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Abstract
The aim of this article is to describe current Swedish legalisation, clinical practice and future perspectives on the medical ethical decision “Do-Not-

Attempt-Cardio-Pulmonary-Resuscitation” (DNACPR) in relation to prevent futile resuscitation of in-hospital cardiac arrests. Sweden has about 2200

in-hospital cardiac arrests yearly, with an overall 30-day survival ratio of 35%. This population is highly selected, although the frequency of DNACPR

orders for hospitalized patients is unknown, resuscitation is initiated in only 6–13% of patients dying in Swedish hospitals.

According to Swedish law and although shared decision making is sought, the physician is the ultimate decision-maker and consultation with the

patient, her relatives and another licenced health care practitioner is mandatory. According to studies, these consultations is documented in only

about 10% of the decisions. Clinicians lack tools to assess risk of IHCA, tools to predict outcome and we are not good at guessing patients own will.

Future directives for clinical practice need to address difficulties for physicians in making decisions as well as the timing of decisions.

We conclude that the principles in Swedish law needs to be fulfilled by a more systematic approach to documentation and planning of meetings

between patients, relatives and colleagues.
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In-hospital cardiac arrests – A highly selected
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Survival after in-hospital cardiac arrest (IHCA) in Sweden has stea-

dily increased over the last decade,1 and today the survival ratio

has reached up to 35%.2 Approximately 2200 patients suffer a car-

diac arrest within the walls of Swedish hospitals yearly.1 About

40% occur in general wards, where they are witnessed by health pro-

fessionals who immediately alert the resuscitation team (80% within

1 minute), start cardiopulmonary resuscitation (CPR, 90% within 1

minute) and attaches a defibrillator, in 86% of cases within three min-

utes.1 In all, 94% of patients suffering from IHCA have good neuro-

logical function on admission to hospital, which is assessed as CPC

(Cerebral Performance Category) 1–2 and 92% of survivors have

CPC1-2 at discharge from hospital after the IHCA. However, only

one out of ten who die in hospital have received CPR, and the vast

majority of patients who die in hospital (89%1) have an ethical deci-

sion to withhold CPR,3,4 a so called Do-Not-Attempt-Cardiopulmon

ary-Resuscitation (DNACPR) order. Our interpretation is that
patients who undergo CPR in a hospital are highly selected. There-

fore, the aim of this article is to describe current Swedish legalisation,

clinical practice and future perspectives on the medical ethical deci-

sion “Do-Not-Attempt-Cardio-Pulmonary-Resuscitation” (DNACPR)

in relation to prevent futile resuscitation of in-hospital cardiac arrests.

Swedish legalisation-mandatory consultations
and documentations

Swedish legalisation around life-sustaining treatment is valid for the

whole society at large, i.e. ranging from nursing homes to hospitals.

However, a decision is only valid within one setting and one situation.

For example, if a patient in a nursing home has a DNACPR but

chokes and an ambulance is called and they transport the patient

to the hospital, the nursing homes decisions on DNACPR is not valid

for either the ambulance or the hospital. In real life, a new decision

can easily be taken based on the old one from another setting.

The focus in this article is decision at the hospital as a way to prevent

futile resuscitation of an in-hospital cardiac arrest.
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Swedish legislations states that healthcare should be carried out

in consultation the patients and that their autonomy should be

respected as much as possible.5 The decision to withhold CPR is

part of the larger concept of the limitations of life-sustaining

treatments ranging from withdrawal or withholding of treatment to full

life-prolonging treatment that keeps the patient alive until the under-

lying condition has resolved. In withholding treatment, DNACPR is by

far the most common limitation, followed by withholding intensive

care and mechanical ventilation. Swedish regularisation/legislation

requires that decisions to withhold treatment are preceded by consul-

tation with the patient, but does not require consent (Fig. 1). Unless

secrecy applies, relatives should be involved in healthcare planning.5

If consultation with the patient is not possible, the reason should be

documented and relatives should be consulted as far as possible.5

Further, consultation with at least one other licenced caregiver is

mandatory. Ethical guidelines recommend that this should be a

senior physician, but in clinical practice, it can be the registered

nurse caring for the patient. A DNACPR order can be placed when

(1) CPR is not in accordance with the patient’s will, (2) CPR is con-

sidered not to benefit the patient, or (3) CPR is very unlikely to be

successful because the patient is dying from an irreversible condi-

tion.6,7 Since the chance of survival after IHCA are highly dependent

on pre-and peri-arrest factors, such as aetiology and initial rhythm,8

the decision to initiate CPR can be conditioned. An example of the

most common conditional decision is to initiate CPR and give up to

three defibrillations in the case of a shockable initial rhythm, but

not to prolong treatment if the arrhythmia is refractory and to withhold

CPR in the case of a non-shockable initial rhythm.7 The patient’s and

their relatives’ values and preferences regarding resuscitation as well
Fig. 1 – Overview of principles in Swedish patient

law regarding Do-Not-Attempt-CardioPulmonary

Resuscitation, common clinical problems and possible

solutions to them.
as all consultations and the medical reasons for withholding treat-

ment should be documented in the medical file.5

Studies on current clinical practice reveals
lack of shared decision making

In making the medical assessment of the benefits and burdens of

CPR, in Sweden, physicians are the ultimate decision-makers for

DNACPR orders.5,7 Although shared decision making is sought,9

the majority of cases in clinical practice does not live up to

this.3,10–12. The reason for the lack of consultation with the patient

is partly because, when the decision is being made, the patient is

often in a state of impaired cognition, altered level of consciousness

or acute stressful situation that make consultation unfeasible.11,13

Clinicians have difficulty accurately guessing patients’ preferences

regarding CPR14 and a decision based solely on the fact that the

patient do not want CPR is as rare as 1%, but the patient often

accepts or agrees to a medical decision to withhold CPR.11 If the

patient’s own will is the basis for the DNACPR order, the physician

must ensure that the patient is given clear information about the con-

sequences, and ensure that the patient has understood them. In

terms of the reason that CPR is considered “not to benefit”, it means

that the benefit of the treatment results in survival, but the complica-

tions or consequences of the treatment (i.e CPR and, likely the fol-

lowing post-resuscitation care) do not align with the patients overall

life situation.6,7 To summarize, the ground for the DNACPR order

is a multifactorial medical assessment made by the physician, in

most cases without the desired shared decision-making that we

strive for.
Difficulty in assessing the chance of survival

Regarding medical assessment, it has been challenging for doctors

to estimate outcome after a cardiac arrest scenario accurately, in

studies, the guesses can vary widely, ranging from a 1 to 95%

chance of survival for the same patient.15–17 Further, the variability

in medical-ethical decisions among Swedish physicians working in

intensive care is partly linked to the doctor’s personality, values

and traits.18

Another option is to estimate outcomes using prediction models;

currently, there are no established risk profiles identifying only car-

diac arrest patients among all hospitalized patients. Furthermore, a

recent systematic review has found that currently, no prediction tool

is suitable for clinical practice.19 The problems with existing predic-

tion tools are partly due to the lack of external validation, but most

importantly, they do not have sufficient specificity, meaning they fail

to accurately identify the group with a low chance of survival (often

defined as 1%). To illustrate the heterogeneous outcome, we would

like to use Swedish data revealing both surprisingly good and

surprisingly poor outcomes; for instance, 90-year-olds have a 41%

survival ratio in cardiac arrests with shockable rhythm,20 while a

patient with a cardiac arrest following aspiration in a hospital ward

has a less than 8% survival ratio.21

In summary, the challenge clinicians face is that we cannot pre-

dict in advance whether a cardiac arrest will occur, the characteris-

tics of the cardiac arrest and what the outcome will be.
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Life after a cardiac arrest or a DNACPR

The question that arises during discussions about a DNACPR deci-

sion in the clinic is often “to what kind of life are we resuscitating the

patient?”. Consistent with international guidelines,22 good neurologi-

cal function is assessed as CPC 1–2, while 3–5 are classified as

poor. According to an annual report from the Swedish Registry for

Cardiopulmonary Resuscitation, 92% of IHCAs are discharged with

good neurological function.1 Further, among those discharged with

CPC 3, a smaller hospital-based study revealed that the vast majority

were admitted to the hospital with CPC 3.23 On a group level, it is

challenging to argue against attempting to resuscitate patients to

the same life they had at admission in the case of a cardiac arrest

during their hospital stay. Similarly, reports on life satisfaction after

IHCA are comparable to those of the general population.24 This chal-

lenges DNACPR decisions for the group that receive them on the

ground that CPR is not beneficial but also leaves the clinical question

of whether it is a dignified life unanswered.

Currently, little is known about life after a DNACPR decision, but

about 60–70% of patients with a DNACPR decision who are dis-

charged from hospitals pass after one year.13,25

Future directives for improvement in the
Swedish and similar systems on DNARCPR
orders

In this clinical grey area without risk or prediction models, clinicians

are left with qualified guessing, but that does not mean we can or

should avoid making these medical decisions. Modern resuscitation

training for doctors should include knowledge about prognostic fac-

tors for favourable outcome, discussions about the complexity of

decisions and the ethical framework to facilitate clinical practice.

In every-day clinical practice, the complexity and need for consul-

tation with caregivers and caretakers in order to make an elaborate

decision, should be appraised. Hospitals need to plan for this kind

of decision-making and defer them to rounds rather than accepting

them to be made during on-call hours. Some critical situations

require a prompt assessment of the benefits of CPR, but most com-

monly there is no rush to make these decisions.25 If an acute situa-

tion that was not anticipated does arise, the advice is to initiate

resuscitation and if successful, admit the patient to the Intensive

Care Unit. This approach may lead to a few more patients being

admitted to the intensive care unit, but it has the advantage that

some who might have been disqualified from returning to their nor-

mal lives can actually do so. For others, a well-founded decision to

withdraw life-sustaining care can be made in a calmer setting and

in consultation with several clinical specialties, something that Swed-

ish intensivists have emphasised as an area for improvement.26

In conclusion, the principles in Swedish law needs to, and could,

be fulfilled by a more systematic approach to documentation and

planning of meetings between patients, relatives and colleagues

(Fig. 1).
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