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Invited Commentary
Outcomes of Cardiopulmonary Resuscitation
in Patients With COVID-19—
Limited Data, but Further Reason for Action
Cardiopulmonary resuscitation (CPR) for in-hospital cardiac
arrest (IHCA) in patients with coronavirus disease 2019
(COVID-19) presents unique challenges. Cardiopulmonary re-
suscitation may be delayed because of isolation procedures,

and advanced life support re-
sources may be limited. Ad-
ditionally, CPR for patients

with COVID-19 exposes health care workers to increased risk
of viral transmission. Improving our understanding of the like-
lihood of successful outcomes after CPR is crucial to inform-
ing goals-of-care discussions, determining the appropriate-
ness of resuscitative efforts, and guiding policy. To date, to our
knowledge, there is limited evidence on outcomes for IHCA
among patients with COVID-19. A single-center study of 136
patients with IHCA in Wuhan, China, reported poor out-
comes but was limited by cardiac arrests occurring during
shortages of advanced life support resources.1 Nonetheless, this
study found only 18 patients (13%) achieved return of spon-
taneous circulation, 4 (3%) survived to 30 days, and only 1 (<1%)
achieved a favorable neurological outcome by 30 days. In this
issue of JAMA Internal Medicine, Thapa et al2 report what to
our knowledge are the first US data on outcomes for IHCA
among patients with COVID-19. In their case series of 54 pa-
tients, 52 (96%) had a nonshockable initial rhythm, 29 (54%)
achieved return of spontaneous circulation, and 0 survived to
hospital discharge (95% CI, 0%-6.6%). This very low hospital
survival is likely driven by several factors, including critical ill-
ness in most patients at the time of arrest and the many pa-
tients with nonshockable initial rhythms. Additionally, pre-
sumed respiratory etiology of arrest for most patients, lack of
therapies to effectively treat the underlying disease, and po-
tential delays in response time for donning of personal pro-
tective equipment may have contributed to poor outcomes.

These small case series reporting hospital survival after
IHCA among patients with COVID-19 must be interpreted with
caution, as only 1 or 2 additional survivors would make im-
portant differences in the observed estimates. Outcomes in the
setting of COVID-19 may not actually differ from pre–
COVID-19 outcomes of IHCA for patients with nonshockable
rhythms, for whom hospital survival is often less than 15%.3

Nonetheless, this article2 represents important early evi-
dence suggesting outcomes for IHCA in patients with COVID-19
pneumonia are likely poor, particularly among patients with
respiratory failure. Improving outcomes for patients with se-
vere illness with COVID-19 and IHCA will be challenging, as few
of the likely drivers of poor outcomes (eg, nonshockable
rhythms, respiratory etiologies of arrest, and underlying criti-
cal illness) are modifiable. While these early results should not
warrant universal do-not-attempt-resuscitation (DNAR)

orders for patients with COVID-19, they highlight the impor-
tance of conducting goals-of-care discussions early during the
course of COVID-19 and revisiting those discussions with
changes in clinical status (worsening or improvement). More-
over, the existing data may warrant clinician recommenda-
tions for DNAR, particularly in patients with severe respira-
tory failure who are at high risk of IHCA. An informed assent
approach, in which the patient or family is invited to allow the
clinician to assume responsibility for the DNAR decision, may
be appropriate in select patients to help alleviate the psycho-
logical burden of decision-making on patients and families dur-
ing this stressful time.4 Like traditional informed consent, this
approach places substantial responsibility on clinicians to have
open, respectful, and thoughtful communication with pa-
tients and families.

Although this study was not designed to examine racial
disparities, it is notable that two-thirds of the patients were
Black.2 Previous studies have reported that a larger minority
of Black patients request CPR in the context of poor prognoses.5

Black patients also have lower rates of advance care planning
documentation and report poorer quality communication dur-
ing serious illness and greater mistrust in the health system
that are associated with long-standing and ongoing dispari-
ties in health care.5 Finding ways to respect differences in pref-
erences and eliminate disparities in high-quality communi-
cation during serious illness is critically important. Building
trust with patients is crucial to effective communication, and
clinician recommendations made without trust have poten-
tial for harm. In the context of COVID-19, Black persons and
persons of color are more likely to contract COVID-19 or de-
velop serious illness requiring hospitalization; this associa-
tion is most likely because of disparities.6 As such, the ur-
gency of eliminating racial disparities in health care has never
been clearer.

The long-standing need to improve the conduct and time-
liness of high-quality goals-of-care discussions for patients with
serious illness has become even more important in the time
of COVID-19. Promotion of early goals-of-care discussions
should be a priority for patients, families, clinicians, health sys-
tems, and policy makers. Such a shared focus offers substan-
tial opportunity for health system and public health interven-
tions. Established programs, such as The Conversation Project
(Institute for Healthcare Improvement; http://www.
theconversationproject.org) and PREPARE For Your Care (The
Regents of the University of California; http://www.
prepareforyourcare.org), both of which offer new COVID-19–
specific guidance, are important resources to help prepare pa-
tients and their families for in-the-moment decision-making
should they be hospitalized with COVID-19. For selected pa-
tients with chronic life-limiting illness and preferences for limi-
tations on life-sustaining treatments, completing the Physi-
cian Orders for Life-Sustaining Treatment may reduce
unwanted high-intensity care near the end of life.7 Although
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there are important limitations on current data regarding out-
comes of IHCA for patients with COVID-19, we have enough
data to conclude that it is important to implement programs
to promote conversations about values and goals in the com-
munity and early goals-of-care discussions for patients hos-
pitalized with COVID-19.
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