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ABSTRACT

Objective:  To examine the personal experiences of higher specialist trainees in Geriatric Medicine (GM) with regard to cardiopulmonary resuscitation (CPR) and do not attempt resuscitation (DNAR) decision-making. 

Setting: United Kingdom.
Participants:  235 higher trainee members of the British Geriatrics Society (BGS) at the Specialist Registrar (SpR) level.
Design:  Postal questionnaire survey.
Methods:  We distributed a questionnaire examining the various issues around DNAR decision making among the trainee members of the BGS in November 2003.  In one of the questions, we asked the participants, “Briefly describe your worst or most memorable experience of DNAR”.  Responses to this question were analysed by thematic schema and are presented.
Results: Overall the response rate was 62% (251/408) after second mailing and 235 of these were at SpR grade. One hundred and ninety-eight participants provided an answer to the above question, providing diverse and often detailed accounts, most of which were negative experiences and which appeared to have had a powerful influence on their ongoing clinical practice. The emerging themes demonstrated areas of conflict between trainees and other doctors as well as patients and relatives. 
Conclusions: SpR grade geriatricians are exposed to extreme and varied experiences of DNAR decision making in the UK. Efforts to improve support and training in this area should embrace the complexity of the subject.
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Introduction 
Everyone in hospital in the UK, by default, receives cardiopulmonary resuscitation (CPR) in the event of cardiac or respiratory arrest. The only exceptions are those with pre-determined “Do Not Attempt Cardiopulmonary Resuscitation (DNAR)” orders. CPR and DNAR orders constitute inseparable processes of end of life care in hospital. 
Although resuscitation is now considered commonplace it is actually a relatively new process which was first used in the 1960s. The UK resuscitation council (formed in 1981), through guidelines and a massive training effort, has helped CPR to evolve into the evidence-based, carefully choreographed regimen that is delivered today [1]. 

Alongside the evolution of CPR it is possible to trace a parallel growth in DNAR policy. Early calls to spare certain patients from the universal application of CPR were made on common-sense or compassionate grounds [2][3]. These were followed by attempts to quantifying the chance of surviving resuscitation and thereby allowing more targeted application of CPR [4]. The prevailing view in the 1990s was that DNAR decisions were ‘clinical’ and that patient and relatives could be spared unnecessary and potentially distressing discussions [5]. However the increasing emphasis on patient autonomy requires a dialogue between clinicians and the patients and their relatives [6]. 
In the latest resuscitation guidelines doctors are advised that they ‘should be willing to discuss patients’ wishes to receive treatment even if it only offers a very small chance of success’ [7]. In this way DNAR decisions are rarely just difficult medical decisions but almost always require complex communication with patients and/or their relatives. Although guidelines indicate that these discussions should be actively initiated by doctors, the very nature of talking about death is intrinsically emotionally difficult and time-consuming.  In everyday clinical practice it is common for doctors to encounter unreasonable demands about CPR from patients or relatives (e.g. a request to resuscitate someone with irreversible terminal illness) which can produce conflict and takes time and skill to resolve. The practical difficulties of implementing DNAR guidelines in a busy hospital practice are highlighted by a Geriatrician working in Ireland [8].
The role and experiences of senior training grade doctors in this area has been the subject of very little research. Hospital guidelines require that a consultant takes ultimate responsibility for DNAR decisions and should endorse decisions made by junior doctors as soon as possible [7]. Nonetheless trainees are often in the ‘front line’ and, especially out of hours, can often find themselves ‘acting up’. There is little doubt that junior doctors find being involved in resuscitation arrest attempts a stressful experience [9][10] but there is almost no evidence about their training needs or their perceptions about DNAR decision making. 
Methods
In November 2003, a questionnaire was mailed to trainee members of the British Geriatrics Society (BGS), inviting their voluntary responses. The mailing list was obtained from the BGS registration office. The questionnaire incorporated both quantitative and qualitative items to explore respondents’ routine clinical practice and views on DNAR decision-making. Free entry into an author-funded prize draw was offered as an inducement. A reminder was sent to non-responders nine weeks after the first mailing. 
The questionnaire contained four domains to examine the respondents’ clinical experience, current decision-making practice, preference concerning involvement with decision-making processes and their personal opinion. In the final section we included one question (4c) about the participants’ experiences which was worded “Briefly describe your worst or most memorable experience of DNAR”.  The findings from all except question 4c have been reported previously [11]. This paper presents the analysis of the qualitative, free-text data to this single question. 
Themes were derived from data using a thematic coding schema.  We used an inductive approach to determine themes. This reflected the broadness of the question and meant that themes were grounded in the data rather than being theoretically driven. However, our choice of themes was influenced by our previous knowledge and our perceptions of what was important about the data in relation to the research question. To reduce the effect of preconceptions, that is bias introduced by the coder’s personal experience, the primary coding analyst, CR, had no previous experience in the field of DNAR decision making, was not a clinician, and had not been involved in the data
 collection.  The number of times that each theme occurred was not counted as we were seeking rather to provide a descriptive representation of what respondents said. Interpretation of the significance of the patterns we found in the data and their broader implications is restricted to the discussion section.  

All data were collected before analysis began.  CR and PKM independently read and re-read the responses to question 4c to get a feel for the data and to develop some preliminary codes.  CR then developed a coding framework as the primary coderand someone who has no experience of CPR in a clinical setting, that captured the essence of the data.  This was an iterative process, with CR drawing on the codes independently developed by PKM as the second coder with CPR experience, her own codes, and themes suggested by analysis of the responses to the other questions as well as the answers to the question themselves.  A systematic constant comparative approach was used, which involved a constant movement back and forth between the entire data set, the extracts of data already coded and the extracts that were in the process of being coded. Codes were grouped into a smaller number of broader themes, which were defined to facilitate the constant comparative process.  Themes were deleted, added to, modified, divided or subsumed into others as analysis preceded, to ensure that at all times the themes fitted the data rather than forcing the data into themes.  We actively sought contradictory data and deviant cases.  Preliminary findings were written up to explore how different themes and subthemes fitted together, which was considered an integral part of the analytic process and led to the modification of themes by CR, PKM and LKB, and a final manuscript.    

Results
After two mailings, the overall response rate to the questionnaires was 62% (251/408). Of these, 16 reported that they were not SpR grade at the time they completed the questionnaire and were therefore excluded. The current report is compiled from the 198 responses to question 4c (37 – 15.7% - of SpRs did not provide any response). The response rate to the specific question in this report was 49% (198/408) of those surveyed and 51% (198/392 (after exclusion of 16 non SpRs)). A preliminary reading of the data suggested that respondents generally accepted DNAR as an appropriate decision to make in terminally ill patients or those in whom CPR was likely to be unsuccessful. However, deeper exploration of the data revealed that this discourse was often mentioned in order to be refuted in some way rather than supported.  The data therefore revealed the many uncertainties and dilemmas that confronted respondents in clinical practice and the emotional impact on them, which sometimes led them to privilege their own judgments over those of colleagues, patients and relatives, or even their own medical knowledge and training.  This is illustrated in the following descriptions of the main themes that we consider. 
Success and failure

Respondents often used the word “success” explicitly, but their representations of converse situations are denoted not by the word ‘failure’, which we have chosen to use, but rather by words such as “inappropriate”, “worst moment” and “distressing”.   Success and failure were subjective.  Although CPR that resulted in death was always called unsuccessful, other scenarios were interpreted differently by different respondents. To some, any resuscitation that resulted in life being continued was a success.  Frequently this was described as occurring in a patient not meant for CPR.  The word success was used even when the outcome conflicted with the patient’s or relatives’ wishes, or the patient’s overall clinical picture. It was not that life was the ultimate, unconditional goal for these clinicians, but that the point of resuscitation was to maintain life. Indeed sometimes the word success was used when the respondent had believed CPR to be inappropriate but had ceded to the patient or others, or retrospectively considered CPR to be the wrong decision but the patient lived.
 Patient with severe LVF – we wished to make DNAR- patient refused! - patient later arrested (VF) ( patient successfully resuscitated and discharged! (1089)

Successfully resuscitating 92 year old man in outpatient clinic (VF arrest), and then finding out he had metastatic cancer.  How wrong can we be about deciding futility of CPR! (1077)

Other trainees described the inappropriate prolongation of life only in terms of failure, or their worst experience of DNAR. A success or best moment was a perceived “appropriate” decision for DNAR or CPR.  What is seen as inappropriate by respondents conforms more closely to clinical futility, a poor prognosis, and also patient’s and relatives’ discomfort than the converse matched with descriptions of “success”.  

Elderly patient, metastatic disease, post op MI, consultant surgeon wouldn’t DNAR and was present at arrest.  Refused to let SpR call it after 30 minutes PEA as would look bad for figures. Finally distraught SHO dragged medical consultant in who said ‘I take over this patient care, now stop CPR’. (1079)
Nonetheless, whether a CPR or DNAR decision is deemed appropriate or inappropriate may sometimes be dependent on whether it is considered prospectively or retrospectively. 
Written off elderly lady with brainstem signs who came round after a 24 hour coma when she did not receive IV/SC fluids (Consultant’s decision).  Obviously relatives weren’t impressed. (1033)

Making perceived “life or death” decisions 

Respondents described the burden of having to make life or death decisions, reflecting the uncertainty of outcomes.  There were several sub-themes to this. One, which we have called “it depends on the result”, links with the theme of success and failure and may have emerged from the data because these are retrospective data in which the clinician is reflecting on past events.  Another relates to the lack of familial attachment between the clinician and the patient that may enable DNAR decisions to be made more easily on clinical rather than life-giving or taking grounds. Two other sub-themes centre on the patient’s wishes and the age of the patient.  

It depends on the result

The event most commonly described as memorable by respondents was the inappropriate use of CPR in a patient who then died, described by 21 respondents, or in a patient who was likely to die soon, mentioned by many further respondents.  

Worst- attended elderly female in resus.  Husband was told by SpR she was dying but comfortable and we would not prolong her life.  Consultant came in, asked him if he would like us to “bring her back to life”! Yes! Resus ensued on an essentially dead woman and the husband was removed during her dying moments. (1140)

However, there were also a few stories of successful CPR in patients for whom it had been considered inappropriate but who had been resuscitated because: the SpR had gone against the specified decision; the patient insisted on CPR; the order of DNAR had not been communicated in time, or; the patient’s full clinical picture had not been known.   

Best- Deciding not to stop CPR after 20 minutes, on a man in his 30s who lived, recovered and thanked me. (1102)
Successfully resuscitating a patient put not for CPR (but was unaware of this at the time). (1103)

Lack of familial attachment

Overall, patients were considered only as clinical cases (“hopeless”, “terminal”, “end-stage”) rather than as people, except when they were known.  However, respondents were still able to express empathy with patients and their families. 

In one respondent’s team, a consultant refused to invoke a DNAR order on a relative despite her very advanced age and poor prognosis.

Consultant wanting his grandmother resuscitated- totally unreasonable as she had multi-organ failure. (1095)

Patient wishes

Some patients had decided that they did not want to be resuscitated and their participatory decision making was appreciated by respondents and also considered to be rewarding for the relatives. 

My first discussion with patient and family at bedside.  Patient lucid at time (but very unwell). I realised how discussing decision with patient often very rewarding to all parties concerned. (1071)

Conversely, respondents found it a very distressing experience to perform CPR in patients who had asked to be resuscitated when this was futile.

 Being made to resuscitate a patient with end stage COPD which was medically futile because the HO had asked the patient if she wanted to be resuscitated and the patient had said yes.  ( unsuccessful resuscitation,  ( very undignified death. (1116)

When patients wanted to be resuscitated against medical advice, they only rarely survived the procedure. There were a few cases of patient wishes for DNAR being overridden because they were ignored or not communicated in time and the patient surviving and subsequently making a formal complaint.  

Age of the patient

Respondents said teams tended to perform CPR in younger patients that would be deemed futile in older ones, or to carry out more prolonged resuscitations on younger patients, partly because the patients had “their lives” ahead of them.  Patients’ health status still influenced decisions however, since respondents would try for over an hour on a young patient with an acute problem, but were unlikely to do so for young patients with cancer.

As an SHO. Resuscitating a young male, probably <30 years who was resuscitated for more than 1 hour (case of drowning) and another young male who had HOCM and collapsed after playing football. In both cases, the team continued with the process resuscitation for a prolonged period.  Looking back, I think it was primarily because they were so young and a full life ahead of them.  Another factor which probably influenced the process was the lack of any other co-morbidities. (1062)

By contrast, both acute and chronic illnesses were often deemed to make CPR futile in older patients but there was more variation in this than with younger patients.  Thus there were cases of respondents believing it wrong to provide CPR to elderly patients with COPD with pneumonia and others saying it had been wrong to make a DNAR order in similar patients.  In the elderly, concern over the distress and discomfort that CPR might cause, especially from cracking ribs, assumed much greater importance than in younger patients.  At the same time, there was no upper age limit to resuscitation, and respondents were delighted when patients in their 90s recovered after CPR.  

The difficulty of decisions for relatives

Health beliefs were only explicitly mentioned in a few cases although they will have been more generally influential in the decision making process as part of the cultural make-up of everyone involved:

Large Asian family with relative in multiorgan failure. Disputed DNAR and was not for humanity to make such choices.  Demanded resus attempt (which failed and made death less dignified). (1151)

Occasionally the family went along with a patient’s decision, whatever it might be.  

The patient was unable to communicate (unconscious).  Their family explained that what they wanted for the patient would be against the actual patient’s wishes. Therefore, although they wanted the patient to be for resuscitation they advised that a DNAR order was recorded. (1179)

But this was rare and more usually respondents had the burden of dealing with both the patient’s wishes and with angry or distressed relatives who did not agree with the patient. Attempts were sometimes made by relatives, including separated spouses or partners, to overrule patient’ wishes, sometimes successfully, with a few respondents mentioning that legal action or physical violence was threatened or carried out by relatives when unsuccessful.
74 year old male previously fit, inferior MI.  family (of nursing background) adamant he should not be for CPR.  Patient wanted to be for CPR.  Long protracted argument.  Arrested ( CPR ( died ( family angry we performed CPR. (1203)

When a terminally ill-cancer patient had DNAR discussion with my consultant in private.  Her husband later on was physically and verbally aggressive to my consultant for not being consulted prior to his wife! (1047)

Many families tried to cling to life at all costs and this may be reflected in the failure by relatives to understand when medical death had occurred and their preference for technical dying. However, as one respondent observed, this could also be interpreted as meaning that “Relatives will perceive quality of life of the patient differently to clinicians” (extract 1136). The divergence of opinion of relatives with the patient or clinicians could be distressing for all concerned and could lead to open conflict. 

Young girl -18. with sarcoma dying. Very dysfunctional family.  Parents still looking for a cure.  Every night on call sweaty and clammy.  Likely recurrent PEs.  Patient wanting to die and frightened.  Eventually DNAR agreed just before she died. (1049)

However, there was one case of the family wanting DNAR when the clinician disagreed (no details were provided about the patient or family to indicate why this might have been).

Relatives wanted well patient to be made NFR [DNAR] when not clinically indicated. (1088)

Conflict within clinical teams

Respondents often described having to follow through the inappropriate decisions of colleagues without conflict, but several gave examples of open conflict between clinical team members.  
Putting someone to CPR at their request.  Successfully resuscitating them, then having a row with the ITU consultant about further support and further CPR. (1108)

Very occasionally respondents argued with other team members at the resuscitation scene itself. 

An argument during it- SHO decision to discontinue resus in elderly man post inferior MI.  I disagreed (as SpR) as I felt external pacing was indicated.  Very awkward situation over the body- upset team (nurses in particular).  Seen as a clinical incident and discussed at a later date. (1131)

A hierarchy of decision making was alluded to several times.  Some respondents did not like being pressured by nursing staff to make decisions, but mostly the talk focused on disagreements with seniors.  Sometimes these were brought out into the open and decisions argued over but some respondents simply went against the instructions of their seniors.  Reflecting on this afterwards, some believed they had made the right choice in so doing.

Mostly the disagreements resulted from differences of opinion concerning outcomes for the patient.  However, there were two mentions of consultants wishing to make clinical targets and therefore continuing CPR when futile.   

Resuscitating a 95 year old surgical patient with widespread carcinoma – totally disgusting and inappropriate, but surgeons generally have no clue and are interested purely in their peri-operative stats. (1176)

Invoking Emotions

Respondents often recounted feel good stories about resuscitations that were successful according to their criteria.  Although they rarely used words that explicitly described any positive emotions, the experience was clearly rewarding.

Best- an out of hospital arrest in a 70 year old Australian tourist - he collapsed during a meal and came into A& E.  We had been working for nearly an hour and I made the decision to try external pacing (I had never done it before).  It worked! Giving him a good output.  I put in a temporary pacing wire and he went to ITU-expecting anoxic brain damage.  The next morning he was eating breakfast and was discharged a week later to carry on his travels. (1207)

By  contrast, the failure to make appropriate DNAR decisions and the consequences of this could elicit negative emotions that were described using explicit terms such as ‘distraught’, ‘furious’, ‘distressing’ and ‘traumatic’.  
A few respondents spoke about their reluctance to discuss DNAR with patients and concern about the emotions they elicited in the patients themselves. This was described as particularly difficult when the respondent had to discuss the clinical decisions of their senior to the patient /relative when they did not agree.

After a successful CPR anaesthetist registrar made a DNAR order on the patient (then left).  I was left to explain this decision to a furious relative later (I was a PRHO at the time and I did not agree with the order). (1186)

When respondents wrote about what they perceived as inappropriate use of CPR they often referred to the trauma of the what has been called the messiness of an unnatural death [12][13]. The most common description was of cracked ribs in elderly frail patients.  When relatives were present at the resuscitation attempt, this was considered especially traumatic.

Process issues

Various problems were described with procedures in the management of end of life situations.  Respondents talked of having to locate non-existent ITU beds themselves, or of a successful resuscitation followed by ITU refusing to take the patient, or of being called out for resuscitation and then finding the patient was a DNAR, or had died.  

There was often a lack of opportunity for respondents to exercise clinical control.  This took a number of forms, one of which occurred when respondents were asked by seniors to resuscitate patients for whom they saw no hope.  They found this demoralizing and said they were “expected to resuscitate a dying patient” (1005) or likened it to “flogging several dead horses” (1152).  There is the sense in most of these cases of being expected rather than asked to do the undoable. 

Finding a patient was in rigor mortis on the ward - (arrest call)  - to discover that he had been dead so long the patient’s body had been put in a warm bath by nurses in an attempt to warm him up (so we didn’t notice?!) (1152)

Some respondents described an absence of clinical control resulting from work overload or a lack of support especially at night or at weekends.

Being the entire crash team when as elderly care SHO.  No anaesthetist, no other doctors >90% of patient still for resuscitation inappropriately often. (1113)

Clinical control was also undermined by relatives and respondents talked often about having to make futile attempts at resuscitation in order to keep the patient’s relatives happy. Sometimes, an appropriate DNAR decision had been made but not been recorded or communicated, leading to inappropriate resuscitation attempts. 

As a registrar, numerous visits to the orthopaedic wards with the arrest team, to resuscitate frail elderly patients with fracture hips and severe dementia, because our orthopaedic surgeons can’t be bothered to write DNAR decision (why should they bother- they aren’t on the arrest team). (1018)

A couple of respondents described their dismay that their DNAR order led to the inappropriate and unintended withdrawal of all treatments, including symptomatic relief and basic observations.

Respondents not only had to follow decisions they did not agree with they also had to deal with the consequences, and with other problems caused by colleagues.  This might require the reversal of a decision to continue with CPR that had been poorly made according to clinical criteria or made because of pressure from relatives.  Or it might entail explaining to relatives why CPR was not done or why inappropriate CPR had failed.
I’ve got more memories of horrific resuscitations which I don’t believe should have been attempted and being left with a patient with an output, little respiratory effort and no-one thinking ITU appropriate.  These cases occur because we fail to communicate clearly with relatives and then allow ourselves to be forced into inappropriate CPR for fear of being the subjects of complaints. (1168)
Discussion 
To our knowledge, this is the first ever survey about DNAR that reports the experiences and views of a large number of higher specialist trainees in the UK. Whilst the trainees were from a single specialty (Medicine for the Elderly) this is the largest single medical subspecialty in the UK and they are a group who are involved in the care of a high proportion of patients who die in hospital. In addition this group reported significant experience in cardiac arrest teams (median 6 years) and the majority (83%) were involved with making decisions for patients not under their care or for younger adults (80%) [11]. We have no reason to believe that the experiences of trainees in other disciplines would be significantly different.
The response rate of 62% is not surprising in a population which is highly mobile as this can lead to inaccuracies of mailing lists.  A further 37 out of 235 (15.7%) of trainees who completed the rest of the questionnaire chose not to provide any answer to the question analysed here. Since this is a qualitative analysis the response rate does not necessarily invalidate the findings but it would have been interesting to speculate if the non-responders to this question differed significantly in their view or experiences. It is possible they could not think of any ‘worst or most memorable’ events or that they did not wish to, or did not have time, to share these with the investigators.  

This question area was added to the questionnaire as an exploratory one to examine training grade doctor’s more noteworthy experiences. The phrasing of the question ‘worst or most memorable’ was chosen to obtain the unusual or extreme experiences rather than the mundane, day to day ones. It is not surprising therefore that we have received information about a wide range of episodes often described using vivid, emotive language. The question is biased to the negative experience but many of the memorable experiences were positive responses. Although we were expecting a few interesting responses to this question we were surprised by the high proportion of respondents who had experienced very extreme events.
The experiences and issues reported here are powerfully imprinted in the respondent’s mind and appear to be influential. The informants often appeared to have reflected on their memorable experiences and used them to shape their views and influence the way they practice DNAR decision making. The case vignettes are frequently presented as black and white learning cases, which either validate or invalidate the doctors pre-existing views. These experiences may have substantial impact on future patient care.
The heterogeneity of the stories about DNAR decision making demonstrate that this area of medicine is extremely complex. Our results highlight this and the dynamics which interact among:  persons making the decision (patients, relatives, doctors), persons delivering the process, the cardiac arrest team members, doctor’s cultural background versus patients’, ethical principles versus fear of litigation or relatives/patients unreasonable demands and the list goes on. There were no beliefs or behaviors that were universal and contradictions were easy to find. For example some doctors were very confident in their ability to predict patients for whom resuscitation was medically futile whilst other stories recount episodes where apparently futile resuscitation was successful in preserving life. There is something intrinsically moral, ethical and individual about DNAR decisions which do not allow the same consensus-driven, flow-diagram-type scientific analysis that other branches of medical decision making do.

In 2009 Tyrer et al included trainee doctors, senior doctors and medical students in their focus group study and also found a wide variety of DNAR decision making approaches and practices which they believed reflected the diversity of individuals’ personal beliefs [14]. They went on to postulate that these beliefs and behaviors were a result of ‘personality, experience and idiosyncratic factors’. It seems likely that the ‘worst or most memorable experiences’ that we have documented constitute some of these ‘idiosyncratic factors’. Future work should utilise face-to face, semi-structured qualitative interviews to explore the causal relationships with respondents in more depth. 

One common theme was the tension between medical futility and patients’ or close relatives’ unrealistic expectations causing problems in reaching a unanimous decision.  In this paper the doctors often showed frustration due to lack of control and frequently demonstrated paternalistic views as well as difficulty coping with failure which could be interpreted as an egoistic approach.

One possible explanation for some of the negative experiences described by trainees is provided by a study from New York (USA) [15]. In this study the authors tried to quantify physician’s perceived self-efficacy / confidence in making DNAR decisions and found that most doctors rated themselves less confident in this area than in discussing consent for other medical procedures. They also found that confidence discussing DNAR orders was lower for junior doctors than senior doctors, for women and for those who were younger. The earlier quantitative analysis from this study [11] has also revealed that over half the respondents found it uncomfortable to discuss DNAR with patients, a quarter did not recommend a guideline for DNAR decisions (with some commenting the guidelines were unhelpful or contradictory) and 21% were worried about getting DNAR related complaints. 

There many examples of conflict within the clinical team and this confirms the quantitative analysis [11] which demonstrated that 54% sometimes disagreed with a decision made by their consultant and  over half stated their DNAR decisions would vary depending on whether the patient was under their team’s care or not. Whether this lack of consensus usually relates to differences in personal beliefs, individual emotional responses or training needs is not clear. 

Since the survey was completed in 2003 there have been several new initiatives that might influence end of life care and hence CPR decisions in a hospital setting: the increasing use of end of life support (e.g. the Liverpool Care Pathway in the UK setting); Advanced Decision to Refuse Treatment; and The Mental Capacity Act with involvement of the Patient’s Personal Consultee (usually a relative) or Independent Mental Capacity Assessment (IMCA). Therefore, the experiences of specialist trainees in Geriatric Medicine may differ in future although there has been no convincing evidence to suggest that there has been significant reduction in CPR attempts in hospitals in the UK.  

It is clear that guidelines and behaviors in DNAR decision-making have changed dramatically over quite a short period of time and that adequate training should not be too didactic and should encourage understanding and analysis so that trainees can develop strategies to deal confidently with conflict and change [16]. There is no doubt that there is a need for improved support and training to raise the confidence of trainees and to reduce the rate of negative experiences. It is not known what kind of training would be most effective in achieving these objectives or even whether training would improve consistency of decision making or compliance with guidelines. Due to the complexity of the CPR decision-making, training and guidelines alone are unlikely to ever eradicate conflict and uncertainty. 
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