
Gordon D. Rubenfeld, MD MSc

Professor of Medicine, University of Toronto

Chief, Program in Trauma, Emergency, and Critical Care

Sunnybrook Health Sciences Centre

Intractable end-of-life conflicts after

Rasouli 



Outline

• Review the Rasouli Supreme Court Ruling

• Review the CPSO policy on CPR and end-of-life care

• ATS Statement on Potentially Ineffective Treatment

• Steps forward



The Case



• 2010, 59 year old man has catastrophic infectious 

complications of tumor resection

• Ventilator dependent

• PVS > lower end of MCS

• Conflict over goals of care
– No prior wishes applicable to this scenario

– Value of MCS

– Best interests

• Physicians argued that CCB inappropriate as ongoing 

life sustaining treatments were ineffective and not 

standard of care





Supreme Court Ruling in a nutshell

• SC relied heavily on Ontario law (HCCA) and tribunal 

(CCB) in ruling

• Removal of life support requires “touching” and usually 

involves initiation of palliative therapies – both of which 

require consent

• Therefore, consent is required to withdraw mechanical 

ventilation regardless of clinical context

• If consent cannot be obtained from SDM, it must be 

sought from CCB



Problems with Rasouli decisions

• Which treatment withdrawals require consent?
– Touching?

– Initiation of palliative care?

– Turning off dialysis machine?

– Turning down vasopressors?

– Stopping CPR?

• Court’s answer not all treatments require consent to stop

A more nuanced view that withdrawal of treatment may 

sometimes, although not always, constitute “treatment”, 

better fits the provisions of the HCCA and the realities of 

medical care



2015-

The law is currently unclear regarding the consent requirements for a 
no-CPR order, A decision regarding a no-CPR order cannot be made 
unilaterally by the physician. Where a physician is of the opinion that 
CPR should not be provided for a patient and that a no-CPR order should 
be written in the patient’s record, the College requires physicians to 
discuss this with the patient and/or substitute decision-maker […] While 
the conflict resolution process is underway, if an event requiring CPR 
occurs, physicians must provide CPR.



• 822 randomly selected adults

• Can doctors write a No CPR order unilaterally?

– 83% NO

• Even if CPR “almost certainly” won't save a life – consent?

– 70% YES



• 822 randomly selected adults

• Can doctors write a No CPR order unilaterally?

– 83% NO

• Even if CPR “almost certainly” won't save a life – consent?

– 70% YES

• Likelihood of survival after CPR low?

– 21% YES

• Chances of surviving CPR worse with other illnesses?

– 43% YES



2015-

The law is currently unclear regarding the consent requirements for a no-CPR order, A 
decision regarding a no-CPR order cannot be made unilaterally by the physician. 
Where a physician is of the opinion that CPR should not be provided for a patient and 
that a no-CPR order should be written in the patient’s record, the College requires 
physicians to discuss this with the patient and/or substitute decision-maker […] While 
the conflict resolution process is underway, If an event requiring CPR occurs, 

physicians must provide CPR unless the patient’s condition will prevent the 
intended physiologic goals of CPR (i.e., providing oxygenated blood 
flow to the heart and brain) from being achieved.



Old debate ....



But, what is physiologic futility and 

is it more objective than futility?

• Is CPR in the setting of refractory hypoxemia 

physiologically futile?

• Is CPR in the setting of refractory shock physiologically 

futile?
– Will it absolutely not postpone death for even minutes?

– Is it impossible to do cardiac massage and ventilation?

– Is it like giving antibiotics for a viral infection>

– How good are we at these absolute predictions?

– Would we agree 100% on these answers?

• Futility, but not physiologic futility, is in the AHA CPR 

Guidelines
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Impact of Rasouli?

• In self-reported behavior and self-assessed 

appropriateness

• Shift in vignette responses to less appropriate and more 

intensive treatment

• Qualitative responses worrisome about trials of intensive 

care Cape D, et al. J Med Ethics 2016;42:180–185



Impact of Rasouli on my practice

• Conflicts:

– Prevention

– Mediation

• Early initiation of conflict resolution strategy

• CCB

• Caring

– Prevent burnout

– Prevent compassion fatigue

– Prevent family abuse
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