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Background: Physicians are responsible for making decisions about the do not resuscitate
(DNR) order of patients; however, most of them are faced with some uncertainty in decision
making and ethical aspects. Moreover, there are differences on decision making related to the
DNR order among physicians, which may be related to the different attitudes toward this issue.
Considering the lack of information, this study was performed to investigate doctors’ attitude
about DNR order for patients in their final phases of life.

Methods: In a descriptive—analytical study, 152 physicians were enrolled as quota sampling
subjects from educational hospitals affiliated to the Kermanshah University of Medical Sciences.
The tool used was a researcher-developed questionnaire. Data were analyzed using SPSS 16
software by descriptive and inferential statistics.

Results: The mean of attitude toward DNR was 3.22, for which the univariate #-test showed a
significant positive attitude toward DNR (P=0.002); the mean of attitude number toward DNR
was higher in physicians with higher education level (P=0.002). But this difference was not
found in terms of age group, sex, and experiences in participating in DNR decisions.
Conclusion: Due to the positive attitude of doctors toward DNR orders and lack of identified
guidance, clear guidelines that comply with the Iranian Islamic culture are necessary to be
established. Implementing this directive requires comprehensive training to various groups,
including patients, doctors, nurses, administrators, and policy makers of the health system.
Keywords: cardiopulmonary resuscitation, physicians, attitude

Introduction

Cardiopulmonary resuscitation (CPR) is an emergency medical procedure that is
performed on patients with respiratory and cardiac arrest, but it is not fully success-
ful in all the cases. In fact, the prognosis of the patient has the main role to play in
the effectiveness of CPR; hence, there is a belief that this approach should just be
performed for patients who have a high chance of survival.!*

Researchers have demonstrated that only 20% of patients survive after CPR until
discharge.’ Other findings in USA have also verified that only 10%—15% of patients
who survive after CPR would stay revived until discharge; these statistics have not
changed during the past 30 years.* In addition, the chance of survival for patients with
diseases such as cancer is lower; moreover, those who undergo successful resuscitation
often are subjected to aggressive treatments in intensive care units; consequently, this
is accompanied by some complications such as rib fractures, permanent neurological
problems, and impaired physical condition.*
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Therefore, there are concerns regarding the misuse of
CPR and delay of mortality. In this context, due to the lack
of recovery or ineffectiveness of CPR, the excessive costs,
increased suffering and death without dignity for some
patients, the “do not resuscitate (DNR) order” was presented
in USA in 1970.1.68

DNR involves the decision to ignore CPR and it was
officially introduced as an alternative for end-of-life care in
the early 1970s.” The DNR order is carried out only to decide
to withhold resuscitation, when cardiopulmonary arrest
occurs. This should not affect other aspects of patient care.
However, many health care providers inappropriately change
the treatment programs for patients with DNR order without
discussion with the patient or surrogate.* Although the DNR
order has been reviewed in some communities for decades
and has been debated comprehensively, it has faced some
controversies; in addition, there are many differences in terms
of performance, morality, legal issues, and appropriateness of
medical instructions in the application of DNR.*!° The process
of deciding on DNR is an exclusive measure allotted to the
physicians. However, based on research findings, doctors face
many problems during the decision-making process for DNR,
as well as its ethical dilemma,’ so that there are significant
differences among doctors in the development, registration,
issuance, and implementation of a DNR order.!"" These dif-
ferences may be justified by the diversity of their attitudes. In
fact, research has revealed that issuance and implementation
of a DNR order are influenced by the attitudes and desires of
the health care providers.'>!* Various factors affect the attitude
of physicians toward a DNR order, such as culture, religion,
race, and geographical location features. Thus, implementa-
tion of the DNR order in Asian and Muslim countries is much
lower than in European countries.!*!3

In fact, although the DNR order is used in Muslim
nations, it is not allowed legally. The King Faisal Specialist
and the King Khaled hospitals in Saudi Arabia are two of
the centers wherein guidance for the DNR order is provided
to patients in the end stage of life.!* In Iran, where most of
the people are Muslims,'* despite the illegality of the DNR
order, it would be ordered upon personal desire, without
any established guidance, due to which physicians encoun-
ter more sophisticated issues related to the legality of this
action.'®!” The distress caused by the situations is in contrast
with the beliefs and internal moral values; as a result of these
conditions, physicians are forced to take action against their
values." The Islamic culture has valued and respected the life
of the patients and respects every second of their lives; so,
it is essential to develop a guidance to reach a clear decision

regarding the DNR order to reduce the interference of per-
sonal and nonprofessional factors; however, there is lack
of information in the Muslim world and Iran about DNR
order.®'>!” Ghajarzadeh et al* concluded there is a positive
attitude toward the DNR order in medical students of the
Tehran University of Medical Sciences; however, we could
not find other research reports on the attitudes of general
practitioners and specialists toward DNR orders in Iran.
Considering the important role of the doctor’s attitude toward
issuing and executing a DNR order, as well as the shortage
of information in this field in Iran, this study was aimed at
evaluating the attitudes of specialty doctors, residents, and
general practitioners in educational hospitals affiliated to
Kermanshah University of Medical Sciences (KUMS) toward
the issuance of DNR order to patients.

Methods

This study was conducted as a descriptive—analytical analysis.
The population studied included general practitioners, residents,
and specialists working in the hospitals of KUMS. The partici-
pants were recruited from the Imam Reza (89 participants),
Imam Ali (45 participants), and Imam Khomeini (27 partici-
pants) hospitals. The sample size was determined by assum-
ing the agreement of 50% of DNR orders by the physicians;
using estimation of the 95% confidence interval, test power
90%, and following formula (Equation 1) with n=sample size,
P=proportion, Zov2=1.96, d=margin of error, a sample size of
152 was calculated. The sampling method was stratified quota.

2
ne P df’)Z 0
Instrument
The tool was a researcher-tailored questionnaire that included
two parts, consisting of the demographic information and
the attitude toward DNR order. The demographic character-
istics included age, sex, job experience, education degree,
experience in CPR, and experience in executing DNR.
The attitude questions consisted of eleven items that were
designed as responses on a five-point Likert scale. The scores
of the questions 1-10 ranged from 1-5 and were scored as
follows: strongly agree =5, agree =4, no idea =3, disagree
=2, and strongly disagree =1; however, this scoring was vice
versa for question 11. The higher scores indicate more posi-
tive attitudes toward the DNR. Accordingly, average scores
between 1 and 2, 2 and 3, 3 and 4, and 4 and 5, indicated
highly negative, negative, positive, and highly positive atti-
tudes, respectively, toward the DNR order.
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This instrument was created by the researcher based on
the literature review."'%°22 The content validity was carried
out by consulting with ten faculty members affiliated to the
Shahid Beheshti University of Medical Sciences and KUMS,
who were experts in nursing, medicine, critical care, and
clinical ethics. The reliability was met by calculating the
Cronbach’s alpha coefficient, which was equal to 0.88.

Data collection

For data collection, the project was approved by ethics com-
mittees of Shahid Beheshti University of Medical Sciences
and KUMS, then data were gathered by referring to the work-
place of the participants; first the aim and objective of the
study were explained to them, written informed consent was
taken from the participants and then they were assured of the
anonymity and confidentiality of their personal information,
after which they completed the questionnaires.

Data analysis

Data were entered into the Statistical Program for the Social Sci-
ences (SPSS)-16 software (SPSS Inc, Chicago, IL, USA) and
analyzed by descriptive (mean, percentage, and SD) and infer-
ential (independent #-test and analysis of variance [ANOVAY])
statistics. Independent /-test was used to assess the relationship
between attitude toward DNR order with job, sex, death viewing
experience, working experience in CPR, and DNR order appli-
cation. To determine the relationship between attitudes toward
DNR order and age, experience, education level, hospitals,
ward hospital, field of specialization, and participation in the
CPR, ANOVA test was used. Kolmogorov—Smirnov test was
applied for determining the normality of quantitative variables
such as attitudes toward DNR order and age.

Results

Of the 222 physicians contributing to the study, 168 (75%)
completed the questionnaires; 16 (7.2%) of the questionnaires
had incomplete information, which were excluded from the
study. As a result, 152 (68%) questionnaires were assessed;
57.8% of the participants (88 individuals) were male, with
mean age of 36.57 years. The majority of the participants
had between 1-10 years of job experience, 71 participants
(46.6%) were residents, >91% had participated in CPR,
96.8% had dealt with the death of a patient, and 67.8% had
experienced executing DNR (Table 1).

According to the results of the study, the mean score of
the doctor’s attitude toward DNR was higher than the value
hypothesized by the univariate #-test, which was significant
(P=0.002). This indicates that the physicians had a positive
attitude toward DNR (Table 2). The mean and SD of each

Table | Demographic characteristics of the participants

Characteristic Groups Frequency (%)
Sex Male 88 (57.8)
Female 64 (42.2)
Hospital workplace Imam Reza 89 (58.6)
Imam Ali 39 (25.6)
Imam Khomaini 24 (15.8)
Age, years 20-30 37 (24.4)
3140 74 (48.6)
41-50 30 (19.8)
>50 11 (7.2)
Job experience, years 1-10 96 (63.2)
11-20 28 (18.4)
21-30 21(13.6)
>30 7 (4.6)
Degree General Physician 31 (20.4)
Resident 71(46.6)
Specialist 36 (23.6)
Physician Professor 14 (9.2)
Experience in CPR Yes 139 (91.4)
No 13 (8.6)
Experience of dealing with the ~ Yes 147 (96.8)
death of a patient No 5@3.2)
Experience in executing Yes 103 (67.8)
nonresuscitation No 49 (32.2)

Abbreviation: CPR, cardiopulmonary resuscitation.

Table 2 Univariate t-test on the average score of doctors with
respect to do not resuscitate order

Subjects N Base t df
Physician 152 3.116 151

Abbreviations: df, degree of freedom; t, one-sample t-test.

Mean
3.22

Probability
0.002

Table 3 Results of t-test comparing the attitudes of physicians
regarding the items

Items Mean £ SD

I. Itis essential to issue and execute the DNR order to  3.34 + 1.372
patients in end stage of disease

2. DNR order protects patients from pain and 3.59+ 1.192
unnecessary suffering

3. Issuance and executing of DNR order is morally 3.13£1.300
correct.

4. Issuance and executing DNR order is in accordance 3.26+1.182
with human dignity of the patients

5. DNR order helps to clarify the plan of patient 3.38+1.223
treatment in later stages of life

6. Patient should not be resuscitated, if CPR is futile 3.65+1.186
from the view point of the health care providers

7. For a patient for whom death is imminent, the DNR  3.33+1.317
order should be issued

8. The patient for whom death is inevitable during the 2.28+1.136
next 6—12 months, the DNR order must be issued

9. If CPR is futile for my loved ones, | want to issue the  3.31+1.303
DNR order

10. DNR order does not conflict with my religious beliefs 3.16+1.327

I'l. My culture has ideas that are incompatible with the 3.01+1.188

issuance and execution of DNR order

Abbreviations: CPR, cardiopulmonary resuscitation; DNR, do not resuscitate.
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item are presented in Table 3, which demonstrated that
items such as “If CPR is ineffective, the patient should not
be resuscitated” and “DNR order protects the patient from
suffering needlessly” had higher points.

The results showed that there are no significant differ-
ences in the mean score of physicians’ attitudes toward DNR
order in terms of sex (+=0.824; P=0.411), age group (F=1.57;
P=0.197), work experience (F=2.15; P=0.096), and their
expertise (F=1.069; P=0.394). However, there was a signifi-
cant difference in the education level (£=5.31; P=0.0002),
according to which the general physicians had a mean rate
of 2.78, lower than those for residents (3.30) and specialists
(3.22). Moreover, the physician professors had the highest
rate of attitude toward the DNR (mean=3.82).

Discussion

Based on the results, the doctors have a positive attitude toward
DNR order. Accordingly, the results of the items showed that
they believed that this order protects patients from unneces-
sary suffering, and it is essential for patients in the last stages
of their lives, as well as showing that the order is morally
correct because it is an aid to human dignity. The results also
show that there is no significant relationship between physi-
cians’ attitudes toward the DNR order, sex, work experience,
and specialty, but there were significant differences between
the attitudes of doctors in terms of their education level. In the
study of Hosaka et al,'® >90% of the physicians had a positive
attitude toward DNR order. In another study, medical students
had significantly more positive attitudes toward DNR order
compared to nonmedical students.!® Sulmasy et al*! reported
that the majority of nurses, physicians, and residents have
a positive attitude toward the DNR order. It is shown that
the majority of doctors and nurses have a positive attitude
toward DNR order. In fact, studies in the field of DNR order
in various countries represents challenges in this regard but
have indicated a positive outlook on this relationship.!7-1%21-23
The results of the review of each item found that the doctors
declared that DNR order is in line with patient dignity and they
believed that it is morally correct. Indeed, it can be said that
for many patients, dignity and respect are the last and most
important things that they may demand of their relatives and
caregivers, particularly if their illness is life-threatening and
dangerous.?* Hilden et al** indicated that attitudes toward DNR
order may vary depending on the expertise of doctors. In the
UK, geriatric medicine specialists are willing to perform CPR
more than other doctors and were not opposed to the order.
Kelly et al'> have concluded in their study the relationship
between attitudes toward DNR order and physician specialty,

duration of training, and job experience: intensive care physi-
cians recommend DNR order more than other groups. Sham
et al'® also indicated that sex has no significant impact on the
choice of the DNR order, but age is considered an important
factor; hence, older practitioners have more positive attitude
about DNR order.

This study showed that there was a significant difference
in the attitudes of physicians based on education level, and
that specialist physicians had more favorable attitude toward
DNR order and general practitioners took the lowest scores.
Consistent with our findings, Granja et al'* demonstrated
that there are different attitudes among various health care
groups, including doctors, nurses, and technicians, as well
as the patients, toward the DNR order and the decision upon
it; moreover, they also concluded that the nurses and doctors
who had higher levels of education had more positive attitude.
Moreover, they noted that, in addition to the educational level
of the participants, the extent of their participation in the care
of patients was also a significant factor."

In this study, 67.8% of the physicians had experience in
executing the DNR order. In this context, in the study by
Hosaka et al," >60% of doctors participated in the decision-
making process about DNR order, and this rate was 100% in
the study by Cardoso et al.”* Anther study in Iran on resident
and intern physicians showed that only 30% of interns and
40% of residents participated in the issuance and implemen-
tation of a DNR order.? The difference in the participation in
DNR may be attributed to the variety in the target groups.

In fact, we believe, the doctors opinions toward DNR
is in line with medical ethics, which means acting in the
best interests of the patient, because doctors are committed
to providing good-quality care to patients. This idea of the
benefit of a DNR order is controversial within the medical
community; for some doctors, prolonging the life of patient
is in their best interests, while others indicated that a good
quality of life is the best interest and suggest that for the
treatment of patients who had undergone supportive therapy
and whose death was inevitable, the treatments should be
banned or discontinued.? %’

In this study, the participants declared that the DNR order
is only applicable to patients whose death is imminent and
should not be used for patients for whom death is predictable
or anticipated within the next 6 months to 1 year. In other
words, DNR order is authorized only when the patient is
dying and in the final hours of his/her life, not for those who
are still alert, which finding is consistent with strict Jewish
opinion that states that if the patient dies in the next 72 hours
and swallowing reflexes have been lost, the treatment can be
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withheld. However, culture and traditions, religious beliefs,
and general comments on the decision of DNR order agree to
apply this to patients who may die within 1 year. In orthodox
religion, efforts for resuscitation are conducted on all patients,
with greater chances of survival; however, when resuscitation
is futile, DNR would be ordered.?®*?° In fact, it can be said
that most of the cultures, traditions, and religious beliefs are
general statements about the decision-making to DNR order
of patients.?® In Islam also, the DNR order is not prohibited
to patients in their end-stage of life when death is inevitable
and when medical resuscitation for the patient is useless and
misplaced. In Islamic jurisprudence, the issues of euthanasia
and brain death have been considerably discussed and it seems
there is no clear rule about DNR order as a medical issue;
so, decisions about it have been assigned to doctors and the
health care system.?’ In Iran, physicians are directly respon-
sible for deciding about the resuscitation of patients; however,
despite the informal and nonstandard prevalence of the DNR
order, there is no definitive conclusion about the legality of
this action and, at the moment, current law does not permit
its implementation; this has created many ambiguities for
the doctors, which may result in overlooking of the rights of
patients and their relatives, as well as causing error in perform-
ing the Islamic jurisprudence and religious laws.'®!"? in Iran,
because of our values and religious issues, we cannot follow
the guidelines of other nations; so, for reducing the conse-
quences of errors, more precise explanations are required.

Conclusion
Due to the positive attitude of doctors, confusion, and lack
of guidelines on ethical and legal standards toward DNR
order, precise guidelines should be developed based on
Islamic—Iranian culture. The implementation of these guide-
lines requires a comprehensive training for various groups,
including patients, doctors, nurses, other health workers,
health care and health system managers, and policy makers.
Because the sampling method was a stratified-quota
procedure, the sample may not represent the population of
doctors; so, it is recommended to undertake other investiga-
tions using a randomization method.
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