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ABSTRACT
Objectives  To conduct a scoping review to 
explore the evidence of the process of do not 
attempt cardiopulmonary resuscitation (DNACPR) 
decision-making.
Methods  We conducted a systematic search 
and review of articles from 1 January 2013 to 
6 April 2023 within eight databases. Through 
multi-disciplinary discussions and content 
analytical techniques, data were mapped onto a 
conceptual framework to report the data.
Results  Search results (n=66 207) were screened 
by paired reviewers and 58 papers were included 
in the review. Data were mapped onto concepts/
conceptual framework to identify timing of 
decision-making, evidence of involvement, 
evidence of discussion, evidence of decision 
documented, communication and adherence 
to decision and recommendations from the 
literature.
Conclusion  The findings provide insights 
into the barriers and facilitators to DNACPR 
decision-making, processes and implementation. 
Barriers arising in DNACPR decision-making 
related to timing, patient/family input, poor 
communication, conflicts and ethical uncertainty. 
Facilitators included ongoing conversation, 
time to discuss, documentation, flexibility 
in recording, good communication and a 
DNACPR policy. Challenges will persist unless 
substantial changes are made to support and 
promote examples of good practice. Overall, the 
review underlined the complexity of DNACPR 
decision-making and how it is a process shaped 
by multiple factors including law and policy, 
resource investment, healthcare professionals, 
those close to the patient and of central 
importance, the patient.

INTRODUCTION
Cardiopulmonary resuscitation (CPR) 
offers the potential to save a person’s life, 
but in reality, the likelihood of success 
is generally low for both in-hospital and 
out-of-hospital cardiac arrest.1–4 Many 

people tend to overestimate the effective-
ness of the practice and may not be aware 
of the potential for significant injury to 
the recipient which, in turn, may deprive 
the person of a dignified death.5 6 Injuries 
may include rib fractures, sternal frac-
tures, as well as cardiac, pulmonary or 
intra-abdominal organ injuries.7–9 Given 
the potential for serious consequences, it 
is necessary to ensure that the decision-
making process reflects the person’s 

WHAT WAS ALREADY KNOWN
	⇒ There is significant variability in do not 
attempt cardiopulmonary resuscitation 
(DNACPR) decision-making and 
implementation.

	⇒ DNACPR decision-making can be affected 
by the cultural and ethical backgrounds of 
decision-makers.

	⇒ It is shown that many of the barriers to 
DNACPR decision-making have been 
relatively consistent over the past decade.

WHAT ARE THE NEW FINDINGS
	⇒ Timing and equality in relationships 
between medical practitioners, patients 
and those close to patients are essential.

	⇒ Decision-making can be affected by legal 
concerns, economic issues, availability of 
resources/technologies and perceptions 
regarding the patient’s quality of life.

	⇒ Appropriate and timely communication 
is vital in discussing diagnosis, prognosis 
and preferences of each individual patient.

WHAT IS THEIR SIGNIFICANCE
	⇒ Evidence is needed across a wider 
variety of healthcare settings, particularly 
residential care settings.

	⇒ There is a need to explore the potential 
role of technology in health literacy and 
facilitating informed decision-making on 
resuscitation status.

	⇒ Investment in facilitators of good 
practice is required (training, professional 
development) to enhance communication 
skills.
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wishes and is effective and appropriate. The initiation 
of the do not attempt cardiopulmonary resuscitation 
(DNACPR) decision-making process may occur when 
there is clinical evidence that CPR would be futile, 
that resulting harm would outweigh potential benefits 
or if a patient refuses CPR treatment. DNACPR deci-
sions do not however involve decisions about acute 
life-saving treatments.10 In addition to clinical consid-
erations, the decision-making process is underpinned 
by human rights and respect for decision-making 
capacity. From a human rights perspective, rights such 
as the right to life, the right to be free from inhuman 
and degrading treatment, and the right to autonomy 
should guide the DNACPR decision-making process. 
In relation to mental capacity, one must assume that all 
adults can make their own decisions unless a capacity 
assessment shows otherwise. Based on this framework, 
national guidelines and policies have been developed 
across countries which describe the context, setting and 
process for informed decision-making for DNACPR 
decisions. However, evidence on the decision-making 
process is lacking and variations exist across cultures, 
countries and health conditions. In this respect, the 
focus of this paper is to conduct a scoping review 
to explore the evidence of the process of DNACPR 
decision-making.

METHODS
A scoping review was chosen to present a broad under-
standing of the area and to map the available litera-
ture relevant to the research questions in a manner 
not restricted by study quality or design.11 Scoping 
reviews plot publications by classifying constituents 
of the literature, such as design of the study, popula-
tion, setting, intervention, theoretical or conceptual 
framework, aspects of importance and results. This 
leads to an understanding of the extent and gravity of 
the literature. Within this scoping review, the meth-
odological framework by Arksey and O'Malley11 was 
used. This involved a six-step process: (a) identifying 

the research question; (b) identifying relevant studies; 
(c) study selection; (d) charting the data; (e) collating, 
summarising and reporting the results and (f) consulting 
with stakeholders to inform and/or validate study find-
ings. Results are conveyed by means of a narrative in 
addition to tables.11 12

Identifying the research question
To meet the aim of this review, the authors addressed 
the following questions: (a) timing of decision-making, 
(b) evidence of involvement, (c) evidence of discussion, 
(d) evidence of decision documented, (e) communica-
tion and adherence to decision and (f) recommenda-
tions from the literature.

Identifying relevant studies
A wide range of search terms were used to identify the 
breadth of literature. This process included the use of 
the integrated database thesaurus, open search terms 
and Boolean operators. Searches were completed using 
thesaurus terms search, title or abstract searches, and 
the subsequent combination of search strings (table 1). 
Eight electronic databases were searched: Academic 
Search Complete, CINAHL, Cochrane, EMBASE, 
MEDLINE, PsycINFO, Scopus and Web of Science.

Study selection
Search results (n=66 207) were uploaded to Covi-
dence where duplicates were removed (n=26 709), 
and screening was conducted against the inclusion 
and exclusion criteria (table 2). The selection process 
first reviewed titles/abstracts (n=39 498) followed by 
a full-text review (n=102). The screening process was 
conducted by paired reviewers and the search process 
is shown in a Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA) flow diagram13 
in figure 1 and the review was reported in line with the 
PRISMA extension for Scoping Reviews Checklist.14 
Full-text review resulted in 44 papers being excluded 
and 58 being included in this review.

Table 1  Search terms: Medline

S1 (MH ‘decision making’) OR (MH ‘clinical decision-making’) OR (MH ‘decision making, organisational’) OR (MH ‘decision making, shared’)
S2 TI (implementation or evidence based practice) OR AB (implementation OR evidence based practice)
S3 TI (do not attempt resuscitation OR do not attempt cardiopulmonary resuscitation OR do not resuscitate OR not for resuscitation OR 

resuscitation order OR cardiopulmonary resuscitation OR resuscitation OR resus OR CPR OR DNACPR OR DNAR OR resuscitation plan OR 
DNR order OR NFR OR DRN OR allow natural death)
OR
AB (do not attempt resuscitation OR do not attempt cardiopulmonary resuscitation OR do not resuscitate OR not for resuscitation OR 
resuscitation order OR cardiopulmonary resuscitation OR resuscitation OR resus OR CPR OR DNACPR OR DNAR OR resuscitation plan OR 
DNR order OR NFR OR DRN OR allow natural death)

S4 (MM ‘Resuscitation Orders’) OR (MM ‘Resuscitation+’) OR (MM ‘Cardiopulmonary Resuscitation+’)
S5 S1 OR S2
S6 S3 OR S4
S7 S5 AND S6
AB, abstract search; CPR, cardiopulmonary resuscitation; DNACPR, do not attempt cardiopulmonary resuscitation; DNAR, do not attempt resuscitation; 
DNR, do not resuscitation; DNR, do not resuscitation; MH, Search the exact MeSH subject heading; searches both major and minor headings; MM, 
Searches the exact MeSH subject heading; searches just for major headings; NFR, not for resuscitation; TI, title search.
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Charting the data
A narrative outline and tables are used to present 
the data from this review. Data were charted into a 
data extraction table (online supplemental table 1) 
addressing the key questions identified to meet the aim 

of the review along with author, year, title, country, 
aim of study, methodology and limitations. To assist 
in plotting the data, a content analysis process was 
conducted by paired reviewers following the steps of 

Table 2  Inclusion and exclusion criteria

Inclusion criteria Exclusion criteria

All types of study to be included.
Participants to include any healthcare professional.
Participants to include patients/surrogate decision-makers.
Intervention—any type of intervention for decision-making or 
implementation.
Any type of outcome to be included.
Published from 1 January 2013 to 6 April 2023.

Must report decision-making of DNACPR orders.
Abstract/conference proceedings, editorials, letters, discussion papers, opinion 
pieces or commentaries, individual case studies.
Pre 2013 publications.
Non-English-language publications.

DNACPR, do not attempt cardiopulmonary resuscitation.

Figure 1  Preferred Reporting Items for Systematic Reviews and Meta-Analyses flow diagram.
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Colorafi and Evans15: (1) create a coding framework, 
(2) add codes and memos, (3) apply the first level of 
coding, (4) categorise codes and applying the second 
level of coding, (5) revise and redefine codes, (6) add 
memos, (7) visualise data and (8) represent the data.

Collating, summarising and reporting the results
The findings of this review were charted, collated, 
summarised and reported based on the researchers’ 
analysis of the papers that met the review criteria. 
This was a flexible approach to analysis that allowed 
for ordering, coding, categorising and summarising of 
data to be presented under the six questions identified 
to meet the aim of the review and make recommenda-
tions to inform health service policy and research.

Consulting with stakeholders to inform or validate study 
findings
The importance of integrating expert consultation 
within the scoping review process is emphasised, but 

often this step is overlooked.12 16 An expert group 
from the Health Service Executive (HSE) in Ireland 
provided consultation into the process of searching 
(terms), interpretation (results), presentation (findings) 
and recommendations (policy/education/research) for 
this scoping review and acted as a research steering 
group.

RESULTS
Study characteristics
Of the 58 studies that were included in this scoping 
review, 36 were quantitative, 19 qualitative and 3 
mixed methods in design (table  3). The range of 
studies spanned across 20 individual countries, and 
one study was conducted in the Middle East region 
and one in both the USA and the UK (table 3). The 
highest number of studies were conducted in the UK 
and in Taiwan (n=9, 15.5%), with multiple studies 
in most countries (n=46, 79.3%) and only one study 

Table 3  Study characteristics

Type of study Study

Quantitative (n=36) 16–18 20–22 24–26 28–35 42 44–46 48 51 53 55 56 58–61 64 65 68 70 72–74
Qualitative (n=19) 19 23 36–41 43 49 50 52 54 57 62 63 66 67 69

Mixed methods (n=3) 27 47 71

Country of origin Study

United Kingdom (n=9). 18 24 25 41 47 49 50 58 71
Taiwan (n=9). 21 33–36 61 63 65 68
Switzerland (n=6). 19 23 26 29 44 54
United States of America (n=6). 51 59 62 66 70 73
Saudi Aribia (n=5). 20 48 56 64 72
Netherlands (n=3). 22 39 45
Australia (n=2) 40 74
Canada (n=2). 32 67
Sweden (n=2). 43 46
Bahrain (n=1). 65
China (n=1). 69
Denmark (n=1). 42
Hawaii (n=1). 55
Iran (n=1). 53
Ireland (n=1). 27
Israel (n=1). 58
Japan (n=1). 28
Jordan (n=1) 60
Korea (n=1) 30
Middle East (n=1) 31
New Zealand (n=1) 57
USA and UK combined (n=1) 52
Argentina, Australia, Austria, Barbados, Belgium, Brazil, Brunei, 
Canada, Colombia, Cuba, Denmark, France, Germany, Greece, Hong 
Kong, Hungary, Iceland, India, Ireland, Israel, Italy, Japan, Lebanon, 
Malaysia, Malta, Netherlands, New Zealand, Norway, Pakistan, 
Poland, Puerto Rico, Saudi Arabia, Singapore, South Africa, South 
Korea, Spain, Sri Lanka, Sweden, Switzerland, Taiwan, UAE, Uganda, 
USA (n=1)

17
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in 12 countries (20.7%). In one study, Gibbs et al17 
spanned across 43 countries in total and was counted 
separately.

Timing of decision-making
It is acknowledged that there is a need to make 
DNACPR decisions, as soon as possible in a patient’s 
admission,18 as part of a timely process19 and for this 
to be commenced as early as possible after a diagnosis 
of an incurable disease.20 There is a lack of clarity as 
to when the right time is for decisions to be made 
within the admission-to-discharge journey. Discus-
sions were held in the emergency department,21 
admission period,22 23 after admission,24 within 48 
hours of admission,25 within 72 hours of admission26 
or following admission secondary to their life-limiting 
illness.27 More broadly, Abe et al,28 Becker et al29 
and Choi et al30 identify DNACPR decisions within 
the hospitalisation period, while Abe et al28 identified 
9.2% of discussions as occurring during an outpatient 
visit. Typically, end-of-life issues were identified as 
being discussed prior to becoming severely ill,31 being 
informed of a poor prognosis and/or referred for 
palliative care,32 having 4–6 months to live,33 disease 
progressed to terminal stage,34 last week of life,35 
health deteriorated,36–39 person moving to a residen-
tial setting,39 at a care plan meeting39 and inpatient 
discharge.38

Physicians have a direct influence on the timing 
of DNACPR discussions,33 and the ideal timing of a 
DNACPR discussion may differ between patients.40 
Timing was influenced by patients’ perceived under-
standing that they are, or will be, dying.41 However, 
the attitudes of patients and physicians may differ 
regarding both the decision-making authority and 
the timing of the DNACPR decision.42 Generally, 
patients did not consider DNACPR or found it hard 
to think about when their physical condition was 
good.36 However, conversations need to be held when 
the patient is healthy,34 they need to be ongoing so a 
process occurs over time rather than as a single event,43 
yet standardising the timing and format of DNACPR 
discussion to fit hospital culture may distress patients.40

Evidence of involvement
Patient involvement in the decision-making process 
was reported between 33% and 55% of the time; 
33%,28 48%,22 52.8%44 and 55.8%.45 Almost half 
of the respondents in one study reported that it was 
not likely that the patient would be involved in the 
decision on DNACPR46; while in another study 66% 
of decisions were made by the medical team without 
asking the patient or those close to the patient.26 
DNACPR decisions were dominated by the belief that 
patient inclusion is often pointless.19 Patients’ mental 
or cognitive function was seen as the most important 
barrier to their involvement in resuscitation deci-
sions.47 Other reasons for lack of involvement were 

down to physicians’ abilities to communicate with 
patients/surrogate decision-makers about DNACPR 
decision-making; 15% of physicians prefer to discuss 
the topic only if the patients/surrogate decision-makers 
bring it up.33 Only a minority of participants (9.3% of 
junior paediatricians vs 12.5% of senior paediatrician) 
reported that they would be comfortable discussing 
DNACPR with parents.48 General practitioners felt 
they should discuss the decision with the patient, but 
they have anxieties around this.41 Patients who were 
cared for by a family medical physician prior to death 
at last hospitalisation and those who had received 
hospice palliative care were more likely to have signed 
a DNACPR letter of intent.35 Getting to know the 
patient and developing a rapport are crucial factors in 
feeling confident to have the DNACPR conversation.49

Doctors acknowledged the need to involve patients 
and/or those close to the patient in resuscitation deci-
sions, but there were occasions when this did not occur. 
Doctors hold varying perspectives about what involve-
ment requires.50 General practitioners vary widely in 
how much they guide patients and those close to the 
patient in decision-making41; 69% of resident physi-
cians who were unwilling to offer a DNACPR recom-
mendation stated that the need for patient autonomy 
prevented them from providing guidance.51 Nonethe-
less, many CPR/DNACPR conversations are charac-
terised by a nudging communicative approach where 
the physician pushes patients to their recommenda-
tion, despite the belief that conversations should be as 
neutral as possible.19 Discussions with the patient or 
those close to the patient from a goal-of-care perspec-
tive took place with a focus on comfort care without 
explicitly mentioning resuscitation.52

Evidence of discussion
There was evidence of discussion with either the 
patient or those close to the patient in 68.7% of cases.25 
For most documented DNACPR conversations, it was 
unclear however who had initiated the discussion and 
how the decisional power was shared.42 Practice was 
influenced by observation of other health professionals 
communicating DNACPR decisions with patients.49 
Most patients and caregivers had already thought about 
DNACPR in anticipation or preparation of having this 
discussion with the healthcare provider32; with only 
37.5% of them having DNACPR knowledge. DNACPR 
knowledge had a significant relationship with age and 
educational level53; 57% of practitioners reported that 
providing information to the patient was important 
and 21% stated that this was likely to happen.46 There 
were differences between nurses and physicians, 
regarding participation by and information to patients 
and those close to the patient.46 Among practitioners, 
46.7% of respondents reported they were likely, or 
very likely, to share prognostic information.51 Where 
the risks and outcomes of CPR were discussed, they 
were provoked by the patient’s misunderstanding of 
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a question or uncertainty.54 Patients’ desires related 
to the seriousness of an imagined or future medical 
state32; culture and religion are factors that can influ-
ence decision making,17 55 56 76.2% of physicians rated 
the influence of religion on code status decisions and 
82.9% of physicians rated the influence of culture.29 
Religion plays a role in making DNR decisions for 
58.3%31 and the importance of comfort during dying 
was a priority for 45.3%.31 A clear distinction was 
evident between countries in which there is a culture 
of patient autonomy and those where the personal 
rights of the individual are viewed as less important. 
Similarly, religion was a clear factor in the decision in 
countries with strong religious majorities.17 55 56

Doctors described feeling under pressure to have 
discussions about resuscitation with all patients soon 
after their admission. They acknowledged what a 
sensitive topic resuscitation could be and the difficulty 
in having such discussions with patients and those 
close to the patient whom they had never met before.50 
Patient characteristics can inhibit conversations; these 
include engaging with younger patients, anxious 
patients, those who find it difficult to discuss their 
future and end-of-life issues, patients with an unre-
alistic view of their disease and those who have not 
come to terms with their prognosis.38 Factors affecting 
DNACPR conversations included patient acceptance, 
how well a rapport had been established and finding a 
time when there were less interruptions.49 The setting 
for the discussions was felt to be a barrier due to issues 
such as lack of privacy and the difficulty in finding 
appropriate time.47 Practitioners may not discuss 
resuscitation decisions if they believe that it would 
be distressing or the person lacks capacity47; general 
practitioners feel they should discuss the decision with 
patients who have capacity but are fearful of removing 
hope.41 Patients themselves favoured having time to 
discuss their decision with medical staff and family 
and recognised that this decision could change over 
time and because of altered circumstances, according 
to the progression of their disease.40 Factors that influ-
enced the decision were the wish for a natural death, 
advanced age and a realistic awareness about the 
consequences of resuscitation.57

Evidence of decision documented
Evidence of decisions being documented varied from 
19% to 93.9% in the studies that presented percent-
ages (93.9%,28 92.3%,25 91.2%,45 70.9%,58 60%,42 
57%–64%,59 21.2%44 and 19%22). Coleman et al24 
reported DNACPR decisions recorded and Khalaileh60 
identified DNACPR orders in nursing notes. However, 
medical orders respecting DNACPR were not docu-
mented in 71.9% of patients' records.53 There was a 
23.7% disagreement between preference given and 
documented code status in the medical electronic 
chart.29 For 40% of patients with an advance directive, 
their preference did not match the documented code 

status.29 Signing of forms varied, with 56.35% person-
ally signing,35 23% of the surrogates signing,21 11.3% 
signed by either residents or family surrogates.61 
No patient with a DNACPR order provided written 
informed consent by themselves.30 Healthcare profes-
sionals thought it important that the care team would 
be informed of the decision and that the decision would 
be clearly documented46 and 87% worked in a hospital 
where there was a method for communicating deci-
sions to their medical colleagues.17 Physicians asked 
those close to the patient to sign the DNACPR order, 
to confirm that they had seen or approved it,39 but 
mostly felt it was their professional decision and did 
not want to burden those close to the patient.39 81% 
preferred a coding system to a written statement60 and 
it was recommended that the form for recording the 
instructions on DNACPR should be flexible enough to 
accommodate a spectrum of possibilities.40

Communication and adherence to decision
Communication and adherence to the DNACPR deci-
sion were influenced by understanding and awareness, 
the decision maker(s), policy and guidelines, and the 
options and resources available. There is a need for 
clear direct communication and validation of whether 
the patient and the caregiver understand the impli-
cations of DNACPR32 62; where an awareness video 
was used people said they did not want intubation.59 
Training and background of healthcare professionals 
were significant factors affecting the interpretation 
of the term no code DNACPR.31 When physicians 
were determining the DNACPR status for a patient, 
conflicts were reported at a higher rate (62.4%).29 
Within the specific population of intellectual disability, 
choking is seen as an accident and should be treated as 
a non-natural death, implying that the person should 
be resuscitated even if a DNACPR order had been 
issued [6139]. When the patient was absent from the 
DNACPR discussion, decisions were made by those 
close to the patient based on discussion with the physi-
cian28 or by a senior doctor, with a consultant coun-
tersignature.25 However, if patients and those close to 
the patient would not accept a DNACPR order, CPR 
was given till the patient’s death based on the appli-
cable law36; where patients expressed their agreement 
clearly, the DNACPR order was adhered to in order 
to respect their autonomy.63 Of note was that 50% 
of physicians stated that it is unimportant to review 
the DNACPR order periodically and that there is no 
need to undo it for any reason.64 There was a strong 
emphasis on the need for a clear DNACPR policy 
with 98%,65 94%,17 74%60 of their samples reporting 
the need for policy and that there should be legisla-
tion regarding DNACPR.65 It is recognised that there 
are substantive differences in the design of hospital 
code status options which may contribute to known 
variability in end-of-life care and treatment intensity 
among USA hospitals66 and data supports the idea that 
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clinicians followed the recommendations to initiate 
treatment limitation conversations.24 However, ethical 
attitudes toward DNACPR decision-making reflect 
hospital policy regarding prioritisation of autonomy 
over best interests,52 and resources such as ethics 
consultation should be used.67

Recommendations from the literature
The recommendations can be categorised under head-
ings to include the content and timing of the DNACPR 
discussion, the influence of healthcare professionals, 
the role of patient autonomy, the place of the family 
in decision-making, training and professional develop-
ment, and procedural elements. On the issue of timing, 
the early initiation of DNACPR discussions was recom-
mended by Abe et al,28 Cheng et al,21 Coleman et al24 
and Einstein et al.51 Proactive discussion35 can allow 
the person to fully participate in the decision30; it 
also ensures that familiar healthcare professionals are 
involved in the conversation.49 To be effective, these 
discussions require protected time32 and should be 
held in an appropriate environment.19 23 For decisions 
involving children, Liu et al37 highlight that doctors 
and nurses need to sensitively explain the pros and 
cons of signing a DNACPR form and patiently wait 
for parents to assimilate the information so as not to 
rush to a final decision. Moaed et al58 noted that clar-
ification of DNACPR status allows timely planning of 
the best treatment for actively dying children, thereby 
facilitating the avoidance of futile and unnecessary 
medical treatment. This may also help to reduce the 
psychological stress imposed on medical and other 
staff treating the dying child.58

Healthcare professionals have a significant role in 
initiating63 and facilitating discussions between care-
givers, patients and those close to the patient.63 While 
there is faith placed in the doctor’s own view,32 this 
may be shaped by their views on autonomy.28 44 60 
Bedulli et al19 indicated that patient’s wishes would 
need to be a priority. This reflects the right of self-
determination43 and needs to be protected.68 Decisions 
are not to be made in the abstract, they require that 
the patient be appropriately informed.45 54 Ramages 
and Cheung57 highlight the importance of educating 
people as to the potential outcomes of resuscitation, 
and exploring and documenting their reasoning when 
discussing resuscitation preferences so that their wishes 
can be respected. The need for patient involvement is 
further underlined by Hadley49; DNACPR decisions 
that do not include agreement from patients or those 
close to the patient and operate instead on multidisci-
plinary team agreement is likely to be unsuccessful and 
inappropriate. Familiarity with DNACPR decisions 
may not be consistent across all multidisciplinary team 
members,53 but team meetings can build confidence 
and support difficult end-of-life decisions.41 Although 
there is concern about the impact of these discussions 
on the patient, Low et al38 demonstrated that most 

patients deal with these discussions much more posi-
tively than staff anticipate.

In addition to providing information to the patient, 
Alsaati et al,20 Alwazzeh et al64 and Ding et al69 recom-
mend that healthcare professionals also provide an 
explanation of DNACPR decisions to those close to 
the patient. This can help avoid misunderstandings, 
avoid stress on those close to the patient and create a 
better atmosphere for communication. In a UK-based 
study, it was noted that resuscitation decisions are often 
made by the healthcare professionals in charge of the 
patient’s care, with the views of close relatives consid-
ered.47 In contrast, a Bahrain-based study conducted 
by Ismail et al65 found that involving those close to the 
patient in DNACPR decisions was socially and cultur-
ally unacceptable from an Islamic perspective. Instead, 
it was recommended that doctors make the decision as 
a team and keep those close to the patient informed.36

Several papers highlighted the need for structure 
surrounding the discussion of the DNACPR decision. 
For instance, Ahmed et al32 identified a need for an 
organised evidence-based approach to guide difficult 
discussions. Binder et al70 set out that framing these 
discussions as an example of informed consent may be 
an effective strategy to educate people and to improve 
the quality of the discussion. The need for greater 
awareness of the roles in DNACPR decision-making 
and the timing of the decision have been highlighted 
by Saltbæk et al,42 while Taubert et al71 highlight that 
discussions about CPR and DNACPR need to be more 
routine and meaningful.

Communication difficulties have been shown 
to be a barrier to DNACPR discussion.19 On this 
point, Sterie et al23 highlight that there is a need for 
communication training regarding the involvement of 
patients in conversations about goals of care. Commu-
nication issues may also be overcome using patient 
videos which can facilitate discussion of resuscitation 
options.29 Becker et al29 also recommended the use 
of communication workshops focusing on exploring 
patients’ values and goals of care. The need to improve 
communication was a recurring topic across the papers 
examined. Aljohaney and Bawazir72 recommended an 
evidence-based curriculum providing instruction for 
improving discussion and Chen et al,33 35 Einstein et 
al,51 El Sayed et al67 and Fan and Hsieh36 all highlight 
the need for training to enhance communication skills.

Communication issues may be overcome through 
the use of patient videos which can facilitate discussion 
of resuscitation options.29 El-Jawahri et al59 recom-
mended a video decision support tool. This tool can 
inform patients’ preferences regarding CPR and intu-
bation and increase physician–patient conversations 
on these topics in the inpatient setting.35 Videos, apps 
and websites were identified by Taubert et al71 as a 
way of facilitating understanding. A prognosis-focused 
discussion aid brochure has been proposed to improve 
patient-provider dialogue, with the potential to also 
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improve prognostic awareness.73 Sritharan et al74 and 
Chen et al33 both draw attention to the need for educa-
tion and training on legal and ethical issues for health-
care professionals. This training could clarify matters 
relating to resuscitation documentation, support 
decision-making and promote the early discussion of 
a patient’s care goals.74 On the issue of administration 
and procedure, Khalaileh60 recommended that a stan-
dard DNACPR form be kept in the patient’s medical 
record. It has also been proposed that the documen-
tation of a DNACPR decision should be flexible, 
allowing for the doctor to provide a written narra-
tive and to summarise the patient’s understanding of 
treatment choices and prognosis.40 The use of elec-
tronic documentation for DNACPR was addressed by 
Harrington et al25 who noted that this is complex and 
that effective implementation requires the construc-
tion of systems that enable high-quality record keeping 
and timely communication.

DISCUSSION
The concept of autonomy is central to many of the 
clinical, legal and ethical challenges, which arise in the 
context of end-of-life decisions.75 76 This is not a homo-
geneous concept as the ethical basis for autonomy is 
varied, and there are a multitude of perspectives on 
autonomy.77 It is therefore not surprising that the 
literature demonstrated considerable divergence on 
the exercise of patient autonomy and related compo-
nents. The findings from this review highlight that 
both timing and equality in the relationship between 
medical practitioners and their patients/those close to 
the patient are essential.78 It is this relationship that 
enables an open conversation and dialogue to occur 
thereby facilitating the DNACPR decision-making 
process.35 Medical practitioners are expected to 
share information, knowledge and clinical decisions 
with their patients to help patients and those close 
to the patient to come to an informed decision. This 
process should encompass discussing the pros, cons 
and options in a way that will not provoke anxiety 
or conflict between the relevant parties. This demon-
strates positive regard for patient choices and, accord-
ingly, emphasises respect for patient autonomy as a 
revered principle in contemporary bioethics.77 79

The review drew attention to how DNACPR 
decision-making can be affected by cultural consid-
erations and the ethnicity of decision-makers, along 
with other factors, such as religion, legal concerns, 
economic issues, availability of resources/technologies 
and perceptions of patient’s quality of life.80 Variations 
can be found across countries and, for some, involving 
the patient and those close to the patient in decision-
making is socially and culturally unacceptable. In these 
countries, doctors make the decision and keep those 
involved informed. Appropriate and timely commu-
nication with the patient, those close to the patient 
or surrogate decision-maker is vital in discussing a 

patient’s diagnosis, prognosis, preferences and quality 
of life in making the right decisions for the individual 
patient.81 82 In discussions, practitioners must consider 
the patient’s knowledge, values and preferences in 
reaching a consensus.35 83 Such an approach reinforces 
the move towards personalised medicine, where the 
care provider–patient relationship has changed from 
medical paternalism to an autonomy-based relation-
ship, in which patient participation in decision-making 
is a responsibility.84 What is evident is that variations in 
understanding, application and process exist and that 
conversations remain an important part of decision-
making. These conversations need to be framed using 
a person-centred approach, conversing with individ-
uals about what matters most to them in their care 
and identifying their ideas and wishes.85 A recent 
development has occurred in Wales where a compe-
tency framework is being developed by health boards, 
trusts and partner organisations to support healthcare 
professionals in receiving appropriate training and 
preparation to discuss, complete and sign DNACPR 
forms.86 In addition, a quality improvement project 
looking at improving DNACPR documentation in 
Wales showed that the introduction of a new national 
form resulted in clearer documentation of discussions 
held with patients and those close to the patient and 
documented reasons why and when conversations had 
not taken place.87

Strengths and limitations
While this review uses a methodological framework 
and reporting guideline, no quality appraisal was 
conducted, as the focus of this review was to update 
and map the evidence. Thus, this paper only offers 
a descriptive account of available information, and 
greater patient and public involvement opportunities 
for engagement may have strengthened the review 
through stakeholder involvement. Eight databases 
were searched, which can be seen as both a strength 
and a limitation in terms of the inclusion/exclusion 
of low-income and middle-income countries and the 
exclusion of secondary data.

CONCLUSION
The scoping review set out to highlight barriers and 
facilitators to DNACPR decision-making, processes 
and implementation. As part of this, the review 
concentrated on the timing of the decision, evidence of 
involvement, the nature of the discussion, documenta-
tion, communication and adherence to the DNACPR 
decision. The review highlighted that the issues arising 
under each of these headings are relatively consistent 
across jurisdictions. Moreover, these issues have proven 
consistent over time as demonstrated by a systematic 
review conducted by Mockford et al88 which reviewed 
data from January 2003 to July 2013. It may therefore 
be expected that these challenges will endure in a given 
jurisdiction unless substantial changes are made across 
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the DNACPR decision-making framework. This does 
not necessarily require wholesale change but should 
include an effort to identify, support and promote 
examples of existing good practices.

Barriers arising in DNACPR decision-making related 
to timing and time pressure, patient and family input, 
weaknesses in communication, as well as conflicts and 
ethical uncertainty. By contrast, the facilitators included 
ongoing conversation along with the time to discuss 
the decision, the documentation of the DNACPR 
decision, flexibility in recording instructions on the 
DNACPR form, resources to support communication 
and the existence of clear DNACPR policy. It is unfor-
tunate that the barriers were more prevalent than the 
facilitators of good practice; however, this did allow 
for multiple recommendations to be advanced. These 
are related to issues such as the content and timing of 
the DNACPR discussion, the influence of healthcare 
professionals, respect for patient autonomy, the place 
of the family in decision-making, training and profes-
sional development and procedural elements. Overall, 
the review underlined the complexity of DNACPR 
decision-making and how it is a process shaped by 
multiple factors including law and policy, resource 
investment, healthcare professionals, those close to the 
patient and, of central importance, the patient.

Acknowledgements  The authors would like to acknowledge 
the support and contribution of the Health Service Executive 
(HSE) DNACPR research project working group.

Contributors  OD: principal author involved in all aspects of the 
review and editing of the review. HD: post doctoral researcher 
involved in the study selection process, data extraction, data 
analysis and editing of the review. JL: project lead involved in 
all aspects of the review and editing of the review.

Funding  This work was funded by the Health Service Executive 
National Office for Human Rights and Equality Policy.

Competing interests  None declared.

Patient consent for publication  Not applicable.

Ethics approval  Not applicable.

Provenance and peer review  Not commissioned; externally 
peer reviewed.

Data availability statement  All data relevant to the study 
are included in the article or uploaded as supplementary 
information. All data pertaining to this review is available 
as published papers, supplementary files or included in this 
publication.

Supplemental material  This content has been supplied by the 
author(s). It has not been vetted by BMJ Publishing Group 
Limited (BMJ) and may not have been peer-reviewed. Any 
opinions or recommendations discussed are solely those of 
the author(s) and are not endorsed by BMJ. BMJ disclaims 
all liability and responsibility arising from any reliance placed 
on the content. Where the content includes any translated 
material, BMJ does not warrant the accuracy and reliability of 
the translations (including but not limited to local regulations, 
clinical guidelines, terminology, drug names and drug dosages), 
and is not responsible for any error and/or omissions arising 
from translation and adaptation or otherwise.

Open access  This is an open access article distributed in 
accordance with the Creative Commons Attribution Non 
Commercial (CC BY-NC 4.0) license, which permits others 

to distribute, remix, adapt, build upon this work non-
commercially, and license their derivative works on different 
terms, provided the original work is properly cited, appropriate 
credit is given, any changes made indicated, and the use is non-
commercial. See: http://creativecommons.org/licenses/by-nc/4.​
0/.

ORCID iDs
Owen Doody http://orcid.org/0000-0002-3708-1647
John Lombard http://orcid.org/0000-0003-2201-5441

REFERENCES
	 1	 Gräsner J-T, Herlitz J, Tjelmeland IBM, et al. European 

resuscitation Council guidelines 2021: epidemiology of cardiac 
arrest in Europe. Resuscitation 2021;161:61–79. 

	 2	 Gardiner R, Byrne L, Flaherty N, et al. In-hospital cardiac 
arrests: a study of incidence and outcomes. Ir Med J 
2021;114:465.

	 3	 Fennelly NK, McPhillips C, Gilligan P. Arrest in hospital: 
a study of in hospital cardiac arrest outcomes. Ir Med J 
2014;107:105–7.

	 4	 Yan S, Gan Y, Jiang N, et al. The global survival rate among 
adult out-of-hospital cardiac arrest patients who received 
cardiopulmonary resuscitation: a systematic review and meta-
analysis. Crit Care 2020;24:61. 

	 5	 Perkins GD, Griffiths F, Slowther A-M, et al. n.d. Do-not-
attempt-cardiopulmonary-resuscitation decisions: an evidence 
synthesis. Health Serv Deliv Res;4:1–154. 

	 6	 Burden E, Pollock L, Paget C. Quality of life after in-hospital 
cardiopulmonary resuscitation for patients over the age of 80 
years. Postgrad Med J 2020;96:186–9. 

	 7	 Hoke RS, Chamberlain D. Skeletal chest injuries secondary to 
cardiopulmonary resuscitation. Resuscitation 2004;63:327–38. 

	 8	 Koutserimpas C, Ioannidis A, Siaperas P, et al. Intra-abdominal 
hemorrhage following cardiopulmonary resuscitation: a report 
of two cases. Case Rep Emerg Med 2018;2018:5243105. 

	 9	 Miller AC, Rosati SF, Suffredini AF, et al. A systematic review 
and pooled analysis of CPR-associated cardiovascular and 
thoracic injuries. Resuscitation 2014;85:724–31. 

	10	 Freeman K, Field RA, Perkins GD. Variation in local trust 
do not attempt cardiopulmonary resuscitation (DNACPR) 
policies: a review of 48 English Healthcare trusts. BMJ Open 
2015;5:e006517. 

	11	 Arksey H, O’Malley L. Scoping studies: towards a 
methodological framework. Int J Soc Res Method 2005;8:19–
32. 

	12	 Levac D, Colquhoun H, O’Brien KK. Scoping studies: 
advancing the methodology. Implement Sci 2010;5:69. 

	13	 Page MJ, McKenzie JE, Bossuyt PM, et al. The PRISMA 2020 
statement: an updated guideline for reporting systematic 
reviews. BMJ 2021;372:n71. 

	14	 Tricco AC, Lillie E, Zarin W, et al. PRISMA extension for 
scoping reviews (PRISMA-SCR): checklist and explanation. 
Ann Intern Med 2018;169:467–73. 

	15	 Colorafi KJ, Evans B. Qualitative descriptive methods in health 
science research. HERD 2016;9:16–25. 

	16	 Westphaln KK, Regoeczi W, Masotya M, et al. From Arksey 
and O’Malley and beyond: customizations to enhance a 
team-based, mixed approach to scoping review methodology. 
MethodsX 2021;8:101375. 

	17	 Gibbs AJO, Malyon AC, Fritz ZBM. Themes and variations: 
an exploratory International investigation into resuscitation 
decision-making. Resuscitation 2016;103:75–81. 

	18	 Chang BKW, Matthews P. How is COVID-19 changing 
the ways doctors make end-of-life decisions. J Med Ethics 
2022;48:medethics-2022-108268:941–7.:. 

	19	 Bedulli M, Falvo I, Merlani P, et al. Obstacles to patient 
inclusion in CPR/DNAR decisions and challenging 
conversations: a qualitative study with internal 

P
rotected by copyright.

 on A
pril 13, 2024 at U

niversity of Lim
erick (U

L).
http://spcare.bm

j.com
/

B
M

J S
upport P

alliat C
are: first published as 10.1136/spcare-2023-004573 on 22 M

arch 2024. D
ow

nloaded from
 

http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-3708-1647
http://orcid.org/0000-0003-2201-5441
http://dx.doi.org/10.1016/j.resuscitation.2021.02.007
https://pubmed.ncbi.nlm.nih.gov/24834581
http://dx.doi.org/10.1186/s13054-020-2773-2
http://dx.doi.org/10.3310/hsdr04110
http://dx.doi.org/10.1136/postgradmedj-2019-136565
http://dx.doi.org/10.1016/j.resuscitation.2004.05.019
http://dx.doi.org/10.1155/2018/5243105
http://dx.doi.org/10.1016/j.resuscitation.2014.01.028
http://dx.doi.org/10.1136/bmjopen-2014-006517
http://dx.doi.org/10.1080/1364557032000119616
http://dx.doi.org/10.1186/1748-5908-5-69
http://dx.doi.org/10.1136/bmj.n71
http://dx.doi.org/10.7326/M18-0850
http://dx.doi.org/10.1177/1937586715614171
http://dx.doi.org/10.1016/j.mex.2021.101375
http://dx.doi.org/10.1016/j.resuscitation.2016.01.020
http://dx.doi.org/10.1136/medethics-2022-108268
http://spcare.bmj.com/


﻿10 Doody O, et al. BMJ Supportive & Palliative Care 2024;0:1–11. doi:10.1136/spcare-2023-004573

Qualitative & mixed methods

medicine physicians in Southern Switzerland. PLoS One 
2023;18:e0282270. 

	20	 Alsaati BA, Aljishi MN, Alshamakh SS, et al. The concept of do 
not resuscitate for the families of the patients at king Abdul-
Aziz University hospital. Indian J Palliat Care 2020;26:518–22. 

	21	 Cheng Y-H, Wang J-J, Wu K-H, et al. Do-not-resuscitate orders 
and related factors among family surrogates of patients in the 
emergency Department. Support Care Cancer 2016;24:1999–
2006. 

	22	 Hendriks VJJ, Faes MC, van der Meer JBL, et al. Shared 
decision-making in advance care planning among hospitalized 
older COVID-19 patients: a multicenter, retrospective cohort 
study. Aging Clin Exp Res 2022;34:3165–9. 

	23	 Sterie A-C, Weber O, Jox RJ, et al. Do you want us to try 
to resuscitate?": conversational practices generating patient 
decisions regarding cardiopulmonary resuscitation. Patient 
Educ Couns 2022;105:887–94. 

	24	 Coleman JJ, Botkai A, Marson EJ, et al. Bringing into focus 
treatment limitation and DNACPR decisions: how COVID-19 
has changed practice. Resuscitation 2020;155:172–9. 

	25	 Harrington L, Price K, Edmonds P. From paper to Paperless: 
do electronic systems ensure safe and effective communication 
and documentation of DNACPR decisions Clin Med 
2020;20:329–33. 

	26	 Chevaux F, Gagliano M, Waeber G, et al. “Patients' 
characteristics associated with the decision of “do not attempt 
cardiopulmonary resuscitation” order in a Swiss hospital”. Eur 
J Intern Med 2015;26:311–6. 

	27	 O’Brien H, Scarlett S, Brady A, et al. Do-not-attempt-
resuscitation (DNAR) orders: understanding and interpretation 
of their use in the hospitalised patient in Ireland. J Med Ethics 
2018;44:201–3. 

	28	 Abe A, Kobayashi M, Kohno T, et al. Patient participation 
and associated factors in the discussions on do-not-attempt-
resuscitation and end-of-life disclosure: a retrospective chart 
review study. BMC Palliat Care 2021;20:6. 

	29	 Becker C, Künzli N, Perrig S, et al. Code status discussions 
in medical Inpatients: results of a survey of patients and 
physicians. Swiss Med Wkly 2020;150:w20194. 

	30	 Choi J-Y, Kim S-W, Yoon S-J, et al. Impact of frailty on do-not-
resuscitate orders and Healthcare transitions among elderly 
Koreans with pneumonia. Clin Interv Aging 2018;13:2237–45. 

	31	 ur Rahman M, Abuhasna S, Abu-Zidan FM. Care of 
terminally-ill patients: an opinion survey among critical 
care healthcare providers in the Middle East. Afr Health Sci 
2013;13:893–8. 

	32	 Ahmed N, Lobchuk M, Hunter WM, et al. How, when and 
where to discuss do not resuscitate: a prospective study 
to compare the perceptions and preferences of patients, 
Caregivers, and health care providers in a Multidisciplinary 
lung cancer clinic. Cureus 2015;7:e257. 

	33	 Chen Y-Y, Su M, Huang S-C, et al. Are physicians on the 
same page about do-not-resuscitate? To examine individual 
physicians’ influence on do-not-resuscitate decision-making: 
a retrospective and observational study. BMC Med Ethics 
2019;20:92. 

	34	 Fan SY, Wang YW, Lin IM. Allow natural death versus do-not-
resuscitate: titles, information contents, outcomes, and the 
considerations related to do-not-resuscitate decision. BMC 
Palliat Care 2018;17:114. 

	35	 Chen R-Y, Li Y-C, Hsueh K-C, et al. Factors influencing 
terminal cancer patients’ autonomous DNR decision: a 
longitudinal statutory document and clinical database study. 
BMC Palliat Care 2022;21:149. 

	36	 Fan SY, Hsieh JG. The experience of do-not-resuscitate 
orders and end-of-life care discussions among physicians. Int J 
Environ Res Public Health 2020;17:6869:18.:. 

	37	 Liu S-M, Lin H-R, Lu FL, et al. “Taiwanese parents' experience 
of making a “do not resuscitate” decision for their child in 

pediatric intensive care unit”. Asian Nurs Res (Korean Soc Nurs 
Sci) 2014;8:29–35. 

	38	 Low C, Finucane A, Mason B, et al. Palliative care staff ’s 
perceptions of do not attempt cardiopulmonary resuscitation 
discussions. Int J Palliat Nurs 2014;20:327–33. 

	39	 Wagemans AMA, van Schrojenstein Lantman-de Valk HMJ, 
Proot IM, et al. Do‐Not‐Attempt‐Resuscitation orders for 
people with intellectual disabilities: dilemmas and uncertainties 
for ID physicians and Trainees. J Intellect Disabil Res 
2017;61:245–54. 

	40	 Olver IN, Eliott JA. Translating into practice cancer patients’ 
views on do-not-resuscitate decision-making. Cancers (Basel) 
2016;8:89. 

	41	 Miller S, Dorman S. Resuscitation decisions for patients 
dying in the community: a qualitative interview study of 
general practitioner perspectives. Palliat Med 2014;28:1053–
61. 

	42	 Saltbæk L, Michelsen HM, Nelausen KM, et al. Cancer 
patients, physicians, and nurses differ in their attitudes toward 
the decisional role in do-not-resuscitate decision-making. 
Support Care Cancer 2020;28:6057–66. 

	43	 Brännström M, Jaarsma T. Struggling with issues about 
cardiopulmonary resuscitation (CPR) for end‐stage heart 
failure patients. Scand J Caring Sci 2015;29:379–85. 

	44	 Hurst SA, Becerra M, Perrier A, et al. Including patients in 
resuscitation decisions in Switzerland: from doing more to 
doing better. J Med Ethics 2013;39:158–65. 

	45	 Schluep M, Hoeks SE, Endeman H, et al. A cross-sectional 
investigation of communication in do-not-resuscitate orders in 
Dutch hospitals. Resuscitation 2020;154:52–60. 

	46	 Pettersson M, Höglund AT, Hedström M. Perspectives on the 
DNR decision process: a survey of nurses and physicians in 
hematology and oncology. PLoS One 2018;13:e0206550. 

	47	 Holland CL, Bowker LK, Myint PK. Barriers to involving older 
people in their resuscitation decisions: the primary–secondary 
care mismatch highlights the potential role of general 
practitioners. Int J Clin Pract 2013;67:379–84. 

	48	 Aljethaily A, Al-Mutairi T, Al-Harbi K, et al. Pediatricians’ 
perceptions toward do not resuscitate: a survey in Saudi Arabia 
and literature review. Adv Med Educ Pract 2020;11:1–8. 

	49	 Hadley JM. Managing do not attempt cardiopulmonary 
resuscitation conversations in the community. Br J Community 
Nurs 2020;25:58–64. 

	50	 MacCormick FM, Emmett C, Paes P, et al. Resuscitation 
decisions at the end of life: medical views and the Juridification 
of practice. J Med Ethics 2018;44:376–83. 

	51	 Einstein DJ, Einstein KL, Mathew P. Dying for advice: code 
status discussions between resident physicians and patients 
with advanced cancer: a national survey. J Palliat Med 
2015;18:535–41. 

	52	 Dzeng E, Colaianni A, Roland M, et al. Influence of 
institutional culture and policies on do-not-resuscitate decision 
making at the end of life. JAMA Intern Med 2015;175:812–9. 

	53	 Goodarzi A, Sadeghian E, Babaei K, et al. Knowledge, attitude 
and decision-making of nurses in the resuscitation team 
towards terminating resuscitation and do not-resuscitate order. 
Ethiop J Health Sci 2022;32:413–22. 

	54	 Sterie A-C, Jones L, Jox RJ, et al. It’s not magic’: a qualitative 
analysis of geriatric physicians' explanations of cardio‐
pulmonary resuscitation in hospital admissions. Health Expect 
2021;24:790–9. 

	55	 Ariyoshi N, Nogi M, Sakai D, et al. Wanted and unwanted 
care: the double-edged sword of partial do-not-resuscitate 
orders. J Palliat Med 2018;21:143–8. 

	56	 Madadin M, Alsaffar GM, AlEssa SM, et al. Clinicians’ 
attitudes towards do-not-resuscitate directives in a teaching 
hospital in Saudi Arabia. Cureus 2019;11:e6510. 

	57	 Ramages M, Cheung G. Why do older people refuse 
resuscitation? A qualitative study examining retirement village 

P
rotected by copyright.

 on A
pril 13, 2024 at U

niversity of Lim
erick (U

L).
http://spcare.bm

j.com
/

B
M

J S
upport P

alliat C
are: first published as 10.1136/spcare-2023-004573 on 22 M

arch 2024. D
ow

nloaded from
 

http://dx.doi.org/10.1371/journal.pone.0282270
http://dx.doi.org/10.4103/IJPC.IJPC_228_19
http://dx.doi.org/10.1007/s00520-015-2971-7
http://dx.doi.org/10.1007/s40520-022-02281-y
http://dx.doi.org/10.1016/j.pec.2021.07.042
http://dx.doi.org/10.1016/j.pec.2021.07.042
http://dx.doi.org/10.1016/j.resuscitation.2020.08.006
http://dx.doi.org/10.7861/clinmed.2019-0450
http://dx.doi.org/10.1016/j.ejim.2015.04.003
http://dx.doi.org/10.1016/j.ejim.2015.04.003
http://dx.doi.org/10.1136/medethics-2016-103986
http://dx.doi.org/10.1186/s12904-020-00698-8
http://dx.doi.org/10.4414/smw.2020.20194
http://dx.doi.org/10.2147/CIA.S181400
http://dx.doi.org/10.4314/ahs.v13i4.5
http://dx.doi.org/10.7759/cureus.257
http://dx.doi.org/10.1186/s12910-019-0429-z
http://dx.doi.org/10.1186/s12904-018-0367-4
http://dx.doi.org/10.1186/s12904-018-0367-4
http://dx.doi.org/10.1186/s12904-022-01037-9
http://dx.doi.org/10.3390/ijerph17186869
http://dx.doi.org/10.3390/ijerph17186869
http://dx.doi.org/10.1016/j.anr.2013.12.002
http://dx.doi.org/10.1016/j.anr.2013.12.002
http://dx.doi.org/10.12968/ijpn.2014.20.7.327
http://dx.doi.org/10.1111/jir.12333
http://dx.doi.org/10.3390/cancers8100089
http://dx.doi.org/10.1177/0269216314531521
http://dx.doi.org/10.1007/s00520-020-05460-7
http://dx.doi.org/10.1111/scs.12174
http://dx.doi.org/10.1136/medethics-2012-100699
http://dx.doi.org/10.1016/j.resuscitation.2020.04.004
http://dx.doi.org/10.1371/journal.pone.0206550
http://dx.doi.org/10.1111/ijcp.12067
http://dx.doi.org/10.2147/AMEP.S228399
http://dx.doi.org/10.12968/bjcn.2020.25.2.58
http://dx.doi.org/10.12968/bjcn.2020.25.2.58
http://dx.doi.org/10.1136/medethics-2017-104608
http://dx.doi.org/10.1089/jpm.2014.0373
http://dx.doi.org/10.1001/jamainternmed.2015.0295
http://dx.doi.org/10.4314/ejhs.v32i2.22
http://dx.doi.org/10.1111/hex.13212
http://dx.doi.org/10.1089/jpm.2017.0144
http://dx.doi.org/10.7759/cureus.6510
http://spcare.bmj.com/


11Doody O, et al. BMJ Supportive & Palliative Care 2024;0:1–11. doi:10.1136/spcare-2023-004573

Qualitative & mixed methods

residents’ resuscitation decisions. Psychogeriatrics 2018;18:49–
56. 

	58	 Moaed B, Mordechai O, Weyl Ben-Arush M, et al. Factors 
influencing do-not-resuscitate status in children during last 
month of life: single institution experience. J Pediatr Hematol 
Oncol 2019;41:e201–5. 

	59	 El-Jawahri A, Mitchell SL, Paasche-Orlow MK, et al. A 
randomized controlled trial of a CPR and intubation video 
decision support tool for hospitalized patients. J Gen Intern 
Med 2015;30:1071–80. 

	60	 Khalaileh MA. Jordanian critical care nurses' attitudes toward 
and experiences of do not resuscitate orders. Int J Palliat Nurs 
2014;20:403–8. 

	61	 Tseng Y-P, Huang L-H, Huang T-H, et al. Factors associated 
with the do-not-resuscitate decision among surrogates of 
elderly residents at a nursing home in Taiwan. Int J Gerontol 
2017;11:95–9. 

	62	 Myers AL, Matthias MS. Nursing facility residents’ 
cardiopulmonary resuscitation decisions. Int J Older People 
Nurs 2020;15:e12344. 

	63	 Chiang CC, Chang SC, Fan SY. The concerns and experience 
of decision-making regarding do-not-resuscitate orders among 
caregivers in Hospice palliative care. Am J Hosp Palliat Care 
2021;38:123–9. 

	64	 Alwazzeh MJ, Aljoudi AS, Subbarayalu AV, et al. Knowledge 
gaps, attitudes, and practices regarding end-of-life medical care 
among physicians in an academic medical center. Electron J 
Med 2023;20:em463. 

	65	 Ismail M, Khashaba S, Elmusharaf K, et al. Misunderstanding 
of the term DNR in a middle-Eastern teaching hospital. BMB 
2015;37:88–91. 

	66	 Batten JN, Blythe JA, Wieten S, et al. Variation in the 
design of do not resuscitate orders and other code status 
options: a multi-institutional qualitative study. BMJ Qual Saf 
2021;30:668–77. 

	67	 El Sayed MF, Chan M, McAllister M, et al. End-of-life care in 
Toronto neonatal intensive care units: challenges for physician 
Trainees. Arch Dis Child Fetal Neonatal Ed 2013;98:F528–33. 

	68	 Chang H-T, Lin M-H, Chen C-K, et al. Nurses’ experiences 
and factors related to their attitudes regarding discussions 
with patients and family members about do-not-resuscitate 
decisions and life-sustaining treatment withdrawal: a hospital-
based cross-sectional study. Int J Environ Res Public Health 
2020;17:0. 

	69	 Ding C-Q, Jin J-F, Lan M-J, et al. Do-not-resuscitate decision 
making for terminally ill older patients in the emergency 
Department: an explorative, descriptive inquiry of Chinese 
family members. Geriatr Nurs 2021;42:843–9. 

	70	 Binder AF, Huang GC, Buss MK. Uninformed consent: do 
medicine residents lack the proper framework for code status 
discussions. J Hosp Med 2016;11:111–6. 

	71	 Taubert M, Norris J, Edwards S, et al. Talk CPR-a technology 
project to improve communication in do not attempt 
cardiopulmonary resuscitation decisions in palliative illness. 
BMC Palliat Care 2018;17:118. 

	72	 Aljohaney A, Bawazir Y. Internal medicine residents’ 
perspectives and practice about do not resuscitate orders: 
survey analysis in the Western region of Saudi Arabia. Adv Med 
Educ Pract 2015;6:393–8. 

	73	 McLawhorn VC, Vess J, Dumas BP. Integrating a question 
prompt list on an inpatient oncology unit to increase 
Prognostic awareness. Clin J Oncol Nurs 2016;20:385–90. 

	74	 Sritharan G, Mills AC, Levinson MR, et al. Doctors’ attitudes 
regarding not for resuscitation orders. Aust Health Rev 
2017;41:680–7. 

	75	 Gómez-Vírseda C, de Maeseneer Y, Gastmans C. Relational 
autonomy in end-of-life care ethics: a contextualized approach 
to real-life complexities. BMC Med Ethics 2020;21:50. 

	76	 Kucia AM, Gloster AS. Ethical issues in resuscitation and 
end of life care. In: Kucia AM, Jones ID, eds. Cardiac care: 
A practical guide for nurses. Oxford: Wiley Blackwell, 2022: 
332–40. 

	77	 Lombard J. Autonomy. In: Emmerich N, Gordijn B, Pistoia F, 
eds. Contemporary European perspectives on the ethics of end 
of life care Switzerland: Springer, 2020: 136. 157–68. 

	78	 Alwazzeh MJ, Aljoudi AS, Subbarayalu AV, et al. Knowledge 
gaps, attitudes, and practices regarding end-of-life medical care 
among physicians in an academic medical center. Electron J 
Gen Med 2023;20:em463. 

	79	 Beauchamp TL, Childress JF. Principles of biomedical ethics. 
Eight edition. Oxford: Oxford University Press, 2019.

	80	 Varkey B. Principles of clinical ethics and their application to 
practice. Med Princ Pract 2021;30:17–28. 

	81	 Sultan H, Mansour R, Shamieh O, et al. DNR and COVID-19: 
the ethical dilemma and suggested solutions. Front Public 
Health 2021;9:560405. 

	82	 Shiu S-S, Lee T-T, Yeh M-C, et al. The impact of signing 
do-not resuscitate orders on the use of nonbeneficial 
life-sustaining treatments for intensive care unit patients: 
a retrospective study. Int J Environ Res Public Health 
2022;19:9521. 

	83	 Cherniack EP. Increasing use of DNR orders in the elderly 
worldwide: whose choice is it. J Med Ethics 2002;28:303–7. 

	84	 Myskja BK, Steinsbekk KS. Personalized medicine, digital 
technology and trust: a Kantian account. Med Health Care 
Philos 2020;23:577–87. 

	85	 Royal college of general practitioners. UK end of life care think 
tank “What matters most charter. 2020. Available: https://
www.whatmattersconversations.org/2020-charter

	86	 Taubert M, Rose B, Rigby M. Do not attempt cardiopulmonary 
resuscitation decisions (DNACPR)–policy approaches in Wales. 
Clinics in Integrated Care 2023;19:100149. 

	87	 Haire E, Bralesford C, Botting J, et al. Do not attempt 
cardiopulmonary resuscitation documentation: a quality 
improvement project. BMJ Support Palliat Care 2023. 

	88	 Mockford C, Fritz Z, George R, et al. Do not attempt 
cardiopulmonary resuscitation (DNACPR) orders: a systematic 
review of the barriers and facilitators of decision-making and 
implementation. Resuscitation 2015;88:99–113. 

P
rotected by copyright.

 on A
pril 13, 2024 at U

niversity of Lim
erick (U

L).
http://spcare.bm

j.com
/

B
M

J S
upport P

alliat C
are: first published as 10.1136/spcare-2023-004573 on 22 M

arch 2024. D
ow

nloaded from
 

http://dx.doi.org/10.1111/psyg.12286
http://dx.doi.org/10.1097/MPH.0000000000001360
http://dx.doi.org/10.1097/MPH.0000000000001360
http://dx.doi.org/10.1007/s11606-015-3200-2
http://dx.doi.org/10.1007/s11606-015-3200-2
http://dx.doi.org/10.12968/ijpn.2014.20.8.403
http://dx.doi.org/10.1016/j.ijge.2016.07.004
http://dx.doi.org/10.1111/opn.12344
http://dx.doi.org/10.1111/opn.12344
http://dx.doi.org/10.1177/1049909120933535
http://dx.doi.org/10.29333/ejgm/12901
http://dx.doi.org/10.29333/ejgm/12901
http://dx.doi.org/10.12816/0014417
http://dx.doi.org/10.1136/bmjqs-2020-011222
http://dx.doi.org/10.1136/archdischild-2012-303000
http://dx.doi.org/10.3390/ijerph17020557
http://dx.doi.org/10.1016/j.gerinurse.2021.04.021
http://dx.doi.org/10.1002/jhm.2497
http://dx.doi.org/10.1186/s12904-018-0370-9
http://dx.doi.org/10.2147/AMEP.S82948
http://dx.doi.org/10.2147/AMEP.S82948
http://dx.doi.org/10.1188/16.CJON.385-390
http://dx.doi.org/10.1071/AH16161
http://dx.doi.org/10.1186/s12910-020-00495-1
http://dx.doi.org/10.1002/9781119117810
http://dx.doi.org/10.1002/9781119117810
http://dx.doi.org/10.1007/978-3-030-40033-0
http://dx.doi.org/10.1007/978-3-030-40033-0
http://dx.doi.org/10.29333/ejgm/12901
http://dx.doi.org/10.29333/ejgm/12901
http://dx.doi.org/10.1159/000509119
http://dx.doi.org/10.3389/fpubh.2021.560405
http://dx.doi.org/10.3389/fpubh.2021.560405
http://dx.doi.org/10.3390/ijerph19159521
http://dx.doi.org/10.1136/jme.28.5.303
http://dx.doi.org/10.1007/s11019-020-09974-z
http://dx.doi.org/10.1007/s11019-020-09974-z
https://www.whatmattersconversations.org/2020-charter
https://www.whatmattersconversations.org/2020-charter
http://dx.doi.org/10.1016/j.intcar.2023.100149
http://dx.doi.org/10.1136/spcare-2022-004133
http://dx.doi.org/10.1016/j.resuscitation.2014.11.016
http://spcare.bmj.com/

	Do not attempt cardiopulmonary resuscitation decision-­making process: scoping review
	Abstract
	Introduction﻿﻿
	Methods
	Identifying the research question
	Identifying relevant studies
	Study selection
	Charting the data
	Collating, summarising and reporting the results
	Consulting with stakeholders to inform or validate study findings

	Results
	Study characteristics
	Timing of decision-making
	Evidence of involvement
	Evidence of discussion
	Evidence of decision documented
	Communication and adherence to decision
	Recommendations from the literature

	Discussion
	Strengths and limitations

	Conclusion
	References


