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Abstract

Background: Every human being desires a life without suffering and to live his or her life in best possible quality of life, but when death is looming by a terminal
disease and one is lying in bed with machines to maintain organ functions; there comes the dilemma of the choice. However, patients may place healthcare providers
at prospect of ethical dilemma by declining to care or to provide treatment, despite that patients have the right to do so.

Aim: This paper examines the ongoing and controversial debate regarding the DNR orders. It discusses the rights of terminally ill patients who opt to refuse treatment
as well as the various legal and moral ramifications surrounding this particular topic.

Method: In this argumentative paper search was conducted using the electronic databases of CINAHL, Medline, PubMed, EPSCO, and Science Direct for articles
published between 1994 to 2015. T'wenty articles were found after extensive searching via electronic databases. There is no ethical approval to this article.

Results: Number of studies supported the DNR order to for terminally ill patients to allow them to pass away in peace. Also CPR in many cases may not end up with
direct clinical benefits as the resuscitation could not be fruitful or lead to complications, which in result will extend suffering without treating the underlying illness.

Conclusion and recommendations: DNR should be taken into consideration especially with patients who have exhausted all other kind of treatment modalities in
which there is multi-organ failure and hope for cure has been faded. The DNR as a concept may appear harsh and unacceptable for the patient and his loved ones.
The use of this term or language plays an important role. The authors strongly believe that it would be more appropriate if the wording is changed from “Do Not

Resuscitate” to “Allow Natural Death.”

Introduction

The definition of death in Black low dictionary is the irreversible
cessation of functions of circulation, pulsation, and respiration, it is
also the absence of human activities when absent brain activities show
a flat electroencephalogram for 48 hours [1].

Every human being desires a life without suffering and to live with
the best possible quality of life, but when death is looming because of
a terminal disease and one is lying in bed with machines to maintain
organ functions; there comes the dilemma of the choice. Health care
providers resort to Cardiopulmonary Resuscitation (CPR) as a last
choice, so when (CPR) appears to be the only option to rescue the life
of a terminally ill patient, many medical interventions can be perceived
as pointless by the patient’s family and health care providers. There is
no denial that technology has advanced the medical field to an extent
that prolongs life, although not necessarily the quality of it; with
more regard to medical economics and less toward what ‘end of life’
preferences were made by patient’s family or an advance directive.

However, many factors affect End of Life practices, this include
physicians’ personal attitudes, culture, family decisions, ethics,
religious beliefs, financial status, hospital policy and country legislation
might act as a life and cost saving approach [2].

The appropriate action and decision to take is an issue of ethical
dilemmas. This happens among health care providers when they
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come to choose between two or more satisfactory courses of action,
or evenly undesirable alternatives. Modern breakthroughs in treatment
and technology have allowed healthcare professionals to prolong life
expectancy. However, patients may place healthcare providers at the
prospect of an ethical dilemma by declining care or treatment, despite
the patients the right to do so.

Each person should consider having advanced directives present
which could make complex End of Life situations less complicated for
healthcare workers, patients and their families. Whether to start or not
to start with CPR is the main topic of this paper in which is “Do Not
Resuscitate (DNR)” order.

In the past, ethical interpretations and legal precedents stated that
patients were expected to receive complete resuscitation, unless there
was a clear statement expressing the opposite [3].
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This paper examines the ongoing and controversial debate regarding
the DNR orders. It discusses the rights of terminally ill patients who opt
to refuse treatment as well as the various legal and moral ramifications
surrounding this particular topic. This argumentative paper delves into
the views, policies and cost control measures and other related issues
regarding DNR policies. It also analyzes the existing yet contradicting
laws, which give patients the right to accept or refuse care yet do not
encompass the rights of those actually delivering the care.

Background

Do Not Resuscitate (DNR) is a medical instruction, ordered by
a physician or written in an Advance Directive (AD), by the patients
to direct healthcare providers, not to perform CPR if he/she stops
breathing or his/her heart no longer beats. The advance directives
(ADs) are oral or written declaration in which people state their
treatment preferences once they lose decision-making ability, they
incorporate withholding or withdrawing medical interventions [4].
This is specifically for CPR and it does not encompass instructions for
other healthcare interventions, such as nutrition, pain control, and
medications. When CPR is performed, it can reverse premature death,
yet it also prolongs terminal illness, worsens discomfort, and exhausts
resources [3].

The self-determination act of 1990 established the right of a
patient in certain situations where they may be unable to make crucial
medical decisions because of incapacitation [5]. Orders given by the
patient instruct medical personnel not to perform life saving measures
such as cardiopulmonary resuscitation. Truog and Burns provided a
comprehensive review of the 40-year history of (DNR) order published
in the New England Journal of Medicine, according to the authors, the
journal was among the first to discuss the issue of DNR in 1976, and
ever since it has become one of the hot topics in medical ethics and
most argued subject among ethical dilemmas [6].

The aim of the DNR order is to permit patients who are dying, to die
with integrity without going through futile CPR attempts before being
deceased. Many studies proposed that age is an influential determinant
of survival post CPR, whereas in many studies the poorer outcome
was related to attributing disease rather than age itself. However, in
practice in the medical field, there are numerous situations when the
line between the recoverable and the non-recoverable state is vague.
Circumstances of End Stage Renal Disease (ESRD) or terminal cancer
render DNR decision more obvious choice in contrast to other diseases,
yet it is still considered a burdensome decision. Generally, in the time
of the end-of-life decision-making course, the patient’s autonomy is
not well obtained [7].

In United States, DNR decision has become legal after the mid
of 1970s. . The American Medical Association initially suggested that
decisions to refrain from resuscitation to be properly documented.
Moreover, it was highlighted that CPR was meant for the prevention
of an impetuous death not the treatment of an irreversible or terminal
disease [8].

According to the Hospice Patients Aalliance, patients and their
families become terrified of the terminology used by health care
providers including physicians, nurses and other health care providers
as their terminology can be difficult and insensitive. Do Not Resuscitate
is an example and so replacing DNR with a kinder terminology; Allow
Natural Death “AND” is suggested. Medical field staff mostly are
aware that DNR does not mean care is no longer provided. What DNR
implies ‘simply that goal of treatment has changed’, this fact may not
appear so to patients and their families since emotions are key element.
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The purpose of Allow Natural Death terminology is to assure that
only comfort care is provided. By using ‘AND’, physicians and other
health care providers will be acknowledging that the dying patient shall
receive the best comfort measures (“Hospice Patients Alliance”, 2017).

Methodology

In this argumentative In this argumentative paper, a search was
conducted using conducted using the electronic databases of CINAHL,
Medline, PubMed, EPSCO, Science Direct for articles published
between 1994 to 2015 by using keywords: “DNR”, “Terminally ill
patient”, “cancer patient”, “AND” . Twenty articles were found after
extensive searching via electronic databases, which met the inclusion

criteria. There is no ethical approval to this article.
Inclusion criteria

1. Search was limited to English-language

2. Research article

3. Opinion article

4. Integrative literature review

Prevalence of DNR throughout the world

The DNR decision-making process varies in different countries.
The acceptance of the concept of DNR also varies among countries,
with most studies conducted in intensive care units and Palliative Care
Units (PCUs) [9]. In Western countries, there are more frequent studies
regarding the DNR. A study conducted in Pennsylvania, involving
184,057 subjects in 149 acute care hospitals, reported that the percentage
of patient proxy who signed DNR consents was ranged between 1-37%
[10]. In Australia, Canada, Sweden, and USA, a study revealed that the
DNR rate order among 15 ICUs was 11% [11]. Approximately 60-70%
of the patients who have DNR consent are those receiving palliative
care in USA and Germany [12]. More surprisingly, a study reported
that 72% of Finnish physicians discussing the DNR with the patients
whom able to communicate [13].

Usually, during the end-of-life decision-making process, the
patient’s autonomy is not well procured. However, among many
subjects of end-of-life decision, proxy decision making is especially
frequent in DNR decisions. A similar trend is also seen in other Asian
countries. In Japan, most of the cancer patients are rarely involved in
DNR decision making at a teaching hospital [14]. In Japan another
study found that 76% of terminal cancer patients in PCUs signed a
DNR consent form [15]. According to Liu and his colleagues the DNR
orders are written for 64.4% of Chinese terminal cancer patients, the
order seldom signed by the patient [16].

The argument

This paper concentrates on the inevitable process of dying, among
the patients whom death is inevitable due to an advanced illness,
for instance; multi-organ system failure, terminal cancer, end-stage
renal, lung, heart or liver disease. However, it can be ambiguous to
know the precise time when a patient leaps from distressfully sick
to unquestionably departing their life, once the edge is crossed, the
inevitability of death becomes clear to a physician who is well trained
and experienced. When a human ceases to live, the final event is the
cardiac arrest; yet it is not the cause of death, it is the mechanism
of death. Efforts made at resuscitation mostly are futile in terms of
treating the underlying cause of death, which remains imminent. For
this group of patients, the principle of ‘Allow Natural Death (AND)’
appears highly approachable [17].
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When CPR is successful, heartbeat and breathing is restored which
allows to resume previous lifestyle. The success of CPR depends on
the patient’s overall medical condition; age alone does not guarantee
that CPR will be successful as other illnesses and co-morbidities that
go along with age often make CPR less successful. When patients are
terminally ill, CPR may not work or may only partially work, leaving
the patient brain-damaged or in a worse medical state than before
the heart stopped. In these cases, some patients prefer to be cared for
without aggressive efforts at resuscitation upon their death [18].

Everyone has the right to receive treatment in life-threatening
situations. In such cases, if a person is unconscious or a minor, there
is no need to wait to obtain consent from the proxy or guardian, the
physicians or nurses should do his or her best to save the life. In these
situations if the patient survives, he/she mostly resumes the previous
quality of life. On the other hand, with a terminally-ill cancer patient
who has undergone all treatment modalities and facing imminent
death, futile efforts to save the patient’s life will extend his suffering
as well as his loved ones. In addition to this, it also affects the patient
and his family socially, economically and psychologically. In the event
that the terminally ill patient survives and is connected to mechanical
ventilator and vasopressor with irreversible brain death, he/she is not
expected to return to the previous quality of life.

Legal aspect

It was declared by the American Heart Association that CPR does
not apply to all patients. As As death is an inevitable end, a patient with
an irreversible or terminal disease does not necessarily mean to resort
to CPR [19]. In 2014, the American Nurses Association and American
Society of Anesthesiologists announced a consensus in regard to
support patients’ rights to self-decision. These rights encompasses that
according to the law a capable patient can decline life-saving medical
interventions as long as they completely comprehend the ramifications
of their choice and allow natural death without resuscitative attempts.
Also they concluded that whoever among health care providers attempt
to proceed with CPR on a patient against her/his will, it should be
considered as violation to the patient’s legal right of self-determination.
Therefore the DNR order manifests the patient’s decision and desire as
the legal and medical document aiming to evade life sustaining efforts [20].

It is absolutely pivotal to use the proper words as language can
have major impact; whether using AND or DNR, it can crucially
affects a major decision for the terminally ill, patient’s family as well
as for healthcare providers. There is a great advantage for healthcare
professionals to contemplate a proper and structured discussion of
DNR or AND to rise up orderly a complacent quality end-of-life care,
therefore an emphasis should be applied to the use of language and
appropriate terminology [21].

Most of healthcare professionals in oncology settings acknowledge
that patients with advanced stage cancer have poor survival rates after
a cardiac or pulmonary arrest. As a result, formidable efforts have been
achieved to raise applying the DNR code in patients with terminal
cancer in order to avoid unnecessary and distressing resuscitation [22].

A number of studies supported the DNR order to for terminally ill
patients to allow them to pass away in peace [23]. Also CPR in many
cases may not end up with direct clinical benefits as the resuscitation
could not be fruitful or lead to complications, which in result will
extend suffering without treating the underlying illness. Principle
factors influencing the use of DNR order include: patients’ preferences,
survival probability, and expected quality of life prior and after the
diagnosis [24-26].
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Conclusion

General questions about meaning and value of suffering should lead
us to review the suffering caused by prolonged illness to an individual’s
personal and family life. Closely related to such consideration on the
part of the sick person is whether the unbearable circumstances caused
by one’s interminable illness makes existence worthwhile at all. Denial
of death at some point becomes a delusion, which makes it much harder
when it comes to the end-of-life decisions. Beneath these concerns
remains a deeper question about the quality of life that individuals
and society regard as worth preserving. The DNR is an issue, which is
widely debatable with many opinions and conflicts accompanying it.
The authors believe that every person who would like to give a point of
view on this topic should first be involved in the End of Life Care (E-O-
L-C). Most of the authors who are opposed to DNR are not involved in
clinical practice. It should be taken into consideration especially with
patients who have exhausted all other kinds of treatment modalities in
which there is multi-organ failure and the hope for a cure has been
faded. It should also be considered with the consensus of three qualified
consulting doctors that it is in the patient’s best interests and benefit to
allow natural death to take its course.

The DNR as a concept may appear harsh and unacceptable for the
patient and his loved ones, but the use of this term or language plays
an important role. The authors strongly believe that it would be more
appropriate if the wording is changed from “Do Not Resuscitate” to
“Allow Natural Death’. If a healthcare provider informs the family that
treatment will no longer be given in case of cardiac arrest, they might
later regret why they accepted the DNR and think that something
else could have been done. In this situation, the concept of “Allow
Natural Death” would be more acceptable to them. In a situation that
an emotionally charged topic like DNR is the center of discussion, the
role of using proper language seems critical and can be considered as a
life changing decision from several aspects (patient, family, healthcare
providers). In this argument, the authors mainly discussed the DNR
from a legal and ethical standpoint, without taking religious views into
consideration. The authors believe in God and his potential to create
miracles, however for the purpose of this paper, DNR is discussed from
a scientific and medical facet only.
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