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OBJECTIVES 

• Review history of CPR during surgery 

• Understand the rationale for performing CPR 
during surgery 

• Understand the rationale for NOT performing 
CPR during surgery 

• Summarize new intraoperative “Code” orders 

• Summarize Sunnybrook’s new person-centred 
process for determining patient’s Advance 
Care Plan during OR and Phase 1 recovery 

 



CASE STUDY 

• Mrs. B is a 52 year old woman with multiple myeloma and a life 
expectancy of 6 months. 

• Admitted to the hospital with acute abdominal pain and 
suspected bowel obstruction. 

• As an in-patient, Mrs. B made the decision No CPR 

• Anesthesia consult was completed; code status not discussed 

• During surgery, patient became unstable and arrested.  CPR/ACLS 
provided and patient revived 

• Post op, patient came to PACU intubated, on numerous inotropes, 
and no beds were available in the ICU. 

• Patient’s husband was updated by the surgeon and when he came 
to see the patient, he was very upset expressing his wife would 
not have wanted to be in this situation 

• PACU nurses were not clear on patient’s Code Status 



IS IT ETHICAL FOR HEALTH CARE 
PROVIDERS TO DISREGARD A 
PATIENT’S WISHES, VALUES AND 
BELIEFS DURING THE 
INTRAOPERATIVE PERIOD? 



INCIDENCE AND RISK FACTORS 

2015 USA National Anesthesia Clinical Outcomes Registry: 

• risk of cardiac arrest was 5.6 per 10,000 cases 

• associated mortality from the arrest of 30-55.7%. 

• the rate of cardiac arrest increased with age and ASA physical 
status (III/IV) 

• As many as 15% of patients with DNR orders will undergo 
surgery, whether provoked by their underlying terminal 
disease or for unrelated reasons 
 

 



CPR DURING SURGERY: HISTORICAL REVIEW 

• CPR was first described in the 1960’s-immediate efforts to 
prevent sudden, unexpected death 

• By the 1970’s DNR orders were automatically suspended 
during the OR-assuming the patient would wish to be 
resuscitated 

• In the 1980’s in a report by the President’s Commission for the 
Study of Ethical Problems in medicine determined all patients 
should be “Full Code” unless otherwise explicitly documented 

• In 1993, the American Society of Anesthesiologists published 
guidelines to promote the patient’s wishes of their 
resuscitation status during surgery 

 

 



• In 2000, in a random sample of nurse anesthetists, 50% 
indicated there were hospital DNR or No CPR policies in place 

• Of those, 67.2% indicated the policy involved automatic 
suspension of these orders during surgery, 20% indicated 
there was required reconsideration for surgical patients, and 
the rest were unsure. 

 

• At Sunnybrook, our policy did not include reconsideration 
and “No CPR” orders were suspended during surgery 

 



RATIONALE FOR PERFORMING CPR DURING 
SURGERY 

Reasons cited include: 

•  a desire to save the patient 

• the extensive resuscitation training HCP’s possess 

• the resources invested in the planned surgery  

• concerns that the surgical insult or anesthetic administration may have 
precipitated the cardiovascular collapse 

• Anesthesiologists are responsible for maintaining patients’ 
cardiovascular and respiratory systems; and portions of ACLS are 
provided during normal anesthesia care 

• Intraoperative cardiorespiratory arrests differ from cardiorespiratory 
arrests outside the perioperative environment:  32-55.7% of patients 
survive intraoperative arrests 

• Ethical/moral opposition  “Do no harm” (beneficence) 



RATIONALE FOR NOT PERFORMING 
CPR DURING SURGERY 

• Patient may agree to treatment, but be unwilling to 
have resuscitative efforts attempted 

• A No CPR order ethically should not be suspended 
without the patient’s informed consent 

• Self-determination must be honoured 

• Advance Care Plan 



WHAT HAS CHANGED?  

•  Move towards a patient-centered level of care 
where goals of care and expectations are clearly 
identified ahead of time 

 

• Developed clear documentation entitled 
“Temporary Revision of Existing No CPR order 
during OR procedures and Phase 1 Recovery 
period in PACU” 





1. Full resuscitation measures to be employed regardless of 
the cause of the clinical event requiring resuscitation. 

2. No resuscitation regardless of the cause of the clinical 
event requiring resuscitation.  

3. Limited resuscitation. Resuscitation should be attempted 
only if, in the clinical judgment of the attending 
anesthesiologist and surgeon, one or more of the following 
conditions are met:  

• the clinical events are believed to be both temporary 
and reversible (e.g. reversible complication)  

• resuscitation efforts will support the following goals of 
the patient: ____________________ 

YES, NO, MAYBE 



WHAT ARE SOME ACCEPTABLE 
INTERVENTIONS PATIENT MAY AGREE TO? 

The anesthesiologist discusses pre-operatively 
with the patient and/SDM: 

•  Witnessed “shockable” rhythms: VF/VT  

• Anesthesia-induced cardio-respiratory arrest: 
medications, intubation 

• Iatrogenic complications: bleeding 

 



OUR NEW PROCESS:   
PRE-OPERATIVELY 

1. Surgeon has an in- patient with a No CPR order requiring 
surgery.  Contacts the anesthesia co-ordinator and discusses 
patient and situation. 

 

2. Anesthesiologist confirms No CPR status of patient in the 
chart and obtains  “The Temporary Revision form” 

 

3. Conducts consultation with patient and/or SDM and reviews 
options for revision 

 

4. Anesthesiologist completes the form which acts as an Order  

 



OUR NEW PROCESS: 
DAY OF SURGERY 
• No CPR order in effect until patient enters OR theatre 

• The Anesthesiologist assigned to the OR reviews 
documentation and ensures the Surgeon also signs the form 
indicating awareness of patients/SDM’s wishes PRIOR to the 
Surgical Safety Checklist 

• During the Surgical Safety Checklist, the Time Out and Debrief 
stages, the code status of the patient is announced 

• The Anesthesiologist will inform PACU Nurse of the document 
and the resuscitation status that is in place until the Phase 1 
of Recovery is complete 

• The PACU RN provides verbal report to the next nurse 

 

 



Challenges 

• Roll-out was expected to occur quickly 

• Interprofessional push back 

– Nurses embraced  

– Physicians … 

• There are still patients who are being missed 

 



“Rather than perceiving that they are doing 
nothing, something has indeed been done; 
the wishes of the patient have been 
respected, their autonomy has been 
preserved and they have been allowed to die 
with dignity. Complying with these wishes 
represents one of the greatest challenges that 
we must face” (Ewanchuk M, Brindley PG., 2006) 
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