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CPR or DNR?
End-of-life decision making on
a family practice teaching ward

Betty Calam, MD, MCLSC, CCFP Rodney Andrew, MB, BS, CCFP

OBJECTIVE To determine the proportion of patients on a family practice ward who had “code status” orders and end-
of-life discussions documented on their charts in the first week of admission. To examine the correlation between a
tool predicting the likelihood of benefit from cardiopulmonary resuscitation (CPR) and actual end-of-life decisions
made by family physicians and their patients.
DESIGN Cross-sectional descriptive study using a retrospective chart review.
SETTING A 14-bed teaching ward where family physicians admit and manage their own patients in an urban tertiary
care teaching hospital.
PARTICIPANTS Patients admitted to the ward for 7 or more days between December 1, 1995, and August 31, 1996.
MAIN OUTCOME MEASURES Frequency of documented “do not resuscitate” (DNR) or “full code” orders and
documented end-of-life discussions. Prognosis-after-resuscitation (PAR) score.
RESULTS In the 103 charts reviewed, code status orders were entered within 7 days for 60 patients (58%); 31 were
DNR, and 29 were full code. Discussion of code status was documented in 25% of charts. The PAR score for 40% of
patients was higher than 5, indicating they were unlikely to survive to discharge from hospital should they require
CPR. There was a significant association between PAR scores done retrospectively and actual code status decisions
made by attending family physicians (P< .005).
CONCLUSIONS End-of-life discussions and decisions were not fully documented in patients’ charts, even though
patients were being cared for in hospital by their family physicians. A PAR score obtained during the first week of
admission could assist physicians in discussing end-of-life orders with their patients.

OBJECTIF Déterminer la proportion de patients dans un service de pratique familiale dont les discussions sur les
directives préalables concernant la réanimation et les interventions de fin de vie étaient documentées dans leur
dossier dès la première semaine de leur hospitalisation. Examiner la corrélation entre un instrument permettant de
prévoir les avantages éventuels de la réanimation cardio-respiratoire (RCR) et les décisions réelles au terme de la
vie prises par les médecins de famille et leurs patients.
CONCEPTION Une étude descriptive transversale fondée sur un examen rétrospectif des dossiers.
CONTEXTE Une unité d’enseignement de 14 lits dans laquelle les médecins de famille font admettre et traitent leurs
propres patients dans un hôpital d’enseignement de soins tertiaires en milieu urbain.
PARTICIPANTS Les patients admis au service pour une période de sept jours ou plus entre le 1e décembre 1995 et le
31 août 1996.
PRINCIPALES MESURES DES RÉSULTATS La fréquence des ordonnances consignées «de ne pas réanimer» (DNR),
de celles demandant les mesures complètes et des discussions documentées sur les décisions en fin de vie. La cote
du pronostic après réanimation (PAR).
RÉSULTATS Dans les 103 dossiers examinés, les ordonnances relatives aux interventions en fin de vie étaient
consignées dans les sept jours de l’admission dans le cas de 60 patients (58%); l’ordonnance de 31 patients était DNR
et un «code» complet pour 29 d’entre eux. La discussion de l’ordonnance à suivre était documentée dans 25% des
dossiers. Pour 40% des patients, la cote du PAR était de plus de 5, indiquant qu’il était peu probable qu’ils survivent
après leur congé de l’hôpital dans l’éventualité où il leur faudrait une RCR. Le rapport était significatif entre les cotes
du PAR établies en rétrospective et les décisions réelles prises par les médecins de famille traitants quant aux
décisions concernant l’ordonnance (p < ,005).
CONCLUSIONS Les discussions et les décisions sur les interventions en fin de vie n’étaient pas entièrement
documentées dans les dossiers des patients, même si les patients étaient traités à l’hôpital par leur médecin de
famille. Une cote de PAR obtenue durant la première semaine de l’hospitalisation pourrait aider les médecins dans la
discussion avec leurs patients des ordonnances entourant le terme de la vie.

This article has been peer reviewed.
Cet article a fait l’objet d’une évaluation externe.
Can Fam Physician 2000;46:340-346.

résumé

abstract

RESEARCH



ssues surrounding end-of-life decisions
continue to be widely debated in the med-
ical and lay press.1-7 The latest Canadian
Medical Association statement on resusci-

tative interventions (December 1995) attempts to
clarify the issues for caregivers in Canada.8 This
guideline and others widely used in hospitals across
Canada, however, have not been tested in law.9

It is hardly surprising, therefore, that writing “do
not resuscitate” (DNR) orders continues to be
shrouded in confusion and inconsistency. Many
physicians find making these decisions personally
difficult and avoid discussion with their patients or
put off decision making until patients are incompe-
tent.10 An estimated 75% of patients who have written
DNR orders are incompetent at the time the order is
written, but only 10% of them were cognitively
impaired at time of admission.11

Patients themselves clearly indicate that they want to
be involved in discussions and decisions about resusci-
tation.12,13 Physicians worry about attempting to resusci-
tate patients when the situation is clearly futile.1,14,15

Patients express concern that if they have written DNR
orders, they will receive a lower standard of care, partic-
ularly if they have incurable illnesses.10 We are not
aware of any studies that have looked at dilemmas relat-
ing to “code status” (resuscitation orders) when family
physicians have to make decisions with their own
patients under their direct care in hospitals.

Family physicians affiliated with St Paul’s Hospital,
a tertiary referral hospital in downtown Vancouver,
BC, can admit their patients to a family practice
teaching ward. Most patients admitted are adult gen-
eral medical patients falling into two main categories:
elderly people with multiple medical diagnoses and
often with dependent functional status, and patients
with advanced acquired immunodeficiency syn-
drome. Code status was one of the most common
issues raised by both nurses and family practice resi-
dents on the ward. Both groups expressed uneasi-
ness when decisions were not made or were unclear.

Although some patients arrived on the ward with
advance directives, our impression was that code sta-
tus remained uncertain for many patients, at least for
the first week after admission. Understandably,
residents were frustrated with the uncer tainties

surrounding code status decisions and the difficult
position in which they might be placed if a patient
required cardiopulmonary resuscitation (CPR).

This study aimed to investigate the following dur-
ing patients’ first week of admission: what proportion
of patients on the family practice ward had clear code
status orders on their charts; what proportion of
patients’ charts documented discussion of code sta-
tus; whether the prognosis-after-resuscitation (PAR)
score16,17 predictive of benefit from CPR correlated
with actual decisions made by family physicians and
their patients; and whether reviewers’ estimate of
benefit from CPR correlated with PAR scores.

METHODS

Setting
St Paul’s family practice teaching ward opened in June
1994 with 14 beds. At the time of the study, 90 family
physicians had privileges to admit their patients and
access to a full range of consultation services. Admission
criteria indicate that patients should not require invasive
monitoring techniques, such as central lines or cardiac
monitors. First-year family practice residents help care
for most of the more than 300 admissions each year and
work closely with attending family physicians.

The ward medical director, who is a family physi-
cian, oversees medical care and supervises resident
teaching on the ward. Although residents have sel-
dom had previous relationships with patients or their
families, they work closely with attending family
physicians who have. Each resident has a 4-week
rotation on the ward and, as one learning objective,
must demonstrate patient-centred interviewing tech-
niques18 that elicit patients’ concerns about their
problems, including end-of-life issues.19 The DNR pol-
icy at St Paul’s Hospital at the time of this study stat-
ed that, when physicians write DNR orders, they
must document that they have discussed these
orders with patients or proxies.20

All patients admitted under their family physicians’
care to the ward from December 1, 1995, to August
31, 1996, were eligible for this study. Only patients
who stayed in hospital 7 days or more were included.
Patients were excluded if they had been transferred
to the ward from other areas of the hospital and code
status decisions had been made elsewhere. A total of
103 patients’ charts met the inclusion criteria.

Design
This cross-sectional descriptive study used a retro-
spective chart review. Two reviewers abstracted
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information and tabulated it using Microsoft Excel.
Admitting family physicians’ sex, age, and academic
qualifications were recorded. Basic demographics of
patients were recorded, as were outcomes of stay (ie,
death, discharge, transfer) and whether CPR had
been performed. Patients were grouped into broad
clinical categories based on the diagnostic codes
assigned after discharge.

Reviewers sought to estimate the cognitive func-
tion of each patient for most of the first week of
admission using data from medical admission,
progress, and consultation notes and nurses’ docu-
ments. Terms such as delirium, dementia, and cogni-
tive impairment, and scores lower than 24/30 on
standardized mini-mental status examinations21 were
considered evidence of impaired cognition.

Each patient’s code status was recorded, ie, full
code or DNR, within the first 7 days of admission. If
orders were not recorded in patients’ char ts,
“default” full code was assumed, meaning that the
patient would receive CPR if needed. Evidence was
sought in order sheets, admission histor y, and
progress notes of discussion of code status and pref-
erences with patients or relatives.

The two reviewers, both family physicians experi-
enced in community and hospital medicine, made
clinical judgments about prognosis based on admis-
sion criteria and progress notes in the first week as to
patients’ chances of surviving CPR. This was called
the “Gestalt” chance of benefit from CPR. The judg-
ment indicated whether the reviewer thought a
patient had a less than 5% chance of responding to
CPR and surviving to discharge (low benefit) or a
more than 5% chance (fair benefit). This was based
on literature on prearrest predictors of survival sug-
gesting that benefit from CPR ranges from 25% for in-
hospital, witnessed myocardial infarction to 0% for
metastatic cancer. One study of elderly patients
undergoing CPR in hospital showed that 9% survived
to be discharged.22 Another study looking at a group
of Veterans showed that, overall, approximately 10%
survived to discharge after CPR, but none older than
70 lived to be discharged.23

Apart from the reviewers’ estimate of chances of
survival, each patient’s chart was subsequently ana-
lyzed using a PAR score.16,17 The PAR score, devel-
oped by O’Keeffe and Ebell, attempts to objectify the
likelihood of survival to discharge from hospital after
CPR. It incorporates information on age, clinical sta-
tus on admission, and functional status (Table 117).
Because our patients were less likely to survive com-
pared with average adult inpatients, we chose a PAR
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CLINICAL CHARACTERISTIC SCORE

Metastatic cancer 10

Sepsis 05

Dependent functional status 05

Nonmetastatic cancer 03

Pneumonia 03

Creatinine >130 µmol/L 03

Age >70 years 02

Acute myocardial infarction
(admission diagnosis)

–2

Adapted from O’Keeffe and Ebell17

CLINICAL CLASSIFICATION NO.

AIDS-related illness 37

Musculoskeletal 16

Cardiac or cerebrovascular 11

Eating disorder 8

Respiratory 8

Dementia 5

Palliative care 4

Miscellaneous 14

TOTAL 103

CODE STATUS
AT 7 DAYS

INTACT
N (%)

IMPAIRED
N (%)

TOTAL
N (%)

Do not
resuscitate

17/31 (55) 14/31 (45) 31/103 (30)

Full code 29/29 (100) 0/29 (0) 29/103 (28)

Default full
code

38/43 (88) 5/43 (12) 43/103 (42)

TOTAL 84/103 (82) 19/103 (18) 103 (100)

Table 2. Major diagnostic categories on
discharge

Table 1. Prognosis after resuscitation
(PAR) score

Table 3. Code status compared with
cognitive function

COGNITIVE FUNCTION FOR MOST OF
FIRST WEEK OF ADMISSION



score of > 5 to correspond with low likelihood of
survival to discharge after CPR.

Inter-rater reliability was assessed by reviewing
10 charts at random. The sample size of 103 charts
ensured that sampling variability for estimating
proportions was within ±10%.

RESULTS

During the study period, 47 of the eligible 90 family
physicians admitted patients to the ward. All physi-
cians were on active medical staff except two locums.

Of the 47 physicians, 29 had Certification in Family
Medicine (CCFP). Seven physicians were identified
as frequently admitting AIDS patients.

A total of 103 patients’ char ts were reviewed:
56 men and 47 women. Ages ranged from 20 to
96 years; 47 patients (45%) were older than 60, and
the others were evenly distributed between 20 and
60. Table 2 shows patients’ major diagnostic cate-
gories on discharge. Fourteen patients were known
to have cancer, and 37 had AIDS-defining illnesses.

Of the 103 patients, 60 (58%) had code status
orders entered in their charts within the first 7 days,
31 as DNR and 29 as full code. No documentation of
code status appeared in 43 charts (42%); they were
classified as “default full code.”

On chart review, 84 (82%) patients were judged
cognitively intact for most of the first week of admis-
sion. The one patient who was cognitively intact on
admission and became impaired during the first week
did not have end-of-life orders specified and was thus
considered default full code. Table3 compares code
status with cognitive function. Patients who were cog-
nitively impaired were significantly more likely to
have DNR orders than those who were cognitively
intact (χ2 22.59, P< .0001). Only 55% of patients with
DNR orders were cognitively intact compared with
93% of full code or default full code patients.

Evidence of discussion of code status was docu-
mented in only 26 (25%) charts, 16 for DNR and
10 for full code (Table 4). Discussion was twice as
likely to be documented when the order was DNR
(χ2 19.04, P .0001). Although 77 charts had no docu-
mentation in the first week, code status orders
appeared on a further five charts between day 8 and
discharge, a 30% documentation rate overall.

The PAR score’s association with actual decisions
made by attending physicians is shown in Table 5.
The PAR score for 40% of patients was higher than 5,
indicating they were unlikely to survive to discharge
after CPR. There was a significant association
between PAR scores and actual decisions made by
attending family physicians (χ2 14.66, P .0007). Two
thirds of DNR decisions were made with patients
with low likelihood of benefit from CPR on the PAR
index; conversely, two thirds of patients with full code
or default decisions had a fair chance of benefit from
CPR on the PAR index.

There was 78.6% agreement between reviewers’
Gestalt evaluation of patients having fair or low chance
of benefit from CPR and PAR scores (Table 6). A
Cohen’s Κ of 0.58, which adjusts for chance agree-
ment, indicates this is fair to good agreement.
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CODE STATUS
AT 7 DAYS

LOW (>5)
N (%)

FAIR (<5)
N (%)

TOTAL
N (%)

Do not
resuscitate

21/31 (68) 10/31 (32) 31/103 (30)

Full code 9/29 (31) 20/29 (69) 29/103 (28)

Default
full code

11/43 (26) 32/43 (74) 43/103 (42)

TOTAL 41/103 (40) 62/103 (60) 103 (100)

CODE STATUS
AT 7 DAYS

YES
N (%)

NO
N (%)

TOTAL
N (%)

Do not
resuscitate

16/31 (52) 15/31 (48) 31/103 (30)

Full code 7/29 (24) 22/29 (76) 29/103 (28)

Default
full code

3/43 (7) 40/43 (93) 43/103 (42)

TOTAL 26/103 (25) 77/103 (75) 103 (100)

REVIEWERS’
ESTIMATE OF
BENEFIT FROM CPR

LOW (PAR > 5)
N (%)

FAIR (PAR ≤≤5)

N (%)
TOTAL
N (%)

Low 38/57 (67) 19/57 (33) 57/103 (55)

Fair 3/46 (7) 43/46 (93) 46/103 (45)

TOTAL 41/103 (40) 62/103 (60) 103 (100)

Table 6. Reviewers’ retrospective estimate of
benefit from CPR compared with PAR score

CHANCE OF BENEFIT FROM CPR BY PAR SCORE

Table 5. Prognosis compared with code
status at day 7

CHANCE OF BENEFIT FROM CPR BY PAR SCORE

Table 4. Patient’s code status at 7 days in
relation to documentation of discussion of
code status

DOCUMENTED DISCUSSION OF CODE
STATUS IN CHART WITHIN 7 DAYS



In the 103 charts reviewed, there were 11 deaths:
eight had DNR orders written within the first 7 days;
two were documented as full code initially, but were
changed to DNR on day 10 and day 15. One patient
was classified as default full code but had a DNR
order written on day 8. Of the patients who died,
10 scored higher than 5 on the PAR, indicating a low
likelihood of benefit from CPR. One elderly patient
scored 5 on the PAR, indicating fair chance of benefit,
but requested a DNR order the day after admission.
She developed complications from pneumonia and
died on day 10. Therefore, during the study period,
all 11 patients who died had DNR orders, and no
attempts at CPR were made.

Inter-rater reliability assessments for 10 of
103 charts chosen randomly are shown in Table 7.
Reported percentages are computed from the num-
ber of charts where both reviewers gave the same
rating for each variable.

DISCUSSION

This chart review showed that only 58% of patients
admitted to a family practice ward had specific code
status orders written in the first week of admission and
that, overall, only 25% of charts contained documenta-
tion that end-of-life issues had been discussed with
patients or their relatives. Although their wishes were
unknown to the ward team, 42% of patients classified
as default full code at the end of the first week would
have received CPR in the event of cardiac arrest, and
at least a quarter of them were considered unlikely to
benefit from CPR according to the PAR index.

The hospital requires that physicians writing DNR
orders document discussion about these orders in

patients’ charts, yet 16/31 (52%) of the charts reviewed
had no such documentation. We do not know how this
compares to documentation on other wards where
attending physicians are specialists. Most patients were
cognitively intact during the first week of hospitalization,
suggesting physicians could have communicated direct-
ly with them about their wishes. During the first week,
38/84 (45%) charts still had no code status orders.

It is noteworthy that all 11 patients who died had
DNR orders written at some point after admission.
Although DNR orders were not always written in a
timely fashion, as the ward team would have pre-
ferred, attending family physicians did write DNR
orders before patients died and thereby prevented
inappropriate resuscitation attempts. Clearly, deci-
sions are being made as patients’ conditions change.

Despite the fact that most patients in this study
would have been well known to their family physi-
cians and discussion of end-of-life issues could have
taken place elsewhere (ie, home or office), some
physicians still seem reluctant to discuss these issues
with some patients, or at least to document these dis-
cussions when patients enter hospital. As a result, the
ward team that works alongside the family physicians
can be left in doubt as to the status of end-of-life dis-
cussions between physicians and patients.

Reasons for the seeming reluctance of physicians
to address code status itself could include that the
patient is not ill enough to require discussion of code
status; discomfort with approaching patients with dif-
ficult choices, especially if they are very ill; hope that
patients’ conditions will improve enough that discus-
sion need not take place; concern about level of care
in the presence of DNR orders; or difficulties physi-
cians themselves have in confronting their own mor-
tality. This area is likely fraught with feelings on the
part of physicians, patients, and relatives. Qualitative
exploration of these issues could be an important
step toward understanding the factors involved in
end-of-life decision making.

The PAR scores were reassuring to the reviewers
in that a significant correlation was seen between
PAR scores applied retrospectively and actual deci-
sions made by family physicians. The PAR scores
also correlated well with the reviewers’ Gestalt evalu-
ation of patients’ likelihood of benefit from CPR. A
PAR index done in the first week of admission could
assist physicians in discussing resuscitation orders
with their patients. Physicians and residents could
use the PAR index as a fairly easy and objective way
of assessing whether patients are likely to survive to
discharge after CPR.
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VARIABLE % AGREEMENT

Basic demographics 95

Clinical classification 100

Cognitive function 95

Gestalt prognostic classification 100

Code status orders at 1 week 100

Evidence of discussion documented 100

Chance of benefit from CPR
(PAR score ≤5 or >5)

100

Table 7. Inter-rater reliability



Limitations
One of the limitations of this study is that it might not
be generalizable to other hospitals with a different
patient mix, without a residency training program, or
where family physicians are not the attending physi-
cians. Also, the PAR index should not be used as the
sole criterion for code status decisions. Patients with
similar PAR scores are by no means clinically similar.

For instance, a patient with limited metastatic breast
cancer could have a much better prognosis than a
frail elderly person with widely disseminated carcino-
ma. The PAR score for metastatic disease in both
these scenarios would suggest a low chance of sur-
vival to discharge after CPR. The PAR index also
does not enumerate some of the more intangible con-
siderations that experienced clinicians would take
into account in decision making, such as intimate
knowledge of patients and their wishes. Crucial to
the ultimate decision about resuscitation is physi-
cians’ ability both to assess the medical aspects of the
illness and also to truly hear what patients are saying
about end-of-life wishes.

Conclusions
The results confirm our impression that end-of-life
issues were not being addressed fully when patients
were admitted to the family practice teaching ward.
We think that, given the severity of illnesses that war-
rant admission to hospital, all patients would benefit
if code status issues were clarified, discussed, and
documented in their charts on admission or soon
after. Code status should be reviewed as patients’ sit-
uations evolve. A PAR index obtained during the first
week of admission could give physicians some prog-
nostic information to add to discussions of end-of-life
issues with their patients. A qualitative study of physi-
cians’ and patients’ experiences surrounding estab-
lishing code status to assist decision making and to
guide educational initiatives for family practice resi-
dents would be useful.

Hospital policy aimed at assuring patient-centred
inquiry about end-of-life issues, interdisciplinary
communication about decisions, and high-quality sup-
portive care to patients with DNR orders, can assist
patients, their families, and their physicians in deal-
ing with hospitalization. St Paul’s Hospital’s decision
to appoint a task force, which includes physicians,
social workers, nurses, patient care managers, ethi-
cists, and patients’ representatives, to develop and
implement an updated DNR policy is appropriate and
timely and should help clarify decisions in this impor-
tant area of patient care.                                     
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Key points
• On a family practice teaching ward in a downtown

Vancouver hospital, 58% of patients had specific
code status orders in their charts during the first
week after admission.

• A prognosis-after-resuscitation (PAR) score
higher than 5 correlated well with physicians’
decisions to write DNR orders.

• All patients who died (11/103) had DNR orders in
their charts before they died, eight written during
the first week of admission and three subse-
quently.

• The predictive value of the PAR score correlated
well with two family physician reviewers’
“Gestalt” evaluation.

• The PAR tool appears to be useful for predicting
which patients should be offered DNR orders.

Points de repère
• Dans une unité d’enseignement en pratique fami-

liale d’un hôpital du centre-ville de Vancouver, des
ordonnances spécifiques préalables sur les inter-
ventions en fin de vie étaient documentées dans
le dossier de 58% des patients.

• Un pronostic après la réanimation (PAR) de plus
de 5 correspondait bien avec les décisions des
médecins de consigner des ordonnances de ne
pas réanimer (DNR).

• Tous les patients décédés (11/103) avaient des
ordonnances de DNR consignées dans leur
dossier avant leur décès, dont huit dans la
première semaine d’hospitalisation et trois
subséquemment.

• Il y avait une étroite corrélation entre la valeur
prédictive de la cote du PAR et l’évaluation
« Gestalt » de deux médecins de famille qui
faisaient l’analyse.

• L’instrument que représente le PAR semble utile
pour identifier les patients à qui il faudrait offrir
de consigner des ordonnances de DNR.
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