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Ethical aspects of resuscitation 

M. MOHR AND D. KETTLER 

The current technique of cardiopulmonary 
resuscitation (CPR), applying expired air ventila- 
tion and closed chest cardiac massage, was 
developed at the beginning of the 1960s. It was an 
easy-to-learn method which was soon disseminated: 
“Anyone, anywhere, can now initiate cardiac 
resuscitative procedures. All that is needed are two 
hands”.35 Originally developed for the treatment of 
sudden and unexpected cardiac arrest in supposedly 
healthy persons, after the first successes this treat- 
ment was extended to cardiopulmonary arrest of any 
origin. CPR is now considered a routine emergency 
treatment but the reflex-like initiation of CPR has 
also entailed criticism. In 1985 an editorial in the 
Journal of the American Medical Association stated: 
“In some way we have wandered from treating 
sudden unexpected death to practising universal 
resuscitation”.28 Despite all attempts and modern 
measures, the majority of resuscitative efforts remain 
unsuccessful, and only a small minority of patients 
are returned to their previous health status. 
Therefore, the appropriateness of CPR procedures 
has been questioned, especially with respect to 
individual outcome and patient preference.3 12 36 

Ethical reasoning in resuscitation 
It may be argued that the nature of a resuscitation 
attempt, demanding immediate and often 
irreversible interventions, makes ethical deliberation 
impossible. Even though CPR is an emergency 
measure, its practice—just as that of any other 
medical procedure—must be guided by general 
ethical principles. Beauchamp and Childress have 
listed four aspects of bioethics to be considered7: (1) 
ethical theories; (2) principles; (3) rules; and (4) 
particular judgements and actions. 

The decision to start CPR is based on a medical 
judgement that a person is suffering from circulatory 
arrest. The decision to resuscitate is justified by the 
moral rule that the victim of a cardiac arrest has the 
right to be given the opportunity to survive and to 
receive CPR. The obligation to give aid also belongs 
to the generally accepted moral rules. 
 
 
(Br. J. Anaesth. 1997; 79: 253�259). 
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Moral rules are based on ethical principles. 
Beauchamp and Childress suggest four principles for 
acceptance as action guides in medicine7: 
! the principle of beneficence; 
! the principle of nonmaleficence; 
! the principle of respect for autonomy; 
! the principle of justice. 

The precise distinction between rules and princi- 
ples is controversial. Principles are characterized as 
general and fundamental, and serve to justify moral 
rules.7 Rules are related to specific contexts and 
more restricted in scope. Principles are conceived as 
binding, but not absolutely binding. This permits 
each basic principle to have weight without the 
determination of a ranking.7 Which principle 
applies in a case of conflict depends on the unique 
emergency situation. 

Ethical theories represent the integration of 
principles and rules, depending on individual beliefs 
and customs.7 Diverse scientific, metaphysical and 
religious beliefs may determine the interpretation of 
a situation and the ethical theory. Ethical theories 
may serve to justify the principle, the rule and the 
particular judgement, but they are abstract in nature 
and may be inapplicable in clinical practice. How 
might the ethical principles be taken into considera- 
tion in clinical resuscitation practice and what might 
be their consequences? 

BENEFICENCE 

The principle of beneficence encompasses the 
fundamental goals of medicine, which are45: 
! preservation of life; 
! restoration of health; 
! relief of suffering; 
! restoration or maintenance of function. 

Modern resuscitation procedures, training of lay 
persons in basic life support and expansion of 
effective emergency cardiac care systems have saved 
many victims from pre-hospital and in-hospital 
sudden death. The success and beneficence of 
standardized resuscitation procedures is emphasized 
by the American Heart Association at the begin- 
ning of the Guidelines for Cardiopulmonary 
Resuscitation and Emergency Cardiac Care: “In 
the past 30 years, since the introduction of modern 
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techniques of CPR, there have been dramatic 
advances in emergency cardiac care of victims with 
profound circulatory collapse and cardiac arrest. 
These techniques have restored the lives of many 
people when breathing has ceased and the heart has 
stopped beating”.2 Attempts have been made to 
identify factors indicating a favourable prognosis 
after resuscitation in the pre-hospital setting in order 
to provide criteria to facilitate the decision whether 
to initiate, withhold or discontinue resuscitation 
attempts.13 25 The highest survival rate after cardiac 
arrest occurs when the collapse is observed, when 
circulatory arrest is caused primarily by cardiac 
failure with ventricular fibrillation, when lay persons 
have already applied bystander resuscitation and 
when professional support arrives at the scene within 
a very short time.25 

However, the overall long-term survival rate of 
70% reported in the historical article by 
Kouwenhoven, Jude and Knickerbocker35 has not 
been reproduced in more recent investigations. 
Comparison of different publications on outcome of 
resuscitation attempts shows an initial resuscitation 
success in terms of restoration of the circulation of 
up to 50% (table 1). The proportion of patients who 
survive after a cardiac arrest to discharge from 
hospital ranges from 0 to 20%. The results of studies 
vary, depending on differences in cause and location 
of circulatory arrest (in-hospital vs pre-hospital) and 
the varying effectiveness of emergency care. 

Interviews with survivors of cardiac arrest show 
that resuscitation and survival are evaluated 
positively by the majority of patients. Bedell and 
colleagues10 interviewed 38 mentally competent 
survivors of circulatory arrest at the time of discharge 
from hospital; 21 (55%) said that they would choose 
to be resuscitated in the future. Follow-up of 28 
survivors of cardiac arrest, interviewed 19–43 
months after hospital discharge, showed that 89% 
felt positive about the resuscitation, and 67% would 
consent to another resuscitation attempt.42 

NONMALEVOLENCE 

Nonmaleficence incorporates the principle of “above 
all do not harm, or primum non nocere”! 
Nonmaleficence implies avoiding anything that 
might have negative consequences, whereas 

beneficence means the performance of positive acts 
to promote good.7 

In the event of circulatory arrest, the patient is in 
danger of dying within minutes. Any resuscitation 
attempt aims at averting death (maleficence) and 
saving life (beneficence). Can further damage be 
inflicted by a resuscitation attempt? 

Resuscitative efforts are unsuccessful in the 
majority of cases. In at least in 50% of cardiac 
arrests, the action of the heart cannot be restored 
(table 1); another 30% die in hospital after success- 
ful restoration of the circulation. For these patients, 
resuscitation means an extension of the process of 
dying by hours or days, often without regaining con- 
sciousness and accompanied by the concomitants of 
intensive care treatment, such as tracheal intubation 
and artificial respiration. This means considerable 
suffering for the patient and relatives, and is a heavy 
burden for those involved, including the hospital 
staff. Of those who survive, approximately 20–50% 
suffer from neurological disabilities,23 ranging from 
slight disturbances of cognitive functions to the 
“ultimate tragedy” of resuscitation5—severe hypoxic 
brain damage (persistent vegetative state). 

Evaluation of survivors of cardiac arrest revealed a 
decrease in functional status caused by the fear of 
another cardiac arrest.10 Others reported that 35% 
of survivors had a reduced capacity to perform 
activities in everyday life.46 These disabilities often 
resulted in physical dependence on other people 
(nursing homes); only a small percentage were able 
to return to work. Altered social contacts were 
common after the cardiac arrest, with 42% of 
patients complaining of social isolation.46 

High survival rates after cardiopulmonary arrest 
are the exception rather than the rule.8 Centres 
reporting their results may indicate a particular 
interest in emergency cardiac care in these locations. 
Therefore, these centres might not be representative 
of all communities or hospitals. Overall survival rates 
in the USA have been estimated to be only 3–5%.8 

CPR after trauma is associated with a very poor 
outcome, with a survival rate close to zero.15 43 These 
discouraging results are independent of differences 
in patient selection and levels of trauma care. 
Even in physician-staffed pre-hospital trauma care 
systems, the chance of surviving a post-traumatic 
cardiac arrest is minimal. The poor results are very 

Table 1 Outcome of pre-hospital and in-hospital cardiopulmonary resuscitation in the adult 

    No. of CPR 
attempts 

Initially 
successful (%) 

Discharged
alive (%) 

Westfal50 New York 1996 Pre-hosp. 481 17.9 1.5 
Schultz44 Washington 1996 In-hosp. 266 28.2 9.0 
Gaul27 Vienna 1996 Pre-hosp. 249 43.8 10.8 
Valentin47 Vienna 1995 In-hosp. 253 55.7 19.8 
Wuerz51 Hershey 1995 Pre-hosp. 532 17.1 5.3 
Kass31 Albany 1994 Pre-hosp. 599 32.2 6.0 
Beuret11 Lausanne 1993 In-hosp. 181 29.8 12.7 
Juchems30 Aschaffenburg 1993 In-hosp. 574 46.7 20.2 
Kellermann33 Memphis 1993 Pre-hosp. 1068 29.0 8.0 
Kettler34 Göttingen 1992 Pre-hosp. 429 43.1 17.9 

Total   Pre-hosp. 3358 29.1 7.7 
   In-hosp. 1274 42.2 16.7 
    4632 32.7 10.2 
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disappointing considering the generally young age 
of the victims and the high expenditure which is 
often required for rescue operations associated with 
accidents.15 

The poor survival rates after a traumatic cardiac 
arrest have lead to discussion of futility in resuscita- 
tion. Initiation of CPR is obviously not indicated 
when there are signs of death, such as post-mortem 
lividity, rigor mortis or decomposition. Nevertheless, 
even if these signs are absent, the efficacy of a 
resuscitation attempt may be in doubt and the aspect 
of futility has to be considered. For a treatment to be 
judged futile it must be ascertained that it has no 
benefit. The benefit of a treatment depends on the 
outcome of the intervention, the probability of that 
outcome and the patient’s perception of that out- 
come.21 There are some situations where efforts to 
resuscitate appear to be futile with regard to 
the expected physiological outcome. Unilateral 
decisions by physicians to withhold or terminate 
resuscitation based on a medical judgement of 
futility may be justified2: 
! in conditions where scientific investigations have 
demonstrated the ineffectiveness of resuscitative 
efforts; 
! in patients suffering cardiac arrest despite optimal 
treatment to maintain vital functions (e.g. in 
progressive cardiogenic shock); 
! in patients where appropriate resuscitative efforts 
have been attempted without restoration of 
circulation. 

These circumstances represent the recommenda- 
tions of the 1992 American Heart Association con- 
ference panel on ethical issues in adult resuscitation. 
It was the consensus that futility should be strictly 
defined and that it should represent zero benefit.21 
Using the term futility more loosely involves value 
judgements which need to be discussed with the 
patient or his surrogate.2 

PATIENT AUTONOMY 

Physicians do not have the right to treat patients 
without their consent: Voluntas aegroti suprema lex. 
The right to consent or to refuse is based on the 
principle of respect for autonomy.7 Physicians must 
obtain informed consent from patients before under- 
taking procedures. The following elements have 
been proposed as the components of informed con- 
sent7: (1) competence; (2) disclosure of information; 
(3) understanding of information; (4) voluntariness; 
and (5) authorization 

The process of informed consent from a 
competent patient involves adequate disclosure and 
understanding of information concerning the conse- 
quences of the intervention and the potential 
alternatives so that a voluntary decision to authorize 
or refuse a medical procedure can be made. In 
bioethical contexts competence implies the ability to 
make a decision as to whether or not a therapeutic or 
diagnostic procedure should be undertaken.7 The 
patient’s decision should reflect rational considera- 
tions based on information given by the physician. 
The process of disclosure includes information on 
the nature of the disease, prognosis and risks and 

benefits of the various options. However, there 
seems to be a considerable lack of understanding by 
patients of the procedure of resuscitation and the 
prognostic implications. For example, it has been 
demonstrated that providing knowledge about CPR 
and survival rate can lead to a marked decrease in 
consent to resuscitation in the elderly.39 A high per- 
centage (41%) of ambulatory patients interviewed in 
a geriatric practice said they would opt for CPR if 
they had a cardiac arrest during an acute illness. In 
the case of cardiac arrest during a chronic illness (life 
expectancy less than 1 yr), the number of patients 
choosing CPR decreased considerably (11%). There 
was a further reduction in acceptance of resuscita- 
tion attempts after additional information was dis- 
closed as to the probable rate of survival in both 
conditions: now only 22% would still opt for CPR 
during an acute illness, and only 5% of the elderly 
patients would choose to undergo CPR during a 
chronic disease. These results emphasize the 
essential need for prognostic information for the 
patient to make an informed decision concerning 
CPR.39 

Patient’s autonomy in resuscitation 

Voluntariness means “being free to act”, a vital 
precondition for autonomous authorization of a diag- 
nostic or therapeutic intervention.7 However, within 
seconds after cardiac arrest the patient loses con- 
sciousness, and thus his decision-making capacity. 
He is incapable of communicating his treatment 
preferences, or his right to accept or reject treatment. 
Thus the decision to perform CPR in sudden cardiac 
arrest is usually made without the patient’s involve- 
ment. Consent to administer CPR is presumed. 
Physicians (and all others involved) have an obliga- 
tion to serve as the patient’s advocate by attempting 
to avoid undue harm. Such behaviour might be 
judged a “paternalistic” approach in medical 
practice, but we believe it should be considered 
primarily as an attempt to do what is assumed to be 
in the patient’s best interests. Those who want to 
make an independent decision as to whether or not 
resuscitation attempts should be started must 
express their wishes in advance or through a 
surrogate. 

Do-not-resuscitate orders 

The patient’s wish not to be resuscitated has been 
recognized as a potential criterion for withholding 
CPR.2 Do-not-resuscitate (DNR) orders written by 
patients or their physicians have been established to 
provide a mechanism for withholding specific 
resuscitative therapies in the event of cardiac arrest. 
DNR orders mean that no measures are under- 
taken to restore spontaneous cardiac rhythm and 
respiration.32 

Patients may write DNR orders to express their 
preferences in advance, at a time when they are 
capable of making informed decisions. These 
decisions are often made with regard to quality of life 
statements. The patient’s perception of whether 
or not it is worthwhile to survive is based on his 
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individual value judgements which may be 
influenced by religious views. Patients having lived 
nearly their full lifespan, living entirely dependent on 
others, or those with a severe underlying disease 
and a poor prognosis may choose to refuse life- 
prolonging treatment.41 Others do not want to 
undergo the risk of a “nearly successful” resuscita- 
tion, with long-term intensive care treatment and 
without restoration of their previous health. 
Nevertheless, being chronically ill does not 
inevitably imply that the patient may refuse CPR.41 
It has been reported that even those elderly people 
who are severely ill or disabled opt for CPR.17 An 
individual patient’s expectation of CPR might not be 
restitutio ad integrum, but merely to extend his 
lifespan to allow participation in a forthcoming 
family event. Therefore physicians should assess 
carefully the factors which influence the patient’s 
decision. The risk of provoking anxiety by discussing 
the appropriateness of resuscitation seems to be 
negligible.37 

Physicians’ attitudes 

Respect for patient autonomy may be irrelevant 
when CPR has no potential benefit.12 While patients 
may write a DNR order, physicians may also make a 
unilateral decision to withhold resuscitative attempts 
in a patient near death who is unable to communi- 
cate his preferences. In the patient suffering from a 
terminal disease, the physician’s normal commit- 
ment to preserving life is not in accord with the 
patient’s interests, if futile suffering is to be avoided. 
Restoring the circulation only prolongs the process 
of dying. If, because of the underlying disease, the 
patient is incapable of understanding the nature of a 
DNR decision and did not express preferences in 
advance, the options should, if appropriate, be dis- 
cussed with the patient’s relatives. Although the 
right of proxies to withhold or terminate life-sustain- 
ing treatment is not generally accepted, in the 
incompetent patient the physician often has to rely 
on the views of family members regarding the 
patient’s potential wishes. In addition, family 
members may play an important role in the care of 
terminally ill patients, in particular if the patient is 
going to die at home. Relatives should be informed 
about the expected process of dying, possible events 
and their own reactions and behaviour. Patients and 
their relatives should be assured that any care neces- 
sary to relieve suffering will be given or continued, as 
withholding CPR does not mean withholding all 
medical treatment.6 

In clinical practice the question arises to what 
extent patient preference is taken into account. 
Some resuscitation attempts may be performed on 
cardiac arrest patients who have a terminal disease 
and do not want the procedure. In a retrospective 
review, Dull and colleagues attempted to determine 
the percentage of resuscitation attempts which were 
unwanted or were undertaken in pre-hospital 
patients suffering conditions associated with poor 
survival rates.22 Unwanted resuscitation was 
assumed if there was a living will, other advance 
directives or corresponding statements by family 

members or by the patient’s private physician. 
One-third of all resuscitative attempts occurred in 
chronically ill patients (25%) or patients who did not 
want CPR (7%). The hospital discharge rate in both 
groups was lower than the discharge rate (16%) for 
cardiac arrest patients overall: 8% of patients 
suffering from chronic diseases and 2% who did not 
want to be resuscitated survived to hospital dis- 
charge.22 These findings demonstrate the difficulties 
in elucidating pre-arrest conditions with poor 
prognoses and the limitations in honouring living 
wills and DNR orders in the field. Sometimes family 
members may panic in the face of death and call the 
emergency medical service, leading to unwanted 
resuscitation attempts. 

On the other hand, the absence of a DNR order 
does not necessarily mean that any patient suffering 
from cardiac arrest receives full resuscitative efforts. 
The duration and intensity of advanced cardiac life 
support may vary depending on the physician’s 
perception of the likelihood of benefit to the 
individual patient.26 One factor associated with short 
resuscitative attempts in hospitalized patients was 
age more than 75 yr.26 This finding and the results 
of a recently published survey of emergency 
physicians38 support the hypothesis that age plays 
an important role in the decision to terminate 
unsuccessful CPR, although it is widely accepted 
that not age, but other factors such as co-morbidity 
and pre-arrest functional status are more important 
determinants of outcome.30 48 49 51 

Clemency and Thompson surveyed anaesthetists 
to determine their opinions regarding DNR orders in 
the perioperative period.18 Almost two-thirds of 190 
responding anaesthetists assumed DNR-suspension 
and only 50% discussed this assumption with the 
patient.18 If a patient with a DNR order suffers intra- 
operative arrest because of the underlying disease, 
34% of anaesthetists interviewed said they would 
resuscitate; 68% would perform CPR if the patient 
had an iatrogenic-induced arrest during surgery.16 
The withholding and withdrawing of life support 
by critical care physicians had been analysed to 
determine current practice in adult intensive care 
medicine.4 One-third of physicians were reported to 
have refused patients’ or surrogates’ wishes to 
discontinue treatment. Many physicians also 
reported the unilateral decision to withhold (83%) or 
withdraw (82%) life-sustaining treatment which they 
had judged to be futile, some of these decisions being 
made without the patient’s knowledge and consent, 
and some despite their objections.4 Often patients are 
not involved in discussions about their DNR status, 
or physicians write DNR orders at a time when the 
majority of patients are considered incompetent.10 
Even among seriously ill hospitalized patients, only a 
minority (29%) said they had discussed their CPR 
preferences with their physician.41 

JUSTICE 

This principle affects priorities in the allocation of 
health-care resources. Justice may be defined as 
giving to each person that which is due, and which 
can be claimed legitimately.7 
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CPR should be allocated throughout the com- 
munity and within the hospital at a comparable level. 
It is a matter of justice to ensure some degree of 
equitable distribution of medical resources to all 
citizens.2 Performing CPR which is inappropriate or 
futile may delay or prevent emergency treatment in 
other patients with a better chance of survival. This 
conflict is not restricted to CPR efforts or to the use 
of expensive and scarce resources, such as intensive 
care units and helicopters. In times when the 
demands on the health care system are competing 
heavily because of cutbacks in available public funds, 
it is increasingly important to provide fairness by 
common agreement. 

Every citizen has the right to receive CPR. 
However, differences in survival of pre-hospital 
cardiac arrest patients related to race and socio- 
economic status have been identified.9 29 In Chicago, 
Blacks were significantly less likely to undergo 
initially successful resuscitation, to be admitted to 
hospital or to survive until the time of discharge.9 In 
Seattle, a higher socio-economic status was associ- 
ated with a higher rate of survival.29 Possible expla- 
nations include better access to health care and 
better state of general health. Witnessed cardiac 
arrests and bystander CPR were less frequent in 
Blacks,9 whereas there were no differences in emer- 
gency service system response times and proportion 
of cases receiving advanced cardiac life support.9 20 
Interviews with emergency service system personnel 
in Oslo demonstrated that the social status of the 
patient did not influence the decision of whether or 
not to start CPR.40 

Taking into account the serious shortage of organs 
suitable for transplantation, the use of expensive 
medical emergency resources in pre-hospital trauma 
management might be justified if it provided a 
source of organs. Young trauma victims with 
isolated, mortal head injury might be excellent 
candidates for organ donation if their vital functions 
can be maintained long enough to undergo organ 
evaluation.19 The appropriateness of initiating or 
continuing life-sustaining therapies solely for the aim 
of organ procurement has to be questioned. The 
decision to resuscitate should be based primarily on 
each individual’s chance to survive, taking the 
aspects of beneficence and nonmaleficence into con- 
sideration. Therefore, the aspect of organ procure- 
ment in resuscitation is an area of considerable 
sensitivity requiring further discussion.2 

Conclusions 
The question of the ranking between the different 
ethical principles is still a matter of discussion. 
Autonomy has been emphasized as the primary 
principle from which all others derive.24 However, 
respect for autonomy is not the only principle and 
should not be overvalued if it conflicts with other 
aspects. In the clinical situation of cardiac arrest, the 
weight of respect for autonomy may be minimal 
while the weight of nonmaleficence and beneficence 
may be maximal.7 

Physicians have an obligation to consider the 
therapeutic efficacy of CPR. The optimal solution 

would be to start resuscitation only in those patients 
with the potential for long-term survival (bene- 
ficence), but this can rarely be determined at an early 
stage.14 In otherwise healthy individuals the standard 
of care remains prompt initiation of CPR. The time 
frame in cardiac arrest requires medical decision- 
making within seconds. Failure to administer 
prompt CPR would result in the patient’s death. 

Chronic or terminally ill patients should be 
encouraged to determine in advance whether 
resuscitative efforts should be initiated in the case of 
cardiac arrest. In these patients cardiac arrest is not a 
sudden event, but the end of the process of dying 
and therefore might be anticipated. Patients’ prefer- 
ences have to be assessed carefully in a compas- 
sionate way. Some patients may feel uncomfortable 
making life-or-death decisions, while others want to 
participate in the decision-making process. The in- 
hospital use of DNR orders seems to be increasingly 
common in several countries, whereas its acceptance 
in the pre-hospital setting is still a matter of debate.1 
Medical guidelines, ethical policies and legal condi- 
tions have to be developed to allow emergency 
service system personnel to respect the patient’s 
autonomy in the field by honouring advance direc- 
tives, without the fear of legal action. There is a clear 
need to discuss these issues in a public forum. We do 
not feel that it should be mandatory for every citizen 
to write advance directives, but public information 
and education should increase the number of people 
doing so voluntarily. 

We feel that, in some instances, to save the 
patient’s life might not be the final goal. Decisions 
taking into account the potential futility of treatment 
should consider the patient’s perception of quality of 
life by respecting his individual hierarchy of values. 
To survive without restoration of pre-arrest health 
status may be of only limited benefit to the patient 
with serious advanced disease. Survival with physical 
or mental impairment may be strenuous. Sometimes 
resuscitative efforts save only to prolong the dying 
process, whereas sudden death from cardiac arrest 
could seem like a release. 

If there is any doubt about the appropriateness of 
withholding resuscitative attempts, CPR should be 
initiated. Life-sustaining therapies can be withdrawn 
at a later time when proper medical, legal and 
ethical considerations have been addressed more 
thoroughly.1 Training programmes have to be inte- 
grated into academic education to enable physicians 
to analyse and deal with ethical conflicts. The 
physician’s moral decision should be based on the 
knowledge of the relevant ethical principles, 
remembering what is expressed in the Hippocratic 
oath: “I will use treatment to help the sick according 
to my ability and judgement (beneficence), but I 
will never use it to injure or wrong them 
(nonmalevolence)”.7 
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