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The Meaning of Do-not-resuscitate during Anesthesia

To the Editor:—1I disagree with the position taken by Truog' sug-
gesting that “do-not-resuscitate” (DNR) orders apply to the use of life
support systems for short-term therapeutic as well as long-term situa-
tions. A DNR order for a competent autonomous patient with a clear
advance directive says, ‘“When I am dying of my disease, please do not
interfere with the dying process.” It does not say “I do not want life-
saving help under any circumstances.” When this patient undergoes
surgery that requires anesthesia, the DNR order applies with regard
to unpreventable death from the patient's disease or condition but
does not apply to treatment of jatrogenic factors or other reversible
conditions that may lead to cardiorespiratory arrest. The preanesthetic
conference must include careful differentiation between interventions
performed to resuscitate or support the patient from effects of the
anesthesia and the surgery and those carried out to delay “death as a
result of the disease.” In my discussion with patients and their families,
we often agree that postoperative ventilatory support may be necessary
to help the patient recover from the procedure. They understand that
this is different from being ventilator-dependent.

We then discuss the options if the patient cannot successfully resume
spontaneous ventilation. The same distinction is made for other sup-
portive techniques. If the anesthesiologist, the surgeon, and the patient
clearly understand the difference between unpreventable death from
a disease for which there is no further successful treatment and resus-
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In Reply:—Braunschweig's claim that a “*do-not-resuscitate” (DNR)-
order “applies with regard to unpreventable death from the patient’s
disease or condition but does not apply to treatment of iatrogenic factors
or other reversible conditions that may lead to cardiorespiratory arrest”
is simply mistaken. Patients clearly have the right to refuse resuscitation
even when death is preventable and the cause is reversible.! Further-
more, whether the event is iatrogenic is irrelevant from the patient’s
point of view.

For the reasons that Braunschweig cites, however, most patients will
choose to have their DNR order suspended during anesthesia and sur-
gery, since in most cases this will be in their best interest. That most
patients will consent to suspension of their DNR order does not allow
us to ignore the process of consent, nor does it allow us to impose our
opinion upon patients who do not share our view. For example, even
though most patients with appendicitis will choose to have an appen-
dectomy, we are nevertheless obligated (both morally and legally) to
seek the patients’ consent and abide by their decision.

Clearly, a patient cannot simultaneously request a general anesthetic
and refuse to give permission for procedures that are intrinsic to an-
esthetic care. In my view, artificial ventilation and the administration
of fluids and medications are intrinsic to the delivery of a general
anesthetic, whereas chest compressions are not. Some patients may
therefore reasonably insist on maintaining their DNR status with regard
to chest compressions during anesthesia and surgery. Recent surveys
show that whereas some anesthesiologists are opposed to administering
anesthesia under these conditions, others are willing.? Hospital policy
should therefore be flexible to respond to the concerns of everyone

citation from other causes of cardiorespiratory arrest, the patient’s
wishes can be respected and the physicians’ ethical standards can be
maintained.
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involved. This conclusion is shared by other commentators on the
issye, S
issue.”

ROBERT D. TRUOG, M.D.

Assistant Professor of Anaesthesia (Pediatrics)

Harvard Medical School

Associate Director, Multidisciplinary Intensive Care Unit
Department of Anesthesia

Children’s Hospital

MICU Office! Farley

517 300 Longwood Avenue

Boston, Massachusetts 02115

REFERENCES

1. President’s Commission for the Study of Ethical Problems in Med-
icine and Biomedical and Behavioral Research: Deciding to
Forego Life-Sustaining Treatment: Ethical, Medical, and Legal
Issues in Treatment Decisions. Washington, DC, US Govern-
ment Printing Office, 1983, p 244

2. Clemency MV: Do not resuscitate (DNR) orders and the anesthe-
siologist: A survey (Abstract). ANESTHESIOLOGY 75:A888, 1991

3. Cohen CB, Cohen PJ: Do-not-resuscitate orders in the operating
room. N Engl ] Med 325:1879~1882, 1991

4. Walker RM: DNR in the OR: Resuscitation as an operative risk.
JAMA 266:2407-2412, 1991

(Accepted for publication January 31, 1992,)

20z Iudy 01 uo 3sanb Aq ypd°GE000-00050266 |-Z¥S0000/SS8ETE/SI8/G/9.L/HPd-01o11e/ABO|0ISOUISBUE/WOD IIEUYDIDA|IS ZESE//:d}}Y WOI) papeojumoq



