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INTRODUCTION

Mr. Roselin:

Good day everyone. This is Joel Roselin, Program Specialist at the VHA National Center for Ethics in Health Care. I’ll be filling in today for Dr. Ken Berkowitz who will be back as moderator in July. 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

Mr. Roselin:

Today’s presentation will focus on the topic What Does ‘DNR’ Really Mean? This will include a discussion of terms related to resuscitation and DNR orders, the circumstances in which DNR orders apply, the distinction between DNR orders and advance directives and the implications of DNR orders for other treatments, including life sustaining treatments. 

Joining me on today’s call will be:

Ellen Fox, MD, Director, National Center for Ethics in Health Care

Angela Prudhomme, JD, Chief, Ethics Policy Service, National Center for Ethics in Health Care

and

Barbara Chanko, RN, MBA, Medical Ethicist, Ethics Consultation Service, National Center for Ethics in Health Care

Thank you all for being on the call today.

Questions related to today’s topic, What Does DNR Really Mean, came to the attention of the Ethics Center through interactions with staff from the field. To set the stage for our discussion we’d like you to consider the following case scenario.  A patient is admitted to the hospital for a surgical procedure. As the surgery progresses the patient’s heart rate slows down to an extremely low rate. The patient’s DNR order was not suspended for the surgical procedure and, therefore, remains in effect. Can you use an external pacemaker to correct the problem or does the DNR order prevent its use?

We’ll come back to this case later on in our discussion today.

First let me turn to you, Dr. Fox. Many times the confusion around DNR orders centers on the terminology. Can you define some of the terms commonly associated with resuscitation and DNR?

Dr. Fox:

Sure, Joel. When we refer to Do Not Resuscitate (DNR) orders, we are talking about orders that instruct health care personnel to withhold CPR (cardiopulmonary resuscitation) in a situation where a person has “arrested” – effectively, what this means is the person has no pulse. If you take a course in CPR, what you’re taught is how to respond when someone suddenly collapses on the street or in another out-of-hospital setting. After checking and finding no pulse, the first responder initiates chest compressions Cardiopulmonary resuscitation in the field may also include a variety of other techniques that are used in an attempt to restore circulation and respiration, including manual lung inflation and defibrillation. When CPR is performed in an acute care setting, it often includes other emergency procedures as well, such as advanced airway management and cardiac assistive medications like epinephrine. When these procedures are used in an effort to restore circulation and breathing in an individual who has no pulse, it is referred to as CPR. However, it is important to note that in health care settings, some of these very same treatments (for example, epinephrine or cardioversion) may be used for other indications as well.
With respect to other terms, DNR, DNAR (Do Not Attempt Resuscitation) and No-CPR are synonymous terms that are used to denote the same thing. In our current policy we use the term DNR. 

Mr. Roselin:

Ellen, can you tell us about the scope of DNR orders?

Dr. Fox:

Well, DNR orders instruct health care personnel to withhold CPR, which includes the various types of interventions I described, but only when they are used in the setting of cardiopulmonary arrest. It is important to remember that a DNR order does not mean ‘do not treat’ or do not do other things beyond the setting of cardiopulmonary arrest and CPR interventions. VA policy is explicit in this regard. In VHA Handbook 1004.3, entitled, Do Not Resuscitate Protocols Within the Department of Veterans Affairs (VA) it states that, “appropriate medical treatment and care will never be withheld or withdrawn from a patient simply because a DNR order has been entered.” The Handbook also affirms that “[t]he VA patient for whom a DNR order has been entered is entitled to receive vigorous support in all other therapeutic modalities.”

Mr. Roselin:

So that means that patients with a DNR order can and should still receive other life-sustaining treatments. Barbara, is that correct?
Ms. Chanko:

Absolutely. Patients who have a DNR order are refusing a very specific treatment, which is CPR. Having a DNR order does not limit the patient’s access to any other life sustaining treatments. For instance, a patient with a DNR order should still be offered or continued on dialysis if medically indicated. Clinicians should not assume that a patient’s wish to forego CPR translates into a desire to forego all life-sustaining treatments.

Mr. Roselin:

I think this would be a good point to go back to the scenario we used to open the discussion. Barbara, can you give us an ethical analysis and help answer the question posed at the end of that case?

Ms. Chanko:

Yes, there are a number of ethical issues that are apparent in this case scenario, autonomy, informed consent, the obligation to treat, trust and respect for persons. You'll recall that the patient we described was undergoing surgery and had a DNR order in effect. We will assume for the purposes of this discussion that the possibility of suspending the DNR order during the surgical procedure was discussed with the patient (or surrogate) who refused this option and understood the potential consequence of that decision. Also, that the patient was fully informed about the risk of bradycardia during the procedure and that the types of interventions that might be required if his heartbeat slowed to a dangerously low rate were explained.

Remember that DNR orders only apply when the patient has no pulse. In this case, the patient’s monitor showed a slow heartbeat, but I assume he had not yet lost his pulse. In this circumstance, the health care team could use various means to normalize the patient's heart rate, including intravenous medicines, pacemakers, etc. If, on the other hand, the patient’s condition deteriorated to the point where he had no effective circulation, efforts to revive the patient should cease.

Mr. Roselin:

Barbara, another term that is sometimes confused with DNR is DNI. Can you explain the relationship between DNR and DNI orders?

Ms. Chanko:

DNI stands for Do Not Intubate. DNI orders and DNR orders are two different things. While a DNR order applies only in situations where the patient has no pulse, a DNI order applies only in situations where the patient still has a pulse. A DNI order means that the patient does not want to have his or her life prolonged through intubation and mechanical ventilation.

Although most patients who want a DNI order also want to be DNR, this is not always the case. Imagine, for example, a patient who has a history of ventricular fibrillation—or some other cardiac arrhythmia that causes the patient to collapse and become pulseless—but who also has serious chronic lung disease. This patient might want to receive CPR in the event he is found without a pulse, but not want to be intubated and receive mechanical ventilation in the event of respiratory failure. In this case, the patient should have a DNI order but no DNR order. That means clinicians should perform CPR in the event the patient becomes pulseless, but cease resuscitative efforts if the patient is still not effectively breathing once his circulation is restored.

Similarly, a patient with a DNR order might still want to be placed on a ventilator for progressive respiratory failure.

Mr. Roselin:

That’s a helpful explanation of the distinction between DNR and DNI orders. Essentially, if a patient only has a DNR order, clinicians should intubate and ventilate the patient if he or she experiences respiratory failure, but not perform CPR if the patient is found without a pulse.

Thank you Barbara. Now what about the relationship between DNR orders and advance directives? That seems to be another point of confusion. Angela, can you clarify this for us?

Ms. Prudhomme:

Yes, of course. The two most common examples of advance directives are living wills and durable powers of attorney for health care. Both are legal instruments that VA is required to honor provided the document does not require any action contrary to Federal law or VA policy.

Perhaps the most important difference is that an advance directive is a document authored by a patient whereas a DNR order is a medical order written by a health care provider. Accordingly, each has different implications. For an advance directive to be valid the person completing the document must have decision-making capacity. Advance directives are voluntary; patients don't have to complete one. However, if a patient who loses decision-making capacity and does not have an advance directive, a surrogate cannot complete an advance directive on the patient's behalf. In contrast, surrogates can consent to the entry of a DNR order for a patient who no longer has decision-making capacity.

Another distinction is that a DNR order applies immediately. When the DNR order is entered into CPRS, the record is flagged to alert other health care staff that the patient does not want CPR. Advance directives are also entered in the patient's health care record and flagged but they cannot be acted upon until after a patient has lost decision-making capacity and any other conditions specified by the patient are met. For example, a patient’s advance directive might state, “If I am in a persistent vegetative state I do not want to be resuscitated."

Finally, advance directives require interpretation. The language used to describe treatment preferences is often vague or ambiguous; in some circumstances statements made by the patient in one portion of the document may conflict with another section of the advance directive. Providers need to confer with the patient's designated health care agent (or other surrogate if the patient hasn't designated a health care agent) about how the patient's wishes should be carried out. On the other hand, a DNR order is clear and unequivocal. It instructs health care personnel not to initiate CPR in situations where the patient has no pulse.

Mr. Roselin:

But can’t people use an advance directive to specify that they don’t want CPR? Perhaps this is what leads to some of the confusion.

Ms. Prudhomme:

That’s possible, Joel. There are many different forms of advance directives; in some you can specify that you don’t want different treatments including CPR. But again, I want to emphasize that even if the patient specifies in an advance directive a preference not to be resuscitated under certain circumstances, the provider needs to review the advance directive with the patient and then write the corresponding DNR order. If the patient no longer has decision-making capacity, the provider would need to confer with the health care agent (or other surrogate) to discuss the DNR order. 

MODERATED DISCUSSION

Mr. Roselin:

Thank you Ellen, Angela, and Barbara for discussing the topic, What Does ‘DNR’ Really Mean? 

Now we would like to open the discussion. Are there any comments or questions from the audience?

Mark Zorfas, Chicago, IL:

I have a question that deals with the difference between DNR and DNAR (Do Not Attempt Resuscitation) and the ability to use that in our policies. What is the national organization’s view on that?

Dr. Fox:

The national policy that governs this is 1004.3 and it uses the term DNR (Do Not Resuscitate). We’re working on a revision of the policy and we’re also using the word DNAR (Do Not Attempt Resuscitation). They’re completely synonymous so if you’re currently using one term or the other in your facility, that is fine and we’ll be clarifying the terminology in the next version of the policy.

Mark Zorfas, Chicago, IL:

So if our policy says DNAR, that’s fine with national policy.

Dr. Fox:

Yes. That would be fine.

Keith, Tacoma, WA:

You mentioned that DNI equals Do Not Intubate. Does that only clarify under do not pass an endotracheal tube past the vocal cords or does that include LMAs, oral, nasal and nasal airways?

Dr. Fox:

It’s really based on the intent. The intent is that people do not want to have their life prolonged through mechanical ventilation.  I can’t really generalize this completely and I don’t think the best way to define it is through the specific interventions being used. It’s more a matter of the intent. So if someone needed an airway for a temporary procedure or something like that, that might not fall under the intent of the Do Not Intubate order. But that should be discussed or clarified because the order really isn’t that specific on particular interventions. It’s generally intended to refer to a situation where the patient no longer has adequate respiration due to respiratory failure and is putting on mechanical ventilation with airway management for that purpose.

Sarah Bowling, Poplar Bluff, VAMC:

Social workers have been doing advance directives for inpatients. We had a report that nurses may start doing advance directives in the outpatient setting. Is that a current trend? 

Dr. Fox:

We’re looking at this question in the next revision of the DNR policy. There are some states where nurse practitioners are writing DNRs but currently in our policy it is limited to physicians. But we’re looking at for the next revision of the policy. 

Kristin Day, Deputy Director of Social Work, VHA:

I’ve done a lot of work through the years with the Joint Commission. Their strong position is that anybody with hands on care with the patient should not be completing advance directives with them. It would be inappropriate from their position in terms of ethics for a nurse or a physician or anyone with hands on care to be instructing a patient about completing advance directives. Indeed, that is why social workers are tasked with the job.

Dr. Roby, Central Text VA Healthcare System:

On the wards we have blue armbands that are placed to identify patients who are DNR. What are other facilities doing to help differentiate patients who are DNR from DNI? To me, that seems like a potential problem.

Mr. Roselin: 

Could you clarify? Do you have armbands for both DNR and DNI?

Dr. Roby:

Well, I’m not sure that we do. From what I see most, patients are either DNR or they’re not but we do have patients that are DNI occasionally but they’re rare. I’m wondering what the other facilities are doing though to help differentiate that because it seems like it’s a point of confusion and in the heat of the battle it’s important to be able to differentiate that quickly. 

Dr. Fox:

DNR orders are generally the ones that are associated with armbands and mutual identifiers, in my experience, because that’s the order that applies in the emergency setting. In a non-arrest situation, if a patient has gradual decline in their respiratory function and looks like there are going to need mechanical ventilation, that would be a situation where informed consent would generally be provided or at least there would be an opportunity to have some discussion and orders written and so on. If we’re talking about an arrest situation that’s where the armband is really important so that the code team that’s responding, that’s not involved in the patient’s care, can know what to do or what not to do. But if you’re talking about the health care providers that are already caring for the patient, they should be aware of the existing orders and the armband is probably confusing in that situation when you’re not talking about an arrest. 

Dr. Roby:

I agree. I guess my concern was if someone was DNI and they have an armband on, you don’t want to fall into the trap of not making an effort to try and do a cardiac resuscitation. Yet, if you don’t have an armband on and they are DNI, it gets a little confusing for the team if you understand what I’m saying. 

Susan, Kansas City VA:

We use the blue armband and then we write on there either DNR or we write DNI in magic marker. 

Mr. Roselin:

I’d like to come back to the question about who on the team are involved in care and should be involved in discussions of advance directives with patients. I think that was the heart of the question that was raised.

Ms. Prudhomme:

I’m not certain which service, e.g., nursing or social work, will be assigned by a facility to talk with patients about Advance Directives in the outpatient setting.  (In many VA hospitals Social Work Service follows-up with patients who want more information about advance directives or need help completing the form.)  However, neither the current version nor proposed revisions to the policy on advance care planning limit who on the treatment team can discuss these issues with the patient. What we think is important is that those health care professionals who talk with the patient about advance directives are competent to discuss the subject and can assist the patient in completing the form. We also think that it may be less stressful for patients to have these conversations and to complete the advance directive form in an outpatient setting when they are presumably not in a crisis mode. 

Dr. Fox:

I would add to that that these forms can be filled out by patients independent of health care providers entirely or in their lawyers’ offices and so on. So the involvement of the health care provider is merely an informational role.

Central Texas VA:


I have a question about a scenario of a patient who only wants three shocks to the heart but no intubation. I specified that but was told by the nursing managers that they can’t do that.

Mr. Roselin:

So the question is that this patient is trying to dictate the limit of a code?

Central Texas VA:

Yes.

Mr. Roselin:

Is there any precedent for this?

Dr. Fox:

I’m not sure I understand exactly. Generally, you can do manual lung inflation with an Ambu bag during a code setting and not put the patient on a ventilator. I think that part of the confusion here is the term Do Not Intubate because if you require intubation for airway management which you generally do during CPR, that’s where we’re getting into confusion. I think that it’s important to clarify that when we say Do Not Intubate we’re not talking about the code setting. It’s parsing out the code into different components; it’s not something that we support other than to say that a patient might want to limit the code. I’ve sometimes seen patients that say that they want to limit the code to a certain period of time. They don’t want the code to go on for a very long period of time. But other than that, I think we get ourselves into trouble if we try to parse out the specific interventions that occur during the code because that’s really inconsistent with the intent of the code which is to provide emergency care according to a protocol.

Central Texas VA:

Does the patient have a right to do three resuscitations only or does nursing have to guide in that? I’ve come across a problem with nursing. They cannot allow that because nobody has the time to look at the patient’s wishes of “only three resuscitations” at that time. They might end up doing intubation.

Dr. Fox:

I’m not sure I understand the specifics of the question. Is it a general question about the type of limitations that the patient can ask for?

Ms. Chanko:

Yes, the patient asks for a maximum of three shocks to the chest. So that’s the type of limitation that the patient is trying to impose on the staff regarding resuscitation.

Mr. Roselin:

And we can see where that would be a difficult thing to chart for a team that has a protocol for a code and to then try to interpret a patient’s wishes. It seems excessive.

Dr. Fox:

Was the question about three shocks to the chest? Is there a particular case involving that?

Central Texas VA:

The patient was a cardiac patient. He thinks that it might be like a fibrillation. Giving shocks to his heart might bring him back but he doesn’t want to continue the code status if he does not come back. That is the question. For me, it looks like he is thinking the right way, but I have to face the problem with nursing to order three shocks only.

Dr. Fox:

So are you suggesting that he wants to specify the details of the code or the intent that he wants there to be a limited attempt to resuscitate and then if it is not successful, he wants the efforts to be stopped.

Central Texas VA:

Yes that’s right. Only three shocks. If he doesn’t come out, stop it. But I cannot order as per nursing that they can only do three shocks. They might end up in intubation without looking at the patient’s wishes in the chart. 

Ms. Prudhomme:

It sounds as if the patient in this case doesn’t mind having his chest shocked but doesn’t want to be intubated.

Mr. Roselin:

I believe this may generate an ethics consult so perhaps Central Texas would like to send an email to vhaethics@va.gov.

Dr. Fox:

Just to get closure on this, in general, the patient does not have complete ability to specify within the context of a code the specific medical treatments that would be used. Just as a patient does not have complete ability to specify during surgical procedure what sort of instruments would be used, etc. There are certain things that the patient can’t specify within the context of the interventions so cardiopulmonary resuscitation is generally taken to be a package of interventions within which the patient can’t really specify. Intubation is separated out as something as other types of life sustaining treatment, feeding tubes, etc. that the patient can also not accept in addition to the resuscitation that occurs during the emergency setting. Often a way to satisfy the patient’s desires to limit CPR is to say, in a patient that has a cardiac problem that could be easily reversed we’ll try the CPR. If that does not revive you to the point where you can breathe independently, then we will not put you on long term mechanical ventilation. So that would be the DNI in combination with a full code status.

Dave Carroll, Milwaukee:

One thing that’s been helpful to us here is to also consider when the situation of DNR applies. It’s been helpful in our conversation to think that it applies in situations when there has been cardiopulmonary arrest and there may be some other situations with declining heart rate or lung function that are really treatment issues that don’t come under the mantel of DNR and I think that if people can be real clear about the situation that we’re talking about with DNR that can be helpful I think in guiding some of these discussions.

Mr. Roselin:

Well I think you’ve hit on the underlying main point of this whole call which is what are we really talking about when we talk about DNR, under what circumstances and to what extent.

Chuck, Alexandria VAMC:

As I understand it now, DNR automatically includes DNI but DNI can stand alone. Is that where we are?

Ms. Chanko:

Do not resuscitate means that if you find a pulseless patient you do not begin CPR. 

Chuck, Alexandria VAMC:

But you support the airway?

Ms. Chanko:

We would not intubate.

Chuck, Alexandria VAMC:

Well then DNI always go in DNR.

Ms. Chanko:

Yes.

Dr. Fox:

Can I clarify on that point just to make sure there is not a misunderstanding? If you have a DNR patient, they may still be intubated in settings other than arrest. 

Ms. Chanko:

Correct.

Chaplain Gary Rolph, Manchester VA:

Maryland’s new patient form uses “allow natural death” and I’m wondering if we in the VA are going to be following in that stream of advance directive that seems to be coming up in lieu of calling it a DNR request. They call it allow natural death request and then that follows a facility specific DNR order by a physician. But the advance directive itself is called an AND (Allow Natural Death). I’d like your comment on that. 

Mr. Roselin:

Ellen would you let us know the status of that terminology?

Dr. Fox:

Sure. We’re aware of that terminology and a number of places have recommended it and it’s in pilot in certain regions outside of VA. In general, we’ve seen it used as a synonym for Do Not Resuscitate but as you point out, there is sometimes this confusion about whether or not it’s an advance directive or an order. We’re looking at this and we haven’t come to a final determination yet but it is something we’re aware of and debating the pros and cons of that term. I think people like the term in some cases because it really captures the intent of a DNR order because this is an order that conveys to patients that this is an order that really only applies in the case of a person who is basically in the process of dying and without resuscitation they would die. But it also can be potentially confusing in that Allow Natural Death is so broad and general that some people may think it applies to something broader than merely the resuscitation setting. Since one of the issues that we’ve seen a lot of confusion around is how broad the scope of DNR orders is and we want to really emphasize that it’s limited to resuscitation events. We’re leaning in favor of using the term Do Not Attempt Resuscitation which we think is an improvement over Do Not Resuscitate in that in most cases it’s an attempt to resuscitate certainly not a foregone conclusion that a patient is going to be resuscitated in that setting.

George Squire, Coatesville VA Hospital, PA:

We’ve been looking into the prospect of using this ‘Allow Natural Death’ designation. I talked to Dr. Berkowitz last week and I think we’re going to try to start a pilot in Coatesville VA Hospital. My thinking is that it stresses the positive versus the negative to a lot of people. We come in contact with a lot of concrete thinkers out there and it just has less of a hands off type of connotation to it, to where we would actually be allowing something rather than preventing something.

Dr. Fox:

I think we’re in communication about the possibility of doing a pilot and the relationship between our current policy and that. Our current policy language is Do Not Resuscitate and we’re also saying that it’s synonymous with Do Not Attempt Resuscitation.

Dr. Roby:

I want to ask a follow-up question about the DNR order. The impression that I’m getting and taking away from what I’m hearing so far from this teleconference is that if you’re going to write a DNR order and the intention of the patient is not have any effort made to resuscitate in any way, then it sounds like you almost need to write a DNR and a DNI order. Right now, I think most of my colleagues and myself, when we talk with a patient and they don’t want anything done, we write just a DNR order but what is everybody’s feeling on that? Should we write DNR and DNI when we really mean do not do any type of resuscitation?

Dr. Fox:

The answer to that in my opinion is no. During the acute setting, Do Not Intubate does not have relevance. So you do not need a separate Do Not Intubate order. It has no effect on your resuscitation efforts during the code setting. DNR is the only order that is relevant during the code setting. Outside the code setting, Do Not Resuscitate orders are not relevant so Do Not Intubate or Intubate would be the choices outside the code setting. Do Not Intubate has no relevance during a code setting. 

Dr. Roby:

That’s helpful and that’s what I think we wanted to clarify. Dr. Reddy wants to clarify about DNI orders only. Do you want to ask Dr. Reddy?

Dr. Reddy, Central Texas VAMC:

Can we order just the DNI only?

Dr. Fox:

Yes, that would mean during the code setting, the patient would receive all resuscitative efforts but if those resuscitative efforts did not succeed in restoring the patient’s ventilation, they would not be on a ventilator. It also means that if they’re outside the code setting, they would not be put on a ventilator.

Sarah Starnes, Kansas City, MO:

I have a concern on the flip side. I think some people try to broaden the scope of an advance directive to assume that the patient wouldn’t want CPR in an acute setting. I have concerns about that. I personally don’t think I’d want my advance directive to be placed on my medical chart if people didn’t understand that it’s only supposed to be implemented under certain conditions. Does anybody else have this concern or how can we appreciate the difference of an advance directive and a DNR order for someone who is not terminally ill, etc.?

Dr. Fox:

That’s one of main reasons we’re having this call. I agree with you. It’s a real concern and I’ve seen that confusion. It’s very concerning I think if people assume that because a patient has an advance directive, they do not want to be resuscitated. That’s absolutely a false assumption and I think it’s a matter of education. We just need to make sure that people understand that these are two completely different things. An advance directive, unless you read it, you don’t know anything about the patient’s wishes.

Bennie Davis, Buffalo, NY:

Is it possible to get a transcript so that we will have on hand something concrete to use with all of the conversation, I’ll never remember it all. Again, can we get a transcript of what’s being said?

Mr. Roselin:

Yes, all of the NET call transcripts are put up on our website, which is vaww.va.gov/vhaethics and there you’ll find a link to all the National Ethics Teleconferences and this one will be up a few days from now.

Eastern Kansas:

Early in the presentation they talked about the surrogate can okay a DNR order. A footnote to that -- in Kansas, if the surrogate is also the guardian, according to the law, the guardian does not have authority to consent on behalf of the ward to withhold life sustaining medical procedures. I just wanted to point that out since you all are working on another DNR policy. 

Ms. Prudhomme:

Under VA policy, surrogates are authorized to make all treatment decisions on behalf of a patient, notwithstanding limitations on the surrogate’s authority under state law. VA regulations and policy specify that surrogates can make treatment decision including decisions to withhold or withdraw life sustaining treatment.

Eastern Kansas:

I have talked to National Ethics about this in the past. We have had this come up a number of times and you all have helped us with that. The only issue, of course, is that most of the guardians we have here seem to be attorneys and they’re saying show it to me in writing where federal will trump the state. Our state law does say that if the doctor wants to ask the attorney to petition the court that they can do that. 

Ms. Prudhomme:

When we revise the policy we can certainly include language to make it more explicit that state law limitations on the authority of a legal guardian would not apply to treatment decisions made on behalf of a VA patient. Again, if someone who is appointed as a legal guardian in a state that restricts that guardian's authority to consent to the withholding of life sustaining treatment and that person’ refuses to consent to a DNR order, we cannot force them.  As you mention, the guardian could petition the court to authorize entry of the DNR order or expand the guardian's authority to give consent.  Again, under VA regulations and policy, a surrogate’s authority (including that of a legal guardian who’s authority under state law may be more limited) to consent on behalf of a patient who lacks decision-making capacity includes the authority to consent to a DNR order.
Las Vegas:

This issue is very confusing regarding the DNR, DNI and advance directive to the point that the surrogate doesn’t understand what’s going on and the patient doesn’t know what they are signing. Why don’t we pass a law in my opinion saying that it will be left up to the decision of the treating physician? That’s my opinion.

Dr. Fox:

In this regard we are really following long standing tradition of both medical ethics and the law in terms of the rights of patients to refuse recommended medical treatment. I think that is something that we really need to make sure that VA is consistent with the rest of the United States in terms of respecting those rights of patients. Certainly, we do need to address any confusion and I think there is a lot of confusion around this but that’s part of the goal of this call -- to start to try to make some inroads into the areas that are unclear and we’ll be doing more of that.

Las Vegas:

I have another question regarding my own confusion. When the order of DNR is placed on the chart, is that good for the life of the patient or it does it have to be renewed periodically like every three days or four days?

Ms. Chanko:

The DNR order needs to be reviewed at a regular basis. That’s according to the order reviews that are set up in the individual facilities.  So if your orders are renewed weekly on the inpatient setting, that’s when it would need to be renewed. And if there is a change in the patient’s condition, those orders of DNR should be reviewed and discussed either with the patient or the surrogate.

Las Vegas:


It doesn’t make sense to me because if somebody has an impending death and we have no hope of life for the person and we put DNR order, why do we have to renew it?

Ms. Chanko:

Once a patient is DNR, if the patient’s death is impending, the physician is required to review that order and renew it and rewrite that order. But it does not mean that the physician necessarily has to go back and discuss it. People have called us and said that they feel that it’s a burden on the patient to keep going in once a week and asking them do they still want to be DNR. The point is that the physician should review the patient’s status. If the status and the patient’s condition are consistent with the time in which the patient made the decision to be DNR with the physician, then that order can simply be reviewed and rewritten and not necessarily rediscussed. But if the patient’s condition should change, if he has a vast improvement over the week, you may wish to and you should go in and discuss it with the patient to determine whether he still wants to be DNR or not.

Las Vegas:

I believe the person should not be on a DNR order in the first place when we need to review and renew it.

Ms. Chanko:

That I think is a separate issue. We can talk separately about it with you. That’s not consistent with national policy. 

Deborah , San Antonio, TX:

I have two questions. One pertains to DNI. I’ve been teaching bioethics for seven years now and DNI is a dangerous stand alone order because if somebody is DNI and then they code, part of the algorithm of the code is the need to be intubated. And so as a stand alone, it’s problematic. My second question has to do with the Texas Advance Directive Act of 1999 which states that if a physician thinks that a patient’s request for resuscitation is futile, they can involve the ethics committee and there is this very fancy due process that happens here in Texas where the ethics committee meets and contacts the hospital and contacts the family and the patient can actually be made DNR against the wishes of the surrogate. I’m wondering if federal law has anything similar.

Ms. Prudhomme:

Under the Supremacy Clause of the U.S. Constitution, federal law supersedes State law. VA DNR policy does not a process like the one described in the Texas statute. However, some of those issues, e.g., how to resolve conflicts when the practitioner thinks that DNR or other life sustaining measures would be futile and the patient or surrogate disagrees, will be addressed in the upcoming revision to the DNR policy, VHA Handbook 1004.3.  The revised policy will be entitled Ethical Practices in End-of-Life Care.

Dr. Fox:

And I would add to that. I agree that there is obviously a lot of confusion about this idea about of a Do Not Intubate order to the point where some places don’t use it at all and there’s nothing in our national policy that suggests that it needs to be used. We are also looking at this issue in the context of the new policy. We’re looking at a trend that’s going on in various states across the country. If you’ve heard of the POLST (portable orders for life sustaining treatment) or similar forms, the idea is that there is basically an order that clearly distinguishes DNR from other types of treatment decisions and it actually includes orders to withhold other types of treatment outside the arrest setting. That would include artificial ventilation as well as things like feeding tubes. If we’re looking to figure out a way to institute that in VA and I think if we are successful in doing that it will address a lot of this confusion in a way that we can’t really do right now within the confines of our current policy. So I agree with you that Do Not Intubate, although we have made this distinction because a lot of places do use that term, it’s not required by our policy and the major thing is that if you do use the term Do Not Intubate, make sure that people understand that it does not apply to an arrest setting. 

Deborah, San Antonio, TX:

Right because then I tell the residents if they make a patient DNI without a DNR, they get to bag the patient for 48 hours while they are in the unit.

Dr. Fox:

No because once the patient is resuscitated, CPR is no longer being performed. It would then be other types of treatment that are being considered. That’s the way we would interpret that. 

Rebecca, East Orange VA:

I’m a critical care physician. Although I arrived a bit late to the conference, I’m a bit confused. This is what my comment is. Advance directives are different and patients specify what they would want in the event of terminal illnesses or different conditions. In each case, we clarify with the patient what is necessary. If there is a surrogate available, then the surrogate takes responsibility and we make that decision with the surrogate. If the patient is no longer able to make his own decision, usually the advance directive will say in the event of my terminal illness and no hope for recovery, etc. giving the physician authority to make the best decision for the patient. Number two, in the case of DNR/DNI, your patient can have a terminal illness or have no terminal illness and does not want to be resuscitated. In that case the patient may have a DNR order and the patient can come into the hospital, get the treatment for his pneumonia, go home again and still have a life. The patient may come into the hospital, maybe have surgery for something that is not terminal and the patient can still carry a DNR order. In each case we clarify with the patient exactly what is your problem and this is what the treatment is, and the patient will decide either or. The third thing is that Do Not Intubate, even out of the core setting, there are patients who do not want to be intubated but they would like to have blood pressure support, feeding, treatment of conditions which may be reversible without getting to the point of intubation. So in each case, you would have to clarify with the patient but when we write DNR/DNI here, we mean Do Not Resuscitate/Do Not Intubate even before the cardiac arrest situation.

FROM THE FIELD

Mr. Roselin:

At this point I would like to turn to our ‘From the Field’ segment where we’ll take comments on topics not necessarily related to today’s call. Please remember no specific consultation requests but I invite you to make your comments on ethics related topics or to continue in this discussion.

Mike Zorfas, Chicago, IL:

Can you please verify who can write the DNR order? Is it only the attending or can the residents also write it?

Ms. Chanko:

The attending is responsible for writing the DNR order, however, we recognize that there are times in which the attending is not present at the facility to write the DNR order and in the interest of ensuring that the patient’s wishes are followed, if the patient wishes to be DNR or if the family wishes the patient to be DNR (the surrogate), there is a provision for facilities who are already doing this to permit the resident to enter a DNR order when the attending is not readily available provided that the resident do the following things first: 1) obtains consent from the patient or patient’s authorized surrogate; 2) discusses the order with the attending responsible for the patient’s care; 3) obtain the attending physician’s concurrence on that order; and 4) documents the conversation with the attending in the patient’s medical record. The resident can then write the order. The attending physician must countersign the progress note that’s been entered into the medical record and rewrite the DNR himself or herself at the earliest opportunity. In all cases an attending must rewrite the order within 24 hours.

Mr. Roselin:

Does that answer your question, Mark?

Mark Zorfas, Chicago, IL:

Thank you very much. It just clarified what we were doing currently.

Ms. Prudhomme:

I just wanted to respond to comments made by a previous caller (Rebecca from East Orange). There’s no terminal illness requirement under VA policy for DNR orders or advance directives. In an advance directive, patients can designate someone to make health care decisions on their behalf, but that should not be their physician.  VA clinicians are required to confer with the patient’s surrogate. The list of authorized surrogates in order of priority can be found in VHA Handbook 1004.1, Informed Consent for Clinical Treatments and Procedures. There is also a decision making process outlined in the Handbook for patients who lack capacity and don’t have a surrogate

CONCLUSION

Mr. Roselin:

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 links to the appropriate web addresses for 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, Dr. Ellen Fox, Angela Prudhomme, Barbara Chanko, Leland Saunders, Nichelle Cherry, and other members of the Ethics Center and EES staff who support these calls.

· Let me remind you our next NET call will be on Wednesday, July 27 from 1:00 – 2:00 pm EST. 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 e-mail addresses and links that you can use to access the Ethics Center, 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!
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