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Goals of care discussions, including those focused on code
status, are meant to foster autonomous decision making.
Unfortunately, these discussions often conflate decisions
regarding the use of cardiopulmonary resuscitation for cardiac arrest and mechanical ventilation for prearrest respira-

tory failure. They also exclude discussions of outcomes,
particularly those associated with prearrest respiratory failure.
In doing so, they may fail in their intention of extending patient
autonomy. Journal of Hospital Medicine 2014;9:669–670.
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Since the introduction of defibrillation and closed
chest cardiopulmonary resuscitation (CPR) in the
1950s, the ability to revive an arrested heart has been
a realized possibility. Around the same time, endotracheal intubation with mechanical ventilation (MV)
came into wide practice, allowing doctors to augment
or even replace their patients’ breathing. But just as
the 1950s and 1960s saw the rise of these enhanced
medical techniques, they also saw the increased
importance of medical ethics—in particular, patient
autonomy. A natural reaction to medicine’s use of
CPR and MV was the advent of advance directives
and more specific do-not-resuscitate (DNR) and donot-intubate (DNI) orders meant to protect a patient’s
ability to remain autonomous with their end of life
decisions.1
Unfortunately, the code status discussions that lead
to these orders often collapse cardiac arrest with prearrest respiratory failure and CPR with MV.2,3 This is
a problem for a number of reasons. First, cardiac
arrest and prearrest respiratory failure are unique end
points, and though their respective treatments (CPR
and MV) are often required simultaneously for an
individual patient, they are distinct medical interventions with different goals, indications, and associated
disease states. Although MV is typically a part of the
cadre of interventions meant to ensure continued tissue oxygenation in the setting of a cardiac arrest, this
accounts for <2% of indications for MV.4 The vast
majority of MV is used to treat prearrest causes of
respiratory failure, such as pneumonia, congestive
heart failure, acute exacerbations of chronic obstructive pulmonary disease, and following surgery.4

We do not believe these differences are adequately
reflected in typical code status discussions.2,3 One
study using audio-recorded admission encounters
included transcripts of hospitalist-led code status discussions that all resembled the following: “Physician:
[I]f an emergency were to happen. . .and your heart
would (stop) or your breathing became so difficult
that you needed to be attached to machines, would
you want the nurses and doctors to attempt heroic
measures to try to restart your heart and attach you
to a breathing machine?”2 It would come as little surprise if a patient hearing this assumed that just 1
question were being asked and that decisions relating
to any cause of respiratory failure (including prearrest
causes) were being made. In practice, many physicians
then extrapolate DNR orders to other treatment decision (including MV) and interpret them as precluding
intubation, even for prearrest states.5–7
A second issue is that the mortality associated with
cardiopulmonary arrest requiring CPR and prearrest
respiratory failure requiring MV are not equal.
Though the mortality after in-hospital cardiac arrest
has decreased over the last decade, it remains >75%.8
The outcomes for MV for isolated respiratory failure,
on the other hand, are not as grim; studies of the general population typically report mortality rates <40%.
Despite this, descriptions of outcomes are often left
out of goals of care discussions.9,10 For example,
Sharma et al. recently reported that only one-third of
residents, including those who had undergone training
on goals of care discussions, discussed outcomes.9
And when outcomes are included, they are typically
for CPR but not MV as an independent intervention
for prearrest respiratory failure.10 Given that many of
the conditions that lead to respiratory failure are
among the most common reasons for hospitalization,11 distinguishing between decisions regarding
CPR and prearrest MV with discussion of their associated outcomes is of particular importance to hospitalists. Failing to do so impedes patients from making
informed autonomous decisions that incorporate an
accurate understanding of the treatments being
discussed.
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Imagine you are caring for a 75-year-old man with
a history of coronary artery disease and congestive
heart failure now admitted with pneumonia. Given his
age, admitting diagnosis, and comorbidities, you feel
it would be appropriate to engage him in a discussion
of goals of care. His chances of survival with near
return to baseline after a cardiac arrest requiring CPR
are not the same as his chances of surviving an episode of worsening pneumonia requiring MV. To discuss cardiac arrest and prearrest respiratory failure in
the same breath, without acknowledging the differences, is misleading. Based on his goals and values, this
patient may see a trial of MV as acceptable. One
recent study supports this hypothesis, as 28% of hospitalized patients with a combined DNR/DNI order
would accept a trial of MV for pneumonia.12 If the
genesis of these orders was our desire to ensure that
patients’ autonomous preferences are respected, we
must actually know those preferences, and those preferences should be based on adequate information
about the expected outcomes, highlighting the differences outlined above.
Some may consider separating CPR from MV—
therefore allowing for more clearly separate DNR and
DNI orders—problematic, as it may result in a
“menu” of choices for patients. However, although
CPR and MV may be performed at the same time for
the same patient, they do not overlap in 100% of
their occurrences. This is conceptually different from
discussing whether to use epinephrine versus vasopressin, for example, or offering options such as chest
compressions alone. More clearly separating CPR
from MV would not be dissimilar to what is done
with renal dialysis; a patient may wish to be DNR
while still electing to undergo dialysis for failing kidneys. Though the discussions surrounding renal dialysis are less urgent, this alone does not adequately
explain why the topic is not routinely collapsed into
the discussion of CPR. Instead, renal dialysis is an
intervention with unique indications, goals, and outcomes; this is what prompts the separation. The same
is true of MV.
No matter the situation, code status discussions
should focus on determining an individual patient’s
values and goals of care and should guide physicians
in provision (or omission) of certain interventions. For
the patient with pneumonia described above, his goal
may be to promote quality of life over extension of
life. Although this may prompt a recommendation to
forego CPR, (if it were felt that his quality of life,
even after successful return of spontaneous circulation, would be low), it may not be inconsistent for
him to accept a trial of MV were his pneumonia to
get worse (if it were felt that he could quickly improve
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and return to a quality of life close to what he experienced before the episode of pneumonia). We recommend that when discussing options with patients, the
indications for and outcomes of CPR and MV be
more clearly separated. It may be as simple as saying,
“there are 2 different situations I would like to discuss
with you,” followed by a discussion of the associated
scenarios and likely outcomes in the best judgment of
the care team. For a hospitalist, framing the discussion
of MV around anticipated causes of pre-arrest respiratory failure (eg, pneumonia, acute pulmonary edema)
is essential.
In conclusion, if DNR and DNI orders are going to
meet their promise of ensuring patients make informed
decisions congruent with their goals, then the discussions from which they follow will need to more clearly
acknowledge the important differences in indications
and outcomes. Although a patient’s goals should still
be the framework upon which decisions regarding
interventions are made, an important distinction should
be made between cardiopulmonary arrest and prearrest
respiratory failure, with a more explicit accompanying
discussion of how the corresponding interventions fit
within the patient’s overall goals of care.
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