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The article by Heyland et al1 reveals a
37% prevalence of discordance between
patient preferences and hospital chart
documentation for cardiopulmonary
resuscitation (CPR) and other life-
sustaining treatments. This high preva-
lence of discordance represents significant
potential for avoidable, preventable harm.
These findings demand that effective
goals-of-care discussions and documenta-
tion should become as routine as eliciting
and documenting medication allergies.
This study at 16 Canadian hospitals

convincingly depicts inadequate docu-
mentation of goals of care. The authors
calculated error rates using interviews
with 500 hospitalised patients and 408
family members of hospitalised patients to
learn their goals of care. They compared
these goals with the documented goals of
care in the patient orders and uncovered a
35% rate of potential overtreatment,
defined as the proportion of patients who
preferred to forego CPR while the chart
lacked corresponding orders. The authors
also measured a 2% rate of potential
undertreatment, defined as the proportion
of patients who preferred CPR while the
chart had orders for no CPR. In other
words, these patients would be at risk for
undergoing no resuscitative efforts despite
a preference for doing so.
Heyland and colleagues have applied a

novel and provocative nomenclature of
‘medical error’ to discordance in patient
goals of care and documentation of these
goals. We agree with the authors’ deci-
sion to label these discrepancies as
medical errors. It may be tempting to
downplay the importance of these errors
because, at first glance, the potential for
harm appears small. Only one patient
received CPR during their index hospital-
isation. And, for patients with discordant
preference documentation, clinical deteri-
oration may precipitate a reassessment of
the goals of care before over (or under)
treatment occurs. However, some

patients deteriorate quickly or even sud-
denly, in which case goals-of-care discus-
sions cannot occur and pre-existing
orders in the chart prevail. In at least
some of these discrepant cases, the erro-
neous documentation of patients’ actual
preferences carries substantial risk.
Therefore, we think it reasonable to label
such discordance a medical error (or even
a potential adverse event) irrespective of
harm or near-miss attribution.
In this study, only 84 (17%) patients

preferred CPR and were ordered to
receive it. Assuming that (1) the 242
(48%) patients who had ‘No CPR’ orders
would not receive CPR and (2) the
chance of CPR is uniformly distributed
across the remaining patients, then these
data imply that 67% of CPR episodes
could be performed on patients who did
not want to receive it. A recent review of
CPR data from the USA showed an
inhospital CPR rate of 2.95 per 1000
patient admissions.2 This implies a rate of
about two cases of inappropriate CPR
per 1000 patients. That a vast majority of
patients in this study preferred not to
have CPR challenges the popular notion
that CPR should definitely be a ‘default’
plan of care for patients in our hospitals.
The authors were unable to enrol sig-

nificant numbers of patients who did not
speak English, patients with cognitive
impairment or patients who refused to
speak about goals of care. Goals-of-care
discussions in those groups may be
complex and even more prone to discord-
ance. In addition, the majority of patients
endorsed a protestant religious back-
ground. A population with more religious
diversity might have a different baseline
rate of preference for no CPR and thereby
decrease the error rate. Despite these lim-
itations, the discordance observed by
Heyland and colleagues strongly suggests
the need for improvement.
Consider the parallel with allergy. The

rate of cutaneous allergic drug reactions in
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hospital is 1.8–4.2 cases per 1000 patients.3 It is consid-
ered inappropriate to prescribe medication without first
ascertaining a patient’s allergies. Medical students learn
to ask about allergies at every new patient encounter.
Electronic medical records provide alerts when allergies
are not documented. Many patients have straightfor-
ward allergy histories, but some patients require a
nuanced approach and are assessed by specialists.
Similarly, it is inappropriate—indeed a potential medical
error—to prescribe a plan of treatment without first
ascertaining a patient’s goals of care. Medical training
should emphasise and teach the importance of ensuring
appropriately informed goals of care are known for all
patients. Electronic medical records could provide alerts
when goals of care are not documented or discordant
with prior encounters.
Making goals of care a routine element of the clinical

encounter will not resolve all problems in goals-of-care
documentation. Incomplete understanding between
patients and physicians may persist. Some physicians
may lack expertise in specific details about life-sustaining
therapies or techniques for goals-of-care discussion.
Some patients may change their preferences without
updating their healthcare team. Other patients may be
uncomfortable with the discussion of goals of care and
require a careful approach to avoid damaging the phys-
ician–patient relationship. Several tools and guides exist
to facilitate effective goals-of-care discussions.4

The first step in improving the quality of care is to
investigate and document current practice.
The work by Heyland et al demonstrates the current

discrepancy between our patients’ preferences and our
documentation of those preferences. Incorporating
goals-of-care discussions into the clinical encounter as
a routine element may decrease this discrepancy and
promote the communication, partnership and clinical
decision-making that our patients deserve.
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