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Abstract Trust is essential in human relationships
including those within healthcare. Recent studies have
raised concerns about patients’ declining levels of trust.
This article will explore the role of trust in decision-
making about cardiopulmonary resuscitation (CPR). In
this research thirty-three senior doctors, junior doctors
and division 1 nurses were interviewed about how
decisions are made about providing CPR. Analysis of
these interviews identified lack of trust as one cause for
poor understanding of treatment decisions and lack of
acceptance of medical judgement. Two key implica-
tions emerged from the analysis. First, before embark-
ing on a discussion about CPR it is essential to establish
trust between the doctor and the patient/family. Sec-
ondly, it is essential that the CPR discussion itself does
not undermine trust and cause harm to the patient.
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Introduction

Trust is essential to functional human interaction and
relationships, and is therefore essential for a well-
functioning health system with its extensive network
of relationships (Pellegrino and Thomasma 1993;
Thom et al 2004; Skirbekk 2009). Recent studies in
Australia and overseas have raised concerns about
declining levels of patient trust, which have implica-
tions for provision of healthcare (Calnan and Sanford
2004; Hardie and Critchley 2008; Cunningham 2009).
A study to quantitatively evaluate how well the
Australian public trusts its doctors, hospitals and health
systems identified an overall high level of trust, with
greater trust in doctors than institutions, but also a
statistically significant decline in trust for both doctors
and health institutions between 2007 and 2008 (Hardie
and Critchley 2008; Hardie 2008). Declining trust may
be a relatively new phenomenon in Australian health
but it is not just a local problem; overseas research has
also identified concerns about patients’ trust in their
healthcare providers and one cause proposed is the
increasingly commercial approach to providing health
care (Calnan and Sanford 2004; Thom et al. 2004;
Cunningham 2009). This may have special relevance
in the United States where insurance companies may
also have input into medical decision-making (Ahern
and Hendryx 2003; Mechanic 2004).

These quantitative studies measured trust but did not
describe how trust works in individual clinical situa-
tions, or what damage may be done when trust is
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diminished. This article will explore trust within the
context of clinical healthcare, focusing on the role of
trust in the particular example of cardiopulmonary
resuscitation (CPR) decision-making. It arises from a
larger qualitative study examining how decisions are
made about providing CPR. In the interviews of
hospital-based doctors and nurses, “trust” was found to
be a strong emergent theme with links to many other
themes.

In the first part of this paper I will set out the
Australian context for CPR decisions. I will also
describe the concept of trust and consider how it
might be potentially relevant to CPR decisions. In the
second part of this paper I will describe and analyse
qualitative interviews exploring CPR decision-making,
focusing on the particular theme of trust. I will argue
that this research raises important implications for
clinicians in the way that they approach CPR dis-
cussions and decisions.

CPR Decisions

As the terms CPR and not-for-resuscitation (NFR) or
do-not-resuscitate (DNR) can be used in different ways
it will be helpful to first clarify the terminology as used
here. In this article, focusing on decisions about
providing CPR for hospital patients, the term CPR is
used broadly to include external cardiac massage,
assisted ventilation via a face-mask, cardiac defibrilla-
tion, and also the advanced life-support measures of
medications, intubation and ventilation. Successful
CPR in hospital patients, with restoration of a sustained
heartbeat, may then require a decision about transfer to
the intensive care unit for ongoing life-support mea-
sures. These two components of providing CPR, the
general ward treatment and the consideration of
transfer to intensive care, are separate but linked
management concepts in the CPR decision. The term
NFR will be used to indicate that CPR should not be
commenced in the event of a cardiac arrest but it would
not preclude any other treatments being provided.

The legal framework for CPR decision-making in
Australia is based on English law. No consent is
required to provide emergency medical treatment
such as CPR, and in hospital the standard manage-
ment of patients in cardiac arrest has evolved over
time into routine initiation of treatment with CPR,
unless there is a medical order to withhold CPR. If an

order to withhold CPR has not been written, a patient
could potentially receive inappropriate treatment with
CPR, either because it is unwanted by the patient or
judged to be medically unsuitable for the patient’s
condition. Dying patients are particularly vulnerable
to inappropriate CPR, as the final common pathway
for dying patients is cessation of the heartbeat and
breathing; potentially defined as a cardiac arrest, calling
for the medical treatment of CPR.

CPR outcomes depend on the circumstances of the
arrest, the patient’s underlying medical condition and
the immediate cause of the arrest. Overall survival for
in-hospital CPR-treated cardiac arrest is around 15%
(Danciu et al. 2004; Peberdy et al. 2003). There is,
however, a wide range of outcomes; for example,
there is a much higher survival (67%) for ventricular
fibrillation in monitored coronary care patients (Sayer
et al. 2000) and much lower survival (6%) in patients
with metastatic cancer (Reisfield et al. 2006).

Lay-people tend to over-estimate the effectiveness of
CPR and underestimate the potential harms (Sears et al.
2007; Marco and Larkin 2008). At the same time there
is education within the Australian community about
the importance of initiating CPR as first-aid, and many
opportunities to be trained in the technique of CPR. It
would be unsurprising if patients in hospital expected
to receive at least the same level of treatment that is
given for cardiac arrest in the community.

There is a vast literature describing the medical and
ethical issues involved in CPR and NFR decision-
making, and yet the clinical decision-making remains
problematic (Doyal et al. 2009). The ethics literature
identifies many issues that are involved in decisions
about whether to provide or withhold CPR. These
include: the role of patient autonomy and the patient’s
contribution to the decision (Kerridge et al. 1998);
patients’ and families’ understanding of potential
benefits and harms of CPR (Sears et al. 2007; Marco
and Larkin 2008); how well substitute decision-
makers are able to represent the patients’ wishes
(Wrigley 2007; Marks and Arkes 2008); doctors’ lack
of confidence discussing CPR (Menezes and Morgan
2008; Sulmasy et al. 2008); the variability between
doctors about whether to provide or withhold CPR for
individual patients (Kelly et al. 2002; Brims et al.
2009; Tyrer et al. 2009); variability between doctors
about how they understand the role of the patient in
the NFR decision (Kerridge et al. 1998); futility
(Ardagh 2000; Wreen 2004); and the meanings
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attached to CPR and therefore NFR (Nolan 1987).
Guidelines have been developed to assist clinicians
with this decision-making, including guidance for
considering the ethical issues and for communicating
CPR decisions (American Heart Association 2000;
Baskett et al. 2005; British Medical Association,
Resuscitation Council (UK), and Royal College of
Nursing 2007). Some of these articles briefly men-
tioned trust, but no articles were identified where
there was an explicit discussion about the significance
of trust for discussions and decisions about CPR.

In the end-of-life communication literature, there is
greater attention to trust, although perhaps not as
much as might be expected. One Canadian study of
patients in their last six months of life identified that,
for both patients and their families, trust in the doctor
was considered the most important factor for quality
end-of-life care (Heyland et al. 2006). Another
American study, interviewing both doctors and
patients from a palliative care program identified the
importance of trust in the doctor for patients at the
end of life (Yedidia 2007). This study further
identified that while the doctor’s technical competence
is absolutely necessary for trust, it is not sufficient. For
the development and maintenance of trust, there is
additionally the need for the doctor to be seen to care.
In a thematic review of the literature about discussing
goals near end-of-life Weiner and Roth (2006)
identified the potential for iatrogenic harm that could
be caused by the communication, and one of the
harms identified was damage to trust.

The literature does not specifically describe the
significance of trust for CPR discussion and deci-
sions, and yet the theme of trust emerged strongly
from my research interviews investigating how
hospital clinicians approach CPR decisions.

What is the Meaning of Trust?

The concept of trust is a very familiar one but, for this
very reason, warrants some closer analysis. There is
more to it than may initially appear. Trust is required
in a particular type of situation, when we cannot
know for certain how another will act, and when their
actions matter to us (Baier 1992; Hallowell 2008).
Trust is required when Person A anticipates a future
action by Person B that has consequences for Person
A. If Person B behaves in the way that Person A

expects then Person A’s trust has been validated. If
Person B’s action has no consequences for Person A,
then Person A is merely predicting an action, but no
trust is required. Whilst trust and trustworthiness are
generally held in high regard, it needs to be
acknowledged that giving trust is not always good
or wise. One could trust recklessly, trust another to
behave in a way that is not morally good, or the person
in whom trust is placed may be untrustworthy. In this
article, trust will be discussed in the context of patients
or families trusting a doctor to perform morally good
actions, namely to make good medical decisions and
provide the best medical care for the patient.

Trust becomes particularly important when there is
a lot at stake and will be challenged when the two
parties have divergent interests (Dumouchel 2005).
When a patient trusts a doctor or other health worker,
they make themselves vulnerable to that person
(Pellegrino and Thomasma 1993; Thom et al. 2004;
Dumouchel 2005; Skirbekk 2009). When visiting a
doctor, the patient is handing over their body, their
personal experiences and potentially their life to the
care of that doctor. There is much at stake and the
patient might reasonably hope that the interests of
the doctor are congruent with the interests of the
patient; the patient in fact wants to be able to trust
that the doctor has the patient’s interests foremost in
that interaction. The patient who wishes to be treated
needs to trust the doctor in order to receive the care
they require, and their trust creates an obligation on
that doctor to be trustworthy and to not betray that
trust (Dumouchel 2005; Hall 2005).

Baier (1992) states, “It is an important fact about
trust that it cannot be given except by those who have
only limited knowledge, and usually even less control,
over those to whom it is given”. Trust is required to
span the gap between what the patient knows about
their doctor and the management being offered, and
what they don’t know (at least with any certainty).
This is particularly relevant in health care where there
can be uncertainty about diagnosis, prognosis and the
best treatment option, and so there may be quite a lot a
lot that is unknown and often unknowable (Hallowell
2008). The patient’s trust makes them vulnerable and
the power difference between patient and doctor
contributes to this vulnerability (Baier 1992; Lahno
2001; Hallowell 2008; Skirbekk 2009). Thom et al.
(2004) argue that in defining trust, vulnerability is in
fact a core component: the two go together.
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Study: Researching Trust in CPR

Study Method

A qualitative approach was chosen in order to gain a
broad understanding of the process and issues, and to
allow emergence of unanticipated themes. The chosen
methodology was grounded theory. Interview data
was subjected to coding and thematic analysis and, in
combination with pre-existing knowledge, used to
develop a grounded theory for the role of trust in CPR
decision-making (Liamputtong and Ezzy 2005). The
study was approved by the Human Research Ethics
Committee of the relevant health service, a major
metropolitan health network in Victoria. All proce-
dures followed the National Statement on Ethical
Conduct in Human Research (2007).

In Australia, a decision about whether or not to
offer CPR to a hospital patient is the responsibility
of the patient’s doctor, but may be made with input
from other members of the team, in particular the
ward nursing staff. For this reason the research
focused on the reasoning used by doctors and
nurses.

Sampling

Two participant groups of doctors were initially chosen
to be interviewed using one-to-one semi-structured
interviews: (1) experienced senior doctors and (2)
junior doctors. A nursing participant group was later
added when it became evident from the early inter-
views of doctors that ward nurses also have an integral
role in the decision-making process. Patients and
families were not included as participants, and so it
should be understood that this study presents only
doctors’ and nurses’ perceptions of trust issues, and
from only two hospitals. The research does not provide
perspectives from patients and families about trust.

The sampling of senior doctors was purposive,
selecting experienced physicians from a range of
medical specialties where they were expected to have
frequent experience of CPR decisions, and responsi-
bility for teaching junior doctors. Junior doctors were
included in the study because in this hospital network,
and in public hospitals generally, they often have the
responsibility for meeting with the patient and/or
family in order to make decisions about CPR (Sidhu
et al. 2007; Deep et al. 2008). The junior doctors, in

their second year or above, had a range of experience
of CPR decision-making and planning end-of-life
management. They self-selected in response to an
invitation to participate. Nursing participants were
Division 1 nurses who had experience of performing
CPR and of clinical situations where decisions had
been made about whether a patient was to receive
CPR or not. The nurses self-selected in response to an
invitation to participate.

Recruitment

There were 33 participants interviewed in total, com-
prised of three groups: 11 senior medical staff, 11 junior
medical staff and 11 Division 1 nurses. These partic-
ipants were from two metropolitan hospitals in the same
large city: one acute hospital and one sub-acute hospital.
These hospitals serve a very culturally diverse commu-
nity withmany people who do not speak English as their
first language. Senior doctors from the following
medical specialties were contacted by letter and invited
to participate in the study: intensive care, cardiology,
oncology, palliative care, aged care, general medicine,
and emergency medicine. Junior doctors were recruited
by placing notices in the doctors’ common room and
those interviewed ranged from second to fifth year post-
graduation. Division 1 nurses were recruited by placing
notices on the in-patient wards and emergency depart-
ment. The nursing participants interviewed included
nurses whose experience ranged from the first post-
graduation year up to 30 years of nursing experience,
and with nursing expertise in general medicine, surgery,
intensive care, emergency, oncology, palliative care,
cardiology and nursing education. Recruitment in each
group ceased when subsequent interviews revealed no
additional information.

Written consent was obtained from all participants,
who were interviewed by the author (a palliative care
physician with qualifications in ethics) using one-to-
one, semi-structured, in-depth recorded interviews.
Their opinions about, and experiences of, making
CPR and not-for-resuscitation (NFR) decisions were
explored. Views were sought about the ethical
principles used, the reasoning involved in the deci-
sions, who participated in these decisions and the
accompanying emotional effect these decisions had
on the clinician. I was also interested in whether
participants believed that CPR decisions were ethi-
cally different from other treatment decisions. The
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issue of distributive justice was discussed by some
participants but was not specifically explored in the
interviews as the focus was on the individual patient
and their family. Emergent themes, including that of
“trust”, were explored in interviews with subsequent
participants. The interviews were transcribed verbatim,
with removal of names and allocation of a pseudonym,
and the data subjected to detailed thematic analysis by
the author, identifying major themes and sub-themes.
In the section which follows, I will present and discuss
trust and the following sub-themes for trust: declining
trust, significance of the CPR discussion, the doctor’s
knowledge and medical judgement, the doctor’s moral
character, cultural differences, the patient’s capacity to
trust, and building trust.

Results and Discussion

Declining Trust

Experienced medical and nursing participants
reported that they had perceived a decline in patient
and family trust in recent years, although they felt that
most patients retained a high level of trust. Many
nurses reported that they felt they were more trusted
than doctors. Some participants commented that there
might be some people working in health who are not
trustworthy but most health workers were expected by
these participants to be trustworthy. Although most
patients and families were thought to have high levels
of trust, the participants identified a small but
significant group of patients and families who didn’t
appear to be very trusting, and who were identified by
the participants as experiencing a lot of difficulties
when they became involved in end-of-life decisions
such as CPR. Situations of distrust were reported to
create a lot of stress and distress for staff due to the
conflict arising from the CPR discussion and decision:

I feel day by day there is lack of trust...they are
cautious...you don’t feel that trust between you
and them...you have to prove what you say on
everything (Senior doctor 8).

I think generally society used to trust us to do
the right thing for the right person at the right
time. Whereas that’s now changing to become
society not trusting us to make those decisions

and not have faith in the system, if you like, or
the doctor (Nurse 4).

I think trust in doctors has declined...patients or
patients’ relatives are less likely to trust doctors.
On the other hand when they see their father,
husband dying...they need someone to look up
towards and to believe in (Junior doctor 3).

Against this background, the following sections will
identify and describe aspects of the CPR decisions and
discussion where issues of trust were regarded by the
participants as relevant.

Significance of Trust for the CPR Decision

There was no consensus between participants about
whether CPR should be seen to have a special status
among medical treatments. However, there was a
common view that CPR is perceived to be different
by patients and families because it very directly deals
with life and death:

I think the principles are the same but I think in
subtle ways the discussion’s obviously different...
you’re talking directly about death and dying...
with other interventions you’re not talking
directly about death and dying, you’re usually
talking quality-of-life issues (Senior doctor 3).

This one is life and death I guess...either
someone will die or someone could survive
(Junior doctor 5).

These comments identify that a discussion about
whether to provide or withhold CPR unavoidably
confronts the patient and family with the possibility
that the patient could die. A corollary of this is that
the patient or family could also identify that there is
potentially much to lose if a decision to withhold CPR
is made incorrectly. The patient and family can know
first-hand only part of the information relevant to the
decision and must rely on the doctor to provide the
remainder. I suggest that this is the point where trust
becomes relevant to the decision.

Trusting the Doctor’s Knowledge
and Medical Judgement

Participants described how when making decisions
about CPR the patient needs to be able to trust that the
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doctor having this discussion with them knows the
likely outcomes in this patient’s case.

Well I think it’s a huge thing because they’re
well...especially if you’re telling the patient and
their family what you think is the right or wrong
thing, there’s a huge element of trust...they’re
trusting that you know enough about their
illness to know what the likely prognosis and
what the likely survival is (Senior doctor 11).

It can be seen from this comment that the patient
must hope and trust that those assigned to care for
them are sufficiently knowledgeable and skilled to
do this, especially given that in a public hospital
setting, they have had no choice of doctor. This
requires trust in the organisation to employ compe-
tent staff and use them appropriately, and trust in the
staff to act within their capabilities. Many hospital
staff, including junior doctors, are in training
positions and so cannot be expected to be highly
experienced. However junior doctors are often
responsible for discussing CPR decisions with
patients and/or their families (Sidhu et al. 2007;
Menezes and Morgan 2008).

Some junior doctors reported that they had been
expected to undertake these conversations during their
intern year, recognising how ill-prepared they were
for such a discussion:

I remember having some terrible conversations
when I was an intern where I was sort of thrown
into having to talk to family members about
resuscitation. I really didn’t know how to do it
and what I was doing. It was just awful (Junior
doctor 8).

In the situation described, one of the components for
trusting the doctor is lacking, namely the doctor’s
medical knowledge and technical competence.

Nursing participants reported that after obtaining
information about CPR from the treating doctor,
patients and families sometimes sought out further
information from the nurses to check the validity of
what they had been told. Many participants spoke
about patients and families also seeking out or using
information from other sources. Foremost amongst
these were television and the internet, with partic-
ipants expressing concern about misinformation from
these sources, or information that was provided
without context or interpretation. Nearly every partic-

ipant reported that they had incorporated into their
CPR discussions with patients the observation that the
reality of CPR is not like on television:

Television shows...they see all this magical stuff
done, and when it comes to their loved one...
they think there should be no reason why this
magical stuff shouldn’t be able to be done. I
think there are often unreasonable expectations
(Senior doctor 4).
No longer does it take 6 years basic training as a
doctor and specialist training for years after to
make that decision, to be armed with the
information. Whereas they can look it up in
five minutes on the internet, the condition, and
become instant experts...and I’ve had the con-
versation...and it’s almost like they’re waiting,
they’re trying to trip you up (Nurse 4).

These descriptions imply an unwillingness to take the
doctors’ or nurses’ knowledge claims on trust and so
attempts are made to verify its trustworthiness. Some
participants spoke about the need now to more
extensively argue and justify their opinions to their
patients than they would have in the past. Based on
the participants’ descriptions, this appeared to be
more than might be required for the information
provision and disclosure required to meet the legal
standard for informed consent in Australia (Rogers vs
Whitaker 1992). The above quotes tend to suggest
that the issue is much more about establishing the
trustworthiness of the information rather than just
clarification of the information content. Therefore,
just giving more detailed information is unlikely by
itself to build trust or resolve the underlying distrust.

One nursing participant also spoke about the impor-
tance of the way information is conveyed and the need
to be fully engaged or connected when speaking with a
family:

If you’re not going to be, if you like...“in the
moment” with the family...then probably not a
good idea to attempt it. You know, ‘cause there’s
nothing worse than...we’ve all gone to appoint-
ments with different people, and you know that
they’re not there for you at that time—whether
it’s the GP or the bank manager or a nurse...or a
doctor, nothing worse (Nurse 4).

Junior doctors and nurses both reported that they
generally found that patients were more accepting of
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advice about withholding non-beneficial CPR than
were their families. They felt that because the patient
experienced the illness, the patient was more easily
able to understand and accept the reality of what the
doctor was telling them about their condition and the
limitations on further treatment. It could be inferred
from this that the patient whose affective experience
of their illness is congruent with what the doctor is
telling them, is perhaps more easily able to trust that
doctor’s advice than is the family whose experience
of the illness is not first hand. For the patient, the gap
between what they know and what they must trust
may be smaller than it is for the family.

A substitute decision-maker also carries the burden
of making a decision for someone else. One senior
doctor reported that family were usually more accepting
of non-intervention with CPR if the arrest occurred in
the presence of the doctor, who then made an on-the-
spot decision that CPR would not be appropriate. This
suggests that it might be easier for families to trust the
doctor’s judgement in a current arrest, than when
discussing NFR for a future hypothetical cardiac arrest
when the facts of the arrest would be less well known.
This is not surprising as the potential future cardiac
arrest will require many more assumptions about what
might occur to precipitate the arrest and what the likely
outcomes of CPR might be in those circumstances—a
larger gap between what can be known and what must
be trusted by the family.

Trusting the Doctor’s Moral Character

The importance of the doctor’s moral professional
behaviour is virtually self-evident (McKay 2002; Sox
2007). From my data, however, there appears to be a
risk that the CPR discussion itself may erode the
patient’s or family’s trust in the moral character of the
doctor. Some participants reported that discussions
about NFR were sometimes interpreted by patients as
having hidden meanings, such as the doctor not
wanting to try as hard or wanting to end the patient’s
life because they were perceived as unworthy of
continued life:

They have a misconception. They think if you
have one of those orders filled in then the doctors
don’t try as hard to treat them; they won’t give
them all the other medical treatment that they
need (Junior doctor 2).

I’ve seen some people get quite upset about it
because they feel that [it’s because] they were
old, because of their age that the doctors were
giving up on them. And very upset about that
and as a result felt that the hospital wasn’t...you
know...very, very disappointed in the hospital.
The hospital wasn’t caring for them properly,
didn’t care about them...that they put them on
the scrap-heap...and quite distressed about the
situation (Nurse 6).

It could be concluded that for these patients, the dis-
cussion signalled that the doctor no longer placed their
interests foremost. If the patient believes CPR represents
life and NFR represents death, as described in a recent
study of Australian patients’ views about CPR (Eliott
and Olver 2008), then an NFR order may well be
interpreted by the patient as condemning them to avoid-
able death. Having attended the hospital to be made
well, they unexpectedly find themselves involved in a
discussion about withholding treatment that they expect
would be beneficial in prolonging their life. Further-
more, because of community education programmes,
CPR may be viewed as a first-aid treatment to which
everyone has a right, rather than a complex and
technical treatment with overall poor outcomes.

Confusion about the meaning of an NFR order
doesn’t appear to be limited to patients and families.
Some participants reported that there is not a good
understanding by some staff about what an NFR order
means: what treatment is excluded and what treatment
is still to be provided.

I think there’s a lot of misunderstandings, both
medically with junior medical staff and others
often—if you have a NFR order, that does not
mean that you don’t do everything [else]
(Senior doctor 2).

The Effect of Cultural Values on Trust

Some participants described moral differences between
the ways staff generally view NFR decisions, and how
some patients and families may view NFR:

You know in some cultures they think NFR is
euthanasia. That can be a difficult thing to get
through (Junior doctor 1).

Other participants described the clash of values that
could arise when doctors wished to withhold treatment
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that was thought to be non-beneficial, but the patient
and family shared a belief in the absolute sanctity of
life and insisted that the treatment should be provided.
According to my data this occurred often in the setting
of a religious belief that if CPR has any potential to
treat a reversible cardiac arrest and save the patient’s
life, it would be morally obligatory to provide the
CPR—a phenomenon also described by Clarfield et al.
(2003) and Sullivan et al. (2004)

Doctors who had worked in a range of overseas
countries described examples where it was usual
practice to provide CPR in order to be seen to be
treating the patient and proving that the patient couldn’t
be resuscitated. It is important to recognise that
although their understandings of the local beliefs and
practices may not be accurate according to formal
accounts of religious ethics, these were the experiences
that these doctors had, and the interpretations they
carried with them. One participant described their
experience of working in a Middle Eastern hospital
where all hospital patients received CPR:

In the Middle East you do things basically until
even after death. There’s no way you can stop and
say—I will not resuscitate or I will not do this or
there’s nothing more... People coming to western
countries from theMiddle East would be quite not
accepting of the idea of stopping treatment, their
idea is to have treatment... In the Middle East you
would never discuss with the patient resuscitation
or decision-making (Senior doctor 8).

In this example, doctors were also described as being
trusted absolutely, but it can be seen from the quote that
the doctors never tested that trust in their judgement by
withholding CPR when they knew the CPR would be
ineffective. This is in contrast to Australia, where it is
more usual to withhold CPR when it is expected to be
ineffective or non-beneficial. A second participant
reported that in another overseas setting it was
necessary to continue the CPR for some time after the
family arrived, so that the family could witness the
resuscitation attempt with their own eyes:

When it was a sudden unexpected death you
had to keep oxygenating a person who has
already died, and when the family arrived you
looked like you were doing cardiac massage...
you kept on going for about 10 or 15 minutes
after the family was there...the time of death was
adjusted... to show that everything was done...

can’t just come in and say this person’s died
(Senior doctor 2).

This doctor also reported what happened when a
treating doctor ceased CPR before the family arrived
to witness the resuscitation:

It was a doctor who hadn’t been in the country
[very long], hadn’t realised quite the cultural
significance of it, and windows were broken,
holes in the wall...because they were so angry that
everything hadn’t been done (Senior doctor 2).

This could be construed as demonstrating a clear lack
of trust in the doctor’s judgement about the appro-
priateness of CPR.

These accounts suggest that there may be implica-
tions for patients who come to Australia with a pre-
existing experience of medical settings where CPR is
routinely provided to a very broad range of patients.
Discussions by Australian doctors about withholding
non-beneficial CPR may well be looked upon with
suspicion and distrust if this is not the patient’s
experience or expectation of how things are done in
their country of origin. When a patient or family feels
that the proposed medical treatment clashes with their
own beliefs, there is potential for loss of trust in the
capacity of the clinician to make morally good
decisions or to respect the moral values of the patient.
This may be especially so when a patient or family
believes that the treatment decisions being proposed
are morally wrong. There would be potential for
fundamental trust in the treating doctor or treating
team to be seriously damaged. That is, there may be a
negative judgement about the character or morality of
the clinician rather than just a difference of opinion
about a specific treatment.

It can be concluded, therefore, that the CPR dis-
cussion itself has the potential to undermine trust and
create distrust if the patient comes to this discussion
with an ethical view about CPR that is not shared or
recognised by the clinician. In seeking to avoid potential
harms from non-beneficial CPR a different harmmay be
created by the NFR discussion with the patient and/or
family.

The Patient’s Capacity to Trust

In a trusting relationship, there is both a need for
the trusted person to be trustworthy and a need for
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the person giving their trust to trust appropriately. The
patient may find it difficult to give their trust for
reasons already described. There may also be other
patient-specific reasons, such as a past betrayal of
trust, which may or may not be related to provision of
healthcare. Nursing participants in particular spoke
about their perception that many patients who lack
trust, do so because of a past bad experience in
healthcare. It could also be that a past betrayal of trust
by authorities or government officials leads to a
general distrust of authorities, including hospitals
and hospital staff. One extreme example described
was that of a patient who had been a victim of torture
in the past:

I’ve seen somebody who was a victim of torture
in their country, so lack of trust of government
workers (Junior doctor 1).

The patient’s willingness to trust is not easy to
measure by talking with health professionals. The
participants’ observations and comments, however, do
suggest that capacity to trust is a significant and
variable factor in the trusting relationship and needs
to be considered by doctors in deciding how to
approach discussions about CPR.

Building Trust

Participants described various ways in which they
sought to build trust. One doctor spoke about
addressing the family’s lack of trust directly:

Dealing with that head-on and just reassuring
them...that you do care for their relative and that
you don’t want them to die and that you
understand that they don’t want their parent or
family member to die...saying that “look, we
may not have a choice in the matter and we’ve
got to deal with that as best we can”, and just
reassuring them that we’re not going to harm the
patient (Junior doctor 1).

Other participants described spending time with the
patient and family to build rapport, and listening to
understand the person and their values. Having
experienced doctors and nurses involved in the
discussions and providing consistent information
from all team members was identified as another
way to build trust. Although having time to build
rapport is reported by the participants to be useful for

building trust, time is one resource that the partic-
ipants identified as being in short supply in the
modern health system with its emphasis on shorter
length of stay. Many participants used the term
“luxury of time”. Having time to talk with patients
and families was identified as a luxury rather than a
basic resource for the modern doctor. One senior
doctor spoke about the value of having enough time
for helping the family come to terms with a seriously
ill patient’s irreversible medical condition:

I guess we’ve got the luxury here that we do
have time to sit down and talk to the family
often. Yeah. Now it might only be 24 hours
time, but because of the way ICU is structured...
so you’ve got a full-time specialist in charge of
the ward, not off doing outpatients or the private
clinic or something. So we’ve got somebody
around, and we dedicate a fair bit of time. So I
often say to my registrars, “you’ll spend 50% of
your time talking with the families, and only the
other 50% of the time actually looking after the
patient”. So, it’s surprisingly rare to actually get
a situation where the family or the next-of-kin
don’t come round into agreeing to our medical
advice (Senior doctor 10).

The same participant also identified that one way to
build trust with a family was to provide the treatment
requested by the family, at least for an initial period,
even though the doctors thought it to be medically
unnecessary or medically inappropriate:

The aim there is really to try and build rapport...so
they end up trusting...particularly if they see us
continuing the treatment we think is futile, but
agreeing to maintain it for their sake, while they
come to terms with it (Senior doctor 10).

This clearly creates an ethical dilemma. In this example,
family trust is built by doing what is thought to be
medically unnecessary or less than ideal. While such an
approach may be useful, providing treatment for the
benefit of the family also has potential to cause conflict
within the team and, even more importantly, harm to the
patient. Patient harm and harm to other patients due to
inappropriate use of scarce resources will necessarily
limit this approach to building trust.

It is also important to recognise that there may be
some situations where a patient or family will remain
unable or unwilling to trust a trustworthy doctor and
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team. Hence, a trusting relationship may never be
established despite great effort on the part of the clinical
staff.

Conclusions and Implications for Clinical Practice

The results of this study confirm that trust is both
important for CPR decisions and discussions, and
potentially difficult to establish.

Participants identified that the stakes are high for
CPR decisions. They identified that patients and
families must trust that the doctor knows the patient’s
medical condition and whether CPR might help or
not; they must trust the moral character and motiva-
tions of the doctor; and they need to be able to trust
the treating team to continue providing all the proper
care even if a patient has an NFR order. Participants
indicated that when these aspects of trust are lacking,
the discussion about CPR will be experienced by
doctors and patients or families as difficult and
stressful. Participants further identified that the CPR/
NFR discussion itself has potential to damage patient
trust.

Inferences can be made from these participant
observations. Firstly, for discussions about CPR to
work well, patients and their families must be able to
trust that the doctor is genuinely seeking what is best
for this patient and values this patient’s life as much as
any other patient. Secondly, the relationship between
the clinician and patient/family has the potential to
support and increase trust, or to damage trust and
increase distrust. If the NFR discussion creates distrust,
it may then create its own harms as the clinician seeks
to avoid different harms that may arise from non-
beneficial CPR. Normative ethical principles would
require avoidance of harm to either patient or family,
with the patient being prioritised over the family. If the
CPR discussion itself has potential to harm, then this
will need to be balanced against any potential harms of
non-beneficial CPR, in deciding whether or how to
engage in a discussion about CPR.

Recommendations for practice can be made from
the findings of this study. Participants in this study
identified trust, or lack of it, as a key factor in CPR
discussions and decision-making. I have argued that
the theoretical literature on trust supports and helps to
explain the participants’ views. Recognising the
importance of trust makes evident the need to

establish a level of trust before embarking on a
discussion about withholding CPR. This is necessary
in order to minimise the potential harm that may arise
from this discussion. Such an observation may appear
self-evident, but the significance of trust identified in
this research is not discussed in the current CPR
literature. The results from this research may, in part,
help to explain why CPR decision-making continues
to be problematic.

Establishing a base level of trust, I propose, involves
first gathering information about the patient’s medical
condition and about the patient’s and family’s beliefs,
values, expectations and past experiences. A trusting
relationship with the patient and family is developed as
the doctor talks with the patient, acquires pertinent
knowledge and demonstrates their ownmoral character.
Having gained this knowledge and established trust, the
doctor is then able to frame the conversation about NFR
in a way that is meaningful and sustains trust for this
patient and family. Recognising reasons why a patient
might lose trust also allows trust issues to be meaning-
fully addressed, and when there are differences of moral
values the medical decisions can be addressed more
specifically within the moral concerns. A second
opinion or change of doctor may also need to be
considered if trust cannot be established.

The theoretical literature on trust, along with the
participants’ comments and observations, supports the
idea that doctors need to be trustworthy and demon-
strate trustworthiness, rather than just expecting
patients to trust them. Doctors speaking with patients
or families about CPR and NFR need to have
sufficient knowledge and experience so that their
advice can be trustworthy. If there is an expectation
by public hospitals that junior doctors should under-
take CPR decision-making discussions then this
creates an obligation on hospitals to ensure that those
doctors are adequately trained to undertake these
conversations and are properly supervised by more
experienced medical staff. Patients and families also
need to be able to trust that if an NFR decision is
made the rest of their care will not be compromised. It
is important therefore that there is a very clear
understanding by the whole team about what man-
agement should still continue for the patient, and that
the approach to the rest of care is also trustworthy.

Having time to know the patient—not just their
illness, but the person and their values—in order to
build a relationship of trust is a difficult challenge as
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patients move through hospitals more quickly and
care is provided from many clinicians. However, I
have argued that, at least in relation to discussions
about CPR, it is vital that this challenge be met, in
order to avoid stressful, counter-productive and even
harmful interactions with patients and families.
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