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Abstract 
” Do not resuscitate” order (DNR) is issued to avoid cardio-pulmonary resuscitation 

(CPR) in situations when it becomes futile. Like any other medical procedure, it is based on 

the “maximum benefit – minimum risk” principle, on one hand, while also respecting the 

patient's autonomy and dignity. However, the DNR orders may be influenced by the urgency 

of the situation and the patient's inability to decide. The COVID-19 pandemic poses 

additional challenges for the decision- making process regarding resuscitation. The number of 

those who need intensive care is increasing daily and, implicitly, of the situations in which it 

is necessary to make decisions regarding resuscitation.  In the meanwhile, health systems 

across the world are overwhelmed, lacking equipment, and medical staff. Doctors are facing 

the situation when they should assume, with a great moral burden, the responsibility for the 

DNR decision, taken unilaterally, by a pragmatic approach, justified by the potential wasting 

of time and resources, and exposure to the virus. Such a paternalistic approach ignores the 

patient's view on his/her own treatment, depriving him/her of the right to autonomy. 

However, when the alternative is death, whatever the risk, it should be accepted. It becomes a 

problem to determine the extent and conditions of such a decision. The international data on 

the DNR decisions taken by doctors and the criteria on which they were based are analyzed in 

the article. The authors conclude that when it is difficult to resuscitate all patients, and the 

DNR decision is ethically unacceptable, creating a protocol dedicated to the state of crisis, 

which would protect both doctors and patients is of critical importance. 

 

Keywords: resuscitation, decision, patient, COVID-19 pandemic 

 

Ethical framework of the CPR and DNR orders 

Cardiopulmonary resuscitation, like any other clinical procedure, is based on 5 

principles: respect for patient’s autonomy, intention to act for the benefit of the patient, 

intention not to harm the patient, respect for patient's dignity and sincerity in dialogue with 

the patient. However, these principles are influenced by the urgency of the situation in which 

CPR must be performed and by the patient's inability to make a decision. It turns out that 

there may be situations in which CPR would act against the patient’s interests, or would be 

completely useless, given the severe pathology of the patient. CPR may also determine 

physical injuries- such as rib fractures (Boland et al., 2015) or neurological/mental problems- 

such as coma or mental decline (Chan et al., 2012). On the other hand, according to the 

patient's right to medical care, resuscitation is mandatory, regardless of the circumstances. 

The result is a conflict between the patient's right to autonomy and patient’s right to medical 

care. 

In 1995, a group of researchers have established the basic principles of DNR 

guidelines (Fukaura et al., 1995). Those principles regarded the steps to be taken when 

making such a decision, as well as recommendations once the decision was made. Diving into 



Ethical Aspects of “Do Not Resuscitate” Orders in the Context of the Covid-19 Pandemic 
 

62 
 

them, it is worth reminding that unless a DNR order indicates otherwise, it is presumed that 

life-sustaining interventions, including CPR, will be provided. This is stipulated by the 

patient’s right to obtain reasonable care and treatment. But above all, there are the wishes of 

an informed patient who can make decisions that should be the primary consideration in the 

DNR decision given that the patient's right to autonomy is one of the basic principles of 

medical ethics. The physician has the responsibility of informing adequately the patient or 

his/her surrogate about the diagnosis and the therapeutic options. Based on the information 

provided by the physician, the patient or his/her surrogate should make an informed decision. 

The patient has the right to give an informed consent, and to do so he/she needs to be 

provided all the necessary information. The discussion between the health professionals, 

patients, and patient surrogates while making a DNR decision has to be clear, in a language 

accessible to the patient. Once the decision was made, it will be mentioned in the patient’s 

medical file by the physician responsible for the patient’s care. It is however not definitive. 

The DNR order can and should be subject to change, should any changes in the patient’s 

medical condition occur, that resulting in a shift in circumstances and a different outcome of 

CPR, if it will be required. The patient’s own opinion regarding DNR might change with 

their condition. If the order is to be renewed or changed in any way, this aspect must be 

mentioned immediately in the patient’s medical file. If the situation does not change, the 

DNR order does not mean the abandonment of the patient or that the measures for the relief 

of their suffering will be limited. Therefore, palliative care must be provided all the way up 

until the end. 

 

The legal status of the DNR orders worldwide 

The DNR order is applied to avoid performing cardio-pulmonary resuscitation in 

situations where it would be futile. Even before the COVID-19 pandemic, the issuance of this 

order was a controversial topic.  

A legal basis for it has only been established by the countries where bioethics is a 

well-studied field, such as the United States, Great Britain, Canada, France, Japan, or Taiwan.  

In the UK, CPR is presumed in the event of a cardiac arrest unless a DNR order is in 

place. The patient who has capacity may decline CPR based on explanation provided by the 

physician. Patients may also appoint a proxy for the decision-making process by means of an 

advance directive, which is commonly referred to as 'living will'. However, the patients and 

their relatives cannot ask for CPR which the doctor believes is futile. In this situation, the 

physician has the duty to act in the patient’s best interest, based on their clinical judgment.  

In the US each state accepts different forms of DNR orders. Therefore, if a patient has 

a living will, providing that the patient does not wish CPR, which does not have a properly 

filled out state-specific form, Emergency Medical Services may attempt resuscitation.  

In Japan, a patient may decline CPR by means of a “Do Not Attempt Resuscitation” 

(DNAR) order. DNAR orders are currently used in Japan although they are not legally 

regulated. More, Japanese doctors and nurses are frequently involved in the decision-making 

process for the DNAR orders (Nakagawa et al., 2017).  

 

DNR orders in the context of the COVID-19 pandemic 

The pandemic with the new Sars-CoV-2 virus has put healthcare systems around the 

world under enormous pressure. First of all, hospitals have been facing a steady flow of 

patients in big numbers. Secondly, there is the problem of insufficient equipment, both 

protective (e.g. gloves, masks, gowns) and functional (e.g. intubation equipment). And 

probably the most serious problem raised by the pandemic is the medical staff crisis. For 

example, according to New York Presbyterian Hospital, a single anesthetist could perform up 

https://en.wikipedia.org/wiki/Cardiac_arrest
https://en.wikipedia.org/wiki/Advance_directive
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to 13 intubations per night, across the entire hospital, not just in the Emergency Department 

(Fins, 2021).  

In addition to physical overwork, a no less important aspect is the exposure of 

medical staff to infection, given the large number of patients they come in contact with and 

the invasive procedures they perform. During the intubation of a patient with acute 

respiratory failure caused by COVID-19, the virus has a high risk of aerosolization, 

increasing its infectiousness. Thus, in Spain, at the time of April 2020, 18.5% of the medical 

employees were infected with the new virus (Red Nacional de Vigilancia Epidemiológica, 

2020). 

Furthermore, in addition to the high degree of danger it poses to physicians, the 

effectiveness of CPR itself is debatable. According to statistical data from Wuhan by early 

April 2020, only 2.9% of patients with COVID-19 and cardiac arrest who underwent 

resuscitation survived (Shao, 2020). At the same time, a study by the UK National Center for 

Intensive Care Auditing and Research on 690 COVID-19 patients assessed the 30-day 

survival rate of patients intubated in intensive care units as 49.9% and mortality of patients 

over 70 years - 68.1% (ICNARC, 2020). Given these data, a marked increase in the 

frequency of DNR orders is expected, but these decisions are often made unilaterally by 

doctors, based on the patient's general condition, age, and associated diseases. As it was the 

case, for example, in South Wales, where vulnerable patients received only a letter informing 

them that they would not be resuscitated (Griffith, 2020).  

Indeed, from a strictly pragmatic point of view, transposing the real data in the 

analysis of the ratio between Risk (R) and Benefit (B), by creating an R / B equation, doctors 

making unilateral DNR decisions would be acceptable, when the benefit is virtually zero, the 

risk would be infinite. This would mean wasted time and protective equipment, and medical 

staff unreasonably exposed to the virus. But whatever the risk, it can be accepted when the 

alternative is death. In addition, such an approach is a paternalistic one, tending to ignore the 

patient's opinion on his/her own treatment, therefore denying them the right to autonomy. The 

result is a conflict between the principles of medical ethics and the brutal reality faced by the 

medical institutions during the pandemic. 

None of the extremes is a viable solution. On one hand, trying to resuscitate all 

patients in serious condition caused by the COVID-19 pandemic is difficult, or sometimes 

even impossible, due to staff and equipment limitations. On the other hand, the DNR decision 

taken unilaterally by the doctor is ethically unacceptable. It becomes critical to create a 

balanced protocol to support this state of crisis. In order to create such a protocol, the 

situations when the DNR order can be applied must be established. The first such situation 

would be when the patient or their surrogate has made an informed decision to refuse 

resuscitation in case of cardio-respiratory arrest. The patient or their surrogate could also 

have followed the doctor's recommendation to refuse CPR by informed assent. And finally, 

the decision could be taken unilaterally by the physician in extreme cases where resuscitation 

would be completely unnecessary (situation rarely encountered before the pandemic) (Curtis, 

2007). 

A well-formulated informed consent would allow the doctor to take responsibility, 

with the approval of the patient or his/her family, for a DNR decision, if the resuscitation 

would not subsequently allow a quality of life acceptable to the patient. However, we must 

also keep in mind that, in pandemic conditions, the situation in which the patient has 

managed to make a decision on his/her own resuscitation can be quite rare, and determining 

his/her family to make a decision is usually difficult because of the psychological burden that 

accompanies such a decision. To determine what is "acceptable" to the patient, and to address 

the issue of resuscitation, the American Medical Association provides a set of instructions. 

According to them, the first step would be establishing the patient's values and goals, 
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followed by a brief description of the role of resuscitation (how, when, and what for?) and 

reaching agreement between the family and physician (AMA, 2020).  

In Romania, there are no legal provisions concerning the DNR orders. The state 

guarantees each citizen the right to health and stipulates the continuation of treatment until 

complete recovery or improvement of the patient’s condition (Romanian Parliament, 2003) 

and aims to raise the patient’s quality of life (Romanian Parliament, 2006). In this context, 

stopping therapeutic maneuvers resulting in the death of the person can easily be classified as 

a crime, no matter if tacitly or overtly manifested desire of the patient. This is an unfortunate 

situation, in the context in which until December 8, 2020 in Romania there were 524,675 

confirmed cases of COVID-19 infection, of which 12,660 were deaths (INSP, 2020). 

Respectively, there could have theoretically been many situations requiring a DNR decision 

to be made. 

 

Conclusions  

The COVID-19 pandemic called for the need to review some of the approaches 

considered mandatory so far. In the circumstances imposed by the pandemic, the question of 

whether or not to apply CPR appears before doctors every day, and answers are needed. 

Establishing a legislative basis for making such decisions can help considerably in getting out 

of this crisis situation, of course, while respecting fundamental values and ethical principles. 
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