Few British doctors discuss resuscitation decisions with 

patients [3,15]. However, considerations of patient 
choice and rights are increasingly important in health 
care in Britain. In particular, when poor quality of life 
rather than a low likelihood of success is the reason for 

not considering CPR, unilateral medical decisions 

regarding CPR may no longer be justifiable [16]. It is 
clear from this and other studies that although 
patients see the doctor as the most important decision 
maker for CPR decisions, many of them wish to have 

some say in the decision [2-4]. 
The reasons doctors are reluctant to discuss resusci- 

tation with patients probably include embarrassment, 
the risk of upsetting patients and the fear of being 
bound by what the doctor feels may be an inappropri- 
ate answer. Although patients are, in fact, rarely upset 
by discussions regarding CPR [2,3,12], there have 
been reports of severe distress in vulnerable patients 
[17], and it is therefore important to tailor the discus- 
sion to the individual patient. Our study, like others, 
excluded acutely ill patients, and it remains unclear 

Table 1. Mean Likert ratings for patient preferences as to 
who should be involved in resuscitation decisions (1 = 

not important; 5 = very important). The Bonferroni cor- 
rected p value for statistical significance in unpaired t- 
tests = 0.008. 

Patients 

Individuals 

involved Older Younger 

Doctor 

Patient 

Spouse 
Children 

Nurse 

Clergy 

4.8 

2.9 

2.8 

2.5 

1.4 

1.3 

4.4* 

3.9* 

3.4* 

2.4 

1.5 

1.2 

*p< 0.0010. 

whether preferences expressed at a time of relative 
health are maintained during acute illness [18,19]. 
There is a broad consensus in Britain that doctors are 

not obliged to discuss CPR when resuscitation would 
be futile, although there is controversy on how to 
define futility [16,20]. 

Table 2. Percentage of patients choosing each value 
(totals equal 300% because each patient had three 
choices). 

Patients 

(% choosing) 

Value Older Younger 

I do not want to be a burden on 

my family 62 47 

I want to be treated with dignity 
when I can no longer speak for 
myself 41 15 

I want to avoid pain and suffering 40 53 

I want to maintain my capacity to 
think clearly 36 61 

I want to leave good memories of my 
last days to my loved ones 33 22 

I want to be able to make my own 

decisions 22 37 

I want to experience a comfortable 
dying process 21 14 

I want to be with my loved ones 

before I die 18 30 

I want to be treated in accordance 

with my religious beliefs and 
traditions 15 9 

I want to feel safe and secure 12 12 
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Table 3. Impact of medical and non-medical factors on DNR decisions (1 = definitely should not resuscitate; 5 = definitely 
should resuscitate). The Bonferroni corrected p value for statistical significance in unpaired t-tests comparing older and 
younger patients = 0.002. 

Patients 

Potential situation Older Younger 

A 90 year old man with a heart attack 3.6 3.8 

A 70 year old man with a heart attack 4.8 4.9 

A 50 year old man with a heart attack 5.0 5.0 

A 25 year old man with AIDS due to drug abuse 2.3 2.1 

A 30 year old woman with AIDS from a blood transfusion 2.7 3.1 

A 72 year old woman with severe dementia and pneumonia 1.9 2.3 

A 73 year old man who is mentally alert and has pneumonia 4.5 4.9* 

A 65 year old woman with terminal cancer and severe pain 1.7 1.5 

A 65 year old woman with terminal cancer but minimal pain 3.1 2.7 

An 80 year old woman who is confined to a wheelchair and has pneumonia 3.5 4.1 

An 82 year old man who is otherwise well but has pneumonia 4.4 4.5 

A 65 year old woman with terminal breast cancer 3.2 2.8 

A 65 year old woman with terminal heart failure 3.6 3.8 

An 82 year old man living in a nursing home 3.6 3.5 

An 83 year old man cared for by his wife at home 4.1 4.4 

A 71 year old man with a severe illness if after recovery: 

he would be back to normal 4.9 5.0 

he would be always short of breath 3.9 3.4 

he would be in constant pain 2.3 2.6 

he would be unable to walk or dress without help 4.1 3.8 

he would be very confused 1.5 1.8 

A 73 year old woman if the chances of surviving were: 

excellent (90-100%) 4.9 5.0 

good (70-80%) 4.7 5.0 

fair (50%) 4.3 4.8* 

poor (20-30%) 3.5 4.1* 

very bad (0-10%) 1.6 2.3* 

All differences between matched situations within age groups were significant (p < 0.001) by paired t-test or ANOVA, as appropriate. 
* 

p < 0.001 for comparison between older and younger patients. 
DNR = do not resuscitate. 

Patients do not have the medical and prognostic 
expertise of doctors and, in general, they (and their 
relatives) are prone to overestimate the likely snccess 
rate with CPR [21]. This is not surprising since we 
have found that television dramas are the most com- 

mon source of information regarding resuscitation 

[2]. However, there is good evidence from the USA 
that education of patients about the likely outcome of 
resuscitation in different clinical situations can modify 
the preferences of patients [22,23]. 
The results of our study suggest that patients take a 

variety of medical and non-medical factors into 
account when considering resuscitation preferences. 
Although the ratings for resuscitation in many of the 

potential situations may seem overoptimistic, it is clear 
that a low probability of success or the likelihood of a 

poor outcome greatly reduces patients' wishes for 
resuscitation. Thus, it is important to give adequate 
prognostic information when discussing CPR with 
patients [24]. Simple predictive rules to assist in this 
task are now available [25]. 
There was a strong feeling amongst elderly patients 

in particular that they do not want to be a burden on 
their family, whereas younger patients were more 
concerned about maintaining their capacity to think 
clearly and making their own decisions. Differences 
between what people hold valuable may account for 
some of the other differences between older and 
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younger patients. The most striking difference was in 

rating the importance of the patient as a participant in 
CPR decision making. This may indicate that in future 

elderly patients will be more assertive about playing an 
active role in decisions regarding their own health; 
alternatively, it can be argued that the greater burden 
of ill health in elderly people leads to a modification 
of views. Only longitudinal research can answer this 

question. 
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