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Introduction: Only a few studies from Arab Muslim countries address do-not-resuscitate (DNR) practice. The knowledge of physicians about
the existing policy and the attitude towards DNR were surveyed. Objective: The objective of this study is to identify the knowledge of the
participants of the local DNR policy and barriers of addressing DNR including religious background. Methods: A questionnaire has been
distributed to Emergency Room (ER) and Intensive Care Unit (ICU) physicians. Results: A total of 112 physicians mostly Muslims (97.3%).
About 108 (96.4%) were aware about the existence of DNR policy in our institute. 107 (95.5%) stated that DNR is not against Islamic.
Only (13.4%) of the physicians have advance directives and (90.2%) answered they will request to be DNR if they have terminal illness.
Lack of patients and families understanding (51.8%) and inadequate training (35.7%) were the two most important barriers for effective DNR
discussion. Patients and families level of education (58.0%) and cultural factors (52.7%) were the main obstacles in initiating a DNR order.
Conclusions: There is a lack of knowledge about DNR policy which makes the optimization of DNR process difficult. Most physicians
wish DNR for themselves and their patients at the end of life, but only a few of them have advance directives. The most important barriers
for initializing and discussing DNR were lack of patient understanding, level of education, and the culture of patients. Most of the Muslim
physicians believe that DNR is not against Islamic rules. We suggest that the DNR concept should be a part of any training program.
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about the DNR area in most of the Arab and Muslim countries,
and the attitude of Muslim physicians for DNR is not very well
known in spite of the presence of Fatwa (a legal opinion or
ruling issued by an Islamic scholar).*! Our institute is one of
the few hospitals in Saudi Arabia with a formal DNR policy,

INTRODUCTION

Cardiopulmonary resuscitation (CPR) initially called
the closed-chest cardiac massage was first introduced by
Kouwenhoven in 1960.01 CPR became mandatory for all

hospitalized patients suffering from cardiac arrest.’ Later
on, the use of CPR for all patients was questioned due to
low survival rate and poor neurological outcome,”! and
the concept of do-not-resuscitate (DNR) for terminally ill
patients became part of medical practice; however, it was
always one of the most difficult decisions to be made by
physicians.

Many barriers existed when in regards to DNR orders
including; lack of knowledge about DNR decision making,
physicians being uncomfortable in opening the discussion with
the patient or his family,! and religious and cultural differences
among physicians and patients.>”) There is a lack of research
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which has been in effect since 1998.

A questionnaire has been distributed among ER and Intensive
Care Unit (ICU) physicians as they are mostly dealing with
patients in critical medical illnesses who are more likely to
develop cardiopulmonary arrest.
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The survey was designed in an attempt to identify the attitude,
the religious belief, advance directives of the participating
physicians and possible barriers, and obstacles in addressing
DNR status of the patients.

Objectives

We observed substandard practice of DNR concept in our
institute and some conflicts are occasionally rising between
physicians themselves and with the family or patients
regarding DNR order initiation, discussion, documentation,
and post-DNR measures.

This questionnaire is meant to identify the knowledge
of the participating physicians about the existing local
policy and guidelines of DNR order as part of the medical
practice.

We are also aiming to identify possible barriers and obstacles
for practicing DNR concept which might improve the process
of initiating DNR order and managing patients who were
labeled as DNR.

The impact of Islamic religion and personal belief on the
attitude of physicians toward DNR order were also included
together with the advance directives of the participating
physicians.

MetHops AND DESIGN

Settings and statistical analysis

Our institute is a 1200-bed tertiary care center and teaching
hospital located in Riyadh, Kingdom of Saudi Arabia and
affiliated with King Saud Bin Abdulaziz University for Health
Sciences.

This questionnaire has been distributed either manually or by
E-mail to 154 physicians, 71 physicians from ER department
and 41 physicians from ICU department. The response rate
among all physicians was 73%.

The answers to the questionnaire were collected, tabulated,
and analyzed using IBM, SPSS software Version 22 (property
of IBM Corp. 1989, 2013 Chicago IL, USA).

Data were analyzed regarding frequencies and descriptive
statistics, and the results are expressed as percentages.

Questionnaire

The data collected included demographics [Appendix 1] (age,
sex, religion, income, specialty training, and years of
experience), awareness about the DNR policy, advance
directives of the participants, and the importance of guidelines
and training in the concept of DNR.

Ethical approval
The protocol of the study has been approved by the Internal
Review Board.

Local policy guidelines for do-not-resuscitate
There are no existing National guidelines for DNR in the KSA;
every hospital has its own local guidelines; however recently,

there is ongoing project by MOH to establish a National policy
for DNR for MOH and non-MOH hospitals, yet to be approved
by the Saudi Health Council.

The policy concerning DNR order for terminally ill patients
in our institute has been established based on fatwa (a legal
opinion or ruling issued by an Islamic scholar) number
12086, dated June 30, 1988, Ethics of the Medical Profession,
2" edition (2003) by Saudi Commission for Health Specialties
and approved as per the Joint Commission International
standards (2000).

Three physicians, including the attending, another consultant,
and a staff physician, should sign the DNR order electronically
in the electronic healthcare system after discussion with the
family or the patient, in which the system will flag the patient
automatically as DNR, and the order will be valid for 6 months.
Recently, a new goals of care form has been developed which
will be signed by the patient or his surrogate.

In case of conflict between the family/patient and the physician,
the issue might be escalated to the ethics committee which will
address the matter further.

If the patient is labeled DNR, no CPR, ICU admission,
intubation, or inotropic support will be offered to the patient;
however, all other modalities of treatment might be given
including support and comfort care.

ResuLts

A total of 112 physicians participated in this questionnaire.

Demographics features of the participants are shown in Table 1.
71 (63.4%) of the responders were ER physicians and 41 (36.6)
were ICU physicians. 73.2% of all the participants were males
and 26.8% were females with the age ranging from 24 to 60 years
with the mean of 33.06 + 7.90 standard deviation (SD), 59.8% are
married and 39% are single and the Majority 97.3% are Muslim
religion. among the participants 86.6% consider themselves
reasonably religious, 8.9% nonreligious and 4.5% very religious.

Among 112 participants 99 (88.3%) revealed their income
and 13 (11.7%) refused to reveal their income. The
majority of those who revealed their income (81.8%) earn
25,000-100,000 USD/year and (18.2%) earn more than
100,000 USD/year.

The working hours of the participants range from
24 to 52 h/week with a mean of 36.33 + 8.26.

The years of experience ranging from 1.0 to 23.0 years with
the mean of 5.72 + 5.31

History of specialty training showed 89 (79.5%) are trained in
ICU/ER and 23 (20.5%) did not have formal specialty training
in ICU/ER.

The position of the participants was as follows: 19 (17%) were
attending, 28 (25%) ICU/ER staff, 63 (56.3%) residents and
fellow in training, and 2 (1.8%) interns.
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45 (40.2%) were eligible to initiate DNR order, and 67 (59.8%)
were not entitled to initiate DNR order.

Nationality distribution of the participants is shown in [Table 2].

Table 1: Demographic data of the participants

Participants (n=112) Frequency (%) Range  Mean=SD
Specialty
ER 71 (63.4)
ICu 41 (36.6)
Sex
Males 82 (73.2)
Females 30 (26.8)
Age 24-60 33.06+7.90
Marital status
Married 67 (59.8)
Single 45 (40.2)
Religion
Muslim 109 (97.3)
Catholic 1(0.9)
Ignostic 2 (1.8)
Religious status
Religious 97 (86.6)
Very religious 5(4.5)
Nonreligious 10 (8.9)
Annual income
(99 participants)
25,000-100,000 USD 81 (81.8)
100,000-160,000 USD 18 (18.2)
Working hours/week 24-52 33.06+7.90
Years of experience 1-23 5.72+5.31
ICU/ER training
Trained 89 (79.5)
Not trained 23 (20.5)
Position
Attending 19 (17)
Staff 28 (25)
Resident/fellow 63 (56.3)
Intern 2 (1.8)
Entitled for DNR order
Entitled 45 (40.2)
Not entitled 67 (59.8)

ICU: Intensive Care Unit; SD: Standard deviation; DNR: Do-not-resuscitate;
ER: Emergency Department

Table 2: Nationality distribution among participants

Among the participants, 108 (96.4%) were aware about
existence of DNR policy in our institute but (67%) did not read
the policy and (54.5%) were not familiar of the electronic form
of DNR in our hospital electronic healthcare system.

As per our DNR policy, 3 physicians including the attending,
one other consultant and one staff should sign the electronic
form to be legally flagged in the system. 80 participants
(71.4%) believed that three physicians are needed to complete
the DNR order, but 35 (31.2%) thought that the DNR order
should be made only by Intensivist and 13 (11.6%) stated that
DNR should be made by any competent physician.

The validity of DNR in the system as per our policy should be
6 months, however, only 67 (59.8%) of the participants knew
the correct answer.

Atotal of 70 participants (62.5%) answered that family/patient
approval of DNR is not a must, and 77 (68.8%) did not know
what the policy is stating and what would be the right action
in case if the family or the patient refuses the DNR order, and
there is a conflict between the family and the medical staff.

About 109 (97.3%) participants responded that DNR is not
against their religious believes and 107 (95.5%) stated that DNR
is not against Islamic rules, however, only 52 (46.4) participants
were aware about Islamic decree (Fatwa) about DNR.

Almost half of the participants (54.4%) were never involved
in discussing DNR with patients/family.

The majority of the participants (85.7%) preferred to open
the discussion of DNR by asking about the understanding of
patient’s illness and medical condition.

Of the participants who were actually involved in the
discussion of DNR, the average time they spent was 14.3 min
with range of 10-25 min and (44.6%) were not comfortable
during discussion.

The barriers and obstacles for opening DNR discussion are
summarized in Table 3, and more than one answer was allowed
for these questions.

After completion of DNR process, there was an agreement
among participants that patients labeled as DNR should not
receive CPR but may receive antibiotics, intravenous fluid,
comfort care, and analgesics. There were conflicting answers
for other invasive therapy as shown in [Table 4].

Nationality Frequency (%) For an interpretation that “DNR means no care, the majority of
Saudi Arabia 88 (78.6) participants (83.9%) disagree about that statement, but almost
Pakistan 7(6.3) half (57.1%) of the participants thought that DNR patients
Egypt 4(3.6) might deliberately receive substandard level of care.

UK 4 (3.6 .

USA 423 61 Despite the fact that there was agreement that DNR
Canada 2(1.8) is a reasonable action for a dying patient there was no
Syria | (0'9) agreement on withholding and withdrawing of life-sustaining
Czech Republic 1(0.9) measures [Table 4].

Yemen 1(09) Only 62% of the participants were aware of applying the
Total 112 (100.0) concept of futile treatment in addressing DNR and there were
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Table 3: Do-not-resuscitate barriers and obstacles

n (%)
DNR barrier
Lack of patient family understanding 58 (51.8)
Inadequate training 40 (35.7)
Lack of time 14 (12.5)
This is not my job 13 (11.6)
Weak palliative care in my hospital 8(8.0)
I feel the patient will be neglected 7(6.3)
Language barrier 7(6.3)
It is against my religious beliefs 2 (1.8)
DNR obstacles
Patient/family level of education 65 (58.0)
Cultural 59 (52.7)
Religious 11(9.8)
Policy 4(3.6)

DNR: Do-not-resuscitate

Table 4: Knowledge about interventions postcompletion of
do-not-resuscitate order

Intervention Yes, n (%) No, n (%)
Admission to ICU 56 (50.0) 56 (50.0)
Inotropic support 50 (44.6) 62 (55.4)
Intubation 37(33.0) 75 (67.0)
CPR 5(4.5) 107 (95.5)
IVFs 110 (98.2) 2(1.8)
Analgesics 111 (99.1) 1(0.9)
Antibiotics 110 (98.2) 2(1.8)
Comfort care 108 (96.4) 4(3.6)
Withholding 55(49.1) 57 (50.9)
Withdrawal 43 (38.4) 69 (61.6)

IVFs: Intravenous fluids; CPR: Cardiopulmonary resuscitation;
ICU: Intensive Care Unit

variations among participants in defining the term “futile
treatment”.

There was an agreement to a great extent about the importance
of training during residency for DNR concept, the presence of
clear guidelines, educational programs involving the nurses in
the decision, and presence of emotional counseling and support
services for the staff.

However, (78.5%) of the participants were not aware
about the presence of ethics committee in our institute
nevertheless (88.3%) were not willing to use them in DNR
context.

Surprisingly, only (13.4%) of the physicians have advance
directives, but (86%) of them believes that every patient should
have advance directives.

The physicians were asked that if they developed a terminal
illness what course of action would they choose for themselves
and (90.2%) answered that they will request to be placed as
DNR, but they were not certain about ICU admission and
being put on ventilators.

Two-thirds of the participants stated that they answered this
survey because they appreciate the quality of life rather than
the value of life.

Discussion

Results of this study revealed that some interesting information
on the knowledge and attitudes of physicians toward DNR. One
interesting finding is that almost half of the participants were
never involved in discussing DNR with patients or family and
this is probably due to the fact that 83% of the responders in
our study were registrars and residents and fellows in training.
Our results were similar to other studies from Saudi Arabia and
Portugal,'*!* which indicate that there is a need for developing
a structured residency program curriculum to address resident
skills in end-of-life care, and the DNR concept should be part
of any training programs.

The compliance of documentation of DNR order in our
institute is not up to the optimum.[*! In spite of the presence
of local policy and guidelines since 1998 in our institute, the
findings of this study revealed that most of the physicians
are aware about the existence of such policy; two thirds
of the physicians did not read the detailed policy which
raise the question about the efficacy of DNR practice in our
institute. One study from Saudi Arabia,!'® found that when
considering DNR, physicians in Saudi Arabia shared with
their counterparts in the West in many features, notably caring
about dignity of the patient, but were also concerned about the
religious and the legal stand; however, he related this issue to
the absence of clear local policies and guidelines, and in our
study, a clear policy is available in our institute, and religion
was not a factor of concern.

The perception of the physicians participated in this survey
about their advance directives and DNR at the end of their lives
was similar to what has been found by other researchers, one
being from Saudi Arabia,!'>!718] as most of the physicians are
in favor of having a DNR order for themselves if they acquire
a terminal illness. Majority of the physicians prefer the DNR
order to be a physician-directed decision, yet they believe that
every patient should have advance directives; however, few of
the participating physicians have advance directives. Should it
be concerning that doctors continue to provide high-intensity
care for terminally ill patients but personally forego such care
for themselves at the end of life? There was a concern among
participants that DNR patients might receive substandard level
of care. This concern was also shown in other studies.!"” This
highlights the importance of defining the goal of care post-DNR
order. Religion (Islam in our study) was not a limiting factor in
addressing DNR. Almost all participating physicians (97.3%)
stated that DNR is not against their religious beliefs compared
to (66.8) in one study done by Saeed et al. where the religious
aspects of end-of-life care among 461 Muslim physicians in
the US and other countries;?” were studied. However, only
52 (46.4%) of the participants were aware about the Committee
for Islamic Research and Issuing Fatwa in Saudi Arabia issued
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Fatwa (decree) No. 12086 on 28/3/1409 (1989) based on
questions raised using resuscitative measures.

In comparison, one survey done among outpatients, participants
expressed divided opinions regarding the association of
religion (namely, Islam) with the DNR order, 34.4% endorsing
its agreement with Islamic regulations, 34.3% pointing to
disagreement, and 31.3% expressing neutrality on the issue.?"!

However, the Islamic religion like other religions shares the
controversy about other aspects of end of life decisions as
withholding, withdrawal, organ donation, and euthanasia.?>4

In the opinion of the participating physicians in this study
culture, the patients’ and families’ level of education and lack
of understanding and inadequate training of physicians were
the main barriers and obstacles for initiation and completion of
DNR orders. These findings were similar to two more studies
from Saudi Arabia.?>2¢!

Culture as an obstacle for DNR decisions was also proved to be
a crucial factor in the western culture as shown in ETHICUS,
SUPPORT, and ETHICATT studies.>272]

It seems that more efforts are needed to increase patients’
and their families’ awareness regarding the meaning of a
DNR order which will improve the physicians-patients’
communication about such extremely critical issues.

Limitations of the study

1. Small sample size, single-center including only ICU and
ER physicians and no comparison made for some concern
of tagging one specialty for the knowledge of DNR policy

2. The study does not highlight the DNR practice in other
centers that lack DNR policy.

Strength

The current study has elucidated the state of awareness
regarding the DNR order among the physicians in training in
our hospital.

CONCLUSIONS

DNR practice is a very important part of medical practice,
currently, the knowledge of the physicians about an existing
DNR local policy and guideline is not optimal. Most of the
physicians do want DNR for themselves in case of terminal
illness. The main barriers for initializing and discussing DNR
were patient culture and lack of understanding, but Islam as a
religion was not a barrier in addressing DNR.

The awareness about the policy, utilization of the ethics
committee, training for junior physicians, national programs
for the public, and defining the goals of care post-DNR are
principal factors for improvement.

Further studies should be multicentered involving physicians
from all different specialties, nationalities, and religions from
different Arab countries. Variation will highlight the barriers
for DNR practice and help in better implementation of DNR
orders in this region of the world.
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APPENDIX
Appendix 1: A survey regarding do-not-resuscitate among Intensive Care Unit/ER- doctors

This questionnaire has been developed to assess the attitudes of ICU/ER physicians toward DNR. Your completing the
questionnaire will acknowledge your consent to participate in this study. The information will be kept confidential.

Please circle the appropriate number or check for each question.

Date questionnaire filledin: ~ /  / Reference no.
1. Do you have DNR (NO CODE) policy in your hospital? Yes No
2. Did you read the DNR policy? Yes No
3. Are you familiar with the DNR form in BESTCARE system? Yes No
4. Who should decide about DNR on arrival to ICU/ER?

MRP Intensivist ICU/ER physician Any competent Physician
5. How many physicians needed to complete DNR order 1 2 3 4
6. The validity of DNR order 1 month 3 months 6 months 1 year
7. Isit a MUST that the patient or his family approve DNR? Yes No
8. Do you know the policy if the family REFUSE DNR Yes No
9. DNR is against my religious believes Yes No
10. DNR is against Islamic rules and believes Yes No
11. I am aware of the “Islamic Fatwa regarding DNR Yes No
12. DNR patients can be (check applicable):

- Admitted to ICU -- Intubated -- Start on inotropic support

- Undergo CPR -- Given IV Fluid -- Given analgesics
13. DNR patients should receive comfort measures Yes No
14. DNR means NO CARE

Strongly Strongly

agree Agree Uncertain Disagree disagree
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How many times did you discuss DNR status with a patient/family

-0
-1-3
4-8
>0

. How to open discussion of DNR with patient/family

Ask about their understanding of patient’s illness
Explain what DNR is

Ask if they know what DNR is

Discuss the patient’s medical problem

On average, how much do you spend in discussing DNR status
0 — 5 minutes

6-10

>10

Not done before

. How comfortable are you in discussing DNR status with patient/family?

Very comfortable
Somewhat comfortable
Not comfortable

. What are the possible barriers to your effective DNR discussion with patient/family

Lack of time

Inadequate training

Lack of patient/family understanding
This is not your job

It is against my religious beliefs

I feel the patient will be neglected
Weak palliative care in my hospital
Other: specify

. In your opinion, what do you think the OBSTACLE to initiate DNR

Religious

Cultural

Patient/family level of education
policy

. Do you believe that DNR would mean that the patient will receive substandard level of care?

Yes
Maybe
No

. Do you think training during residency will improve the ability to discuss DNR? Yes No
. Should nurses be involved in DNR decision? Yes No
. Do you have advance directives Yes No
. Do you believe every patient should have advance directives Yes No

. If you have terminal illness or illness with futile treatment what do you want for yourself?

DNR
Full support
In principle, you believe the following actions in a dying patient are acceptable:
Strongly Strongly
agree Agree Uncertain Disagree disagree
Withholding life-saving treatments 5 4 3 2 1
Withdrawing life-saving treatments 5 4 3 2 1
DNR 5 4 3 2 1
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. How do you define “futile treatment?” (Circle the best choice)

1. 0-1% chance of surviving
2. Requirement of continuous ICU treatment
3. Maintenance of a persistent vegetative state
4. Ineffective in achieving the desired outcome
5. Inability to provide the physiologic effect of a treatment
6. Other (specify)
29. Do you use the concept of “futile treatment” in addressing DNR? Yes No
30. Are clinical ethics committees presenting in your hospital to help with DNR orders?
Yes No Uncertain
31. Ifyes, do you use them in DNR context?
Always Often Sometimes Rarely Never
5 4 3 2 1
32. Do you currently have guidelines for end of life decisions in your ICU/ER?
Yes No Uncertain
1 2 3
33. If not, do you think such guidelines would be helpful?
To a great extent Not at all
5 4 3 2 1
34. Would you be willing to use professionally developed guidelines?
To a great extent Not at all
5 4 3 2 1
35. Do you think educational programs could change your practices for DNR?
To a great extent Not at all
5 4 3 2 1
36. Does your ICU/ER have emotional counseling/support services for its staff?
Yes No Uncertain
37. Do you think your ICU/ER should have such a program?
Yes No Uncertain
38. If you were diagnosed as having a terminal illness, would you want:
Definitely Probably Probably Definitely
yes yes Uncertain not not
1. To go into ICU? 5 4 3 2 1
2. To undergo CPR? 5 4 3 2 1
3. To be put on a ventilator? 5 4 3 2 1
39. You answered the above questions as you did because of the importance of the value of life (being 5) or the quality
of life (being 1)?
Value of life Quality of life
5 4 3 2 1
40. Your age:
41. Yoursex: 1. Male 2. Female
42. Your marital status: 1. Married 2. Single 3. Separated/divorced 4. Widowed
43. Your religion: 1. Muslim 2. Protestant 3. Jewish 4. Catholic 5. Other (specify)
44. You consider yourself: 1. Non-religious 2. Religious 3. Very religious
45. Your gross annual household income is:
1. Less than 100,000 SR;
2. 100,001-200,000 SR;
3. 200,001-400,000 SR;
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46.
47.
48.
49.
50.

51.
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4. 400,001-600,000 SR;
5. More than 600,00 SR

You can refuse to answer this question if you believe it is too personal.

Country of medical training:

Have you had special training in ICU/ER?
Number of years practicing in ICU/ER:

Average hours per week clinically in the ICU/ER:

Your role in ICU/ER is:

1. consultant

2. Asso/assiss/staph phys

3. Resident or fellow physician

4. Intern

5. student

6. other

You are entitled for DNR orders ICU/ER patients:

1.Yes 2.No

1.Yes, 2.No
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