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Abstract
Background Emergency medical services (EMS) must incorporate the patient’s physiologic state and end-of-life 
wishes when determining whether to initiate and/or continue cardiopulmonary resuscitation (CPR). This study aims to 
describe and analyze the use of advance directives (ADs) in CPR by emergency physicians (EPs).

Methods A qualitative approach using semi-directed interviews was conducted. EPs were confronted with three 
fictitious clinical situations where they would have to take under their care a young patient with no previous history 
or treatment, presenting with a cardiac arrest and a do not attempt CPR (DNACPR) order.

Results Twenty EPs, 10 men and 10 women (mean age 39.7 ± SD 11,21), were included either for individual 
interviews or a focus group. Without the AD, EPs all declared that they would have started CPR. With the AD, 6 
physicians accepted ADs and did nothing, 5 physicians performed a time-limited trial to allow time for collegial 
discussion, and 9 physicians rejected ADs alone and resuscitated. Inductive analysis of the verbatims identified 4 
themes (reflection, assessment of the medical situation, determining the validity of ADs, cognitive dissonance) and 
the opposability of ADs to medical decisions was the point of divergence within the focus group.

Conclusion This difference seems to be explained by different thought processes, notably concerning two steps: 
determining the validity of ADs, and the cognitive dissonance induced by the situation. EPs seem to respect ADs in 
cardiac arrest when determining the validity of ADs can be quick and the physician understands why the AD was 
written.

Keywords Cardiac arrest, Emergency medical services, Advance directive, Do-not-attempt-cardiopulmonary-
resuscitation orders, Ethics, Decision-making
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Introduction
Emergency medical services (EMS) are often involved in 
end-of-life circumstances and are regularly confronted 
with cardiac arrest (CA), whose prognosis remains poor 
despite constant progress since the 1960s in understand-
ing the mechanisms of CA and in its management [1, 2]. 

One of the measures designed to improve end-of-life 
care in France is the law from April 2005 which states 
that anyone of legal age can make their end-of-life wishes 
known through advance directives (ADs), should they 
one day be unable to express them [3]. These must take 
the form of a written, dated and signed document, but 
there is no mandatory standardized form. In other coun-
tries, this is referred to as “Do Not Attempt Resuscita-
tion” (DNAR) and, when dealing with CA, as a “Do Not 
Attempt CardioPulmonary Resuscitation” (DNACPR) 
order [4]. 

In France, ADs have been binding on medical deci-
sions since February 2016, the physician must respect the 
patient’s wishes, except in two situations. The first is in 
the event of a life-threatening emergency (e.g. CA), for 
the time required to fully assess the situation. The second 
is when the ADs, after evaluation of the situation, appear 
to be clearly inappropriate or inconsistent for the physi-
cian with the medical situation. In this specific case, the 
physician is legally entitled to disregard the AD, but the 
decision must be justified and can only be taken after a 
collegial procedure [5]. 

Several quantitative studies have recently looked at 
how EMS interact with ADs in the management of out-
of-hospital CA [6–9]. In these studies, the prevalence 
of ADs was low (7.5% in Europe, 9.9% in the United 
States and 11.4% in Asia) and their impact varied from 
one country to another. In the United States, where the 
order is binding, only 5.7% of out-of-hospital CA with 
a DNACPR underwent cardiopulmonary resuscitation 
(CPR) [7]. Conversely, in Japan, where the order is not 
binding, the percentage was 95.6% [8]. In France, before 
the ADs became binding on medical decisions, EMS per-
formed CPR despite an AD opposing resuscitation in 
24% of cases [9]. 

The way EMS deal with ADs in specific populations 
(patients over 65, palliative care, end-of-life care) has 
already been studied [10–15]. However, to the best of 
our knowledge, no studies have yet examined emergency 
physicians’ (EPs) approach to the ethical dilemma faced 
when confronted by a clinical scenario of a healthy young 
adult who has an AD that specifies DNAR and presents 
with an acute and potentially reversible cause of CA. This 
is an important and worthwhile area to explore given the 
data that similar proportions of patients with chronic ill-
nesses (38.2%) and healthy adults (32.7%) had completed 
advance directives [in the U.S.] [16]. 

In order to better understand how ADs are handled 
by EMS during CPR and the reasons why ADs are or are 
not applied, we carried out a study to describe and ana-
lyze how EPs handle ADs in the management of young, 
healthy subjects in CA.

Methods
Study design
A qualitative approach following the COREQ [17] guide-
lines and using semi-structured individual interviews and 
a focus group was conducted between April and June 
2023 among EMS physicians at the Besançon University 
Hospital (BUH), Besançon, France.

A registration declaration was submitted to the clinical 
research department of the hospital where the study was 
conducted and accepted, number: 2024/861. Participa-
tion was voluntary and anonymous, and each participant 
signed informed consent. Participants were free to drop 
out of the study at anytime and without justification. No 
participants discontinued their participation in the study. 
After the interviews, each participant received a tran-
script of their speech and validated it.

Study setting and population
All 43 EPs working in BUH EMS, including five end-of-
training residents, were contacted. A purposive sampling 
with maximum variation criteria was used, looking for 
heterogeneity in terms of years of experience and career 
paths. According to Warren (2002) quoted by Brayman 
(2012) [18], for a qualitative interview study to be rele-
vant, the minimum number of interviews required seems 
to be between twenty and thirty. In this study, the mini-
mum number of individual interviews was set at 15, and 
the minimum number of participants to form a focus 
group was set at 5.

The inclusion criteria were: formal status as an EP at 
BUH EMS and formal consent to participate. The exclu-
sion criterion was: to have participated in the prepara-
tory interviews.

Study protocol
Three fictitious clinical vignettes (Table 1) and an inter-
view guide were developed by a multidisciplinary team 
(physicians, public health experts and a methodolo-
gist) following a review of the literature and based on 
the experience of each expert. The interview guide was 
pre-tested, corrected and validated during exploratory 
interviews with two EPs who were not participating in 
the study. In these vignettes, physicians were asked to 
respond to three situations where they would have to take 
under their care a young patient with no previous history 
or treatment, presenting with a CA and a DNACPR. The 
vignettes differed in terms of location (out-of-hospital, 
in-hospital and Medical Dispatch Centres), the way the 
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physician was made aware of the AD and the expected 
prognosis of the CA.

In French Medical Dispatch Centres, each call is han-
dled by a call center physician after a medical regulation 
assistant has received the main information about the 
caller’s state of health. In response to a call, the medi-
cal dispatcher can give medical advice or send a first aid 
team or a mobile intensive care unit (MICU) [19]. In the 
French EMS system, all out-of-hospital CA cases are 
handled by a MICU manned by an EP, a specialist nurse 
and an ambulance driver trained at least in basic life sup-
port [20]. 

Measures
The principal investigator was an EP specializing in eth-
ics who worked in the service where the study was car-
ried out. The interviews were conducted in French, the 
native language of the respondents and the interviewer. 
The interviews were audio recorded in their entirety 
using a dictaphone (Zoom H1n®). The dictaphone was 
stored in a secure area to which only the principal inves-
tigator had access.

The individual interviews allowed respondents to 
express precisely what they would have done in each of 
the three situations and to share their thoughts freely. 
They were conducted face-to-face by the principal inves-
tigator until data saturation was reached.

The focus group was conducted with EPs who did 
not take part in the individual interviews. The advan-
tage of this methodological tool was to introduce a 
debate and a controversy within a homogeneous group 

of professionals with similar characteristics and a good 
level of inter-knowledge in order to identify more clearly 
the elements which constitute a source of debate on the 
treatment of AD.

Data analysis
A cross-sectional thematic content analysis was carried 
out by the interviewer, who conducted, transcribed and 
coded the interviews in their entirety manually using 
Microsoft Word® [21]. 

Once the audio tapes had been transcribed onto a pass-
word-protected computer by the main author, they were 
deleted from the dictaphone. Transcriptions on the com-
puter were pseudo-anonymized using a correspondence 
grid and an authentication code (e.g. for the 7th individ-
ual interview: IND-Physician7). All pseudo-anonymized 
transcripts were then translated from the native language 
into English by the authors.

The verbatim transcripts were used as a basis for ana-
lyzing and summarizing the behaviors and opinions 
expressed by the physicians interviewed. Each part of 
the transcripts was analyzed cross-sectionally and classi-
fied into descriptive codes representing the idea it con-
veyed from one interview to the next. This approach was 
a four-step process based on different levels of inference, 
starting with descriptive codes and larger themes, pro-
gressively defining the themes and ending with concep-
tual categories. By dividing the discourse into fragments 
corresponding to the themes, it was possible to identify 
themes, modalities and frequencies of their occurrences 
using an analysis grid, as well as to identify the patterns 
of action and thought processes of the respondents. 
The analysis grid was constructed on the basis of an ini-
tial reading of some of the interviews, as well as on the 
hypotheses initially put forward and validated after a re-
reading by the multidisciplinary team. Analysis was dis-
cussed with member of the research team to establish 
consensus.

Results
Characteristics of study subjects
Of the 43 EPs approached, 22 gave their consent to take 
part in the study. Twenty EPs were included either for an 
individual interview (15 participants) or for a focus group 
(5 participants). Two EPs were not included because 
their profiles (career path, experience, age and gender) 
were similar to interviews already conducted. Once 
the planned sample and data saturation were reached, 
recruitment was stopped.

The population studied comprised 10 men and 10 
women aged between 28 and 63 (mean 39.7 ± SD 11,21), 
whose demographic and professional data are pre-
sented in Table  2. Physicians participating in the indi-
vidual interviews were given the nonidentifying code 

Table 1 Clinical vignettes
Vignette 1 : You work in MICU. Your beeper goes off for a CA in a young 
patient accompanied by a witness. You know that he’s 40 years old, 
has no previous medical history, is not taking any medication and was 
running with friends. You arrive at the scene first with your MICU team 
within 5 min. You quickly confirm CA. No chest compressions were 
started by the victim’s friends. They immediately give you a copy of the 
patient’s AD, found in his trail bag, which includes a DNACPR order.
Vignette 2 : You work in the Emergency Department. A healthy and 
athletic 40-year-old man with no previous medical history or treatment 
is referred by his family physician for obstructive pyelonephritis com-
plicated by hyperkalemia. You have the physician’s referral letter and 
a copy of the patient’s AD, attached by his physician, which includes 
a DNACPR order. When you enter the room alerted by the alarms, the 
patient is unconscious, he is not breathing and the monitor displays a 
Ventricular Fibrillation Rhythm.
Vignette 3 : You work in a Medical Dispatch Centre. Your dispatcher 
assistant transfers the call: "Male / 40 years old / CA? / MICU sent / wife 
is calling". You take the call. The wife confirms that he’s unconscious and 
not breathing. You begin to give instructions to the caller on how to 
start chest compressions. On this occasion the wife asks you whether 
or not she should start chest compressions, her husband has written 
a DNACPR. On further questioning, you learn that the patient has no 
chronic pathology, is valid and athletic.
MICU, Mobile Intensive Care Unit; CA, Cardiac Arrest; AD, Advance Directive; 
DNACPR, Do Not Attempt CardioPulmonary Resuscitation
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“IND-Physician” and those in the focus group “FG-Physi-
cian”. The mean duration of the individual interviews was 
43 min (median 44, range 16–65 min). The focus group, 
which lasted 92 min, was conducted with a homogeneous 
group of five end-of-training residents.

General impressions
All vignettes (Table 1) were considered demanding by the 
physicians surveyed. The respondents all stated that they 
would have started a CPR in the absence of ADs but their 
presence influenced the practice of twelve of them in at 
least one clinical vignette. “I’m often short on ADs, I gen-
erally ask for them […] now that I have them, they annoy 
me […] because they make me second-guess everything. It’s 
a situation […] that I don’t have in mind, that I’ve never 
thought of before” (IND-Physician9). The verbatims used 
during the individual interviews are thematically struc-
tured into 4 themes available in Table 3.

Out-of-hospital
In vignette no. 1 (Table 1), 19 physicians took the decision 
to start CPR on their own: “We’ll start resuscitation, and 
figure it out afterwards” (IND-Physician14), “If I take the 
time to think about and read the AD first, I’m wasting my 
patient’s time. But, I can’t accept ADs without thinking. So 
in the initial phase I start CPR” (IND-Physician12).

Only one physician with 25 years of experience judged 
the AD to be appropriate for a prognosis assessed as 
unfavorable, and stated that he would not initiate CPR: 
“Without ADs, it’s true that I won’t hesitate to attempt 
resuscitation […] If he’d had chest compressions with 
ADs, I might have done something, but he hasn’t been 
massaged, there’s an AD so I’m not doing anything” 
(IND-Physician9).

In-hospital
In vignette no. 2 (Table  1), nine physicians singlehand-
edly took the decision to reject ADs for three different 
reasons. Firstly, six physicians used their experience to 
judge ADs as unsuitable for the medical situation: “it’s a 
reversible situation” (IND-Physician9), “it’s rare, but we’ve 
already seen patients recover without any after-effects in 
similar cases, so I’d rely on that” (IND-Physician11), “my 
experience to date has never shown me anyone regret-
ting having been treated” (IND-Physician12). Secondly, 
a man and a woman with 26 and 28 years of experience 
respectively said: “I’d rather resuscitate wrongfully than 
not resuscitate” (IND-Physician3), “I make the decision 
for him […] the job of the EP is to be proactive” (IND-
Physician8). Thirdly, one physician felt that the AD docu-
ment was legally insufficient, regardless of the method of 
delivery.

Table 2 Main characteristics of participants
Gender Age

(years)
Professional experi-
ence in EMS (years)

Ethical certified
training on ADs

Legal certified
training on ADs

Length 
of in-
terview 
(minutes)

Focus group
FG-Physician1 Male 29 0 no no 92
FG-Physician2 Female 29 0 no no 92
FG-Physician3 Male 28 0 no no 92
FG-Physician4 Male 28 0 no no 92
FG-Physician5 Male 32 0 no no 92
Individual interviews
IND-Physician1 Male 29 0,5 no no 29
IND-Physician2 Female 46 18 no no 59
IND-Physician3 Male 54 26 no no 65
IND-Physician4 Female 30 1,5 no no 62
IND-Physician5 Female 36 9 no no 51
IND-Physician6 Female 37 1,5 yes yes 59
IND-Physician7 Female 30 1,5 no no 30
IND-Physician8 Female 53 28 yes no 46
IND-Physician9 Male 51 25 no no 47
IND-Physician10 Male 44 14 no no 16
IND-Physician11 Female 35 10 no no 34
IND-Physician12 Female 58 28 no no 44
IND-Physician13 Male 37 10 no no 22
IND-Physician14 Female 45 16 no no 35
IND-Physician15 Male 63 25 no no 41
EMS, Emergency Medical Services; AD, Advance Directive
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Six physicians, 4 women and 2 men with less than 10 
years of experience, who started CPR in MICU while the 
ADs were being confirmed, did not carry out any CPR in 
the EMS following the mode of delivery: “that we have 
the patient’s ADs, which come from the family physician, 
[…] it has a strong value” (IND-Physician5), “the patient’s 
choice was informed by a physician” (IND-Physician6).

Five physicians sought to confirm “the validity of 
the ADs” (IND-Physician2) once CPR had begun, and 
then called for a collegial decision to clarify their deci-
sion: “I know CPR very well, I know very little about the 
legal and ethical aspects, I’m going to start doing what 
I know how to do, knowing that I can stop at any time” 
(IND-Physician4).

Medical dispatch centre
In vignette no. 3 (Table 1), all physicians confirmed that 
they would send the MICU: “I’m sending everyone and 

we discuss it afterwards” (IND-Physician1), “it’s a mis-
take not to send a MICU in the event of CA” (IND-Physi-
cian15). Because: “it’s only declarative” (IND-Physician5), 
“on the phone we are blind” (IND-Physician9).

The physicians’ feelings were more neutral than in 
other situations: “In human terms, I already feel a little 
more at ease. Maybe because I’m behind a phone” (IND-
Physician4). But everyone wondered what they should 
say to the wife and how: “my duty is […] to ask the woman 
to start chest compressions […] but I can’t force her” 
(IND-Physician6).

Advance directives and life-threatening emergencies
In practice, physicians associated ADs with something 
positive: “it’s still useful to us” (IND-Physician2), “they 
provide guidance” (IND-Physician15) for patients “rather 
elderly or at the end of life […] they give us the right not to 
resuscitate” (IND-Physician12).

Table 3 The way advance directives are considered during cardiopulmonary resuscitation, individual interviews
Core theme Subtheme Exemplary quotes
1. Reflexion 1a. Time “we need time” IND-Physician14

“you don’t have time, you’re fighting for it” IND-Physician12
“time spent in analysis […] is time wasted” IND-Physician5
“because we’re already late” IND-Physician2

1b. Responsibility “you’re alone to make decisions” IND-Physician10
“the idea is to surround yourself with other physicians” IND-Physician8
“staying alone is not possible” IND-Physician3

2. Assessment 
of the medical 
situation

2a. Patient “young person in good health with no previous history” IND-Physician15
2b. Phenomenon “sudden cardiac arrest” IND-Physician11
2c. Prognosis “very good recovery potential” IND-Physician6

“will be in a vegetative state at best” IND-Physician9
2d. Judgement “I dismiss the AD because it is inappropriate” IND-Physician11

3. Determining 
the validity of 
ADs

3a. Authentication “verification of data and identity” IND-Physician10
3b. Wishes “I still need to be certain that this AD corresponds to the patient’s wishes. And I can’t be sure of that at all because he’s 

unconscious.” IND-Physician12
3c. Knowledge “I don’t know if he wrote them with full medical knowledge of what these terms would mean for him” IND-Physician4
3d. Discernment “under the influence of toxic substances, suffering from a psychiatric pathology, impaired judgement or cognitive 

disorder?” IND-Physician5
3e. Delivery method “I don’t know where it came from, it could have been signed by anyone” IND-Physician13
3 f. Legal “I don’t know what’s legal and what isn’t when it comes to ADs” IND-Physician8
3 g. New situation “a situation I’ve never experienced before” IND-Physician12
3 h. Opinions of 
relatives

“I would try to contact other people, members of his family, people close to him.” IND-Physician4

4. Cognitive 
dissonance

4a. ADs in a healthy 
person

“this AD which is based on nothing” IND-Physician14
“I’m… shocked, I find it hard to understand” IND-Physician8
“a very destabilising situation” IND-Physician12
“it’s assisted suicide” IND-Physician3
“that makes sense […] it raises some good questions” IND-Physician9

4b. Searching for a 
Reason

“why did he write ADs?” IND-Physician1
“I don’t know why he doesn’t want to be resuscitated” IND-Physician13
“we don’t have to understand, but it would help the team buy into the project" IND-Physician5

4c. Not doing 
something I can do

“we want to resuscitate this person” IND-Physician1
“I’d have trouble accepting not doing anything, it would be very difficult for me, as a physician” IND-Physician2
“I’m here to treat, so I’m doing my job” IND-Physician7
“it’ll be a bit binary and very instinctive, as a physician […], I’m going to start doing what I was trained for” 
IND-Physician4
“I start CPR, and figure it out afterwards” IND-Physician8
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Respondents said “it suits our conscience more than 
our practice […] the outcome of my medical decision will 
be the same” (IND-Physician4), “if they weren’t there, it 
would be the same answer […] it simplifies things to make 
relatives understand” (IND-Physician13).

Physicians were divided on the use of ADs in “life-
threatening emergency situations, where it is difficult to 
take these directives into account” (IND-Physician11). 
Respondents generally considered ADs in life-threaten-
ing emergencies to be usable on a case-by-case basis but 
unsuitable, and responses did not seem to depend on a 
particular type or threshold of experience. The general 
view is that “it all depends on the situation” (IND-Phy-
sician9), “case-by-case […] medicine in general is about 
context, we learn the theory but there are going to be a lot 
of factors that enter the equation and that’s when we’re 
going to have to think things through” (IND-Physician1).

Regarding the French legal provision allowing an AD 
to be ruled out in life-threatening emergencies only 
after a collegial decision, EPs unanimously felt that this 
was unsuitable for their practice “that’s crazy” (IND-
Physician11). “Collective decision-making in an extreme 
emergency is impossible” (IND-Physician14), “it’s adapted 
to ethical considerations with your oncology physician” 
(IND-Physician9).

Focus group
The physicians in the focus group agreed on the lack of 
time to reflect and the need for collegiality. However, they 
differed on the extent to which ADs are binding on medi-
cal decisions, particularly in vignette no. 2 (Table 1): four 
physicians agreed not to undertake resuscitation because 
they were sure that the ADs were those of the patient 
and that they had been informed by a physician “I respect 
the patient’s right to make their own health choices […] 
as long as they have signed the form […] it’s a done deal” 
(FG-Physician5). These physicians engaged in a lively 
debate “the days when you decided for people are over […] 
you don’t have the right to do that” (FG-Physician3) with 
the fifth physician dismissing the AD “because of a revers-
ible cause, not adapted to the situation […] was it thought 
through? […] This man may not have had the necessary 
knowledge or explanations.” (FG-Physician4).

None of the physicians changed their minds. After 
the discussion, they specified that an AD “is not a medi-
cal decision, but the physician helps […] with reasoning” 
(FG-Physician1). The group considered that ADs could 
be used on a case-by-case basis in life-threatening emer-
gencies, but were unsuitable “for emergency medicine 
[…] because depending on the situation they can be an 
aid to decision-making, but they must not be an obstacle 
[…] to emergency care” (FG-Physician4). The group con-
cluded that “in the end, we respect ADs when it suits us” 
(FG-Physician3).

Limitations
This study has some limitations. The model presented 
in this study raises the question of its generalization to 
other countries since our work was limited to the French 
system. Our study focused on themes present across the 
interviews, possibly at the expense of nuanced differences 
between participants. The study was conducted by a phy-
sician/researcher who knew the participants profession-
ally, which implies a risk of subjective judgement. The use 
of clinical vignettes represents a limitation as it requires 
the participants to imagine and envision the scenes, it is 
nonetheless a strength, distancing them from the over-
whelming emotion that the description of real-life scenes 
can generate, and a necessity, as a prospective ethical 
analysis of life-or-death issues is necessarily fictitious.

Discussion
To our knowledge, this study is the first to analyse the 
way EPs consider end-of-life preferences like ADs during 
CA when dealing with a young healthy person who has a 
DNACPR. This clinical scenario creates the greatest ten-
sion between the ethical and legal obligation to respect a 
patient’s autonomy and the physician’s obligation (or pro-
fessional commitment) to provide lifesaving treatment, 
especially in a scenario where the decision to intervene 
must be made immediately. In practice, ADs are infre-
quent and are often reported to the physician after CPR 
has begun. We wanted to find out, using fictitious clinical 
situations, how a physician would react to a CA with a 
DNACPR AD in their hands.

The EPs surveyed unanimously consider ADs to be 
unsuitable in CA, because if they want to reject the AD, 
they are often alone and do not have the time to obtain 
a collegial consultation as required by French law. In 
France, this collegial procedure takes the form of a con-
sultation with the available members of the care team, 
if there is one, and the reasoned opinion of at least one 
physician called in as a consultant [22]. 

The results show discrepancies in the thought process 
of EPs and the way they treat a CA in a young patient 
with a DNACPR. Physicians either accepted the AD and 
did nothing, or rejected the AD alone and resuscitated, 
or performed a time-limited trial to allow time for col-
legial discussion [23]. However, this is the same clinical 
situation, the same patient, and the protocols for treating 
CA are stringent. This difference seems to be explained 
by different thought processes, notably concerning two 
steps: determining the validity of ADs, and the cognitive 
dissonance induced by the situation.

With regards to determining the validity of ADs, 
the results of this study show that, in the opinion of 
the EPs questioned, ADs in CA can be used on a case-
by-case basis when it is possible to immediately ensure 
that the patient is the author and that they correspond 
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to the patient’s wishes. Thorevska et al., suggest that 
patients who wrote an AD without medical advice did 
not understand the life-sustaining therapies mentioned 
in their ADs [24]. Our study seems to indicate that an 
AD co-written with a physician has a greater impact on 
decision-making because it would be more precise in the 
choice of terminology used and would offer a guarantee 
that medical information has been given.

Regarding cognitive dissonance, the presence in a 
young, healthy subject of an AD urging EPs not to 
attempt CPR, even though they know how to resuscitate 
and want to, prompts them to search for a reason. Results 
show that ADs seem to be respected mainly when they 
corroborate the EPs intentions. Burkle et al., suggest that 
medical compliance with an AD is a “specific situation” 
and that medical judgement is more important than com-
pliance with an existing AD, depending on the patient’s 
clinical condition [25]. They point out that adherence to 
ADs is higher in situations involving chronic illness or 
terminal patients, whereas in emergency and/or revers-
ible situations, medical judgement prevails. EPs seemed 
to consider the ADs of healthy people to be the result of 
a lack of information and medical knowledge. Bond et 
al., have shown that the level of agreement with ADs is 
directly related to what physicians think is best for the 
patient, suggesting that if patients had the same scientific 
knowledge, they would agree with the medical decision 
[26]. Additionally, physicians seem to think they know 
what is best for their patients, convinced that every effort 
should be made to treat them [27]. However, what is best 
for the patient based on a medical opinion may not be so 
in the patient’s opinion [28]. 

Conclusions
EMS are confronted with end-of-life circumstances that 
require dynamic decisions and action. In our specific 
sample, EPs seem to respect ADs in CA when determin-
ing the validity of ADs can be quick and the physician 
understands why the AD was written. Future studies will 
be needed, to better describe this phenomenon, involv-
ing the various specialties involved in the management of 
CA.
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