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Eligibility for CPR: Is
every death a cardiac arrest?

Robert Buckman, MD, PhD
John Senn, MD, FRCPC

Cd ardiopulmonary resus-
citation (CPR) was
originally introduced as

N60wan emergency treat-
ment for cardiac or respiratory
arrest due to "drowning, electri-
cal shock, untoward effect of
drugs, anesthetic accident, heart
block, acute myocardial infarc-
tion or surgery".' However, cur-
rent regulations2 and the avail-
ability of CPR in all acute-care
hospitals mean that if the heart
stops a patient will automatically
receive CPR unless he has reject-
ed this treatment in a prior con-
versation.

While CPR has rescued
many patients in emergency si-
tuations, the distinction between
emergency "cardiac arrest" in pa-
tients expected to live and cessa-
tion of cardiorespiratory function
in patients expected to die3 has
become blurred. Indeed, under
present guidelines no "death"
can occur without CPR being ad-
ministered unless the patient has
consented to a "no-CPR" order
-all patients dying of all diseas-
es, however advanced, prolonged
or irreversible, will receive CPR
unless they have made a request
to the contrary. We believe this
"CPR-by-default" practice is in-
appropriate for some patients and
think it is time for the profession
to discuss the issue and arrive at
a consensus view.

Robert Buckman and John Senn are staff
physicians with the Toronto Bayview Re-
gional Cancer Centre and Sunnybrook
Medical Centre, University of Toronto;
Senn is director of the Clinical Ethics
Centre at Sunnybrook.

In an attempt to stimulate
discussion, we are presenting the
outcome of a small series of
"CPR" conversations with pa-
tients known to be dying of can-
cer, and some of the ethical con-
siderations involved. The conver-
sations were held in an oncology
unit and in each case the patient
was aware of both the diagnosis
and prognosis and knew that no
further effective treatment was
possible. Discussion had already
been held with all the patients
concerning their eventual death
and whether they wished to be
admitted to a palliative care
unit.

Thirty-six conversations
were held. Eleven (30%) ended
with the patient specifically re-
questing CPR in the event of
cardiac arrest, and this was re-
corded in the medical orders. In
the remaining 25 (70%) the pa-
tient requested "no CPR" and
this was appropriately recorded
and updated weekly. The de-
tailed case history that follows
involves a patient who requested
CPR.

T-he patient was a 27-year-
old man with advanced meta-
static alveolar rhabdomyo-
sarcoma. The primary tumour
had been excised 4 years
previously and he had been treat-
ed with adjuvant chemotherapy.
There had been local recurrence,
which was treated with radio-
therapy. He subsequently devel-
oped pulmonary metastases,
which had been treated with two
different multiple-drug regimens.
There had been a response to the
first regimen, but during the sec-

ond the disease had progressed.
He was married with a

young child, and both his wife
and daughter were aware of the
disease and prognosis. He was
admitted in marked respiratory
distress. On supplementary oxy-
gen, he was coherent and com-
fortable but dyspneic at the end
of long spoken sentences. When
the discussion turned to CPR he
clearly understood the nature of
his disease and its progress, but
requested that CPR be used. He
indicated clearly that this was his
decision; he was aware that his
wife was against its use.

Such requests place physi-
cians in potentially difficult situa-
tions. Reported series of CPR
treatments suggest that the short-
term success - restoration of
cardiac output - is of the order
of 30%, with 10% of patients
surviving long enough to leave
hospital.' Overall these figures
are relatively encouraging, but it
has been found that the success
rate in patients with metastatic
cancer and other advanced states
of disease is much lower, and in
many series, 0.4-9 However,
under current regulations, the
doctor is legally obliged to ensure
that CPR is administered when
the patient dies, unless the pa-
tient has stated otherwise.

Discussing the dismal chance
of success of CPR with such a
patient, or describing the indigni-
ties of any possible resuscitation
in an intensive care unit in an
attempt to dissuade him, is both
inhumane and unconscionable.
Therefore, the physician is
obliged to initiate treatment at
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If no benefit is to be expected from a specific therapy, such as
CPR, in a specific group of patients, then the treatment should not

be provided or offered.

the request of the patient, wheth-
er or not it is medically indicated,
and the physician's order will
often generate resentment from
family and staff, including the
CPR team.

Informed consent for treat-
ment is a cornerstone of medical
practice, bioethical decision-mak-
ing and medicolegal jurispru-
dence. The appropriate use of
informed consent requires the ap-
plication of both beneficence and
autonomy. The physician is
obliged to select the best therapy
and to explain the alternatives
and make recommendations to
the patient - this is medical
beneficence. The patient will
then consider what he has been
told and decide to accept or reject
the proposed therapy - this is
patient autonomy. The physician
is not required to provide therapy
contraindicated on medical
grounds'0 and the patient is not
bound to accept the medical
opinion offered.

If no benefit is to be expect-
ed from a specific therapy, such
as CPR, in a specific group of
patients, such as those with ter-
minal, irreversible illness, then
the treatment should not be pro-
vided or offered. In the circum-
stance of terminal metastatic can-
cer, the false hope of benefit from
available ineffective therapy is in
itself harmful to the patient. The
combination of no benefit and
likely harm contraindicates the
offer or act of therapy on ethical
grounds."

No physician would willing-
ly deny useful treatment to a
patient, but at the same time it
may be possible to define a group
of patients for whom a particular

treatment is of no avail. It will
require considerable thought and
many safeguards, but it may be
possible to identify a group of
patients for whom CPR should
not be considered medically indi-
cated and should not be offered.
For any patients not meeting
these criteria, conversations
about CPR should be held in the
normal manner.

A provisional list of such
criteria might include the follow-
ing (all of which would have to
be met in order to define a pa-
tient as "dying"):

* the patient suffers from a
diagnosed pathologic condition
known to be irreversible and fa-
tal;

* the intention of treatment
is palliative and no curative inter-
vention is being carried out or
planned;

* the patient is expected to
die within a short time;

* the preceding criteria
have been confirmed by an in-
dependent physician not directly
involved in the patient's care.

We would like to see wide
discussion of this subject in an
attempt to define a consensus
view. It may be that, as a profes-
sion, we are so concerned that a
patient should not be denied the
chance of a slight benefit, even if
that chance is infinitesimally
small, that we have our CPR
teams rush to any dying patient
who has requested resuscitation.
On the other hand, we may be
prepared to attempt a definition
of patients who are "dying", as
opposed to "suffering cardiac ar-
rest".

Either choice is possible, and
both are feasible and workable,

but we feel doctors must rez ch a
clear and conscious decision on
this point instead of accepting the
current uncomfortable situation,
which has arisen by default. We
welcome all comments.
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