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INTRODUCTION

Dr. Berkowitz:

Good day everyone. This is Ken Berkowitz. I am the Chief of the Ethics Consultation Service at the National Center for Ethics in Health Care and a physician at the VA NY Harbor Healthcare System. I am very pleased to welcome you all to today's National Ethics Teleconference. By sponsoring this series of calls, the Center provides an opportunity for regular education and open discussion of ethical concerns relevant to VHA. Each call features an educational presentation on an interesting ethics topic followed by an open, moderated discussion of that topic. After the discussion, we reserve the last few minutes of each call for our 'from the field section'. This will be your opportunity to speak up and let us know what is on your mind regarding ethics related topics other than the focus of today's call. 

PRESENTATION

Dr. Berkowitz:

Today’s presentation will focus on the management of DNR orders when the cause of cardiopulmonary arrest is an adverse event.  Our discussion will:

· Define adverse events;

· Review VHA policies that relate to the general management of DNR orders;

· Analyze ethical concerns that arise when adverse events, rather than the expected progression of a known condition, cause arrest in patients with DNR; and 

· Develop an ethical framework and practical strategies to consider in such situations
Joining me on today’s call is Susan Owen.
Dr. Owen is a Medical Ethicist and works on our consultation service at the Ethics Center. 

Dr. Berkowitz:  

Susan, could you provide some background for today’s call?  To begin, what do we mean by “adverse event”?

Dr. Owen: 

Sure, Ken.  VHA Directive 2005-049, “Disclosure of Adverse Events to Patients” defines an adverse event as “any untoward incident, therapeutic misadventure, iatrogenic injury, or other undesirable occurrence directly associated with care or service provided within the jurisdiction of a medical center, outpatient clinical, or other facility.  Adverse events may result from acts of commission or omission (e.g., administration of the wrong medication, failure to make a timely diagnosis or institute the appropriate therapeutic intervention, adverse reactions or negative outcomes of treatment).”

Dr. Berkowitz:  

The term “adverse event” sometimes seems to be used in connection with such other terms as “iatrogenic complication,” “medical error,” “sentinel event,” “intentionally unsafe act,” and “unanticipated outcome.” Could you distinguish among these terms?  

Dr. Owen: 

We use the term “adverse event” broadly to refer to any undesirable process and outcome associated with the provision of care.  In keeping with the March 2003 report by the National Ethics Committee, “Disclosing Adverse Events to Patients,” we distinguish this broad category of undesirable process and outcomes associated with provision of care with more narrow categories such as medical errors, sentinel events, etc.  

An adverse event is unlike a medical error, in that it may not have been caused by a mistake; it is unlike a sentinel event, in that it may not always be so serious that it needs to be reported; it is unlike an unanticipated outcome in that it may refer to the process of causation as well as the result; and it is unlike an intentionally unsafe act in that issues of legal liability need not necessarily arise. 

Dr. Berkowitz:  

Thanks, Susan, as further background, could you provide examples of when such events have been thought to cause cardiac arrest in patients with DNR orders? 

Dr. Owen:  

Sure, Ken.  Several local facilities have asked the Ethics Consultation Service to review cases where the cause of arrest is an adverse event, rather than the expected progression of a patient’s known pathology:  Consider the following scenarios: 

An 85 year old inpatient on a long term care unit with CHF and a DNR order became submerged in the bathtub and drowned while the attendant answered another call button; CPR was attempted and was unsuccessful. 

A 68-year old hospice patient with COPD and a DNR order attempted suicide, 911 was called and the patient was resuscitated and transported to the hospital, where he died two days later.   

A 75-year old patient with end stage renal disease (ESRD) and a DNR order arrested during dialysis because of massive blood loss when his line became disconnected; CPR was not attempted.

Dr. Berkowitz: 

Susan, I think we all know that VHA policy and principles of bioethics authorize the patient or surrogate to refuse treatment, including life-sustaining treatments such as CPR.  If a patient or authorized surrogate requests that a DNR order be written, the physician has the responsibility to document such a request in the patient’s chart and to respect this request if and when the patient suffers a cardiopulmonary arrest.  Why focus now on DNR orders and adverse events, when policy and ethics require that DNR orders be honored?

Dr. Owen:  

Despite the clear consensus to respect DNR orders, where adverse events are concerned, there is uncertainty and controversy in the field about how to manage such orders.  The scenarios described above suggest that clinicians are uncertain about whether they are obligated by law, policy, and ethics, to honor all DNR orders, regardless of cause of arrest.  In each case, an ethics consultation was requested after the fact to retrospectively review the decisions and try to relieve residual moral uncertainty.  The ethics question that requesters asked in each case was:  Do DNR orders apply in such situations, and if so, why?

Dr. Berkowitz:

Beyond these consultations, are there additional reasons to believe that there is uncertainty about how to manage DNR orders when the cause of arrest is an adverse event?  

Dr. Owen: 

Yes, Ken.  The bioethics literature suggests that some physicians are uncertain about whether cause of arrest alters the obligation to honor DNR orders. In certain non-VA clinical settings, DNR orders have been, or continue to be, automatically suspended, sometimes without discussing this practice with patients.  Consider the OR for example. Automatic suspension of DNR orders during the peri-operative period used to be common. However, over the last 15 years a consensus has developed that automatic suspension of DNR orders is not ethically justifiable and VA Policy prohibits automatic suspension of DNR orders during the peri-operative period. Rather, our policies require a pre-procedure discussion between the provider and the patient to determine the appropriate plan.  The literature suggests that a similar consensus seems to be emerging in dialysis units. However, widespread variations in practice continue to be reported.   For example, in a January/February 2004 article in the Nephrology Nursing Journal entitled “Dialysis:  ‘Honoring DNR Orders in the Dialysis Unit:  Implementing a Policy,” Debra Castner describes inconsistencies in nephrology practice when she writes: 

“Hospital units generally have a DNR protocol in place.  Many private units do not recognize DNR or no CPR requests.  It is ironic that nurses and social workers take the time to ask patients their preference regarding CPR, and then have them sign a form that states that [sic] patients understand that the DNR will not be honored!” 
To reiterate, as is the case in the OR, automatic suspension of DNR orders during dialysis would not be consistent with VA policy.   

Dr. Berkowitz:  

Now an additional reason for tension in the management of DNR orders and adverse events concerns the viewpoints of physicians. Studies suggest that physicians view their ethical responsibility to respect DNR orders differently, depending on the cause of the arrest. 
Dr. Owen:  

That’s right Ken. According to an influential study by Casarett, Stocking, and Siegler, “Would physicians Overide a Do-Not-Resuscitate Order When a Cardiac Arrest is Iatrogenic,” (J Gen Intern Med: 1999), while only eight percent of physicians would be willing to override a DNR order when the arrest was caused by the patient’s underlying disease, 29% would be willing to override such an order if the arrest was caused by an unexpected complication of treatment, and 69% said they would override such an order if the arrest was caused by physician error.

Dr. Berkowitz: 

What does the literature suggest about patients attitudes – that is, what do patients know about what DNR orders mean and when they go in effect?  

Dr. Owen: 

The bioethics literature suggests that many patients assume that a DNR order goes into effect only when the cause of arrest is the expected progression of an underlying illness. 

Much of the literature suggests that patients may be unclear about what DNR orders entail and when they would be implemented.  For example:

· James. E. Roher, et al, conducted a questionnaire study of community cancer center patients to determine subjects’ preferences and understanding of the meaning of DNR.  According to the results of this study, published in an article entitled “Risk of Mistaken DNR orders,” in Support Care Cancer 2006, only 34% of those who responded correctly understood when such orders would be administered, while 66% did not realize that “a DNR decision would result in not being resuscitated even if the cause of the sudden death was potentially reversible.”   (2006) 14:  871-873
· In addition, in a 2004 study “Effects of Religiosity on Patients’ Perceptions of Do-Not-Resuscitate Status,” reported in Psychosomatics, Sullivan, et al describe a significant gap between what patients believed they knew about DNR decisions and what they did in fact know.  Of the 48 inpatients who participated in a survey about their understanding of and beliefs about DNR decisions, although 75% indicated that they believed they could define this term, only 32%  of patients  “demonstrated an accurate understanding of DNR, mentioning either cardiac resuscitation or intubation in the event of cardiac or pulmonary arrest.”    

Dr. Berkowitz:                                                                                              

This background to today’s discussion suggests uncertainty and confusion about whether the obligation to respect DNR orders applies in situations when an adverse event, rather than the expected progression of an underling pathology, causes the patient to arrest.   

In order to address this confusion, let’s begin by taking a closer look at VHA DNR policy.  Susan, could you review the relevant points in VHA Handbook 1004.3, “Do Not Resuscitate (DNR) Protocols Within the Department of Veterans Affairs (VA)”?
Dr. Owen: 

Sure, Ken.  Handbook 1004.3 defines a DNR order as a physician’s order not to attempt cardiopulmonary resuscitation (CPR) in a patient who has suffered cardiopulmonary arrest.  

Dr. Berkowitz:

So policy around the DNR order is simple: if a patient with a DNR order arrests, no resuscitation should be done. Nothing in the DNR policy speaks to interpretation of the DNR order in the context of the circumstances at the time of the arrest.  Confounding this is that many people confuse DNR orders with advance directives.  Susan, what are the differences between these two aspects of the overall advance care planning process?

Dr. Owen: 

According to a July, 2005 FAQ on DNR orders that is available on the Ethics Center web site, there are several such differences:

· First, a DNR order is a medical order written by physicians. An advance directive is a document authored by a patient.

· Second, a DNR order applies immediately. An advance directive applies only after the criteria specified in the advance directive, such as loss of decision-making capacity, are met.

· Third, a DNR order is a clear, unequivocal instruction to practitioners not to initiate CPR. An advance directive requires interpretation; and 

· Fourth, DNR orders refer only to withholding resuscitative efforts during a cardiopulmonary arrest. Advance directives may be used to express goals of care and preferences regarding any life-sustaining treatment, either to request that to be provided (if medically indicated) or to request that treatment be withheld.

Dr. Berkowitz: 

Therefore, although advance care planning, advance directives, and the patient’s request that a DNR order be written all depend on the patient’s goals, the DNR order applies to a specific set of clinical circumstances – that is an actual cardiopulmonary arrest - and the order is written and managed by the attending physician.

In addition to confusions between DNR orders on the one hand, and advance care planning and advance directives on the other, we also hear confusion about DNR orders and treatment near the end of life.  Susan, what does VHA policy say about DNR orders and other forms of life-sustaining treatment or palliative care?   

Dr. Owen:

We cannot emphasize enough the importance of not equating DNR with do not treat.  According to VHA Handbook 1004.3, “Do Not Resuscitate (DNR) Protocols Within the Department of Veterans Affairs (VA).” 
· It will continue to be VA policy that where indicated, appropriate medical treatment and care will never be withheld or withdrawn from a patient simply because a DNR order has been entered.” (3)  

· DNR orders are compatible with maximal therapeutic efforts short of resuscitation.  The VA patient for whom a DNR order has been entered is entitled to receive vigorous support in all other therapeutic modalities.  (4b8) 

So in all patients who are DNR, treatment of deterioration short of an arrest – for example a severe allergic reaction – should NOT be altered by the presence of a DNR order.

Dr. Berkowitz:

Thank you, Susan, for reviewing the relevant points about VHA DNR policy.  To summarize, a DNR order is a medical order written by the physician; it applies immediately and is a clear, unequivocal instruction to practitioners not to initiate CPR. DNR refers only to withholding resuscitative efforts during a cardiopulmonary arrest. Even if a DNR order is present, all other care that is medically indicated and in keeping with the patient’s goals should be provided.  A DNR order is not the same as advance care planning and or an advance directive. 
Susan we haven’t mentioned anything about the management of DNR orders when an adverse event in the cause of a patient’s arrest. Are there other features of VA DNR Policy that influence today’s discussion?

Dr. Owen:

Yes, Ken.  Several aspects of our DNR policy provide procedural safeguards to assure clear communication between providers and patients about DNR orders. 

First, we must honor a patient’s wish for DNR status, and our providers cannot write DNR orders without the approval of the patient or their authorized surrogate. 

In the words of the Handbook 1004.3: 

· 4.b.(2)(a):”If a competent patient requests that a DNR order not be written or instructs that resuscitative measures should be instituted, no DNR order shall be written” 4.b.(2)(b): “Should the patient’s representative object to entry of a DNR order, no such order will be written.”  

· This concurrence requirement provides an additional safeguard in VHA that may not be present in all health care systems, in that the physician cannot act unilaterally and must be sure that he or she understands and respects the patient’s wishes – whether it be to have a DNR order written, or to receive CPR. 

Additionally, prior to entry of a DNR order, VHA policy requires “discussions with the senior attending or staff physician in charge of the patient’s care, and, if indicated, with mental health, social work, and/or nursing service staffs.”  This discussion requirement safeguards the consent process by ensuring that the patient understands the risks and benefits of having a DNR order in place. 

Finally, as mentioned earlier, VHA policy does not allow automatic suspension of DNR orders for the operating room and procedures but rather requires prior review and reconsideration of existing DNR orders.  

Dr. Berkowitz:  

Susan, are there additional VHA policies that relate to today’s topic? 
Dr. Owen: 

In preparation for today’s call, I reviewed the VHA National Patient Safety Improvement Handbook, 1050.1, and VHA Directive 2005-049:  Disclosure of Adverse Events to Patients.  Although these policies focus on adverse events in general, neither says anything specific about DNR orders and adverse events.  

Dr. Berkowitz:

What ethical principles that inform today’s discussion? 

Dr. Owen:

The bioethics principles of respect for autonomy, beneficence and nonmaleficence inform the discussion of DNR orders. 

The principle of autonomy supports the patient’s right to refuse all treatments, including life-sustaining treatments; in order to exercise this right, the patient must be fully informed of the risks and benefits of treatments and alternative treatments, even if the patient chooses as an alternative no treatment at all.  

In order to respect the patient’s autonomy, the clinician is responsible for ensuring that sufficient information is disclosed and comprehended.  Here the emphasis is on ensuring that the patient shares decision-making with the physician, and that the physician is fully aware of the patient’s treatment goals and preferences.

These two principles focus on what benefits and what harms the patient, and on decisions to balance benefits and burdens in a given treatment decision. Whether or not CPR benefits the patient – or causes burden – obviously varies with the patient’s condition and the circumstances that surround arrest.  As part of the DNR discussion and informed consent process, the physician must make sure that the patient understands the risks and benefits, for him or her, of having CPR.  The physician must also make sure that the patient understands the consequences of having a DNR order:  i.e., if the patient arrests, CPR will not be performed, regardless of the cause of arrest.    

Dr. Berkowitz:

With all of this background in mind, let’s return to the specific topic for today’s call: Should DNR orders be managed differently when the cause of an arrest is an adverse event?  

Respect for autonomy, beneficence, and nonmaleficence should guide the management of DNR orders across the board, not merely when the cause of arrest is the expected progression of an underlying illness. If a DNR order is written, it should represent the end product of a shared decision-making process between the patient and the provider. Thus, only in extremely rare circumstances – such as those where there is evidence that the DNR order was entered over the patient’s objection, or was based on factual errors - should a DNR order be overridden, regardless of the cause of the arrest.  Despite this logical clarity, some still suggest instead that DNR orders should be managed differently when an arrest is caused by an adverse event.  

Dr. Owen:  

That’s right Ken. Those who believe that DNR orders should be managed differently when an adverse event causes arrest offer several reasons.   

The first reason is based on patient autonomy. Some physicians may fear that patients do not know enough about DNR orders to provide genuinely informed consent. They fear that some patients may not know that DNR orders apply universally regardless of cause or that outcomes of arrest may vary with cause. These fears may cause physicians to question whether the DNR order reflects actual patient preferences when an adverse event causes arrest. In response to three hypothetical scenarios, 68% of physicians cited in the Casarett, Stocking and Siegler study noted “uncertainty about what the patient would have wanted” is one of several important factors to consider in deciding whether or not to override a patient’s DNR order. 

The second reason is based on patient welfare. An arrest caused by an adverse event might be easily reversed with fewer negative outcomes. Decisions to override a patient’s DNR order may, in such circumstances, do significantly more good than harm.
The third reason is based on physicians’ professional responsibility for managing unanticipated outcomes and medical mistakes.

The fourth reason is based on the needs of persons other than the patient. In dialysis units, other patients may be disturbed by decisions to withhold CPR. And physicians may fear legal liability or experience guilt feelings if the cause of arrest is an adverse event. It is significant that 42% of the physicians studied by Casarett et. al. cited “concern for possible malpractice litigation” as a factor to be considered when deciding whether or not to override a DNR order in a hypothetical situation. 
Dr. Berkowitz:

To summarize those arguments, those who argue that it may be ethically permissible to override DNR orders when the cause of arrest is an adverse event offer several reasons for such a view. They assert that: 

· DNR orders may not accurately reflect the patient’s views given the unusual clinical circumstances, 

· The patient may be more likely to benefit from CPR when the cause of arrest is other than the expected progression of an underlying illness,
· The physician is responsible for promoting the patient’s welfare in the face of unanticipated outcomes

· To fail to resuscitate in certain circumstances may harm others such as other patients or providers.  
Susan, what can we say to address the concerns noted above?
Dr. Owen:

Good communication and clear goal setting during the DNR discussion would:
Ensure that the patient knows that DNR orders preclude resuscitation whenever cardiopulmonary arrest occurs, regardless of the cause of arrest. Such discussions would also provide the patient the opportunity to discuss whether his or her goals would be better served by including conditional instructions in an advance directive rather than having a DNR order written and ensure that the patient’s consent to a DNR order is fully informed so that the patient’s autonomy is clearly the ethical foundation for decision-making at the time of arrest.
Some may ask what they should do now if they are not sure that such a full discussion has taken place in their current patients with DNR orders?

First, physicians should review existing DNR orders and, where appropriate, make sure that such discussions do take place as soon as possible.

Second, at the time of arrest, regardless of cause, the physician should honor the patient’s DNR order unless there is clear evidence to suggest that the DNR order is not valid.
Third, it is not practical or ethically justifiable to call into question the legitimacy of the DNR order every time an adverse event causes an arrest.  Such a practice would do more harm than good, not only to the consistent practice of honoring patient preferences, but also to individual patients, some of whom might be subjected to unwanted resuscitative efforts if the DNR order was not followed.
As Casarett and Ross write in Overriding a Patient’s Refusal of Treatment after an Iatrogenic Complication, an article that was published in the New England Journal of Medicine in 1997, “physicians are taught to accept responsibility for all results whether intended or not and to seek to correct errors to promote a patient’s well being. Although accepting responsibility for an unpredictable outcome is one of the most laudable tenets of medical philosophy obligation to reverse complications does not necessarily follow. In seeking to undo complications physicians may need to perform additional procedures and provide additional therapies, each of which has its own benefits and risks.  Finally, the interests and preferences of persons other than the patient do not in any way justify overriding a DNR order, and providers need to be educated that the concerns of other patients or themselves are not ethically valid reasons to manage DNR orders differently when adverse events cause arrest. 

Dr. Berkowitz:
So to conclude Susan, VHA policies, ethics principles and the bioethics literature supports a decision to respect DNR orders in all but the most extreme circumstances. I would say that only in exceptional cases when there is clear evidence that the DNR order was entered in error or clear evidence that the DNR order does not representation the patient’s wishes in the current circumstances, may the clinician consider overriding a DNR order. In all cases, I feel that decisions to override DNR orders should be based on the patient’s interest alone and not other considerations such as the distress of other patients or the provider’s fear of legal liability or guilt at being associated with the patient’s death. As you pointed out, an increased emphasis should be placed on informing the patient during the advance care planning process, in general, and during the DNR discussions in particular about the possibility of different causes of cardiac arrest and the risks and benefits of having a DNR order in place. And as you also mentioned, for operating rooms, procedure suites, dialysis units and other clinical settings where cardiac arrest from adverse events may be anticipated, policies of required reconsideration of such DNR orders including patient or surrogate and clinicians discussions than uniform policies of suspending DNR orders must be in place. Well, I’d like to thank Susan for discussing the topic of ethical considerations in adverse events and the management of DNR orders with me today.  And now that we’ve had an opportunity to discuss the interesting and complex topic, does anyone in the audience have any response to the things we’ve said or questions or feelings?
Dr. Tom Marinelli, Bay Pines, FL:

In the VA system we have a rather limited advance directive. Is it beneficial to have an advance directive that has several different specific categories?

Dr. Berkowitz:

Well I think that that’s really a point to some of the things that I was trying to get at, when we tried to differentiate between an advance directive and a DNR order. And again if a DNR order says, if I arrest don’t resuscitate me, an advance directive where you can indicate conditional feelings or circumstances under which certain actions should take place, I think that it’s really a good place where you can say, look if you, as expected, due to the progression of my disease, I arrest, don’t do it or if you do it, stop if it’s not easily reversible - sort of the concept of a time limited trial of therapy. I think exactly that type of thing would be great to put in an advance directive. Is that what you had in mind Tom?

Dr. Tom Marinelli, Bay Pines, FL:

It is but it is my understanding that we are limited on a national level by the advance directive that we use. 

Dr. Berkowitz:

Well the VA form does provide a place for you to be able to not only designate your health care proxy and your specific wishes regarding certain circumstances but has an open ended place where you can put specific treatment preferences in any way that you want. So that would be a place to put it. Another initiative that I think is worth mentioning is a project called Your Life, Your Choices, which is a sort of a workbook whereby veterans and their families can work together through different scenarios indicating their preferences that would really provide more of a guide of values and what’s important to patients since it’s impossible to foresee all circumstances in a particular written advance directive document. The third thing that we are considering doing is changing the advance directive form itself and we’ve been discussing the possibility of developing a more comprehensive set of VA orders for life sustaining treatments as many other states have, like a POLST form or physician orders for life sustaining treatment. And those are the orders that would be provided more of a general picture rather than just a DNR order. I’m not sure if that adds a little bit more information to what you are looking for Tom.
Dr. Tom Marinelli, Bay Pines, FL:

Yes, the POLST form was what I had specifically in mind. 

Dr. Berkowitz:  

And for those who don’t know, POLST orders are in place in several states around the country and they are physician order set for life sustaining treatment that are intended to travel with the patient across the entire continuum of care - from home to clinic to the acute care or long term care setting. They are general orders that provide guidance in more areas than what to do if I need to be resuscitated. They might cover things like intubation, mechanical ventilation, dialysis, comfort measures, antibiotics in certain situations, feeding, fluids, so a much broader order set for end of life treatment decisions than just DNR orders. 
Have you had experience, Tom, outside the VA with POLST orders?

Dr. Tom Marinelli, Bay Pines, FL:

Yes I did. Prior to returning to Florida, I practiced in Washington state. 

Dr. Berkowitz:  

And tell us a little bit about that. 

Dr. Tom Marinelli, Bay Pines, FL:
Well as you say, the POLST orders are very comprehensive and require a good physician and patient discussion about the entire issue and the spectrum of different levels of care for different scenarios. And it is one comprehensive short form that the physician and patient fills out.
Dr. Berkowitz:  

And as I said, the Ethics Center has been looking into for over a year, the possibility of instituting that in VA. It’s a challenge with CPRS. It’s a challenge with different areas across the continuum. It’s a challenge with having people in one care setting respect orders that were written by providers who don’t have clinical privileges in other setting. And it’s a challenge when people receive a new patient from another setting and they get these orders. Similar to a DNR order, people start to think, should I really honor this? Did the patient have capacity at that time? What did they really mean by this? So I think that the POLST orders are conceptually great and that many people have found them to be very helpful and practical. Implementing them in our system has proved to be more challenging than we actually, at first, anticipated I think. 

Dr. Tom Marinelli, Bay Pines, FL:
I understand. Thank you.

Dr. Berkowitz:  

Anyone else have any questions about the things we’ve talked about – what to do with a DNR order in the setting of an adverse event?

Dr. Alice Beal, Brooklyn VAMC:

The real problem is that you can’t write the DNR order with too many specifics. You can’t say if we caused the problem we can resuscitate. If you think it’s going to work, resuscitate and if we don’t, don’t. So all that can go in an advance directive and the better you know the goals of care of the patient, the better off you are. But the order you write has to be DNR or not.
Dr. Berkowitz:  

And my take on it is, I agree with that. That at the time of an arrest is not the time, on a systems level, sort of allow practitioners to start to question that. I think that again knowing the literature suggests that many practitioners will override orders like that for a variety of reason if given the authority to almost swings the pendulum back to that paternalistic environment where the physicians would be able to invoke beneficence or nonmaleficence and say well let’s just do it. I think we’ve made too much progress in respecting patients’ wishes to go back to that type of a situation. I do agree with what you say, Alice, though that it’s a good place – in an advance directive – for people to put down the option of a time limited trial of therapy. If someone says well in some circumstances I would want resuscitation and in some circumstances I wouldn’t, well to really tease that out and I think that usually is because of the outcome that they envision. So I think that if offered it to patients, they might say well you know what, if I arrest, try the resuscitation but if after 8, 24 or 48 hours you can tell that things aren’t going well, then you can stop. I think that is an ethically justifiable plan that would still allow for sort of the easy resuscitations if they happen to happen and prevent harm from trying them. 
Dr. Sathya Maheswaran, New York VAMC:

My question is, all this you will not be able to capture on a DNR order but I don’t think it’s wrong to stop at CPR in an adverse event and then, like you say, if we have the goals of treatment in an advance directive, we can always go look and see what is it that the patient really wanted and then we can stop it. Or should we not resuscitate the patient the all?
Dr. Berkowitz:  

Well I think that that’s the fundamental question so before I give my opinion, I’ll ask if anyone else on the line wants to respond to Dr. Maheswaran’s question. It’s sort of saying, well if it is an adverse event and you think you can fix it, what’s the harm with trying?

Dr. Sathya Maheswaran, New York VAMC:

Looking at the three cases, in the first case, to me if the patient wanted DNR and didn’t DNR, I wouldn’t resuscitate any of these patients.

Dr. Berkowitz:  

And again the patient was the accidental submergence during a bath while an inpatient.  The next one was the suicide attempt in the hospice and the next one was the dialysis patient who became disconnected from their lines and had massive blood loss and arrested. So you’re saying you would not try to resuscitate any of those?

Dr. Sathya Maheswaran, New York VAMC:

Resuscitate meaning that we can take the patient and make sure for example in a submerge patient, to make sure they are able to get out all the fluid and stuff like without CPR. But I would do everything else to see if we could revive the patient but I don’t think I would do CPR on the patient.

Caller, Wilkes-Barre VAMC:

We’re talking about a DNR situation but I think we might be getting some of the advance directive information included in with that. We’re trying to separate the two – the DNR from the advance directive. We’re trying to say or think that a DNR is just that, a DNR. It’s not a DNR with this, that or some other decision combined with it, where an advance directive is. I seem to be hearing that we are getting the two confused on occasion.
Dr. Berkowitz:  
Correct. And my opinion and I think the tone of the discussion that I had with Susan is that it’s really the only practical system to put in place. Is that if a patient has a DNR order and they arrest then you don’t do resuscitation. That’s an absolute order that I think, practically speaking, should be followed then. If during the discussion with patients, if they don’t accept that, that’s when they can put down their conditional wishes in an advance directive that should be referred to at the time of a patient’s deterioration. Does that clarify it? 

Caller, Wilkes-Barre VAMC:
Yes thank you.

Dr. Sathya Maheswaran, New York VAMC:

Ken in that case then the patient should not have a DNR order. 

Dr. Berkowitz:  

If the patient doesn’t accept no resuscitation in all circumstances, then I don’t think they should have a DNR order. 

Caller, Wilkes-Barre VAMC:

I guess the concern that I have is when Dr. Owen mentioned that 32% of patients nationally know what a DNR is. So we have a 68% that don’t understand it. I think the education piece is really the key. 

Dr. Berkowitz:  

Right and I think that in developing this call that was one of the points that was bothering Susan the most. If we know that patients don’t really understand it, then why are we going to hold fast to it? And I think that the onus is on us to improve that communication, to go back, to have better discussions, to revisit it with patients of DNR orders now and to make sure we know what patients mean. I was once involved with a case many years ago where a patient was DNR and was resuscitated and the family was very upset. And when we went to see the patient, in fact the team in the ICU was removing the patient from the ventilator – this was the next morning. It turned out that the patient had choked on food and was found arrested and was very easy to resuscitate. And when we went to the bedside with the patient’s family who was very upset and we went to the patient to clear it up and I said we need to get this straightened out now about your DNR orders because last night you were resuscitated. I’ll never forget it. The patient looked at me and said oh that was resuscitation, you could do that. And I said, and you were put on a ventilator, that machine there. And he said, oh you can do that too. I said well you’ve been DNR several times and your family is very upset that you were resuscitated in face of that order. What do you mean when you said don’t resuscitate? And he said I don’t want to live like a vegetable. And again that is very different than saying DNR. And it was a communication breakdown at that point.
Dr. Alice Beal, Brooklyn VAMC:

Very often patients say if it’s going to work, try it. If it’s not going to work, don’t try it. And they end up not being DNR but I have them do living wills. 

Dr. Owen:

And what it also means is that part of the education process has to explicitly focus on what if an error causes it or what if an iatrogenic complication causes it. I think there is some “dis-ease” about being really blunt about that. You could say it applies regardless of the cost but actually to say that these other possibilities could remotely occur, if we’re going to have the ethical foundation of a universal application of DNR orders be in place, people do have to know enough and we have to backtrack like Ken says and tell them enough explicitly or else we’re on shaky ethical ground. 
Dr. Berkowitz:  

And I think to be honest with you, that many patients who have DNR orders recognize that they are in the later stages of life and they’ve made a decision to opt out of resuscitation for a variety of reasons. I won’t speculate. But I do think that many of them would say, look I’m at the end of my life and I don’t want it. And if it’s because of an error or if it’s because a bad reaction or something that isn’t related to my lung cancer or whatever else I have, so be it. I understand that that’s what DNR means. Other people might opt for the time limited trial. I think it really should be part of the shared decision making process. 
Linda Williams:

I have a question about this because it seems to me from the physician’s viewpoint, it is very hard if you are treating a physician and you know them well and you know the intent of their DNR and you give them a drug and they have say an anaphylactic reaction, then the outcome of that is so severe that they end up arresting or something and you know that it is directly because of something that you have administered at that time. And this is just one of those outlying cases where this was not something that was anticipated and the patient has not ever considered this. In that situation, the physician is supposed to stand by and watch the patient have this adverse reaction die in front of them.

Dr. Berkowitz:  

Well I think that again, the patient must be treated. The anaphylactic reaction must be treated and you should do everything you can if you think it’s consistent with the patient’s goals to try to reverse that short of when the patient arrests. When the patient arrests though and they have a DNR order, I think you need to separate out whether your instinct is to do that resuscitation because you are temporarily associated with it, that you’re fearing guilt or liability concerns or that you don’t want to be involved in that kind of a way or if you really think that given the place the patient was when the asked for or authorized a DNR order, and given the anaphylactic reaction that despite treatment now proceeded to an arrest, is it really something that they would say now to do again and how can you be sure. And unless you’re clear about that based on what they would say, then I do think that you need to take your own feelings out of it and respect the DNR order. 

Caller, Wilkes-Barre VAMC:

I think this goes back again to the concept of DNR does not mean do not treat. And that if you are going to do these other procedures to treat somebody, then that’s fine but it has nothing to do with the DNR which is the do not resuscitate. 
Dr. Berkowitz:  

Right and I think that is what we said but I get the sense that Linda is not satisfied with that. 

Linda Williams:

I think that the ethical principle that keeps coming to my mind is nonmaleficence, do no harm. We’re taught that the first rule of medicine is to do no harm and if you have harmed someone then you have a burden on you to try to reverse that harm. And I think that is the ethical sense of real burden at not being able to try to reverse harm when that is the first rule of ethical principles that we’re taught. 

Dr. Berkowitz:  

I think though Linda that somewhere in this has to be intent. And your intent of doing whatever you did that caused the harm was to do good. And I know I’m running out of time but I’ll read again what Casarett and Ross in the New England Journal of Medicine that Susan read. It says that “physicians are taught to accept responsibility for all results whether intended or not and to seek to correct errors to promote the patients well being. Although accepting responsibility for an unpredictable outcome is certainly laudable, the obligation to reverse the complication does not necessarily follow. So I think that yes, we accept that there are times that unintentionally result in harm. But again, unless I know for a fact that the patient would want to have the resuscitate tried against their stated wishes in those circumstances, I think there is just a good a chance that I’m going to be doing them some sort of harm as I am going to be doing them some sort of good. You know it is certainly an uncomfortable circumstance that I hope no of us ever gets into.
Linda Williams:

Thank you for that clarification. 

Dr. Berkowitz:  

And again I know this is uncomfortable and I know we didn’t get to conclude this discussion and unfortunately we are out of time for the discussion. I guess we have another one or two minutes where we can continue this discussion or go to any other comments in the field. 

Sue Underhill, Canandaigua VAMC:

You were mentioning the brochure, Your Life, Your Choices. Who is actually putting that out?

Dr. Berkowitz:

It will come out in conjunction from the Ethics Center with My HealtheVet. 
CONCLUSION

Dr. Berkowitz:

Well, as usual, we did not expect to conclude this discussion in the time allotted, and unfortunately we are out of time for today's discussion. We will post on our Web site a very detailed summary of each National Ethics Teleconference. So please visit our Web site to review today's discussion. We will be sending a follow up email for this call that will include the call summary and the CME credits.

We would like to thank everyone who has worked hard on the development, planning, and implementation of this call. It is never a trivial task and I appreciate everyone's efforts, especially Susan Owen, and Nichelle Cherry, and other members of the Ethics Center and EES staff who support these calls.

· There will be no NET Call in October, as several staff members from the National Ethics Center will be participating in the annual ASBH meeting in Denver.   Our next NET call will be on Tuesday November 28th at noon Eastern Time.  Please look to the Web site at vaww.va.gov/vhaethics and your Outlook e-mail for details and announcements.

· I will be sending out a follow-up e-mail for this call with the summary of this call and the instructions for obtaining CME credits.
· Please let us know if you or someone you know should be receiving the announcements for these calls and didn't. 

· Please let us know if you have suggestions for topics for future calls.



· Again, our e-mail address is: vhaethics@.va.gov.

Thank you and have a great day!

References

VHA Directive 2005-049, Disclosure of Adverse Events to Patients.

National Ethics Committee, Disclosing Adverse Events to Patients, March 2003.

Castner D. Honoring DNR orders in the dialysis unit: Implementing a policy. Nephrol Nurs J, 2004 Jan-Feb, 31(1): 94-5.

Casarett DJ, Stocking CB, Siegler M. Would physicians override a do-not-resuscitate order when a cardiac arrest is iatrogenic? J Gen Intern Med. 1999 Jan, 35-8. 

Rohrer JE, Esler WV, Saeed Q, Saeed S, Periman P, Beggs D, Hancock P, Lim SH. Risk of mistaken DNR orders. Support Care Cancer, August 2006, 14(8):871-3. Epub 2006 Feb. 9.

Sullivan MA, Muskin PR, Feldman SJ, Haase E. Effects of religiosity on patients’ perceptions of do-not-resuscitate status. Psychosomatics. 2004 Mar-Apr. 42(2):119-28.

VHA Handbook 1004.3. Do Not Resuscitate (DNR) Protocols Within the Department of Veterans Affairs (VA).

VHA National Patient Safety Improvement Handbook, 1050.1

Casarett DJ, Ross LF. Overriding a patient’s refusal of treatment after an iatrogenic complication. N Engl J Med 1997 June 26; 336(26): 1908-10.
PAGE  
1

