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Barriers to implementing a policy not to attempt resuscitation in
acute medical admissions: prospective, cross sectional study of a
successive cohort
H Fidler, C Thompson, A Freeman, D Hogan, G Walker, J Weinman

Abstract
Objective To establish whether acutely unwell patients admitted
to hospital wish to participate in discussions about resuscitation.
Design Prospective, cross sectional study of a successive cohort
of patients.
Setting Admission through the emergency department.
Participants 374 adult patients.
Main outcome measure Whether acutely unwell patients
wished to participate in discussions about resuscitation.
Results Of the total sample, 74 patients consented to take part
in the study and provide full data. Of the remaining patients,
189 could not be approached for practical reasons and 111 did
not wish to participate. Of the 74 patients who read the leaflet,
65 (88%) reported having little or no prior knowledge, 70 (96%)
understood it, 56 (77.8%) preferred for resuscitation decisions
to be discussed with them, and 55 (77.5%) did not mind
discussing resuscitation within 24 hours of admission and
overall showed a decline in their anxiety score.
Conclusion Many patients admitted through the emergency
department for medical reasons cannot participate in their
decision not to attempt resuscitation within 24 hours of
admission. Patients who were willing to participate rated the
information leaflet that was provided positively.

Introduction
Written resuscitation policies began to appear in hospitals in the
1990s after public concern about the fact that “do not
resuscitate” orders were being written in patients’ notes without
their knowledge or consent. Current guidelines advocate the
explicit discussion of resuscitation status with all competent
patients and their relatives unless a clear reason exists why this
would not be in the patient’s best interests.1 However, implemen-
tation of these guidelines has been found to vary greatly between
hospitals,2 and difficulties in implementing an effective resuscita-
tion policy in our hospital for patients admitted through the
emergency department on medical “take” prompted us to see
why this was so.

Previous studies have shown that seriously ill patients wish to
be involved in end of life decisions, and active participation of
patients is now widely applied in other treatment decisions, with
great success.3 4 Acutely ill patients have rarely been included in
previous studies, and waiting until they have partly recovered
before seeking their views may result in their being excluded
from the decision. We investigated what prevents patients admit-
ted acutely from being questioned about their views: practical

difficulties or a genuine increase in anxiety for these patients that
discourages medical staff from raising the issue.

Methods
We approached a prospective unselected sample of 374 adult
patients admitted acutely under the medical team on call and
without cognitive impairment or psychiatric problems shortly
after arrival in the emergency department. They were given a
standardised verbal and written explanation of the study. After
24 hours they were asked if they wished to participate and to
provide written consent if they did. Patients who declined were
asked if they minded giving a reason, and we recorded these.
Participants completed an abbreviated state trait anxiety
inventory,5 read an information sheet about resuscitation based
on the BMA model leaflet, and then completed the inventory
again and some items assessing their preferences for cardiopul-
monary resuscitation.

Results
Only 74 (20%) patients agreed to discuss cardiopulmonary
resuscitation and accept information about it. Of the remainder,
189 (51%) patients could not be approached for practical
reasons and 111 (30%) refused to discuss resuscitation. The table
shows the reasons why patients could not be approached and the
reasons for declining. Of the 74 patients who read the leaflet, 65
(88%) reported having little or no prior knowledge, 70 (95%)
understood it, 56 (76%) preferred that resuscitation decisions
were discussed with them, and 55 (74%) did not mind discussing
resuscitation within 24 hours of admission and overall showed a
decline in their anxiety score.

Discussion
Eighty per cent of patients admitted through the emergency
department for medical reasons cannot participate in their deci-
sion on resuscitation within 24 hours of admission. For many,
this is for unavoidable practical reasons, such as confusion or
severe illness. For others, it was the availability of a translator, the
patient being absent when the discussion was planned, or the
patient having no glasses to read the information sheet. Once
these difficulties have been identified, we can focus on them and
correct them. Yet aside from practical reasons for not participat-
ing, many patients chose not to discuss this aspect of their care at
this stage, and for most this was because of the subject matter.

For these patients it is unfair to assume that paternalism is
driving the failure of implementing a policy not to attempt
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resuscitation. We must ask our patients if they wish to be
involved, and until they feel well enough, health professionals
continue to carry the responsibility for decisions on resuscita-
tions.
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Reasons for non-inclusion of patients in the study

No (%)

Reason why patients could not be approached for inclusion in the study

Dementia 16 (8)

Confusion (medical reasons) 15 (8)

Insufficient English to understand the consent form 12 (6)

Other medical reasons 83 (44)

Off ward 28 (15)

On family’s request 3 (2)

Gone home 13 (7)

Transferred to another hospital 1 (0.5)

Psychiatric history 3 (2)

Visitors 0

No reason noted 15 (8)

Totals 189 (100)

Reasons given by patients for not wanting to participate in the study

The subject matter (reported by the patient) 15 (14)

The subject matter (opinion of researcher) 26 (23)

Tired or feeling too ill 20 (18)

Other worries 2 (2)

Had not read the consent form 4 (4)

Asleep 2 (2)

Had visitors 5 (5)

Discharged 12 (11)

No glasses 3 (3)

Not on ward 3 (3)

No reason given 14 (13)

Family did not want patient to take part 5 (5)

Totals 111 (100)

What is already known on this topic

Current guidelines on resuscitation advocate discussion of
resuscitation with all patients who have the capacity for
involvement

The proposed optimal time to discuss resuscitation with
patients is within 24 hours of acute medical admission

However, it has been shown that this is not happening, and
the presumption has been that this is because time
constraints and doctors’ reluctance to cause patients anxiety

What this study adds

During a typical medical “take,” half the patients admitted
were unable to partake in resuscitation discussions within
24 hours of admission, and most of the remainder chose
not to

Of those patients who consented to participate, most did
not mind discussing resuscitation, and anxiety was found to
decrease in patients after discussing resuscitation,
suggesting that resuscitation discussions within 24 hours of
admission is indicated

To include more patients in their decision, doctors should
be focusing on the practical difficulties and patients’
preferences as shown in the first 24 hours of admission
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