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Stem Case and Key Questions Content 
It is Monday morning and the weekend storm has kept several of the OR staff away. The PACU is 
understaffed as well. To facilitate workflow through the PACU, you have been assigned there. You, of 
course, steel yourself for a struggle with the PACU routine, and an otherwise tedious day. 
 
While waiting for your first patient, you go over your lecture notes for DNR and anesthesia. You 
wonder out loud: 
1. What is DNR and what does it encompass? Can the patient pick and choose certain parts of DNR? 
How does one make one’s wishes known? Is it automatically suspended if the patient has surgery? 
 
One of the first patients admitted to the PACU, AT, is a 73-year-old woman who was admitted over 
the weekend for palliative care for her end stage cancer. Her cognitive function is good but she has 
periods where she does not seem to be fully oriented. Her disorientation has been attributed to the 
narcotics she is taking for analgesia. 
 
AT signed a DNR order on admission to the hospital after discussing the issue at length with her 
internist. She was scheduled for insertion of an IVC filter on Monday and indicated that the DNR order 
should be suspended for the operation. She also stated that “no heroic measures” should be taken. 
On admission to the PACU, the patient seems to be having difficulty breathing. The PACU nurse 
relates that the patient received no anesthetic medications for the procedure and was DNR. Despite 
not receiving any medication, the patient is mildly stuporous. 
 
2. What should you do? Should you assist in ventilation or oxygenation? 
 
AT’s breathing seems almost agonal. The pulse oximeter is reading 87%. You try to assist gently with 
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a facemask and the O2 saturation rises to 93 - 94%. The PACU nurse continues to insist that the 
patient is DNR. 
 
3. What should you do now? Should you intubate? 
 
The patient’s heart rate is noted to have slowed to 45 beats per minute and the blood pressure is 
hovering around 90 mm Hg systolic. The patient’s daughter arrives in the PACU. She freely admits 
that she is unaware of, and indifferent to, her mother’s wishes and wants ‘everything possible done’. 
4. What should you do now? Should you intubate if you have not done so? Should you prepare for 
BCLS and ACLS? 
 
AT’s internist arrives in the PACU and says that AT has discussed her DNR status with him at length 
and her wishes were to have no heroic measures taken. 
5. What should you do? Can you transfer care to the internist? Should you intubate if you have not 
done so? Should you prepare for BCLS and ACLS? Is rescue breathing with an ambu bag a heroic 
measure? Is intravenous atropine heroic? 
 
AT slowly drifted away as the discussion continued. 
 
The PACU was trying to detour patients who got no or minimal anesthesia during the time AT was 
admitted. RD, an 84-year-old man with multiple diseases (i.e., DM, HTN, TIAs, etc.) including 
dementia also had an IVC filter placed. His niece, who lives on the other side of the country, agreed to 
a DNR order and consented to the procedure and suspension of the DNR for the procedure and 
perioperative period. RD received no medications and was sent directly back to his room. On arrival, 
RD is also noted to have difficulty breathing. Attempts to contact the niece are unsuccessful. 
 
6. What should you do? Does his arrival in his room mean that the “perioperative period” has ended? 
Should you assist oxygenation and ventilation? Should you intubate? 
 
The resident who took the DNR order is on the phone and is not helpful. However a friend of RD 
materializes and says that he knows that RD would want to be resuscitated. 
 
7. What do you do now? Should you intubate if you have not already done so? 
 
You ask someone to gently assist the patient, as you get ready to intubate. 
A nurse rushes into the room, out of breath, and says the niece is on the phone and does not want 
intubation. 
 
8. What should you do? Should you consult another party? 
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The nursing administration shows up and suggests that you call the Ethics committee? You ask, in as 
polite a manner as you can muster, what and who is an 'Ethics Committee'? 
 
9. Should you hold off intubation until after consulting the Ethics Committee? Is there someone to 
consult with if the Ethics Committee is not available? 
 
While discussing whether you should intubate or not RD quietly slips away 
 
As you head back to the PACU, you reflect that this has been quite a morning. 
SY is waiting in the PACU having difficulty breathing after the third (and hopefully last) IVC filter. 
Actually, SY’s relatives are waiting for you in the PACU. It seems that SY wants ‘everything done’ but 
his family is against it. They claim that SY was not in his ‘right mind’ when he signed the papers in his 
PMDs office two months ago and his wishes are in actuality the opposite. A complicating factor is that 
SY’s insurance is dangerously close to his lifetime cap and his wife and family might be liable for any  
charges. 
 
10. What should you do? Should you intubate? Should you consult with the Ethics committee who are 
now all available? 
 
SY seems to be breathing a little better now with minimal assistance but it is clear that SY is not 
capable of making decisions for himself. The Ethics committee has discussed the case and while they 
agree that SY is near death, they cannot agree on what should be done. A representative from the 
insurance company has called and said that if only palliative care was given, SY and his family would 
not be charged despite going over the cap. If ‘heroic’ measures were given, the family would be 
responsible for any charges above the cap. The family only wants palliative care. 
As you wait for your shift to finish, the hospital administrator speaks to your chairman about the 
importance of a plan being proposed for this patient. Your chairman asks you about your plan for this 
patient. 
 
11. What should you do? What plan do you propose? How are you going to stay out of the local 
newspaper? 
 
While struggling to get a handle on a topic that yesterday you thought was straight forward, a local 
religious group shows up. It seems that this group is upset that the insurance company is steering 
your decision one way and using cost as a wedge. They want to help the family pay any bills incurred 
if you don’t just accept palliative care and do everything you can to ‘save this patient’s life’. 
 
12. It might be too late to stay out of the newspapers; what should you do now? 
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Model Discussion Content 
Do Not Resuscitate (DNR) orders were historically designed to allow a patient more self-determination 
when Cardiopulmonary Resuscitation (CPR) was performed. CPR had been introduced to standardize 
the early treatment of acute myocardial infarctions and sudden death. Lay people were encouraged to 
learn CPR and Basic Life Support (BLS). Professionals were encouraged to learn Advanced 
Cardiopulmonary Life Support (ACLS). 
 
Performing CPR was supposed to save lives and enable patients to get to the hospital for further care. 
It did so in many situations, particularly in situations in which someone was dying because their heart 
stopped, rather than the other way around.. However, CPR was too aggressive a response for some, 
especially those very sick or dying for some other, non-cardiac reason. It was especially trying for 
those patients in a hospital that did not want to prolong their lives with extraordinary means. 
 
DNR was thus granted as an option. It was an advanced directive NOT to perform resuscitation. But 
which parts of resuscitation were included? In the imagination of most laypersons, resuscitation 
means chest compressions and possibly rescue breathing. What about intubation, vasoactive drugs, 
precordial thump, cardioversion/defibrillation, intravenous fluids or even administration of oxygen? In 
most jurisdictions, the laws for DNR are not subdivided into components and it is often left to the 
individual hospitals to determine what comprises CPR, and therefore what DNR means. Hospitals, by 
the way, rarely if ever, define the parts of DNR or CPR. 
 
This is especially problematic for those patients who want to consider DNR orders but are scheduled 
for an operation.(4) As DNR orders are a consent issue, they can be withdrawn, held, reinstated as 
needed. Again, what parts should be suspended for surgery and for how long. 
 
To prevent a misunderstanding, suspension of DNR should be spelled out as much as possible. The 
patient or proxy should decide what aspects of the DNR orders should be suspended, and which 
aspects should remain in effect. Most patients cannot be reasonably expected to know the nuances of 
the administration of vasoactive drugs or fluids, intubation, etc. Patients often transfer the right to 
decide (on parts of DNR) to the physician. The physician is supposed to have a discussion with the 
patient to better understand his or her wishes and go over what he or she expects to happen. Explicit 
clarity about when the suspension is and is not in effect is also helpful in terms of avoiding 
misunderstandings. It is also helpful to have a good understanding of the patient’s prognosis. 
 
Expectations of survival can be subdivided into the following: a) no expectations of return to any 
meaningful function, b) expectation of return to function, but at a markedly decreased level, c) 
expectation of return of function at a moderately decreased level d) expectation of return of function at 
a minimally decreased level. Granted that these criteria are subjective and can (and maybe should) 
be further subdivided, they do allow the patient to make a reasonably informed decision. The question 
of whether or not to intubate in part depends on whether the intubation will be temporary and to what 
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extent the patient can reasonably expect to recover function.(5) 
 
Resuscitation limited to “heroic measures” should then be defined in terms of the above expectations. 
The American Society of Anesthesiologists (ASA) defines three types of limiting resuscitation: a) no 
limitation, b) limiting certain specific procedures such as defibrillation or intubation and c) limiting 
resuscitation consistent with patients’ goals and values.(3) 
 
If any part of the DNR orders are suspended for an operation, it is advisable to document explicitly 
when the orders are to resume. As suspension orders are rarely delineated in law, individual hospitals 
must have a policy in place to address this issue. The hospital policy often is vague and includes a 
“perioperative time”. The ASA speaks in terms of “during the anesthetic and immediate postoperative 
period”. It would seem sensible to define the period of suspension as in the OR and PACU if not 
specifically stated. This would be consistent with the use of “perioperative period” and “during the 
anesthetic and immediate postoperative period”. 
 
But when does DNR status actually resume?. To be on the safe side, the primary physician should 
write (or rewrite) orders for resuming DNR after return from the procedure. Otherwise, the resumption 
of DNR status remains uncertain. However, until those orders are written, it may be prudent to 
assume the patient retains their intraoperative DNR status until some definitive change is made in the 
patient’s location. This would likely mean either the patient leaving the PACU or arriving at their 
inpatient unit. At times, it has been suggested that the “perioperative period” ends when the patient is 
discharged from the PACU by an anesthesiologist. This may be satisfactory in some sense, but it fails 
in being an obvious transition in level of care to the patient’s family unless the discharge is 
accompanied by a simultaneous physical transfer out of the PACU. In other words, if a patient is 
“signed out” of the PACU yet remains there for some length of time, the patient and their family may 
perceive that the patient is still in the “perioperative period”. This can become a thorny issue in the 
event of a cardiopulmonary arrest and subsequent non-resuscitation in the PACU after the patient 
was "signed out". After the demise, family members may try to assuage guilty consciences by alleging 
that the patient was not DNR at the time, and should have been resuscitated. In general, it's a good 
idea to err on the side of life, and to consider the way the care appears to the patient's family. 
 
All this discussion assumes that the patient is savvy enough and prepared enough to make his or her 
wishes known before-hand. Many patients enter the hospital without having the full capacity 
necessary or are unwilling to make these decisions. 
 
If a patient did not previously make his or her decision known, and is currently incapable of doing so, 
a proxy must make that decision. The proxy should be someone who can approximate what the 
patient would want. Who can be a proxy and precisely what can the proxy do? 
 
A recent law that has been 25 years in the making, The New York State Family Health Care Decision 
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Act (FHCDA) of 2010, tries to make sense of it all. It is, in principal, similar to other State’s laws and 
directives and will be used as a framework for discussion. (1,2) 
 
For the law, the default is to perform CPR and do "everything possible" to protect, extend or save life. 
If a patient wishes to not have CPR performed, then this should be honored by written or oral contract 
with the primary physician. This assumes that there is a medical condition that warrants this decision 
such as “a) the patient has a terminal condition or b) the patient is permanently unconscious or c) 
resuscitation would be medically futile or d) resuscitation would impose an extraordinary burden on 
the patient in light of the patient's medical condition and the expected outcome of resuscitation for the 
patient”. 
 
A surrogate or proxy acts as a substitute for the patient. This “knowledge of what the patient would do 
or want” is most important and probably trumps any priority given to the choice of proxies themselves. 
 
The order of priority for a surrogate or proxy in FHCDA is 
1. court-appointed guardian (if there is one) 
2. current spouse or domestic partner 
3. an adult child 
4. a parent 
5. an adult brother or sister or 
6. a close friend 
 
The FHCDA further mandates an ethics board or equivalent to be in place to resolve conflicts, which 
may exist. These conflicts can become quite problematic and the resolution may not be acceptable to 
all parties. Jurisdiction and priorities of health care issues has proven to be a hot button topic. Some 
elderly advocacy groups have brought up the idea of “death panels”. This emotionally charged topic 
pits costs vs. patient rights. Does a hospital or government or even an insurance company have the 
right to limit care based solely on cost? Does a patient have an unlimited right to have “everything 
done”? And if so, who pays? 
 
Currently, it would seem that the patient does have the right to have “everything done” and this might 
not sit well with all involved parties. Hospitals do not seem to have a choice in the matter and must go 
along with this request. Patients and their families have no incentive to NOT have “everything done” 
as they are generally not paying regardless of the prognosis. However, the primary or other involved 
physicians may excuse themselves from the fracas if a suitable substitute can be found. 
 
We may not yet be ready to discuss the idea of limiting care to the elderly, even if the medical 
diagnosis warrants it, but we may have to at some point. To the extent that it gives physicians and 
hospitals additional cover to withhold resuscitation and heroic (and futile) measures, laws like the 
FHCDA make it easier to control costs in situations in which the patient is terminally ill and 
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incapacitated. However, this particular law is more about patient autonomy than about cost-
effectiveness of care. The cost savings that can be obtained by giving additional persons the authority 
to make someone DNR will likely be minimal so long as there is no cost to the person making the 
decision to withhold care. Economics may dictate that this decision be moved to committees of people 
without an emotional connection to the patient, thus rationing care. Alternatively, economics may 
dictate that DNR become the default option, and persons looking to prolong care bear at least a 
significant portion of the cost of that decision. 
 
Suffice to say, as the population ages, and the financial burden of health care increases, more 
attention will be paid to end-of-life care. Resuscitation and DNR will become a bigger issue over time, 
and laws like FHCDA will certainly turn out not to be the final word. 
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