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Discussing preferences regarding resuscitation is a challenging and important task

for any physician. Understanding patients’ wishes at the end of life allows physi-

cians to provide the type of care patients want, to avoid unwanted interventions,

and to promote patient autonomy and dignity. Hospitalists face an even greater

challenge because they are often meeting a patient for the first time in a crisis

situation. Despite the frequency with which clinicians have these conversations,

they typically fall short when discussing code status with patients. In this evidence-

based review, we discuss physician barriers to conducting effective discussions,

offer a variety of approaches to enhancing these conversations, and review impor-

tant communication techniques. Journal of Hospital Medicine 2006;1:231–240.
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Mrs. G is a 58-year-old woman with metastatic pancreatic cancer, diag-
nosed 8 months prior to admission when she presented to her primary care
doctor with abdominal pain and weight loss. The cancer was locally ad-
vanced and metastatic to the liver at the time of diagnosis, and she under-
went first-line palliative chemotherapy with gemcitabine without objective
or symptomatic improvement. She is now admitted to the hospitalist ser-
vice with intractable abdominal pain, uncontrolled on her outpatient doses
of opioids. On the day after admission, her pain is well controlled on
morphine via patient-controlled anesthesia. The hospitalist decides to talk
with her about her about resuscitation status. At this point, she is full code.

Dr. S sits down with her and says, “There’s something I need to talk
with you about that I talk with all of my patients about. And that is, if your
heart were to stop, and mind you, I’m not expecting this to happen anytime
soon, do you want us to do everything possible to bring you back?”

Dr. S pauses to catch his breath, and then Mrs. G says, “Well, I guess so,
if you thought you could bring me back.”

He continues, “We are not always successful at bringing people back,
but let me explain what this would entail: we could do chest compressions,
administer shocks to your heart, put a breathing tube down into the back of
your throat, hook you up to a machine that helps you breathe…”

Mrs. G glances up with a confused look. Dr. S says, “You know, Mrs. G,
I’ve started this conversation all wrong. I’m going to step out for a few
minutes, collect my thoughts, and come back to talk with you again. Is that
OK?” Mrs. G smiles and says, “Of course.”

The doctor reenters the room about 20 minutes later, pulls up a chair
next to her bed, and in a relaxed tone of voice says, “Tell me what you
understand about your illness.”

Mrs. G says, “I understand that I have cancer in my pancreas and liver
and that I may not last very long, perhaps months if that. My oncologist
offered me more chemotherapy, but I decided against it because it didn’t
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seem that it would offer me much. And the first chemo-
therapy was really hard.”

Dr. S then asks, “As you look ahead, what worries you
most?”

Mrs. G replies, “I really worry that I will die in terrible
pain. That scares me terribly. I also worry about my hus-
band and how he’s going to cope with my worsening
condition and with my death, let alone my pain.”

Dr. S then says, “That sounds really frightening. Tell
me more about that.” She continues, “Well, I really want to
spend the time I have left with my husband and fami-
ly—my children and grandchildren—and I want to have
some good time with them. But I keep worrying that it
won’t be able to be that way.” She starts crying. “You
know, I’m so scared about going home and being in ter-
rible pain again and having my husband and family be
terrified…”

She pauses for a moment. The doctor doesn’t say
anything.

She starts up again, “But I don’t want to end up in the
hospital again.…I don’t want to end up on machines like
my mother-in-law did.…” She looks up at Dr. S, expecting
a response.

Dr. S takes her hand and says, “You know, I realize
this is not easy to talk about, but it’s really important for
me to hear about your worries so that I can know how to
help. The good news is we have many good methods to
control your pain and that we can help you to be comfort-
able and to remain at home.…”

“Thank you. Thank you so much.”

As these conversations illustrate, discussing pref-
erences regarding resuscitation is a challenging

and important task for physicians. Understanding
patients’ wishes at the end of life allows clinicians
to provide the type of care patients want, to avoid
unwanted interventions, and to promote patient
autonomy and dignity. Despite the frequency with
which physicians have these conversations, they
typically fall short when discussing code status with
patients. Clinicians fail to address patients’ con-
cerns, monopolize conversations, and commonly
misunderstand patients’ resuscitation preferenc-
es.1–3 Often these discussions do not occur at all;
more than 70% of seriously ill patients have never
discussed advance directives with their physi-
cian.2,4 The multicenter SUPPORT study, which
demonstrated serious problems in the care of seri-
ously ill hospitalized patients, documented that
only 47% of physicians knew when their patients
preferred do-not-resuscitate status.5

Hospitalists frequently conduct resuscitation
discussions. Patients who are admitted to the hos-

pital are usually seriously ill, and hospitalists need
to assess rapidly whether an individual patient
would want a resuscitation attempt if he or she had
a cardiopulmonary arrest in the hospital. They need
to build trust and rapport quickly with patients they
have never met. Despite this challenge, hospitalists
are in a good position to discuss resuscitation pref-
erences.6 Patients may be more willing to discuss
these issues in inpatient rather than outpatient set-
tings because their acute deterioration may encour-
age self-reflection.6 Furthermore, the time and pro-
ductivity pressures of office practice often make it
difficult for primary care physicians, who often
know the patient and family best, to address ad-
vance directives. Although studies have docu-
mented that patients are interested in talking to
their primary physicians about these matters,7,8

these conversations do not occur with regularity.
Preliminary research has raised the possibility that
cancer patients may actually prefer to discuss these
issues in an inpatient setting with a hospital-based
provider rather than with their oncologists.9 Studies
have not addressed the question of whether pa-
tients with diseases other than cancer would prefer
to discuss these issues with a hospitalist or their
outpatient subspecialist.

Given that more than half of all Americans die
in hospitals, hospitalists care for many people who
are terminally ill and will need to assess preferences
for cardiopulmonary resuscitation (CPR) and other
treatments. Hospitalists need to be competent and
compassionate in their approach to patients and
their families. In this articles we review clinician
barriers to holding these conversations, offer a va-
riety of approaches to enhance these discussions,
and review communication techniques that can be
used to improve understanding.

Clinician Barriers to Discussing Resuscitation
Clinicians’ own barriers may lead to infrequent and
inadequate conversations about resuscitation. Un-
derstanding these barriers may allow providers to
overcome them and facilitate better and more fre-
quent communication. A discussion of patient bar-
riers is beyond the scope of this article.

Unresolved Feelings about Death and Dying
When discussing resuscitation, or code status, phy-
sicians are discussing the possibility of death with a
patient. In the first scenario above, the clinician
lists the many procedures that could be done if the
patient’s “heart were to stop” without using the

232 Journal of Hospital Medicine Vol 1 / No 4 / July/Aug 2006



words die or death. The clinician never explicitly
acknowledges that the patient has a serious illness
that could lead to her death. Medical culture is
focused on cure and on warding off death until the
last possible moment. Because clinicians work in
this culture, many have unresolved feelings of per-
sonal failure that are triggered when treating a dy-
ing patient.10 Also, the death of a patient can lead to
anxieties about the clinician’s own mortality and
raise uncomfortable feelings of loss, related to the
patient or to memories of deaths of the clinician’s
loved ones. In an attempt to avoid these feelings,
whether conscious or not, physicians may resist
talking to patients about death.10

Fear of Taking Away Hope
Clinicians fear that patients will lose hope if they
are too honest about prognosis and acknowledge
the inevitability of death. This concern may be true
for a small minority of patients with advanced ter-
minal illness who are solely focused on continued
treatment and in such denial that they never con-
sider the possibility of death. Most patients, how-
ever, understand on some level that they are getting
sicker and may die, but expect clinicians to initiate
discussions about death and dying.8,11 Clinicians
should understand that patients can have hope
about many things beyond cure of their illness. For
example, they can hope for good control of their
symptoms so they can spend meaningful time with
family and friends, heal troubled relationships, cre-
ate a legacy, and say good-bye. As in other devel-
opmental stages throughout life, the process of dy-
ing can be a time of emotional and spiritual growth
and provide an opportunity to deepen relationships
and find greater meaning.12 Despite their fears,
physicians are much less likely to take away hope
than they think. In fact, they can carry out the
important actions of helping patients to refocus on
more attainable goals and helping to return hope to
what may be perceived by all as a hopeless situa-
tion.13,14

Inadequate Training
There have been many educational interventions in
both outpatient and inpatient settings to encourage
physicians to discuss advance directives with pa-
tients.15–21 In most of these studies, clinicians were
sent reminders, but did not receive training or feed-
back to improve their communication skills. Al-
though these interventions have led to modest in-
creases in the number of advance directives, little is

known about the quality of the conversations be-
tween clinician and patient.

There are acknowledged deficits in undergrad-
uate22 and graduate medical education in discuss-
ing preferences and goals of care with patients.23,24

A national survey of medical education deans
showed that two-thirds believed insufficient time
was given to palliative care education including
communication skills.25 Reflecting this lack of
training, medical students and residents feel unpre-
pared to take care of dying patients.26 In one sur-
vey, hospitalists reported that although palliative
care was very important to their practice, they had
not received enough training in palliative care
knowledge and skills.27

Traditional Ethical Frameworks
Another difficulty arises from myths about the eth-
ical perspectives that inform medical decision mak-
ing and obtaining informed consent. Although
these perspectives highlight the importance of pa-
tient autonomy and the right of the individual to
choose medical treatments, they do not require
physicians to describe every possible treatment if,
in the clinician’s judgment, a particular treatment
would not benefit a patient. Physicians do have an
obligation to use their medical knowledge and
judgment in offering treatments and discussing
side effects.28 In an attempt to honor a patient’s
autonomy when discussing advance directives—
and possibly out of fear of coercing patients— cli-
nicians sometimes offer a menu of treatment op-
tions without exploring the patient’s underlying
goals for these treatments. This approach can be-
come meaningless out of context if the patient does
not understand the probability that these interven-
tions will work or the interrelatedness of the inter-
ventions. For example, when given a list of choices
regarding resuscitation, a patient may say, “I would
like chest compressions and a chest tube, but no
shocks please.” Such a statement makes little sense
clinically. Instead, physicians should have mean-
ingful conversations with their patients in which
they describe treatment options in the context of
patient goals and values and help patients come to
decisions in a shared process.

Practical Concerns
Outpatient providers find that time constraints and
the competing demands that occur in caring for
patients with multiple chronic health problems
make it difficult to discuss advance directives.29
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Hospitalists are also subject to productivity pres-
sures and may feel similarly stressed for time. Out-
patient providers spend about 5 minutes on each of
these conversations,1 and medicine residents in the
inpatient setting spend about 10 minutes.30 How-
ever, many of the conversations studied were inad-
equate; thus, it is unknown how long it takes to
have an effective conversation. Hospitalists should
keep in mind that they need not have these discus-
sions every day with each patient and that having
these conversations may end up saving time in the
long run if they have a clearer sense of a patient’s
wishes and goals.

Laying Groundwork for the Discussion
The decision regarding resuscitation should be seen
in the context of the patient’s goals and values and
overall health status. To address code status effec-
tively, it is imperative first to elicit the person’s view
of his/her illness and then gently correct any mis-
understandings. A patient who thinks her/his life
will go on indefinitely may feel no need to consider
her/his own mortality or alternatives to full resus-
citation status. Alternatively, a patient who senses
his/her mortality may have already thought about
resuscitation and have clear preferences. A key first
step in the conversation is to understand a patient’s
values and goals and comprehension of his/her
illness. As in the second discussion above, a clini-
cian can begin a discussion by saying, “Tell me
what you understand about your illness.”

Discussing prognosis with patients can be dif-
ficult as physicians struggle with uncertainty. In the
most comprehensive study to date of prognostica-
tion, physicians overestimated patient survival on
average by a factor of 5.31 Nonetheless, there are
compelling reasons to discuss prognosis. Failure to
do so often results in patients spending their last
days in the hospital receiving more aggressive treat-
ments than they might choose if they understood
their prognoses.32 Further, patients are denied the
opportunity to address issues of life closure, such as
spending time with family, thinking about legacy,
and settling financial affairs. Physicians also fear
they will take away hope with prognostication and
believe patients expect greater accuracy than they
can provide.33

Physicians can improve their prognostication
skills by considering patients’ functional status and
clinical signs and symptoms and by using validated
scales. The Karnofsky Performance Score (KPS) and
the Eastern Cooperative Oncology Group (ECOG)

Performance Status have been shown to correlate
with survival,34 – 40 and the Palliative Prognostic
Score (PaP) has been validated in both cancer and
noncancer patients.41,44 – 46 The PaP uses a combi-
nation of the KPS, clinical signs and symptoms, and
the clinician’s clinical prediction of survival. In ad-
dition, clinicians can be honest with patients about
prognostic uncertainties and give prognoses in
ranges, such as “days to weeks,” or “weeks to
months.”

How to Broach the Subject of Resuscitation
In the first scenario presented in this article, the
hospitalist says, “There’s something I need to talk
with you about that I talk with all of my patients
about.” Although many clinicians begin resuscita-
tion discussions this way, the question is problem-
atic because often it is untrue. Most clinicians do
not discuss code status with all patients who are
admitted to the hospital. A better option would be
to say, “When I take care of patients with advanced
cancer, I like to talk with them about their wishes
regarding resuscitation. Is that all right?” Better yet
would be to ask a general question such as “As you
look ahead, what worries you most?” or “As you
look to the future, what do you hope for?” These
and other useful questions appear in Table 1. These
questions allow patients to bring up their concerns,
show that the clinician cares about them, and often
segue into a discussion of patients’ hopes and wor-
ries about their own death and dying process.
These questions often allow patients to bring up
important goals that bear directly on the issue of
resuscitation. For example, in the second scenario
at the beginning of the article, the patient says she
wants to have quality time with her family at home
and does not want life-sustaining technologies.
Such a patient may not want resuscitation. When
discussing CPR, it can also be helpful to state ex-

TABLE 1
Introducing the Subject of Resuscitation

● “When I take care of patients with advanced cancer [or heart disease or lung
disease, etc.], I like to talk with them about their wishes for care if they were to
get very sick and even die suddenly. Is that all right?”

● “As you look ahead, what worries you most?”
● “As you look to the future, what do you hope for?”
● “Has a close friend or family member ever been really sick?”
● “If you were to get so sick that you were unable to make decisions for yourself,

who would you want to make them for you?”
● “Is there any state that would be worse than death for you?”
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plicitly that resuscitation is used when a patient has
died, rather than to use euphemisms such as, “If
your heart were to stop.…” The clinician can ask
explicitly, “If you were to die, would you want…?”
There are other strategies for introducing the sub-
ject of resuscitation if these questions do not work.
If a patient seems uncomfortable with the conver-
sation, the clinician can address this discomfort
directly by saying, “This conversation seems to
make you uncomfortable.” Other strategies for ex-
ploring these issues include inquiring if the person
has ever discussed resuscitation with his/her family
or another physician, or asking if anyone else in the
family has been very sick. Additionally, clinicians
can ask questions about surrogate decision making.
“If you were to get so sick that you were unable to
make decisions for yourself, who would you want to
make them for you?” This can then lead into a
discussion of whether the patient has spoken to
that person about his/her preferences, and if so,
what was the content of that conversation. Another
useful question is, “Is there any state that would be
worse than death for you?” This question focuses
on outcomes and allows the physician to put the
issue of resuscitation into perspective for a patient.

Knowing the Facts about Cardiopulmonary Resuscitation
In general, about 1 in 7 patients who have under-
gone CPR in the hospital survive to hospital dis-
charge. Two literature reviews, from 1989 and 1998,
of hospitalized patients who underwent CPR in the
hospital reported surprisingly similar statistics. Im-
mediate survival in both series was 41%, and sur-
vival to hospital discharge was 13%-14%. Factors
that increased survival included arrest due to cor-
onary artery disease or drug overdose/adverse re-
action, and location of arrest in the intensive care
unit (ICU). Factors that decreased survival included
sepsis at time of arrest, cancer, whether localized or
metastatic, dementia, acute renal failure, bed-
bound status, and residence in a nursing home.
Neither age nor sex was associated with sur-
vival.47,48 In a meta-analysis of outcome studies of
CPR in metastatic cancer patients, none of 117 pa-
tients survived to hospital discharge.49

Most people get their information about CPR
survival rates from the mass media, which portray
CPR as a very successful procedure. For instance,
on television, the sole source of information on CPR
for most patients, the rate of survival to hospital
discharge is 64%, much higher than the 13–14%
cited in the medical literature.50 Thus, it is no sur-

prise that a patient with metastatic cancer or an-
other life-limiting illness would assume a positive
outcome with CPR.

Knowledge of the facts about CPR survival rates
is key when a physician discusses code status with
a patient because these data influence patients’
decisions. Patients who have a realistic understand-
ing of their chances are less likely to prefer resus-
citation.51,52 Offering patients information about
the success rate for CPR in their particular situation
is critical in helping them reach a decision consis-
tent with their values and goals. This information
can be given quantitatively or qualitatively depend-
ing on the clinician assessment of what the patient
would prefer.

Avoiding Stark Dichotomies in Resuscitation Discussions
In clinical practice there are 3 ways in which phy-
sicians can present resuscitation decisions as black
and white and ignore the shades of gray. First,
clinicians may present the choice between resusci-
tation and do not resuscitate (DNR) as a choice
between life and death. In the first scenario above,
the physician states “If your heart were to stop, do
you want us to do everything to bring you back?”
implying he would be able to save the patient’s life
with resuscitation attempts. When discussing re-
suscitation, clinicians should avoid language that
suggests such a stark dichotomy. The reality is that
most patients die despite resuscitation attempts. In
fact, a patient is actually choosing between certain
death (without resuscitation) and likely death (if
resuscitation is attempted). For a patient with a
serious, life-limiting illness, it may be more effec-
tive to frame the conversation in terms of how that
person envisions the end of life, and not whether
death will eventually occur.

Second, clinicians and patients sometimes
equate DNR with doing nothing or giving up. Cli-
nicians fail to discuss other treatment options or
alternatives, such as continuing ongoing aggressive
medical treatments with DNR status or pursuing
palliative care. Performing resuscitation is equated
with activity and treatment, whereas withholding
resuscitation is seen as passivity and giving up. To
the patient, this can feel like abandonment, as if the
doctor is withholding a treatment and not offering
anything in its place. Examples of positive phrases
that demonstrate the physician will continue to
offer excellent care include: “We will continue max-
imal medical therapy. However, if you die despite
these treatments, we will let you die peacefully and
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won’t attempt to revive you”; “We’ll continue the
intravenous antibiotics, but we won’t plan to move
you to the ICU if things worsen”53; and “We will
work hard to treat your pain and other symptoms
and to get you home.” In addition, hospitalists must
ensure, when signing out to physician colleagues,
nurses, respiratory therapists, and others, that DNR
orders are not overinterpreted to mean “no treat-
ment.” Although a DNR order states that in the
event of a cardiac arrest, no attempt at resuscitation
will be made, it should have no bearing on other
appropriate and desired interventions, including
antibiotics, chemotherapy, and artificial nutrition;
treatment for pain and other symptoms; and even
monitoring in an ICU. This misunderstanding of
DNR status is common among health care provid-
ers and has led many to argue that DNR orders
should be part of a more comprehensive treatment
plan that outlines where the patient’s wishes for
treatment fall on the spectrum from “otherwise
aggressive measures” to “comfort care.”54,55 Phy-
sicians who have a clear understanding of a DNR
order will be able to reassure a patient that they
will continue to receive desired care, but that if
the patient dies, no attempt to resuscitate will be
made.

Third, it is important to remind patients who
choose full resuscitation status that additional de-
cisions will need to be made if resuscitation is suc-
cessful. Most patients who survive cardiopulmo-
nary arrest end up worse off clinically and spend
time in an ICU with life-support measures in place,
such as mechanical ventilation and vasopressors.
Even if they survive, there will likely be a period
during which they are unable to speak for them-
selves. This situation puts the burden of decision
making on their surrogates or an appointed durable
power of attorney for health care (DPOA-HC). It is
important to ask patients ahead of time whether
there are conditions under which they would not
want ongoing life-sustaining measures. For exam-
ple, a person might opt for discontinuation of life-
support measures if the physician and family
agreed that there was only a minimal chance of
cognitive recovery existed and that ongoing support
was only prolonging inevitable death. To clarify the
patient’s wishes in this situation, you might ask,
“Are there conditions that would be worse than
death?” Encouraging the patient to share his/her
wishes in this situation with a surrogate or DPOA-
HC will help to ensure those wishes are respected.

Communication Techniques
When discussing advance directives, it is important
to give patients the chance to describe their life
goals and their values to establish a context for
understanding the role of life-sustaining treat-
ments. One useful method to elicit these goals and
values is to ask open-ended questions, followed by
periods of silence so the patient has time to express
himself/herself. In the second scenario, above, the
physician used open-ended questions in several in-
stances: “Tell me what you understand about your
illness” and “As you look ahead, what worries you
most?” Tulsky and colleagues documented that
medical residents spoke 76% of the time in discus-
sions with patients about code status.30 In an ideal
case, this ratio should be reversed or at least be
even, allowing patients the time to explain their
thoughts. Acknowledging patients’ emotions by
stating simply, “You seem [angry/sad/perplexed],”
and waiting for an answer can help patients feel
they are being understood. Making empathic state-
ments is another powerful communication tech-
nique that conveys understanding.56 Examples in-
clude, “That must be really sad for you,” and “It
must be frightening to be in so much pain.” As
noted, silence can also be a powerful tool. Clini-
cians tend to be uncomfortable with silence and so
fill the gaps with words. Allowing for silence enables
patients to digest what they have heard, encourages
them to continue speaking, and shows them the
clinician wants to hear what they have to say. When
giving information about any medical issues and
especially about CPR, it is important to explain
concepts in lay terms and to avoid medical jar-
gon.57 Additionally, nonverbal communication
techniques such as making eye contact, head nod-
ding, and leaning in toward the patient all help in
communicating engagement in the conversation.
Having the conversation in a quiet and private
place and sitting at the same level as the patient or
family is also important. It is always a good idea to
check in with patients to assess their understand-
ing. Simply asking, “Do you have any questions
about what I said?” or “Does that all make sense?”
gives patients the opportunity to ask for clarifica-
tion. Attempting to summarize what a patient has
said can also help to clarify misunderstandings.
Useful phrases include, “Let me see if I’ve gotten
this right…” or “I want to make sure that I under-
stood what you’re telling me…,” followed by the
clinician’s synopsis of important points dis-
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cussed.58 A summary of important communication
techniques can be found in Table 2.

There are 2 additional statements that can be
very useful when patients and families are strug-
gling with the reality of severe illness and are still
hoping for longer life and cure. The first is the “I
wish” statement, in which the clinician allies him-
self or herself with the patient’s or family’s wishes
by stating, “I wish it were different. I wish there
were more chemotherapy we could give you that
would make a difference.”59 Occasionally, when
tension is developing because the clinician does
not believe an intervention is warranted but the
patient desires it nonetheless, the “I wish” state-
ment can be a powerful way of realigning with the
patient. For example, responding to a patient who
says, “I want chemo to cure my cancer,” with the
statement “There is no chemotherapy to help you”
can seem antagonistic. In contrast, saying, “I wish
there were a treatment that would make your can-
cer go away” aligns the clinician with the patient
and supports the patient. Another advantage of “I
wish” statements is that they are true—the clinician
does wish that there was an effective treatment and
would gladly provide it if available. In general, “I
wish” statements are more effective than “I’m
sorry” statements, because the latter can be inter-

preted as the clinician taking responsibility for the
situation. When a provider says, “I’m sorry to give
you this bad news,” the patient may feel the need to
say, “That’s OK.” On the other hand, saying, “I’m so
sorry that your mother is dying,” is very human and
unlikely to be interpreted as the clinician taking
responsibility for the death.

A similar technique is to use the statement
“Hope for the best, prepare for the worst” when
speaking with patients and families.60 For example,
a physician could say, “I really wish your mother
could get better, and we should still hope for that; at
the same time, we need to prepare for what will
happen if she doesn’t get better.” Once again, this
phrase both allows the patient or family to continue
hoping things will improve and the clinician to
support this hope, while simultaneously beginning
the process of planning for the more likely out-
come. Over time, the patient and family often move
toward accepting that the patient is dying. Finally,
trying to help the patient or family maintain hope
in the face of illness and death is challenging but
important: “If your mother can’t get better, are
there other things you can hope for?” Helping to
identify tangible and realistic goals, such as being
free from pain, seeing an important family member
one last time, or getting home can provide hope at
a difficult time.

Giving a Recommendation
Most patients with serious illness and their families
want help making complex and ethically charged
decisions. When clinicians ask patients to make
decisions unilaterally, patients often feel anxious,
sometimes for weeks.61 Families are often para-
lyzed when faced with the very difficult decision of
whether to withdraw life-sustaining interventions
from a family member with an advanced terminal
illness. Even if they understand on an intellectual
level that ceasing to provide potentially curative or
life-prolonging therapies is the best choice, they are
not yet able to accept this decision on an emotional
level and ultimately may feel responsible and then
guilty for the patient’s death. Physicians need to
carry some of the burden of making these difficult
decisions. One way to relieve family members of
some of this guilt is to recommend a plan of care
based on substituted judgment, that is, on what the
patient said she or he wanted or what the family
thinks the patient would have wanted.62– 64 In ad-
dition, clinicians should use their medical exper-
tise, experience, and understanding of the situation

TABLE 2
Useful Communication Techniques

● Ask open-ended questions followed by periods of silence
“Tell me what you understand about your illness.”
“As you look ahead, what worries you most?”

● Acknowledge emotion
“You seem [angry/sad/perplexed].”

● Make empathetic statements
“That must be really hard for you.”
“It must be terrible to be in so much pain.”

● Use nonverbal communication techniques such as eye contact, head nodding,
leaning in toward the patient, sitting down, and sitting at patient’s level

● Allow for silence
● Assess patient’s understanding

“Do you have any questions about what I said?”
“Does that all make sense?”

● Confirm your own understanding
“Let me see if I’ve gotten this right.”
“I want to make sure I understand what you’ve been telling me.”

● Avoid medical jargon
● Use the “I wish” statement

“I wish there were more chemotherapy we could give you that would make a
difference.”

● Use the “Hope for the best, prepare for the worst” statement
“I think we should hope that the chemotherapy works but prepare for the
possibility that it might not.”
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to make recommendations. The patient or family
can then accept or reject the physician’s advice,
which maintains patient autonomy, yet not have to
explicitly instruct the clinician to withdraw or limit
life-sustaining interventions.

The preceding discussion and recommenda-
tions can guide scenarios like those presented at
the beginning of this article. In the second conver-
sation, the clinician had just told the patient that he
could help her to achieve her goal of pain control
and of returning and staying home.

Dr. S says, “I want to make sure I’ve understood what
you’ve said. To summarize, you’ve told me how important
it is to you to have your pain controlled, to have some good
time with your husband and family at home, and not to
come back to the hospital. Is that right?”

Mrs. G: “Yes, that’s right.”
Dr. S: “And how is your pain today?”
Mrs. G: “So much better. I’m hoping I can go home

soon.”
Dr. S: “That should be possible. In the next day or so,

we will be getting you back onto medications that you can
take by mouth. But before you go home, we need to figure
out how we can support you and your family at home: get
you ongoing help with pain control and any other issues
that come up and support for your husband and family as
well.”

Mrs. G: “Yes, my family really needs support.”
Dr. S: “Have you had any experience with hospice

before? I’m thinking that that would be the best way to get
you the support you and your family need.”

Mrs. G: “Yes. When my sister died, she had home
hospice. They were very good and helpful, especially to her
husband, my brother-in-law. Yes, I would like that, as I just
don’t want to come back to the hospital. Hopefully, they
can help my husband adjust to things.”

Dr. S continues: “I think they will help your husband
a lot, both before and also after your death.” He pauses.

Mrs. G: “That’s good. I worry about him so much.”
Dr. S: “As you know, one of the important goals of

hospice care is to keep you at home so you don’t have to
return to the hospital. And when the time comes, to help
you die peacefully at home.” Mrs. G nods. “What this also
means is that they would not use CPR, that is, not do chest
compressions, when you were actively dying.”

Mrs. G: “Yes, I want to be able to go home and be at
peace. The last thing I would want is someone thumping
on my chest as I was dying.” She smiles.

Dr. S.: “Do you have any other thoughts or ques-
tions?”

Mrs. G: “Well, yes. I’m wondering if we can set up a
time to talk with my husband about all of this. I think it

would be helpful for him to talk with you. Would that be
possible?”

Dr. S: “I would be happy to talk with your husband.
When is he coming in?”

They negotiate a time.
Mrs. G: “I want to thank you for taking the time to talk

with me. I am really grateful.”

CONCLUSIONS
The decision about cardiopulmonary resuscitation
is part of a larger conversation with a patient about
how she or he wants to spend the rest of his/her
life. Importantly, the decision should be made in
context, rather than in isolation. Given the under-
standing that develops between physician and pa-
tient in the conversation above, it is not necessary
to describe all the specific treatments that occur
during CPR because the physician has already es-
tablished that the patient does not want to return to
the hospital, and she understands that she has a
terminal condition and is dying. Through exploring
a patient’s goals and values, a clinician can discover
a patient’s preferences for care generally and come
up with a comprehensive plan that addresses the
particular individual’s medical, social, and emo-
tional needs. For physicians, few interventions are
as important or rewarding as relieving patients’ suf-
fering and helping them attain their goals during
and at the end of life.
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