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Abstract

Background: Patients want physicians to ascertain their wishes related to resuscita-
tion, yet such discussions of “code status” are often delayed in the hospital set-
ting, which compromises patient autonomy. Few studies have examined family
physicians’ views on this topic. Our objectives were to explore the experiences
of family physicians and family practice residents in establishing code status
with their patients who had been admitted to hospital and to identify barriers to
these discussions.

Methods: Semistructured, in-depth interviews were conducted with 5 family physi-
cians and 5 family practice residents admitting patients to a family practice
teaching ward in a university-affiliated urban tertiary care hospital. Interview
transcripts were analysed inductively, and grounded theory was used to identify
conceptual categories and recurring themes. Key findings were validated by
means of member checking with participants, consensus meetings of the re-
search team and consultation with qualitative researchers.

Results: Barriers to code-status discussions included personal discomfort with con-
fronting mortality, fear of damaging the doctor–patient relationship or harming
the patient by raising the topic of death, limited time to establish trust, and diffi-
culty in managing complex family dynamics. In spite of these challenges, family
physicians and residents viewed discussions of resuscitation as a significant part
of their role.

Interpretation: Family physicians and residents need to develop personal awareness
about difficulties in confronting mortality, enhance their communication strate-
gies for broaching the topic of code status in the context of a trusting doctor–
patient relationship and sharpen their skills in understanding and managing fam-
ily dynamics related to end-of-life decisions. Awareness of the barriers to code-
status discussions can inform research, education and hospital policy. Consulta-
tion with patients is needed to develop effective communication strategies.

Most people want their physicians to discuss resuscitation or “code status”
with them,1,2 yet in the hospital setting, such discussions are fraught with
difficulty and delay.1,3–7 When patients’ views on resuscitation are unclear,

their autonomy may be compromised and hospital staff left in a state of uncertainty
or distress.8 Family physicians often visit or care for their patients who have been
admitted to hospital and would thus seem ideally situated to facilitate code-status
discussions because of the existing doctor–patient relationship.

Over the past decade, the attitudes, knowledge and communication styles of
health care providers with respect to code-status discussions and do-not-resuscitate
(DNR) orders have been under scrutiny,9,10 and the effects of educational interven-
tions, guidelines and policies to improve such discussions have been examined.11–15

Studies of family physicians’ experiences in establishing code status with their hos-
pitalized patients are scarce. In one exploratory study in a hospital setting,16 it was
unclear if the physicians interviewed were the patients’ own family physicians. In a
survey on discussing advance directives in both hospital and outpatient settings,
only 3% of the respondents were certified in family medicine.17
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On a teaching hospital ward run by family physicians,
we found that, of the 40% of patients who were judged on
admission to be unlikely to benefit from resuscitation, just
over half had DNR orders written in their charts in the
first week,18 and only half of these orders were adequately
documented (according to existing hospital policy19).

Our objectives were to explore the experience of practis-
ing and resident family physicians in establishing code sta-
tus with their hospitalized patients and to identify barriers
to these interactions.

Methods

We audiotaped semistructured in-depth interviews with 5 fam-
ily physicians and 5 family practice residents. These key infor-
mants were men and women from a variety of cultures, age
groups, practice structures and backgrounds, who could provide
“expert inside information.”20 They all had admitted patients to
the Family Practice Ward of a university-affiliated urban tertiary
care hospital in 1998/99 and were chosen to represent a spectrum
of experience, from residents to seasoned practitioners.

We developed 2 open-ended questions to elicit rich stories
from the interviewees.21 We asked participants to describe their
experiences in code-status decision-making on the ward and to
specify the factors that they believed could affect open discussions
with their patients on this topic. After one practice interview we
added a third open-ended question about the influences of per-
sonal background in the physicians’ approach to these discussions.
Prompts were derived from a comprehensive literature review and
from issues that emerged in the initial interviews. 

We analyzed the interviews using a qualitative method called
grounded theory,22 whereby interviews were scrutinized to iden-
tify and categorize all ideas presented. Each idea was given a code,
and the codes were linked by hand to construct a conceptual
framework explaining the collective experiences of those inter-
viewed (“Rudiments in the process of conducting qualitative re-
search: a working guide to the use of ‘grounded theory,’” unpub-
lished manuscript by G.D. Grams, University of British Columbia
Department of Family Practice, Vancouver) and the nature of the
barriers to establishing code status. The interpretation of the data
was thus inductive and “grounded in the words and experiences of
the participants.”23

We revised the framework over the course of the study by re-
ferring back to existing data as each interview was analyzed. No
new themes or categories emerged in the final interviews, which
meant that the data were “saturated.”24 To ensure the accuracy of
our interpretations, key findings were validated by member
checking and triangulation of information.25 The participants
were asked to review our interpretations, and their comments
were used to regroup some of the codes and to further develop
the themes. Triangulation methods included meetings of the re-
search team to corroborate findings and interpretations, as well as
discussions with qualitative researchers to review the emerging
framework, barriers and implications.

Results

Family physicians suggested that code-status discussions
can be straightforward, particularly when the patient has
made a decision about resuscitation before admission to the

hospital, the patient or the family raises the issue sponta-
neously or the patient is clearly terminally ill. In some
cases, however, establishing code status is complex and dif-
ficult. Barriers to code-status discussions are summarized in
Table 1. In spite of these difficulties, participants accepted
their responsibility for discussing code status with their
hospitalized patients:

. . . because we’re in it, you know. We’re in it before, we’re go-
ing to be in it afterwards and we know the patient, and so I think
that is a legitimate role for us, however challenging it is.
— Practising physician

For participants, raising the issue of code status meant
bringing up the subject of death, which was a challenge:

Starting is the most difficult . . . because I’m never quite sure
what their reaction would be. Nobody likes to think of impend-
ing death . . . so asking the question is then asking people to
confront the fact that they’re perhaps closer to death . . . than
maybe they realized. — Practising physician

Most physicians found it difficult to discuss death with
younger patients, even those with serious illnesses such as
AIDS:

These are often young men . . . so it’s particularly difficult to
have to tackle the issue. . . . Part of it is perhaps my own feeling
that it’s really not fair. . . . You know, somebody in [his] 20s or
30s who’s really not lived a full life [is] going to have it taken
away from [him]. . . . — Practising physician

When the emphasis had been on cure it was also diffi-
cult to introduce the possibility of death:

The problem comes with patients who do not have a chronic,
life-threatening illness but become acutely ill. It can be quite
difficult to broach the topic because your whole focus with them
is to make them better, and it’s difficult to then say, “Well, by
the way, should you get worse and suffer cardiac arrest, what
would you like us to do?” — Practising physician
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Table 1: Family physicians’ perceived barriers to dis-
cussion of code status

Personal discomfort with acknowledging mortality

Challenge presented by impending discussion about death with
   patients who are young, acutely ill or in a situation where the
   focus has been on cure

Fear that raising the topic of death will compromise the doctor–
   patient relationship or cause harm to the patient

Limited opportunity or ability to establish rapport and trust with
   the patient within the time constraints imposed by the
   patient’s condition or the other demands of practice and
   training

Difficulty in managing conflict between family members

Paucity of role modelling and training in communication skills
   related to broaching with patients the topics of code status
   and death



Physicians’ own uneasiness with the subject of death was
also a barrier:

I know every time I approach a patient I do tense up a little bit
and I get a little knot in my stomach because I know . . . it’s not
pleasant for us to deal with. — Practising physician

[I]t brings your own potential mortality closer. — Practising
physician

A common challenge was related to physicians’ concerns
about damaging trust:

I think they feel that maybe you’re not telling them the truth,
that maybe they’re sicker than you are telling them — otherwise
why would you be asking them about that? — Practising physician

The physicians feared that patients might feel aban-
doned if they raised the issue of resuscitation:

I would always [be] kind of afraid I [might] offend people by
talking about this . . . and they would close [up] on me and think
I’m just giving up on them. . . . — Resident

Physicians felt that their endorsement of a DNR order
might be perceived as substandard care:

[E]ven if a person wants to be “no code,” a lot of them may feel,
including staff, . . . if you say “no code,” then the … care might
be of a lesser quality. . . . — Resident

Family physicians spoke about the fundamental impor-
tance of continuity of care and the doctor—patient rela-
tionship when asking patients about their resuscitation
wishes. 

Knowledge of the patient makes a great deal of difference. If you
know the patient well, you may already know what their wishes
are anyway. If not, you know how to approach them.

— Practising physician

The quality of this relationship affected physicians’ abil-
ity to broach the topic:

I would do it very comfortably if I know the patient. I would
never do it if I don’t know the patient. — Resident

Physicians described the need to develop relationships
with hospitalized patients whom they did not know well,
before approaching them about code status:

I don’t think you can walk in on somebody, and ask them if they
want to be a DNR or not. You need to spend some time, re-
viewing their whole case and their history, where they live and
all the rest of it before you can launch into the subject. If you
don’t know them . . . it takes a lot of time . . . and get them to
know you a little bit, too, which is hard to do . . . especially if
they’re sick. — Practising physician

Physicians spoke of prototypical “difficult” situations,
usually related to complex family dynamics, often involving
far-flung relatives who have not been able to maintain a
good relationship with the patient or have not been in-

volved enough in the patient’s life to witness the natural
course of the disease:

The difficult ones are the ones that fly in . . . and are involved
intensively for a short period of time. They’re more difficult to
deal with, in every respect, not just code status. — Practising
physician

Ethical dilemmas were often encountered in the context
of family conflict:

[T]he family who’ve been in denial about the severity of their
relative’s illness who attempt to intervene with their loved one’s
wishes to not be resuscitated . . . that can be a problem because,
after all, the patient, as long as [he or she is] competent, [has]
the right to make the decision. — Practising physician

Physicians referred to resources they call on to help in
these situations, emphasizing communication skills for un-
derstanding and managing conflict:

. . . and that’s where I bring in somebody who is a designated
ethicist or somebody from the palliative care service who could
come in and act as a kind of independent person, . . . somebody
who’s got that kind of expertise, and certainly expertise as a
communicator. . . . — Practising physician

Physicians reflected on their medical training and its im-
pact on their attitudes toward death:

I think my training, and perhaps the training for all physicians at
the time, was such that all our endeavours were to defeat death,
prevent death. So in a way I think we try to avoid it, maybe be-
cause of our own sense of mortality. — Practising physician

The patient’s impending death was sometimes experi-
enced by the physician as a professional shortcoming, a sit-
uation that resulted in avoidance:

I remember having difficulty dealing with my patients — this is
as a family doctor in the early days, of my patients dying of can-
cer — the difficulty I had in actually even going in and facing
them because I thought I was failing. . . . — Practising physician

Scarcity of role models was a significant impediment to
code-status discussions for trainees:

I don’t think I had many examples of how people do this . . . I
would grab any opportunity to go with anybody who is more ex-
perienced, a well-spoken person. — Resident

Even seasoned practitioners had this experience:

[I]t’s difficult for me because I feel like I’m kind of lacking in
models. I’ve never seen anybody else do this. And . . . I’ve been
in practice for a long time. — Practising physician

Opportunities to develop skills related to end-of-life dis-
cussions were seen as important educational objectives:

[Y]ou can certainly pick up stuff from watching someone do this
and in simulated patient interactions. You get to practise . . . and
get to know what it feels like. — Practising physician
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Interpretation

The family physicians saw themselves as important re-
sources for helping patients establish code status during the
hospital stay. They articulated the need to understand their
own emotional responses toward death and to refine com-
munication strategies for code-status discussions so as to
respect the relationships they have developed with patients
and their families. The implications of these findings are
summarized in Table 2.

Our study echoes a number of themes in the literature.
Discomfort with the topic of death, time constraints, dis-
continuity of physician care between outpatient and hospi-
tal settings, and concern about patient and family reactions
have been cited as barriers to physician-initiated discussions
about advance directives for internists, oncologists and
other specialists.17,26,27 In a research setting similar to ours,
Ventres and colleagues16 found that attending physicians’
and residents’ comfort with discussing death, experiences
with death and dying, ability to “let go” of the patient and
personal knowledge of the patient influenced their ap-
proach to code-status decision-making.

Our findings expand on the challenges that family physi-
cians face when discussing resuscitation with their hospital-
ized patients. Broaching the topic appropriately while
building and maintaining trust and managing complex in-
terpersonal and family dynamics in the context of a longitu-
dinal relationship were considered important. Our partici-
pants did not emphasize prognostic information, likely
benefit from resuscitation, knowledge of patient prefer-
ences or patient competency as factors in establishing code
status, as postulated elsewhere.12

This study had some limitations. Participants were asso-
ciated with an academic urban tertiary care hospital, so the
barriers they identified might differ from those experienced
in other settings. However, the model of care on the family
practice ward may be comparable to that in community
hospitals, where family physicians care for their own pa-
tients, so our results may be applicable in a range of Cana-
dian hospital settings.

Several researchers have outlined approaches to over-
coming some of the barriers we identified. Tulsky and as-
sociates28,29 suggested that communication about resuscita-
tion decisions should be taught with the same stringency as
other essential medical skills. Teaching goals and methods
are outlined in a recent consensus statement,30 and ways to
enhance self-awareness have been described by McWhin-
ney31 and Longhurst.32 The effectiveness of educational in-
terventions designed to enhance physician self-awareness,
patient-centred communication strategies and conflict-res-
olution skills for code-status decision-making in hospitals
should be evaluated. Family physicians who develop these
interpersonal skills could become ideal role models and
teachers of end-of-life issues for medical students and resi-
dents.

In a recent qualitative study exploring psychological and
spiritual issues at the end of life, Kuhl33 found that for some
patients the way in which physicians interacted with them
increased their distress. We might thus learn from patients
how they think their family physicians should initiate dia-
logue about resuscitation in hospital. 
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Table 2: Implications of findings for practice and education

Family physicians view the initiation of code-status discussions with
their hospitalized patients as a legitimate and beneficial role,
despite the inherent challenges

Physicians in training and in practice need to explore their own
feelings and attitudes toward death, so that they can approach
their patients openly in discussions about resuscitation

Physicians need specific training on how to raise the topics of
resuscitation and death without compromising their relationship
with the patient or causing harm to the patient

Physicians need to develop and practise effective strategies for
establishing trust and determining code status with their patients
within the time constraints imposed by practice, training and the
patient’s condition

Family physicians need to develop an understanding of family
dynamics and expertise in communication skills so that they can
manage conflicts related to resuscitation decisions; colleagues
should be available for consultation in difficult situations

Family physicians in training and in practice welcome a variety of
methods to learn these skills, including modelling of code-status
discussions by experienced practitioners, practice sessions with
coaching and feedback on communication skills, and sessions
designed to promote self-awareness
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