Running head: ETHICAL DILEMMAS IN FUTILE CARDIOPULMONARY RESUSCITATION	1
ETHICAL DILEMMAS IN FUTILE CARDIOPULMONARY RESUSCITATION	9






Ethical Dilemmas in Futile Cardiopulmonary Resuscitation: Should It Be a Patient's Right or Doctor's Autonomy
Lori A.Turner
Lakeview College of Nursing
Lakeview College of Nursing
Nursing Ethics RN407
Fall 2011


Ethical Dilemmas in Futile Cardiopulmonary Resuscitation: Should It Be a Patient's Right or Doctor's Autonomy
Cardiopulmonary resuscitation (CPR) is defined as “the restoration of cardiac output and pulmonary ventilation following cardiac arrest and apnea, using artificial respiration and manual closed-chest compression or open-chest cardiac massage” (Stedman’s Medical Dictionary, 2006, CPR).  According to Bishop, Brothers, Perry, and Ahmad (2010), the history of cardiopulmonary resuscitation (CPR) began after a series of articles were written in the 1950’s and 1960’s that “forged the scientific basis for [our current practices of] CPR” (p. 61).  Initially, CPR found the greatest reception intra-operatively and post-operatively allowing surgeons to keep patients from dying in surgery from the stress of surgery, blood loss, anesthesia, and medications. Soon, CPR became the technique utilized in hospitals and beyond (Bishop, et al. 2010).  Be careful when paraphrasing your sources. Changing a word or two within the sentence is not paraphrasing. The use of CPR has become the accepted and expected practice in society when a patient is found unresponsive no matter the underlying condition of the patient.  Even non-medical citizens have been encouraged to learn CPR and respond with automatic defibrillators. 	Comment by Alisha A. Betka: These dates are not possessive so the apostrophe should be deleted.
But what does a person do when a patient has an incurable illness and has a cardiac arrest?  Is it appropriate to give CPR to medically futile patients?  Does society view it acceptable to withhold CPR to a medically futile patient?
“Medical futility is often defined as providing inappropriate treatments that will not improve disease prognosis, alleviate physiological symptoms, or prolong survival” (Mohammed & Peter, 2009, p. 495). According to the American Heart Association (AHA) (as cited by Berger, 2010), “Patients or families may ask physicians to provide care that is inappropriate.  Physicians, however, are not obliged to provide such care when there is scientific and social consensus that the treatment is ineffective. An example is CPR for patients with signs of irreversible death (p. ?).”  The AHA also states the goals of CPR are “to preserve life, restore health, relieve suffering, limit disability, and to reverse clinical death” (as cited by Berger, 2010, p. ?).  Studies have shown “after about 10 minutes of CPR, the likelihood of permanent neurological injury rises quickly [and] continued resuscitative efforts for up to 30 minutes may result in a reversible clinic death” with neurological disabilities (Berger, 2010, p. 68).  This brings about the principles of beneficence, consisting of mercy, kindness, and charity and nonmaleficence, the obligation to do no harm (Butts & Rich, 2008).  CPR is a brutal assault on the patient.  However, the patient has the right to practice autonomy and may request to have “everything done” in an effort to save his or her life.  Mohammed and Peter (2009) pointed out “the shift from paternalistic approaches to treatment decision making towards patient autonomy models have allowed patient and families to request often aggressive treatments, even for incurable illnesses” (p. 292). 	Comment by Alisha A. Betka: Direct quotations taken from a source must include a page number citation. Also quotations longer than 40 words are placed in a block quote.	Comment by Alisha A. Betka: Stated, the article was written in the past.	Comment by Alisha A. Betka: Stick with the original wording. It makes more sense: reversal of clinical death.
 “Aggressive care often times can be viewed as inhumane and cruel, may not be in the best interest of the patient, [and] does not preserve the moral interest of health care” (Mohammed & Peter, 2009 p. ?). This directly affects the physicians, nurses, the patient, and family members.   This is especially true of nurses who spend much of their time providing care to these patients.  It can cause a high degree on personal distress with the nurses as they observe the patient’s suffering.  The doctors may feel they have lost their ability to practice in autonomy; to make medical decisions that are to the patient’s best interest.  Physicians may feel as if they have lost their authority due to the patient’s and family’s expectations, as well as legal liability concerns. The physician may also feel pressured by the family to provide medical treatments that are deemed unreasonable based on the risks involved do not justify the benefits.	Comment by Alisha A. Betka: of	Comment by Alisha A. Betka: autonomously and to make…	Comment by Alisha A. Betka: delete comma	Comment by Alisha A. Betka: change to “because”
On the other hand, Bremer and Sandman (2011) argued that “under certain circumstances, [futile CPR] is an accepted moral practice by signaling that everything possible has been done, and allows the grief of significant others to be properly addressed (p. 495).  Mohammed and Peter (2009, as cited by Bremer & Sandman, 2011) suggested futile CPR “will help the significant others to distinguish an acceptable line between curing and letting go” as well as a means to make sense of a death that otherwise would appear meaningless” (p. 498).  Paragraphs should contain a minimum of 3 sentences.	Comment by Alisha A. Betka: aceeptable	Comment by Alisha A. Betka: enabling
[bookmark: CurLocation]Naess et al. (as cited by Bremer & Sandman, 2011) argues that when [ambulance] professionals “believe CPR is futile, they will only perform it “half-heartedly” “(p. 498).  Naess et al.contended this will still allow the family to view that everything possible has been done for their loved one.  Other professionals call this a “slow code”.  In a study done in Ireland by Kelly (2007), the author “suggests that the factors which contribute to the decision to order a slow code are born of the conflict between two ethical theories, namely deontology and utilitarianism” (p. ?).  Deontology, known as Kantian deontology, prescribes that each rational being is ethically bound to act only from a sense of duty (Butts & Rich, 2008).  Deontologists believe it is their sense of obligation and responsibility to obey moral rules and are concerned with the moral good or intent of an action rather than the outcome.  “Utilitarianism does not rely on the adherence to rigid rules but concentrates on the moral outcome of an action rather than the motives for it” (Kelly, 2007, p. ?).  In Kelly’s study (2007), the author describes the ethical factors that contribute to slow codes as “non-maleficence, to spare the patient the indignity of surviving to a disastrous level; beneficence: to reassure the family that ‘everything” is being performed for the patient; autonomy; to provide the patient and family with illusory autonomy; and justice: to limit expensive treatments by providing a successful exit from a devastating disease” (p.1991). Place long quotations (> or = to 40 words) in a block quote.	Comment by Alisha A. Betka: argued	Comment by Alisha A. Betka: suggested	Comment by Alisha A. Betka: Use “that” for a restrictive phrase	Comment by Alisha A. Betka: described	Comment by Alisha A. Betka: delete hyphen	Comment by Alisha A. Betka: colon	Comment by Alisha A. Betka: colon
In the United States, it is policy in most hospitals, if not all hospitals, to resuscitate patients who are in cardiac and pulmonary arrest.  CPR can only be withheld if there is an order for a do not resuscitate (DNR) on the patient’s chart signed by the physician.  Because of this policy, many nurses and physicians feel they must initiate CPR no matter the patient’s diagnosis.  In the article by Bishop et al. (2010), the policy to presume all patients want to be resuscitated should not occur.  They argued that every patient on admission over the age of 18 should have education regarding resuscitation and the potential outcomes of resuscitation.  They feel it is important to learn the patient’s own views regarding whether the level of burden or risks of CPR outweighs the likely benefits from successful CPR.  This allows the patient and family to make an educated decision regarding CPR or the option of a DNR order.  Many disagreements over CPR often result when the family is surprised by the recommendation for a DNR order to be placed by the physician late in the treatment of a loved one. 	Comment by Alisha A. Betka: hyphenate
In today’s society, hospitals need to reconsider the policy to always initiate CPR on all patients who do not have a DNR order on their charts.  It is possible the physician has not discussed the need for a living will with the patient who may want to refuse CPR if he/she knew this was an option.  The actual disease process needs to be included in the decision to initiate or withhold CPR.  The cause of the cardiac arrest must be evaluated, such as an electrolyte disturbance or volume depletion. Initiating CPR in this case should have a positive outcome versus someone who has the diagnosis of congestive heart failure or a terminal illness by which the normal dying process is cardiac arrest.  By continually initiating CPR on all patients, it may give society the false illusion that all deaths can be prevented.   Hospitals need to initiate policies to allow the physicians and nurses to feel protected if they know the act is not medically indicated.  Because of the lack of a DNR order, it coerces physicians and nurses to carry out medical procedures against their best judgment due to fear of liability.  Like any other medical treatment, CPR may not be in the patient’s best interest.	Comment by Alisha A. Betka: He/she is legal shorthand. For academic writing this should be spelled out as he or she.
The United States needs to reconsider that all patients are presumed to request that CPR is to be initiated in the lack of a DNR order.  Patients and families need to be educated that the physicians do have the right to withhold medically futile treatments to their patients.  All patients over the age of 18 need to have an advanced directive that states their preferences for CPR to be initiated with the knowledge of the burdens of possible neurological damage after 10 minutes of attempted resuscitation.  Patients need to have the option of being allowed to die a natural death and to die with dignity.  
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