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Background:

Frailty is an age-related health state where the body gradually loses physiological reserve (1). Frailty is
a poor prognostic indicator post-resuscitation (2). Do Not Attempt Cardiopulmonary Resuscitation
(DNACPR) discussions have been shown to be contentious (3). The majority of existing research
focuses on patients’ and relatives’ perspectives on DNACPR (4),but we found no in-depth studies
exploring clinicians' experiences of DNACPR discussions with frail, older people..

Methods:

The aim of this study was to explore e 92 clinicians from primary and secondary care,
how clinicians' personal and participated in either semi-structured interviews (n=47)
professional beliefs and experiences or focus groups (n=5).
shape their approach to DNACPR * Participants included doctors of various grades and
conversations with frail, older people. specialties, nurses, and advanced practitioners.

« Data were analysed using thematic analysis.

Analysis of interview data revealed four key clinician-related themes: professional experience, specialty
culture, emotional response, and personal values (Figure 1).

Figure 1: Clinician-related themes, with illustrative quotes from interview transcripts

”..there is a little bit of [an]
unspoken rule that I'm an F1. |
shouldn’t really be talking
about this.” — FY1

“..there’s a lower proportion of the
surgical consultants who may be as
proactive in it” — Consultant
General Surgeon

Clinicians expressed: ﬁinicians felt that: \

* Anxiety around DNACPR discussions early Geriatricians and palliative care clinicians

in training can lead to avoidance in perform DNACPR discussions routinely and
initiating discussions. prioritise them.

* Most experience was gained through * Junior clinicians reported that experience
witnessing colleagues’ discussions rather working in geriatric medicine improved

their familiarity and fluency with DNACPR
conversations.
Participants reported that in their experience
surgical specialties can avoid or delay
iscussions, delegating responsibility. /

than formal training.

* Non-doctors were frustrated at the
incongruence of being able to have
discussions but not complete
documentation.

Professional Specialty

"If a family are really against it EXPCI'ICHCG Culture "Until | joined this team, | didn't
and it's getting really heated. I'm have a will...Seeing it day-to-

like, fine, be for resuscitation. | day...just underlines the fact that |
don't think it's the right thing, but want my children and my husband

I'm not going to lose sleep over to know what's going to happen” —

it." — Consultant Geriatrician Emotional Personal Palliative Care Nurse
\ Response Values ~/
/ . . . . / Many clinicians described not wanting CPR
* Discussions with younger patients are seen - . .
later in life themselves after witnessing it

as more emotionally taxing. .
: e firsthand.
* The emotional response to difficult - . .
. . . *  Clinicians told us how witnessing poor
conversations was described as being ‘

. . . patient outcomes post-CPR can lead to
easier to manage with experience but . . . . .

. . consideration of early discussions with
varies between individuals.

* Clinicians described making some DTS el Enelr @ TRty

.. . . . . *  Personal alignment with the value of a
decisions in order to avoid conflict with . L
peaceful death informs how clinicians

patients and families. . . . .
K / K guide patients in discussion. /
Key Messages:

Clinician-specific factors such as experience, specialty culture, emotional responses, and personal
values play a pivotal role in shaping clinicians’ approach to DNACPR conversations with frail older
adults. Addressing the emotional and reflective demands of these discussions is essential to improving
clinician confidence and the quality of resuscitation discussions.
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