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Chapter 10 THE ETHICS OF 

RESUSCITATION 

 

Ethical Issues in Resuscitation 

The goals of resuscitation are to preserve life; restore health; relieve suffering; limit 
disability; and respect individuals’ rights, and privacy.  
Religious, ethical, legal, and cultural factors influence decisions about resuscitation.  
 

Policy Statement: 

It is the policy of SHA to provide the highest quality health care to all patients, with the 
objective of sustaining meaningful life and practicing within the highest ethical and 
medical standards. 
There is no ethical obligation to start or continue medical resuscitative care that does not 
contribute to patients quality of life; CPR (Cardiopulmonary Resuscitation) and other 
resuscitative measures may be withheld, if in the judgment of the treating physicians, an 
attempt would be futile, and the required steps have been fulfilled as listed in the 
procedure of this policy. 
 

Purpose: 

▪ To Facilitate and standardize care-giving decisions for the terminally and critically 
ill patients, regarding resuscitation procedures in situations of cardiac and/or 
respiratory arrest and other supportive therapy. 

▪ To ensure awareness of health care staff, throughout the Kingdom of Saudi Arabia 
about the moral and ethical aspects in providing resuscitation measures for 
terminally and critically ill patients. 

 

Scope: 

This policy encompasses all patients managed in the health facilities of the Kingdom of 
Saudi Arabia. 
This policy applies to all medical, dental, nursing, and other staff involved in the care of 
patients of Kingdom of Saudi Arabia. 
 

Definitions: 
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Critically ill patient: is defined as one having an acute life threatening illness. Critical 
illnesses are usually treated when there are some expectations of a meaningful life. A 
critical illness could progress to a terminal phase, or it could be the results of the natural 
progression of another terminal illness. 
Terminally ill patient: is defined as one having a debilitation condition which is considered 
to be medically incurable or untreatable and which can be expected to cause death. In 
situations involving “terminal illness”, it can be conducted that resuscitation would be of 
benefit to the patient since the institution of resuscitative measures, if successful, would 
only postpone the moment of death.  
Critical or terminal illness situations should be identified before, during or after one or 
more resuscitative measures have been initiated. 
 

No Cardiopulmonary Resuscitation/ No CPR:  

Identification of patients in this group will NOT lead to discontinuation of the medical and 
nursing care. Specific or palliative measures will be provided to the point of 
cardiopulmonary arrest. When this occurs, the patient is permitted to die without CPR. 
Generally these patients are suffering from a well-defined terminal or critical illness that 
is uniformly fatal, with or without continuing brain functions. When a patient identified 
in this category as “Do Not Attempt Resuscitation” this will lead to the elimination of all 
treatment modalities, which are classified under cardiopulmonary resuscitative 
measures. 
 

Code Status Physician Order:  

A specially designed form that will be used to currently document patient code status and 
contain the signature of the three physicians making the no CPR order. It will be the only 
valid document for code status and will be part of patient medical records. 
 

Do Not Attempt Resuscitation (DNAR): 

is given by licensed three physicians or alternative authority as per local regulation, and 
it must be signed and dated to be valid. In many settings, “Allow Natural Death” (AND) is 
becoming a preferred term to replace DNAR. The DNAR order should explicitly describe 
the resuscitation interventions to be performed in the event of a life-threatening 
emergency.  
 

Criteria For Not Starting CPR: 

While the general rule is to provide emergency treatment to a victim of cardiac arrest, 
there are a few exceptions where withholding CPR would be considered appropriate: 

▪ Situations would place the rescuer at risk of serious injury or mortal peril 
(exposure to infectious diseases). 

▪ Clinical signs of irreversible death (rigor mortis, dependent lividity, decapitation, 
transection, decomposition). 
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▪ A valid Physicians Orders for Do Not Attempt Resuscitation (DNAR). 
 

Procedure: 

Patient placement in the DNAR or No CPR status category requires identification, 
documentation and adherence to the following steps: 
1. Identification of a critical and terminal illness. 
2. A physical examination and statement describing the patient’s diagnosis, general 

conditions and prognosis must be documented in the medical record timed, dated 
and signed by primary physician, and two more physicians (either consultant or 
senior specialist). 

3. Patient, guardian and/or family must be informed by the primary physician or one 
of the other two physicians of the terminal nature of the illness. Simple and non-
technical language should be used to explain the situation and establish a level of 
understanding. The physician will indicate to the patient, guardian and/or family 
that further medical and intervention will not alter the inevitable outcome and will 
not lead to any beneficial results. 

4. Each physician will enter his/her evaluation in the medical records, and if agreeing 
with the proposed Code Status will sign the indicated area in the “DNAR or Code 
Status Order Form” 

5. Writing the code status on progress note or regular physician order forms is not 
sufficient evidence that all required steps and reviews has been undertaken. 
Changing patient code category requires the completion of the “DNAR or Code 
Status Form” as detailed above. All three signatures, names, stamps and doctor 
numbers must appear clearly in the indicated areas to validate the form. 

6. The completed form will be placed in the active section in front of patient’s file. It 
will remain valid for the length of the current hospitalization unless rescinded. 

7. Periodic review by primary physician and other two physicians is generally needed. 
Critical and acute situation will require a weekly review and updating the code 
status, other chronic and fatal terminal illness might require a monthly, or the 
condition is so advanced that no further reviews are required. The needed review 
frequency will be indicated on the code status form by marking the appropriate box. 

8. Any of the three physicians will provide and sign these periodic reviews. 
9. The determination of code status for any patient is purely a medical decision. It is 

the doctor’s duty to ensure that patients, guardians and/or families have a full 
understanding of the situation. 

10. When the primary or other two physicians has doubts about the acceptance or 
understanding of the situation by the patients, guardians and/or families who might 
still insist on doing CPR, after exhausting all efforts through further meetings and 
group discussion, a code status form will be signed and validated on the 
responsibility of the treating physicians. 

 
  


