Medical audit

Does audit improve DNR decision making?

ABSTRACT?The use of 'do not resuscitate' (DNR)
orders in hospitals has been the subject of consider-
able comment in both the medical and the 1ay press
Guidelines have been produced to help make DNR
decisions but, as yet, there have been no published
accounts Of these in practice. We have used audit to
develop PNR policy in our hogpital, and bave
reviewed practice after the introduction of guidelines.
This led to early consultant involvement in making
decisions in 55 of 80 patients (69%) who were assessed
as DNR at the time of death or dlscharge, documenta-
tion of reasons for DNR in all 55 of these and docu-
mentation of discussion with nurses in 49 (89%), Con-
sultants agreed with DNR decisions made by their
juniors in 31 of 34 cases (91%) and changed 'for CPR'

decisions to DNR in 24 of 108 (22%). We have demon-

strated that audit is an appropriate way t©° change and
develop practice in sensitive areas such as this.

After cardiopulmonary resuscitation (CPR) came into
widespread use in the early 1960s it became apparent
that its use was ingppropriate £or seme hospital inpa-
tients [1-5], most obviously the terminally ill but also

patients with disseminated malignancy, severe sepsis,
advanced cardiac or renal failure and prolonged

hypotension who almost never survived [2-6].
Approaches t° deciding about exclusion from CPR

attempts differed in the United States of America

(usa) and the United Kingdom (UK) . In the USA the

legal and ethical grguments surrounding 'de not
resuscitate' (DNR) policies encouraged the evolution
of formalised, legally valid, written protocols called
'DNR orders' [7]., These were introduced in the 1970s
and required physicians to wse CPR for all patients
unless a DNR order had been written.

In the UK it was not felt necessary t° have such rigid
procedures and doctors continued to decide about the
value of CPR attempts in an informal way. Indeed, in
1982 an editorial in the British Medical journal claimed
that there was no need for yritten, formalised DNR
procedures in Britain [2]. Recently, however, it has
bec.or.ne clear that formal guidelines for making DNR
decisions are also needed in the UK.
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The government's Chief Medical Officer has written

to all doctors in England and Wales, suggesting that
the medical profession Should develop policies for
making DNR decisions [g§]., The British Medical Associ-
ation and the Royal College of Physicians of London
support this yview, as do several other authors [9-12].

Recent gyrveys of DNR decisions in the UK have
confirmed that there is a need for more formal poli—
cies [13-15]. They have highlighted the lack of uni-
form guidelines for making decisions and a consider-
able discrepancy between what is documented in
nursing and medical notes. In many cases a reason for
a DNR decision is not documented. Some surveys have
found that patients with conditions where CPR would
usually Pe inappropriate (such as disseminated pgljg-
nancy) seem to remain for CPR [13,14],

We have audited the use of DNR orders in ouxr dis-
trict general hospital t° define a consensus approach
to DNR decisions. We had three specific aims.

1.To determine if preyious practice in our hospital

matched pyplished guidelines.

2. To determine if gudit, using standards and a profor-
ma, improved practice.

3. To determine whether consultants and juniors
agreed about DNR decisions.

Methods

The audit was in four stages.

Stage l?review of existingpractice

Casenote gyryey. We Surveyed the medical and nursing
casenotes of all current adult patients in ocur hospital
(excluding obstetric cagses) o= 31 May 1992. Hospital
number, age, consultant, diagnoses, documentation of
DNR decisions in medical and pnurging notes, reasons
for DNR (if given) and documentation of discussion
about CPR with patients or relatives were recorded.

Staff questionnaire, We distributed 210 guestionnaires
by internal post t° all medical staff and to trained

IlUI'Sil’lg staff working in acute areas. Trainee and auxil-
iary nurses were excluded as were those working in
obstetrics, paediatrics or non-acute areas. Staff were
asked about knowledge of current resuscitation policy
on their ward or ynit, who usually made the initial
DNR decision and what mechanisms existed for
review.

Stage 27?set standard

On the basis of the gquegtionnaire @79 survey results, a
standard procedure for making 274 documenting CFR
p
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decisions was agreed among four clinicians with an
interest in this area. The standard was then presented
to other colleagues for approval. The standard
required that for all patients admitted to given wards
under the care of a physician an A4, single sided DNR
audit form should be Completed on admission and
inserted in the medical casenotes recording the

following: o
? a provisional resuscitation decision (either 'for CPR'

or 'DNR') by the admitting doctor

? a review of this decision within 48 hours by the con-
sultant (or after discussion with the consultant)

? if the consultant's decision was 'DNR', the reason
for this

? documentation of communication with nursing

staff.

Stage 3?implement standard

The pOliCy was implemented for all general medical
and care Of elderly patients admitted to oux hogpital
for a period of three months from 1 November 1992

to 31 January 1993.

Stage 4?review practice

After January 1993 praCtice was reviewed and com-
pared to the standard by collection and analysis of all
the CPR audit forms from casenotes after death or dis-

charge.
Results

Inpatient casenote gyryey

On the gay of the gyryey there were 351 jippatients
(193 women) aged 16-96 years in the two district hos-
pj_tals_ All of these casenotes were available. A DNR
decision had been written in either medical and/or
nursing motes for 67 patientg (19%) and a reason for
the DNR decision was given in 39 (58%) of them. The
principal diagnoses ©f those patients who wexe for
DNR are gjyen in Table 1.

In 39 cases (58%) DNR decisions were written in

both nursing and medical potes; in 22 (33%) they

Table 1. principal diagnosis ©of those patjents 'not for
resuscitation'.

Cerebrovascular accident 23
Cardiorespiratory 13
Dementia 12
Carcinoma (311) 7
Severe sepsis 4
Post CPR attempt 2
Other 6
Total 67
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were written in the medical notes alone and in six
(9%) in the nursing notes alone. In one case a specific
statement indicating that the patient was for CPR was
3 s 1 1 i .
written in the medical potes, but 'DNR' in the nursing
notes. Sixteen patients were identified from the
casenotes who apparently had untreatable metastatic
malignancy, but only three of them had documented
DNR decisions.

Staff questionnaire

Questionnairesg were returned hy 65 nurses and 55
doctors, representing * response rate of 57%. Fifty
(42%) respondents stated that they were unaware of

any policy (either written o= non-written) for making
DNR decisions on their ward or unit. A further 41

(34%) were aware Of a non-written policy but not of a
written one.

When asked who made the initial DNR decision on
their ward, 14 (12%) respondents said that this was

usually the consultant, 54 (45%) that it was the regis-
trar, and 37 (31%) the SHO or house officer. aAll but

two stated that there was no mechanism for routine
regular review of DNR decisions which were reviewed

only if clinically indicated.

Review ofpractice after introduction of the standard

Over the three months period 712 patients were
admitted to the study wards. Audit forms documenting
resuscitation decisions on admission had been com-
pleted and returned for 309 (43%) of them. One hun-
dred and forty twe resuscitation decisions were record-
ed as having Peen reviewed by a consultant.

In 60 patients (19%) junior staff had made a DNR
decision on admission; 34 (57%)
reviewed py consultants and DNR was confirmed in 31.

of those were

In three the consultant reversed the DNR decision,
and in 25 cases the initial DNR decision had not been
reviewed at the time of the patient's death [17] or dis-
charge [8]. In one case the form was lost (Fig 1).

Junior doctors made 'for resuscitation' decisions on
admission in 249 patients. Consultants reviewed 108
(43%) of these decisions; they confirmed the decision
in 84 and changed it to DNR in 24 (Table 2). The
other 141 'for CPR' decisions made by junior doctors
on admission had not been reviewed by consultants at
the time of the patients' death or discharge.

In 48 of the 55 cases (87%) where the consultant
had made or confirmed a DNR decision, this was done
within 48 hours. Reasons for DNR were documented
in all 55 and in 49 (89%) cases there was written con-
firmation that nursing staff had been informed of the
decision.

Discussion

The British Medical Association (BMA) (in conjunc—

tion with the Royal College of Nursing and the
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Resuscitation Council) and the Royal College of PhySi-
cians of London (RCPL) have recently published state-
ments proposing a more formal approach to DNR
decision making [9,10] . The BMA and RCPL agree
that ultimate responsibility for decisions should rest
with consultants. This view is Supported by the govern-
ment's Chief Medical Officer [§].

DNR decisions should be clearly documented in
notes, along with reasons for making them. Decisions
made on admission by junior medical staff should be
reviewed as soon as possible by consultants, and subse-
quently 2t regular intervals [9,10]. Because there is as
yet me clear advice on the difficult issue of how much,
or how little, to involve patients and their relatives in
DNR decision-making [16], we have not addressed this
area in our audit. It is also apparent from the tone of
their statements that the BMA and the Chief Medical

Officer wish policy to Pe developed by the profession
itself, perhaps through audit [g,9].

Our initial survey confirmed the findings of previ-
ous UK gtudies; no fixed policy seemed to be used for
making DNR decisions, conflicting instructions werfe
written in medical and nursing notes and some
patients who seemed to be appropriate DNR candi-

Fig ! (a) Fate gof those initially 'for CPR'. (b) Fate of those
initially 'DNR'.

Table 2. Agreement of consultants and juniors where both
had been involved.

Consultants' decisions

For
DNR Total
CPR
For
84 24 108
. CPR
Juniors'
decisions
DNR 31 34
Total 87 55

dates remained for CPR. In our survey 2 higher pro-
portion of DNR candidates had reasons for this docu-
mented than in previous UK surveys and this may
reflect local interest in this subject [13-15].

About half of all regpondents to =ur questionnaire
were unaware Of any CPR pOllCY on their ward and a
further quarter were OI’lly aware Of an unwritten pOliCy.
The Health Service Commissioner found that the unit
he investigated had an unwritten policy only and gug-
gested that all units should have clear, written policies
[8] . Most respondents stated that DNR decisions were

usually made by junior doctors without provision for
consultant review.

The audit produced improvement in several of
these areas. This is in keeping with publlshed evidence
that clinical gquidelines === improve practice, especially

if implemented in = patient-specific way at the relevant
time [17].

Consultants were involved in making and docu-
menting DNR decision in 55 of the 80 patients (69%)
who were recorded as DNR at the time of death or dis-
charge. In these cases there was a clear record of the
decision and, in most cagses, documented discussion
with nurses. When consultants were involved in the
decision this was usually within 48 hours of admission.
Consultants confirmed DNR decisions made byjuniors
in 31 of 34 cases (91%) and changed 'for CPR' to
'DNR' in 24 of 108 (22%). Although the numbers
here are small it seems that in our hospital consultants

usually agree with DNR decisions made by registrars

and SHOs. The suggestion [12] that all patients
should remain for CPR until consultants or senior reg-

istrars decide otherwise seems unnecessarily rigid. It is
also impractical in busy district general hospitals
because it is usually the junior doctors who will be
involved in CPR when it occurs and the same juniors
who decide when to stop resuscitation attempts.
Despite these improvements we Still have reserva-
tions about some areas oOf practice. DNR decisions for
25 patients made bijHiOIS had not been reviewed by
consultants and 17 of these patients died. We have no
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further details of these patients; they may hlavle been
terminally ill on admission and a DNR decision was
made, quite appropriately, by ®he duty registrar.

About half of all eligible patients wexe not entered
into the audit either because of a lack of enthusiasm
on the part ©f staff, or the paperwork (one side of p4)

may have seemed too much. Some probably felt that it
to document and review decisions

WaS unnecessary
'for CPR'. The low rate

when patients were very clearly ’
of completion of forms mgy indicate problems in the
implementation strategy 4sed by the group for the
guidelines, o= in the development strategy (not includ-
ing enough people) ©* in the dissemination gtrategy
[17]. DNR rates were, however,
group te those of the whole inpatient population
before the audit (19%), suggesting that the audit sam-
ple was representative ©f the inpatient population == =
whole.

similar in the audit

Conclusions

There are several potential =ewr<=s °f inaccuracy in
this audit. We have had to assume that a cross sectional
survey of inpatients on a given day reflects overall
practice; since the results of this survey are broadly in
keeping with those from other UK hospitals, this is
probably = reasonable assumption. We have also had
to assume that those who regponded t° the question-

naire an accurate view of overall practice in our

gave
hospital_ Because we used a cross Sectional survey

before the intervention and then a prospective follow-
up of admissions, more patients with slow turnover
and Jong stay =< likely t© P represented if the cress
sectional survey.

We want to ensure that an appropriate CPR decision
is made for all patients and are particularly keen to
avoid CPR attempts in circumstances, such as terminal
illness, where they are clearly not indicated. However,
asking staff to document all CPR decisions (either 'for
CPR' or 'DNR') has not been successful and may have
contributed to the limited participation in the audit.
In future audit CyClES we Will concentrate on docu-

menting PNR decisions only.

It is both jppractical and unnecessary t° suggest
thatjunior doctors should not make DNR decisions, as

long =s consultants review the decisions made by the
junj_ors soon after admission and subsequently at regu-
lar intervals. Reasons for DNR decisions should con-
tinue to be clearly documented and nursing and other
staff should be involved in the decision-making pro-
cess, and kept informed of any changes in decisions.
How much, or how little, should patients and their
families be involved in DNR decisions [16]? This area
has not yet been clearly addressed by the professional
bodies in the UK [9,10]. Some UK authors have sug-

gested = radical gpproach t° involving patients in PNR

Does audit jmprove DNR decision making?

decisions g]ong the lines of American practice [12]
but we feel that there are considerable dangers in try-

ing t° extrapolate from US eyxperience [18]. We will
proceed with caution in this area until it is clear what

British patients want?audit may be the best way to

develop policy here.
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