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Do-Not-Resuscitate (DNR) orders vary in prevalence amon

g palliative care services. Some hospice programs require
patients to have completed DNR forms prior to service admission,

orders in a multi-tiered, multi-service palliative care program and to

It was our intent to investigate the rates of DNR

We performed an audit, blinded to patient caregiver, of charts for patients on homecare and in-patient services. We then
constructed a questionnaire to Investigate staff perceptions and goals for DNR status of patients in their care. After
reviewing 87 charts, we determined the prevalence of DNR status to be 48%, From the completed questionnaires. staff

estimated (mean [95% CI]) that 72% [58. 86]

of patients under their care had
[90, 101] of patients under their care should have DNR orders in place, There

DNR orders. Also, staff felt that 96%

prevalence, perceived prevalence, and desired prevalence of DNR orders in this palliative care service, Following this in-

vestigation, the lead author chaired an open

forum with staff to address these

discrepancies. Staff felt a new method of

tracking DNR status as well as a more structured timeline to address DNR status with patients on service is warranted.

A follow-up study to evaluate improvements

spawned from this audit would indeed be interesting,
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| Introduction B

t is well known that resuscitation rates from out-of-
Ihuspilal cardiac arrest are dismal’ [ntuitively, one might

expect that cardiac arrests in-hospital to be more success-
ful; however, they too have discouraging rates. Ma ny vari-
ables influence resuscitation outcomes, one is the presence
and stage of co-morbid disease®s. Immediate and long-term
survival for patients with advanced cancer suffering cardiac
arrest are exceedingly rare’*7.

Cardiopulmonary resuscitation was originally targeted for
those suffering sudden, acute, cardiac arrest and those in
acute respiratory emergencies®. There is longstanding debate
over resorting to the current default of performing CPR and
resuscitative measure on all patients®. Hospice palliative care
1s aimed at relief of suffering and improving the quality of
life for persons who are living with or dying from advanced
illness or are bereaved. Some palliative care programs, as
well as many hospice programs, require patients to have Do-
Not-Resuscitate (DNR) orders established priorto accepting
patients', Others have no such policies, and may welcome
the opportunity to address the multiple psychosocial issues
often encountered in addressing DNR status. These have
been categorized as either intrapersonal (emotions of the
caregiver in making DNR decisions) or interpersonal (inter-
actions between individuals involved in consenting to a DNR
status)". Interpersonal conflict may occur between family
members, patients, and staff’ Advocacy, negotiation, media-
tion, and sensitivity to patients' and families’ needs are es-
sential components of the process of establishing DNR status.
However, these components may not always be met"

Audit has been shown to be effective in the implementa-
tion of DNR policies in various hospital settings*'®. It was
our goal to determine the current prevalence of DNR orders
in our palliative care patient population and to evaluate it
through staff perceptions and expectations

We performed a blinded audit of a multi-tier palliative
care service in Halifax, Nova Scotia. This service included
h_mnevzu‘o. a 10-bed inpatient unit, and in-hospital consulta-
tion branches. The serviceable area had a population of ap-
Proximately 350 000. An audit was performed on the homee-

are and inpatient arms of this service. The staff included
visiting nurses and social workers as well as physicians.

We performed data collection on Wednesday. January 23
and Wednesday, January 30*, 2002. No patients with a chart
were excluded from analysis. Although staff were aware
that the investigators were interested in DNR orders in the
setting of palliative care, they were not informed of the study
design or the date of the chart review.

Patient demographic information and DNR status were
determined by chart review and recorded in spreadsheet
format. Patient Care and documentation on the homecare
service were managed by one of five homecare nurses. In-
vestigators were blinded to the lead nurse of each patient.
Furthermore, in-patient charts were reviewed for patients in
the unit on the data collection days. but the investigators did
not know the physician under whom they were admitted.

A guestionnaire was compiled by the investigators and
distributed to palliative care staff including nurses, social
workers, and physicians. Investigators were blinded to the
distribution and collection of the forms. A predetermined
deadline of two weeks for the return of questionnaires was
established. No questionnaires were excluded from analy-
S1S.

Staff convened to review the results of the audit and to sug-
gest and assess possible improvements to the current system.
The meeting was of a lecture and open forum style, chaired
by the lead author

Fisher’s exact test was used to compare DNR prevalence
calegorised by primary diagnosis. Student’s t-test was used
to determine differences in duration of illness and time on
service for those with and without DNR orders. ANOVA was
used to determine differences in prevalence, staff estimates
of prevalence, and staff desired prevalence of DNR orders.

I

A total of 87 patient charts were reviewed. Of patients,
42% were reported to be male and 58% were female. The
mean age [95% CI] of patients was 69 years [66, 71]. The
average number of days [95% CIJ from initial consult with
the palliative team to date of review was 256 days [188, 324).
The primary diagnosis in 91% of our patient population was
neoplastic. Parkinson’s disease, congestive heart failure,
chronic obstructive lung disease, systemic lupus erythema-
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Figure 1. Distribution of days on palliative care service
for those with and without DNR orders.
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Figure 2. Mean (+SD) percent values of questionnaire and
audit results are plotted versus staff estimates of patients
under their care with DNR orders and stafr estimates of
patients that should have DNR orders.

0

tosus, and human immunodeficieney virus were charted

as primary diagnoses in the remaining 9%. There was no

significantdifference in prevalence of DNR orders between
those patients with a primary diagnosis of neoplasia versus
other diseases (p=0.59).

On review of the charts, it was determined that 42 of the 87.
or 48% of patients, had an established DNR order Further-
more, 9 (10%) indicated that the topie had been preliminarily
discussed and 3 (3%) clearly showed that full resuscitation
measures were to be undertaken.

The average time on service [95% CI] prior to establish-
ment of DNR status was 123 days [-21, 267). There was no
significant difference (p=0.25) in duration of disease be-
tween those with DNR orders and those without Moreover,
there was no significant difference (p=0.84) in duration on
service between those with DNR orders and those without
(Figure 1).

Intotal, 15 questionnaires were distributed: nine (609) were
returned. Staffreported an average [95% CI] of 1.9 visits [1 4.
2.4] prior to addressing DNR status. Their estimate of the
number of patients under care with DNR orders in place was
72%[58, 86]. When asked what percentage of patients under
care should have DNR orders in place, staff replied 969 90,
101] (Figure 2). Staff's estimates of current prevalence and
desired prevalence were significantly different from our
audit results [F = 29.86, p < 0.0001].

Staffconvened to examine audit and questionnaire results,
It was decided that increased efforts by all staff, but in par-
ticular by physicians, would be made to address DNR status
closer to date of admission to the service.

g Discussion B

It was our intent to examine the current status of DNR
orders in our palliative care patient population and to
compare this with staff's views on prevalence and barriers
to implementation. We found that the current rate of DNR
orders was below staff estimates and preference.

The timing and frequency of DNR orders, not exclusive to
palliative care services, are dependent on several factors
and subjeect to several barriers. Hakim et al.» found that
timing and frequency were strongly associated with patient
preference and short-term prognoses; however, nearly 50%
of those patients wishing to w ithhold resuscitation and many
ofthose whose probability of surviving for 2 months was less
than 5% did not have an established DNR order Lack of com
munication and misunderstand ings between stafr, family and
patients were cited as major barriers to DNR implementa-

tion. Furthermore, it was discovered that physicians relied
heavily on age as a factor in deciding whether to provide
intense medical treatment

When stalf reviewed the audit and questionnaire results.
it was clear that changes needed to be made. Either staff
expectations for prevalence of DNR orders was too high or
barriers for implementation needed to be reduced, The
authors acknowledge the possible bias of staff for desiring
a high rate of DNR orders.

Barriers including those from the patient, family, staff and
system were discussed. Responses identified patients’ poor
interpretation of non-indicated medical procedures and lack
of understanding of illness, familial shielding and overpro-
tection, conflicting patient and family wishes, lack of com-
munication with and delayed discussion of status in acutely
ill patients, religious beliefs, and societal portrayal of the
“medically omnipotent” specialist as barriers for DNR imple-
mentation. As a result of our discussions. all staff present
was keen to increase the prevalence of DNR orders in their
patient population. Physician staff agreed to attempt DNR
status discussions earlier following admission to in-hospital
unit and on homecare service. A follow-up audit should be
performed to determine whether this change occurs and its
influence on DNR prevalence.

The barrier of timing in the establishment of DNR orders
is underscored by the work of Moskowitz et al'® They fol-
lowed 9000 patients suffering life-threatening illness in five
US hospitals. They found that 79 percent of patients had a
DNR order at the time of death, but that nearly half of these
patients had the DNR established within two days of dying,
hindering the efforts to make the patient’s last few days as
comfortable as possible. Moreover. researchers attempted to
educate physicians and intervene with a multi-step program
over a two-year period and su rprisingly found no improve-
mentin timing of DNR order, agreement on status decisions,
patient morbidity, or resources used

Ourstudy had several limitations. We did not audit beyond
the charts to determine DNR status. The charts did not allow
in-depth analyses of the subject. Information such as initiator
of conversation, depth of discussion, hesitation and barriers
were often not identified in the charts. These limitations
have been previously identified elsewhere'’. A few cases
had reported whether the patient or the surrogates were
involved in the DNR decisions, but this was not standard-
1zed. More substantial forms may improve communication
and future work in this arena. Further investigation might
involve intervie wing patients and oral case reports from stafl
despite the fact that this would preclude blinding. Lapse in
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time between audit and questionnai re could have allowed for
a change in acuity of illness in our patient population, With
only a 60% return of surveys, it is possible that the results
have a bias by profession. Itisimportant to address whether
or not the results of this study can be applied to other patient
care settings. This audit was performed on a small group of
patients in only one hospital department Patients on this
service had advanced co-morbid illness for which resuscita-
tion rates are disappointing*’. The intent of this study was
not to validate DNR order decisions and staff expectations
We hoped to assist in narrowing the gap between stalf's self-
determined goals and outcomes

In conclusion, prevalence of DNR orders was below staft
estimates and expectations. Barriers to implementation
of DNR orders are numerous and need to be addressed by
individual staff members and the palliative care service as

a whole
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Taking strides toward tomorrow. ..

Peterborough Regional Health Centre ( PRHC) is
one step closer to a new hospital. Construction — the
culmination of countless hours of consultation and
planning — is underway, The new facility will allow
for improved health care delivery and for PRHC 1o
further fulfill its regional role with space for more than
500 beds and expanded services,

Currently a 390-bed regional referral centre, PRHC
serves Haliburton, Northumberland and Peterborough
counties and the City of Kawartha Lakes.

We are a centre of excellence in the delivery of
comprehensive and accessible care, located less than an
hour's drive from the Greater Toronto Area, in the
heart of the Kawarthas.

To learn about opportunities at
PRHC, visit
REAITH B Al www.prhc.on.ca.
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HEALTHY PEOPLE IN HEALTHY COMMUNITITES

S S

PHYSICIANS

Now is Your Chance Lo Shine!

For More Information Contact:
Barbara Dreher
Executive Director of Clinical Services

GREY BRUCE

Health

SERVICES
—_— T VNIWwES

Grey Bruce Health Services is one or

ganization Operating
on seven sites in Southwestern Ontar

i0,

Our family physicians and specialists practice in the six
hospitals and two clinics, including the communities of

Box 240 The Pas, MB. R9A K4
Phone: (204) 623-9213 (collect calls accepled)
Fax: (204) 623-9263

Meaford, Markdale, Southampton, Owen Sound, Wiarton,
Lion's Head and Tobermory. We have a total of 360 beds
in the corporation. The Owen Sound site isalLeve| C referral
centre with 238 beds and a full complement of consultants

Located two hours north of Toronto or London on beautiful
Georgian Bay and Lake Huron: enjoy swimming, diving,
sailing, fishing, skiing (both downhill and cross country),
hiking, golf, cycling, snowmobiling, Jr.”A" Hockey, lh-catrc.
and Folk Festival are just some of the activities available in
these recreational communities. We are looking for:

* Family Physicians

*  Physiatrist

* Internists (General, plus Rheumatology, Cardiology)
*  Obstetricians

* Radiologist

* Ophthalmologist

*  Psychiatrists

Interested parties are requested to contact:

Sharon Winegarden, Grey Bruce Health Services, Owen
Sound, Ont. N4K 6M9 (519)793-4409 Fax 519-376-9760
Email: blackdogpottery@bmts.com

+ Have you

" _Looked into
- Rural Locums?

If you are a general or family physician you can experi-

(.
.

ence practice in rural settings, and receive an attractive
tompensation package that includes 2 quaranteed daily
minimum of $500, plus a portion of fee-for-service
billings, or receive $750/day flat rate in a non-fee-for-service
community. For more information visit our
Web site at www.oma.org/locum.htm

Of COntact

S

June Dyson, Co-ordinator

Program for Rural Physicians

200 Whitehall Drive, Markham ON, L3R 0TS
Tel: 905-946-1611 » www.jnjgateway.com




