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Correspondance

CPR for patients in a
persistent vegetative state?

Dr. Charles Weijer’s article
“Cardiopulmonary resuscita-

tion for patients in a persistent vege-
tative state: Futile or acceptable?
(CMAJ 1998;158[4]:491-3) is based
on a serious misinterpretation of the
Joint Statement on Resuscitative In-
terventions (Update 1995),1 which is
CMA policy.

Weijer claims the statement indi-
cates that physicians can withhold
cardiopulmonary resuscitation
(CPR) against family wishes when
the patient is in a persistent vegeta-
tive state (PVS). He cites 3 passages
from the joint statement:
• “There is no obligation to offer a

person futile or nonbeneficial
treatment.”

• “People who almost certainly will
not benefit from CPR are not can-
didates for CPR, and it should not
be presented as a treatment option.”

• “People who have rejected CPR
and those who almost certainly
will not benefit from it should not
be given this treatment if an ar-
rest occurs.”
However, these passages do not

address the question posed by Weijer
or substantiate his claim. The issue of
decision-making authority with re-
gard to CPR, which includes the de-
termination of what counts as “futile”
or “nonbeneficial,” is dealt with in
the statement’s general principles. As
for proxy decision-making in the hy-
pothetical case described by Weijer,
the statement advises that “treatment
decisions must be based on the per-
son’s best interests, taking into ac-
count: (a) the person’s known values
and preferences, (b) information re-
ceived from those who are significant
in the person’s life and who could
help in determining his or her best
interests, (c) aspects of the person’s
culture and religion that would influ-
ence a treatment decision, and (d) the

person’s diagnosis and prognosis. In
some jurisdictions legislation specifies
who should be recognized as desig-
nated decision-makers (proxies) for
incompetent people; this legislation
should be followed.” The joint state-
ment does not provide a conflict-
resolution mechanism in cases of dis-
pute between family members and
physicians or other care providers.

Because of Weijer’s misinterpreta-
tion of these passages, his conclusions
“that this aspect of the joint state-
ment is neither ethically nor legally
defensible and hence that hospitals
ought not to rely upon this aspect in
their own policy statements” must be
firmly rejected. Moreover, his accusa-
tion that the statement “does not 
allow physicians to respect choices
for life-preserving therapy that are
rooted in religious belief” is contra-
dicted by passages that call for facility
policies to “ensure sensitivity to cul-
tural and religious differences” and
for “open communication, discussion
and sensitivity to cultural and reli-
gious differences among caregivers,
potential recipients of care, their fam-
ily members and significant others.”
Regarding futile or nonbeneficial
treatment, the statement encourages
policy-makers to “determine how
these concepts should be interpreted
in the policy on resuscitation, in light
of the facility’s mission, the values of
the community it serves, and ethical
and legal developments.” The joint
statement’s overall message is the po-
lar opposite of Weijer’s notion that it
“amounts to saying to families, ‘Your
values don’t count.’ “

As he is entitled to do in an editor-
ial, Weijer presents a single viewpoint
on medical futility. Since there is no
consensus on this issue, the joint
statement takes a cautious approach,
avoiding the extremes of affirming
the right of patients or their proxies
to choose any treatment and requir-
ing physicians to refuse to provide
treatments that they consider futile.2

This topic is the subject of ongoing

study by the statement’s sponsors.3

The outcome may well be a docu-
ment that supplements the statement,
but Weijer’s demand that the 1995
statement and hospital policies based
upon it be amended to deal with his
concerns is entirely unjustified.

Gordon L. Crelinsten, MD (Chair)
Jacques Belik, MD
Eugene Bereza, MD
William Cook, MD
Martha McCarthy, MD
Andrew Zawadowski, MD
CMA Committee on Ethics
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Dr. Weijer argues that an ethical
analysis favours a family’s right

to request CPR for a 65-year-old pa-
tient in a PVS with no hope of re-
covery. He thinks this request
should be honoured in Canadian
hospitals and, implicitly, that the
costs should be borne publicly.

Even if there was enough public
money to cover these costs, I am not
persuaded that the proposed inter-
vention would be more appropriate
than many others, some of which
might also prolong life. Moreover,
in today’s world there will be no in-
crease in spending, and the proposed
expenditures on patients in a PVS
would lead to reduced spending on
other patients. I am not convinced
that the redeployment of resources
to support the cost of CPR in these
cases would be favoured by most
Canadians over any present health
expenditure. Until society decides to
the contrary, there are no com-
pelling ethical, moral or legal argu-
ments favouring the preferential al-
location of resources to support the
cost of CPR in these cases.



Letters

15510 July 14/98 CMAJ /Page 19

CMAJ • JULY 14, 1998; 159 (1) 19

Docket: 1-5510 Initial: JN
Customer: CMAJ July 14/98

We are used to special interest
groups requesting increased support,
and we interpret such requests ac-
cordingly. However, to promote one
intervention on ethical grounds
must surely impose an ethical re-
sponsibility to consider the ramifica-
tions on others. This aspect seems to
have been neglected in Weijer’s
analysis.

John Turnbull, MD
Division of Neurology
Department of Medicine
McMaster University
Hamilton, Ont.

Dr. Weijer argues eruditely for
CPR when demanded by fami-

lies as a matter of cultural and reli-
gious conscience. The force of his ar-
gument derives from his assertion
that this is a contest of values be-
tween physicians who hold that such
life is not worth living and family
members who believe in its sanctity
and require that all means be used to
prolong it. While such conceptualiza-
tion of a battle of beliefs may be
forceful, it casts doubt on physicians’
respect for life and advances a faulty
construction of the rationale and mo-
tive supporting do-not-resuscitate
(DNR) orders in such cases.

In Weijer’s editorial, beneficence is
correctly understood to be patient fo-
cused, subject to independent, verifi-
able clinical judgement and common
sense, and applicable to a patient con-
ceived as an intellectual, social and
spiritual — and not merely physical
— being. A patient irretrievably inca-
pable of experience, such as a person
in a PVS, cannot benefit. Just as the
incapacity for conscious experience
removes any burden of suffering that
would proscribe CPR, so too it re-
moves any hope of benefit that would
prescribe it. Such patients are beyond
benefit. Their physical existence is a
necessary but insufficient ground for
CPR. Prolonging unconscious life
through aggressive medical treatment

could be considered one definition of
“bad medicine.”

As physicians, we do not seek to
judge the worth of a life but to judge
all life worthy. Rather than the
“smuggling in” of the premise that “a
permanently unconscious life is not
worth preserving,” DNR orders in
cases of PVS respectfully and ethi-
cally reflect a clear commitment to
medicine’s time-honoured mandate
to mend and a humble understanding
of its limitations. This is the wisdom
behind the joint statement’s position
on DNR in cases involving a PVS.

Bruce W. Jespersen, MD
Calgary, Alta.

Dr. Weijer argues reasonably for
accepting a family’s refusal of a

DNR order because of strong reli-
gious beliefs about the sanctity of life
and therefore about the value of pre-
serving the life of a family member
even if that person is permanently
unconscious. He argues that the joint
statement1 is “neither ethically nor
legally defensible” and “ought to be
amended,” since treatment of a pa-
tient in a PVS is considered “futile”
and, according to the joint statement,
the patient would be “unable to expe-
rience any benefit.”

An alternative view would be that
the joint statement is valid, but, in the
absence of outcome probabilities, it
must be interpreted together with the
patient’s and the family’s values. If the
case is interpreted by hospital staff
who understand and defend the val-
ues of the patient and the family, not
their own personal values, the case
would not be considered futile. The
patient would be considered to expe-
rience benefit because in this value
system an unconscious life is worth
preserving.

Paul Walker, MD
Grey Nuns Community Hospital 
& Health Centre

Caritas Health Group
Edmonton, Alta.
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Two of the major issues addressed
in this editorial are worth ampli-

fying. The first is the concept of
whether a life is worth living. We
must never accept the concept that
any life is not worth living. Once we
do, we are on a slippery slope. There
is very little difference between some-
one who is in a vegetative state for 2
years and someone who is in a vegeta-
tive state for 2 years less a day. Once
the principle of the sanctity of human
life is ignored, there may be no stop-
ping the trend: the religion of death
becomes accepted.

The second issue concerns the
controversy surrounding euthanasia,
exemplified in the editorial by the ex-
ample of an Orthodox Jew who be-
lieves in God. Human beings are not
only body and soul, but also spirit.
Unless this conceptualization is ac-
cepted we will never understand that
even for someone in a PVS, the spirit
still exists. We do not know whether
or not such a person is receiving in-
put through some of the senses.
There have been reports of patients
later able to describe in detail every
word spoken in their presence while
they were in a comatose state. Let us
not play God. Let us maintain our
traditional values and concepts.
These values work.

William D. Gutowski, MD
Chilliwack, BC

[The author responds]:

Patients and their families should
be neither offered nor allowed to

demand CPR in all situations. Em-
pirical work has identified circum-
stances in which CPR cannot restore
cardiopulmonary function.1 CPR
may be withheld legitimately in such
cases, and without the need to invoke
the notion of medical futility, because


