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Who's for CPR?

Sir?Your editorial (July 1992, pages 254_7) "Who's for
CPRP' is an important contribution to the pOSSible for-
mulation of DNR (do not reguscitate) policies, and
deals clearly With the merits and §jigadvantages of for-
mal requlations compared te individual clinical jydge-
ment . However, there is an important omission?
namely that the indications for CPR (gnd therefore
the circumstances under which it is fytile) demand as
clear a definition as possible in order to distinguish a
cardiac arrest from an expected death. Without this
definition, every death is a cardiac arrest unless the
(mentally competent) patient has consented to a
'DNR' order.

This may Seem like a Minor concern, but for termi-
nally i1l patients, the DNR conversation can be mis-
leading @nd upgetting. I Canada, where DNR poljcies
are regulated and orders cannot be written without
the patient's consent, there are cyryeptly me distinc-

tions between death and cardiac arrest. TO assess

patients' understanding of resuscitation conversations,
we recorded the results of 33 talks with terminally i1l
patients who knew that they had cancer, were receiving
palliative eare only @nd that death was expected (sever-
al were on yaiting lists £OT palliative care units). Eleven
of the 33 patients answered 'yes' to the question "In
the event of your heart stopping, do you wish us to
attempt to restart it?' []_] KIIOWing the futlllty of CPR
in terminally 1! eancer patients, = 'ves' response puts
the physician in the awkward position of either writing
a 'code' order or trying to persuade the patient that
CPR would be futile and cruel (ip which case why is
the doctor asking about it?),

There is no doubt that the prospect °f cardiacC resus-
citation is a powerful ome, and highly attractive to a
patient facing death. However, studies have shown that
CPR is futile for patients with terminal illness [2]: in
fact the American (pllege ©f Physicians guidelines
specifically exclude patients whose death is expected
within fourteen days from those for whom CPR is indi-
cated [3]. As your editorial guggests, ™ physician is
under an obligation t° provide any therapy that is
futile, and it is therefore important to define precisely
those circumstances in which CPR is known to be

futile.
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British hospitals used to have a useful definition of
cardiac arrest which specifically excluded expected
death. On the noticeboards which illustrated CPR

techniques in the 1970s, the heading read 'Cardiac
arrest is defined as the sudden cessation of cardiac or

respiratory output in semeone who is not eypected to diel
This then raises the crucial question of who is regpon-
sible for deciding whether the death is expected, and
how that is to be decided.

We are tyssling with this issue in Canada and have

proposed t° amend DNR reqylations t© include four
criteria defining an expected death. The criteria are:

“

the patient has = diagnosed condition which is
irreversible and fatal;

? no active treatment against the disease process
itself is being administered or planned, and all
therapy ' palliative;

? the patient's death is expected in the near future
(up to a few weeks) ;

? the patient‘s condition is recognised as one 1in
which CPR is clinically ineffective, inappropriate
and/or could only prolong the dying process.

The physician is obliged to hold a sensitive and care-

ful dialogue with the patient and, with terminally i

patients, is under am gbligation t° explain that the
treatment are iati and that no further
goals palliative

active treatment against the disease is planned. How-
ever, if all of the above criteria are gatisfied, then the
patient's death is an expected one and a DNR order
may be written without the patient's express comsent.
If however, in the course of the conversation, it tran-
spires that the patjent had been expecting CPR, the

physician is under an obligation ®° explain the situa-
tion but still does not require the patient's formal con-

sent. If all four criteria are not met, then the physician
is obllged to ask the consent of the patient before a
DNR order may be written.

Some form of policy structure or of recommended
guidelines in Britain will probably increase patient—
doctor trust, despite initial awkwardness and difficulty
in holding 'treatment objectives' conversations with
the patient, but I would strongly recommend that

some definition of expected death be incorporated

in gpy future guidelines, Without ir, Britain will face
the same difficulties that we are now 3ddressing in
Canada.
ROBERT BUCKMAN
University of Toronto, Canada
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