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Abstract

Assumptions regarding urgency and impaired patient competence during resuscitation have
left resuscitation medicine relatively free of the influence of medical ethics. As a
consequence resuscitators are without clear guidance during decision making. The aim of
this thesis is to develop an applicable model for ethical deliberation during resuscitation,

and in so doing, to minimize the harms of resuscitation.

During resuscitation urgency and impaired patient competence conspire against an adequate
consideration of the principles of biomedical ethics espoused by Beauchamp and Childress.
The alternative to resuscitation, when resuscitation is indicated, is usually death.
Consequently, it is generally perceived that consent is not required for resuscitation because
resuscitation brings benefit and prevents harm and because the patient is not in a position to
give or withhold consent. These perceptions have encouraged the use of the terms
‘withholding’, ‘withdrawing’ and ‘futility’, each of which is counter to good decision
making during resuscitation. However, these perceptions are wrong. Resuscitation may not
bring benefit, or its benefit may be limited. It may cause a great degree and variety of

harms, and the patient is in a position where some forms of consent are applicable.

To minimise the harms of resuscitation, and to maximise the respect for the principles
espoused by Beauchamp and Childress, we should employ the model of presumed consent
with professional substituted judgement. This involves the resuscitators gathering as much
information about the patient as they can, and with their acquired professional knowledge of
the likely outcome of the resuscitation, the resuscitators can then exercise their moral
imagination by imagining themselves as the patient, with the patient’s condition and values

system, and asking “would I want this treatment?” If the answer to the question is, “No, I



would not”, then the resuscitation should not proceed. To resuscitate without regard for the

patient’s perceived wishes is a harmful disrespect for the patient’s autonomy.

Often, a decision to proceed will be made on the basis of an uncertain balance of benefit and
harm, and an alternative of certain death if resuscitation is not undertaken. Furthermore, the
perception of the harms and benefits from the patient’s perspective may be unclear and
under such circumstances it is appropriate to give the patient a trial of treatment. However,
the balance is dynamic, with a clearer view of the likely benefits and harms emerging as the
patient responds or does not respond to resuscitation endeavours, and therefore the question
must be re-considered. As soon as the answer becomes, “No I would not want this
resuscitation,” then the resuscitation must stop, as the resuscitators can no longer presume
the patient’s consent. In this way the patient’s autonomy is resurrected and the principles of

beneficence and non-maleficence are favourably balanced.
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Appendix One.

DO UNTO OTHERS -
OUT OF HOSPITAL RESUSCITATION

PREFERENCES OF NURSES AT AN EMERGENCY NURSES’ STUDY DAY

Abstract

Aims

Method

Results

Conclusions

Michael Ardagh, Yvonne Kamstra

To report the preferences of nurses at an Emergency Nurses’ Study Day
regarding their own resuscitation from out of hospital cardiac arrest.

200 delegates at an Emergency Nurses’ Study Day at Christchurch Hospital
were invited to complete a written survey. They were asked to imagine they
were the patient in a cardiac arrest scenario and then asked to indicate yes,
no or undecided in response to questions exploring their wish to proceed
with each step of resuscitation.

180 delegates responded. 11% wanted no resuscitation at all. 25% wished
to stop resuscitation before a second series of defibrillation shocks and 61%
wanted resuscitation stopped at or prior to 15 minutes after collapse. 39%
were willing to have resuscitation continued for 30 minutes and 18% wished
to continued until they were in asystole.

The majority of respondents to this survey did not want resuscitation as it is
currently practised. ~We should consider that starting or continuing
resuscitation is not always what is wanted.
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Introduction

Fifty per cent of victims of out of hospital cardiac arrest in Christchurch will receive
bystander CPR, 70% will be defibrillated, 20% will be transferred to hospital and 11% will
leave hospital alive!. The 80% who are not transferred to hospital will be exposed to an
algorithm of up to 30 minutes of resuscitation efforts including twelve defibrillation shocks
and four doses of adrenalin for those in ventricular fibrillation’. Those who suffer their
cardiac arrest while in hospital will be managed in a similar way.

In 1993 Hauswald and Tanberg surveyed 105 emergency physicians, nurses and medical
technicians who regularly resuscitate out of hospital cardiac arrest victims and asked them
what they would like done if they were the arrest victim. 65% wanted resuscitation to cease
before the second dose of adrenalin and 10% wanted no resuscitation at all. Only 3% were
willing to undertake full resuscitation as was currently practiced3.

This paper reports the results of a survey of nurses at an Emergency Nurses’ Study Day
regarding their preferences for their own resuscitation from out of hospital cardiac arrest.

Method

An Emergency Nurses’ Study Day was held in March 1996 at Christchurch Hospital and
attracted 200 delegates from throughout New Zealand and from a variety of emergency and
acute care settings. The 200 delegates were invited to complete a written survey which
began with a scenario asking them to imagine that they were in their late 50's, and otherwise
well, but suddenly while shopping they suffered a cardiac arrest due to ventricular
fibrillation,

They were then taken through the steps of an algorithm for resuscitation of patients in
persistent ventricular fibrillation and they were asked to tick yes, no or undecided in
response to a question asking whether they would like that step to proceed in their own
resuscitation.
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Results

180 of the 200 delegates from the study day responded. The results of the survey are
tabulated below.

Stage of resuscitation Number Cumulative percentage of
those withdrawing from
resuscitation at each step

Those not wanting 19 11%
resuscitation at all

Those not wanting the 1 12%
standard treatment of three

defibrillation shocks

Those not wanting 2 13%

endotracheal intubation, IV
access and IV or
endofracheal intubation

Those not wanting the 21 25%
second series of three
defibrillation shocks

Those not wanting a further | 5 28%
dose of adrenalin

Those not wanting a third 24 41%
series of defibrillation
shocks

Those not wanting second 4 43%
or third line drugs

Those who would like 33 61%
resuscitation stopped at 15
minutes

Those who would like 38 82%
resuscitation stopped at 30
minutes

33 (18%) wished to continue resuscitation beyond the 30 minutes and until in asystole.
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Discussion

Hauswald and Tanberg in their study stated that “few would willingly undergo full
resuscitation as currently practised (and this) suggests that prevailing guidelines should be
re-evaluated™. Similarly in this study of nurses attending the Christchurch Emergency
Nurses’ Study Day, the majority did not want the type of resuscitation they were likely to
get. 11% wanted no resuscitation at all, 25% did not want a second series of defibrillation
shocks and 61% wanted resuscitation stopped at or prior to 15 minutes after collapse. Only
39% were willing to have resuscitation continued for 30 minutes and only 18% wished to
continue until they were in asystole.

Resuscitation is undertaken for victims of cardiac arrest because it is presumed to be the
right thing to do. We have a respect for life and an abhorrence of death and in the scenario
presented withholding resuscitation would have resulted in death. However 11% of
respondents to this survey would have chosen no resuscitation at all had they been the
patient in the scenario. Furthermore we proceed to resuscitate victims of out of hospital
cardiac arrest according to a resuscitation algorithm because we presume this algorithm
represents the best treatment. However the majority of respondents to this survey did not
want the algorithm completed if they were the victim of cardiac arrest.

The reasons for the respondents’ choice of death rather than beginning or continuing
resuscitation were not explored, however their choices suggest that either the resuscitation
itself was inherently undesirable or that the outcome of resuscitation was unwanted.
Inherent features of the resuscitation which may be considered undesirable include its
invasive nature, the possible infliction of pain, the loss of control of one’s own destiny and
the indignity incurred as a result of all of these. The outcomes of resuscitation which may
be unwanted include a lingering death or survival with an unacceptable neurological
disability secondary to prolonged cerebral ischaemia.

Currently we resuscitate victims of cardiac arrest on the basis of presumed consent. That is,
we presume that the patient would consent if they were able to, or that a reasonable person
in similar circumstances would consent to resuscitation. The nurses involved in this survey
are relatively well informed about the process and outcomes of cardiac arrest resuscitation
yet we can not presume their consent for cardiac arrest resuscitation as it is currently
undertaken. Although this study is limited by the size and homogeneity of the sample group
it suggests that we should not automatically presume that patients would consent to
resuscitation in a situation where the alternative is certain death. Instead we should be
cognisant of the inherent undesirability of resuscitation and its potential unwanted
outcomes, and we should consider these when deciding whether to begin or whether to
continue resuscitation efforts.
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