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Clinical ethics and cost containment: 
promises and pitfalls 

EARLY EXPERIENCE with life-sustaining 
treatment taught the sobering lesson that ag-
gressive interventions such as cardiopul-
monary resuscitation too often failed to 

achieve the humanistic goals of medicine, ie, preserv-
ing life that is worthwhile to the patient.1'2 After two 
decades of debate we have reached a national consen-
sus that, under the right circumstances, virtually any 
life-sustaining intervention could be withheld or 
withdrawn. The "right circumstances" involve respect-
ing patients as persons and are defined by two moral 
principles: patient self-determination and the duty not 
to harm. 

• See Kanoti et al, p. 591 

While focusing our moral attention on the interests 
of individual patients, we have glanced nervously at 
the problems of cost and limited resources looming on 
the horizon. Conventional ethical wisdom insists that 
such broader social issues should not corrupt our 
obligations to individual patients.3 But the storm 
clouds have moved in; issues of cost and limited resour-
ces increasingly affect patient care decisions. Inevitab-
ly, the linkage between letting people die and saving 
resources will become more explicit in both clinical 
practice and public policy. 

Such a linkage need not compromise health 
professionals' responsibility to individual patients. Ef-
forts to improve the efficiency of the health care sys-
tem may sometimes enhance the quality of care for 
individual patients, and vice versa. If concerns about 
the cost of care direct attention to promoting patient 
autonomy and best interests, everyone gains. If 
promoting patient autonomy and best interests reduces 
health care costs, so much the better. On the other 

hand, pursuit of both cost effectiveness and patient-
centered goals will sometimes be incompatible. 

The study by Kanoti et al4 in this issue of the 
Cleveland Clinic Journal of Medicine is one of the first 
efforts to demonstrate that responsible promotion of 
end-of-life decisions can reduce resource consumption 
in a costly group of patients—in this case, Medicare 
patients who die in the hospital after a stay of 15 days or 
more. After introducing new do-not-resuscitate (DNR) 
guidelines, the hospital ethics committee and the 
Department of Bioethics provided education and con-
sultation to the staff. While the number of DNR orders 
written did not increase after implementing the policy, 
the orders were written earlier in the hospitalization of 
Medicare patients—who went on to die 21 days sooner, 
thus saving a projected 1,911 days of hospital care. 

Although the study is probably correct in assuming 
that implementing the new policy helped reduce time-
to-death of the Medicare patients, it does not prove a 
cause-and-effect relationship. Historical trends such as 
a general increased comfort with and awareness of 
DNR orders by health professionals may help explain 
the findings. 

Even if the new policy was responsible for saving 
nearly 2,000 hospital days of expensive care, can we 
assume that this was, in balance, a good thing? To 
answer that question we must ask another: Were 
patients' wishes and best interests served by allowing 
them to die without resuscitation? Probably yes, but we 
arrive at that answer more by intuition and cir-
cumstantial evidence than by conclusive data. Car-
diopulmonary resuscitation is rarely successful in sick, 
elderly patients. If they survive the initial resuscitation 
attempt, it is only to spend their last days or weeks in 
intensive care units. But cardiopulmonary resuscita-
tion is not futile for every elderly patient.5,6 A positive 
interpretation of the study results would be buttressed 
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by explicit data demonstrating the soundness of clini-
cal reasoning behind the DNR decisions. 

As the authors acknowledge, it would also be reas-
suring to know that patients and families were in-
volved in the decisions to forgo resuscitation. While 
the Cleveland Clinic Foundation's policy emphasizes 
the importance of patient and family participation in 
decision-making,7 this study made no note of the na-
ture and frequency of such participation in DNR 
decisions. This leaves important questions un-
answered. For example, were patients whose DNR or-
ders were written earlier in the course of hospitaliza-
tion more likely or less likely to have discussed those 
orders with their physicians? Were the discussions in-
itiated by physicians or patients? 

Another unanswered question concerns the effect of 

REFERENCES 

1. President's Commission for the Study of Ethical Problems in 
Medicine and Biomedical and Behavioral Research. Deciding to 
forego life'sustaining treatment. Washington, IX), US Government 
Printing Office, 1983. 

2. Youngner SJ. Do-not-resuscitate orders: no longer secret, but still a 
problem. Hastings Cent Rep 1987; 17:24-33. 

3. Angeli M. Cost containment and the physician. JAMA 1985; 
254:1203-1207. 

ethics consultation in DNR cases. Presumably, an 
ethics consultant would facilitate compliance with the 
hospital policy's recommendation of patient and family 
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The study by Kanoti and colleagues raises hopes 
that we can make end-of-life care more efficient and 
more ethical. As the goals of saving lives and saving 
money come into increasing conflict, attention to 
ethical details will become even more important. 
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