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ABSTRACT
The topic of resuscitative decision making for hospitalized
patients has generated numerous discussions among clinicians and
ethicists. Traditionally, their attention has focused on normative
standards, describing how decisions should be made, rather than on how
they are made in practice. This study uses qualitative techniques,
including key informant and participant interviews, participant
observation, and microanalysis of in-hospital discussions, to assess
what influence the doctor-patient relationship and other sociocultural
and contextual determinants have on actual decision making and
communication regarding resuscitation. The results suggest that many
factors influence these processes. These include issues of competency
and ambiguity, prototypical images of life and death, and the use of a
structured form for documentation purposes. In light of these findings,
the discussion suggests ways in which physicians can improve
resuscitative communication with patients and families.
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CHAPTER 1: DNAR DECISION MAKING IN REVIEW

INTRODUCTION
Who decides not to pursue in-hospital cardiopulmonary
resuscitation? What rationales do people use in making this decision?
How is the decision documented in the hospital chart? These three
questions have generated numerous discussions among clinicians and
ethicists in recent years. While a 1983 Presidential Commission on
Biomedical Ethics offered guidelines suggesting that patients should
decide their 1ife-and-death outcomes, and their wishes made known in
explicit "no-code"1 orders (President's Commission 1983), the
implementation of these recommendations remains problematic.
Many factors contribute to this difficulty. Cardiopulmonary
resuscitation is infrequently discussed in hospitals (Blackhall et al.
1989). Commonly, this occurs only shortly before the terminal event

1"Code,"

in medical jargon, is used as a noun, a verb, and an
adjective. A "code" occurs when a patient has a cardiac or respiratory
arrest and medical team members administer medical interventions,
including cardiopulmonary resuscitation (CPR), intubation and artificial
respiration with a ventilator, and the administration of medications to
assist cardiovascular and pulmonary efforts. "To code" is, from the
patient's perspective, to have a cardiovascular or respiratory arrest;
from the physician's perspective it is to administer medical
interventions when attempting to resuscitate the patient. "Code status"
is how physicians define resuscitative intent. Thus patients designated
"full code" will receive all available medical interventions to
facilitate resuscitation in the event of cardiovascular respiratory
failure. "No codes" (patients for whom a DNAR order is written) receive
none of the above. The label "slow code" is applied to patients who
have no DNAR order, yet by professional agreement will receive only
minimal medical efforts to promote resuscitation if needed. This is used
on occasion when either no discussion has occurred or when patients (or
family) and physicians disagree on whether resuscitation should be
attempted.

(Bedell and Delbanco 1984; Bedell et al. 1986; Jonsson, McNamee, and
Campion 1988). At such time, many patients are often either incompetent
(Bedell et al. 1986), depressed (Amchin et al. 1989), or fearful (Muslin
and Schade 1989), placing the legality of informed decision making in
question. When others make decisions for patients, their judgments
about resuscitation and quality of life often poorly reflect the true
preferences and values of those patients (Starr et al. 1986; Uhlmann et
al. 1988). As well, some physicians simply do not believe that patients
should determine their own resuscitation status (Perry et al. 1986).
To address these problems, clinicians and ethicists have focused
their attention on normative standards, describing how decisions should
be made (Eisenberg 1979). Some have suggested guidelines for
considering the rationales for and against resuscitation (Lee and Cassel
1984; Tomlinson and Brody 1988), for talking with patients (Latimer
1989), and for documenting orders (Davila et al. 1986). Others have
researched the implementation of these standards in clinical practice
(Levy et al. 1984; Blackhall et al. 1989).
What has been overlooked in this literature is the influence that
the doctor-patient relationship and other sociocultural factors have on
actual decision making regarding resuscitation. This study uses
qualitative techniques to assess what contextual determinants affect
DNAR (do-not-attempt-resuscitation) decisions. The objectives of this
study are to identify how physicians and patients express their
respective views of cardiopulmonary resuscitation and to elicit
contextual and interpersonal dimensions of communication which affect
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the content of do-not-attempt-resuscitation discussions and decision
making.

REVIEW OF LITERATURE
Primary care physicians in residency and in practice come into
frequent contact with dying patients. Ideally, they seek to blend
humanistic beliefs with biomedical practice in the management of
terminal illness and to incorporate the biopsychosocial model into
terminal illness situations (Hi 1 fiker 1983). However, the complex
interactions involving dying hospitalized patients and their families
make this a difficult responsibility. It remains a formidable task to
balance the challenges of being a learner, providing medical care,
assessing the effects of technology and hospital politics on patient
management, understanding the behaviors and wishes of patient and
family, and judging influences of personal physician values
simultaneously at this crucial time.
The locus for doctor-patient interaction about impending death
often arises in the context of DNAR decision making. While many aspects
regarding orders not to resuscitate have been reviewed, including
hospital policies (Miles et al. 1982), ethical frameworks (Pearlman et
al. 1982), and medical outcomes (Bedell et al. 1986), the process of
discussing cardiopulmonary resuscitation remains to be examined in
naturalistic settings.
What is needed to accomplish this examination is a research
approach to DNAR decision making different from the characteristic

strategies using questionnaires (Crane 1975; Schwartz and Re illy 1986),
scenarios (Kohn and Menon 1988; Schmerling et al. 1988), descriptive
epidemiology (Uhlmann, McDonald and Inui 1984; Bedell et al. 1986), and
simulated discussions (Miller and Lo 1985; Miles, Bannick-Mohrland and
Lurie 1990). A valid review of this process includes investigation of
several factors: patient and professional values (Cassell 1978),
factors relating to the illness (Eisenberg 1977), and language use, all
in context of actual discourse and decision making regarding CPR. This
study explores these determinants using ethnographic methods drawn from
the discipline of anthropology.
Closed-chest cardiopulmonary resuscitation (CPR) was initially
described in 1960 with reference to certain defined patients, those with
cardiovascular failure alone (Kouwenhoven et al. 1960). The American
Heart Association standards, first published in 1974, implicitly
expanded the group of potential recipients of CPR to include all
hospitalized patients (American Heart Association 1974).

As a result of

these established medical standards, today CPR is routinely done without
patient consent, unless the patient (or family, through principles of
substituted judgment) specifically refuses the procedure. This decision
must obviously occur prior to a terminal event, following discussion at
the request of either physician or patient or family.
Doctors and patients consider several medical and sociocultural
factors when discussing resuscitation status. A major medical
consideration is the effectiveness of attempted CPR.

In a literature

review assessing quantitative studies over the past 20 years, Moss
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(1989) defines three possible physical outcomes: true survival, with
subsequent discharge; temporary survival, successful resuscitation with
restoration of cardiac rhythm lasting for one hour or more following
cardiac arrest, but followed by death in the hospital prior to
discharge; and death during CPR. He notes that in aggregate an average
patient undergoing CPR has a less than 50% chance of being resuscitated,
and if resuscitated successfully, has a greater than 50% chance of dying
in the hospital. Thus, fewer than 25% of hospitalized patients
undergoing CPR are true survivors. Many of these survivors suffer from
significant residual complications, such as permanent neurological
damage, depression, and a reduction in functional abilities after the
arrest. Patients with certain antecedent conditions, including those
with metastatic cancer, sepsis, and end-stage cardiac failure, have a
less than 5% chance of true survival.
Within these probabilities lie implicit value-laden perceptions.
Doctors often wrestle with the uncertainty of ensuring a "good" outcome,
let alone true survival. Crane (1975) notes that although physicians
objectively define the functional capacity of critically ill patients,
they base their actual treatment decisions on subjective variables
related to the patients' "salvageability" (their potential for
resumption of previous social role responsibilities) and environmental
criteria such as attitude, age and social class. Farber et al. (1984;
1985) demonstrate that a variety of factors, from biomedical criteria to
the patient's mental status and psychological profile, have significant
impact on professional caretakers' decisions to initiate CPR.
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Additionally, physicians are subject to conflicting values when
considering CPR with a patient. The technological and ideological
imperative to sustain life, as well as possible legal threat if CPR is
not initiated, favor attempts at resuscitation (Wanzer et al. 1984).
High financial costs and the loss of patient dignity favor withholding
CPR (Fox and Lipton 1983; Lo and Steinbrook 1983; Younger 1988).
These factors often cause confusion regarding the intent and
interpretation of DNAR orders. Uhlmann, Cassel and McDonald (1984) and
La Puma et al. (1988) suggest that treatment decisions differ among
medical team members because of this variable understanding of code
status. These misunderstandings can lead to surreptitious strategies
for avoiding DNAR discussions, like "slow codes" (Neher 1988). Little
guidance is provided in academic settings by attendings to help
residents ferret out intended meanings with patients (Uhlmann, McDonald,
and Inui 1984).

Patients, for their part, have strong feelings about

the care they hope to receive should resuscitation be considered (Lo et
al. 1986). Two recent studies exemplify this point. Schmerling et al.
(1988) find that elderly outpatients strongly oppose CPR in the presence
of irreversible coma, terminal cancer, and irreversible heart failure.
Havlir, Brown, and Rousseau (1989) note that among chronically ill
patients enrolled in a hospital-based home health care program, few want
CPR performed in the event of arrest. Both articles suggest that code
discussions should be routinely offered to patients while they are able
to participate in the decision-making process. These authors and others
(Uhlmann et al. 1988; Emanuel 1989) note that doctor-patient discussions
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about code status are important because proxy decisions by physicians or
family, though common (Bedell et al. 1986), fail to accurately reflect
patient wishes.
Several authors offer structural solutions to the problems of DNAR
decision-making. Miles et al. (1982) describe a hospital policy which
routinizes the procedure for implementing do-not-resuscitate orders.
Younger (1987) stresses the need for documentation of the explicit
rationales determining code status. Many ethicists have offered
guidelines to assist physicians in their professional judgment regarding
resuscitation (Annas 1982; Siegler 1982; Lee and Cassel 1984; Tomlinson
and Brody 1988).
Each of these presents rational options to facilitate DNAR
decision-making, options based on normative concepts which describe how
decisions should be made rather than how they are made. None, however,
address the difficult process which all suggest is vital: talking with
patients and families. Many authors recommend the research agenda
offered in this study, to evaluate the elements of the resuscitation
decision within the context of the doctor-patient interaction (Schwartz
and Reilly 1986; Tomlinson and Brody 1988).
Discussing code statuses with patients and families is not a
simple procedure. Surrounding the discourse of resuscitation are a
variety of attitudinal and institutional obstacles which make DNAR
discussions and decision making difficult (Cassem 1987; Streim and
Marshall 1988). Sociocultural models of death and dying foster denial.
The hospital environment often promotes a sense of displacement.
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Differences in knowledge and experience engender fear. The prospect of
unearthing conflicting values about mortality fosters anxiety.
Physicians have voiced specific concerns that their patients will not
understand the medical information; that patients will undergo
psychological decompensation after DNAR discussions; that they
themselves will lose control over patient care; and that such
discussions are too time-consuming (Brody 1980; Finucane et al. 1988;
Muslin and Schade 1988).
The examination of these factors lies at the interface between
anthropology and primary care medicine. Using ethnographic skills,
physicians and anthropologists alike have studied critical issues of
communication like those inherent in DNAR discussions. Waitzkin (1984),
Marcus and Marcus (1988) and Marshall (1988) review how belief systems,
cultural expectations, conventional patterns of conversation, and role
relationships all play a vital part in the dynamics of medical decision
making. They suggest that research strategies to elicit the effects of
these components focus on the doctor-patient communication. In the
context of resuscitation, this means exploring what is said between
doctors, patients, and families when discussing code statuses, how
information is communicated among the parties involved, and what meaning
underlies this communication (Nolan 1987). In the context of this
study, this means identifying how family physicians, patients, and
families express their respective views of cardiopulmonary resuscitation
and assessing the effects of this doctor-patient dialogue on the
outcomes of do-not-resuscitate decision making.
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CHAPTER 2:

METHODS AND SETTING

METHODS
The ethnographic study was designed to identify pertinent aspects
of the physician-patient relationship that affect the decision to use
in-hospital cardiopulmonary resuscitation. Three principal
anthropologic techniques facilitated this assessment: key informant and
participant interviews, participant observation, and microanalysis of
actual discussions regarding resuscitation. These techniques were used
in each of the three distinct stages of the study.
In the first stage of the investigation I explored staff and
patient perceptions of in-hospital CPR and the process of DNAR decision
making. The purpose of this stage was to identify a broad range of
issues and concerns regarding these topics. Initially I reflected on my
personal experiences with resuscitation, inclusive of my involvement in
CPR decision making as a medical student, resident, attending, family
member, and Intensive Care Unit (ICU) patient.2 Each situation provided
me with a new vantage point from which to examine the topic.
Next, I interviewed 16 key informants either individually or in
focus groups. To increase the likelihood of capturing divergent ideas,
I chose key informants from different professional backgrounds. They
included primary care and consultant physicians at various levels of

20ne

year prior to this study I was, unfortunately, hospitalized
because of an incidentally acquired varicella (chicken pox) pneumonia
with moderate hypoxemia. The hypoxemia mandated that I be observed the
night of admission in an Intensive Care Unit in case intubation were
indicated.

training (n=5), social workers (n=5), nurses (n=3), a patient
representative (n=l), a clergy member (n=l), and a professional ethicist
(n=l). I used open-ended questions to encourage the informants to
reflect upon past experiences with decisions regarding resuscitation. A
content analysis of the resultant interview and conference transcripts
generated thematic examples which both confirmed and challenged my own
preconceptions.
In the second stage of investigation I observed the process of
formal and informal decision-making regarding CPR and the cognitive
schema employed in justifying decisions. Over the four months from
February through May of 1990, I attended morning rounds on the Family
Medicine service three days a week. The residents on the service
identified from their newly admitted patients those with whom they chose
to have discussions regarding resuscitation (n=8). In three of these
cases participant observation continued throughout the hospitalization.
Another nine patients were hospitalized during this time with serious
illnesses which would portend poor outcomes if resuscitation were
attempted in the face of decline (based on Moss 1989), yet had no DNAR
discussions during their hospital stays (see Table 1).
In all of the above cases, I witnessed how members of the
different ward teams informally managed collective decision making about
whether the limitation of medical care should be discussed. Residents
and attendings were encouraged to elucidate their formal rationales for
either initiating or withholding discussion about resuscitation, as well
as exploring their personal feelings about these and other prototypical
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TABLE 1: PATIENT PROFILES
Admission Diagnoses
Secondary

Code Status
Discussed

Pt

Age

Sex

Primarv

1

28

M

AIDS

2*

51

F

Pneumonia

Alcohol abuse,
cancer workup

Y

3

68

M

SIADH/hypokalcemi a

Delirium, coma

N

4

62

M

Pneumonia

Esophageal cancer

Y

5

70

F

Metastatic pancreatic
cancer

6*

35

M

Hepatorenal syndrome

7

79

M

Pneumonia

8

70

M

Pneumonia

Cancer workup

N

9

74

F

Dehydration

Hypernatremia

N

10*

68

M

Atrial fibrillation

Coronary artery
disease

Y

11

79

M

Pneumonia

12

86

M

Pneumonia/syncope

Metastatic prostate
cancer

N

13

71

F

Congestive heart
failure

Asthma

N

14

42

F

Respiratory distress

Multiple slerosis

Y

15

58

M

Vomiting/dehydration

Metastatic prostate
cancer

N

16

81

M

Urosepsis

Dementia

Y

17

65

M

Urosepsis

Multiple sclerosis

N

*

Y

N
GI bleed

Y
Y

N

Patients followed for the entire extent of their hospitalizatioi

cases. All data from rounds was recorded in journal form. Consent for
inclusion in the study was obtained in writing from the medical team
members and those patients and families targeted for DNAR discussion.
In three cases the initial discussions between doctor, patient,
and family were audiotaped (see Appendix A for complete transcripts).
Subsequent conversations between parties were taped on two occasions.
During each of these settings, I also recorded a written description of
nonverbal communication.
Both prior to and following the above discussions, I conducted a
series of semi-structured interviews regarding the communication between
doctor, patient, and family and understanding the decision-making
process. Spradley's (1979) three-part investigative strategy formed a
framework for questions:
1.

Employ descriptive questions to develop an informantcentered focus for further questioning (of patients or
doctors in this case).

2.

Use structural questions to test hypotheses about informant
perceptions and awareness.

3.

Ask contrast questions to determine meaning and symbolism
from the informant's perspective.

Following this protocol, I interviewed physicians, patients,
involved family members, nurses, social workers and clergy as
appropriate. Selected informants were interviewed one to three months
following the patients' hospital discharges or deaths. The fundamental
purpose for each of these interviews was to construct a meaning-centered
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narrative of decision making which was dynamic and sensitive to factors
which affected the production of knowledge over time.
The third stage of the investigation involved the analysis of
discourse data. The DNAR discussions were transcribed using
standardized sociolinguistic notation (see Appendix B), intended to
capture important features of speech production as they occur from
moment to moment (Sacks, Shegloff, and Jefferson 1974; Cassell 1985;
Frankel and Beckman 1989; Waitzkin 1990). Analysis of this
communication centered on issues of control, information giving and
withholding (Waitzkin 1985), and attentiveness between participants
(Mishler et al. 1989). Two people, the author and a sociolinguist
blinded to all but necessary case information, reviewed these tapes in
order to enhance reliability of interpretive content.
Interviews were assessed for subject matter which related to
themes generated from key informant data, as well as any emergent issues
influencing health care-related communication. I examined this
information weekly with a medical anthropologist and a psychiatrist
involved with behavioral aspects of medical care on the ward. Member
checks with both resident and faculty respondents were also conducted.
Lastly, demographic information was obtained from both the
outpatient and inpatient charts of the study group, including age, sex,
race, marital status, living situation, primary language, type of
medical insurance, primary and secondary admitting diagnoses, other
complicating medical factors (such as urinary incontinence), assessment
of previous functional ability, and evidence about whether resuscitation
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status had been discussed prior to the index admission. I also obtained
information regarding length of hospital stay, use of the intensive care
unit, discharge diagnosis, and medical disposition.
The three distinct stages of the study overlapped considerably.
Ethnographic inquiry was characterized by the constant emergence of
ideas and hypotheses which were then recorded and further explored for
relevance in context of DNAR decision making. Typical of naturalistic
studies, this study assumed an expansionist stance poised to discover
the meanings of routine behaviors in the hospital.
To ensure trustworthiness, data were collected from a variety of
sources and perspectives, and triangulated. Different methods were
employed against one another in order to cross-check data and
interpretations (Guba 1981). A record was kept to document both the
extent of my engagement as a participant-observer and the contextual
characteristics of the interview settings. To foster reflexive
thinking, cases were discussed with a psychiatrist and a medical
anthropologist who attended weekly team-patient interactions and, in
turn, questioned the researcher about his personal feelings regarding
collected observations.

SETTING
This study took place at the University Medical Center, the
principal teaching hospital of the University of Arizona College of
Medicine. This 230-bed tertiary care hospital is one of eight serving

the greater Tucson area; it is one of two that serve primarily indigent
patients. Medical residents from all specialties are represented.
The Family Practice ward team at UMC consists of a family
physician attending, two senior residents, and two interns, one of whom
is in the psychiatry training program. The attending physicians are on
the service for two weeks at a time, the residents and interns each for
one month. The resident physicians are responsible for a full range of
diagnostic and therapeutic problems both on the ward and in the Medical
Intensive Care Unit. A "code team" exists at UMC; thus, should any
patient on the Family Practice service need resuscitative measures, the
Family Practice residents will likely not be called unless physically
present at the time resuscitative measures are needed. Importantly,
every one of the five intern, seven resident, and six attending
physicians on the Family Practice service during the study expressed
their belief that decisions regarding resuscitation should be made by
the patient or family. Recall, however, that only eight of 17 patients
admitted to the hospital with serious illnesses during this study
benefitted from such discussions.
The patients on the Family Medicine service are predominantly
indigent and have their hospitalizations paid for by AHCCCS (the Arizona
Health Care Cost Containment System, Arizona's Medicaid equivalent).
During the winter months other admitted patients are people visiting
Tucson from more northern regions who have no established local medical
provider. While most family practice patients are regular patients at
the nearby Family Practice Office, a substantial portion are admitted
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directly from the Emergency Room with no previous contact with the
Family Practice residents.
Coincident to this study, UMC instituted a hospital policy
requiring DNAR orders to be accompanied by a "Limitation of Medical
Care" form (see Appendix C). This two-page form was designed by the
hospital's Bioethics Committee during the two years preceding its
introduction in December of 1989. Over one-half of this committee's 17
members were physicians belonging to UMC's medical staff; the remainder
were either faculty from the University of Arizona, ancillary personnel
at UMC, or community residents of Tucson. Upon introduction of the
"Limitation of Medical Care" policy and form, a seminar was held to
inform the family practice residents and faculty of its development,
purpose, and use.

CHAPTER 3:

ETHNOGRAPHIC PERSPECTIVES

INTRODUCTION
The results of this study parallel the collection of data. Part A
lists themes which emerged during interviews with 16 key informants who
were expressive and knowledgeable about resuscitative issues. These
themes acted as a template for the entire study, providing an empirical
basis for examining hospital communication. Part B reviews three major
topic areas which came forth during participant observation of patients,
families, and doctors involved in DNAR discussions. These topic areas
serve to merge empirical observations with theoretical principles. Part
C examines in depth two case studies and presents a microanalysis of
doctor-patient-family communication in context of the University Medical
Center.

PART A: EMERGENT THEMES IN DNAR DECISION MAKING
Introduction
A variety of themes regarding in-hospital resuscitation emerged
from the interviews with the 16 key informants. These themes, while
certainly not all inclusive of the issues which affect DNAR decision
making, formed a framework from which to consider influential contextual
factors and facilitated my later investigation in morning rounds and on
the wards with doctors, patients, and families. The purposes of this
section are to list the substantive themes expressed by knowledgeable
informants in their own words and to group these themes topically.
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Contextual Influences on Resuscitative Decision Making
PROFESSIONAL ISSUES
1. How much experience resident physicians have "running codes" and
how comfortable they are with DNAR orders influence how aggressively
they pursue code statuses with patients.
It's been interesting for me being at three settings: at the
University, at the VA Hospital, and now attending at this
community hospital. There's definitely a difference in the
residents' approach to critical illness, their approach to chronic
illness, and, ultimately, their approach to death and dying in the
different places. . . . The residents here have a different
attitude about the patients and code status. It's something
addressed very early with patients in their hospital stay.
Usually by the time I round in the morning, [the residents] tell
me if the patient's a no-code or not. ... I think it's because
their experience running codes is a lot less, you know, their
formal training. They have done ACLS (Advanced Cardiac Life
Support), but the number of codes they actually run is not that
many.--Attending Physician
DNAR orders depend on the service and the resident of the month.
There's lots of different choices. I have seen a lot of different
people go through a code, who I'm sure if they only knew they had
a choice, they wouldn't have. But it was never offered to them.
I think it has a lot to do with the comfortableness of the
particular resident who makes the decision.--Social Worker
2. Specialty choice influences how physicians perceive terminal
illness and whether they discuss resuscitation with patients.
The kind of physicians who are at the Cancer Center are very
curative and treatment oriented. The physicians are treating,
treating, treating, and the patients are leaving it up to the
physicians with what their plans are. They can be obviously
imminently dying and still on TPN (Total Parenteral Nutrition) and
all sorts of treatments, but their doctors put them in [the
hospital], they bring them in and put them on the ventilator
before anybody's ever talked about a DNR. They've not been given
the option.--Social Worker
Oncologists battle against an invading alien, against something
that's never part of the patient. The cancer is never part of
them. It's something to try to defeat. As opposed to cardiac
patients, for instance. Because cardiac patients dwindle more and
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more, and because resuscitation involves cardiopulmonary
resuscitation, I think cardiologists are more attuned to who may
be salvageable or may not be, and when you just can do no more.-Attending Physician
What the cardiologists want for the patient is totally different
from what the pulmonology folks want.--Social Worker
3. The attitudes which primary care physicians in training hold about
resuscitation change as they develop professionally.
I can recall making a transition in residency. As an intern being
angry at everybody, angry at the Emergency Room, really angry at
the Emergency Room. Angry at my resident occasionally, except
your resident tends to be your ally. Angry at the attending,
angry at nurses, angry at paramedical personnel, and more
specifically angry at patients. And then as a second-year you
sort of drop a lot of those, there's really nothing you can do
about it anyway. But I can remember even as a second-year
resident, still being angry with patients. As a third-year
resident, patients are dropped from your roster of who to be angry
at. The Emergency Room is certainly still your arch-enemy, but
patients are no longer the enemy, no longer someone that's just
there to make your life miserable. And when that happens I think
that you approach that whole issue of resuscitation with a
different air.--Attending Physician
In the fourth year of medical school you have to accept some of
the basic precepts of medicine if you're going to continue. You
really do have to accept that this is a body you're working with.
You have to already reach that point of objectification if you're
going to go on. So the question is: When that happens, then what
happens to questions of spirituality, of ethics, of death and
dying? They get suppressed. They surface again in the third-year
residents. The senior residents have the leisure to reflect on
these things. They have enough experience with families and death
and dying. Things start shaking and hit a critical mass, and
pretty soon they're thinking, "well what this all about?"-Hospital Clergyman
4.

Institutional factors influence resuscitative decision making.
[In this community hospital], it's the residents and interns who
decide. Well, they don't ultimately decide the code status.
Presumably, the code status is the patient's wishes or the
family's wishes. . . . But the VA (Veterans Administration
Hospital) was a little different in that [the residents] could
decide for the patient if they wanted not to code them. In that
environment, they're government property, government issue. And
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the residents work for the government. ... At the VA they said
if the nurses have to call a code, that's their job. So even if
there was a situation where you thought the family would not want
everything done, or maybe it just was never addressed but you got
to a code situation and you looked the situation over and decided,
"this is not a viable code," you're sanctioned to make the code
decision as housestaff. The head of Internal Medicine said, "You
don't have to code anybody." In a private sector it's different.
If patients are not explicitly DNRs,3 then they get coded. And at
the University it's always a full court press.--Attending
Physician
PATIENT AND FAMILY ISSUES
1. Patients and families want control over resuscitative decision
making.
Control, that's the biggest thing. I don't know of anybody to
say, "Let somebody else make the decision." [Patients] don't want
to get to a point where they can't do anything and are nothing but
vegetables. They sure as heck don't want to be kept alive then,
as a vegetable. Because they don't consider they're human beings
any more, after that.--Patient Representative
2. Patients and families do not understand the meaning of
resuscitation.
Families don't know what is involved. They don't know what it is.
What illness, death and dying are. They don't have to see it.
You hire somebody, you pay a doctor good money to take care of
that.--Attending Physician

3DNR

stands for "do not resuscitate." This is the standard
terminology physicians use when referring to orders on the patient's
chart and to patients for whom these orders have been written. As in
this example, I preserve in quotations the actual statements made by
informants. In the accompanying text, however, I use the abbreviation
DNAR (do not attempt resuscitation), recently suggested by Hadorn
(1989). Whereas DNR supports the idea that medical interventions are
commonly successful in resuscitating patients, DNAR more accurately
reflects the fact that in-hospital efforts to resuscitate are at best
only attempts which, more often than not, fail.
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The [family] has given consent for a DNR but no one wants to admit
the finality of the situation. And so if there is some gasping
for breath or lapsing into a coma, that very [family member] is
rushing up, "Do something, do something! Stop her from doing
this, please make her breathe again." So, yeah, there's quite a
bit of confusion. I've seen that occur in situations where I've
heard the explanations the doctors have given, and it's not that
it's been poorly explained to the family, or that the family
members haven't been given the knowledge.--Social Worker
Most of the patients you see are patients who have acutely
decompensated for a short period of time, then are barraged with
knowing what their condition is, in graphic and technical terms
what they're suffering from. Then they have to absorb a
prognostication and have to absorb the implications which we give
to them in a medical way. They have to somehow try to translate
it to a personal thing: "What does it mean that I'm going to die?"
There was a guy in last week who had metastatic pheochromacytoma.
The intern is getting ready to discharge him. And in reviewing his
medications and his follow-up appointments the intern says
something about having to come back in to get more chemotherapy
for his cancer. And the guy says, "I have cancer?" And he falls
apart, this blubbering mass of crying and wailing and gnashing of
teeth, like he had never heard it.--Attending Physician
3. Family conflicts exacerbate conflicts about DNAR.
I've been in the middle, when one family member
want anything done, just let her alone, let her
family member will come in the room and say, "I
done to her, I just want to keep her alive." I
typical.--Social Worker

says, "We don't
be." And another
want everything
find that very

RELATIONAL ISSUES BETWEEN DOCTORS, PATIENTS, AND FAMILIES
1. The patient or family is responsible for DNAR decisions.
The attending says, "I am responsible, the buck stops here. If
anybody's going to court it's going to be me." The resident says,
"the attending." The nurses say, "wait a second, this has to be a
multidisciplined type of approach." The nurses will put little
buzzwords into the ears of the family. "Are you doing okay with
this? Is this really what you want?" And if they get feedback,
they'll call me. And if I hear a lot, I call the attending. So
where does the responsibility lie? In my mind, with the patient
and family. But to make the mechanism work, the responsibility
lies with the caregivers, because they have to start the machine
going.--Hospital Clergyman
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I think that it is the physician's responsibility to bring DNAR up
first. I think they owe that to the patients. [Patients] look to
us for support and guidance and counseling, and nurses are more
empathetic, I think. But [patients] look to the physicians for
the medical terms. And they expect their physician to explain to
them the facts and where really they are going and what does all
that mean specifically. And doctors discuss it matter-of-factly,
not personally. They just lay the line out and leave, and leave
us in there, because they know we'll go ahead and we'll answer
their questions and explain the ramifications. . . . But everyone
knows that it's the family that has the final say. We are not
allowed to no-code someone unless the attending writes the order.
There have been situations where we know that [the patient's] a
no-code and haven't been able to get hold of the attending yet.
So we'll go ahead and kind of take that responsibility on, even if
it's not written. When it comes to life and death, we'll honor
the [family's] wishes, because the family isn't going to sue you
when you honor their wishes anyway.--Intensive Care Unit Nurse
2. Doctors assume responsibility for DNAR decisions.
We have to separate medicine as it should be and medicine as it
is. This doesn't go over well with many physicians, but what I
tell families is this: "You are in control. If you don't want the
antibiotics, you tell them." And if I've said it once, I've said
it a hundred times, make a clear and concise statement to the
attending physician. My point is that they're purchasing a
service, and if they're purchasing a service then the locus of
control remains with the patient all along. But with medicine as
is, physicians exercise their role and do all these things, and
the family just goes along, saying, "If you think this is best,"
even to the point of signing consent forms.--Hospital Clergyman
3. Nobody wants to be responsible for DNAR decisions.
With the "code status" form at our hospital, there is a space for
comments at the bottom. The typical thing you put in the comment
is "per patient wishes" or "per family wishes" that they are a
no-code. Totally abdicating responsibility for that decision to
the family, to the patient. It's what they want, right?
Semantics. The implication is that the patient and family have
decided. . . . And family members, they relinquish the whole
realm of responsibility to the medical establishment. "We don't
know what to do, poor grandpa, is sick as can be. Let's hope
somebody can do something." . . . It's an interesting paradox.
Nobody wants that responsibility. Nobody wants to have anything
to do with being responsible for death. It's a real paradox.-Attending Physician
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DEFINITIONAL AND STATISTICAL ISSUES
1. Physicians substitute survival statistics for human need when
discussing CPR.
Patients are generalized into a category of disease: call this
patient a Stage IV breast CA (cancer). With twenty percent of
Stage IV breast CA's you can achieve a partial or complete
response. So [the patient] is locked into that 20 percent. . . .
Everyone [with Stage IV breast CA] fits into that 20 percent until
proven otherwise.--Attending Physician
2. Statistics defend physicians from uncertainty.
I recently overheard a resident talk with a family about DNR.
He's a caring and sensitive resident, but he starts immediately,
from the word go, laying statistics. "Well, his chances are
this," and he quotes a number. Pulls a number--from where, I
don't know, who knows? Geez, it's bad. You figure if it's less
than 15 or 20 percent it's bad. You can tell just by looking at
the guy, this guy's not doing well. And then you use that number
as your own defense, saying, that gives me an 85 percent chance of
not being successful. If it fails, then it's not my fault,
because he only had a 15 percent chance to start with.--Attending
Physician
ISSUES OF MEANING AND UNDERSTANDING
1. DNAR means different things to different people.
Here is a classic scenario. A nursing home patient has a do-notresuscitate for whatever reason. They have an order at the
nursing home saying that they are DNR. But if you go down to any
Emergency Room and ask those physicians what DNR means to them, it
means literally nothing. A Living Will or a DNR status means
nothing to the Emergency Room. Because to their way of thinking,
if paramedics respond to a critically ill patient, no matter where
they are, and transport them to the hospital, the implication is
that they're doing that to resuscitate them.--Attending Physician
2. Cultural attitudes influence resuscitative discussions.
I think that the attitudes toward DNR in the hospital reflect the
more general attitudes of the rest of the culture. There's a
certain fear about discussing death, a fear of death, and a madeup notion that the dying individual has no right to make a
decision about their own death. So it's generally a medical
decision when you're in the hospital. The DNR decision isn't
sanctioned to begin with. Since discussing death isn't sanctioned
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and recognizing the imminence of it isn't sanctioned, code status
can only be made in a hospital based on a medical decision, not as
a choice for the patient.--Social Worker
Our society places such a value on life and living, and we are so
technologically advanced in certain areas, at least as far as the
way we keep some patients alive. The patient may not be the
functioning, talking person that we knew, but they're breathing
and they're alive.--Social worker
3. Institutional ideologies influence resuscitative discussions and
activities.
Resuscitation is the last possible thing usually discussed with
the person, because the hospital's so much involved with the
cure.--Social Worker
Residents have bad feelings about coding someone against their
better medical judgment. There's this little bit of a stigma
there. They don't express it to the families, but they do to the
nurses. The residents are really frustrated and angry that the
family won't let us let him go. And nurses get that way, too.
You know, "Why do we have to do this? Why am I giving this
medication, this is ridiculous," as you're sitting there giving
it. But you have to.--Intensive Care Unit Nurse
4. The timing and style of discussions affect patient and family
understanding of DNAR orders.
The goal of discussing resuscitation is to know the patients'
wishes before they interpret the doctor's words as their "last
rights" and make desperate statements like "please doctor, do
everything that you can."--Attending Physician
You have to be very cautious when you're dealing with the dying
patients. If you want to not to be sued, there has to be this
communication and this contact and being in touch with the family.
You have to inform the family fully. People want to be informed
about the disease and the prognosis.--Resident Physician
ISSUES OF LANGUAGE AND DISCOURSE
1. The physician's tone of presentation affects patient satisfaction
with discussions.
Doctors should come across as people who are very caring, who
understand the problems of life, who understand that no two people
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are treated alike, that this is a real person in front of them
right now. But when it comes to life and death, all of a sudden
their tone of voice changes, their cadence of talking changes.
They say stuff like, "You know, I kind of hate to bring this up."
--Patient Representative
2. Provider attitudes influence how they discuss resuscitation with
patients.
Sometimes we go to [the family] and say, "What are your feelings
about if his heart stops, or if he stops breathing? How do you
feel about this? Do you want us to do all the heroics?" Now if
it's a patient that we want to see let go, we put it in different
words. If in our opinion they should die, and you have to be
careful that you're not too judgmental--but if it's this frail
little 85-year-old man that we don't want to go and break his
bones doing CPR, and we can see that it's ridiculous—then we will
put it to them this way: "Do you want us to do all the heroics
and go in there and pound on his chest and". . . We'll make it
sound really bad. Whereas if it's a more delicate issue, we'll
say "do CPR and give him medication." It just depends. We can
put it in a different light to get them to see it differently.-Intensive Care Unit Nurse
3. Different key approaches to discussing resuscitation exist.
There are a couple of approaches to discussing DNR. One is a
technical, literal approach. The patient's incompetent to make
the decisions. The physician then defers judgment to a family
member, generally a spouse. So then the physician says, does the
spouse have appropriate documentation to support his or her claim
for substitute judgment? "Do you know what durable medical power
of attorney is?" Of course they don't know. The physician wants
to make sure that all the ducks are lined up. The second approach
seems to be, "You know, Mrs. Johnson, I've really tried hard, and
this is not working." It's almost a solicitation on the part of
the physician. "I'm at the end of my clinical abilities and
diagnostic skills. There's just nowhere that we can go. What do
you want to do?" It's straightforward, it's open, it's
cooperative. It's inviting dialogue. Generally, the response is,
"What kind of a chance does he have?" In the third approach (and
I'm not sure there's only three), the family solicits the
physician and says, "How much longer? It's been two weeks, and
you said if he didn't respond in four days that things wouldn't be
looking very good. So what are we going to do, or what are you
going to do?" But the physician on that last one gets defensive
and goes and talks to Risk Management.--Hospital Clergyman
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Doctors who know their patients can use previous discussions to
judge code decisions. They can provide recommendations to
patients. But in the hospital, with residents, it's so much more
difficult. What would I say in their position? "Mrs. Jones, I'm
your doctor. I'm in charge of your care. If I had known you for
a long period of time, I'd know you pretty well. I'd know about
your background and your beliefs, about your wishes regarding the
measures you would want us to take if your heart stopped beating.
I would know if you had a living will. Unfortunately, that's not
the case, so we're going to have to get to know each other and
discuss some of these things now. I expect you're going to get
along fine in the hospital. But we do need to discuss these
topics. I invite you to discuss the subject."--Attending
Physician
4. The presence of a third party facilitates code discussion and
fosters understanding.
It's always good for a third party to help sit through [a DNAR
discussion], someone who knows about the medical issues and can
also help the patient's family with their feelings related to what
the doctor is saying. It doesn't happen as often as it could, but
that is the ideal situation. When they have a [DNAR] decision
discussion with the patient, doctors will 9 times out of 10 talk
the patient into whatever they want him to say. They lead it in
whichever way.--Social Worker
ISSUES SURROUNDING THE USE OF "LIMITATION OF MEDICAL CARE" FORM
1. Infrequent DNAR discussions and poor documentation stimulated
development of the form.
In the past at UMC, in very few cases--maybe 20 percent of all
deaths on all services—did you have a DNAR order where it was
appropriate to have one. In fact, probably there were no cases
where the previous protocol was followed completely. In some
cases the [DNAR] orders hadn't been even thought of until about a
minute before the person died. You wonder about when the DNAR
orders were actually written and what other things were going on.
So this form actually just replaces the discussion you needed in
the past to write in the charts. You still need to write DNAR and
sign it on the order sheet, but that's all you need to do. And
fill out this form.--Attending Physician
2. The "Limitation of Medical Care" form serves several purposes:
medical, ethical, and educational.
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Now the goals of the form are many, and I'll just mention four of
the most important. The first is to give clear guidance to those
who need to know in a hurry what's going on with the patient. The
second is to establish accountability, the third is to help assure
consistency of treatment, and the fourth is to protect the rights
of patients to determine the course of their treatment.--Medical
Ethicist
The purpose of the form is to help residents and attendings make a
decision in the patient's best interest with their participation,
and to impose universally specific standards for documentation on
a medical, factual basis. It is educative for the people filling
the form out.--Attending Physician

Summary
The comments of the key informants suggest that a wide variety of
issues influence the ways doctors discuss resuscitation with
hospitalized patients and the process by which they come to a decision
with those patients and their families. Many of these issues have not
been previously discussed in the literature of normative ethics; they
relate to how doctors, patients, and families construe the meaning of
DNAR and act on their understandings. Because each of the parties
involved brings to the topic different perceptions and values, both
stated and unstated beliefs may arise which influence outcomes and
affect patient and provider satisfaction.
The issues brought to light in this section broadly group
themselves in three general areas (see Table 2). First, there are
issues which lead one to pose the question: What does resuscitation, or
lack of resuscitation, mean? The informants' statements focus on the

TABLE 2: CONTEXTUAL INFLUENCES ON RESUSCITATIVE DECISION MAKING KEY INFORMANT INFORMATION
INTERPRETIVE FACTORS
Issues of Meaning and Understanding
1. DNAR means different things to different people.
2. Cultural attitudes influence resuscitative discussions.
3. Institutional ideologies influence resuscitative discussion
and activities.
4. The timing and style of discussions affect patient and
family understanding of DNAR orders.
Issues of Language and Discourse
1. The physician's tone of presentation affects patient
satisfaction with discussions.
2. Provider attitudes influence how they discuss resuscitation
with patients.
3. Different key approaches to discussing resuscitation exist.
4. The presence of a third party facilitates code discussion
and fosters understanding.
Definitional and Statistical Issues
1. Physicians substitute survival statistics for human need
when discussing CPR.
2. Statistics defend physicians from ambiguity.

TABLE 2--continued
INTERACTIONAL FACTORS
Professional Issues
1. How much experience resident physicians have "running codes"
and how comfortable they are with DNAR orders influence how
aggressively they pursue code statuses with patients.
2. Specialty choice influences how physicians perceive terminal
illness and whether they discuss resuscitation with
patients.
3. The attitudes which primary care physicians in training hold
about resuscitation change as they develop professionally.
4. Institutional factors influence resuscitative decision
making.
Patient and Family Issues
1. Patients and families want control over resuscitative
decision making.
2. Patients and families do not understand the meaning of
resuscitation.
Relational Issues Between Doctors, Patients, and Families
1. The patient or family is responsible for DNAR decisions.
2. Doctors assume responsibility for DNAR decisions.
3. Nobody wants to be responsible for DNAR decisions.
IMPLEMENTATIONAL FACTORS
Issues Surrounding Use of the "Limitation of Medical Care" Form
1. Infrequent DNAR discussions and poor documentation
stimulated development of the form.
2. The "Limitation of Medical Care" form serves several
purposes: medical, ethical, and educational.

attitudes that each involved party brings to DNAR discussions and how
these attitudes are expressed. Second are issues affecting the
interaction between doctors, patients, and families. They examine both
the perspectives of respective participants in DNAR discussions and the
cultural and social factors which form the foundations of these
perspectives. Third is the issue of implementation of DNAR orders.
Because the introduction of UMC's "Limitation of Medical Care" form and
this study coincided, key informants were able to add their opinions to
on the goals of this instrument in DNAR decision making.
Much of the process of medical decision making occurs at an
unconscious level, where various data are processed (Herbert 1988). In
the previous literature on resuscitative decision making, the factors
identified as important have primarily been related to objective
measures of physical outcome. Thematic analysis of key informant
interviews reveals that another set of factors influences the process
and content of DNAR discussions. The remainder of this study
contextualizes these themes through participant observation of inhospital resuscitative discourse and decision making. Focused upon is
the implementation of DNAR orders as this is influenced by doctorpatient-family interaction.

PART B: CONTEXTUAL FACTORS IN DNAR DECISION MAKING
Introduction
As I have reviewed earlier, normative ethical principles offer
guidance regarding resuscitative decision making (Lee and Cassel 1984;

Tomlinson and Brody 1988). These principles, however, state how things
should be done rather than reviewing how they are done. The principles
are neither context-specific nor patient-centered and thus do not follow
the suggestions of the Presidential Commission on Biomedical Ethics
(1983) that patients have the right to make their own life and death
decisions. In addition, they have not solved the dual practical
problems that in-hospital DNAR orders are neither frequently discussed
nor often documented. What these ethical principles neglect is that
DNAR discussions take place between real physicians, real patients, and
real families, who bring with them to these discussions personal
histories and cultural values, social expectations, human emotions, and
individual coping behaviors.
This section of the ethnographic investigation seeks to place DNAR
decision making in context of the doctor-patient-family relationship.
It examines three contextual factors which affect resuscitative decision
making among family physicians and their patients at UMC. The choice of
these representative factors reflects their importance drawn from
observations during the three months of the investigation. The goal of
this section is to explore sociocultural and interactional themes which
affect how doctors, patients, and families discuss and eventually decide
about resuscitative measures.
Unlike many other medical decision-making activities in the
hospital, there is no standard of care for resuscitation. A variety of
elements, including personal comfort and willingness to discuss code
status, ethics, ideologies and values, all enter into resuscitative

decision making. The following factors affecting the discourse and
decisions regarding CPR emerged from this study.

Competency
For the family medicine house officers, competency was of primary
concern when discussing CPR: Could they trust the patient to make an
informed decision that was rational? This issue had two important
facets. First, what was the patient's mental status? Second, was the
patient capable of rational decision making?
Physicians traditionally weigh three factors when judging
competency. Patients are competent when they are aware of their current
medical status, including their reasons for hospitalization, prognoses,
and physical limitations; when they understand proposed treatments and
alternatives, as well as the associated risks and benefits; and when
they are able to discuss the issues and arrive at decisions about
medical plans (Farnsworth 1989). Clearly, however, when patients are in
hospitals in the terminal stages of illness and close to death, when
many DNAR discussions take place, their awareness of the situation and
their factual understanding of the issues may lack clarity.
Even before they consider the use of mental status exams,
physicians use a variety of subjective means to determine competency.
Physicians evaluate whether the patient responds appropriately to
inquiries, especially to open-ended questions. They appraise the
patient's physical status and activities, for example whether the
patient looks alert or restless. They assess the patient in relation to
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contextual information, such as their response to a physician walking
into the room. They note whether the patient agrees with them.
As long as the patient agrees with clinicians, they're competent.
When they start disagreeing with clinicians, they're incompetent.
I've never been called to question a patient's competency when the
patient agrees with the clinician. I've been called all the time
when the patient disagrees.--Psychiatrist
When physicians sense control over the situation, they respect their
patients' wants as appropriate. When things are out of their control,
they give patients less credence to make their own decisions.
Physicians also evaluate whether a patient's coping style is both
consistent with their previous behavior and appropriate for the
situation (Lipowsky 1970). Resident physicians in this study readily
discussed code status with a lonely 79-year-old Italian-speaking
immigrant man who seemed to emotionally withdraw and hope for death upon
his admission for pneumonia. His capitulation to disease mimicked his
long-present feelings of loss regarding homeland and family.

In

contrast, the physicians declined to bring up resuscitative issues with
a 65-year-old man with a long history of progressive multiple sclerosis,
currently depressed about his admission for pneumonia. He had
previously expressed that he was "not unhappy" with his life in the face
of chronic disability. The resident physicians believed any decision
about resuscitation at this time would not be valid; that the patient
was judged to be incompetent based on an acute depression.
Thus, the initial assessment of competency is based on the
interaction between doctor and patient. This interaction is full of
nuances.

43

I think part of [judging] competency is intuition. It's like what
we talk about in terms of good diagnosticians, good physicians.
It's like with good diagnosis. And I think it's a complex. It's
a symptom complex that you put together in your head because
you've seen other things, and you make a diagnosis. And for me, I
think that in terms of code status, competency is judged in
context of the situation at the time it's obtained.--Resident
Physician
If patients succeed in suggesting to doctors that their mental
status is appropriate, the next step in deciding competency is whether
patients can make rational decisions. At the end of life, however,
rational goals may be replaced by emotive desires which patients and
families may not be able to logically spell out. Doctors looking for
rational plans and goals may find poorly articulated dying wishes
instead.

Uncertainty and Ambiguity
Communication and decision making about resuscitation often
provoke anxiety in patients and families. It is a time of conflicting
emotions, beliefs, and facts, all of which foster uncertainty. One
social worker commented that families are often confused by the lifeand-death nature of the decision:
Families don't have full impact of what it means, to not
resuscitate their loved one. They know it's been explained to
them, but they just don't understand. I don't know if it's that
they don't want to listen, or that they don't want to hear that
this person is going to die. They want everything done, but they
also want a DNR. I don't think they know, and it's not clear to
the caregiver.
For physicians, dealing with uncertainty is also difficult (Katz
1984). While "good facts make good ethics" (Radetsky 1989), it is often

difficult to give meaning to those facts in context of the patient's
situation. Even when percentages are used to give prognoses, they may
do little to diminish uncertainty, especially when the use of
percentages is not normally considered in decision making.
You hear a lot of physicians talk to patients about resuscitation,
I think, and they like to put in numbers, you know. Five percent
this, 10 percent this, 30 percent this, 50 percent that. You
know? We use that as our armamentarium to sway a patient into one
kind of therapy or another. We use the numbers. We use the data.
And that's really easy to do that, you know, because it's just the
facts, it's the scientific method, which, as physicians, we are
trained in. Only it's not exactly natural, I don't think. I mean
when you're walking down the street you don't think that, well, my
chance today of getting struck by lightning is 1 percent.-Attending Physician
Many times diagnoses are presumptive. Final pathological
conditions are not determined until autopsy. Yet with patients in the
terminal stages of life, physicians discuss resuscitation without having
access to the security of absolute prognoses. They are caught between
the desire to give hope to a patient and the need to be in control of
the situation. In teaching hospitals where patients and doctors often
know little of each other, this uncertainty is exacerbated. Residents
weigh uncertainty regarding prognosis versus certainty of diagnosis and
consider how much ambiguity they feel patients and families can tolerate
before talking with them about CPR. They also try to abstract certainty
from statements patients have previously made.

Residents in this

investigation delayed discussing code status with a competent female
patient because they could not identify the source of her metastatic
cancer. Only after she lapsed into a coma and died did they justify
their decision not to perform CPR based on a passing comment about
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"quality, not quantity" that she had made several weeks earlier as an
outpatient. Environment, trust, and time are influential factors which
contribute to the relative perception of uncertainty in DNAR decision
making.
Even within the discussion itself, ambiguity influences the
physicians' behavior. This behavior is often conditioned by patient
responses. Additionally, patients' behaviors are conditioned by
physician responses. One intern relates the problems he faced when
discussing CPR with the husband of an apparently incompetent patient:
I couldn't tell if he was just reserved, or if there was denial,
or if he didn't understand what I was saying. Usually when I talk
to someone I feel like I can read their responses to when I say
"serious illness," or "what would you like us to do?" My first
reaction is not to come out and say, "If your wife's heart stops
do you want us to shock her chest." That's something that I feel
I don't have to do, because it's very, very blunt. Usually people
pick up on some of the other cues. They will have already thought
about it and say, "Oh, you know, my grandmother was on a
ventilator, I never want to be on one." Or, "Don't shock her
chest." Or they'll say, "Do everything you can." In this case, I
felt like he didn't pick up on some of the earlier cues, and so I
had to become progressively more explicit.
This kind of frustration often results because doctors, patients,
and families fail to reach a common ground during their discussion. Of
the important reasons for this, four stand out. First, doctors and
patients communicate in different interactive frames. Whereas doctors
talk about the biomedical aspects of disease, patients are concerned
about the experiential aspects of illness and qualitative dimensions of
health (Eisenberg 1977). These two views are respectively communicated
as "the voice of medicine" and "the voice of the life world" (Mishler
1984). In-hospital training does not emphasize patient-centered
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interviewing (Brown et al. 1986; Levenstein et al. 1986), attentive
listening (Mishler 1989), or responsive dialogue (Gordon 1989),
especially in context of DNAR decision making.
Second, the cognitive frameworks upon which these communicative
frameworks are based come from different worlds as well. The facts
which doctors consider are tempered by past in-hospital experiences with
dying patients and resuscitative measures, by prior patient outcomes,
and by perceived involvement with care. Patients also have prototypical
scenarios from their own past experiences which sketch their goals for
DNAR decision making (Nardi 1983). These patient views may or may not
be communicated.
In one case, a 68-year-old white male was asked whether he wanted
CPR. He had been admitted for near-syncopal event, likely secondary to
arrhythmia, and had a history of congestive heart failure, insulindependent diabetes mellitus, and severe coronary artery disease.

In a

subsequent interview, he responded to his physician's question about
resuscitation:
Well, her question sort of surprised me. It surprised the hell
out of me, really. Because it came from left field. I never
expected a sort of question like that. But what immediately came
to my mind was when they took me to Farmdale Hospital twenty years
ago. I was unconscious and they had to use the paddles when I got
in the door to Emergency. They called a code red or something,
they called it a code 99. They had to go to the paddles. I got
the paddles. And this friend of mine was an orderly on the team.
The first thing I can remember was him saying, "Come on, Tom!" He
was slapping the hell out of me. He said, "You can make it, come
on, you can beat it." Really, when the doctor mentioned
resuscitation, that's what I thought of. I've already seen the
tunnel ahead of me.

Third, while doctors try to objectify information and communicate
about mechanistic aspects of resuscitation, patients may base equally
rational decisions on different grounds. Doctors communicate about
intubation, defibrillation, and the use of medications to sustain
adequate blood pressure. Patients often make their decisions
selectively on the types of diseases that are present and the imagined
scenarios they associate with terms doctor use. A patient may want
resuscitation if heart disease is present, but decline it if cancer is
present. This alternative kind of decision making again creates
ambiguity due to the lack of concise knowledge about prognoses and
diagnosis. It also may be perceived as a wish rather than a rational
decision. Parties involved in DNAR conversations may have difficulty
reconciling these two factors as the primacy of objectified knowledge
inhibits them from communicating emotional issues important to the
decision-making process.
Fourth, ambiguity in communication arises because of conflicts
about who should be making the decision. The President's Commission
(1983) suggests that competent patients, and in their absence surrogate
decision makers in the family, should be responsible. Yet both
physicians and patients can encourage communicative ambiguity by giving
up responsibility due to the complexities of the decision. A paradox
arises when physicians, whose goal it is to maintain patients in health,
want nothing to do with their patients' deaths. Conversely, patients
can abdicate responsibility to physicians, often indicating "do
everything possible."
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While it has been recommended that a spokesperson for families be
identified to minimize conflicts between families, this too may be
difficult. In households, individuals may be responsible for different
activities. Stereotypic concepts of who the leader in the family is may
neither be culturally appropriate, nor may they apply to new situations
in the hospital. Concepts of shared decision making in groups are
helpful, as these suggest that practitioners and patients collectively
work together to make decisions (Janzen 1987; Brock and Wartman 1990).
Still, factionalism between decision makers can occur because of
unstated concerns and conflicts in belief structures, necessitating that
clinicians adopt a receptive posture to family issues and be willing to
share their own concerns openly.

Attitudes Toward Death
Patients and physicians face conflicts in their decision making
about resuscitation because of their perception of death. Each party
may wish to guarantee "a good death," but these perceptions may differ
from one party to another. Complicating this, in many situations no
documentation of antecedent DNAR discussions exists and only seemingly
bad choices remain available.
Many physicians fear the process of discussing the potential for
death with patients. They fear the process by which they translate
their image of death, of organ failure, to the patients' and families'
images of dying. They are concerned that this may hasten the physical
and emotional deterioration of patients (Muslin and Schade 1988), or
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raise the spectre of malpractice. The discussion becomes a delicate
challenge, a tenuous web of communication which could break apart at any
time, rent by misunderstanding and ignorance. Physicians are faced with
the possibility that the unfortunate information they convey will
challenge the structure and authority of the biomedical world, one
controlled by physicians. Practitioners may flounder, wondering how to
manage a patient's compliance with institutionally acceptable types of
"appropriate" death (Cassem 1987).
When a physician delivers a poor prognosis to a patient, each
enters a new role. These roles implicitly hold functional
responsibilities which are potentially beneficial, possibly detrimental.
Do they promote an alliance of doctor and patient which facilitates
resolution of existing or potential social conflict before death occurs?
Or do they simply reflect social labels which initiate or exacerbate
conflicts serving to alienate or isolate doctors, patients and families
within triangulated relationships?
Patients and practitioners often accept well-defined role
responsibilities to relieve them of ambiguity. For the terminal patient
a poor prognosis, the diagnosis of death places a temporal boundary on
life, a boundary that demands a closure to interaction with others.
This may facilitate personal growth, bring families together, and
promote a healthy progression from one generation to another. Yet many
dying patients and their families assume apologetic roles which promote
negative aspects of social labeling. These patients and families give
up responsibility to practitioners and professionals. In environments
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such as hospitals, patients and families often learn that passivity can
evoke sympathy; by giving up the decision-making power they gain rewards
from external caretakers. This abdication of responsibility may mask
years of unmet needs or feelings of guilt and remorse. Asked why he
wanted physicians to pursue full resuscitative measures for his wife,
one husband responded:
I don't think I could let her die here. I would feel responsible
for her death. I blame myself for her condition, for her drinking
and her smoking. I think my children, all my five children would
blame me too. I just want her to go home so I won't be blamed.
Physicians too are concerned that their actions will be judged.
Not only are they concerned about being responsible for the patient's
death, they are responsible from a medical standpoint for how the
patient dies. A resident physician noted:
If the patient dies after a chronic illness and maybe a month of
hospitalization, after a very protracted course, and he has a
potassium of 3.0, there is this attitude that you're supposed to
feel guilty about that. There is almost this attitude of blame.
I think everybody works so that they can't be blamed for a death.
Nobody wants that responsibility, but it's there in subtle ways.
Management of disease replaces either restoration of health or
satisfaction in dying as a primary goal for some physicians. Thus, the
role responsibilities of patients and practitioners result from the
enmeshing of cultural patterns and individual behaviors as they apply to
terminal prognoses.
To doctors, patients, and families the diagnosis of death is often
an inherent part of DNAR discussions. This is a final diagnosis,
separate from whatever contributory diseases coexist. Unlike specific
disease classifications, "dying" and "resuscitation" are inexact terms.
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Their meanings are unique to each person, full of images of rescue or
assault and consideration of cultural or moral cost.
The symptoms and signs of impending death have deep cultural
meanings to all parties involved. These symptoms and signs are natural
symbols which guide perceptions and patterns of decision making about
resuscitation. These symbols vary from society to society: dying with
or without pain, fever, thirst, suffering, or grief (Shepard-Hughes
1985; Nichter 1988, personal communication; Wikan 1988); dying only
after a fight to stay alive; dying "naturally" (Callahan 1977). Yet in
each case these symbols do matter, especially where the spirit of the
dead is taken seriously. Recognizing these symbols is an important task
of communication between doctor, patient, and family.

Summary
This section reviews naturalistic themes which emerged from a
four-month investigation into the doctor-patient relationship regarding
resuscitation. These themes were the principal frameworks structuring
decision making during this period. Other factors, however, influenced
the decision-making pattern to varying degrees. The constellation of
issues which affected the contextual and sociocultural aspects of
decision making are diagrammed in Figure 1.
There are many contextual factors which affect how doctors and
patients or families view death and resuscitation. This figure is
certainly not all-inclusive and, depending on contextual factors, can
shift in intensity or significance. A diagram such as this is not meant

DOCTOR

1.
2.
3.
4.
5.

Uncertainty about diagnosis
Competency of patient
Prototypical code experiences
Bureaucratic needs for documentation/standardization
Outcome indicators

1. Relationships with other physicians
2. Personality interactions
1.
2.
3.
4.
5.
6.
7.
8.
1. Prototypical
personal experiences
2. Relational factors
with family

1.
2.
3.
4.

/
/

Uncertainty regarding prognosis
/
Attitudes toward death and suffering
/
Language barriers
/
Past patient expressions about DNAR /
Communicative ambiguity
/
Cultural beliefs
Perceived future functional capacity
Control of encounter
Prototypical disease models
\. Relational factors with patient
Competency of caretakers
/ and other family members
Financial costs
/ 2. Knowledge about disease
Satisfaction with outcome /

FAMILY

PATIENT

FIGURE 1: OBSERVED INFLUENCES ON DECISION MAKING
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to be an absolute structure, rather the intent is to create a picture of
what physicians and patients consider when making DNAR decisions. This
picture extends beyond the ethical frameworks which are presented as
ideal models for structuring decisions. Accordingly, the assessment of
the decision-making process in hospitals also needs to become
multidimensional.
Other authors have examined similar human and contextual factors
in other aspects of medical decision making. Anspach (1987) discusses
how neonatal intensive care unit nurses, residents, and attending
physicians systematically differ in their views of infants' prognoses.
Svarstad and Lipton (1977) note the significant relationship between the
nature of professional communication and of parents' willingness to
accept a diagnosis of mental retardation. Waitzkin (1984, 1989)
discusses how professional ideologies affect individual doctor-patient
interactions. Friedson (1970) and Parsons (1976) postulate how role
relationships affect specific doctor and patient activities, including
compliance, authority, and acceptance of responsibility.
Investigation into patterns of decision making and the contextual
factors which affect DNAR decision making are important not only to
facilitate pattern recognition, they are also important to break down
the barriers which exist between doctors and patients in this area.
They can become focal points in the establishment of closely connexional
(Suchman and Matthews 1988), therapeutic alliances between doctors,
patients and families. These alliances demand a mutuality of
understanding and communication between these involved parties. One
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step in the development of this mutual sharing is the understanding of
the interactional factors which affect communication in the context of
DNAR discussions.

PART C: DNAR DISCOURSE AND DECISION MAKING
Introduction
Discussing resuscitation with hospitalized patients is a difficult
task for all physicians. Doctors talking to patients need to assess
simultaneously the patient's illness and its prognosis, gather and
present all relevant medical facts, define the available treatment
options, determine the professional acceptability of these treatment
options, and achieve a consensus resolution among the identified
decision makers (Radetsky 1989). For family medicine residents in
training, especially at the beginning of their residencies, the
coordination of these tasks often seems unmanageable.
For these physicians in training, discussing resuscitative
measures with hospitalized patients is but one of many new
responsibilities they face. Often new interns have had little practice
observing others and scant formal education regarding doctor-patient
discussion about resuscitation. Many residents have a difficult time
facing resuscitative issues because the principal goal of their training
focuses on cure. Death is often considered a failure. Residents may
feel closely scrutinized by social workers, members of the clergy, and
nurses, who are also involved in DNAR decisions. And while legal
authority regarding resuscitation lies with the attending, it is the
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resident physician who holds the communicative responsibility for
discussing the issue with patients and families.
As has been discussed, the medical administration in conjunction
with the Bioethics Committee at UMC introduced the form "Limitation of
Medical Treatment" in part to facilitate discussions about resuscitate
issues between residents and patients. Since the introduction of this
form occurred shortly before the onset of this ethnographic study, the
opportunity arose to examine its use in DNAR decision making.
The following two case studies describe how two family physicians
in training used the "Limitation of Medical Treatment" form. The use of
the form in each case is placed in context of the interaction between
the medical team and the patients with their families. In addition to
offering a glimpse of the form's use, each case thus illustrates
specific themes relating to the social and cultural aspects of the
doctor-patient-family relationship.

Case I: Sarah Jones
Sarah Jones4 is a 51-year-old white woman from Canada who came to
Tucson with her husband in order to attend a gem show at the local
convention center. This show and the Southwest's warm winter weather
had become annual events for the couple; this was their third trip south
in as many years. These trips had served as important respites for Mrs.

4A11

names are pseudonyms.
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Jones. In Canada she noted she was always exceedingly busy "cooking,
cleaning, and looking after" her husband and teen-age son, the last of
five children left at home; in addition she managed a household gem
store. Mr. Jones stated that she smoked heavily and drank alcohol
constantly in between customers; these were her ways to control "her
depression." She had lost her appetite and was losing weight. He
recognized that something was seriously wrong, and had encouraged her to
stay in Canada while he traveled.

In a typical move to deny her

problems, Mrs. Jones insisted on going. Her husband, chronically
dependent on his wife, passively agreed.
A few days after arriving in Tucson, Mrs. Jones developed a
productive cough, chest pain, and shortness of breath, concomitant with
a fever. Taken to the UMC emergency room, Mrs. Jones noted that she had
lost 25 pounds over the last six months. A physical exam revealed
significant wheezes over the right lung field with decreased breath
sounds superiorly; radiographs confirmed a necrotizing lobar pneumonia.
She also had a markedly enlarged, tender liver. Admission laboratory
tests were performed, revealing an elevated white blood cell count with
left shift, indicative of infection; elevated liver function tests with
a coagulopathy suggested chronic liver damage. The Family Practice
residents were called to admit her to the hospital.
Upon seeing Mrs. Jones, the residents were struck by her frailness
and cachexia. One later commented, "when we walked into the emergency
room, I just looked at her and said to myself, this woman has cancer. I
don't care if she has pneumonia." Nonetheless, Mrs. Jones immediately
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began receiving broad-spectrum antibiotics for the pneumonia and was
placed on oxygen. They also started preventive measures to avert
alcohol withdrawal and initiated a diagnostic workup to detect the
presumed underlying cancer.
Once hospitalized, Mrs. Jones' physical and mental statuses
rapidly deteriorated. She became increasingly tachypneic even on oxygen
and had frequent short episodes of delirium. Given this rapid decline
and their presumption of cancer, the residents considered discussing
code status. They proceeded with this discussion after receiving the
results of an abdominal ultrasound which showed hepatomegaly with
multiple echogenic lesions, suggestive of metastatic disease. They
explicitly based their decision to discuss DNAR on the unlikely
statistical chance of survival with pneumonia and metastases should Mrs.
Jones require resuscitation.
The intern, Jim Adams, approached Mr. and Mrs. Jones on the
evening of her second day of hospitalization. " At the time, Mrs. Jones
was agitated. She was pulling on her two intravenous lines, tugging at
her oxygen mask. The alarm on her pulse oximeter was sounding
regularly. Dr. Adams later reflected on the situation:
I remember when I walked in there. . . I said, this room is out of
control. In fact, I told Mrs. Jones. I've been to a lot of
hospital rooms, but when I went in there I just felt like it was
like Romper Room gone berserk. It was like a bad day at Romper
Room when I looked in. There were nurses all over. There was
stool all over the floor. It was a bad sign.
Because of Mrs. Jones' apparent disorientation, Dr. Adams
addressed his comments to her husband.
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Dr. A.:
Mr. J.:
Dr. A.:
Mr. J.:
Dr. A.:
Mr. J.:
Dr. A.:
Mr. J.:
Dr. A.:

Mr. J.:
Dr. A.:

Well, Mr. Jones, basically what I'd like to talk to
you about is, is her condition
Mm-hm.
And I need to ask you some very direct questions. .
Um . she originally came in and we know that she has
pneumonia.
Mm.
But as I mentioned when she first came in, I feel that
there is something going on underneath the pneumonia.
Mm-hm.
Because her twenty-, her twenty-five pound weight
loss, the way she looks overall is very thin
Yes.
And now with her acting in a real disorganized manner,
um, it makes-I'm fairly certain that there's something
else going on, although as yet we don't have a
diagnosis. Sometimes it takes a while.
Mm.
Um, to be honest, after 1-reviewing the results of her
ultrasound and looking at her chest film I think that
there is a good chance that she has cancer, and I'm
not sure where it came from.

After a short exchange during which Mr. Jones responded that his
wife was always putting off physical examinations, the discussion
continued.
Dr. A.:

Mr. J.:
Dr. A.:
Mr. J.:
Dr. A.:

Mr.
Dr.
Mr.
Dr.
Mr.
Dr.

J.:
A.:
J.:
A.:
J.:
A.:

.hh So I guess the, um . the thing that we need to
talk about right now in this setting is . have you
given any thought to what would happen with Magda, or
what you would like to have done in the event that she
is in a grave . [condition?]
[Mm-hm.] Well, yes, yes, I would like
to get her back to Ontario.
Okay.
Because definitely, like all her family is there. I
don't have any family, but all hers is there.
Okay. . Okay. If something should happen to her
during this hospitalization, have you given any
thought, and have you discussed with your wife
[whether]
[No.]
You haven't discussed that?
No, I don't even want to.
Okay.
I don't want to alarm her.
Well, we, we need to do that, we need to be direct,
because . although she looks relatively stable now

Mr.
Dr.
Mr.
Dr.

J.:
A.:
J.:
A.:

Mm-hm.
I'm concerned that . with anybody who is very [ill]
[Mm-hm.]
Her heart could stop beating, or she could stop
breathing, and then we would be in the position of
having to do some very aggressive therapy and
interventions in order to keep her alive.

Three factors characterized the remainder of the interview.
First, the content paralleled the above discourse. Dr. Adams asked
specific questions about intubation, defibrillation, and pressor
medication, using layman's terms. Mr. Jones replied in each case that
he wanted these measures undertaken in order to ensure her return to
Canada. Second, the conversation remained dyadic, between Dr. Adams and
Mr. Jones. The patient herself was drawn into the conversation only to
confirm her husband's wishes, which she appeared to do even though
confused. Third, an unspoken sense of ambiguity pervaded the
discussion: neither Dr. Adams nor Mr. Jones seemed to sense the meaning
of what the other was saying during the interview. There was some
conflict of purposes throughout. As a result of this discussion, no
"Limitation of Medical Care" form was filled out. Mrs. Jones remained a
full code.
Interviews confirmed the characterizations of the initial
discussion regarding CPR. Dr. Adams later recounted his need to gather
information about the specific aspects of the resuscitative process as
delineated in the "Limitation of Medical Care" form, even though his gut
feeling told him that Mrs. Jones would not survive a code and that
neither she nor her husband truly wanted her to undergo unsuccessful
resuscitative efforts. Even when reviewing the narrow concerns of
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medical viability, he recognized that conflicts existed when each
resuscitative measure was taken out of global context.
I feel that overall, that if this woman was to code, she would not
come back. That's basic. But when you get down to particular
things, for example, defibrillation, I think her heart's strong, I
think it would come back, okay? So I think, yeah, she could
probably withstand that. If it comes down to respirator, she's
got one good lung! So, I can't argue with that. When it comes
down to pressor agents, again, her heart is strong enough. So
sure, she could have that. She's already getting antibiotics, IV
fluids, and nutrition is not necessarily an issue right now. So
in other words, although my overall feeling is that I would like
this patient to be a no-code, because I really don't think in the
long run she's going to make it, when you break it down item by
item, I can't argue with his decision on any one of them.
On the other hand, the "Limitation of Medical Care" form did allow
him a structure with which to approach the interview, making it easy for
him to cover major medical contingencies. What it lacked was "room to
say the p a t i e n t does not want" resuscitation and why. Dr. Adams
understood Mr. Jones' desire that his wife return home, and his
insistence that resuscitative efforts be instituted if necessary; he
lacked the institutional authority to formally recognize these patient
needs.
Mr. Jones later recalled that his concern throughout the interview
was if the UMC physicians were to discover a cancer and operate, he
believed his wife would die suddenly. His mother had recently died
rapidly from lung cancer, without anyone knowing she was ill. A passive
man, Mr. Adams was afraid he would be blamed for his wife's death if he
did not encourage resuscitation. Yet no one else in the family even
knew she was hospitalized.
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For her part, Mrs. Jones occupied herself during the DNAR
conversation with efforts to pull out her intravenous fluids lines. It
was only the following morning, when Dr. Adams returned with the rest of
the Family Practice team to examine Mrs. Jones, that her understanding
could be assessed. Her night had been restless, and she now wore soft
restraints. She was, however, lucid when Dr. Adams asked her to
recollect the previous evening's talk.
Dr. A.:

Mrs. J.:
Dr. A.:
Mrs. J.:
Dr. A.:
Mrs. J.:
Dr. A.:
Mrs. J.:

Mrs. Jones, do you remember the discussion that I had
yesterday with you and your husband? At that time we
were discussing what you would like us to do in the
event that you become gravely ill, and we would need
to do things like, start your heart, or have you be on
a breathing machine.
Right. I remember that.
You remember that? Could you just tell us a little
bit about how you, how did you feel about that
conversation?
If it was my heart?
Mm-hm.
If it was my heart, go ahead. If it was cancer, I
don't want anything done.
If you have cancer, you don't want us to do anything
for your body?
No.

In contrast to the night before, Mrs. Jones showed only a few
signs of confusion and agitation. Her responses to direct questions
were clear. The senior resident recognized this cognitive change in
Mrs. Jones, as well as the apparent conflict in resuscitative choice
between husband and wife.
During this interview, Mrs. Jones was the most lucid I've seen
her, and even though it was a diverted interview, no one directed
it to the point of saying, "This is what we think you should do."
We basically gave her an open-ended question and said, "in this
circumstance what would you do?" She in her own mind separated
the heart from cancer. We didn't separate that for her, and she
was fairly clear about what she wanted to do, so
I think
she's told us her wishes.
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Before making any changes in code status, the medical team opted
to wait for the results of further investigative studies to confirm the
suspected cancer.
The remainder of Mrs. Jones' course at UMC was rocky. The
following day a computerized tomography head scan revealed a 100 cc left
hemispheric subdural hemorrhage, for which she was transferred to the
Intensive Care Unit. She also developed an upper gastrointestinal bleed,
evidenced by grossly melanic stools. Laboratory results confirmed
Staph, aureus as the cause of her lung infection and associated
bacteremia; they also documented an increase in fibrinogen and the
development of fibrin split products, suggestive of impending
disseminated intravascular coagulation. Her clinical course paralleled
these distressing data.

She became initially dysarthric, then began

hallucinating. Her respiratory status deteriorated as her fevers
continued.
After two days in the ICU, she dramatically improved. Her
delirium cleared. Her physical status was still tenuous, but she was
stable enough to be transferred back to the ward. Further
investigations documented no clear evidence of cancer as a direct
etiology for the constellation of ailments afflicting her. After two
weeks at UMC she was transferred to a Canadian hospital by air
ambulance, with instructions for completion of her antibiotic course,
observation of her intracranial and gastrointestinal bleeding, and
alcohol treatment.
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Case II: Martin Reves
Martin Reyes is a 35-year-old Tohono Oodham man who grew up not on
the nearby Papago Reservation, but in Chicago, where his father had
worked. His past medical history was significant for a left upper
lobectomy for tuberculosis at the age of three. Subsequently he had
multiple traumatic accidents but no major medical illnesses. Upon
returning to Arizona, he avoided the reservation outside of Tucson;
rather he lived in Tucson with his Anglo girlfriend. She characterized
him as a happy-go-lucky person who found his pleasure singing in a rock
band, and his solace, at least over the past few years, in drinking.
He was admitted to the Family Practice Service with a
gastrointestinal bleed and an altered mental status. Two weeks prior to
his admission he began binge drinking and shortly thereafter developed
icterus, nausea, and vomiting. His mental status progressively
deteriorated to the point of admission, when he was agitated but
unresponsive.
Examination in the Emergency Room demonstrated scleral icterus,
markedly jaundiced skin, an enlarged liver, and heme-positive stool.
Laboratory examination revealed marked anemia, electrolyte imbalances, a
blood urea nitrogen (BUN) of 67, a creatinine of 1.8 (indicating renal
insufficiency), and a coagulopathy.
Mr. Reyes was admitted to the Intensive Care Unit for his upper
gastrointestinal bleed. Endoscopy showed esophageal varices and
sclerotherapy was performed. The patient was transfused. Because of
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his mental status changes, the patient was intubated to protect his
airway.
Mr. Reyes was extubated two days later. As his mental status
gradually improved and his hematocrit remained stable over the next few
days, he was transferred to the ward. During the hospitalization, the
patient's urine output fell. Serial examinations showed worsening renal
function in spite of massive intravenous hydration and diuretics.
Together with his poor liver status, this information suggested the
patient had developed hepatorenal syndrome, with its associated dismal
prognosis. While the patient's mental status improved, it never
returned to baseline.
At the point when the ward team decided that no further diagnostic
or therapeutic studies would change this diagnosis of hepatorenal
syndrome, the intern, Dr. Bob Smith, called the family together to
discuss DNAR status. Family members included Mr. Reyes's mother, two
adult sisters who lived on a nearby reservation, and his Anglo
girlfriend with whom he lived in Tucson. During the time that Mr. Reyes
was in the Intensive Care Unit, Dr. Smith had seen much of the family.
In the four days since his transfer, he had little contact with any of
the family members or the girlfriend. Because of this, the team
consensus was that the family believed Mr. Reyes was improving and would
have no problems leaving the hospital. The ward resident reviewed with
Dr. Smith the importance of communicating how serious Mr. Reyes's
illness was before getting a decision on disposition regarding
resuscitation.
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The discussion regarding resuscitation was conducted at Mr.
Reyes's bedside. The four family members faced Dr. Smith, who was
partially turned away from the patient. Dr. Smith began the interview
by reviewing the course of this hospitalization and the development of
hepatorenal syndrome. Step by step, he told the family how Mr. Reyes
had liver failure and bleeding in his stomach, that these problems were
due to drinking, and that his kidneys stopped working.
We call it hepatorenal syndrome. And it's a very bad illness.
Are you with me so far?
We don't know exactly what
causes hepatorenal syndrome, the syndrome where your, both your
liver and your kidneys fail at once, but they've tried many
different therapies, many, many different things to treat it, and
so far they haven't come up with anything that really, is really
effective. It's a very bad illness. I can, I can give you some
figures if, if you want me to, just some numbers. The vast
majority of the people who, who get this syndrome, this illness,
don't leave the hospital. ... So what I'm saying is that, that
Mr. Reyes has a, a syndrome that's called hepatorenal syndrome,
where both your kidneys and your liver stop working. And that's a
very bad disease, and it's usually fatal, and in a short period of
time
I know that, that's hard news to take but I think
everybody here really has to know what's going on.
Dr. Smith reviewed why it was important for the family to
participate in the decision making, suggesting that Mr. Reyes was not
competent to "make all the decisions that have to be made." In response
to the family's questions about his physical condition, he again
reviewed the causative elements of hepatorenal syndrome and the poor
prognosis awaiting Mr. Reyes, noting that he would likely steadily get
worse and live only a short time.
Dr. S.:

So that said, I'd like to just bring up some issues
that, that we can talk about now, and that you can
talk among yourselves, and you can talk to Martin
about, about how we'ro going to react to problems that
he's going to have in the future. And what exactly
you want us as the, as the doctors to do for Martin.
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Friend:
Dr. S.:
Friend:

Sister:
Dr. S.:
Sister:
Dr. S.:

Some things that we, we have to decide, are--if, if he
gets worse, for instance, and you need to have, uh,
what we call life support, you need to be intubated,
intubated, and put on the ventilator, we'd like to
know how you'd feel about that. We'd also like to
know, if Martin has ever talked about that, has ever
talked about being on life [support systems]
[I don't think] he'd want
it, anything.
Has he ever mentioned it to [you?] What did he say?
[Yeah.] He just, we've
talked about, you know, if he'd been sick in the
hospital, if, you know, you couldn't do anything,
there wasn't any chance, that we wouldn't want to .
prolong it.
Indians don't care for life support.
Don't care for life support?
Uh-huh. ((indicating affirmative))
Okay, um, there are, there are a lot of issues, and,
and one of them is, is, uh, quality of life versus
quantity of life. There's a chance that it will come
to a point where we could keep Martin physically
alive, but, uh, but he wouldn't, he wouldn't
necessarily be conscious. He couldn't necessarily
communicate. And he might not be comfortable. So it
might come to a point where we have to decide whether
to make, uh, Martin comfortable, or to extend his life
to give him more time, even though that treatment
might make him uncomfortable
So that's a
question that, it sounds like Martin has already
talked to you some, and you already have some ideas
about how you feel about that. . . But we would like
to, to have an idea of, of, uh, how far you'd like us
to go, or if you'd want him to be on a respirator,
what you'd want us to do if his heart went bad, if you
want us to do chest compressions, that type of thing.

Shortly thereafter, Dr. Smith continued:
How would you feel if his heart, his heart stopped?
How would you feel about the chest compressions we
could do? About medicine, or electroshock that we
give to restart the heart?
Each of the family members was offered a chance to ask questions,
each responded: one sister, a nurse's assistant, asked how to spell
hepatorenal. Another reaffirmed that it was not in the Indian culture
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to resuscitate, related to stories of family members and relatives who
had chosen not to undergo resuscitation. Mr. Reyes's mother, the
designated decision-maker in the family, asked if he would need to be
shocked multiple times if his "heart attacked."
The conversation concluded when Dr. Smith suggested that the
family consider the issues among themselves. A second family conference
was scheduled for later that evening. Following the discussion, Dr.
Smith expressed his satisfaction with the interview. He had
accomplished his goals in the conversation. As he expressed it,
I think it's important for the physician to lay out the situation,
the patient's clinical status, his prognosis, and his treatment
options. And then I think it's important for the physician to ask
the patient and the family to clarify that they understand what
the situation is, that they understand the options, and that they
share what their views are as to quality-of-1ife issues and how
they view the basic treatment and support issues.
He had been explicit in his description of hepatorenal syndrome.
He had heard their questions about resuscitative measures. He had
allowed them time to consider this decision among themselves.
The family members, however, had different concerns. The eldest
daughter wondered why Dr. Smith proceeded to describe in technical
detail the resuscitative measures, even after they had made it clear
that none were desired. She felt that, deep down, he really didn't
trust their decision making. Mr. Reyes's girlfriend began to ruminate
over the patient's lack of participation in the discussion, questioning
how they could talk about him in front of him, without acknowledging his
feelings. His mother, the identified decision-maker, reflected upon the
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pain she thought he was experiencing and her previous experiences with
her son's pain.
He suffered when he was a baby, I think he lived in the hospital
from, I guess from a year until three years old when they finally
found out what was wrong with him. He was forever in the
hospital, and he was in a lot of pain, and I used to go see him at
the Children's Hospital in Chicago where we lived. And that,
seeing little children suffer so much, and well, even up to now I
don't like to see little babies suffering. And do you know I was
thinking what the pain did to him. And then too when they said
that he would keep going with the machine, I thought that would be
too hard for him. He doesn't even like to be in the hospital,
with all those tubes in him.
Following the DNAR discussion, the family members left the room
and talked among themselves. Several expressed their concern that Mr.
Reyes would give up all hope after hearing his prognosis. They
confirmed among themselves that neither did he want resuscitative
efforts, nor was it culturally appropriate. When they met again with
Dr. Smith and the ward attending, they again communicated their desire
not to have resuscitative efforts performed. The "Limitation of Medical
Care" form was filled out, indicating that no intubation, chest
compression, defibrillation, or pressor agents would be used should the
patient arrest. The following morning, in his sleep, Mr. Reyes died of
a massive gastrointestinal hemorrhage.

Discussion
While the styles of both of the two physicians in these cases
differed, their agendas dominate the discussions regarding
resuscitation. Dr. Adams listens to the calls by Mrs. Jones's husband
to return to Canada, but redirects the conversation back to issues of
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intubation, defibrillation, and pressor medicines. His task is to
fulfill the requirements of the "Limitation of Medical Care" form. Dr.
Smith, on the other hand, follows a preordained strategy which
paralleled the form's content. When the patient's family explicitly
disclosed that resuscitation was incompatible with both cultural and
personal beliefs, Dr. Smith proceeded to address the mechanistic aspects
of CPR without acknowledging their expressed concerns.
These cases suggest that the requirements of the "Limitation of
Medical Care" form shaped the structure of the physicians' conversations
with patients about resuscitation. For doctors in training, these
guidelines on how to conduct a code discussion are reassuring. They
provide a framework for handling what is a difficult situation, one with
which they have little previous contact or instruction. They provide a
direction to pursue, where none had been previously offered.

If they

fill out the form for the attending's signature, the residents believe
they have adequately done the job of discussing code statuses with
patients and families.
The direction the "Limitation of Medical Care" form provides,
however, is one that limits exploration of patient values and beliefs.
It narrowly lists the needs of the physician considering DNAR orders.
It offers no intent to document the wishes of the patient or family. It
also decontextualizes the decision. Rather than asking for global
decisions regarding resuscitation, it specifies the particulars, which
in any one instance may be thought to be indicated. Medical residents,
mindful of time and emotional pressures, are quick to recognize the
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narrow limits of their responsibilities, in this case to indicate the
appropriate treatments on the University Medical Center's "Code Status"
form.
Bioethicists and medical clinicians have struggled to fulfill
several conflicting needs at once in creating forms documenting DNAR
decisions with such forms. They have tried to forestall legal problems,
assure ethical consistency, facilitate auditing, and promote
documentation. While the "Limitation of Medical Care" form described
here offers an inventory, other types of resuscitative orders are less
explicit. Davila et al. (1986) describe their use of categorical orders
indicating full support, including CPR; full support, excluding CPR; and
modified support, excluding CPR. Chart notes are required for the
second two categories, indicating diagnosis, prognosis, response to
care, competency and statements outlining discussions with patients or
families, consultants and attending physicians, if necessary.
The dialogue of how best to discuss resuscitation does not end in
hospital conversations. Many authors recommend that these discussions
take place before serious illness occurs (Bedell and Delbanco 1984;
Shmerling et al. 1988; Emanuel 1989). Still how this occurs and what
structures the issue are topics of concern. Two examples typify the
range of issues with advanced directives. Emanuel and Emanuel (1989,
1990) advocate the use of medical scenarios to elicit patient
preferences antecedent to terminal events. They describe how physicians
can present patients with three scenarios, involving irreversible coma,
persistent vegetative state, and severe brain damage, and asks how they

would feel about CPR, ventilation, and life-sustaining nutrition.
Others suggest the use of values history forms which patients can fill
out in the absence of physicians. These forms ask patients about
attitudes relating to independence personal relationships, health, and
life experiences in general, in addition to probing values related to
resuscitative measures (Doukas, Lipson, and McCollough 1989; Center for
Health Law and Ethics 1990; Gibson 1990).
Both of the suggestions for outpatients intend that patients
explore their values as they relate to medical interventions and life
experiences. Frequently, in-hospital discussions neglect the input
patients have and concentrate their agendas on order-specific decision
making. Once in the hospital, the presumption exist that rational
decisions are based principally on medical facts and that this rational
decision making should take precedence over value-driven decision
making. This ethos is reproduced in the "Limitation of Medical Care"
form in use at UMC.
This study, however, suggests that patients form their decisions
because of a different list of factors. At the same time the doctors
talk about the mechanistic aspect of care, patients and families are
thinking about other decision-making factors. Mr. Jones interpreted the
intern's presentation of DNAR to mean that aggressive diagnostic
interventions soon awaited his wife. Reflecting on the process of his
mother's death and how he wanted to avoid being blamed for his wife's
death, he decided Mrs. Jones needed to return home before she died. Any
resuscitative measures at UMC were justified to ensure this outcome.

The mother of Mr. Reyes, the identified decision maker, thought of
medical interventions only as they related to the pain her sen
experienced as a young child. She did not want him to endure any more
suffering.
That doctors and patients think and talk in different interactive
frames is well known (Evans et al. 1986). These frames represent
divergent world experiences and beliefs. They are respectively
communicated through the "voice of medicine" and the "voice of the
lifeworld," as Mishler (1984) suggests. Alternatively, Kleinman (1980)
has proposed that patients and doctors view sickness, with its
corresponding activities, roles, and responsibilities, using different
explanatory models. Each has variant beliefs on etiology and resolution
of infirmity. The value of capturing the actual words exchanged in DNAR
discussions is that it allows the degree and complexity of interactions
between different voices to be described and analyzed on a moment-bymoment basis. This in turn permits assessment of how each participant
was involved in one, several, or the entire set of exchanges.
In context of DNAR decision making, these frames can lead to
conflicting and confusing demands on doctors, patients, and families.
For example, in each of the cases above the doctors confused their
patients or families by not explaining the logic behind their statements
and queries, and left people uninformed and doubtful that their concerns
were heard. Yet it is difficult to shift frames, given that the goals
of these encounters are significantly different. The bureaucratic
transformation of ethical decision making, as embodied in the

"Limitation of Medical Care" form, exacerbate this difficulty. Because
physicians need to objectify and decontextualize information, they
become unable to discover the meanings their patients and families
intend to offer (Cicourel 1983).
Several other sociocultural and interactional factors have been
left out of the discussion regarding in-hospital resuscitation. First,
while studies have shown that information sharing between doctors and
patients about problems is associated with greater expectations for
improvement and with better patient outcomes (Starfield 1981; Kaplan et
al. 1989), no studies have assessed the satisfaction achieved through
the process of discussing DNAR. Given that many patients die in this
situation, this outcome seems important for the remaining family.
Second, by concentrating on the ethical imperatives as defined by
bureaucratic imperatives, doctors subtly control the content and
direction of DNAR discussions. While the Presidential Commission on
Biomedical Ethics (1983) recognized patient rights in this area, the
normative principles which have dominated the area in attempts to come
to just decisions have tended to remove control from patients and their
families when no directive is in place.
Third, language use can often obscure important beliefs of the
patient and the doctor. Institutionalized directives may serve to
deliver the facts, but in reality medical facts used in decision making
are often dependent on ideology (Waitzkin 1989) and professional status
(Anspach 1987). Truly informed consent involving resuscitation, an
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issue which demands the integration of doctor and patient human values
with complex medical decision making, is bidirectional.

Summary
This naturalistic study has explored some of the contextual
factors affecting DNAR decision making. Its results suggest that the
use of ethically well-meaning forms, intended to facilitate this
decision making, routinize the doctor-patient discourse due to the
effects of bureaucratic needs. These needs reduce the life and death
decision regarding in-hospital resuscitation to mechanistic criteria,
rather than using these criteria to clarify important patient and family
desires based on other experiential factors developed from their
cognitive and emotional frames. Ultimately, the normative bias of
clinical ethics and the medicalization of DNAR decision making
preferentially suits the demands of clinicians over the wants of
patients and families. A focus on treatments replaces a focus on goals.
Ideally, ethical guidelines should be both context-independent and
context-specific. This study has shown how one attempt to apply ethical
principles failed to fit the clinical context and thus served to
counteract the very foundation these principles were based on, that the
patient or family has the right to determine life and death decisions.
These case studies have suggested that bioethical principles implemented
in abstraction, apart from the complex intricacies of the doctorpatient-family relationship and the sociocultural influences upon which
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this relationship is dependent, are counterproductive to patient
interests.
This study suggests that analysis and conduct of DNAR decision
making be informed by multidimensional perspectives. Clinicians and
researchers interested in the interactional aspects of medical decision
making can offer insight into the dynamic processes by which patients,
families, and physicians negotiate resuscitation decisions. This shift
in focus from outcome to process can enhance patient and clinician
satisfaction, help resolve difficulties in reaching consensus between
involved decision makers, and return the power in DNAR decision making
to patients and families.

CHAPTER 4: CONCLUSION

It's so easy to put down on one piece of paper three little
letters: DNR. You expect it to be the final statement of
the person's life and death. DNR.--Attending Physician
The intent of this investigation has been to look beyond those
"three little letters" to see what factors real people bring to the
communication about resuscitation in real life settings. DNR or DNAR
should represent more than that "final statement," that brief eulogy by
which physicians wash their hands of the suffering that patients and
families feel in the twilight of life. In writing orders not to
resuscitate a hospitalized patient or, conversely, in knowingly not
writing those orders, physicians should well be on their way to
answering these questions: What is the purpose behind these orders?
Who will these orders serve? To what ends have the parties involved
declined or requested attempted resuscitation?
These questions demand examination of sensitive information, data
gained from each of the participants involved in making decisions about
resuscitation. This needed information includes medical facts, the kind
upon which the normative ethical principles to date are formulated. Yet
to answer these questions fully and fairly, physicians must also examine
the values which patients, families, and they themselves bring to
discussions about resuscitation. They also need to be aware that the
situational context in which decisions are made can affect this
discussion.
This investigation has shown that many factors influence
resuscitative decision making. Most of these factors are not strictly

related to the patients' prognoses; rather, they originate in the human
bank of past experiences which each participant brings to DNAR
discussions. Physicians and patients alike wrestle with issues of
competency and ambiguity, and the images of life and death in the
process of deciding about attempted resuscitation. The comments of
study participants suggest that other contextual factors, including
expectations brought on by professional and family roles, play a role in
DNAR decision making as well.
In addition, content analysis of two DNAR discussions revealed
that a hospital form intended to facilitate the understanding and
documentation of DNAR discussions was biased, favoring clinical demands
over patient needs. The doctors in training who used this form narrowed
their decision-making perspectives and focused solely on the mechanistic
aspects of resuscitation. As a result, the patients and their families
were offered no opportunity to have their beliefs and values heard.
These results also indicate that DNAR discussions involve all
participants in various types of work to reach a decision. Just as they
attend to different types of illness work in dealing with chronic
disability (Strauss et al. 1985), doctors, patients, and families focus
on different work agendas in context of resuscitative decision making.
Physicians primarily conduct medical work: they inform patients
about prognoses and possible therapeutic interventions in anticipation
of gaining their patients' consent for clinical plans. Patients work to
reconcile their current physical statuses with the perceptions they hold
about the end of life. They and their families attempt to ensure an

appropriate ending to their lives' stories. These tasks are undertaken
at the same time that other work is going on, developing trust,
communicating uncertainty, and establishing role relationships within
the interaction.
How doctors, patients and families approach their work demands is
determined by personal and social factors. Participants in
resuscitative discussions bring with them individual experiences and
cultural assumptions which affect the course of the ensuing decision
making about DNAR. Reaching a communicative sharing in this context
means addressing the work of all involved parties. (See Appendix D for
recommendations toward this end). It begins with clarification of those
experiences and assumptions. It ends when doctors, patients, and
families each transcend their own unique worlds and open themselves up
to hear the concerns expressed by the others. This ethnographic study
on resuscitative decision making has taken some first steps to
facilitate that process.
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CHAPTER 5:

POSTSCRIPT

Personal issues led to the development of this research
investigation. During my residency, I became actively involved in
discussing resuscitation with patients and showed an aggressive tendency
to approach them regarding code statuses. These conversations with
patients about CPR were emotionally trying and inevitably fraught with
difficulties, including personal recriminations and the need for value
clarification. Was it appropriate for me to be talking to this patient
about DNAR? Is it the right time? Did I cause in the family as much
dysphoria as I personally experienced? The nexus of this discomfort
always seemed to be in the communicative process itself.
I began to investigate whether others shared similar concerns, and
explored the ethical and anthropological literature relating to
resuscitative issues. The ethical literature listed normative standards
by which I and other physicians could structure personal decision-making
policies. The anthropological literature peripherally addressed the
manner in which a good death was associated with culture and spoke in
vague terms of the medicalization of disease and death. Both bodies of
literature suggested a discontinuity existed between the persons who
were researching and those who were actually doing DNAR discussions with
patients. Neither offered insight into the real-life conversations
between doctors and patients about CPR. These shortcomings led me to
develop the concept of this project.
I recognized during this study that conflicts between bureaucratic
and personal values, between medical and humanistic principles, causes a

distinct distancing of doctors from patients, and returned me to reflect
on my own prior experience. I was serving two principles at once and
could not reconcile them. I had to dispassionately and correctly
conduct DNAR discussions, as I would any medical procedure. Yet, I
recognized there existed unstated human values in each DNAR discussion.
This clash came to a head for me during my conversations with patients
about resuscitation. Observing how others handled these discussions
deepened my understanding of the problems I faced in resuscitative
communication and helped me assess how people in general reach sensitive
medical decisions.
There were several problems that I encountered during the study.
First was an overwhelming lack of familiarity with naturalistic methods.
No one on the Institutional Review Board (IRB) and few in the Department
of Family and Community Medicine had had experience with qualitative
research, let alone research regarding resuscitative issues. The IRB
feared patients would psychologically decompensate and become either
severely depressed, agitated or angry following inquiring discussions
about resuscitation. Family Practice residents and faculty were
primarily concerned that my research discussions with patients would
undermine their doctor-patient relationships and violate patients'
dignity. The subject of death was so sensitive an issue that they felt
it was wrong for a researcher to talk with patients about it. The
residents also were apprehensive that their own communicative abilities
would be faulted or judged against those of other physicians. They felt
uncomfortable discussing resuscitation themselves, and few had seen

other people do it or received any preparative training. In response, I
was worried that in talking to patients about resuscitation, I might
alienate myself from the residents and thus reduce access to
information.
To alleviate these concerns, I chose to interview only those
patients with whom the residents chose to discuss CPR. Unlike Amchin
(1989), I talked with no patients with whom they had not already decided
to broach the topic of resuscitation. Tacitly, this measure satisfied
the Institutional Review Board and the Family Practice residents and
faculty. During the course of the study, however, many residents
expressed reticence at having their discussions with patients taped
(though none declined the opportunity). In contrast, after each taped
interview the residents asked for feedback about how they conducted the
DNAR discussion. They apparently valued a "second opinion" of the
encounter. Patients and families, for their part, explicitly expressed
gratitude at having another party with whom to review critical life-anddeath issues.
The second problem was how intensely I should pursue discussions
of pertinent concerns with patients, families, and residents. This
issue engendered several questions vital to the extent of my involvement
in the investigation.

What impact should I, as a physician-

anthropologist, have on the setting? What responsibilities did I have
to the persons involved, or did my responsibility principally lie with
the study? If I chose to divulge information that I believed would
facilitate the doctor-patient relationship, did this action diminish my

neutrality in the study? Should I be a pro-active investigator, an
advocate of communication, or should I be affectively neutral? These
questions seemed especially important given other factors: I had as a
resident physician previously participated in DNAR discussions similar
to the ones I was now observing. Also, I recognized how sensitive
discussions of death and dying could be for residents. Many of their
concerns and fears regarding this topic paralleled my own as an
investigator.
The perspectives of anthropologists such as Geertz (1973) helped
me to cope with these concerns. No one can ever be impartial. No one
has the complete set of right answers. I chose a middle ground, what I
perceived to be a common-sense approach to the issues.

For example, I

was willing to share information about patients when asked to do so by
residents, but rarely volunteered such information unless I believed its
knowledge would help residents do a better job handling a sensitive
situation. I offered feedback to residents about their general patterns
of communication with patients, frequently by suggesting alternative
ways of communication they could consider. My presence undoubtedly
influenced what I observed, yet the idea that this naturalistic study
was meant to create a picture of as-yet undocumented encounters and
deepen understanding of these encounters through inductive reasoning
helped justify my methodological stance.
Third, I found the presentation of the data very difficult. In
attempting to write for two audiences, one medical, one anthropological,
I have made significant compromises. My intent to be brief by modeling
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case studies from medicine was tempered by my desire to capture the
emergent ideas expressed by the patients and families and doctors with
whom I talked. The themes I chose to elucidate came neither from the
concise rules of biomedical ethics, nor from the expansive theories of
anthropology; they came from the data. Few examples of such a
collection of cases integrated with naturalistic observations exist in
the medical literature.
Through this study I investigated a previously unexplored area.
Naturalistic inquiry allowed me to investigate the doctor-patient-family
relationship, what Kleinman (1983) alludes to as "the work of
doctoring," in context of DNAR decision making. I have taken an issue
that interested me personally, compared my experience with others', and
discovered many similarities which I have tried to explore empirically.
My interpretation of these issues, fortunately, enabled me to return to
my original motivation for the study. My methods, while they may be
empirical, have not diminished my involvement which has grown deeper and
more meaningful in and through this project.

APPENDIX A
TRANSCRIPTS OF DNAR DISCUSSIONS
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INTERVIEW 1
Patient:
Family:
Doctor:
Nurse:
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42

Sarah Jones, 51-year-old female (PT)
Ben Jones, husband (HU)
Jim Adams, M.D., intern (DR)
(RN)

DR: All right, well things, things are a little confusing right
now. I . I just got that sense when I walked in the room
that . things seem really . disorganized in here. And I'm
HU: (In) which way?
DR: Well, ordinarily . there's, there's a certain sense of-you
can have a seat. There's sort of . how should I put it?
There's certain things that we expect and certain things
that . that we don't expect.
HU: Yes.
DR: You know, after years of coming into hospital rooms. And
things, um, just seem real disorganized in this room. And I
think it's partially because Sarah's: state of mind is
really fluctuating a lot. Because for example, um, when I
first met her in the emergency room she was, she was very
lucid.
HU: Yeah.
DR: And now she's doing a lot of, of movements that aren't
really purposeful.
HU: Mm-hm.
DR: Does that make sense?
HU: Well, sh:e's been like this other times when she's had a
high temperature, but maybe not this bad.
DR: Okay.
HU: I think it's the fever that's doing it.
DR: Has she been this way for you before, recently or is that
in, in the distant past?
HU: Yeah, the past, I can't recall when though.
DR: Okay.
PT: In the past I didn't have time.
HU: Yeah, you didn't have time, you don't have time now either,
and you still ( ).
PT: I've got five kids to look after.
HU: Five kids to look after?
PT: Uh-huh.
HU: There's only one left. ((Patient chuckles)) Oh, yeah ( ).
That's where it all started, the problem is with the oldest.
That problem (and) all the other problems.
RN: I'll just leave that there a minute. ((Removing oxygen
mask))
PT: Okay.
DR: Any, any luck?
RN: Yeah, it's working.
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43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60
61
62

63
64
65
66

67
68

69
70
71
72
73
74
75
76
77
78
79
80
81

82

83
84
85
86

87
88

89
90

DR: Okay, great, thanks. I think she'll be more comfortable
right now without that mask on.
RN: Yeah.
DR: Okay.
RN: Thank you very much. ((Leaves room))
DR: Well Mr. Jones, basically what I'd like to ((loud tone
starts)) talk to you about is, is her condition
HU: Mm-hm.
DR: and I need to ask you some very direct questions. . Um .
she originally came ((loud tone stops)) in and we know that
she has pneumonia.
HU: Mm.
DR: But as I mentioned when she first came in, I feel that there
is something going on underneath the pneumonia.
HU: Mm-hm.
DR: Because her twenty-, her twenty-five pound weight loss, the
way she looks overall is very thin
HU: Yes.
DR: And now with her acting in a real disorganized manner, um,
it makes-I'm fairly certain that there's something else
going on, although as yet we don't have a diagnosis.
Sometimes it takes a while.
HU: Mm.
DR: Um, to be honest, after 1-reviewing the results of her
ultrasound and looking at her chest film I think that there
is a good chance that she has cancer, and I'm not sure where
it came from. I don't know if it's from her, from her
breasts, although apparently you've said in the [past]
HU:
[Yes.]
DR: that those lumps were all benign. ((Patient starts
coughing))
HU: Yes.
DR: And I don't know whether she has a reason for it to be
coming from her colon or some other organ.
HU: Mm-hm.
DR: But, but I'm concerned that she does have a very grave
illness, in addition to this ammo-pneumonia [that] started
in the last week.
HU:
[Mm-hm.]
((Patient stops coughing))
DR: Does that all make sense?
HU: Oh, yes, yes, IDR: Have you suspected something such as that?
HU: Well, she has, she didn't really want to let on to me and
'course I am somewhat too, but, you know, a person knows
their own body best, what they feel.
DR: Mm-hm.
HU: Uh-
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91
92
93
94
95
96
97
98
99
100
101
102

103
104
105
106

107
108

109
110
111
112

113
114
115
116

117
118

119
120
121

122
123
124
125
126

127
128

129
130
131
132
133
134
135
136
137

DR: [Okay.]
HU: [And we] always talked about having it checked out further,
but it just always seemed there was never enough time.
DR: Mm-hm.
HU: Like our, our youngest son last year at 14, he needed dental
work
DR: Mm-hm.
HU: and he got sick, and it got put off, and now 9 months later
it still isn't done, which you know isn't normal because
PT: He (didn't) pick up the phone too.
HU: Yeah, I know.
PT: Okay
HU: But there was always other things that
PT: Ben.
HU: Mm?
PT: You always expect me to do everything, I can't.
HU: I know, I know you can't now, now I have to . . .
DR: .hh So I guess the, um . the thing that we need to talk
about right now in this setting is . have you given any
thought to what would happen with Sarah, or what you would
like to have done in the event that she is in a grave .
[condition?]
HU: [Mm-hm.] Well, yes, yes, I would like to get her back to
Ontario.
DR: Okay.
HU: Because definitely, like all her family is there. I don't
have any family, but all hers is there.
DR: Okay . okay. If something should happen to her during this
hospitalization, have you given any thought, and have you
discussed with your wife
HU: No.
DR: whether-you haven't discussed that?
HU: No, I don't even want to.
DR: Okay.
HU: I don't want to alarm her.
DR: Well, we, we need to do that, we need to be direct, because
. although she looks relatively stable now
HU: Mm-hm.
DR: I'm concerned that . with anybody who is very [ill]
HU:
[Mm-hm.]
DR: Her heart could stop beating, or she could stop breathing,
and then we would be in the position of having to do some
very aggressive therapy and interventions in order to keep
her alive. And I feel ((Patient starts coughing)) that with
her underlying condition she may not ever be able to come
off of a ventilator for example
HU: Mm-hm. ((Patient stops coughing))
DR: Or, there are, there are other medications that we might use
and um, and I'm not sure whether . whether it would really
be in her best interest. Does that make sense?
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141 HU: Well, yes (and no). ((Exhales with a laugh))
142 DR: I admit it's a hard thing [to]
[Yes.]
143 HU:
144 DR: talk about.
145 HU: Like I don't know where to draw the line. I, like, uh, as I
say, I, what I would like to see is to have her in shape to
146
be able to travel when our . our plane leaves, so that I can
147
get her home.
148
149 DR: Okay. I think that's reasonable . .
150 HU: Like I know there's probably gonna have to be more done,
what you're getting at, but I would rather do it in our own
151
hospitals so that if things do get bad that ((Patient starts
152
coughing)) her family will be there. ((Patient stops
153
coughing))
154
155 DR: Okay. Then it sounds to me that, that you would rather .
have her-we, we can probably, with, with luck and [skill]
156
HU:
[Mm.]
157
DR:
treat
her
for
her
pneumonia,
which
is
what's
making
[her]
158
[Yes.]
159 HU:
DR:
acutely
ill
right
now.
160
161 HU: Yes.
DR: And that if she does have cancer
162
163 HU: Mm-hm.
164 DR: That that diagnosis ((Patient starts coughing)) and the
treatment can be done back in [Canada].
165
[Oh, definitely,] well, like
166 HU:
our own ((Patient stops coughing)) university hospital in
167
London is world-known for their cancer treatment.
168
169 DR: Okay.
170 HU: They are leaders in that.
171 DR: Okay. Then I guess the, the points that we need to address
specifically are . if her, if for some reason her heart
172
should stop beating while she's in the hospital, would you
173
desire that we shock her chest in order to start her heart
174
again?
175
176 HU: Well, if you didn't, what would happen?
177 DR: She would die.
178 HU: Well, then obviously yes.
179 DR: You would like-okay. And if she should stop breathing or if
the oxygen in her blood should go down very low . would you
180
. pre-would you, how should I put it? We can put a, a tube
181
into her trachea and put her on a ventilator-um-would you,
182
would you want us to pursue that183
184 HU: [Well]
185 DR: [as well?]
186 HU: If you did that, how-is that like, uh, just temporary? That
isn't a permanent thing, then, is it? Would she then [be
187
tied down to] here
188
[Uh,
189 DR:
occasionally]
190
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HU: or would she still be able to eventually travel? ((Patient
starts coughing))
DR: . That's an, that's an excellent question and I think it's
very relevant to your desire [to get] her back there.
HU:
[Yes.]
DR: Um, ((Patient stops coughing)) if . as we suspect, if we
suspect that this is a, an acute pneumonia that can be
treated with antibiotics, I believe that there is a chance
that she could come off of a ventilator.
HU: Mm-hm.
DR: And that-also there are, there have been cases where
somebody has been transported by airplane
HU: Mm-hm.
DR: With a ventilator.
HU: Mm-hm.
DR: [So I guess]
HU: [I believe,] I believe our insurance covers that too.
DR: Okay. So it sounds like you would be willing to have her
on, on a ventilator as well. Okay .hh
HU: What I wouldn't like to see is to have her opened up here
where the problem might be.
DR: Okay.
HU: 'Cause I've seen in . in the past where once that happens,
too many times it's the end of the game.
DR: Right. Okay. A couple of other issues that come up are,
there are some very powerful medicines that are used to
control blood pressure, both to keep the blood pressure
elevated and to keep it from being too high. Um, those
medications have some serious side effects, and, often when
people require those medications ((Patient starts coughing))
they, they do not survive them.
HU: Mm-hm. ((Patient stops coughing))
DR: Um, they're, they're very useful immediately after surgery
HU: Mm-hm.
DR: But in somebody whose heart is failing, um, they're not very
useful.
HU: Mm-hm.
DR: From, from what I know about your wife's condition ((Patient
starts coughing)) her heart is generally fairly healthy.
HU: Mm-hm. ((Patient stops coughing))
DR: I don't believe she's had a heart attack. [Is that
correct?]
HU:
[No,] no I'm
pretty sure her heart's good, yeah.
DR: So I think that those medications, although they're, they're
very powerful and occasionally very dangerous, I'm justsometimes people do not want those medications to be given.
HU: Mm-hm.
DR: Um, and they require staying in the Intensive Care Unit.
HU: Mm-hm.
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DR: So [I]
HU:
[This isn't] Intensive Care here, is it?
DR: No, this is not. This is uh, ((Patient starts coughing))
this is . basically a hospital ward. ((Patient stops
coughing))
HU: ((whispers)) Yes.
DR: Okay. So it sounds like you would also-you would be willing
to have those medications as [well].
HU:
[Uh,] I don't know, I'm not so
sure on that one.
DR: Okay. It sounds like your main consideration is that she be
able to travel.
HU: Yes, yes, definitely, because:: like I, I have to . ((page
beeper goes off)) well if, if something happens ((pauses
during spoken pager message; patient starts coughing))
DR: Let me just answer this then I'll be right back.
PT: Okay. ((Patient stops coughing))
DR: And I'll get this right here, ((referring to phone))
PT: I don't believe you have any scissors, by any chance?
HU: No, there's no scissors
DR: ((into phone)) Um, I'm doing a code status. It's been a,
kind of a weird day. Can I call you back (in a little)
while, or
oh, oh, sorry about that, it's just sort
of, things happened. You know? It's hard to explain.
Oh, okay. All righty. Okay, bye . . .
HU: Sarah, what you are [doing?]
DR: ((still into phone)) [No,] actually everybody's pretty
stable, I've just been having to deal with some, some
talking with folks, and I felt like I was the best person
for doing it.
HU: Sarah.
PT: I'm tearing up a piece of paper.
DR: That's what [we working] on [is, uh,]
HU:
[What for?]
PT:
[To write on]
DR: And she's gonna be full. [Yeah.]
PT:
[Dr. Rich's] number.
DR: Okay, bye-bye.
HU: Dr. Rich? Who's Dr. Rich?
DR: ((back to Joneses)) Okay, so it sounds like-as we were
talking about, the main issue for you and your wife now is
just-being able to travel and, [and]
HU:
[Yes.]
DR: get back to Ontario. Okay.
HU: 'Cause if there is, as I say, if there is something serious,
and it does come to that, well, I think that's where it
should be.
DR: Okay. Then my understanding from you is that you would
like, like us to shock her hard, have her on a ventilator,
and-basically to do whatever we can to keep her alive.
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Mm-hm.
Okay? Good, I'm glad we established [that.]
[But,] no guinea pig.
No guinea pig. ((Laughs))
Like you don't want to be a guinea pig.
No.
Okay . . . okay. Mrs.-((louder)) Sarah, I feel like we've
kind of left you out of the conversation and-honestly, I
think that's because you seem . it seems like your mental
state goes up and down a lot . and I'm not, I'm not sure
that you would answer us appropriately. Do you understand
what we're talking about? ....
Do you understand?
Yeah, I just get, uh
What?
Emotional.
Yes.
You get emotional? Have you ever given any thought to what
it would be like . to be on a breathing machine?
Oh, God, never.
You would never-you would not want that.
Never.
Okay, .hh Have you ever given any thought to what would
happen if your heart should stop beating? Have you ever
seen that on TV, where they, they use a machine to [shock
your heart?]
[Mm-hm.]
Would you like us to do that?
That I would, yeah.
Pardon me?
That I would.
Not ever?
[Yeah.]
[That,] that she wouldOh, you would like that. [Okay.]
[Mm-hm.]
Okay. If, if you could be on a breathing machine but with a
reasonable chance of . coming off of it at some point, would
that be acceptable?
Mm-hm.
That would be okay.
Mm-hm.
All right. Good, I'm glad that we clarified that. Because
. even though I'm not sure that you really understand
everything, I do want to take your wishes into
consideration, and I think that your husband and you, you're
on, you're on agreement about that. You're in agreement.
Yes.
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339 DR: Okay. I realize that this is a really difficult thing to be
talking about, but . we need to do this because, because of
340
the nature of her illness.
341
342 PT: Uh, you don't happen to have a pair of scissors, do you?
343 DR: No, I sure don't have a pair of scissors.
344 HU: What do you need scissors for?
345 PT: To cut out346 HU: Cut out?
347 PT: Piece of paper.
348 HU: Cut out a piece of paper.
349 PT: Yes.
350 DR: Okay. . Well-((sounds of patient ripping Kleenex box
351
continue sporadically throughout rest of interview))
352 HU: Sarah.
353 DR: I know-I, I can just imagine this must be very [difficult]
354 HU.
[Mm.]
355 DR: and we'll try to get her well enough to go back to Ontario
356
as soon as we can, okay?
Anything else I can
answer for you?
357
358 HU: .hh Well, I understand she had a pretty bad night last
359
night . and, uh, like I'm just afraid if I don't get enough
sleep I'm going to get run down and . . . I'm just
360
361
wondering, like you know, is there enough people, are there
enough people here during the night . . that, uh, well, up
362
363
until the point I left I had to almost be with her
[constantly]
364
365 PT: [Three times] since I been here I have called for the nurse
366 HU: [and they don't come and they don't come]
367 PT: (No,) blue.
368 HU: Red, you have to press the red button. But I've done it
too, I press the button, and they don't come, and they don't
369
370
come, and . .
371 DR: I understand, that's-as a matter of fact [earlier]
372 PT:
[What they] do is
they shut it off.
373
374 DR: Earlier today we talked with the team about putting Sarah
375
in, in the Intensive Care Unit . um . and the main reason
why we haven't done that is because . she's really not ill
376
enough to be in the Intensive Care Unit. She's getting
377
enough oxygen into her lungs, she seems to be improving
378
somewhat on her antibiotics and I think the main reason why
379
she's so agitated is because of her underlying disease
380
381 HU: Mm-hm.
382 DR: which I believe may be cancer and which may have affected
her brain. . Now it is true that, that she would get more383
she would get closer nursing supervision in the Intensive
384
Care Unit, but I really don't feel that she needs that level
385
of care. Unfortunately, the next level down, which is where
386
she is now, . it's-they have one nurse for, for four or five
387
patients and . it's kind of a dilemma. I mean in terms of
388
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just having someone with her, she does need more care. But
in terms of how ill she is, although she is very ill ((tone
audible)) she doesn't really require constant nursing
supervision. So we're kind of
Mm-hm.
Does that make sense? We have to balance
Well, I, I see that, and, and I think possibly if there was
improvement in a day or two, I, you know, then I would feel
a little more comfortable leaving her, but the way she was
last night and still is, that I'm ((tone stops)) I'm just
afraid to leave
'Cause I know she's, she's a very
stubborn person, and she gets something in her head and
she'll just try to get out of bed [and]
[Right.]
(What) if she falls (out)?
Right.
This is what I'm worried about.
Well this evening-I'm glad you brought that up, because her
nurse did talk with me. .hh I would like . -this always
sounds hard for family members, I would like to be able to
order what's called soft restraints for her.
Mm-hm.
It's basically a vest
Mm-hm.
um, that's made of a, a mesh material that holds her in bed.
I think that, that she's not oriented. I think that she is
Right.
She's becoming delirious as a result of . .
There's an example right there. ((Pointing to box))
probably of cancer and, and tearing up the box, right,
that's really-yeah.
Tearing up [the box.]
[We can] also do a little bit more sedation with
her, because I know with her long alcohol history it's
possible that we're not giving her enough [of]
[Well]
of her Diazepam.
'Course there's a problem there, I don't think it was you
that mentioned it or somebody, if she gets too much of that
then she's not going to cough up that phlegm.
Right. ((Nurse enters room))
Which is, right now I think she has to get rid of it . .
That's true ((tone audible)) ....
'Cause, uh ((tone stops)) it's still quite strong, and
there's still a fair bit of it there.
(Of) what?
Phlegm
But, uh, (as) where you were
mentioning about the restraint, I think (I'd like to)
possibly leave maybe late tonight knowing that she's not
going to fall out of bed when I'm not here.
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Right. Okay.
We're hoping she doesn't. ((Laughter))
Okay.
She's, she's just too, too stubborn a person. ((Tone
audible)) . . .
Okay.
(
). ((Tone stops))
Oh, and that's her last Kleenex, too. ((quiet laughter))
Okay, well, thank you, Mr. Jones, I realize [this] is not an
easy
[Thanks.]
thing to talk about.
No.
Does she want her oxygen back on? Is that what they were
telling me, something wasn't holding [out?]
[Oh, well,] we got the
cap fixed, there was a problem with it.
[Yeah.]
Can I (
).
You sure can.
Please. I really don't want to have see this lady end up
falling out of bed tonight.
I agree.
Okay.
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INTERVIEW 2
Patient: Martin Reyes, 35-year-old male (PT)
Family: Mother (MO)
Sister (SI)
Half-sister (HS)
Girlfriend (GF)
Doctor: Bob Smith, M.D., intern (DR)
1 DR: Excuse me?
2 PT: I was kicking back.
3 DR: Kicking back. Okay. Um, do you have an idea why, what
4
happens in a family conference ( )?
5 DR: What's that? He's not getting better. Yeah, that, that's
6
true. Just to go back to when he came in. When he came in,
7
he was having liver failure, hepatitis, and he had-he was
8
bleeding, into his stomach. Uh, what we did was, we did
9
what we could to stop the bleeding, gave him a lot of extra
10
blood, and the, the specialist, um, burned some of his veins
11
so he wouldn't bleed any more. And that, that helped the
12
bleeding, but his liver problem has continued. And his
13
liver problem is because of his, his, uh-long history of
14
drinking. Um, he's got what we call a cirrhotic liver. Uh,
15
and livers don't regenerate. They don't come back, they
16
don't regrow. So he has a bad liver. And what happens
17
sometimes in uh, people who have bad livers, whose livers
18
aren't working, is that sometimes also their kidneys shut
19
down, their kidneys stop working. And that's our greatest
20
fear in, in Martin right now, is that, um, is the kidneys
21
that make urine. And his kidneys have, have stopped making
22
urine. This is a, it's a recognized, uh, event. It happens
23
to people who have ascites, who have liver, uh, fluid in
24
their bellies, who have liver failure. And sometimes their
25
kidneys stop working. We call it hepatorenal syndrome. And
26
it's a very bad illness. Are you with me so far?
27
. We don't know exactly what causes hepatorenal syndrome,
28
the syndrome where your, both your liver and your kidneys
29
fail at once, but they've tried many different therapies,
30
many, many different things to treat it, and so far they
31
haven't come up with anything that really, is really
32
effective. Um, it's a very bad illness. I can, I can give
33
you some figures if, if you want me to, just some numbers.
34
Um, the vast majority of the people who, who get this
35
syndrome, this illness, don't leave the hospital. Other
36
people can leave the hospital, but they, they're very sick
37
and they leave and they come back, they leave and they come
38
back. And only a very few people get better. And they've
39
studied this and studied this and they don't know why, why
40
these few people get better, but, but they haven't been able
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to find anything that, that doctors can do, nurses can do .
to, to, to increase the number of people who, who just
happen to get better. It's still very, very few, a few in a
thousand . . So what I'm saying is that, that Martin has
a, a syndrome that's called hepatorenal syndrome, where both
your kidneys and your liver stop working. And that it's a
very bad disease, and it's usually fatal, and in a short
period of time
I know that, that's hard news to
take but I think everybody here really has to know what's
going on. Do you understand what I'm saying, Martin?
Mm-hm. ((Indicating affirmative))
Okay. Does anybody have any questions? . . Martin, do you
have any questions? ....
It's that's just that the thing on my throat there, that
they put in?
Yeah.
Is that going to affect me like when I, if I have to play in
the band, 'cause I do a lot of singingWell, what we're saying, Martin, is that we're not sure
you're gonna get better. It looks like you're not gonna get
better. . . And, um, the, the IV you have in your neck
won't affect your singing, won't affect your playing in the
band, but your illness will
So I, you're notyou're, it's-what we're saying is that you're, you're, uh,
probably not gonna to get better and not gonna play in the
band
It's hard news to take, but I, but we really
feel like you have to know the truth. ((Noisy
interruption)) -and that's why it's important that the
whole family be together, because the condition that, that
uh, Martin's in because of his liver failure, puts his mind
in a fog. And so it's, it's not just Martin's decision as
to what, what happens next. It's a family decision, because
Martin is not what you call competent to, to make all the
decisions that have to be made . . . Some of what we're
saying is probably getting through to Martin, but we don't
know how much, we don't know how much he's understanding,
but he doesn't really seem to appreciate the whole situation
Do you have any questions? . . .
His kidneys were okay until his liver affected them?
Yeah, his liver, the liver damage is a long-term thing
because of his drinking. And it's, like I said, it's not
something that we understand very well, but, but paople who
have the, the problems that Martin has, the bad livers, and
then they have some events, ((beeper goes off)) and then
they have a bad illness, like, like his bleed, that acts as
a, as an event to, to push, push him over into k-into, uh,
kidney failure. Um, and it's, it's a combination of having
a bad liver, and then having some sickness, like the bleed
that he had, uh, turn the, turn the switch on his kidneys to
make them start not working . . .
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SI: It sounds like, um, he'll be in the hospital just a short
time.
DR: He's going to probably need nursing care, uh, for as long as
he lives. Um, I think you've seen that he doesn't get
around very well, and that he needs help with a lot of
things. So he's probably going to be, have.to be in some
kind of nursing, some facility where you get nursing care.
GF: I have to lay my head down on the floor
((Girlfriend lies down on floor)) I have a fever and I'm
dizzy. . . .
DR: Here's a pillow
This illness is
hard, not just on Martin, but on, on the whole family, on
everybody. But there's some, there are some things we
really should talk about. Um . one is just to talk like I'm
talking now about what his condition is, what his situation
is, and what's going to happen. We can make predictions
about what is likely to happen, . and unfortunately the,
the, most people, the vast majority of people who are in his
position, um, steadily get worse, and live only a short time
So that said, I'd like to just bring up some
issues that, that we can talk about now, and that you can
talk among yourselves, and you can talk to Martin about,
about how we're going to react to problems that he's going
to have in the future. And what exactly you want us as the,
as the doctors to do for Martin. Some things that we, we
have to decide, are-if, if he gets worse, for instance, and
you need to have, uh, what we call life support, you need to
be intubated, intubated, and put on the ventilator, we'd
like to know how you'd feel about that. We'd also like to
know, if Martin has ever talked about that, has ever talked
about being on life [support systems]
GF:
[I don't think] he'd want it, anything.
DR: Has he ever mentioned it to [you]? What did he say?
GF:
[Yeah.] He just, we've talked
about, you know, if he'd been sick in the hospital, if, you
know, you couldn't do anything, there wasn't any chance,
that we wouldn't want to . prolong it.
HS: Indians don't care for life support.
DR: Don't care for life support?
HS: Uh-huh. ((Indicating affirmative))
DR: Okay, um, there are, there are a lot of issues, and, and one
of them is, is, uh, quality of life versus quantity of life.
There's a chance that it will come to a point where we could
keep Martin physically alive, but, uh, but he wouldn't, he
wouldn't necessarily be conscious. He couldn't necessarily
communicate. And he might not be comfortable. So it might
come to a point where we have to decide whether to make, uh,
Martin comfortable, or to extend his life to give him more
time, even though that treatment might make him
So that's a question that, it
uncomfortable
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sounds like Martin has already talked to you some, and you
already have some ideas about how you feel about that . . .
But we would like to, to have an idea of, of, uh, how far
you'd like us to go, or if you'd want him to be on a
respirator, what you'd want us to do if his heart went bad,
if you want us to do chest compressions, that type of thing
. . I'm bringing up a lot, bringing up a lot of bad news
and a lot of tough questions all at once, and I don't expect
necessarily that you'd have all the answers today. I think
it would be good for you to talk among yourselves and to
talk with Martin, even though he's not . completely aware
of, of what's going on. And also from conversations you've
had with Martin in the past, in which Martin, and that can
be brought into it as well.
Is he always going to have like, um, fogginess in his mind,
or will he reach the point where he will comprehend
anything, and, and the next you know that he digresses for a
few minutes or something and he doesn't make sense, or he's
losing his comprehension for the time.
Yeah. Right. The natural course of the illness is that
he's going to get worse, and his mental status will actually
get worse and not better. Um, there might be periods when
he'll be a little more lucid than others. But if this
progresses like most of the people with his illness do
progress, um, then it will decline, it will get worse
instead of better .... Which is a good reason to talk as
much as we can now
Mr. Reyes, you've
been very quiet. (100) ((Sounds of weeping in the
background, whispering; nurse apparently enters and takes
care of another patient in room))
Do you want some time to think about this and to talk among
yourselves? (30) Do you want to meet again tomorrow and talk
again some more?
I don't really know.
I don't have very much more to say
I would write
down any questions that you might have
What I
wanted to do today was just to lay out the situation as we
see it and what we think is going to happen, and bring up
these issues so that we can lay out the situation, how we'll
react in the future before he gets worse.
How long would he have to live?
He-probably a few months, it's hard to say. We can't ( ).
Can he stay with us at home?
That's something we have to talk about.
I know, because I was thinking about that too, and just, you
know. ((Noisy interruption))
I don't know. ((Beeper goes off))
There are, there are other places that he can get nursing
care that require, um, that can do everything we would be
able to do here, which is (
) give him fluids, pain
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medicines. I don't know if there are any near where you
live.
(
) The reservation has just started a place, a
[nursing]
[He'd rather] be here in town. Just 'cause his friends are
here.
He's never lived out there, so he'd be like a stranger.
It's like, um, elderly people live ( ). I could
temporarily live closer (
). There is just, um, a lot of
people who live in Phoenix and beyond 'cause there's family
who know him and take care of him there. It's that far
away.
Um, well, there are places here in town. And what do you
think about, um, what we call intubation, that's when we put
a tube down into the throat, and intubation on a respirator.
If, if Martin declined, would you want us to do them?
He was really complaining about (tube, the tube in the ICU).
I, I don't think he would want all that. All through this,
it's like he was angry about that, always trying to pull
things out, you know. He'd move around and he'd . . . . It
might be his mind again. Actually, his mind, he was really
fighting.
'Cause like, he kept asking Mom to take that out when he was
in the ICU (
).
What are you thinking. ((To mother))
I don't know.
I can recall my brother, he had (the tube in ICU). It's
like he said it's painful (
). He said, did they do that
to me, he said it's, that's very painful.
And then, uh, how would you feel if his heart, his heart
stopped, how would you feel about the chest compressions, we
could do, about medicine, electroshock that we give to
restart the heart.
If he had a heart attack, could you just shock the heart?
Can you tell (if he we would improve if you) shock the,
shocking the heart?
The problem is with that, it's not something that would make
his disease any better, um, what it would do would be to, to
postpone his death. ((Cough)) But it wouldn't affect the
way, it wouldn't affect the way his disease progresses . . .
There's a chance that if he, he had a heart attack and then
started his heart again, ... he might suffer some brain
damage.
Hard to say. Hard to say.
Well we don't have to decide everything today.
Do you understand what he said? ((To sister))
Yeah.
Everything?
Yeah.
What's your decision?
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SI: It's hard to say.
HS: Do you understand the medical stuff any clearer?
SI: Oh, I'd have to study his illness further, how do you spell
that
DR: I could write it out for you, if you like.
SI: Yeah, that would be helpful.
M0: Do you think that when he, in case his heart attacks, do you
shock just once, or could you do it multiple times. Let's
say he gets better.
DR: Yeah.
MO: Could it be done again?
DR: It could be done again. Sometimes when you, when someone
has a heart attack, . . they suffer damage to other parts of
the body while their heart's not pumping, and if you can
just restart the heart, you can't undo the damage from the
heart attack sometimes. But to answer your question, is
that yes, they can do that procedure a number of times.
GF: But it's not going to help him get better. It might make
him more uncomfortable. Because you know, if he's now, can
talk to you, kind of explain to him something, just keep him
happy while he's here instead of doing all that stuff to
him, making him feel bad, that's what I think.
HS: That's your decision
Unless we can ( ), I
think it's safe just to remind (
) turned out to be
meningitis in a ((gives case of a child on reservation who
had meningitis and died)) Friday have to make a decision
about life support.
DR: Uh-huh.
HS: And it's, it's not in our culture to, um, ( ), I don't
know if it's his condition, in most cases you don't drag him
to the hospital or literally do this to elderly ( ).
DR: I think that's reasonable, because those things we talked
about, the intubation and the chest compression, the tube
connected to the respirator, um, they might keep Martin
alive a little bit longer, but it won't affect the disease
itself, the kidney and the liver disease. It won't change
those. It's a general decline. It's a steady, steady
decline. Would you want to talk about this among
yourselves?
MO: Yes, I think so.
DR: Okay. Would you like me to come back later today, or
tomorrow?
MO: Today's okay
DR: [Today.]
MO: [because] I'm in town here.
DR: Great. Well, I'll come back. I might bring the attending
doctor, too, another one of the doctors.
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INTERVIEW 3
Patient: Tom Benson, 68-year-old male (PT)
Family: Wife (WI)
Doctor: Second-year resident (DR)
1 DR: Hi. Oh, I'm interrupting your lunch here, I'm sorry. [Nice
2
to see you eating, though.]
3 PT:
[Oh,
4
that's okay.]
5 WI:
[He's
6
just eating dinner.] Oh, yeah, he was starving. Here, you
7
can sit.
8 DR: Let me get all set up here. That's what I thought. Oh, all
9
right.
10 WI: This one for you if you want [to be in]
11 DR:
[You get a good] night's sleep?
12 WI: Well, not really, but I stayed in for an extra hour. I'm
13
just exhausted.
14 DR: Take it easy and relax.
15 WI: Yeah.
16 DR: You look like you're feeling much better.
17 PT: Yeah. Can't be the antibiotics.
18 DR: 'Cause you still get that tug, and you don't have it any
19
more. I don't know, maybe you have a touch of the flu. I
20
took a look at the levels of the, you know, the procainamide
21
that you were getting, and they're real low. So it's
22
possible that it was from that, I don't know. I know that
23
Doctor, [was it the cardiologist that was here this
24
morning?]
25 WI:
[I kinda figured that] maybe his system
26 PT:
[Nobody came back.] There was the fella with the
27
beard.
28 DR: Yeah.
29 PT: He came, but he said they were coming back, and they haven't
30
come yet, okay.
31 DR: Give them time, and I'll call them when we're done here and
32
see what they have to say. I'd rush a little bit but it
33
seems like you're doing pretty good, so I'm just going to
34
sit tight and see what they have to say about what you need
35
and, you know, looking on your monitor, every once iri a
36
while you have, you have a little irregularity, but you're
37
not having anything too [worrisome.]
38 PT:
[Explain that.] What, what does
39
that, what does that do to me?
40 DR: When you have those little irregular things?
41 PT: Yeah.
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42 DR: If you just have hardly any of them, it doesn't do::
[anything.]
43
44 PT: [Just for a] short time, if they last [longer]
[Right.] Sometimes
45 DR:
you can get a whole lot in a row, you can feel those
46
palpitations
47
48 PT: Yeah.
49 DR: which may be what you felt the other [day]
[Yeah.]
50 PT:
51 DR: you know, the other day it's kinda hard to look back in time
to see. And it could mean that what the cardiologist will
52
want us to do is hook you up to one of these things that'll
53
make a continuous recording for 24 hours.
54
55 PT: [They did.]
56 VII: [Didn't we have one of those?]
57 PT: They did that, [just the other day.]
[Right, that was]
58 DR:
59 WI: Thursday.
60 PT: No, they just
61 WI: Thursday
6 2 DR: Oh, just on Thursday, oh, okay.
63 PT: Thursday.
64 DR: All right. I'm glad I didn't get another one ready, then.
So they can look at that and decide what they need to do,
65
and . . we'll see what they have to say. Do you feel as
66
good as you did on Friday?
67
68 WI: Yeah.
69 DR: Okay. His appetite looks pretty good.
70 WI: His color looks a lot better, too, than he did last week.
71 DR: Okay. Do you think he's back to the way he was when he came
home from the hospital?
72
73 WI: Not really. I think he will after he starts walking (5.0).
He keeps a lot of things to himself.
74
75 DR: Is there something you should be telling me that you're not?
76 WI: Not now, I don't [think.]
[Not now.] Have you been open with me?
77 PT:
78 DR: Oh, yeah, I'll tell you, I won't hide anything, don't worry.
The other thing that we had to check was the enzymes in your
79
blood. And so far the ones that are back are fine. It's
80
kind of what we expected, we just wanted to make sure. The
81
other thing that I wanted to talk to you about, urn, that I
82
didn't talk to you about last night is kind of what kinds of
83
things that you would like us to do for you if the occasion
84
and, I mean, you kind of sit behind this hospital with the
85
ICU down the hallway or all this fancy equipment and
86
machines and stuff and I know that, you know, you were in
87
for a long time, I guess the things that I'm thinking about
88
are things like intubation and you know, whether you want
89
CPR or not and stuff. I don't, I don't foresee that you're
90
going to need this stuff, I guess, I just like to ask
9.1
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everyone because you're in the hospital and all the stuff is
here, it's the kind of thing that I want to know ahead of
time and I don't want, 1 want you to be deciding it, not me.
And that's why I'm asking you now before
I know I wouldn't want to be on life support.
Okay.
I'd like it to (be noted) we've discussed this before.
Okay. And what do you meant by that?
Well, I mean it's the only (
) conscious, or semi
conscious, in a coma or something, and when just life
support is keeping you alive. You know. We have a written
1iving will.
Okay, then you wouldn't be interested in it.
No.
Now what about if, something happened and, we weren't quite
sure what it was, and we thought well, maybe we could, you
know, put you on a breathing machine and give you some help
with your heart, and kind of figure out what happened
Oh, yeah, right, that's okay.
Right. Okay.
[No problem with that.]
[You're]-the short-term stuff is fine, you're just not
interested in sitting on [a machine.]
[That's right.]
I think that makes good sense. All right. I'm glad you
guys have thought about it. It makes my job easier.
[I'm glad you would talk about it.]
[And I, I wanted to assure you] that I'm not worried about
all this stuff.
We just need to know now, just so if you did, you know,
something came up. I didn't know you could use, you know,
paddles and all this on him now. You still could do that
right when-I didn't know you could.
Oh, yeah.
[Oh, yeah.]
If they would want to start banging [on his chest.]
[Well, that's]
yeah, it would still work.
Oh, okay, that's good. That's all I'm interested in.
Tell me, answer my question.
I will try.
Uh, the difference now, the way I am now
Mm-hm.
and the way I was before
Before when?
Well, before my operation.
Uh-huh.
Okay, I used to . the last year and a half or so, I've been
going through two, like nitrosprays about every month.
For the chest pain?
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PT: Yeah, for the chest, for the angina and the shortness of
breath.
WI: Well, you got so short of breath when you walked around.
PT: Yeah.
WI: And plus three long-acting nitro.
PT: Well, yeah, so now that I have blockages bypassed, what
about the nitro? When does the nitro come into play again?
DR: It would come into play again if you had chest pain. And so
far you haven't had [any, and I]
PT:
[No, I haven't.]
DR: You know, I mean, that's kind of the whole idea of the
surgery is [to] cut down on that.
WI:
[Yeah.]
PT:
[Yeah.]
DR: But it's, you know, it's not the kind of thing where you can
say, well, you've had surgery and you're never going to have
chest pain again in your life. So it's the kind of thing
that you do want to have around so that if you do start
having it again
PT: Yeah.
DR: you know, just like you had the other night. You know, I
think that people kind of have different ideas about why
people get chest pain, and there's kind of-the way that I
look at it is kind of two different things. One, either
that the pipes are clogged and there's all that plaque in
there, and that's the stuff that they went around, and
sometimes I think that it's not that the, that the pipes are
open but that they kind of shrink down, like all of a
sudden.
PT: Yeah.
DR: Do you know what I mean?
PT: Yeah.
DR: And yours could still do that, even if all that plaque and
stuff wasn't in there, so that's why you [need to have it.]
PT:
[So in other]
words, carry the nitro in case I need to use it.
DR: Right.
PT: How about for shortness of breath?
DR: If you have shortness of breath, I think that you should
come in and have somebody look at you. 'Cause I think that,
I mean you just had major surgery a month ago and, and
you're going to be a little tired from that still.
PT: Yeah.
DR: you know I know you had the, the problem with getting fluid
on your lungs before, I think that, I don't know, they
probably talked to you about this before but one of the
reasons that you got that was 'cause that one valve in your
heart wasn't working too good, and the pipes were bad. Like
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you know, when you had the surgery, they, they kind of did
190
those [bypasses]
191
[Yeah.]
192 PT:
193 DR: right, like the arteries were clogged up and, and that was
not letting your heart blood. So that was fixed, and then,
194
um, in your heart there's these valves
195
196 WI: ( ) three things.
197 DR: Right, exactly right. And you had one that [just wasn't]
[The mitral.]
198 WI:
199 DR: right, the mitral valve, that wasn't working quite right.
And it wasn't, it was kind of keeping the blood, it was
200
letting the blood back up a little bit, and kind of back up
201
into your lungs, and when you have that fluid in your lungs
202
it's hard-you get short of breath, right. And that's, you
203
know, part of the reason that you get all the Lasix and
204
other stuff. So if you have shortness of breath now, you
205
would
need to come back in again and, and have someone
206
listen
to you and probably do a chest X-ray and see if you
207
have more fluid, and maybe you would need a few more water
208
pills to get some of that off. You know, and it's kind of209
you know, there's no magic wand that I can use [to look]
210
[No.]
211 PT:
212 DR: at you and say, you're going to need this and this and this.
213 PT: I, I just been wondering ever since the operation, pardon
me, what role the nitro played.
214
215 DR: Pretty much it would do [the same thing] as before.
PT:
[Because I]
216
217 DR: The ones that you put under your tongue would do the same
thing as [before]
218
[Right.]
219 PT:
220 DR: but because you had the surgery, you shouldn't need those
ones that you have on all the time, which you're not
221
getting.
222
223 PT: No, I never had them anyway, because I had the spray.
224 DR: Oh, you had the spray.
225 WI: It's faster.
226 DR: Okay.
227 WI: With the valve, if he were to get a temperature or shortness
of breath, possibly the valve might not be working. It was
228
in that book; we all read that book.
229
230 PT: It says that if you have a fever, go to the hospital because
pneumonia attacks the valve. Does it attack the valve?
231
232 DR: Well, what might happen is that, you know, you kind of have
this new valve sitting in [there]
233
[Right.]
234 PT:
235 DR: and if you get an infection somewhere else
236 PT: [Yeah.]
237 DR: [like] suppose you got an infection in your lungs, it's not
that the, the bugs that are in your lungs just sit in your
238
lungs. Some of them can kind of go out to other places in
239
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your body. And because that valve's just kind of sitting
240
there, that would be an easy place for them to go and attach
241
to. And sometimes you can-so, what happen, might happen is
242
that the valve would get infected. And that's what they
243
would want to check. And the same thing, you were saying
244
that if you got short of breath he should go back [to]
245
[Right.]
246 WI:
247 DR: You know, that's kind of-I mean there's-you had a whole lot
of things change here over the past month, and that's why
248
it's important for you to come back if things are different.
249
I mean you did exactly right yesterday. You know, you felt
250
bad, you called 911, that was perfect.
251
252 PT: Yeah.
253 DR: That's exactly what you want to do. 'Cause I mean you can
see how it's hard-it's even hard for us to figure out what's
254
[going on]
255
256 PT: [Sure.]
257 DR: and we do all these tests, so you know, that's our job to
figure that out, not yours to figure out.
258
259 WI: (
)
260 PT: That's why I knew something was wrong.
261 DR: Yeah. The other thing I was talking with my attending
doctor about this morning, you know how you were feeling so
262
funny when you got up to answer the phone and stuff.
263
264 PT: Yeah.
265 DR: You, I know, you had taken your regular insulin yesterday,
right?
266
267 PT: Yeah.
268 DR: The NPH in the morning
269 PT: Yeah.
270 DR: Did you eat pretty well all day?
271 PT: Yeah.
272 WI: He ate a lunch [and he didn't eat a very big supper]
[Well, I didn't have a big supper.]
273 PT:
274 WI: but he ate some, he picked at it.
275 PT: I had some chicken.
276 WI: I had roast chicken and he took the skin off.
277 DR: Do you know how you feel when your blood sugars get low?
278 PT: Yeah.
279 DR: Was it like that?
280 PT: No.
281 DR: Okay.
282 WI: 'Cause we have a blood monitor and we [check twice a day.]
[I check twice a day.]
283 PT:
284 DR: Pretty good.
285 WI: We try not to get upset, we're trying to be really cool.
286 DR: Well, from what I've seen you guys are doing everything
right, you guys.
287
WI: Well, we really try hard, I can tell you.
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DR: And I know it's hard to-we just assume that you know, people
don't
UI: No.
DR: answer your questions.
WI: No, that's why I told him, he better start asking more
questions, and I'd like to be, you know, make sure I'm doing
everything, you know, as I possibly [can.]
DR:
[Yeah.]
WI: You know, I don't want to get him upset and he doesn't want
to get me upset, but last night he was really sick.
DR: Well, it's scary to have that [happen.]
PT:
[(
).] And when I went in
and made my bed there, I said to the Higher Power, it's time
to go, I guess I'm gone, well, call 911.
DR: Wasn't the time.
WI: No, he wasn't ready. He didn't want to (right then). He
had other plans.
DR: How much, what kinds of stuff were you able to do before you
had the surgery? I know, I remember on your chart you
played a lot of golf.
PT: Played nine holes of golf, 18 with a cart. And, oh, that's
about the only real recreation [I got.]
DR: remember you
[( ).]
WI:
['Cause he couldn't] walk too
far, because we used to have
PT: I can't walk in the wind, I couldn't walk in the wind, I
couldn't walk in the cold.
DR: What happened if you walked in the wind.
PT: Well, I, right away I got out nitro because of pain.
DR: How much have you been walking around since you left the
hospital?
PT: I got as far as two and a half blocks. I got up to two and
a half big long blocks.
DR: Oh, you were doing good.
WI: I used to take him, he used to go in the morning and in the
afternoon.
DR: Uh-huh.
WI: Because he used to go short-when we first came home, I don't
know, he'd pass about four houses, and then we would get
until we finally got to the end of the corner, which is
good.
DR: So you
PT: That's why I say, I'm doing so well here, since the surgery.
DR: Frustrating, isn't it?
PT: [Well, that's]
DR: [I think that,] you know, sometimes people think well, I'll
go home from the surgery and [everything's fine.]
PT:
[Everything's fine.]
DR: Well, it's not like that, it takes a while to get everything
worked out, you know even when things are going well, which
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they are for you, it takes a little bit to get over
everything.
And I'm just impatient.
That's okay.
Typical.
Well, I'm glad the good Lord didn't let men-have babies,
because I don't think they'd ever make it.
They'd never make it through 9 months of pregnancy.
Oh, my God. I know, I had major surgery too, last year and
the year before, and ( ).
We've been really lucky ( ).
Now it's my turn to look after him.
Now didn't look after both of you? ( )
Oh, he's doing good, but ( ).
Maybe if you're going to be eating regular, we'll start you
back on your, let's just keep you on that sliding scale
stuff today yet, and start you back on your regular insulin
doses tomorrow.
It was 175 this morning.
What do you usually run at home?
Usually 180.
So you're pretty much under 200?
Yeah, sometimes I get, I cheat a little bit, sometimes a
chocolate bar, I can go up to 250, 260.
And you can really see how [it]
[Yeah.]
Yeah. You can cheat once in a while, but not too often.
He's pretty good. And he can tell when he's high. He gets
real thirsty.
Uh-huh.
Then we know that it's, it's high.
Well, I think that you are doing a really good job taking
care of yourself.
Thank you.
Especially when he stopped smoking.
( )
I never smoked.
She never smoked.
Okay.
She'd been on my fanny for over 6 years to quit.
She's right. I've got to stick up for her on this one.
She [( ).]
[I wasn't going] to give in. Like a bulldog. ((Laugh))
Well, do you guys have anything else you're wondering about,
or any questions?
No, that was the only question I had about everything that I
wanted to ask you.
And I like it when you ask me questions, so feel free. (If
I) don't know the answers [( ).]
[We write them down.]
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We do.
Usually we write them down, try to cover all the bases.
Yeah. 'Cause otherwise you get, you know.
You just forget.
Well, let me go in and talk to a couple of cardiologists and
see what they have to say, and if we're going to change
anything, I'll come and look in later.
Like I say, they have been just super here in this hospital,
and so nice to us and we'll sing their praises as long as we
live. The heart surgeon's hand is an instrument of God, as
far as I'm concerned, he got us through pretty hard things.
You were in the right place at the right time.
Right time.
One of the nurses was telling me that you were supposed to
go back to Ontario on the first, is that right?
Yeah. ((Conversation moves on to insurance.))
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TRANSCRIPTION RULES
(Waitzkin 1990)
Turn/Utterance
Location

Each new turn, that is, the beginnings of
utterances by speakers in a sequence, generally
starts at the beginning of a line in the
transcript. Gaps and overlaps are indicated by
appropriate markers.

Overlap
[

If a speaker begins to talk while the other is
still talking, the point of beginning overlap is
marked by a bracket [ between the lines.

Silence
. . . . (34)

Silences within speaker utterances and between
speakers are marked by a series of dots; each
dot represents one second. Long pauses are
denoted by number of seconds in parentheses.
These silences are assigned to the previous
speaker if they occur between speakers, that is,
they are given the meaning of a post-utterance
pause.

Unclarity
(cold)(...)

Where a word(s) is heard but remains unclear, it
is included in parentheses; if there are
speaking sounds that are unintelligible, this is
noted as dots within parentheses.

Speech Features
?/•

Punctuation marks are used when intonation
clearly marks the utterance as a question or as
the end of a sentence.

:

If a word is stretched, this is marked by a
colon, as in "Wei:1".
If a speaker breaks off in the middle of a word
or phrase, this is marked by a hyphen (-), as in
"haven't felt like-".

((softly))

Double parentheses enclose descriptions, not
transcribed utterances.

.hh, hh, eh-heh, These are breathing and laughing indicators. A
.engh-henh
period followed by "hh's" marks an inhalation.
The "hh's" alone stand for exhalation. The "ehheh" and ".engh-henh" are laughter syllables
(inhaled when preceded by a period).
(Italics)

Italics are used if there is a marked increase
in loudness and/or emphasis.
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OF
MEDICAL CARE
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1) A "Do Not Attempt Resuscitation" order or order to limit medical care must be written in the patient s
chart (on order sheet).
2) In the space below, document the following items: (a) the identity of the legally competent decision
maker; (b) the diagnosis of the illness; (c) the reasons why certain medical therapy is now
inappropriate; (d) the names of the participants in the discussion which led to the order to limit medical
care.

3) A DNAR order means only "no code arrests will be called." Initial below other aspects of medical
care which will not be instituted.
Intubation

Antibiotics

Chest Compression

Nutrition by artificial means

Defibrillation/cardioversion

Fluids by artificial means

Pressor agents
Transfusion

Signature of Responsible Attending Physician
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LIMITATION OF MEDICAL CARE
Policy No. 84
The presumption in every patient is that full cardiopulmonary resuscitation and medical support will be
provided unless changed by a specific order signed and dated by the responsible attending physician.
No aspect of medical care shall be discontinued or limited without the express agreement and
authorization of the patient if competent, or of the legally empowered consent-giver of the
incompetent patient.
1.0

The attending physician is responsible for determining a patient's competence.

2.0

The attending physician is responsible for assuring that possible future discontinuation or
limitation of care decisions are discussed with those competent patients who are at significant
risk for cardiac or respiratory arrest (or with families or guardians of such patients if the patients
are incompetent). Such futuristic discussions should be documented in the patient's chart.

3.0

In cases of formerly competent patients who are now deemed incompetent, the attending
physician is responsible for assuring that a reasonable effort is made to ascertain the patient s
former wishes, so that they may guide decisions concerning discontinuation or limitation of
care. In particular, inquiry should be made as to the existence of a living will, medical power of
attorney, or other advance directive.

4.0

If the patient is incompetent and there is no advance directive, the attending physician is
responsible for counseling and speaking with the family members and/or legal guardian. The
surrogate, either a family member or legal guardian, must consent to the entry of the "Limitation
of Medical Care" order. The attending physician must indicate on the patient s medical record
that consent has been obtained and the procedure by which the consent was obtained. This
notation should be witnessed by at least one hospital employee.
In the event of disagreement between family members regarding a "Limitation of Medical Care'
order, then, such an order may not be implemented. In this event, one of the family members
would have to be appointed the patient's legal guardian, who could then give a valid consent.

5.0

Both an order written in the patient's chart and a Limitation of Medical Care Order form properly
filled out must be present, signed and dated for a Do Not Attempt Resuscitation (DNAR) order or
order to limit medical care to be valid.

6.0

DNAR orders or orders to limit medical care must be written and cannot be verbal or telephone
orders.

7.0

All DNAR orders or orders to limit medical care must be written and signed by the responsible
attending physician to be valid. In the event a patient is an Emergency Department readmission,
the emergency department attending physician must review the hospital chart for documentation
of a valid decision to limit medical care. If no material changes have taken place, this attending
physician may write and sign an order for DNAR or limitation of medical care after discussion
with the attending physician of record.

8.0

A proper DNAR order or order to limit medical care is clear and specific. Examples are: "Do not
attempt resuscitation. In the event of a cardiac or respiratory arrest, no cardiac and pulmonary
resuscitation will be initiated," and "No intubation will be performed on this patient."

9.0

Improper orders are vague or inexact. Examples include: "No code." "DNR," "No heroics.' or
"Slow Code."

10.0

Upon completion of a DNAR order or order to limit medical care, the attending physician shall
notify the bedside nurse and the charge nurse of the order.

11.0

All DNAR orders or orders to limit medical care expire after seven (7) days or when the patient is
transferred to the service of another attending physician. The order may be renewed when the
attending physician dates, initials and enters his identifying number in the renewal box on the
Limitation of Medical Care Order form.

12.0

Patients, families, physicians, and other health care providers are encouraged to consult with the
hospital Bioethics Committee for assistance in interpretation of this policy and in situations
complicated by conflicting viewpoints.

APPENDIX D
RECOMMENDATIONS FOR CLINICIANS
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How can physicians become proficient in the difficult task of
discussing in-hospital resuscitation? I offer five practical
suggestions.
1. Educational programs reviewing resuscitative decision making
and communication can be developed for medical students and junior
residents. These programs should concentrate on case-based decision
making models and communicative competence, using simulated patients or
videotaped encounters.
2. Attendings and senior residents should model DNAR discussions
and, in turn, observe and review those conducted by junior residents.
In the absence of attending physician involvement, social workers,
clergy, nurses, or members of bioethics committees could attend DNAR
discussions to provide feedback to doctors in training. It is time to
drop the secrecy enveloping these discussions.
3. To the review of systems learned by all medical students
should be added the following question: "Do you have a living will?"
This is a sufficiently neutral, open-ended question to facilitate either
an affirmative or negative answer without causing fear in physicians or
patients. To the inquisitive response, "What's a living will?"
physicians can initiate a discussion of code status in a non-threatening
manner.
4. If "code status" forms are developed, and medical-legal
concerns for standardization and documentation may demand this, their
introduction should be accompanied by intensive, practical schooling to
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all involved health care providers. Incidental ethics conferences do
not suffice to educate those working in the trenches of ward medicine.
Additionally, these forms should address patients' and families'
expressed values which confirm the decision to institute DNAR orders.
5. Patient-centered care should become the rule and not the
exception (Levenstein et al. 1986; Brown et al. 1986), especially in
DNAR decision making. Communicative competence by physicians demands
that they attend to patient concerns and share with them the goal of
mutual understanding (Mishler et al. 1989), acting both as sensible
informants and empathetic witnesses (Kleinman 1988). While it is clear
that not all patients or families can attend to critical decisions about
resuscitation, and in these cases directed physician recommendations are
demanded (Spencer 1979), it is only through honest and early
communication with their patients that doctors can determine this need
for intervention.
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