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50*1 east aicneer avenue
ncmer. alaska 35603
907,235-3155

‘ax 907 225-3157

D ate: November 18, 1993

To: Representative Gail Phillips
Attention: Judy Jordan

From: Bob Painter, EMS Asst. Chief
Re: "Do Not Resuscitate"

Thank you for your interest in this important matter. Enclosed
is all the information 1 have available regarding this 1issue of
patient rights. As a pre-hospital care provider, | ofte.. encounter
patients, and family members of patients with terminal 1illnesses
who have no desire to see heroic efforts attempted 1in order to
prolong inevitable death. As the Assistant Chief responsible for
emergency medical services in Homer, I felt a strong need to
develop and implement a policy to protect those last wishes of the
terminally ill.

Based on available information from other states, and
communities. I, in cooperation with the fire department Physician
Sponsor, Dr. William Bell, developed a simple, and effective means
to allow the responding fTirefighter, EMT, or police officer to
readily know that the patient was suffering from a terminal
disease, and that they, with the <consent of their personal
physician had made the conscious decision not to be resuscitated in
the event of a cardiac or respiratory arrest. Since the policy was
implemented, there has not been a single case of a patient with a
Do Not Resuscitate, ("DNR") bracelet having to undergo the expense
of a resuscitative effort.

My desires for a State law are simple. First, the policy and
procedures must be simple to understand for the patient, physician,
and public safety personnel. Secondly, the law should be flexible
in that identification of "DNR"™ patients be made simple and quick.
And finally, the 1law should offer some, level of immunity from
prosecution for a responders "good faith" attempt at resuscitation,
even if the patient is identified as a "DNR".

Prior to the implementation of our local DNR policy, another
system was in place that was non-functional. In fact, a man was
resuscitated that was a DNR patient. Although this patient latter
died without vregaining consciousness, his family suffered the
emotional and financial trauma of something that could have been
prevented so easily. Even though 1 see this problem as p. health
care 1issue and not a legal one, I hope that the state will
recognize the situation we are being placed 1in, and adequately

LETTER OF SUPPORT
HOMER VOLUNTEER FI



address the 1issue with input from the people it will most effect,
the volunteers of local fire departments, rescue squads, ambulance
services, and the health care agencies and providers that deal with
the terminally ill on a regular basis. Again, thank you for your
concern, and if there is anything 1 can assist you with, do not
hesitate to contact me.
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HOMER VOLUNTEER FIRE DEPARTMENT
"DO NOT RESUSCITATE" POLICY

It will be the policy of the Homer Volunteer Fire Department
to honor each individuals request for non-intervention in cases of
respiratory or cardiac arrest. In order for emergency responders
to knowthat a person has a pre-existing terminal illness and does
nor desireresuscitation, those persons must be 1identified with a
department approved and issued "DNR"™ bracelet. This bracelet must
be worn on either arm, be wunaltered 1in any way, and bear the
patient®"s name, address, phone number, and physician ™ name.

If the bracelet must be removed for any reason, replacements
may be requested from the Ffire department. The department
emphasizes that if the bracelet is not. on the patient, or has been
altered in any way, full resuscitative measures must be undertaken
by emergency responders.

IT the patient changes their mind about resuscitation prior to
a fatal attack, the following should be done:

1* Remove the bracelet.

2. Notify the Fire Department about the change.

3. Return the bracelet to the Fire Department for
proper disposal, (a representative of the Fire
Department: will pick up the bracelet if
necessary)

ITf during, or after a fatal attack a family member changes
their mind about resuscitation of the patient, the following should
be done prior to the arrival of emergency personnel:

1. Remove the bracelet.

2. Notify the 911 operator that the patient®
"DNR" status has been revoked.

3. Request that emergency responders attempt

resuscitation once they arrive.

IT emergency responders arrive on scene and the bracelet is
properly displayed on the patient, CPR will not be started even if
ordered to do so by a family member. The desire of the patient not
to be resuscitated supersedes any family member request to the
contrary.

Although Homer Volunteer Fire Department personnel and Homer
Police Department officers are familiar with this "DNR" Policy,
neither department makes, nor implies any guarantee that
resuscitative efforts will be not be attempted, especially by lay
persons trained in, CPR.

The presence of a "DNR" bracelet does not preclude emergency
responders from providing other emergency medical care or patients
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60*1 east Dicneer avenue

homer,

alasxa 99603

907/225 -3155
fax 907/225-3157 STANDING ORDER FOR DO NOT RESUSCITATE

I, THE UNDERSIGNED PHYSICIAN, CERTIFY THAT THE BELOW LISTED PERSON
IS A PATIENT UNDER MY CARE AND THAT THIS PERSON HAS A TERMINAL

MEDICAL CONDITION.

PATIENTS NAME:

PATIENTS DATE OF BIRTH:

PATIENTS ADDRESS OR PHYSICAL LOCATION:

PATIENTS HEALTH STATUS/DIAGNOSIS:

PATIENT OR RESPONSIBLE PARTY"S PHONE:

I, THE UNDERSIGNED, HAVE READ AND UNDERSTAND THE POLICY OF THE
HOMER VOLUNTEER FIRE DEPARTMENT AND AGREE TO ITS CONDITIONS. 1
UNDERSTAND THAT IF THE "DNR™ BRACELET IS REMOVED, OR ALTERED IN ANY

WAY, FULL RESUSCITATIVE MEASURES WILL BE TAKEN BY EMERGENCY
RESPONDERS.

PATIENT OR RESPONSIBLE PARTY DATE

PHYSICIAN®"S SIGNATURE DATE



FISCAL NOTE

STATE OF ALASKA BILL NO. HB 356
1994 LEGISLATIVE SESSION

Revision Date: Deot. Affected: Health and Social Services
Title: "An Act relating to living wills and do not BRU: State Health Services

resuscitate orders.. ” Component: EMS Training and Licensing
Soonsor: House HESS

Requestor: COMPONENT SERIAL NO. 297

Expenditures/Revenues: (Thousands cf Collarsi
OPERATING FYS5 FY96 FY97 FY98 FY99 FYO00
PERSONAL SERVICES

1 travel 5.0 2.0
CONTRACTUAL 5.0 2.0 n
SUPPLIES 2.0 3.0 3.0 3.0 3.01
EQUIPMENT
LAND i STRUCTURES
GRANTS. CLAIMS
MISCELLANEOUS

TOTAL OPERATING 12.0 7.0 3.0 3.0 3.0i

CAPITAL EXPENDITURES 0.0 0.01i 0.0 0.0 0.01

CHANGES IN REVENUES 0 Oi 0 0 Oi

FUND SOURCE (Thousands or Collars)

7002 Federal Receipts

1003 GF Match

1004 GF 12.0 7.0; 3.0 3.0 3.0
'005 GF/'Pfcgram Receipts

1036 GH'IVHTA

Other

TOTAL 12.0 7.0! 3.0 3.0 3.01

POSITIONS:

RULL-TIME | 0! o} 0 0
PART-TIME | Oi o} Oi
TEMPORARY | 0 01 ol 01

o

o
o«

Estimate of current year (FY94) cost $ 1.0

ANALYSIS: (Attach a separate page if necessary)
mere will be some costs to the department for advertising, holding public hearings cn proposed regulations, for

developing, printing and distribution of protocols, identifications, training maienals. and for travel to provide education
and training to implement the system.

Prepared by: Peter M. Nakamura. MD.MPH u r n a .- Phone: (907) 465-3090
Division: Public Health Date: 1/19/94
Approved by Commissioner: Margaret R. Lowe. M.Ed.. Ed.S. Js,/H
Agency: IE Department of Health A Social Services
PREPARER TO PROVIDE ALL DISTR moM *rr' A .eq ISLATIVE OFFICE
For further distribution Office

w  ido3ifl<n>no»/DDR Page 1 of
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Revision Date: BILL NO. FEB 356

ANALYSIS (cont.j:
i
Line 200 Travel

Travel will consist of:
1 Administrative travel for EMS Section staff to attend meetings of the Alaska State Medical Board and planning sessions:
| Travel for the contractor to participate in planning meetings in Juneau:

Travel for a speaker at the Annual EMS Symposium to present a session on the Legislation: and

Travel for a speaker to attend the 1995 Southeast Symposium to address medicolegal and DNR issues.

Line 300 Contractual

A contractor wiil coordinate the prctccol development, implementation, and evaluation processes. The contractor will ce

responsible fcr staffing planning meetings, developing and distributing working drafts of the protocols, compiiing
comments, and providing recommencations to the department. The contractor will also be responsible for coordinating

the efforts of the department and the Alaska State Medical Board.

The department will attempt to contract with an incividual as soon as the legislation is passed. As a result, some funcs
are recuested for FY ‘94,

Line 400 Supplies

Tnis line includes the printing of protocols, training materials, and brochures regarding the piogram. Also included in
this line is the cost of identification materials, such as the 'standardized designs for DNR identification cards, forms.
! necklaces, and bracelets,' proposed in the bill.

Tnese responsibilities are expected to remain throught the life of the project.

Page 2 of



FISCAL NOTE

STATE OF ALASKA BILL NO. HB 356

1994 LEGISLATIVE SESSION

Revision Date: 3/2/94 Oepmtmeni: Commerce and Economic Dev.
Title: An Act relating to living wills and do not BRU: Occupational Licensing
resuscitate orders;.... Component: Ooerations

Sponsor: House HES
Requestor: House HES COMPONENT SERIAL NO. 1844

Expenditures/Rovenues (Thousands of Collars)

OPERATING EXPENDITURES FY %5 FY 56 FY 97 FY 98 FY 9 FY00
PERSONAL SERVICES

TRAVEL

CONTRACTUAL

SUPPLIES

EQUIPMENT

LAND & STRUCTURES

GRANTS, CLAIMS

MISCELLANEOUS

TOTAL OPERATING 0.0 0.0 0.0 0.0 0.0

CAPITAL EXPENDITURES

CHANGE IN REVENUES 00 00 00 00 00
FUND SOURCE (Thousands o Dollars)

1002 Federal Receipts

1003 GF Metch

1004 Genera Fund
1005 GF/Program Receipts

1006 GHIVHTIA
Cthor J
TOTAL 0.0 0.0 0.0 0.0 0.0
Estimate of any current year (FY 94) cost: S None
POSITIONS
IFULL-TIME 00 00 00 00 00
|part-time 00 00: 00 00 00
“TEMPORARY 00 00 00 00 00

;ANALYSIS: (Attach a separate page if necessary)

00

0.0 :

00
00
00

IHB 356 mandates the Department of Health and Social Services to establish regulations to adopt a do not
resuscitate protocol...for withholding of cardiopulmonary resuscitation by physicians and other health care

providers; specifying that regulations may not be adopted unless approved by th State Medical Board,
j The board should be able to review draft regulations during their regularly scheduled meetings, without
| requiring additional meetings for this purpose. Therefore, new funds are not required.

Prepared by Jennifer Strickler, Administrative Officer'.' Ptiottr 65-2144
Division: Occupational Licensing J ] Y/f tale: 3/2/94  Z.......
Approved by Commissioner: Paul Fuhs Jf A . AQn251S8S227
Agoncy: Commerce gfd_Econonrfic Development

PREPARER TO FROVICE ALL DISTRIBJTINGPIES TOGOVERNCR™S LEGIS ATVECHAIE
FrfrtacErinianstion, clltodban sl ektietie

Pap 1cF 1



HEALTH, EDUCATION AND SOCIAL SERVICES COMMITTEE

ALASKA STATE LEGISLATURE STATE CAPITOL, JUNEAU 99801
HOUSE OF REPRESENTATIVES (9(17) -465-3759

HB 356

An Act relating to living wills and do not resuscitate orders; and
providing for an effective date.

HB 356 complements current statutes on the rights of the terminally
ill by adding specific recognition of do not resuscitate (DNR)
orders to the existing legislation on the rights of the terminally
ill to make a declaration relating to the use of life-sustaining
procedures.

A new section (18,12.035) allows attending physicians to issue do
not resuscitate orders, requires the Department of Health and
Social Services, with the approval of the State Medical Board, to
issue regulations adopting a standardized protocol governing the
withholding of CPR by physicians and other health care providers,
and establishes the requirements under which health care providers
other than physicians must comply with do not resuscitate orders.

Section 18.12.037 requires the Department of Health and Social
Services to develop standardized designs for DNR 1identification
cards, forms, necklaces, and bracelets to indicate that the
possessor has executed a living will or that a DNR order has been
issued by a physician. Other provisions of the bill amend existing
statutory provisions by including DNRs along with living wills in
areas such as immunities for health care providers acting under the
provisions of living wills and DNR orders, penalties, etc.

Do not resuscitate orders are issued only in the case of terminal
illness. Under existing practice, emergency response providers
(EMTs and paramedics) are required to institute CPR on site even
if the sick person has a living will. A properly executed DNR
order and procedural protocol recognized by all concerned parties
would help to avoid futile and unwanted interventions. Similarly,
within health care institutions, DNR orders are necessary in the
absence of a living will when attempts at resuscitation serve only
to prolong the process of dying.

HB 356 passed the House with 38 yea votes. I urge your favorable
considerable of this important legislation.

SPONSOR STATEMENT



DIVISION OF LEGAL SERVICES

LEGISLATIVE AFFAIRS AGENCY
STATE OF ALASKA

Juneau. Alaska 99,101-2106

MEMORANDUM March 4, 1994

SUBJECT: Sectional Summary of HB 356. (An Act relating to living wills
and do not resuscitate orders)

T0: Representative Cynthia Toohey, Co-Chair
Representative Con Bunde. Co-Chair _
House Health. Education & Social Ser/ices Committee

FROM: Terri Lauterbach
Legislative Counsel

You have requested a sectional summary of the above-described bill.

Since you have not asked any specific questions about the legal effect of this bill, this
summary is short. If you would like an interpretation of the biil as it may apply to
a particular set of circumstances, please advise.

Section L

Authorizes physicians to issue do not resuscitate (DNR) orders for their patients.
Directs the Department of Health and Social Services, with the approval of the State
Medical Board, to adopt protocols for withholding of cardiopulmonary resuscitation
(CPRJ by physicians and other health care providers. Requires that health care
providers comply with the DNR protocols when presented with DNR identification,
an oral order of a physician, or a written DNR order. Requires DHSS to develop
designs for cards, necklaces, and bracelets that can be worn by persons for whom a
DNR order has been issued.

Secs. 2 - 12.

Adds appropriate references to DNR orders and DNR identification throughout
AS 18.12 so that thev are treated the same way living wills are now treated under

AS 18.12,

SECTIONAL ANALYSIS



Representative Cynthia Toohev
Representative Con Bunde
March 4. 1994

Page 2

S--¢s. 13 - 15,

Provides effective dates in a manner that authorizes the regulations process to start
|mkme(1][][ately and delays the effective date of the rest of the bill until the regulations
take effect.
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ing to make a decision."

The state coordinator of emer-
gency medical services, Mark
Johnson, said interest in do-not-re-
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Continued from Pago 1
suscitale orders has grown in re-

cent years. Emergency medical
personnel - paramedics and fire
departments - generally agree

that such orders are a good idea,
"assuming l|hal they're handled
appropriately.”

Information from the National
Association of Stale Emergency
Medical Services Directors indi-
cates that |l states have do-not-re-
suscitale laws, six have policies or
legal opinions allowing such orders
and M stales are considering legis-
lation.

However, Sid lleidersdorf of Ju-
neau, vice president of Alaskans
for Life, has concerns over do-nol-
resuscitatc orders, although his
group doesn’t have an official opin-
ion on the bill.

"It’s something that we need lo
look at carefully to see lhal we
don’t open the door to make these
other things- easier to accom-
plish," lie said, referring to the in-
crease in assisted suicides and the
expanding scope of living wills.

Living wills are written instruc-
tions prepared in advance by peo-
ple lo guide their medical care if
they are incapacitated.

Toohey's bill is generally sup-

ported by the Alaska State Medical
Association, although Dr. Don Leh-
mann of Sitka said the group has
yet lo consider the bill specifically.

"We're locking at ways to make
it easier to comply with patient's
wishes,”" Lehmann said. "This is
nol euthanasia, this, is nol Killing
people, this is just not intervening
futilely in life's processes."

Provisions in the.bill would pro-
tect health-care professionals from
liability when they do nol try to re-
suscitate a patienf who has a do-
nol-resuscitate order. The meas-
ure would hold them liable for fail-
ing to comply with a do-not-resus-
citale order.
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PREHOSPITAL AND DISASTER MEDICINE --

the

Abstract

Introduction: Many times in llie United
States have develofied polities tlutl enable pre-
hospital emergency metliral tenures IEMS)
providers to withhold cardiopulmonary resus-
citation ICPR) in the tenninall\ ill. Several
states also have polities that enable the imple-
mentation ofdo-not-musntatetDNR) orders.
Objectives: 11 assess which slates have
statutes governing DNR orders for the prehos-
pital setting; 2) determine which states autho-
rize DNR orders in ways other than by specific
state statue: and 51 define those states lhal
had regional protocols which address prehos-
pital DNR orders.

Methods: Survey of the stale EMS airectors in
each of the 50 U.S. the Dislnct of
Columbia, and Puerto Rico.

Results: As of 1992. specific legislation
authorizing the implementation of DNR
orders was in place m 11 statu. In addition,
six others have a legal opinion or policy
allowing the implementation of DNR orders.
Fourteen additional stales have either work-

states,

ing groups or legislation pinding that
addrus prehospital DNR inders. In only five
were there no existing regional protocols for
implementation of DNR orders in the prehos-
pital setting.

Conclusions: There exists great variation in
legal authorization by states for implementa-
tion of DNR orders in the prehospital setting.
Despite the existence of enabling legislation,
many state, regional, or local EMS s\sle:ns
have implemented policies dealing with DNR
orders. PrehospitaJ and Disaster Medi-
cine, 1993;S(4):317-322.

Introduction

Over the past eight years, some states in
the United States have developed poli-
cies that allow prehospital providers to
honor requests to withhold resuscitation
in terminally ill patients (i.e., do not
esuscitate [DNR] orders). Such orders
allow terminally ill patients to express
their wishes regarding cardiopulmonary
resuscitation at the lime of their death.

DNR

OBLIGINAtRESEARCH

Orders:
United States

Bv 1991. eight states had policies which
enabled prehospital DNR orders and 23
Y%aies were addressing ;ne issue.l1To
assist in the development of prehospital
DNR orders, the American College oi
Emergency Physicians ACEP) devel-
oped guidelines for DNR orders in the
prehospital setting.land the issue has
been discussed in the prehospital litera-
ture.7-" Similarly, the issue has been
addressed in the medical ethics litera-
ture* and in the medicai news.'110 Dur-
ing this period, it appeared that there
was an ongoing expansion in die num-
ber of states that authorize prehospital
DNR orders on a statewide basis.1011
The objective of this stuck w;ls to assess
which of the states land District of
Columbia and Puerto Rico) have
statutes that govern prehospital DNR
orders. In addition, this studv attempted
to determine which states authorize
DNR orders in ways other than bv state
statute. Further, emergency medical ser-
vices (EMS) that had protocols that
address prehospital DNR orders were
noted, whether the protocols con-
formed to state law or not.

Methods
A survey was mailed to the state EMS
directors of the 60 states, the District ol
Columbia, and Puerto Rico. The stirvev
asked f the state legislature had passed
a bill to allow DNR orders in the preho.-
pital sct*!m -
considc-i -
and date of die mil was requested, i-ur-
ther. die mechanisms bv which prehos-
pital providers could recognize DNR
requests were assessed. The .jrvey also
asked whether there was legal immunity
for prehospital providers who honor a
DNR order in good faith. Finally, copies
of the rules, regulations, and protocols
were requested.

Information regarding local EMS
policies for DNR orders was also cr I-
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lecceri through this survev as well as through direct
contact with state EMS directors and local EMS med-
ical directors.

Results

Mechanismsfor DNR Orders

Thirtv responses were received froir the initial mailing
and an additional 19 responses were obtained from a
second mailing. The three remaining regions were con-
tacted bv telephone. If the state EMS director was not
available, information was obtained from an administra-
tor or EMS physician knowledgeable Illthe area.

Eleven states have specific legislation which autho-
rizes the implementation of prehospital DNR orders.
Six additional states have a legai opinion or policv
which allows implementation of prehospital DNR
orders Fifteen states have working groups o legisla-
tion pending to address the issue. In all but five of the
52 regions surveyed, some local protocol wes identified
that allows the use of prehospital DNR orders.

Table 1 provides a summarv of the data. In the table.
sCONSIDERED" means that some action has been
taken: a working group has formed or legislation has
been introduced. "State Law" means that the law is
explicit in regards to the prehospital setting. Other

Local
Protocols
State Law Exist

ALABAMA N Y
ALASKA N Y
ARIZONA Y Y
ARKANSAS CONSIDERED Y
CALIFORNIA CONSIDERED Y
COLORADO Y Y
CONNECTICUT Y Y
DELAWARE N Y
DC CONSIDERED Y
FLORIDA Y Y
GEORGIA CONSIDERED Y
HAWAII CONSIDERED

IDAHO N Y
ILLINOIS Y Y
INDIANA N Y
IOWA N

KANSAS CONSIDERED Y
KENTUCKY N Y
LOUISIANA N

MAINE CONSIDERED Y
MARYLAND N Y
MASSACHUSETTS N Y
MICHIGAN CONSIDERED Y
MINNESOTA N Y
MISSISSIPPI N Y
MISSOURI N Y

Prehospital Do-Not-Resuscitate Orders

states, such as Texas and Oregon, interpret existing
laws as applicable to the prehospital setting. Such cases
are categorized as "permitting regional protocols."
"Regional" means that there are local systems in the
state which have policies that authorize prehospital
DNR orders. Such poiicies mav he present with explic-
itly stated permission or without explicit guidance.

Table 2 lists those states which have written into law
that immunity is granted to the prehospital provider
who honors a DNR request in good faith and accord-
ing to the EMS protocol.

Examples ofD SR Pnlim's

The states which have developed standardized prehos-
pital DNR protocols iConnecticut. Montana. Virginia)
or are in the process of developing a standardized
approach (Colorado. Hawaii. Massachusetts. New
Hampshire. Rhode Island. Tennessee) have imple-
mented or are considering implementation of a wrist-
band to identify the patient ,md a written, signed form
to note the DNR order.

Other states relv on regional protocols (Alabama.
California. District of Columbia. Florida. Idaho. Ken-
tucky, Maine, Maryland, Minnesota. Mississippi. Mis-
souri, Nevada, Newjersev, New Mexico, New York.

Local
Protocols
State Law Exist

MONTANA Y Y
NEBRASKA N Y
NEVADA N Y
NEW HAMPSHIRE Y Y
NEW JERSEY CONSIDERED Y
NEW MEXICO CONSIDERED Y
NEW YORK Y Y
NORTH CAROLINA Y Y
NORTH DAKOTA N Y
OHIO N Y
OKLAHOMA N Y
OREGON N Y
PENNSYLVANIA N Y
PUERTO RICO CONSIDERED

RHODE ISLAND Y Y
SOUTH CAROLINA N

SOUTH DAKOTA N Y
TENNESSEE CONSIDERED

TEXAS N 4
UTAH CONSIDERED Y
VERMONT N Y
VIRGINIA Y Y
WASHINGTON Y Y
WEST VIRGINIA CONSIG TED Y
WISCONSIN N Y
WYOMING CONSIDERED Y

P'onoscnai ana Oivastly Maaicma -0 <993 Adams

Table 1- Status of Do-Not-Resuscitate (DNR) Legislation and Existence of DNR Protocols in the U.S. by
States (1992'. State Law Means some Action has been taken Specific to the Prehospital Setting.
“Considered' Means some Action has been taken.

Prehospital and Disaster Med cine

Vol.8, No.4
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Colorado New York
Connecticut North Carolina
Florida Rhode Island
Illinois Virginia
Montana Washington

New Hampshire

Oregon and Texas apply existing laws to the
prehospital setting and may offer immunity
through this legislation, although it is not
specific to the prehospital setting.

wenosanai ana disaster Mcaictne C 1993 Adams
Table 2— States [U.S.] with Laws Providing
Specific Immunity for EMS Providers
Who Honor DNR Requests in Good Faith
in Accordance with Explicit Prehospital
EMS Protocols

North Carolina, Oklahoma. West Virginia). These pro-
tocols authorize nursing home or hospice orders, writ-
ten physician orders. DNR requests signed by the
patient, and in some cases, verbal requests by family.

The District of Columbia. Maryland. Maine. Massa-
chusetts, and Wyoming have state EMS or Department
of Health protocols that authorize DNR orders in the
prehospital setting. Missouri enables prehospital DNR
orders based upon the opinion of legal counsel. North
Carolina allows prehospital DNR orders on the basis of
the Attorney General's official authorization.

A brief statement regarding the approach bv each
state follows:
Alabama: No statute authorizes prehospital DNR
orders. No bill is under consideration. Do not resusci-
tate orders which are signed by a piivsician can be
accepted bv preiiospital providers and is governed bv
local or regional authoritv.
Alaska: No statute governs prehospital DNR orders,
although individual EMS systems have developed
regional protocols. There is some interest in develop-
ing a statewide approach and other states are being
looked to as models.
Arizona: The state legislature passed a bill which
became effective on 30 September 1992 which autho-
rizes prehospital DNR orders. A statewide approach is
planned using standardized forms, wallet card, and
optional wristband. Immunity is granted for prehospi-
tal personnel who honor the order as well as for those
who initiate resuscitauon because of an unclear direc
tive.
Arkansas: No specific prehospital DNR law exists.
Arkansas does have Living Will legislauon. Additional
legislation is under development specifically to autho-
rr** DNR orders in the prehospital setting. There is no
specific legislation which provides immunity to the pre-
hospital provider who honors a DNR request. Cur-
rently, prehospital DNR orders are not accepted,
although svstem-spectfic protocols mav exist to address
the issue.
California: Legislauon regarding a DNR statute is cur-
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rently under consideration. Specific emergency med-
ical services have individual protocols to deal with DNR
requests. In some svstems, a signed DNR order in 1
patient’s medical record or a completed, standardized
DNR form can be honored.

Colorado: A state bill was passed in 1992 that specifi-
cally authorizes DNR orders in the prehospital setting.
Specific mechanisms are under development to imple-
ment a statewide DNR mechanism. There is immunity
for prehospital providers who honor such an order in
good faith.

Connecticut: The 1991 Living Will Act authorizes DNR
orders for terminally ill patients. The Connecticut
Chapter of the .American College of Emergency Physi-
cians convened a multidisciplinary group to devise a
mechanism for prehospital use. A written form in con-
junction with a wristband has been developed to com-
municate 'lie DNR order. There is general immunity
for physicians in the state Living Will statute.

Delaware: No state legislation governs prehospital DNR
orders. Currently, individual systems mav have proto-
cols which address the issue. Legislation is under devel-
opment which addresses the issue.

District of Columbia: There is no bill that authorizes
prehospital DNR orders, although such a bill is under
consideration. Currently, hospice and nursing home
orders can be accepted bv prehospital personnel and
immunity is recognized for those who honor such
orders in good faith.

Florida: "Health Care Advance Directives" and the
"EMS Medical Transportauon Act" were passed bv the
legislature in 1992. These provide authoritv to honor
prehospital DNR orders and provide EMS immunity. A
standard, written form, signed by the personal phvsi-
cian and the patient or surrogate, is used to communi-
cate the order.

Georgia: Current DNR legislauon does not address the
prehospital setting, so the applicability of the current
legislation is not enurelv clear. Additional legislation is
under development with a group of interested patrties,
including the Medical Society of Georgia.

Hawaii: Draft legislauon is expected to be submitted to
the 1993 Hawaii legislature to expand authorization for
DNR orders to the prehospital setting. Wristbands and
standardized forms are being proposed to communi-
cate the directive. A legal review is being conducted to
determine whether immunity exists for prehosDital per-
sonnel who honor a DNR order in
Idaho: Do-not-resuscitate media... .
cussed in conjunction with the state medical associa-
tion. Currently, there is no state legislation which deals
with prehospital DNR mechanisms. Likewise, there is
no specific immunity for the prehospital provider who
honors a DNR request. Currently, nursing home
orders, family wishes, physician orders, and Living Wills
are all used to guide care. A standardized DNR form is
under development.

lllinois: The state administrative code authorizes sys
tems to develop policies for DNR orders in the prehos-
pital setting. No single approach is required, although
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dewiled guidelines -lie set forth in the code. Immunity
is granted to prehospital personnel under the state
EMS Act.

Indiana: While no legislation has been introtlueetl
regarding DNR orders. preliminary discussions have
taken place. While there is Living Will legislation, no
specific prehospital DNR provisions are included.

lowa: No mechanism otliciallv exists to honor prehos-
pital DNR orders, the legislature has passed no hill
authorizing them, and no immunitv is specified fot
prehospital providers regarding DNR orders.

Kansas: No state legislation has been passed which
authorizes prehospital DNR orders, although such leg-
islation is under consideration. The legal authoritv for
prehospital DNR orders is therefore uncertain. No spe-
cific immunitv for EMS providers exists.

Kentucky: Curremlv there is no specific legal authoritv
for DNR orders in the prehospital setting. At the pre-
sent time, there is no hill under consideration. Some
services recognize written or verbal DNR orders based
on local protocols. There is no specific good-failh
immunity.

Louisiana: No state legislation or direction guides pre-
hospital DNR orders. Therefore, no legal immunitv
exists for the prehospital provider who honors a DNR
order. No bill is under legislative consideration at this
time.

.Maine: No legislation or statewide protocol governs
prehospital DNR orders, but the matter is of significant
interest and aworking group addressing the issue is in
process. Curremlv. regional EMS systems mav have pro-
tocols to address prehospital DNR orders.

Maryland: While there are no statutes that specifically
address the prehospital setting, and there is no specific
immunitv for prehospital personnel who honor DNR
requests, there is a palliative care/hospice program in
place with general immunitv for health care workers
who honor the DNR request of terminally ill patients.
Massachusetts: No legislation has been passed which
authorizes prehospital DNR orders. No immunitv is
specified for prehospital providers regarding DNR
orders. A policv is being developed to honor advance
directives using a standardized form and wristband,
similar to Connecticut's.

Michigan: House Bill 5453 presently is under consider-
ation to authorize prehospital DNR orders. There cur-
rently is no other specified authorization or immunity
for prehospital DNR orders.

Minnesota: No legi. 'anon specifically authorizes pre-
hospital DNR orders. Living Will legislation exists
which is related to the issue. Mechanisms have been
developed on a regional basis to honor DNR orders
with phvsician signatures in the nursing home or per-
sonal residence. There is no specific legal immunitv for
prehospital providers who honor DNR orders.
Mississippi: No statute authorizes prehospital DNR
orders. Standardized written orders that are signed bv
the patient or surrogate and attending physician can
be honored. No specific immunitv is granted to prehos-
pital providers who honor the order and withhold
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resuscitation attempts.

Missouri: No statute specilicalh authorizes prehospital
DNR orders. Hospice orders can be accepted, but nnh
with concurrence of on-line medical control, Although
no immunitv is granted specifically to prehospital
providers who. in good faith, honor a DNR request, the
Missouri Public Dutv Doctrine does provide some pro-
tection for providers who are employed bv the gosern-
meiu.

Montana: The Living Will Act was revised in 1989 to
authorize prehospital DNR orders and to grant immii-
mtv to prehospital providers who honor them. "Com-
fort One" is a statewide program to standardize prehos-
pital DNR rules and protocols. A standardized form
and bracelet will be used to communicate DNR orders.
An educational video is used in both initial training
and recertification of basic and advanced prehospital
providers. The Montana Hospital Associaliou primarily
is responsible for administration of the svstem.
Nebraska: In February 1992. die "Rights of the Termi-
nally 1" Act was passed which authorized withholding
life-sustaining treatment based oil | terminally til
patient’s directive. Implicitly included are prehospital
providers, although 110 specific mention is made.
There is immimicv for heaith caie providers who act in
accordance with the Act. The exact implications for the
prehospital setting is unclear, and no standardized
mechanism is present for DNR orders in the prehospi-
tal setting.

Nevada: While there is no specific state legislation
which authorizes DNR orders in the prehnspiiai set-
ting, DNR policies are authorized at a local level. Stan-
dardized written forms are used. Updated review and a
physician signature is required. There is no specific
statutory goml-faith immunitv for prehospital
providers.

New Hampshire: A statute that took effect | January
1993 authorizes consideration of durable powers of
attorney and Living Wills in the prehospital setting. No
formal statewide mechanism is m place, although con-
sideration is being given to a standardized
form/bracelet system similar to Connecticut's.

New Jersey: No state legislation specifically authorizes
DNR orders in die prehospital setting. Local protocol
allows services associated with certain hospice, nursing
homes to honor DNR orders. There is no specific law
which gover. this practice. There is no specific immu-
nity for prehospital providers who honor such req.

New Mexico: Consideration is being given to amenta
ing the EMS Act to authorize DNR orders in the pre-
hospital setti ig. No standardized, statewide DNR mech-
anism is in effect, but some local systems have
protocols to honor DNR requests. No specific immu-
nity is granted to prehospital personnel, but immunitv
is granted to physicians, which mav extend to prehospi-
tal personnel.

New York: The state Public Health Law. Section 2960-
2977 sets forth guidelines and requirements for DNR
orders in th * prehospital setting and defines accept-
able actions n the event of surrogate decision-makers.
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nonhospitui orders, patient transfers anti other special
circumstances. Immunitv is granted to the provider
who honors acceptable orders in good faith.

North Carolina: A standardized form was developed b\
a multidisciplinary committee under the auspices of
the North Carolina Medical Society, An opinion bv the
state Attorney General authorized use of the form and
slated that EMS personnel would he free from liabilitv
if the form was used appropriately

North Dakota: While Living Will legislation e vists.
there is no specific authorization for prehospital DNK
orders. No uniform or official polio exists to itonoi
DNR requests m the prehospital setting.

Ohio: No legislation or standardized DNR mechanism
is m piace. Legislation authorizes Living Wills, hut pre-
hospital concerns are not addressed.

Oklahoma: Living Will legislation lias heen passed. Inn
no specific prehospital provisions have heen defined.
No standardized prehospital DNR system is in place,
pital provider. Do-not-resuscitate requests can he hon-
ored according to local or regional protocols. A stan-
dardized mechanism is being considered based on the
example of other states, such as Virginia.

Oregon: Given the current Living Will legislation, the
current opinion is that additional legislation is unnec-
essary to specifically authorize DNR requests m the pre-
hospital setting

Pennsylvania: There is no siauuorv authoritv for DNR
orders in the prehospital setting. Recent legislation has
been adopted to govern advance directives, but clue'
not address the special circumstances of the prehospi-
tal setting. No immunity exists for prehospital person-
nel who honor a DNR order.

Puerto Rico: While there is no current legislation that
specifically authorizes DNR orders in the prehospital
setting, there is a Uniform Rights of the Terminally IlI
Act and Uniform Determination of Death Act. Initial
consideration of the applicability of these acts to the
prehospital setting and the need for additional legisla-
tion began in August 1992

Rhode Island: A bill was passed which authorizes accep-
tance of DNR orders in the prehospital setting. It
became effective on 1January 1993. Development or a
system to implement DNR orders is under develop-
ment. A system utilizing written physician orders an.i
wristband identification is being considered. Good-
faith immunity for prehospital providers is part of the
legislauon.

South Carolina: No state law specifically authorizes pre-
hospital DNR orders, hut the state Medical Control
Committee is planning a multidisciplinary committee
to address the issue and develop a plan or legislation.
South Dakota: There is no legislative authorization or
consideration regarding prehospital DNR orders. No
standardized mechanism is in place or under consider-
ation.

Tennessee: The state EMS Board has established a su>
comniittee to resolve issue of prehospital DNR orders,
An amendment to the Living Will Act will he required.
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*Systems in place m Montana and Virginia are being
considered as models for legislation, procedures, and
materials. The amended legislation will provide immu-
nity

Texas: The Texas Natural Death Act authorizes Living
Wills and advance directives. Tins has been interpreted
to authorize prehospital DNR orders, although no spe-
cific mention is made of die prehospital setting. The
Natural Death Act grants immunitv to health care pro-
fessionals who honor advance directives in good faith.
Utah: A hill is being planned for presentation to the
1993 legislative session. A committee curreiiriv is work-
ing on the bill.

Vermont: The Living Will and durable power of attor-
ney statutes do inn address the prehospital setting.
Advance directives are accepted according to protocols
developed bv specific -vstems, or decisions are made to
terminate resti.scitaiive efforts in the emergency depart-
ment.

Virginia: Effective 1Julv 199*2. legislation went into
effect that audionzes prehospital DNR orders. A stan-
dardized EMS DNF ortn and wristband are used to
identify pa icnts. An extensive educational campaign
lias been undertaken regarding die svstem.
Washington: In March 1992 state legislation was passed
that .mtliorizes DNR outers m the prehospital setting.
There is specific legal immunitv for the prehospital
provider who honors a DNR order, Currently, no
statewide DNR mechanism is in place. A work group
has been formed to create a standardized svstem.

West Virginia: No state legislation curremlv authorizes
prehospital DNR orders. A bill is under development.
Currently, only hospice and nursing home orders can
be considered. There is no specific legal immunity for
prehospital providers who honor DNR requests.
Wisconsin: There is no state legislation which governs
prehospital DNR orders. .Similarly there is no immu-
nity for the piehospital personnel who might honor a
DNR request.

Wyoming: No statute authorizes DNR orders in the pre-
hospi.al setting. No bill is under consider.r.ion which
would authorize prehospital DNR orders.

Discussion

Wide variation in the legal authorization of prehospital
DNR requests are noted. Statewide systems commonly
use wristbands and an authorized, zritteii form. The
success of having DNR oatiencs acquire and wear wrist-
bands has not heen *
these programs decrease etlucai contnct. howocr. tr.is
system has been found to be acceptable both legally
and operationally in a number of states. Ensuring that
bracelets are distributed, obtained, and worn hv DNR
patients may present an administrative obstac e that is
not faced when regional svstems rely on a signed order
and family, friend, or nurse identification. The benefit
of assured identification by bracelet compared to iden-
tification hv the person at the scene intuitively seems
better and is an emerging trend. Wristbands are the
most common mechanism in standardized state poli-
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cies. Likewise, thev are common, but not universal, in
regional svstems. Manv local protocols allow r. written
DNR form alone to be honored.

Whether enabling legislation exists or not. whether
there is a statute, legal opinion, or silence, many emer-
gency medical sences have developed mechanisms to
honor DNR requests. The vast majority of states have
emergency medical services that have developed DNR
policies. Some specific state guidance must be offered
to ensure tiiat the mechanisms are sound legally. Fur-
ther. the EMS medical director should seek experi-
enced legal guidance. It is important that the medical
director also assure that the svstem will be opera-
tionally effective and not so complicated that it is
unwieldv. The medical director mav have to work to
publicize the system within the larger local medical
community, and will he tasked to educate the EMTs
regarding the DNR mechanism.

This survey did not anahv.e the relationship between
Living Will legislation and prehospitai DNR orders,
Although legislation increasingly is addressing prehos-
pital DNR orders, other advance directive legislation
has been passed more rapidlv. In 1991 alone. 24 states
either passed new advance medical directive laws or
amended existing statutes. In 1990, 18 states passed or
amended advance directive laws. All 50 states now have
some type of advance directive authorization in
place. 1L The most common ope is the Living Will. Liv-
ing Wills allow patients to specify- under what condi-
tions they would want care withheld or withdrawn. Liv-
ing Wills often are not applicable to the prehospital
setting, since it generally is not possible to know if the
directive is applicable or relevant. Such a directive
does not guarantee that a terminal condition exists
and might state onlv that 'in the event o f a terminal
illness, no life support should he instituted. Also,
durable powers of attorney ate being enacted bv an
increasing number of states. The applicability and
operational effect of such directives were not explored
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in this survev.

It is apparent that emergency medical services
(EMS' are challenged to develop legally acceptable,
operationally useful, meclicallv and ethicallv sound
mechanisms to honor DNR requests in the prehospital
setting. The success and difficulties of the current vari-
ety of mechanisms must continue to be explored. The
most recent Guidelines for Cardiopulmonary Resuscita-
tion and Emergency Cardiac Care discussed the issue
of 'No-CPR" orders ii.e.. DNR orders) in the prehospi-
tal setting.l it clearly is stated that EMS should have
provisions to identify- adults and children who have No-
CPR orders. No specific mechanism is endorsed. For-
mal orders sheets, identification cards, or bracelets
might he appropriate.

Am- mechanism must be sound operationally, legally,
and ethically. This is balanced with the administrative
and practical difficulties of implementation for wide-
spread use. The development of a policy for DNR
orders lor No-CPR orders) is not complete once the
legal and medical communities accept it. The real test
is successful implementation for the benefit of prehos-
pital patients. Patients must be given the opportunity
to take advantage of the prehospital DNR system. Pre-
hospital providers must be comfortable accepting the
orders, and be sophisticated enough to recognize when
attempts at resuscitation are warranted. Further, pre-
hospital personnel must interact compassionately and
sensitively with famiiv members. When these challenges
are met. the community will have a successful prehospi-
tal DNR mechanism.
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(NASEMSD "POSITION® STATEMENT
ON

EMS DO HOT RESUSCITATE ORDERS
(Approved October 27, 1993)

GUIDELINES FOR STATEWIDE IMPLEMENTATION OF EMS "DO NOT RESUSCITATE" (DHR)
PROGRAMS

PURPOSE

With the growth of hospice and home health care, more patients with
terminal 1illness are electing to avoid hospitalization until perhaps the final
stages of illness. Many of these patients, as well as others with advanced
chroniw illnesses, have decided, with the help and support or their attending
physicians, that they do not wish to be resuscitated in the event of cardiac or
respiratory arrest. However, as death draws near, well-meaning Tfamily or
friends, or perhaps the patient, may carl emergency medical services personnel
to transport the dying patient to the hospital; the prehospital providers who
respond to these calls may be the 1last medical persons to attend terminal
patients at home or in nursing homes. In many cases these calls to EMS personnel
are intended only to obtain transportation or comfort measures for the loved one.
However, unless the state provides statutory authority for EMS personnel to honor
a "do not resuscitate”"™ order, there may be a requirement for such personnel to
attempt resuscitation, regardless of the patient®"s wishes and the physician®s
directive.

Over the last ten or so years, there has been increasing attention paid to

issues such as "living wills", "advance directives", durable powers of attorney,
and "do not resuscitate” Orders, with most of the focus being on care provided
or withheld 1in an 1inpatient setting. The federal Patient Self-Determination

Actl, effective December, 1, 1991, has been the most comprehensive directive on
this issue to date.

More recently, the EMS community has focused on the appropriateness and
applicability of "do not resuscitate” orders in the prehospital or inter-facility
setting. "Guidelines For "Do Not Resuscitate"” Orders in the Prehospital Setting"”
were published by the American College of Emergency Physicians in o"ctober, 1988.:
This was the first comprehensive discussion of important provisions for EMS DNR
legislation and related EMS DNR order Forms. These guidelines were most helpful
to states as they began to formally address this issue.

Another important step was taken in addressing the sensitive issues related
to "do not resuscitate” orders in the field when the Emergency Cardiac Care
Committee of the American Heart Association published the current "Guidelines for
Cardiopulmonary Resuscitation and Emergency Cardiac Care", Part VIIl Ethical
Considerations for Resuscitation.3 These guidelines include a provision for
discontinuing CPR when a valid no-CPR order is presented to the rescuers.

Over the last five years there has been significant activity among the
states to develop and implement EMS DNR programs, including legislative changes,
where necessary. The mo3t recent review of current status of state policies in
this regard can be found in original research by James G. Adams, M.D.,
"Prehospital Do-Not-Resuscitate Orders: A Survey of State Policies in the United
States™, published 1in Prehospital and Disaster Medicine.4 As reported by Dr.
Adams, as of 1992, -eleven states had specific legislation authorizing the
implementation of EMS DNR orders, six had legal opinions or policies allowing
implementation of EMS DNR orders, and fourteen states had working groups and/or
legislation pending to address the 1issue.
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It is the intent of this document to collect some of the best features of
the statewide EMS DNR legislation and programs that have been implemented across
the country to date and to suggest key points that should be considered 1in
designing state legislation and developing and implementing EMS DNR programs and
protocols. It is further hoped that these guidelines might encourage more
standardization of certain features of the various statewide programs, such as
the information on DNR orders and bracelets, to foster reciprocal recognition and
honoring of such orders across state lines. It is recognized that this may not
be immediately possible, but it was felt that a proper foundation could be
established to build on in the future.

GUIDELINES FOR STATEWIDE IMPLEMENTATION OF EMS-DNR PROGRAMS

A comprehensive EMS "do not resuscitate” policy should be supported by both
the state medical society ana the state EMS lead agency. Wherever possible, it
should have statewide applicability toreduce confusion for the public and to
facilitate appropriate response, regardless of local jurisdictional boundaries.
In most states zt will be necessary, or at least desirable, <co provide for
legislative authority for such programs. Following 13 a review of recommended
elements for consideration in developing EMS DNR legislation.

EMS-DNR Legislation should:
1. Define the conditions under which an EMS DNR order can be considered;

2. Define what patients are eligible to be considered for an EMS DNR order;
it is recommended that eligibility be limited to patients with terminal
conditions and other patients for whom a physician has 1issued a DNR
order. This assures a medical determination of the appropriateness of
such orders.

2. Define which patient 1is competent do agree to such an order and define
a mechanism for determining a surrogate decision-maker in the event the
patient is not competent to do so;

4. Provide for this to be an informed decision made by the patient"s
physician, in consultation with the patient or surrogate.

5. Establishclear authorization for physicians to issue DNR orders;

6. Authorize EMS personnel to follow EMS DNR orders, on scene and inter-
facility;

7. Provide a clear definition of procedures to be withheld or withdrawn or
define the authority to develop such procedures.

8. Define the information that should be included in an EMS "do not
resuscitate” order and other EMS DNR 1identification items (if
applicable) and the authority for designing such forms, etc. These items
should be standardized on a statewide basis.

9. Establishperiodic review of EMS DNR order3 by a physician to assure
ongoing medical accountability. It is recommended that review be done
annually.

10. Define revocation process for EMS DNR orders at the scene of a medical
emergency.
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11. Provide immunity from liability for those who do or do nor carry ouc
an EMS DNR order, 1in good faith.

12. Provide that neither an EMS DNR order nor the failure of a person to
have one executed shall affect, impair or modify any contract of life
or health insurance or annuity or be the basis for any delay in issuing
or refusing to issue an annuity or policy of life or health insurance
or any increase of premium therefore.

Legislation to allow for prehospital application of "do not resuscitate"”
orders should be .incorporated with related legislation, such as a health care
decisions act or similarly titled sections that deal with advanced directives,

etc. In some cases, there are more general provisions for "do not resuscitate"
orders that may be honored by a full range of health care providers, including
EMS personnel. A good example of this is the Montana "Comfort One" Program.

A coalition to assist in the legislative initiative might include the state
medical society, hospital association, bar association, hospice association,
nursing home association, ACEP chapter, ACS chapter, ENA chapter, Fire & EMS
organizations, specialty medical societies, and the state AAR?.

EMS "Do Not Resuscitate"” Order - Authorization Forms

A single standardized statewide SMS DNR Order form that 1is easily
identifiable should be available for review by EMS personnel when they are called
to the scene of a "do not resuscitate"” patient. At a minimum, such form should
include the following information:

- A statement by the patient"s attending physician acknowledging that the patient
is in a terminal condition or is suffering from another medical condition, such
as an advanced chronic condition, from which recovery 1is not expected;

- A certification by the attending physician that (1) the patient is capable of
making an informed decision about providing, withholding or withdrawing a
specific medical treatment, or (2) the patient has a written advance directive
which directs life-prolonging procedures to be withheld under such circumstances,
or (3) the patient has executed an advance directive appointing an agent to make
health care decisions on his behalf, or (4) the patient has not appointed such
an agent by advance directive, but there 1is an authorized decision-maker;

- An expression of the patient®s wish that in the event of cardiac or respiratory
arrest that no resuscitation efforts be undertaken;

- Signature and emergency telephone number of the responsible physician;
- Signature of the patient or the patient®s authorized decision-maker;

- An issuance date and an expiration date. It is recommended that renewal be
required at least annually to allow for review of the patient®s medical prognosis
and the decision to withhold resuscitation.

Distribution of SMS DNR forms should be limited to health care providers
and the execution of such forms should be Ilimited to the patient®"s attending
physician. It is recommended that the original of the form be distinguishable
from copies and that only the original be honored for purposes of withholding

resuscitation.
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Other EMS-DNR Identification Items

Some other wunique forms of identification of DNR status, 3uch a3 wallet
cards, bracelets or necklaces, may be used in addition to the official EMS DNR
Order to facilitate r- rognition of a DNR candidate. This 1is especially helpful
when there is no one at the scene who knows the location of the SMS DNR form.

There are several types of bracelets or wrist bands 1in use across the
country for this purpose. For example, Montana uses a "Comfort One" bracelet,
which 1is actual jewelry with the unique "Comfort One"™ symbol. California has
adopted the "Medic Alert" bracelet, with special DNR instructions. Virginia and
several other states use a white hospital-type wrist band with the "Star of Life"
and "EMS-DNR"™ printed in blue. As of this writing, the use of the Star of Life
for this purpose 1is 3till under consideration by the National Highway Traffic

Safety Administration (NHTSA).

It is recommended that any such bracelet or similar identification item
include (1) information which identifies the patient, (2) the physician®s name
and phone number, 1if possible, and (3) the expiration date of the order. There
should be a long-range goal of achieving as much standardisation of EMS DNR forms
and bracelets as possible among the states to facilitate movement of patients

across state lines.

Statewide EMS "Do Not Resuscitate" Protocols

Standardised statewide protocols should be developed to guide EMS response
to this special category of patients. Such protocols should, at a minimum,
address the following aspects of response:

- Initial Assessment and Intervention

- Verification of Patient ID for DNR

- Resuscitative Measures to be Withheld or Withdrawn
- Comfort Care or Palliative Care Measures

- Documentation

- Special Considerations

The medical treatments to be withheld or withdrawn should be clearly

articulated. A "do pot resuscitate” order should indicate that in the event of
cardiac or respiratory arrest cardiac resuscitation measures should not be
initiated, or, if they have been initiated by another person, such measures
should be withdrawn. Measures to be withheld might include cardiac compression,

endotracheal intubation or other advanced airway maneuvers, defibrillation,
cardiac resuscitation medications, and artificial ventilation.

Other medical therapies that might be medically indicated Bnould not be
withheld. Likewise, comfort care measures that might be undertaken to ease the
patient®"s suffering snould be addressed. These comfort care measures might
include oxygen, suction, positioning for comfort, pain medications, and control
of bleeding. It should be emphasized that an authorized EMS DNR order does not
mean do not treat the patient or do not care. It indicates that there is a more
appropriate and compassionate way to aid this patient than the traditional

approach.

Special considerations ahouid include discussion of under what conditions
an EMS prov®".der should not execute a "do not resuscitate" order. If there is a
major confrontation with family members or others present, it may be best to
perform normal resuscitative measures. Any difficult or confusing situations
could be aided by contacting the EMS Medical Director. It should be clear that
if there is any doubt about the 1identity of the patient or the validity of the
DNR order, providers should always err on the side of attempcing resuscitation.



NASEMSD Position Paper

Comprehensive Education Program

Any new program of this consequence certainly needs to be thoroughly
explained to all concerned. Initial planning should include provisions for a
comprehensive education program for at least the following people and
organisations:

- AlIl EMS providers, EMS instructors, and EMS medical directors

- Physicians, including component and specialty medical societies

- Other health care providers and institutions, 1including hospitals,
nursing homes, hospices, home health care agencies

- Attorneys (especially those involved in elder law) ana clergy

- General public

A clear and concise video tape presentation can be very helpful for EMS
agencies and their personnel. Your state medical society probably has a periodic
journal or newsletter that could be used to communicate with physicians. A press
conference and corresponding video news release is an excellent way to introduce
such a program to the general public. In addition to the above, individual
physicians should thoroughly discuss with any patients for whom a DNR order is
being considered, or their family members, the implicaticns of the order and how
the EMS system could be expected to respond.
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