
Dear Mary 
by Mary Annas 

Dear Mary is a monthly feature in 
which readers can ask about any nurs­
ing care issue that concerns them. An­
swers will be supplied by Mary Annas 
or a consulting nurse, physician, 
lawyer, or ethicist where appropriate. 
Readers are also invited to comment 
on the answers. Letters to Dear Mary 
may be handwritten. All inquiries 
should be addressed to Mary Annas, 
Nursing Law & Ethics, P.O. Box 9026, 
JFK Station, Boston, MA 02114. 

Dear Mary, 
I work on a fairly busy but small 

pediatrics ward in a large community 
hospital. We have a general policy of 
not allowing ventilators on the regular 
floors — the theory being that if a pa­
tient needs a ventilator, and thus close 
observation and monitoring, then the 
control of an ICU or CCU atmosphere 
is safest and best for the patient and the 
workers. An exception to this policy is 
made when a person will be on a respi­
rator for an extended period of time, is 
fairly stable, and has what is usually 
accepted as a poor prognosis. 

We recently had a patient who was 
eleven years old, who had undergone 
brain surgery twice, was comatose and 
terminally ill. He was on a respirator in 
the regular pediatrics unit (the tenth 
floor) while the ICU (where most of the 
staff familiar with the machine work) 
was on the second floor. 

Many of the regular pediatric nurses 
were angry and felt put upon because 
of the lack of preparation they received 
before the patient was sent to the floor. 
This manifested itself in many ways in­
cluding in-fighting among regular staff, 
overreacting to students' questions, a 
general fear and awe of the machine, 
and questions not only as to whether 
the boy should have been on the floor, 
but general ethical questions about 
quality of life, etc. 

Jesse 
Phoenix 

Dear Jesse, 
Having worked as a respiratory 

therapist I feel the fears of an unpre­
pared staff that a machine will fail to 
function are justified, not because it 
often happens in a system that is prop­
erly set up, but because the aura and 
unfamiliarity of even a simple ven­
tilator can produce fear in anyone lack­
ing experience with it. The most scary 
thing can be the alarm system; it is 

often activated by something as simple 
as water in the tubing and need not sig­
nal pathological changes in the patient. 

The best advice to someone in this 
situation is to remember that in most 
hospitals the system is backed up by an 
"ambu" (hand ventilator), which is 
the best physiological ventilator for the 
patient. 

Two other points should be made. 
First, basic operating instructions for 
the ventilator should be reviewed with 
the nursing staff on the ward. Second, 
make use of other resources within the 
hospital. Perhaps someone from the 
respiratory therapy department could 
give a more extensive refresher course 
on ventilator use. In addition, the hos­
pital may have a communications 
specialist or staff counselor to deal with 
this kind of situation. Calling on this 
person would give floor nurses an op­
portunity to constructively express 
their feelings and perhaps change 
policy. 

Dear Mary, 
We have a problem at our hospital. 

Some of our physicians refuse to write 
orders not to resuscitate. The nurses 
are no longer willing to take the respon­
sibility of not resuscitating without a 
specific order. 

I have found numerous articles 
stating that it is appropriate for the 
physician to write orders not to resusci­
tate in both the progress notes and the 
doctor's orders. I would like to know if 
you can refer me to some specific court 
cases involving "No Code" orders. I 
am more interested in cases where a 
code was never done than in cases in­
volving discontinuing life support. 

Gail 
Rome, Georgia 

Dear Gail, 
Since this is a legal question I have 

referred it to one of my editors. 

You are correct that good medical 
practice requires orders not to resusci­
tate, like all other important orders, to 
be documented both in the progress 
notes and in the doctors' orders. Au­
thoritative medical commentary has 
uniformly insisted on this.' Only two 
courts have dealt explicitly with the is­
sue. In the first case, an intermediate 
appellate court determined that an 
order not to resuscitate was legally ap­
propriate if the patient was incompe­
tent and' 'in the terminal stages of un­
remitting, incurable, mortal illness." 
That same court cited articles from the 
medical literature indicating that such 
orders should be documented, and ap­

proved of the procedure of documenta­
tion both in progress notes and doc­
tors' orders.1 The second case was de­
cided in early 1981 by a lower court in 
Minnesota, and the facts of that case 
are discussed in the Health Law Notes 
column of this issue. 

Nurses who follow verbal orders not 
to resuscitate run a risk because if a 
decision by the nurse not to resuscitate 
a patient is later challenged, the physi­
cian may deny ever issuing the order. 
This may leave the nurse in a legally 
untenable position — and if resuscita­
tion was, in fact, medically indicated, 
the nurse could face discipline, mal­
practice, or criminal charges. Your 
nursing staff should insist that legiti­
mate orders be properly documented to 
protect both you and your patients. I 
believe it important the order include a 
concise statement of the reasons it is 
given, so that its rationale can be chal­
lenged if the order is thought to be in­
appropriate.3 

GJA 
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Dear Mary, 
We had an incident in the recent past 

with a patient who was projecting sui­
cidal ideas, but no physician was avail­
able to initiate the order for suicide 
precautions. The patient was on an 
ambulatory unit and had voluntarily 
admitted himself for teaching concern­
ing his diabetes. He left the unit and a 
staff nurse followed him to make sure 
he did not harm himself. Thus, the 
nurse was several blocks from the pa­
tient unit. Was the nurse responsible, 
by law, for the patient once he walked 
off the unit? I am interested in knowing 
if the law limits the physical area medi­
cal personnel must cover to protect a 
patient. 

Eleanor 
Portland, Maine 

Dear Eleanor, 
It is understandable that nurses be­

come concerned when they believe a 
patient to be in danger of hurting him-

(Continued on page 8) 
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Compassion Continued 

framework of ethical principles while 
recognizing that answers will not come 
easily. 
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Dear Mary Continued 

self, especially when the nurses are not 
sure how far they can — or should — 
go to protect the patient. Striking a bal­
ance between the patient's rights and 
the nurse's responsibility can be a dif­
ficult task. I have referred your ques­
tion to Barbara F. Katz, a member of 
NLE's Editorial Advisory Board and a 
hospital attorney. 

,EE 
"N/'NURSING LAW & ETHICS 

To Subscribe 
Nursing Law & Ethics is published 

monthly except during the summer 
when double issues are published bi­
monthly. The subscription fee for NLE 
is $30 for 10 issues ($17.50 for students 
in either nursing or law school). Pre­
payment is preferred. 

Subscriptions are begun with the 
issue immediately following the receipt 
of an order and run for 12 months/10 
issues. Subscriptions will not be back­
dated, however, a bound set ofthe first 
10 issues, Volume 1 (1980) of NLE, is 
available for $30.00. 

Send your order to: American Soci­
ety of Law & Medicine, Nursing Law 
& Ethics, 520 Commonwealth Ave., 
Boston, MA 02215. 

520 Commonwealth Ave. 
Boston, MA 02215 

Co-editors 
George J. Annas, J.D., M.P.H. 
Jane L. Greenlaw, R.N., M.S., J.D. 

Executive Editor 
A. Edward Doudera, J.D. 

Assistant Editor 
Elizabeth M. Ollen 

Nursing Law & Ethics is published 
by the American Society of Law & 
Medicine, 520 Commonwealth Avenue, 
Boston, MA 02215. Copyright r 1981. 
No portion of this publication may be 
reproduced without permission in writ­
ing from the publisher. 

The views and opinions expressed in 
Nursing Law & Ethics are those ofthe 
authors and do not necessarily repre­
sent the views and opinions ofthe 
American Society of Law & Medicine. 

A competent adult patient has the 
right to leave the hospital at any time 
he chooses. Attempts to restrain the 
patient against his will conform the 
basis for liability for false imprison­
ment. Following a patient after he has 
left the hospital is inappropriate. If it is 
the opinion ofthe hospital staff that the 
patient should not leave, he may be re 
quested to sign a form indicating that 
he is leaving against medical advice. 
However, he cannot be required to sign 
the form, and he may still leave even if 
he refuses to sign. 

It may be, however, that this particu­
lar patient is incompetent. If so, there 

may be other steps you could take. All 
states have statutes which permit the 
involuntary commitment of a mentally 
ill individual under certain circum­
stances. Generally one of those cir­
cumstances is if the mentally ill person 
is dangerous to himself, or suicidal. 
Accordingly, if the patient in question 
met these statutory criteria, an appro­
priate response would be to have the 
patient involuntarily committed. This 
process may be completed very quickly 
when necessary. 

Barbara F. Katz, J.D. 
Associate Counsel 

University of Massachusetts 

Subscription Order Form 
• Please enter my subscription to Nursing Law & Ethics. Enclosed is my check for $30.00. 

D Please enter my subscription to Nursing Law & Ethics at the student rate of $17.50. 

(Please send photocopy of your present ID card.) 

• I am interested in distributing Nursing Law & Ethics to our staff or students. Please send me information on your bulk 
institutional subscription rate. I am interested in approximately copies. 

Please allow three weeks for the start of your subscription. 

Name. 

Title — 

Mailing Address . 

Return to: American Society of Law & Medicine, Nursing Law & Ethics, 520 Commonwealth Avenue, Boston, MA 02215 

8 Nursing Law & Ethics 

https://doi.org/10.1017/S027066360000159X Published online by Cambridge University Press

https://doi.org/10.1017/S027066360000159X

