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THE ETHICS OF
RESUSCITATION

Resrcca Prexnik, CST, BHS

ANY OF US VIEW HOPE AS A MAGIC WAND—WITH A WAVE

OF THAT WAND WE CAN FIX ANYTHING. YET, "HOPE IS

VIEWED THROUGH CLEAR EYES AND HAS A PROFOUND
EFFECT ON THE CHEMISTRY OF THE BRAIN AND WORKINGS OF THE
BODY.”" WHEN A TERMINALLY ILL PATIENT GOES TO THE DOCTOR,
HE OR SHE IS LOOKING FOR HOPE. EVEN IN DIRE CIRCUMSTANCES,
THESE PATIENTS HOPE FOR A CHANCE TO BE CURED. WITH HOPE,
THESE PATIENTS TURN TO THE MEDICAL COMMUNITY FOR GUIDANCE
TO EASE THEIR SUFFERING. WITH HOPE, THESE PATIENTS TRUST
THEIR PHYSICIANS TO TREAT THEM WITH THE DIGNITY AND RESPECT

EVERY PERSON DESERVES, EVEN AT THEIR TIME OF DEATH.
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“A Do Not Resuscitate (DNR) order is written
for patients for whom cardiopulmonary resus-
citation would be considered futile.”> The DNR
order was developed in the late 1970s, and since
its inception, protocols have been written for
clearer understanding of its implementation.
“At Columbia HCA Healthcare Corporation,
a 22-week-old fetus was delivered by induced
labor. Before delivery, the parents had decided,
based on the uncertain prognosis for such a pre-
mature infant, that they did not want the baby
resuscitated, although it is unclear whether this
decision was documented. The baby was resus-
citated because, in the caregivers’ judgments,
the baby’s condition was adequate for survival.

MANY PROFESSIONALS
CONSIDER EXECUTION

OF THE DNR IN THE OR
AS MALPRACTICE RATHER

THAN ETHICAL PRACTICE.

The baby survived but required total care. The
district court awarded the parents a substantial
financial award based on the fact that the hospi-
tal and its staft did not follow their directive.”!!

The Court of Appeals in Texas overturned
this decision and ruled in favor of the hospi-
tal, even though the Texas Natural Death Act,
amended as the Advance Directives Act, clear-
ly states parents may withhold life-sustaining
treatment from their child, if the child has been
certified as terminally ill.!!

In another case, an 82-year-old man was
resuscitated after initiating a DNR order. Short-
ly after, he suffered a stroke and became partial-
ly paralyzed. He was discharged to the care of his
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daughter and admitted to a nursing home. Even
though the court ruled that treatment with-
out consent was a breach of duty, the court also
declared that continued living was not a com-
pensable injury.!!

When a patient unmistakably limits the med-
ical measures he or she is willing to endure, and
a health care provider disregards such instruc-
tions, consequences could include the damages
arising from any battery inflicted on the patient,
as well as licensing sanctions against the health
care professional and the medical profession.!!
Even with the incorporation of comprehensive
standards of care in practice, controversy and
ambiguity remain in the execution of the DNR
in the perioperative setting.

Many hospitals have a policy that states DNR
orders are automatically suspended during sur-
gery.> Acknowledging a patient’s right to self-
determination by being placed on DNR status
in the operating room creates considerable eth-
ical and professional trepidation. On one hand,
the patient has the right to refuse treatment.
This refusal may sometimes be in conflict with
the unwritten perception of saving a life by the
surgeons and anesthesia providers who are car-
ing for the patient. The Patient Self-Determina-
tion Act (PSDA) was passed in 1990 to allow all
patients to make choices and decisions about
the type and extent of medical care they receive.
The PSDA ensures that hospitals, long-term care
facilities and home health agencies receiving
Medicare and Medicaid reimbursement recog-
nize living wills and power of attorney for health
care as advance directives. This is the right of
self-determination guaranteed by the Four-
teenth Amendment.® (See sidebar.)

Many professionals consider execution of the
DNR in the OR as malpractice rather than ethi-
cal practice.? This stems from the fear of legal lia-
bility for correctable incidents and the fact that
the deaths would be reviewed by hospital mor-
bidity and mortality committees.? This could be
paramount to negative influence on their pro-
fessional reputation. The American Society of
Anesthesiologists (ASA) has published guide-
lines suggesting the re-evaluation of DNR orders



THE PATIENT SELF-DETERMINATION ACT

The Patient Self-Determination Act (PSDA), passed in 1990,
requires medical care facilities that receive Medicare and
Medicaid payments to inform patients of their right to choose
the type and extent of their medical care and to provide
patients with information about living wills and power of
attorney. Specifically, the PSDA requires the following from
heath care facilities (including hospitals, nursing homes,
home health agencies, hospice programs, and HMOs):

«  Provide written information to patients about their rights
to make decisions about their treatment through advance
directives. A representative from the health care facility
should also explain its own policy regarding advance direc-
tives. If a portion of the patient’s advance directives violate
the policies of the facility, the patient must be advised of
which of their directives will not be followed %16

«  Ensure compliance with state law. The information
offered to patients and written policies and procedures
should take into account the laws and court decisions of
the state.%16

«Maintain written policies and procedures regarding
advance directives. And educate employees and the
local communities about laws in the state govern-
ing advance directives. Effective implementation of
advance directives will be easier for all parties involved
if personnel are trained in advance and familiar with
hospital policies.®

« Document the existence of or lack of an advance direc-
tive in the patient’s medical record.>'6

« Donotdiscriminate in the type or quality of care provid-
ed based on whether or not the individual has executed
an advance directive.%16

ADVANCE DIRECTIVES
An advance directive is a general term that refers to one of
two legal documents used to speak for the patient in the
event that they cannot make decisions for themselves.
Those two legal documents are 1) a living will or 2) the
durable power of attorney.

A living will must be properly witnessed by a notary,
and allows the patient to state, in writing, that they do not
wish to be kept alive by artificial means or heroic measures.
Patients should discuss their living wills with their doctors
and legal counsel to identify and understand the terms—
such as code status, artificial means, and heroic mea-
sures—used in their living wills.

Creating durable power of attorney is a legal way to
appoint a health care proxy who will make medical deci-
sions for the patient in the event that he or she cannot do
so. This person should be aware of the patient’s specif-
ic wishes for treatment and be familiar with any religious
considerations that the patient wants to have taken into
account.'6

Each state has its own laws concerning advance direc-
tives, which can vary widely. A living will or durable power
of attorney signed in one state may not be recognized in
another. Traveling technologists should be aware of the
specifics of the state law in which they're practicing. State
specific documents can be obtained through the state’s
health department. Advance directive documents are also
available at no charge through the Partnership for Car-
ing, 800-989-9455, or www.partnershipforcaring.org/
Advance/documents_set.html.

Additional information

- APatient’s Bill of Rights is available on the American
Hospital Association web site: www.hospitalconnect.
com/aha/about/pbillofrights.html

« The Partnership for Caring, a nonprofit educational
organization, provides a wealth of information on set-
ting up and following advance directives. Visit their
web site at www.partnershipforcaring.org or call 1-
800-989-WILL for information.
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prior to the patient coming to the OR.! The ASA’s
documented guidelines include a goal-direct-
ed approach to perioperative DNR orders. Care-
givers should discuss with the patient his or her
preference for resuscitation on three levels:

1) Quantitative and qualitative outcomes. This
involves the qualitative characteristics of
those outcomes and their meaning to the
patient and the burden of reaching the var-
ious patient-desired outcomes. The patient
needs to be given realistic expectations for
any outcome, and the caregiver needs to be
honest as to what quality of life the patient
can expect postoperatively. If a patient does
not want to be on a ventilator long term, is his
or her physician aware of this?

2) Operating room caregivers. This includes
the surgeon and anesthesiologist who should
act as fiduciary representatives with expert
knowledge to determine if any continued
therapy would be consistent with the patient’s
wishes.

3) Evidence-based practice. Patients who wish
to retain their DNR orders may choose to
request “resuscitative efforts during surgery
and in the postoperative care unit only if the
adverse events are believed to be both tempo-
rary and reversible in the clinical judgment
of the attending anesthesiologists and sur-
geons.”!

The ASA Guidelines limit possible discrepan-
cies that sometimes arise with procedure direct-
ed orders. This approach allows for care of the
patient to be more idiosyncratic to the patient’s
wishes, because the success of the therapies can
be tested and not predicted. This also allows for
the option of withdrawing care in the postop-
erative setting, if continued care is unlikely to
achieve an expected beneficial result.!

Rescinding the DNR in the OR is an ill-
defined area of patient care in which there fails
to be continuity in the scope of practice. One
would presuppose that with education, improved
policies and the creation of perioperative DNR
forms, greater overall acceptance and docu-
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mented use of perioperative DNR orders would
exist.! However, resistance to the perioperative
re-evaluation of DNR orders remains for several
reasons. Foremost, many anesthesiologists and
surgeons have personal beliefs that bind them to
continue a treatment once it has begun. Anes-
thesia involves the deliberate depression of vital
systems, followed by their resuscitation that may
include the need for mechanical ventilation.>
Also, general internists and geriatricians who
practice in tertiary care settings are more famil-
iar with life-sustaining treatment than palliative
medicine.” To discontinue treatment would be
a breach of an implied contract or a conviction
that they have personally failed in their fiduciary
responsibilities to a patient.

These views are substantial when considered
with the idea that anesthesiologists are still like-
ly to be sued if they permit a patient with a well-
documented perioperative DNR order to die.!
There are more perceived reasons than not to
suspend DNR orders in the OR. It is critical that
the patient understand the implications of both.
Respect for patient autonomy is the most impor-
tant reason to ensure the patient has a full under-
standing of rescinding the DNR.>

The ASA suggests that anesthesiologists may
agree in theory with perioperative re-evaluation
of the DNR, but find it very difficult to put into
practice. First, hospital policies may not clari-
ty the patient’s right to refuse treatment, nor do
they provide a practical apparatus for re-evalu-
ation and proper documentation. Secondly, as
DNR occurrence is not a daily event, the anesthe-
siologist may lack expertise in this area of care.
Novice anesthesia providers may find it difficult
to think past the concept that anesthesia causes
physiological instabilities that are routinely cor-
rected to the point that anesthesia care stops and
resuscitation begins.! Physiologically maintain-
ing a patient during a procedure is often neces-
sary, as anesthesia changes a patient’s blood pres-
sure, circulation and level of consciousness.8 The
point when resuscitation becomes extraordinary
care is never clear, because events that lead to an
intraoperative arrest often resemble actions that
occur in the course of routine anesthesia.* The



burden of this decision rests on the anesthesiol-
ogist, who may not have established a relation-
ship with the patient due to constraints. Lastly,
the pressures of production, decreased turnover
time, and lack of time to hold necessary discus-
sions with the patient or surrogate may also lend
itself to rendering well-written policies ineffec-
tive in everyday practice.

One way to address this ethical dilemma,
suggestive of compromise, is to provide resus-
citation in the operating room for cardiopul-
monary arrests due to anesthesia, but not those
for the underlying disease. When the caregiv-
er must begin chest compressions or defibril-
late a patient, it is tacit that care has moved from
reversing the complications of an intervention
to performing cardiopulmonary resuscitation
(CPR).

Cardiopulmonary resuscitation was insti-
tuted in the 1960s and quickly disseminated
through cardiac arrest teams and coronary care
units. CPR was initially developed to reverse
sudden death in otherwise healthy individuals;
however, it became more widely used in chron-
ically ill hospitalized patients. CPR has become
the standard of care, unless the patient or surro-
gate explicitly refuses it.” In 1986, the National
Academy of Science (NAS) endorsed “respect for
patient authority” in decisions regarding CPR
and the initiation of a DNR status. According to
the American Society of Peri Anesthesia Nurses
(ASPAN), an “estimated 15% of surgical patients
have an active do-not-resuscitate or do-not-intu-
bate clause that reflects the elderly or chronical-
ly ill patient’s preference for a ‘dignified death’
without artificial life support.”©

Although great disagreement remains over
the ethical answer for patients with DNR orders
in the operating room, little information is
available on the outcomes of patients with DNR
orders who undergo surgeries, especially those
who require perioperative resuscitation.!? To
evaluate whether patients with DNR orders were
less likely to undergo operations, and to illus-
trate the characteristics, preferences and out-
comes of patients with DNR orders who under-
went surgery, a study was conducted on seriously

ill patients at five hospitals.!? The study involved
adult patients admitted to five acute care hospi-
tals who agreed to participate in Phase I of the
Study to Understand Prognoses and Preferenc-
es for Outcomes and Risks of Treatments (SUP-
PORT) between June 1989 and June 1991.12
Patients who met the predetermined crite-
ria had the following diagnoses: acute respira-
tory failure, exacerbation of chronic obstructive
pulmonary disease, exacerbation of congestive
heart failure, end-stage liver disease, nontrau-
matic coma, nonsmall cell lung carcinoma stage
I1I or IV, metastatic colon carcinoma, or mul-
tiple organ system failure with sepsis or malig-
nancy.!? The expected six month mortality for

‘PATIENTS SHOULD DISCUSS THEIR
LIVING WILLS WITH THEIR DOCTORS
AND LEGAL COUNSEL TO IDENTIFY AND
UNDERSTAND THE TERMS—SUCH AS
CODE STATUS, ARTIFICIAL MEANS, AND

HEROIC MEASURES—USED IN THEIR

LIVING WILLS.

the patient group at the beginning of the study
was 50%.!2 Patients were excluded: if they died
or were discharged within 48 hours of admis-
sion, were expected to have a hospital stay of
three days or less, had AIDS, head trauma, were
pregnant, or did not speak English.!?

The intention of the study was to predict
patients’ outcomes and to illustrate their deci-
sion-making abilities.!? Patients and surrogate
decision makers were interviewed after enroll-
ment in the study concerning the patient’s func-
tional status and their general preference regard-
ing aggressiveness of care. Patients were asked,
“If you had to make a choice at this time, would
you prefer a course of treatment that focus-
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TABLE1 Guidelines for perioperative do-not-resuscitate (DNR) policies

Reevaluation requirements

Delineating responsibilities
for reevaluating the DNR order

Provision of options

Agreement with the patient and/
or family on one of the follow-

ing options may meet the needs of
most patients with DNR status who
require anesthesia and surgery.

Documentation
requirements

Time limitations
for DNR orders

Special considerations

Resources available
for assistance
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Patients with DNR orders may be appropriate candidates for anesthesia and surgery, especially for procedures
intended to facilitate care or relieve pain. The etiologies and outcomes of cardiac arrest during anesthesia are
sufficiently different from those in nonsurgical settings that reevaluation of the DNRis necessary.

The anesthesia provider, in conjunction with the patient’s other physicians, is responsible for discussing
these issues with the patient and/or family in reassessing the patients DNR status, and for communicating
the decision to those who will be involved with the patient’s care during the intraoperative and immediate
postoperative period.

« FullResuscitation. The patient desires that full resuscitation measures be employed during surgery andin
the PACU, regardless of clinical situation.

« Goal Directed. The patient desires resuscitative efforts during surgery and in the PACU only if the adverse
clinical events are believed to be both temporary and reversible, in the clinical judgment of the attending
anesthesiologists and surgeons. This option requires the patient and/or surrogate to trust the judgment
of the anesthesia provider and other care givers to use resuscitative interventions judiciously, based on
their understanding of the patient’s values and goals of treatment.

« Procedure Directed. The patient desires that full resuscitative measures be employed, with the exception
of certain specific procedures, such as chest compressions or electrical cardio version. However, certain
procedures are essential to providing the anesthetic care (such as airway management and intravenous
fluids). Refusal of these procedures would not be consistent with a request in the progress notes.

- Additional aptions. One of the options outlined above, or any other if appropriate, should be documented
inthe progress notes.

Documentation mustinclude both an entryin the progress notes as well as an order in the physician’s orders.
Anattending physician, whether utilizing the standardized form or a narrative format, must sign the physi-
cian’s orders. Documentation in the progress notes should include the following and be written or cosigned
by the attending physician:

« The decision-making process which has been and will be followed

« Therole of professional staffinvolvement

« Role of patient, family, and other decision makers

- Data on which the decision is to be based

The original DNR order should be reinstituted at the time the patient leaves the care of the anesthesia pro-
vider (on transfer out of the OR or PACU) unless documented otherwise.

- (Caregivers right to withdraw from the patient’s care. If the patient elects to have the DNR order remain in
effect during anesthesia and surgery, physicians and other caregivers have the option of declining to par-
ticipate in the surgery.

« Roleof iatrogenic disease. latrogenic causes of arrest do not deserve any special consideration. Caregivers
should not override patients’ decisions about resuscitation, unless they have specifically addressed these
issues with the patient and the patient authorizes such interventions.

« Pediatric perioperative DNR orders. Pediatric patients should have their DNR orders reevaluated for the
perioperative period. Decision making for pediatric patients is a complex area thatis beyond the scope of
this document. Caregivers should seek guidance from more knowledgeable clinicians, ethical and legal
consultants or other policies.

(aregivers may believe that ethical or legal consultation may be necessary or might prove helpful, particu-
larly when there s a lack of consensus about whether to resuscitate. The following resources are available:
« Ethics Consultations (provide mechanism of contact)

« Hospital Office of General Counsel (provide mechanism of contact)

ADAPTEDFROM Waisel DB, etal. Guidelines for Do-Not-Resuscitate Policies. Journal of Clinical Anesthesia; 14:467-473.



es on extending life as much as possible, even if
it means having more pain and discomfort, or
would you want a plan of care that focuses on
relieving pain and discomfort as much as possi-
ble, even if that means not living as long?”1?

As stated in the study:

“The results concluded that of the 4,301
patients enrolled in the study, 1,251 were con-
sidered for surgery and 745 (60%) had surgery
performed. Of the patients undergoing sur-
gery, 10% had DNR orders recorded on their
chart. Of those patients considered for surgery
who had DNR orders, 48% received surgery (57
patients).!2 The 57 patients who had a DNR order
prior to surgery had a mean age of 66 (range of 19
to 86 years) and 54% were male. These patients
had the following diagnoses: acute respiratory
failure (32%), exacerbation of chronic obstruc-
tive pulmonary disease (9%), exacerbation of
congestive heart failure (4%), end stage liver dis-
ease (2%), non-traumatic coma (8%), non-small
cell lung carcinoma stage IIT or IV (9%), meta-
static colon carcinoma (12%), multiple organ
system failure with sepsis (7%) or multiple organ
system failure with malignancy (21%).!2 A wide
variety of procedures was performed, with tra-
cheostomies being the most common.”?

“Of the 57 patients who had DNR orders
prior to surgery, 10 had documentation in the
medical chart that the orders were to be disre-
garded (18%): nine had the DNR order reversed
preoperatively, and one had a note indicating
that resuscitation was to be used, but the order
was not reversed. Three patients experienced an
intraoperative cardiopulmonary arrest (5%);
two received resuscitation (one had a note and
the other an order to reverse the DNR preoper-
atively), and one patient whose DNR order was
not reversed, died without resuscitation. Two
other patients received resuscitation during
their hospitalization: one patient was resuscitat-
ed seven days after surgery, the second 70 days
after surgery. The DNR order was never reinstat-
ed for these two patients.”?

“Of the 57 patients, 13 died within one week
of the surgery (23%). Two of these patients
received intraoperative resuscitation; death

occurred one day post-op, the second death
happened on the fifth day after surgery. Of the
11 patients who died without resuscitation, one
patient died intraoperatively, and nine patients
had died by postoperative day seven. One patient
was discharged and died within one week of the
surgery. Nine patients died between one and two
weeks postoperatively (6%), and eight between
two and four weeks postoperatively (14%).”2
“Of the 57 patients who had DNR orders
prior to surgery, 31 survived to leave the hospi-
tal (54%). None of the four patients resuscitat-
ed intra- or postoperatively survived to leave
the hospital; 44% of the patients survived two
months or more postoperatively, and 30% sur-

ONE WAY TO ADDRESS THIS ETHICAL
DILEMMA, SUGGESTIVE OF COMPROMISE,
IS TO PROVIDE RESUSCITATION

IN THE OPERATING ROOM FOR
CARDIOPULMONARY ARRESTS DUE TO

ANESTHESIA, BUT NOT THOSE FOR THE

UNDERLYING DISEASE.

vived at least four months.”?

The authors of the study identified five
harms as a consequence of resuscitation.!* The
first harm is unnecessary resuscitation when
the patient’s condition does not justify it. This
harm could include ineffective actions. The sec-
ond harm is when the patient’s condition is too
far advanced, and resuscitation is unsuccessful.
The patient may be too ill for the resuscitation to
have the desired effect. If this ensues, the harm
to the patient might include physical discomfort,
loss of dignity, delayed death and survival with
an unacceptable quality of life. Harm to the fam-
ily might include unfulfilled hope, loss of control
of a loved one’s destiny, a cost of lost earnings
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while at the bedside and the cost of supporting
a disabled survivor.!? The third harm of resus-
citation is if it provides no beneficence because
it prolongs a poor quality of life. If the quality of
life is unacceptable to the patient or family, then
an apparent and appalling harm has ensued. The
fourth harm of resuscitation is the redirection of
resources from alternative health care activities
that may bring greater benefit to other patients.
Resuscitation is a significant use of scarce
resources.!? The fifth harm is if it is unwelcome
by the patient. A valid DNR order written by the
patient must be considered in keeping with the
principle of respect for patients’ rights. To resus-
citate without regard for the patient’s explic-

A HOSPITAL-WIDE POLICY THAT
AUTOMATICALLY SUSPENDS ALL
DNR oRDERS IN THE OR DOES NOT

ADDRESS A PATIENT'S RIGHT TO

SELF DETERMINATION.

it wish is a harmful disrespect for the patient’s
autonomy.!?

A hospital-wide policy that automatical-
ly suspends all DNR orders in the OR does not
address a patient’s right to self determination.!3
Surgeons should include patients and surro-
gates in the decision-making process when there
is reconsideration of the DNR order in the OR.
The American Medical Association (AMA) has
established principles of medical ethical stan-
dards that advise physicians to “provide com-
plete medical service with compassion and
respect for human dignity.”??

The American College of Surgeons (ACS)
issued a statement in 1994 stating that sur-
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geons must take the lead role in guiding patients
and the surgical team through this preopera-
tive aspect of care. It is essential for patients to
understand that surgery and anesthesia man-
agement may create the potential for correctable
cardiac arrest.

Patients should also be aware that many
actions associated with resuscitation (eg intuba-
tions, ventilation, medication) are a routine com-
ponent of anesthesia care. The DNR order must
be reevaluated before surgery to allow patients
to reconsider the parameters of their advance
directive and make an informed decision based
on their values.

An AORN position statement from 1995 sup-
ports the ACS recommendation. AORN notes
that “a patient’s rights do not stop at the entrance
to the operating room. Automatically suspend-
ing a DNR order during surgery undermines a
patient’s right to self determination.”?

Conclusion

Ethicists have well-versed suggestions for pol-
icy development in hospitals regarding CPR
that include shared decision making, respect for
patient autonomy and contemplation of propor-
tionate benefits and burdens.” [Table 1]. If the risks
and benefits of surgical procedures and anesthesia
are fully explained to the patient, as they should
be, then there is a moral obligation to respect the
decision for a patient to be DNR in the OR if they
so choose. The role of every health care provid-
er is “First Do No Harm.” According to the Hip-
pocratic Oath, health care providers should help
the sick; not necessarily cure them.®> Helping the
sick may entail allowing death to occur natural-
ly. “Death is the outcome of every life, therefore,
death should not be considered a failure.”
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