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Ycenenrnoe npuMenenue cepaedHo-yierounoit peanumaiuu (CJIP) kak pyTHHHOI MPAKTUKK CIACCHUS JKU3HU
MAIIMEHTOB B ONEPAIMOHHBIX BO BPEMs aHECTE3UU 1T03BOJIMIIO TIEPEHSTD ee /IS UCII0Ib30BAaHUS B ITAjlaTaX MHTEH-
CUBHOH Teparnu, 3aTeM BO BCEX JAPYTUX OTAEJEHUAX TOCIUTAJICH, 1, B KOHEYUHOM UTOTe, BHEJPEHUTH OBCEMECTHO
Jlaske BHE TOCIUTAJICH. JTO IIPUBEJIO K BO3HNKHOBEHUIO THYECKON JINJIEMMBI JIJIS TAIIMEHTOB, KOTOPBIE TEHephb ca-
MU JIOJDKHBI 3alPAIIBATH OTKJIIOYEHNsT TIPUOOPOB TOIEPIKAHST JKI3HH, a TAKJKE JUIST UX POJICTBEHHUKOB, TOCTAB-
JIEHHBIX B CJIOKHYIO CHTYAIUIO TIPU MIPHHSATHI PEIIEHIsT BMECTO HAXOJISIIErocs Ge3 CO3HAHMsI CTPAJIAIONIEro 6Jim3-
KOro uesioBeka. B 9ToM 0630pe paccMaTpuBalOTCS STHYECKKE [IPUHIIUIIBL, HA KOTOPbIE OIIUPAOTCS aJIMUHICTPATOPBI
rOCIIUTAJIElT, BpauH, AIMEHTHI ¥ PYTHE JIUIA, BBIIOIHSIONIE MOPaJIbHbIe 00s13aTeIbeTBa 00eciedeHust He30IacHO-
cru, komdopra u Hajeskantero jgedernnst. Ocoboe BHnManue B 0630pe obparaercst Ha Tepmu — 3arpoc «He pea-
HUMUPOBaTh» (B aHTIOSI3BITHON JuTepatype Do-Not- Resuscitate orders nnm cokparernno DNR). OueBuino, 4To 3a-
npoc «He peaHnMupoBaTh» He paBHO3HAYEH OTKA3y OT JICUEHUS TTAIUCHTA.

Kniouesvie caosa: CJIP; DNR; smuueckue npunyunvl; smudeckue Oupexmusnl

Closed chest cardiopulmonary resuscitation (CPR), having been so successful after its introduction in the
operating room for saving lives of anesthetized patients, was adopted for use in the intensive care units, then hos-
pital-wide, and finally to out of hospital patients. This has lead to ethical dilemmas involving patients who must
themselves request discontinuation of artificial organ function devices and treatments, or placing family members
in the difficult positions of having to make those decisions for their unconscious and suffering relatives. In this
review, the Ethical principles on which physicians, hospitals, patients, and surrogate decision makers rely in order
to apply their perceived moral obligations to provide patient safety, comfort, and treatment are examined with par-
ticular emphasis on do not resuscitate orders (DNR). It is clear that DNR does not equate with do not treat.
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Beenenne

Introduction

CJIP mipu 3aKpBITOl TPYMHON KJIETKE BIIEPBBIE
Oblla MCIOJIb30BaHa y MAIEHTOB € OCTaHOBKOM
cepzilia BO BpeMs olepaluii oz oo1eil anecresuei,
U TepBbIe COOOIIEHNST TOBOPUIN O GOJBIIOM yCIeXe
aroii iportenypsl [1]. B 1961 roxy /[>xyxa u coasr. co-

Closed-chest Cardiopulmonary Resuscitation
(CPR) was first employed for patients who suffered
cardiac arrest during surgery under anesthesia and
initially reported to have high success [1]. In 1961
Jude et al reported on the use of CPR in 118 patients
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oburu o npumenernn CJIP y 118 maimeHToB ¢ oc-
TAHOBKOM cep/iia B roctiutane /[»xkona Xonkunca [2].
C000I1aI0Ch, YTO XOTSI CEPIEUYHAsT IeITEIBHOCTD BO-
306HOBUIACh ¥ 78% MalueHToB, ToJabKO y 60% BoC-
CTAaHOBUJICS TIEPBOHAYATBHBIN HEBPOJIOTHMUECKUN
cratyc [2].

K 1963 rony moBcemecTHOE PYTUHHOE UCITOJTb-
3oBarme CJIP mpuBemo K BO3HUKHOBEHUIO HOBOM
pOOJIEMBI JIJIst TIAIMEHTOB, TIEPEKUBIINX OCTAHOBKY
cepana [3]. PesysbraToM ycrenrsHon cepjiequHO-Je-
TOYHOI peaHnMaIluy, B 0COOEHHOCTH y GOJIBHBIX B
KPUTUYECKOM COCTOSTHUH, YacTO CTAHOBUJICS TIPO-
JUTEHHBIH TTPOIleCC YMUPAHUS U TPOJIJIEHHBIE CTPa/ia-
nus [3, 4]. Ho B Mmegununckoii mureparype 10 1976 r.
HE BCTPEYAIOCH YIOMUHAHUN O paspenieHuu s
Bpaya COCTaBUTH JIJId maiuenTa 3amnpoc «He peann-
mupoBath» (DNR) [3]. [loctaTouno sicHO, 4TO B Te
panrame cpoku cranoBieHuss CJIP 1 DNR muOrmM
BpadyaM ¥ PabOTHHUKAM 3[PaBOOXPAHEHUs OBLIO
CJTOKHO OOBEANHUTD CBOM MOPAJIbHbIE 00SI3aTEIbCT-
Ba, 8 UMEHHO — BBITIOJIHEHUE BCETO BO3MOXKHOTO JIJIST
CTIACeHUs W TIPOJIJICHUS KU3HU MTAIlUEHTOB, U 9THYe-
CKMe TIPUHIIAITBI, KOTOPble (POPMUPYIOT OCHOBY JIJISI
3aKOHO/IATEIBHOTO BHEAPEHMS 9THX 00513aTEIbCTB.

Cy1iiecTByeT 4YeTbipe OCHOBHBIX 3ITUUECKUX
MPUHIIKAIIA: HEBPEAUTENbCTBO [5], AeiicTBre Bo 6jaro
[6], aBToHOMUS MTanenTa [7] n cipaBenIMBOCTS [8].

B mpenpiaymmx crathsax aBTOpamMu 00CYysKia-
JIOCh, UTO, BHEAPsISt 0603HAUECHHbIE BBIIIE TPUHITAITBI
B JKU3Hb, BPa JOJUKEH OaITaHCUPOBATH MEKIY TPEMSI
nuxoromugmu [9]:

* [lorenruanpHasi TIOJb3a OT JICUEHUS TOJIK-
Ha GbITh COTIOCTAaB/IEHA € TOTEHI[UAIBHBIM BPEIOM OT
Hero, T.e. — He Bbizoser Jiu CJIP Gosblie Bpea, uem
TTOJTh3bI?

* CrpemiieHne COXPaHUTH KU3Hb — COXPAHUT
su CJIP sxusHb? Vi HeoOXOAUMO CBOEBPEMEHHOE
Oco3HaHue ee OeCIoNe3HOCTH U HeOOXOANMOCTH
JIUIIh obecriedeHnst KoM(MOopTa Mpolecca yMUPaHus ?

 TlorpeGHOCTH MHAUBHUAA COMOCTABJISIOTCS C
HOTPEOHOCTSIMU BCEro 00IIecTBa — HEBO3MOKHO U
HETIPUEMJIEMO TIPEJOCTABISATh BCIO BO3MOKHYIO Me-
JUITTHCKYIO TIOMOIIH KayK/IOMY, KTO €€ 3alpaiinBaer,
Brutovast CJIP.

Ipuk [Ixx. Kaccn B cBoeit crathe «IIpupoma
CTPaaHUil W [eJIM MEIUIIUHBI> MUIIeT <...00Jerde-
HUe CTpajlaHuil 1 usJjiedeHne 3a60JeBaHUS JOJIKHBI
paccMaTpUBaThCs Kak JBa 00s3aTeIbCTBA, KOTOPbIE
JEeHCTBUTENBHO TIPeIHa3HAYEHBI JIJIsl JTeueHnst 00JIe3-
Hell. Bpau, He TOHMMAIOMWI TPUPOLY CTPaAJAHUI,
MOJKET BBITIOJIHATH TaKMe MeIUITUHCKIE BMEIaTeh-
cTBa (JlaXke ecJii OHU TEXHUYECKH aJleKBATHBI ), KOTO-
pbl€e He TOJIbKO HE YCTPAHSIOT CTPAJaHNs, & CAMU SIB-
JISIOTCA IPUYMHON cTpasanuii» [10].

Kak yxaswiBaior Tor, bpart u @peiinep, nsna-
yanbHO TexHojoruu CJIP GbLIn mpeHasHAYEHbI /15T
CITaCeHUsT JKU3HU MAIIMEHTOB ¢ 00PaTUMBIMK CEPJIeY-
weiMu aputmusivu [11]. Ograko B 1992 romy, yoke

with cardiac arrest at The Johns Hopkins Hospital
[2]. They reported that although seventy— eight
percent had cardiac action restored, only 60% were
returned to pre-arrest central nervous system (CNS)
and cardiac status [2].

By 1963, the routine use of CPR on all patients
throughout the hospital lead to new problems for
those who survived the arrest [3]. Prolonged suffer-
ing and a prolonged dying process was often the
result of successful cardiac resuscitation, particular-
ly in terminally ill patients [3, 4]. But it was not until
1976 that the concept of a hospital policy permitting
a physician to write an order to not resuscitate a
patient appeared in the medical literature [3].

It is clear that in those early days of CPR and
DNR orders, many physicians and health care work-
ers found it difficult to reconcile what they believed
to be their «Moral Obligations» to do everything
possible to save and extend the lives of their patients
with the «Ethical Principles» that form the basis for
the legal implementation of those moral obligations.

These Four Basic Ethical principles are:
Nonmaleficence [5], Beneficence [6], Patient
Autonomy [7] and Justice [8].

As discussed by this author in a previous man-
uscript [9], implementing the above principles the
physician has to balance «Three Dichotomies» [9].

» The potential benefits of treatment must be
balanced against its potential burdens; will CPR
cause more harm than benefit?

 Striving to preserve life; will CPR preserve
life? Or must we recognize that it would be biologi-
cally futile, and we must only provide comfort in
dying.

 Individual needs are balanced against those
of society; it is not possible or medically acceptable
to offer everything to everyone who requests it
including CPR.

Eric J. Cassel, in his article the «Nature of suf-
fering and the goals of medicine,» stated «...The relief
of suffering and the cure of disease must be seen as
twin obligations of a medical profession that is truly
dedicated to care of the sick. Physicians' failure to
understand the nature of suffering can result in med-
ical intervention that (though technically adequate)
not only fails to relieve suffering but becomes a
source of suffering itself> [10].

As stated by Truog, Brett, and Frader, the
techniques of CPR were originally intended to
attempt to save the lives of patients with reversible
cardiac arrhythmias.11 But in 1992 when their
paper was written , the current practice was to use
CPR in all situations unless there is a direct physi-
cian order not to resuscitate [11]. «Since cardiac
arrest is the final event in all terminal illness,
everyone is eventually a candidate for this medical
procedure..and therefore ..DNR orders were
developed to spare patients from aggressive
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nocje MyGJAUKAMKM WX CTaThH, CYIIECTBYOMIAs
MpakTUKa TpeanuchiBaia ncrnosab3zoBat CJIP Bo
BCEX CJIy4YasiX OCTAHOBKH CEP/IA, €CIM TOJBKO He
6bL10 IpsiMOTO yKazanust «He peannmuposaTh» [11].
«IlockompKy ocTaHOBKA cepaiia — 3TO (PUHATIBHOE
COOBITHE BCEX TEPMUHAIBHBIX COCTOSTHUI, KayKIblil, B
KOHIIe KOHI[OB, SIBJISIETCS KaHAUAATOM JIJIsI 3TOH Mpo-
HEeAyPhL.. ¥, TaKUM 06pasoM, sanpoc «He peannmu-
poBatb» ObLIT paspaboTaH ¢ Iebio yoepeub MmarueH-
TOB OT arpecCUBHBIX MOIBITOK OKUBJIEHUS, KOT/A
CMepTh O)kiaeMa 1 Hensbesxma.» [11].

3avactyio TPOUCXOAUT TaK, YTO MAITUEHT WJIN
JIIOJIM, TIPUHUMAIOIIE PEIICHUE 32 HEro, TPeOyIoT,
4qT00BI OBLIO MPOBEAEHO BCE BO3MOKHOE JICUCHHE,
Brutouas CJIP, naxke B Tex ciaydasix, Korja Bpad Cuu-
taer, uto CJIP Gecroje3Ha U MOXKET IIPUYUHUTD
Gourbliie Bpe/a, ueM 1moJib3sl [9, 11]. B mogo6HbIX ciry-
Yyasgx MOXHO YTBEP)KIATh, UTO Bpay JOJIKEH UMETh
BO3MO’KHOCTH TIPUBECTH B JeiicTBre 3aripoc DNR 6e3
coryiacust MaIenTa, ero POACTBEHHUKOB WJIH JPYTUX
stt, npuHUMatomux pemierne [11, 12]. Hekoropsre
MAIUEHTHI U/WJIN YJIeHbl X ceMell He COTJIAIaroTCs
Ha 70, 4roO6b61 DNR-3a1poc ObL1 3anucan MMcbMeHHO
M3-3a CTPaxa, 4YTO OCTATbHAS MEIUIIIMHCKAS TTOMOIITb
Takxke OyjgeT OTMeHeHa. J[pyrue BepsiT, 4TO OHU
JOJKHBI CJIEJIaTh BCE BO3MOYKHOE, Y4TOOBI TIPOAOJI-
JKaTh JKUTh [0 PEJIUTHO3HBIM TpuurHam. OGmnpHast
IpyIINa MarueHToB HAXOAUTCS T0J] BJIUSHUEM TOTO,
YTO OHU BUJIEJTH 10 TEJIEBUICHUIO UM B KITHO.

B 1996 rony menuumacknii sxypraaa Hosoit An-
rmvn (NEJM) omyGrnkoBast UccaeoBaHye 0 9acTo-
Te ycriexa CJIP B momysigpHBIX Tesiecepraiax, Takmx
kak <ER», «Chicago Hope» u «Rescue 911». Ha re-
JIEBUIEHUH aKTePhl YCIIEITHO CIACAIOT 75% <Iaiu-
eHToB». HO B peaslbHOCTH 3Ta YacToTa COCTABJSIET
TOpa3/I0 MeHbIIle TT0JOBUHBI ciryvaes [13].

Uccnenosanme 2009 roga mpesmmnosaraet, 4To
gacrora ycrexa CJIP Ha TeieBuaeHUM Morjia Obl
ObITh GOJIee pPEANMCTUYHON; OJHAKO, B cepuajiax
JnanbHelmas cyapba CllaCeHHBIX TaKuM 06pasoM
MTaIlMeHTOB PEJIKO SABJISIeTCS YacThio ciieHapus [14].
Bosee Toro, B cepmasax peiko MOKa3bIBAIOT, Kak
BoimoJtHsieTcst CJIP y moKnmIbIX, «TepMUHATBHBIX>
narmenToB B OPUT, vaie aTo MoJiofibie marineHTo
€ TPaBMOii, y KOTOPBIX OOJIbIIIE IMAHCOB Ha BHIKUBA-
uue nocae CJIP [14]. Umest nesno ¢ peasbHBIMU T1a-
[[HEeHTaMH1, Bpadu, Korja OHU OepyT WHPOPMHUPO-
BaHHOe corsacue Ha DNR, 1osxHbI mpyHUMATh BO
BHuManune Mud o6 ycrexe CJIP, mocessHHBIN Macc-
Mmeaua [14].

Yr006bI IPOTUBOCTOSATH 9TOMY ME]Y HCCITE0Ba-
tesm usyunnu yenermHocts CJIP (6e3 mcmomb3osa-
HUSI aBTOMATHYECKOro AeuOpuIsTopa) mpu pas-
JIMYHBIX  00cTosiTenberBax [15]. OOHapyskui, 4to
CJIP 6pbina ycrenmroit B 2—30% ciydaes, eCim BbI-
MOJTHSJIACh BHE TocuTasist, B 6—15% — B rocimrale,
U B YIPYYAIOIIUX 5% — Y HOKUJIBIX MAIIUEHTOB C MHO-
JKECTBEHHBIMU MeUIINHCKUMHU TIpobiemamu [15].

attempts at revival when imminent death is antici-
pated and inevitable» [11].

It is often the case that patients or their surro-
gate decision makers request that everything should
be done including CPR even when the physician
believes that CPR would be futile and only cause
more harm [9, 11]. In such cases it can be argued
that the physician should be able to enact a DNR
order in the absence of consent from the patient,
surrogate, or family [11, 12].

Some patients and /or family members will not
consent to having a DNR order written because of
fear that all measures of care will also be withdrawn.
Others simply believe for religious reasons that they
must have everything done to continue to live.
Others still are swayed by what they have seen on
television and movies.

In June 1996, the New England Journal of
Medicine published a study about the success rates
of CPR as shown on the television medical shows
«ER», «Chicago Hope» and «Rescue 911». On tele-
vision the actors successfully resuscitated 75% of the
pretend patients. But according to the study, the
real-life estimates were less than half [13].

A 2009 study suggested that the success rate of
CPR on television may be more realistic; however, on
television the long term survival of these resuscitated
patients is rarely a part of the script [14]. In addition,
we are rarely shown CPR being performed on older,
sick, terminally ill patients in the intensive care unit
on television, but rather young trauma patients with
a better chance of surviving CPR [14]. In dealing
with real patients, physicians must take into account
the media myth of CPR success rates in obtaining
informed consent to write a DNR order [14].

To counter this medical myth, researchers
have studied the success rates of CPR (without the
use of automatic defibrillators) in various settings:
they found that CPR was successful in 2—30% of
victims when administered outside of the hospital,
in 6—15% for patients in the hospital, and a dis-
couraging 5% or less for elderly victims with mul-
tiple medical problems [15].

With these statistics in mind, one must look
back to the 4 basic principles of medical ethics for
guidance in determining whether an individual
patient should be a candidate for attempted CPR
should a cardiac arrest occur while in the hospital; or
whether a complete informed discussion should take
place with the patient and/or surrogate decision
maker as to placing a DNR order on the chart in
order to avoid a catastrophic outcome and increased
suffering for the patient.

First, «Do No Harm» implies that assessment
of patients should be conducted in advance, when
possible, to avoid causing more harm and suffering to
patients who have little to no chance of surviving the
brutality of the CPR process.
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Case Law Example (Court Ruling Limits Rights of Patients, New York Times, By GINA KOLATA, Published: April 22,

1995)

1995 Gilgunnv  Suffolk Physician and hospital discontinued ~ Court ruled there was The right of physicians to make indepen-
Mass. County life-sustaining therapy and issued a no negligence dent judgments about withdrawing life
General Superior  do not attempt resuscitation order on the part of the support against the wishes of the patient
Hospital ~ Court, despite objections of the patient and  physician or hospital. or surrogate had not yet been tested in

Boston surrogate when they deemed that fur- appellate court.

ther care was futile.

IIpumep ropuanueckoro ciyyas. («Pemenue cyaa orpannunsaer npasa nanuentos» The New York Times, [xuna Kosa-

Ta, omy6mKoBano 22 ampess 1995 roza).

Cyne6ublit
opran

Ton Curyvaii Onucanue ciayyast

1995 Karepuna  Bwicumii cys Bpau u rocnimuranb octaHOBUIN

. T'm- OKpyTa SKU3HETIO/IEP;KUBAIOIILY IO TEPAITHIO
rans; [lent- Cyddorxk, u Bbiasin DNR-3armpoc, HecmoTps
pasIbHbIT Bocron Ha TpebiLyIme TpeboBaHusT alu-
TOCTIMTAJTh €HTKH U e POJICTBEHHUKOB, KOT/IA
Maccauy- IMOCUMTAJIN, YTO JaJbHeNIIee jeue-

cerca Hue Oyzer 6eCroIe3HbIM.

ITocranosienne BoiBog

cyna

Cyz moCcTaHoOBUII,
YTO CO CTOPOHBI
Bpaya Wjim ToCIuTa-
Jist He ObLIO S0y -
MIEHO XaJaTHOCTH.

[IpaBo Bpaueil BBIHOCUTDH He3aBHCHMBbIE
CY’KIEHHUS 10 TIOBOAY MPEKpaIeHns
MOJJIePsKaHMs JKU3HH, [TPOTHBOpeYaline
JKeJIAHUIO TAIlMEeHTOB (POJCTBEHHUKOB)
erie He GBUIO MOATBEPKIECHO B ATesIsi-
LHOHHOM CY/I€.

[TaMsATyst 3Ty CTAaTUCTHKY, CIEAYET OTJISTHYThCS
Ha 4 6a30BBIX MPUHIIAIA MEAUIIHCKOW STHKHU IS
ompenenenus Heobxoaumoct Boamosxkuoi CJIP y
WHUBUYAJTbHOTO TAIUEHTA, €CJIN Y HETO CIYUUTCS
OCTAaHOBKA Cep/IIa B TOCITUTAJE, WJIN JKe ¢ HUM (WJIH
C JIPYTHMU JIIOABMY, MPUHUMAIOIUMU PeEIieHue)
crepyer obcymurb DNR-3ampoc 1 pesynbrarbl 00-
cyskaeHusi (GUKCUPOBATh B KapTe TalMeHTa IS U3-
GeKaHU «KaTaCTPOMUIECKUX TTOCTEACTBIIT» U yCu-
JIEHUSI €TO CTPaJIaHui.

[Tepseorit npunnmn «He naBpean» npeamnosara-
eT, 4To Gecea ¢ TMAIMEHTOM TIPOBOANTCS 3a01aTOB-
PEMEHHO, eCITH 9TO BO3BMOKHO, YTOOBI M30EKAThH yBe-
JIMYEHUST CTPAJaHUil U Bpela /IS TOTO MAIUeHTa,
KOTOPBIII MMeeT KpaiiHe HU3KHe IMIAHCHI TePeKUTh
nporiecc CJIP.

Bropoit npunnnn «/lenait xoporio, ecan Mo-
xemrby (mpuniun Bocxoaut K Cesaromy Dome Ak-
BUHCKOMY, hrmocody U TEoJOry TPUHAIIATOTO Be-
Ka) TpeGyeT mpeaycMoTpeTh TO ke camoe. Ha camom
neie, cyx CIITA yke MOCTaHOBIIL, 4TO Bpauu He 06s1-
3aHbI MpeJJIaraTh WU TPOBOIUTD TO JieUeHUE TaIu-
€HTY, KOTOpPOEe, TI0 UX MHEHWIO, He TIPUHECET eMy
MOJIb3BI, asKe €CJIN MAIIMEHT WU €T0 CEMbsT TPEOYIOT
aTOTO JeueHust. TakuM 06pa3oM, BOTIPOC O TIIETHOC-
TH MEAUIITHCKOTO BMEIIATEIbCTBA Y7Ke OblJI BBEIECH B
cyzne6HbIe ipotieayps [16].

[TpunsaTHE pelieHrst 0 GECIONIe3HOCTH MeI-
[UHCKOTO BMEIIATEIbCTBA BCETAa OBLIO CIOKHON
npobaemoii aag Bpadeil. B oaxHOM u3 apeBHUX
TPaKTaTOB I'MIITIOKPATOBCKOTO Kopmyca «VckyceT-
BO HAayKW W MEIUIMHBI» BpayaM W MallMeHTaM pe-
komenayercs: «Korma O6bl 9e0BeK HU CTpagiald OT
6oJie3tu, KOTOpas CAUIMKOM CHUJIbHA JIJIsI CPEJICTB,
UMEIONUXCST B PACIOPSIKEHUW MEIUIIUHBI, OH OTI-
peziesenHo He TOJIKEH HANEATHCS, 9TO 9Ta 6OIE3Hb
MOJKET ObITh TPEO0JIEHA ¢ TIOMOIIBIO MEIUIIHHBI>
[17]. Tlogo6HO 3TOMY, ApEBHETPEUYECKIE BpavyeBa-

Second, «Do Good If You Can» (a concept orig-
inating from Saint Thomas Aquinas of the 13th cen-
tury) requires the same forethought. In fact the
courts in the United States have already ruled that
«physicians are not obligated» to offer or provide
treatments to patients that they feel would not be
beneficial, even if the treatment is demanded by the
patient or family. Thus the issue of futility of care was
entered into court proceedings [16].

Decision making in medical futility has always
been a problem for physicians. In one of the ancient
Hippocratic, The Art treatises, physicians and patients
are admonished: «Whenever a man [sic] suffers from
an illness, which is too strong for the means at the dis-
posal of medicine, he surely must not expect that it can
be overcome by medicine» [17]. Similarly the ancient
Greek healers suggested that «among the 3 goals of
medicine were cure, relief of suffering, and the refusal
to treat those overmastered by their illness» [18].
Hippocrates discouraged the sick from asking their
physicians to attempt cures that had no possibility of
success. And likewise, he (Hippocrates) reminded
physicians «to attempt a futile treatment was to dis-
play an ignorance that is allied to madness» [17].

In the 215t century both ethicists and intensive
care specialists have come to opine that physicians
must accept the responsibility for recognizing the
futility of certain interventions (like CPR), and to be
granted the legal privilege to decide to limit care,
even against the objections of the patient or the
patient's legal representative [19, 20].

In his review article on medical futility, Fine
gives examples of the development of the concept of
futility of care, including CPR, which culminated in
legislation such as THE TEXAS ADVANCE
DIRECTIVES ACT OF 1999 [17].

Fine explains that this legislation integrated
multiple previous laws dealing with terminal care
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OTuKa B PCaHUMATOAOTNUN -

TeJn coBeToBaNN: <« Tpu 111 MEUITUHBI — ITO U3-
Jedenne GoJsiesHeil, uszbasieHue OT CTpajaHuii u
OTKa3 JIEYNTh TeX, Y KOTo GOJE3Hb 3allljia CAUITKOM
nasnexo» [18]. Tunmokpat npu oTCyTCTBUM BEPOSIT-
HOCTH YCIIEIITHOTO JIEYEHUST OTTOBapUBal GOJBHBIX
paccopammBarh 0 HeM Bpaua. 1 Gosee toro, Tur-
[OKPAT TOBOPHJI, YTO <«UCIBITBIBATH OECIOJIE3HOE
JiedeHne — 3TO OTpakeHue HeBeKecTBa, TpaHUYa-
mero ¢ cymacuiectsueM» [17].

B mBamnarp nepBoM Beka CIEIUATUCTBI MO ATH-
Ke, a TaKyKe BpayW OT/IeJIeHNH NHTEHCUBHOW Teparnn
MIPUIILTA K BBIBOJLY, YTO BPAYM JOJLKHBI TIPUHSATD OT-
BETCTBEHHOCTH 32 PACIIO3HAHWE TIIETHOCTH OTIpejie-
JIeHHBIX BMentarenabeTB (Taknx kak CJIP) u momyants
ouIMaTbHOE Pa3pelieHne onpeaeuTh JTMMUAT ITOMO-
I, JajKe ecyid 9T0 OyIeT BOIPEKN TPeOOBAHMIM Ia-
IMeHTa WJIN eTo 3aKOHHBIX TipeactaButeneii [19, 20].

B 0630pe cTarteii Ha TeMy TIETHOCTH M€ TAIITH-
ckux mporenyp, Daiin maer TpUMEPHl Pa3BUTHS
MPEJICTABIEHUIT O THIETHOCTU TOMOIIHU, BKJIOYAs
CJIP, xoTopeie yTBepauInch 3akoHozaresnbHo. Ha-
npumep, B «PacimmpenHoM IUPEKTUBHOM akTe Texa-
ca 1999 rozas» [17]. Daiin 06bsICHSIET, YTO ITOT 3aKOH
00beINHIET MHOKECTBO TIPEABILYIINX 3aKOHOB, Ka-
CaABIIVXCST TPUHATHUS PENIEHUS B OTHOIIEHUN TEPMHU-
HaJIbHBIX OOJIbHBIX, 1 JIETAET HECKOJIBKO BasKHBIX T10-
MPAaBOK B OTHOINEHWH 3aBelIaHUs, OINpeeTeHus
TEPMUHATBHOCTH U HEOOPATHUMOCTH 3a00JI€BaHMsI, U
HOBBIX TPEOOBAHUI O TOM, KaK IMEHHO JIOJIKHO ObITh
3aCBU/IETETBCTBOBAHO coTJacue ¢ jedennem [17].

Hogsas Texacckas aupextusa 1999 roxa npu-
3HAET, YTO MAIUEHT MOXKET MCIIOJb30BATh 9TOT J[0-
KYMEHT, 4TOGBI OTIPEAETUTh, KaKOE JIeUeHUE OH XO-
yeT TPHUHATH WJIU OTKJIOHUTH B CUTyalluu
TEPMUHAJIBHOIN WM HeoOpaTuMoil Gosesnu [17].
CrenmnanbHO yCTAHOBJIEHHBIE JIUIA TaKKe MOTYT
MIPUHUMATH TaKOe PellieHne, eCJii MallueHT He B CO-
crostaun (OyaeT 00CyKAAThCS TTO3HEE) CAMOCTOSI-
TeJIbHO ero MpuHATH [17].

OmHaKo, TEXacCKU aKkT TakKe BKIIOYAET YCJI0-
BUS JIEMCTBUI Bpaveil BOIIPEKW IMPEKTUBE TMaIlleH-
Ta, €CJIU OHU MTOHUMAIOT, YTO 3aMPOIIEHHOE UM Jieue-
HUEe THIETHO. JTO TaKKe SIBJSETCS YCJIOBUEM JIJIS
3arpoca srtudeckoil koncyssranuu [17]. Cormnacno
3aKOHOAATENbCTBY Texaca, Bpaun MOTyT HaliTu «be-
30IIACHYIO MTPABOBYIO T'aBaHb» CJELys MPeITuCaH!-
sIM, yKa3aHHbIM B AxTe [17].

[TonoxkeHusi TEXaCCKOTO 3aKOHA MPUBEIEHBI
HUJKe B TOI hopMme, KaKk OHU (HOPMYJIUPYIOTCS B 00-
3ope Daiina, MOCKOIBKY OHM OYEHD MOXOKU B YCTa-
Bax Bcex [1lTaToB 1 paccMarpuBaloTcst Kak pyKOBOJI-
CTBO B PelIeHUH 9TUYeCKUX KOHDIUKTOB [17]. DTH
MOJIOKEHUSI IBJISTIOT c000#1 «6e301MacHy 0 PaBOBYIO
raBaHby I WHCTUTYTOB, 3TUYECKUX KOMHTETOB,
Bpavell 1 mepBbie B cBoeM pojie B cTpane [17].

1. Cembe [0JKHA OBITh BbIJAHA HChMEHHAsI
nHGOpPMAITUS O TMOJUTUKE TOCITUTANS B OTHOIIEHUH
MIPoIecca HTUUECKON KOHCYIBTAIINH.

decision making into a one statute, and made several
important changes to the living will, the definition of
terminal and irreversible illness, and new require-
ments for how consents should be witnessed [17].

The new Texas advance directives of 1999 rec-
ognized that patients may use this document to spec-
ify which treatments they want to reject or request
in the face of terminal or irreversible illness [17].
Designated surrogates could also make such deci-
sions if the patient lacked capacity (to be defined
later) to make the decisions himself or herself [17].

However the Texas Act also included a provi-
sion for the treatment team to challenge the patient's
directive, if the physicians feel the treatment
requested is «medically futile> [17]. There is also a
provision for requesting an ethics consultation [17].
Under the Texas law, physicians could find «a legal
safe harbor» by following the process as outlined in
the Act [17].

The provisions of the Texas Law are reproduced
below as taken from Fine's review article because
they are similar to those of most States Statutes, and
serve as guidelines for the resolution of Ethical con-
flicts [17]. These provisions as reproduced below
provide the «legal safe harbor» for physicians, insti-
tutions, and ethics committees, the first of its kind in
the country [17].

1. The family must be given written informa-
tion concerning hospital policy on the ethics consul-
tation process.

2. The family must be given 48 hours' notice
and be invited to participate in the ethics consulta-
tion process.

3. The ethics consultation process must pro-
vide a written report to the family of the findings of
the ethics review process.

4. If the ethics consultation process fails to
resolve the dispute, the hospital, working with the
family, must try to arrange transfer to another
provider physician and institution who are willing to
give the treatment requested by the family and
refused by the current treatment team.

5. If after 10 days, no such provider can be
found, the hospital and physician may unilaterally
withhold or withdraw the therapy that has been
determined to be futile.

6. The party who disagrees may appeal to the
relevant state court and ask the judge to grant an
extension of time before treatment is withdrawn.
This extension is to be granted only if the judge
determines that there is a reasonable likelihood of
finding a willing provider of the disputed treatment
if more time is granted.

7. If either the family does not seek an exten-
sion or the judge fails to grant one, futile treat-
ment may be unilaterally withdrawn by the treat-
ment team with immunity from civil or criminal
prosecution.
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Case Law Example (Salgo v. Leland Stanford etc. Bd. Trustees, 154 Cal.App.2d 560 [Civ. No. 17045. First Dist., Div. One.

Oct. 22, 1957 ]

OLGA SALGO, as Administratrix, etc., Respondent, v. LELAND STANFORD JR. UNIVERSITY BOARD OF

TRUSTEES et al., Appellants.

1957 Salgo v Calif. Salgo became paraplegic following
Trustees Appeals a translumbar aortography. The
of Leland ~ Court patient was not informed of the
Stanford risks.
Hospital

The Court ruled that
Physicians must inform
patients of the risks, benefits
and alternatives of treatment.

Enforced right to
informed consent

IIpumep ropuguueckoro ciaydas. Osnbra Casnpro B Jlunang Crandopa rocnurane, 154 Cal. App. 2d 560; [Civ. No. 17045.

First Dist., Div. One. Oct. 22, 1957.].

Ton  Cayuaii CyneGusiii Omnucanue ciyyas ITocranoBienue BeiBox
oprai cyna
1957 Ouibra Kamudop- Y nanuentku passuiace naparie-  Cy/J1 OCTaHOBII, IIpuBenero B uctosHeHne MpaBo Ha UH-
Cauibro B HUHACKII IUst IOCJIE TPAHCIIOMOAPHOiT a0p-  4TO Bpaun 00si3aHbl  (HOPMUPOBAHHOE COTJIACHE.
Jlnnana aTeJIsIn- torpadun. Ouna re O6bi1a HGOPMHU-  HHGOPMUPOBATD TIa-
Crandops  OHHBII CyJl  POBaHA O PUCKAX. IIMEHTOB O PUCKAX,

rociurasie

110JIb3€ 1 aJIbTepHa-
TUBaX JIeYEeHHA.

2. Cembe paercd 48 4acoB i U3ydyeHus UH-
(opmarm m 3areM ee MPUTJIANIAIOT K YYacTHUIO B
MIpoIecce ATUYECKOI KOHCYJIBTAIINN.

3. Bo BpeMs aTHuecKoil KOHCYJIBTAIlUN COCTaB-
JISTETCST TUCBMEHHBIN OTYEeT 000 BCEX ee 3aK/I0UEH-
SIX, aKT 3aT€M OTIAETCST CEMbe.

4. Ecim nipu aTMYeCKOl KOHCYJIBTAINN He ya-
JIOCh Pa3PENINTh BOSHUKINUIA IUCITYT, TOCITATAIb, Pa-
GoTtaromuii ¢ ceMbeil, 06sI3aH TOTBITAThCST OPraHU30-
BaTh IEPEBOJ TMalMeHTa B JPYroe YuypexkaeHue,
KOTOpPO€ TOTOBO MPEJOCTABUTh TO 3alpaliiBaeMoe
ceMbeil JieueHue, KOTopoe ObLIO OTBEPTHYTO TEKY-
el BpaueOHOIT KOMaH/I0M.

5. Ecum nocie necsitu 1Hed TONCKOB TaKoe yd-
pexjieHne He GyIeT HallJIeHO, TOCITUTA/b M BPAYK MO-
TYT B OJTHOCTOPOHHEM IOPSI/IKE OTMEHWUTDH JieUeHUE,
oTIpeieJIeHHOE KaK TIETHOE, He MMeoIee CMbICJIA.

6. Hecormacuast cTopoHa MOKET TOJIATh ared-
JISTIUIO B COOTBETCTBYIONIUIN CYJl U 3aIPOCUTH CY-
JIBIO O TIPO/IJIEHUN JIMMUTA BPEMEHU JI0 OTMEHBI Jie-
yeHus. 3anpoc OyIeT YIAOBJIETBOPEH, TOJIBKO €Ciu
CyZlbsl CIMTAET, UTO €CTh BECKME OCHOBAHUS IOJA-
raTh, 4TO [IPY IPOJJIEHUN OyAeT HaliIeHO HOBOE Me-
CTO JIEUEHWSI.

7. Ecam ceMbs He TIOJIAeT ameJISIAI0 WIN CY-
JIbsI HE BBIJIAET pa3pelleHre Ha MPoJJIeHre Tepalny,
TIIETHOE JIEYEHIE MOKET ObITh OTMEHEHO BpaueGHOI
KOMaH/I0Ol B OJHOCTOPOHHEM TOPsIIKE ¢ abCOIOT-
HBIM UMMYHUTETOM K TPAKIAHCKOMY MJIN YTOJIOBHO-
MY TIpecJieIOBAaHUIO.

OpHaKO, BEPOSITHO, YTO MOA00HAST «aBTOHOMIIS
Bpaya» BCTYIAET B IPOTUBOPEYNE C TPETHUM OCHOB-
HBIM 9THYECKUM TPUHITUTIOM <«aBTOHOMWH MaIlUeH-
tay. C KOHIIA COPOKOBBIX TO/IOB [[BAJIATOTO BEKa
IpaBa TMaIMEeHTOB WM MX POACTBEHHUKOB HAa ydac-
THE B MIPUHSATUU MEIUIUHCKIX PEIeHUN PacIimpsi-

However, this «physician autonomy» given to
physicians seems to be in conflict with the Third
Ethical Principle, «Patient Autonomy.» Since the
late 1940's the rights of patients or their designated
surrogates to participate in medical decisions has
grown and matured into the concept of «true
informed consent» [7, 21, 22].

In Canterbury v Spence, 1972, the D.C. Court
ruled that disclosure must include information that a
«reasonable man» would consider important to make
an informed decision [22]. Thus the Concept of «rea-
sonable person» was established in obtaining
informed consent [22].

It is clear however, that physicians are poor in
communicating the true implications of CPR and the
risks versus the benefits to individual patients or sur-
rogate decision makers; and therefore situations of
ethical dilemmas still occur.

DNR is a physician order. It is written into the
patient's chart only after full disclosure to the
patient or surrogate decision maker has been com-
pleted, including a discussion of the risks and bene-
fits of CPR as well as the alternatives to CPR, and
the risks and benefits of the alternatives have been
disclosed [23]. The DNR order prevents the patient's
right to refuse treatment, specifically CPR, from
being violated; but does not prevent the patient from
receiving other medically appropriate interventions,
such as intravenous medications or antibiotics,
unless they also are specifically declined by the
patient [23].

Based on the report [«Universal Out-of-
Hospital DNR Systems,» Opinion 2.225 Optimal Use
of Orders-Not-to-Intervene and Advance Directives,
adopted June 2005, (www.virtualmentor.org Virtual
Mentor, July 2010 — Vol 12 555) the AMA Code of
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OTuKa B PCaHUMATOAOTNUN

Case Law Example (Canterbury v. Spence (464 F2d 772) 1972) United States Court of Appeals for the District of

Columbia Circuit

1972 Canterbury v D.C.
Spence Circuit ing a laminectomy surgery.
Court

munity at the time.

Canterbury became quadriplegic follow-

The Surgeons had disclosed information
in accord with the standard in the com-

Concept of «reasonable
person» established.

The court ruled that disclosure
must include information that a
«reasonable man» would consider
important to make an informed
decision.

IIpumep ropuauueckoro ciayyas. Canterbury v. Spence (464 F.2d 772) 1972.

Ton Ciryuaii Cyne6unprii Omnucanue ciayyast ITocranoBienue BoiBox
opras cyna
1972 KarenGypu Denepann- Y muce KarenOypu xupyprudeckas Cyn nocranosu, uto urngop-  Chopmuposanach
B TOCIINTA-  HBIIl OKPYK- JTAMHHOKTOMUS OCJIOKHIIIACH KBa-  MaIlUs IOJUKHA OBITH MOJIAHA B KOHIIETIHST <OOBITHOTO
sie CrieHe HOIT Cyl OK-  Aporuierueii. Xupypr npeocTaBusl  TAKOM BUJIE, YUTOObI «OOBIYHBII  YETOBEKaY.
pyra uHMOPMAIHIO B COOTBETCTBUM € 00- YeTOBEK» TTOCYUTAT €€ I0CTa-
Komymbust  I1eCTBEHHBIMU CTAHAAPTAMHI TOTO  TOYHOM JIUIST IPHHSITHS HHMOP-

BpEMEHH.

MMUPOBAHHOTO pelleHus.

JINCH ¥ B UTOTE BBI3PEJH B COBPEMEHHYTO KOHI[ETIIINIO
nHGopMuUpoOBaHHOTO coryacust |7, 21, 22].

B Cuence B 1972 rouy, cyn oxkpyra KomymOus
MTOCTAHOBWJI, YTO HWHMOpPMAIusg I TalHeHTOB
JIOJDKHA BKJIIOYATh TO, 9TO <«Pa3yMHBIH UYeJIOBEK»
CUMTAET BAKHBIM MPU MPUHSATUU B3BEIIEHHOTO pe-
mennst (Tabsmia 3), [21]. Takum 06pasoM, KOHIET-
s «0OLITHOTO YeTOBeKa» ObIa BHEApPEHA B TIPO-
Iecc MoJrydeHnst THPOPMHUPOBAHHOTO coracus [22].

OJIHaKO OYEBW/IHO, YTO BPAYM <«HE CUJIbHBI> B
06CYRIEHNN ¢ TAIHEHTAMU PEATHHBIX TIOCTECTBUIT
CJIP, a Tak:ke ee PHUCKOB U BBITOJBI B OTHOIIEHWH
KOHKPETHOTO MallueHTa WU JAPYTUX JIHIL, TPUHUMA-
IOIUX PeIeHe, TOITOMY CUTYallnst dTHYeCcKOH Tu-
JIEMMBI COXPaHIETCs 710 CUX TOP.

DNR — aro BpauebHbIii 3ampoc. OH 3amucaH B
METUITMTHCKON KapTe MalfeHTa MOocje TOTOo, KaK BCs
undopmarust o CJIP moaHOCTBIO TTpeiocTaBIeHa ma-
[UEHTY WJIW JAPYTUM JIUIaM, TIPUHUMAIOIIUM periie-
HITe, BRII0Yast 00cyskaenne prckos u Buirost CJIP, a
TaKKe BOBMOKHbBIE aJIbTEPHATUBBI, X PUCKH U BBITO-
ny [23]. DNR — 3ampoc mpenoxpassieT oT Hapyiie-
HUS TIpaBa TMAIMeHTOB Ha OTKa3 OT JIeYeHUs, B 0CO-
6enroctu or CJIP, HO TIpU TOM He TIPEISITCTBYET
MOJTYIEHUT0 JTOOBIX MEAUITUHCKI 000CHOBAHHDBIX
BMeEIIATeIbCTB, TAaKWX, HAIPHUMepP, KaK HHBEKIINH
MpenapaToB Win aHTHOMOTHKOB, /IO TEX TOP MOKa TIa-
IIMEHT HaMePEHHO He OTKa3aJICs OT HUX.

PykoBoacrso, usnannoe Amepukanckoil Me-
nuruHcKol Accommanmeit (AMA), mpeamomaraer,
YTO BHUMAaTEJIbHOE OTHOIIEHNE K SKeJTaHUsM W IO-
TPeGHOCTSIM MaleHTa B (PMHAIBHOI cTaguu 3a60J1e-
BaHMUS HAa OCHOBAaHMU OTYeTa [24]| BemeT K yJryuliie-
HUIO Kau4ecTBa ITOMOIIM GOJIbHBIM B TEPMUHAIBHBIX
cocrosgausax [24]. Pekomenmarun AMA Briogaror
HECKOJIbKO 3asIBOK 1 abOpeBUATYP, KOTOPbIE MOTYT
OBbITh BHEAPEHDI JJIs1 BBISBJICHUS MPEANOUYTECHUN Ma-
IIE€HTA TIPY COTJIACHH JIHO0 OTKa3e OT JIEUeHNUsT, KO-
TOpbIE B 9KCTPEHHBIX CUTYaIUSIX MOTYT TOMOYb M3-
6exaTh HEKeIATeTHHOTO JeUYeHUsa JUIAMU, He

Medical Ethics Opinions on Seriously Il Newborns
and Do-Not-Resuscitate Orders], the AMA guide-
lines propose that paying closer attention to patients'
wishes and desires during end stage disease can lead to
better end-of-life care [24]. The AMA opinion state-
ment goes into multiple aspects of end-of-life care
planning but specifically addresses the DNR orders
[24]. The AMA recommendations include a series of
orders and abbreviations for those orders that could
be employed to designate patients' preferences for
treatment or non treatment and to help avoid such
treatments being given during emergencies by person-
nel not aware of the patients' status [24].

The AMA «Treatment avoidance orders might
include, along with a Do Not Resuscitate (DNR)
order, some of the following: Full Comfort Care Only
(FCCO); Do Not Intubate (DNI); Do Not
Defibrillate (DND); Do Not Leave Home (DNLH);
Do Not Transfer (DNT); No Intravenous Lines
(NIL); No Blood Draws (NBD); No Feeding Tube
(NFT); No Vital Signs (NVS); and so forth» [24]. In
order to avoid confusion the designation Do Not
Treat (DNT), is discouraged, since it implies that no
care should be given including unintentionally the
comfort care that the dying patient requires; Full
comfort care only (FCCO) serves the same purpose
without the likely misinterpretation [24].

Since the condition of patients tend to change,
particularly with patients in the intensive care unit,
all treatment avoidance orders including DNR,
should be reviewed frequently to ensure that they
still conform to the patients' wishes [21].

Mr. Bartling's case confirmed that an adult who
has «capacity» (which is different from «competen-
cy» in the context of medical decision making) may
refuse medical treatment even if, in so doing, refusal
of treatment may lead to death [25].

Capacity means that at the time of the discus-
sion about DNR, the patient is able to understand
the risks and benefits and alternatives of treatment
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YCTaHOBUBIITUMU 3apaHee CTaTyC MaMeHTa Mo 3ToMY
Boupocy [24].

[To mpensoskennio AMA, oTka3 oT HesKes1aTeb-
HOTO JIEYEHMSI MOKET BKJIIOYATh He TOJBHKO 3aIpoc
«He peanumuposath» (DNR), a Taxke soboe us
CIIETYIOTIETO:

«Tospko yxox u kombopts> (Full Comfort Care
Only — FCCO)

«He unty6uposars tpaxeio» (Do Not Intubate
— DNI)

«He upumenars apepubpumnarop> (Do Not
Defibrillate — DND)

«He ocraBasars noma» (Do Not Leave Home —
DNLH)

«He Tpancnopruposath» (Do Not Transfer —
DNT)

«He mncnonbp3oBath Benosuble guHUN» (No
Intravenous Lines — NIL)

«He 6patp kpob» (No Blood Draws — NBD)

«He craButs xemynounsiit 3ou1» (No Feeding
Tube — NFT)

«He ocmarpusate» (No Vital Signs — NVS) u
Tak fasnee [24].

Yrober n3bexaTh myTaHuisl, sanpoc «He me-
yuth> (Do Not Treat — DNT) 6bl1 orMeHeH, 10-
CKOJIBKY OH TIPEIoJaraji, 4TO HUKAKOTO JiedeHUs
B0OOIIE HEe MOXKET ObITh IPUMEHEHO, BKJIIOYAs YXO/
1 co3zpanre KoMpopTa, B KOTOPOM HYKIAIOTCS YMHU-
parorue manueHTsl. 3amnpoc «ToIbKO yXOa U KOM-
(hopT» CIYKUT TEM JKe TeJIsIM, HO 6e3 BO3MOKHOCTH
ObITh HEBEPHO UCTOJKOBAHHBIM [ 24].

[TockoJIbKYy cOCTOSTHUE TMallueHTa MOMKET Me-
HATBCsI, 0cobeHHo y mareHToB B OPUT, Bee 3ampo-
CBbI HA OTKA3 OT JieueHus, BkIrovuast «He peanmmupo-
Bath» (DNR), momxHBI yacTo TepecMaTpuBaThCH,
yT00BI YOEANUTCS, YTO OHM BCE €llle COOTBETCTBYIOT
JKeslaHuaM Itanuenta [21].

Cayyaii r-na bBaptimara moaTBepIKIaeT, uTo
B3POCJIBII YeJIOBEK UMEET TIPABO OTKA3AThCS OT Jieve-
HUs, Jake ecJM TaKOH OTKa3 MOKeT TPHUBECTU K
CMEPTH, €CJI UMEET TaKyto CIIOCOOHOCTD, (3TO He TO
JKe caMoe, UTO «ITPAaBOMOYHOCTb» B KOHTEKCTe MPH-
HATUS MeIWIMHCKOro pemerus). [25]. B cayuae
MIPUHSTUS PEIIEHUs] «HEe PEaHMMHUPOBATH> TEPMUH
«CIIOCOOHOCTY 03HAYAET, YTO MALUEHT MOCTIE ajleK-
BAaTHOTO Pa3bsCHEHUS OCO3HAT PUCKH, BBITOIBI U
aJIBTePHATUBBI JICUCHMs, ¥ IPUHSJ pelieHne 06 oT-
kaze ot jgedenusd [9]. Juaa onpenenenus IIpaBomou-
HOCTU peIleHuil MalueHTa, BKIoYas (hUHAHCOBBIX
00s13aTeIbCTBA U HEJBHKUMOCTD, 0OBIYHO TpeOyeTcst
oTleHKa rcuxnarpa uian cyzapu [9]. Yemosex moxker
obsaiaTh CIIOCOOHOCTHIO PEIEHNUST B OTCYTCTBHE €TI0
npaBoMoyHOCTH [9].

[TpaBo oTKa3a OT JieueHUsT OTITMYAETCS OT TTPaBa
TpebOBaHIs BCEr0 BO3MOKHOTO JleueHust [25]. dtoit
pOOJIEMbI KacaeTcst YeTBEPThIi IPUHIIAIT MEAUI[IH-
CKOW 9TWKHW. JTO TMPUHIUIT CIIPABEJINBOCTH, KOTO-
PBIIi TOBOPUT O YECTHOM PaCIpeieIeHUN PeCypcoB

offered adequately to make a decision about refusing
treatment [9]. Tt does not require memory of that
conversation later, and it is determined by the judg-
ment of the physician.9 Competency usually requires
evaluation by a psychiatrist or Judge to determine if
a patient can make decisions about his/her financial
affairs or estate [9]. One can have Capacity without
having competency [9].

The right to refuse medical treatments is differ-
ent from the right to demand all treatments [25]!
The forth principle of medical ethics deals with this
issue. That is, the principle of «Justice» deals with
the fair distribution of resources between the indi-
vidual patient and society at large [8]. In their study
entitled «Do Not Resuscitate Orders and the Cost of
Death,» Maksoud and his associates examined
whether implementation of advance directives lead
to reductions in health care costs near the end of life,
depending on when the orders were written and
applied [26]. They reviewed the hospital charts of
852 of the 953 deaths that occurred in the hospital.
The data they reviewed included resuscitation sta-
tus, timing of DNR orders, participants in decision
making, and physician and hospital charges [26].

Of the 852 patient records they reviewed, 73%
had a DNR order at the time of death [26].
Interestingly, they found a wide range of use of DNR
orders according to hospital service, 97% of those
who died on the oncology service, while only 43% of
the deaths on the cardiology services [26]. Seventeen
percent of the patients who died in the hospital had
DNR orders in place prior to admission [26].
Patients who died with a DNR order had longer hos-
pital stays (median, 11.0 days) compared with those
who died without a DNR order (6.0 days), indicating
that implementing a DNR order does not lead to ear-
lier deaths [26].

Overall average hospital charges for all patients
who died were $61,215. But the average hospital
charges for those who were admitted to the hospital
with a prior DNR order were $10,631and $73,055
for those who had a DNR order instituted in hospital
[26]. This study provides support for having discus-
sions about DNR and advanced directives for
patients with end stage diseases who might likely be
admitted to the hospital. It clearly also demonstrat-
ed that patients with DNR orders prior to admission
had lower overall hospital charges, it was not due to
shorter length of stay or earlier deaths [26].

It is clear that obtaining consent from patients
for DNR orders has not been used nor should it be
used to decrease hospital costs but rather to decrease
utilization of interventions such as CPR for cases in
which cardiac arrest can be anticipated. In this light,
as a final consideration in any discussion of DNR
orders one must examine the maintenance or suspen-
sion of the DNR order when a severely ill or termi-
nally ill patient must undergo a surgical procedure

www.reanimatology.com

GENERAL REANIMATOLOGY, 2017, 13; 2



DOI:10.15360,/1813-9779-2017-2-61-74

OTuKa B PCaHUMATOAOTNUN -

Case Law Example (Bartling v. Glendale Adventist Medical Center) (1984) [Civ. No. B007907. Court of Appeals of
California, Second Appellate District, Division Five. December 27, 1984.]

1984 William Calif. 70 y/o male on ventilator support for pul-
Bartling Appeals monary aspiration. He had a history of
Court terminal cancer. He signed a living will
and medical durable power of attorney
requesting withdrawal of life support. His
Family concurred. The Hospital and care-
givers refused claiming the patient's mood
changed according to his degree of
depression.

The Appeals Court
upheld Mr. Bartling's
right to self — deter-
mination reversing a
lower court support
of the hospital.

This decision actually Upheld an 1891
Supreme Court Decision upholding com-
mon law right of self-determination; every
individual has possession and control of his
own person. An adult who has «capacity»
may refuse medical treatment even if in so
doing, refusal leads to death.

Different from right to demand all treat-
ments!

IIpumep 1opuauueckoro ciaydas. Buibsam Bapriunr, 1984 [Civ. No. B007907. Court of Appeals of California, Second

Appellate District, Division Five. December 27, 1984.].

Ton Cayyaii Cyneoubiii Omnucanne ciayyas IToctanoBiaenue BoiBog
opraH cyna

1984 Buibsam Kamdop- 70-tn setHuit my>xunna Ha V1BJI ATeJIAIOHHBII ITO pellleHne B JICHCTBUTEIBHOCTH OC-
Bapraunr B auiickmit 110 TTOBOJLY ACTTUPAITUH C TEPMHU- Cy[l TIOCTAaHOBWJI OC- TaBJISIET B cujie perrenue Boicrrero cyzma
ANIBEHTHCT-  ATICJIISATIN- HAJIBHOU CTaJIMeN paKa B aHaMHe3e. TaBWUTh B cuiie ipa- ot 1891 rosa, ycranasimBaiotiee 1mpaBo
ckoM Me-  omnblii cyn  OH nojmucas 3aBeliaHyie 1 MeJii-  BO I'-Ha bapTiiMHra  Kak/0oro Ha camoolpe/iesieHue.
JMIAIIMHCKOM IIUHCKYTO JIOBEPEHHOCTD Ha OTKJTIO- HA OTKJIIOUEHWe afl-  Kaskplil 4esloBeK MMeeT PaBo pacmopsi-
Ilentpe B YeHNUe alapaToB MO/IePKAHIS mapata VIBJI, BTo  KaTbCsi ¥ KOHTPOJUPOBATH CBOIO JINY-
Tnenpeiine, sku3HH. CeMbsl TaKKe COIJIaclach. BPeMsl Kak CyJI HU3- HOCTb U Tesio. Bapociiblil uesioBek, cro-
Kamudop- B rocriurane otkazanuch yTBep:K- Il WHCTAHITII COOHBII OTKA3aTbCS OT JIEYEHUSsI, MOKET
HUST JIaTh 3aIPOC, CCHIIASICh HA TO, YTO  TOJUIEPIKUBAJI TOC-  9TO C/IEJIaTh, JaKe €CJIU TO BeJeT K He-

60JILHOrO HaCTpOeHUE ITOCTOAHHO
MEHAETCA B 3aBUCUMOCTU OT YPOB-

Hs ICTIPECCU .

IINTAJIb. MMHyEMOPL CMEpPTH.
B orimyme or IpaBa Tpe60BaTb BCe BO3-

MOJKHBIE TIPOIIE/Ty PbI!

MESK/Ly WHAUBUAYaTbHBIMU TIAI[IEHTAMU W O0IIeCT-
BoM B 1esoM [8]. B cBoeM uccienoBanum «3aipoc
«He peanmmupoBaTb» ¥ IleHa cMepTu» Marcyn u
KOJIJIETH OTIEHUBAJIH, BeJleT JIM BHEJPEHIE 3aIIPOCOB
DNR « y™meHbIIEHNIO 3aTpaT 3/[paBOOXPAHEHUST Ha
JledeHne Oe3Ha/eKHBIX MAIUEHTOB B 3aBUCUMOCTU
OT CPOKOB UX HaNMCaHWUs 1 TpuMeHenns [26].

bBour poBezien ananus 852 MEIUITMTHCKIX KapT
B 953 ciryyasix CMepTHU B TOCIIUTAJIE., AHATU3UPOBAJIH
yactoty npumeHenus CJIP, Bpemsi momaum 3asiBKA
«He peannMupoBaTh», ydactre ManeHToB B IPUHS-
THU PEIIEHNs U PACXO/IbI HA OTLJIATY BpayaM U FOCITH-
Taso [26].

N3 852-x mamnmenTtoB 73% chopMmyaupoBaiu
3anpoc «He peaHuMupoBaTb» K MOMEHTY CMEPTH
[26]. MnTepecHoii Hax0AKON SIBUJIOCH TO, YTO YACTO-
Ta 3arpoca «He peaHuMupoBaTh» MUPOKO BapbUpy-
€TCsl B 3aBUCUMOCTU OT MECTa HaXOKEHUS MallueH-
ta. OHa cocraBuya 97% y NAIMEHTOB, YMEPIIUX B
OT/IeJIEHNH OHKOJIOTUH U TOJIBKO 43% Y YMEPIINX B
otienennn Kapauosoruu [26]. 17% mnanuenTtos,
yMeplIMX B rocriutale, umeau sanpoc DNR eme 10
MOCTYIIeHnsT B rocuTaib [26]. TanmenTsl, moru6-
mue u nMmesimrue DNR-3ampoc, B cpemneM mosbime
HaXOAWINCH B rocriuTase (Menuana 11 qHeir), gem Te,
KTO He MMeJIN 3TOTOo 3ampoca (Meanana 6 1aei). 1o
ToKa3bIBaeT, 4yTo Hasmmune 3arpoca DNR He Bezer k
6oasee panteil cmeptu [26].

CpenHss cymMa, CIFICAaHHAsI TOCTIMTAIeM 3a Jie-
YeHre YMEPIIUX MalMeHToB, cocTaBuia 61 Thicsay
215 mommapos CIIIA. OmgHako, CpeaHsIsT CTOMMOCTD

with general anesthesia with or without regional
anesthesia.

In his review article Robert M. Walker exam-
ined the question of whether DNR orders should be
routinely suspended when terminally ill patients
undergo palliative surgery, as the situation existed in
1991 [27]. If the orders were to automatically be dis-
continued, he opines that patients (in 1991) would
be forced to balance the benefits of having palliative
surgery against the risks of unwanted resuscitation
[27]. On the other hand, if physicians were con-
strained to honor DNR orders intra-operatively, they
may also feel unacceptably restrained from correct-
ing adverse effects for which they felt responsible for
creating. [27].

Truog, Weisel, and Burns, in their article in the
journal Anesthesiology in 1999, discussed the new
guidelines of the American Society of
Anesthesiology (ASA) dealing with the suspension
or continuance of DNR orders when patients came
for surgery and anesthesia [28]. The ASA guidelines
were put forward because of «concerns that auto-
matic suspension of DNR orders in the operating
room did not sufficiently address a patient's rights to
self determination in a responsible and ethical man-
ner» [28]. The American College of Surgeons also
addressed this same issue [28].

According to Truog, Weisel, and Burns the
DNR status of patients requiring surgery needs to be
better categorized to different scenarios which may
occur in the operating room [28].
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JIEYEHUS JIJIS TeX, KTO MOCTYTWJI B TOCITUTANb, UMesT
DNR — sampoc, cocrtaBuma 10 teicsu 631 mommap
CIIA, n 73 Teicstun 55 posmapos CIIIA ms manven-
TOB, TToaBIuX 3ampoc DNR, Haxo/s¢ch B TocinTaie
[26]. D10 mccmemoBaHe MOATBEPKAAET HEOOXOIH-
MOCTH TTPOOJIKEHNUST TUCKYCCHU O TIeTeco00pasHoc-
i ogaun 3arpoca DNR u gpyrux 3ampocos st ma-
[[UEHTOB B TEPMUHAJBHOU cTaguu 3ab0JIeBaHuUs,
KOTOpBIE ¢ GOJIBIIOI BEPOSTHOCTBIO MOTYT ITOIIACTH B
rocrnuTaib B Omxaiinee spems. Kpome Toro, uccie-
JIOBaHME SICHO TOKAa3bIBAET, UTO PaHHSS Mojavya 3a-
mpoca «He peaHuMUpoBaTb» YMEHbBIIAET 3aTPATHI
3/IpaBOOXPaHEHMS, HE BIMS HA CPOKHU FOCITUTAIN3a-
1MW WJIW HaCcTyTieHust cmeptu [26].

Koneuno xe, coryacue Ha 3anpoc «He peann-
MHUPOBaTh» HE MOJIYYatOT U OHO HE JIOJKHO OBITh 10-
JIYUEHO C TeJThI0 SKOHOMUU CPEJICTB, & UCITOIb3yeTCs
MIPEVMYIIIECTBEHHO [I7IT YMEHBINEHUS YaCTOThI HC-
nosb3zoBanust tietHo CJIP, B Tex ciyuasax, korza
O’KH/IaeMa OCTaHOBKA cep/Ia. B cBere aToro, OKOH-
yaTeJbHOE PellieHne Ipu JII00H aucKyccun o Gop-
Mysmposke 3anpoce DNR mo/mkHO mpuHIMaThes Ha
OCHOBaHUU MTOCTOSTHHOTO MIepecMOTpa He0OXOANMOC-
TH TOJIZIEPKAHMS WU OTMEHBI 3TOTO 3a1IPOca B CJIy-
qae, ecJIM MalueHTy TITAHUPYETCs MIPOBEIeHNE Orle-
panumu 1oz obuiel anecresueil u/uan peruoHaIbHOM
aHecTe3nen.

B cBoem 0630pe Pobept Baskep usyuaer — cro-
WT JI PyTUHHO ITpruocTanaBanBaTh 3arpoc DNR, kor-
Jla TIAIUEHTY TIPOBOUTCS TAJTHATUBHOE OePaTHB-
HOE BMEIIaTeJIbCTBO, KaK 9TO ObLIo ommucano B 1991
rofy [27]. PoGept Baskep momaraer, 4to ecyiu Obl Ta-
KHe 3aITPOChl aBTOMATHUECKN OTMEHSIJIHICh, TO 9TO 3a-
CTaBUJIO OBl MAIMEHTOB CPABHUBATh BBITOLY OT Taj-
JINATUBHOW XUPYPrUW C PUCKAMU HEKeJATeNbHOM
CJIP [27]. C apyroit CTOPOHDI, eCTi Bpaun OYIyT OT-
panudensl 3anpocoMm DNR wmHTpaomnepanmonHo, To
OHU MOTYT 4yBCTBOBATh ceOst HEIIPUEMIIEMO TIPH KOP-
PEKITUH TE€X OCJOKHEHWH BO BPeMsI OTIepaIliH, 3a KO-
TOpPbIE OHU YYBCTBYIOT cebst OTBeTCTBEeHHBIMMI [27].

Tpyor, Beiizenb 1 Bephe B cTaThe, 0myOanKo-
BaHHOI1 B kypHaie Arecresnosiorust B 1999 romy, 06-
CYKJIAI0OT HOBBIE PEKOMEHJAINU AMEPUKAHCKOTO
O6miectBa Anecte3nooroB (ASA), B KOTOPBIX TOBO-
purcsa 06 ormene wiau 1upojsieHun s3anpoca DNR,
KOTJIa TAIlMEeHThl TOCTYMAIOT B ONEpPaANMOHHYTO
u/um posoauTes anectesust [28]. ASA nybankyer
PEKOMEH/IAIINH C «...0€CTIOKOHCTBOM, YTO aBTOMATH-
yeckas orMeHa 3arnpoca DNR B omepannonnoii He
OTBevyaeT TPaBy IMallMeHTa Ha CaMOOTIpejiesieHues
[28]. Amepurkanckmit Kosteasx Xupypros takike 06-
cyskaan aty mpobaemy [28].

B cooTBeTCTBUM € MHEHWEM aBTOPOB, CTaTyC
DNR y nanuenTos, HyKAQIOIIUXCS B XUpypruyec-
KOM JIEYE€HUH, I0JKEH TTPelyCMaTPUBATh PA3TUUHbIE
CIleHapuH, BO3MOKHbBIE B OTTePAIMOHHOM [28].

B 2009 rony B uccienoBanun Baiizens u apy-
rux O0OHapy’KEHO, YTO TOJBKO IMOJOBHHA OT OIPO-

In a 2009 study, Waisel et al found that only
half of the anesthesiologists they surveyed were
familiar with the ASA's current guidelines requiring
reconsideration of DNR orders for patients coming
to surgery [29]. Furthermore, unless it were possible
to honor the DNR order intraoperatively at the
request of the patient or surrogate, rescinding the
order would eliminate its expressed intentions-to
support patient autonomy and to prevent non-bene-
ficial interventions [29].

These failures lead to serious consequences.
Patients are deprived of the opportunity to make
informed decisions regarding resuscitation, and CPR
is performed causing harm to patients who would not
have wanted it [29]. Waisel et al, highlight the per-
sistent problems with today's use of inpatient DNR
orders. For example DNR discussions do not occur
frequently enough, or occur too late in the course of
patients' illnesses to allow their participation in
resuscitation decisions [29]. Furthermore, they
maintain that many physicians fail to provide ade-
quate information to allow patients or surrogates to
make informed decisions and inappropriately apply
the DNR orders to limit other treatments [29].

Jung et al proposed «strategies to target these
factors including changing the hospital culture,
reforming hospital policies on DNR discussions,
mandating provider communication skills training,
and using financial incentives» [30]. These sugges-
tions are designed to promote the application of the
Patient self-determination Act of 1990.

Now it is obvious that the induction of gener-
al anesthesia including endotracheal intubation
may be necessary in order for surgeons to perform
palliative surgical procedures, and chemical resus-
citation may be necessary to combat the effects of
anesthesia ~ and  the  surgical  trespass.
Anesthesiologists and surgeons feel uncomfortable
about not treating something they feel they may
have caused. But anesthesiologists and surgeons
accept the wishes of Jehovah's Witnesses who
refuse transfusions and are willing to die rather
than accept blood [27]. They also are aware that
not resuscitating a patient in the operating room in
accordance with the patient's wishes, is not tanta-
mount to physician assisted suicide [27].

It is also possible that the patient may not be
able to be extubated at the end of the surgery. The
patient, family, and or surrogate must be informed
that these measures alone do not constitute car-
diopulmonary resuscitation. It therefore requires full
discussion with the patient, family or surrogate deci-
sion makers and the surgeon, anesthesiologist, and
primary care physician about informed consent, and
whether CPR would be used intraoperative if a car-
diac arrest were to occur. How long a patient would
remain intubated post-operatively if the condition of
the patient were to deteriorate to a persistent vege-
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OTuKa B PCaHUMATOAOTNUN

Case Law Example (The Patient Self-Determination Act (PSDA), United States Congress 1990)

1990 The Patient U.S. All institutionalized adults receiv-
effec- Self-deter- Congress ing medical care supported by fed-
tive  mination eral funding such as Medicare or
asof Act Medicaid, must be given informa-
Dec. tion explaining their legal rights
1991 under State law to accept or refuse

medical /surgical treatments and

the right to formulate advance
directives.

Confirms every
adult's right to pri-
vacy, not to be
invaded or treated
against his/her
will. This includes
feeding tubes.

NOT ABSOLUTE

The State may limit the right of personal liber-
ty on the basis of several concepts:
a) Preservation of life

b) Prevention of suicide

¢) Protection of innocent third parties (minor

children)

d) Protection of ethical integrity and profes-

sional discretion of the medical profession

IIpumep 1opuamyeckoro ciyyasi. AKT 0 TIpaBe NaIMeHToB Ha camoonpesenenue, mpuaaT Konrpeccom CIIIA B 1990 rony,

BCTYNUI B cuty ¢ ekabpst 1991 roza.

Tox Ciyuaii Cyne6unprii Onucanue ciayvasi
opran
1990 Akt o mpa- Konrpecc Bce B3pocabie rpaskiane CIIIA, no-
e maruen- CIITA JTydalore MeIuIHCKYT0 TTOMOIIIb
Ta Ha caMo- 3a cueT heepaIbHbIX CPEICTB, Ta-
ornpese kux kak Medicare nimn Medicaid

JIeHnue

JIOJKHBI TTOJIYYUTh NH(MOPMAIHIO,
00BSACHSIONIYIO MX 3aKOHHBIE [Pa-
Ba, corsracHo 3akony IllTara, corna-
CHUTBHCS WJIN OTKA3aThCs OT M-
IIMHCKOTO / XUPYPIrHYECKOTO
JleYeHNUs U [1PaBa HA BbIHECEHUE
TaKUX 3a1pocoB, kak «He peam-

ITocranoBienune
cyna

ITonTBepskaeno mpa-
BO KaK/I0T0 WH/IUBU-
Jla Ha HETTPUKOCHO-
BEHHOCTb YaCTHOI
JKU3HU, MHAWBUJL He
MOJKET TIO/IBEPTaTh-
Cs1 JIEYEHUIO TPOTHB
€ro BOJIM, 9YTO BKJIIO-
YaeT YCTAaHOBKY JKe-
JIyIOYHOTO 30H/A U
HCKYCCTBEHHOE TIH-

BoiBog

He abcomorHo!

IITaT MOXET OrpaHMYNTH CBOGOAY Ma-

[MEeHTa HA OCHOBAaHUN HEKOTOPBIX
MPUHIUTIOB:

1. Coxpanenue KU3HU.

2. [IpenoTBpartienne cyunuia.

3. 3anmra TpeTbeil CTOPOHBI.

4. 3ammTa 9THIeCKOI 1eJTOCTHOCTH 1
poheCCHOHATBHOTO GIarOpasyMus B
MEJIUIMHCKON CpejIe.

MUPOBATb»

TaHue.

I[IIEHHBIX UMY aHECTE3MOIOTOB Oblila 3HAKOMA C TEKY-
[UME peKoMeHmasamM ASA, TpeOyoImMy mepe-
cmoTpa 3ampoca DNR a1 Bcex marmeHTOB Tiepen
omeparueii [29]. Bosee Toro, ecain He GBLIO BO3MOK-
HocTH TosyunTh coriacue DNR oT mammenTa nim
POJZICTBEHHUKOB WHTAOINEPAIIMOHHO, TO OTMEHa 3a-
poca MOKET TTPOTHBOPEYNUTh UX HAMEPEHUSIM TIOJI-
JIEPKKM aBTOHOMWM TIAIIMEHTa W TPEOTBPAIleHUs
HEHY’KHBIX BMeNIaTeabCTB [28].

Takoii «ITpoBaJi» BEJIET K CEPbE3HBIM MTOCJIE/ICT-
BUsM. [larieHThl OrpaHUYeHbl B BO3MOKHOCTH TIPH-
HATh WH(hOopMupoBarHoe pemtenns, u CJIP npuym-
HSIeT BPeJL Tal[ieHTaM, KOTOPbIil OHU He XOTesau Obl
UCTIBITBIBATE [29].

Baiizesb mouepKuBaeT akTyaJbHOCTh IPobJie-
MBI ¢ ucrnob3oBanneM 3ampoca DNR B rocmmrare.
Hanpumep, B mpotiecce passutust 3abojieBaHust 00-
cyxknenne 3anpoca DNR npoBogutcs HepocTaToqHO
YacTO WJIM MPOBOAUTCS CJMIIKOM ITO3HO, YTOOBI
TIPUHATH B3BeneHHoe perrenne [29]. bBonee Toro, aB-
TOPBI OTMEYAIOT, YTO MHOTHE BPAYK HE MOTYT IIPEJO-
CTaBUTh aJ[CKBATHYIO, HEOOXOAUMYIO JIJIsl IPUHSATIIS
OCO3HAHHOTO peleHwss MHHOPMAIIUIO TAITUEHTY WJIH
JIIPYTUM JIUIAaM, TIPUHUMAIONUM pelleHre; Bpaun
TaKKe He BCerja TPaBUJIBHO MPUMEHSIOT 3ampoc
DNR, orpannumnBas npyroe jedenne [29].

[OHT u ApyTHe MPeNIoKNIN «CTPAaTeTnH, Halle-
JIEHHbIE HA Pa3audHble (DAaKTOPBI, BKIOUAsT U3MeHe-
HU€e BHYTPEHHEH KyJIbTYypbl rocmuTaseli, pedopmu-
poBaHUE TOJUTUKH TOCHUTANSI B OOCYKIACHUU
3armpoca DNR, mpoBeserne KOMMYHUKaIIMOHHBIX
TPEHWHTOB JIJISI TIePCOHAJA ¥ NCTI0JIb30BaHue (hpruHaH-

tative state must also be clarified before proceeding
to surgery.

In 2013 American Society of Anesthesiologists
issued revised «Ethical guidelines for the anesthesia
care of patients with do-not-resuscitate orders or
other directives that limit treatment». Authors pos-
tulate that despite the variety of opinions, Do-Not-
Resuscitate (DNR) orders or other directives that
limit treatment, are an essential element of preopera-
tive care and should be communicated among
involved parties. Furthermore, guideline emphasizes
that policies automatically suspending DNR orders
or other directives that limit treatment prior to pro-
cedures involving anesthetic care may violate a
patient's rights to self-determination and they
should be reviewed and revised. Prior to procedures
requiring anesthetic care, any existing directives to
limit the use of resuscitation procedures should,
when possible, be reviewed with the patient or desig-
nated surrogate. The patient's decision should be
documented. The special attention is paid to a moral
dilemma for anesthesiologist. Guideline says: «When
an anesthesiologist finds the patient's or sur-
geon's/proceduralist's limitations of intervention
decisions to be irreconcilable with one's own moral
views, then the anesthesiologist should withdraw in
a nonjudgmental fashion, providing an alternative
for care in a timely fashion» [32].

Some hospitals developed unilateral DNR poli-
cies when a conflict arises because a family declines
to sign DNR order even though CPR would be med-
ically inappropriate. Massachusetts general hospital
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cOBBIX cTUMYJOB» [30]. DTH pexomeHmannu co3za-
HBI JIJIST BBITIOJIHEHUST AKTa O TpaBe TallMeHTa Ha ca-
mootnpenenenue (1990).

OueBUIHO, YTO MHAYKIIUS B aHECTE3UIO, BKJITIO-
yast UHTYOAIMIO Tpaxew, MOXKeT ObITh HeoOXoanMa
NI TIPOBEJIEHUS] TANIMATUBHOTO XUPYPrAYECKOTO
BMENIATEbCTBA, JJISI YCTPAHEHUS TIOCTE/ICTBUN aHe-
CTE3UHU U OIePAIUK TPEOYIOTCS XUMUIECKUE areHThI.
AHeCTe3noJIoTH U XUPYPrH OIILYNAIOT 3HAUYNUTEITh-
HBIN 1uckoMOPT, KOT/Ia OHU He BIIPaBe JIEYUTh OC-
JIOKHEHU s, BO3HUKIITHE, KAK OHU CYMTAIOT, TTI0 X BU-
He. Ho anecreswmosorm u XUPYpPrH TaKKe
BOCIIPUHUMAIOT, Hampumep, skemanune Csupjereseit
WeroBbl, 0TKa3bIBAIOIINXCS OT TEPEJTUBAHUS KPOBU
U TOTOBBIX CKOpPEE YMepeTb, YeM IPHUHSTH UYYKYTO
KpoBb [27]. OHM Takke 0CBELOMJICHBI, YTO «HeIIpo-
BeJICHVE» PEaHNMAIIUH TTAIMEHTA B OTIEPAIIMOHHOM B
COOTBETCTBUU C €ro JKeJaHWeM He PaBHO3HAYHO
Bpay-acCUCTUPOBAHHOMY camoybuiictBy [27].

Kpome TOTO, BO3MOKHO, YTO Heib3st Oymer
9KCTYOMPOBATh TPaxelo IalieHTa M0 OKOHYAHUIO
onepanuu. IlanmeHt, ero ceMbs W JIpyrue JIOIH,
MPUHUMAROIINE PEIleH e, T0JKHBI ObITh MH(POPMHE-
POBaHbI, YTO MOJOOHBIE MEPHI caMi 110 cebe He sB-
gstorest CJIP. TloatoMy nmpu oTAebHOM 00CYKIe-
HUW W C XUPYPrOM, aHECTE3MOJIOTOM, TEPaTeBTOM
Tpebyercst THPOPMUPOBAHHOE COTJIACHe MAIMeHTa,
B TOM YHCJIe ¥ Ha TO, CTOUT Ju nucnojab3oBaTh CJIP,
ec/ii BO BpPEMs OIlepanyu CJHYYUTCS OCTAHOBKA
cepana. To, Kak OJITO MAlMEHT OyAeT MOJy4aTh
WNBJI nocsie onepaiinu, ecam pa3oBbETCS TIEPCUCTHU-
pyloliieee BEreTaTUBHOE COCTOSTHIE, TaKKe JTOJKHO
06CYKIATHCS IO OTIEPATTHTL.

B 2013 roxy Amepuranckoe o6IIecTBO aHec-
TE3MO0JIOTOB BBIIYCTUIO OOHOBJIEHHbBIE PEKOMEH/Ia-
WY TI0 AHECTE3UN Y TAITUEHTOB, MOAABITUX 3aIIPOC
«He PeaHMMHUPOBaThb». B peKoMeHIaNUsIX oTMeua-
eTcsl, YTO, HECMOTPsI Ha Bce pasHooOpasne MHEHUI
U CYKIEHUI O 3armpoce «He PeaHMMHUPOBATH», OH
SIBJISIETCS CYIIECTBEHHOM YacThIO JieYeHUs U JI0JI-
JKeH 00s13aTeIbHO 00CYKIAThCS € MAIMEHTOM (POJI-
ctBeHHUKamu). Kpome Toro, npyrume pekomeHja-
MW, aBTOMAaTHYECKU OTMEHSIONUE 3TOT 3aIpoc,
OPSIMBIM 00Pa3oM HapyIIalT MpaBo MalleHTa Ha
caMooIIpe/Ie/IeHUE U IOJIZKHBI ObITh TIEPECMOTPEHBI.
OCHOBHBIMH JIeHCTBUSIMH, 0003HAUEHHBIMU B pe-
KOMEH/IAIMAX SABJISIOTCS 00CYKACHUE W JTOKYMEH-
TUPOBaAHUE.

[Tpeparaercst 00CYKIaTh 3alPOC «HE PEaHU-
MUPOBATB» U JIPYTHE OTPAHUIUBAIOIINE TUPEKTHBBI
Ha BCEX dTarax JedyeHus ¢ ManueHToM, ¢ ero 3aK0H-
HBIMU TIPEJICTABUTEISIMI U ¢ BpaueGHON KOMaH/IOM.
A Takke JOKYMEHTHPOBATD PENIEHUS MOCTe KasK/10-
ro obcysxiaerus [32]. OTmenbHBIM MYHKTOM BBIZE-
JISIOTCST CUTyalMu KOH(MJIUKTA, B TOM YUCJE MO-
pajpHOTO. ECau aHecTe3moJoT TOHUMAET, 4TO
OrpaHUYEHMS B JIeYeHUH, 0003HAUECHHBIE Tal[HeH-
TOM, TIPOTUBOPEYAT MOPAJHM Bpaya, TO OH JIOJUKEH

has had such policy since 2006. Ethical conflicts nor-
mally referred to ethics committee for its recommen-
dation. Between 2006 and 2014 there were 147
investigations regarding disagreements about DNR
status. The committee recommended writing a DNR
order without family consent in about 35%, and
physicians followed most of the recommendations
(85%). Most of the recommendations involved irre-
versible fatal conditions, and most of these patients
died before discharge [33].

In Russian Federation a DNR order and other
advanced directives are regulated by Federal law
Ne322 «About the health care for Russian citizens»
and in particular, article Ne20 «Informed consent to
medical intervention and a refusal of medical inter-
vention». This article defines that patient and /or des-
ignated surrogate have a right to deny medical inter-
vention or to stop it in any time except some cases.
Those «some cases» include emergency medical treat-
ment aimed to eliminate life threat of an unconscious
patient. Thus, regardless the previous expressions of
will done by patient his right to decline CPR are vio-
lated in this situation [34]. It looks like a misconcep-
tion regarding the ASA guideline.

In conclusion, if early DNR policies tended to
restrict the DNR order to terminally ill patients,
newer policies acknowledge the first role of patients
in decision-making in DNR order regardless the
severity of illness or the situation if imminent death
[33]. This conclusion is relevant for American clini-
cal practice.

Neville Goodman stated that «Words are all we
have to describe what we do, the way we do it, and
what we infer from clinical research. We must use
them carefully and properly» [31]. Ethical conduct
in medicine is all about communicating with our
patients, their families, and our colleagues.

HEMEJIJIEHHO OTKAa3aThCs OT JIEUEHUS TaKOTO TMaliu-
€HTa, MPEJIOCTABUB JIOCTATOYHO BPEMEHU JIJISI TIOVC-
Ka 3aMensl [32].

Hexkotopbie rocmuranst paspaboTaiu OHMIA-
TEPaJbHYIO TMOJUTUKY 3alpoca <HE PeaHNuMUPO-
BaTh», KOr/a KOH(MJIUKTHI B OCHOBHOM BO3HUKAIOT
13-32 HesKeJIAHUS CEMbH TIO/IITUCHIBATD 3AIIPOC, XOTS
CJIP He nmeeT cMbICa.

Kak omucano B OJIHOM [OPUIUYECKOM WU3Ja-
uuu, [imaBHbIil rociutans MaccauycceTrca mmeer Ta-
kyto nomutuky c¢ 2006 roma. Bosnmkaiomme KoH-
(bUKTBI paccMaTPUBAIOTCS ATHYECKUM KOMUTETOM
rocrTans. Tak, mexay 2006 u 2014 ronom KomuTe-
TOM OBLJIO paccMOTpeHO 147 pasHOTIIACHI OTHOCH-
tesibHO DNR craTtyca. KomuteT pekomenmoBan Ha-
HUcaHWe 3ampoca <«He pPeaHuMHUPOBaTh» 0e3
coryiacusi ceMbu B 35% CJlydaeB U Bpauu CJIe0BAIN
9TUM PEKOMEHAANMSAM B OOJBIIMHCTBE CJIydYaeB
(85%). BobIINHCTBO PACCMOTPEHHBIX CIyYaeB Ka-
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OTuKa B PCaHUMATOAOTNUN -

CaJI0Ch MALUEHTOB ¢ HEOOPATUMBIMU COCTOSTHUAMMU,
KOTOpBIE YMePJIH 10 BBITMCKU U3 rocruTansd [33].
B Poccuiickoit Memepaninn BOpoc 0TKasa OT
peaHmMaIi 1 IPYTUX OTPAHMYUBAIONIUX TUPEKTUB
peryaupyercsi  (emepaTbHbIM  3aKOHOM  OT
21.11.2011 N 323-D3 «O6 ocHOBaX OXPaHbI 310PO-
Bbs rpaxkaan B Poccuiickoii Depepanuns», a UMeH-
Ho, ero crarbeil 20 <«Vudopmuposanuoe 100po-
BOJIBHOE COTJIacHe Ha MEeIUITMHCKOE BMEIIaTeTbCTBO
W Ha OTKa3 OT MEAHWIIMHCKOTO BMeEIIaTeJbCTBaY.
[TyHKT 3 MaHHON CTaThU TOBOPUT O TOM, 4TO «Ipaxk-
JMaHUH, OIWH W3 POAUTENel WJIN WHOH 3aKOHHBIN
MIPE/ICTaBUTENb...,, UMEIOT TIPAaBO OTKa3aThCsS OT Me-
JUIMHCKOIO BMeEIATeNbCTBA WK 1IOTpeboBaTh ero
MpeKpalierHnsi, 3a NCKIIUYeHNEeM CJIydaeB, Tpejyc-
MOTPEHHBIX JacTbio 9 HacTosIel ctaTbu. Takmmu
UCKJIIOUEHUSIMU SBJSETCS MEAWIIMHCKOEe BMeIa-
TEJIbCTBO, HEOOXOAUMOE 110 IKCTPEHHBIM OKa3aHM-
SIM JIJIST YCTPaHEHUs YIPO3bl )KU3HU YeJI0BeKa, eCJn
€ro COCTOSTHUE He TI03BOJISIET BBIPA3UTh CBOIO BOJIIO
WJIN OTCYTCTBYIOT 3aKOHHBIE TIPE/ICTABUTENH, a TaK-
’Ke B OTHOIIIEHUHM oTIpe/iesieHHoTo Kpyra jull [34]. To
€CTh, HE3aBUCUMO OT BOJIEU3BSIBJICHUS TAIleHTA 70
MOMEHTa HACTYIUIEHHS (GecCO3HATENbHOIO COCTOSI-
HUSI, eMy aBTOMAaTHYeCKU OTKa3bIBaeTcsl B IMpaBe Ha
YZIOBJIETBOPEHME 3a1TPOCa «HE PEAaHUMUPOBATH>.
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