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Abstract— Objective: To map the production of knowledge and make 

considerations about the main updates and recommendations available in 

the literature for the management and conducts in front of a patient in 

Cardiopulmonary Arrest with a Do Not Resuscitate Order (NOR) in an 

Intensive Care Unit. Method: narrative literature review. The source of 

information consisted of relevant publications in the literature, carried out 

from June to July 2021, based on the narrative synthesis of evidence on the 

updates contained in the main guidelines and official recommendations 

published by bodies linked to the Brazilian and international health area 

.Results: the results pointed to the difficulty of doctors and health 

professionals in talking about the subject, however, it was found that they 

believe in the patient's autonomy as a fundamental factor in the decision 

process, as well as the participation of family members and staff 

multidisciplinary. Conclusion: the consent to implement the ONR must be a 

joint decision, in which the objective must always offer the best for the 

patient and their families, supporting such decision in ethical precepts. 

Respect for the dignity and autonomy of the patient is the main factor that 

must be considered in decision making, not only for the implementation of 

the ONR, but for any procedure that may be performed on the patient. 

 

I. INTRODUCTION 

Cardiopulmonary resuscitation (CPR) is not indicated 

for all patients who present Cardiopulmonary Arrest 

(CPA), and may be refused by patients and their legal 

guardians and not instituted by health professionals in 

specific situations in the health care context. The Do Not 

Resuscitate Order (ONR) consists of the authorization of 

the patient or spouse, representative or family members 

not to adopt CPR measures in case of CPA in the terminal 

phase of an incurable disease or in circumstances that 

make recovery irreversible. The decision not to resuscitate 

is adopted by the medical professional after analyzing the 

risks and benefits, and discussing with the 

multidisciplinary team the uselessness of such maneuvers1.  

ONR consists of the careful decision not to perform 

CPR maneuvers in patients in the terminal stage of life, 

with irreversible loss of consciousness or those who may 

have untreated CPA2. It is a conduct aimed at not using 

Advanced Life Support (ALS) to maintain vital signs in 

cases where efforts to prolong life are not clinically and 

ethically justified3.  

The ONR has been part of the Medical Ethics Code of 

the American Association (AMA) since 1992. In Europe, 

between 50 and 60% of patients who died in a non-sudden 

manner in hospitals in countries such as the Netherlands, 

Switzerland, Denmark and Sweden declared an individual 

decision and autonomous from non-resuscitation. 

However, the global panorama regarding the conduct of 

professionals is not uniform, due to marked differences in 
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cultural factors and the lack of consensus in global 

guidelines2.  

In the 70s, the first guidelines and policies that 

recommended not adopting CPR measures in this context 

emerged in the world. However, the ethical complexity 

involved in the application of such measures meant that 

acceptance was not universal and immediate. In the United 

States of America (USA), Australia and some countries in 

Europe, aiming to meet one of the main paradigms of 

bioethics, with the maintenance of the autonomy of the 

patient and their families, the prior elaboration of the ONR 

was allowed, to prevent the submission of these 

individuals to advanced resuscitation measures that 

prolong vital functions in an unjustified way1.  

In Brazil, according to Resolution n. 1,805/2006 of the 

Federal Council of Medicine (CFM), in the terminal phase 

of illnesses, the physician is allowed to limit procedures 

and treatments that prolong life, guaranteeing relief from 

symptoms that lead to suffering, which guarantees 

comprehensive care, respecting the will and autonomy of 

the patient and/or their legal representative. It is reiterated 

that according to article 41, sole paragraph of the Code of 

Medical Ethics, non-resuscitation is justified in cases of 

incurable and terminal illness, however the physician must 

offer palliative care, taking into account the wishes of the 

patient and/or their representative cool4.  

In the Brazilian scenario, the ethical discussion has 

covered the last two decades, being driven by CFM actions 

that motivated the debate about the terminality of life. 

These initiatives are evidenced mainly by the publication 

of CFM resolutions n. 1,805/2006 and 1,995/2012, which 

deal, respectively, with the therapeutic limitation of care 

for terminally ill patients and the advance directives of will 

(known in Brazil as living will). It should be noted that in 

public health, the refusal of treatment is an integral part of 

the Charter of Health Users' Rights, issued by the Ministry 

of Health (MS). In this context, the ONR is presented as a 

complement to the living will for a specific situation in 

which the patient expresses his desire for not resuscitation 

in case of CPA2.  

In view of this reality, the care provided to critical 

patients in the context of intensive care emerges. 

According to the Brazilian Ministry of Health, Intensive 

Care Units (ICUs) are hospital units for the care of 

critically ill or at-risk patients, who have uninterrupted 

medical and nursing care, with specific equipment and 

specialized human resources, in addition to access to 

technologies for diagnosis and therapy. Death is a constant 

presence in this hospital sector and professionals are in 

routine contact with the dying process, and sometimes the 

technical resources, knowledge and competence of 

intensive care providers are limited, given the advance of 

the disease, especially when the cure it is not possible, 

with the diagnosis of out of therapeutic possibilities of 

cure5.  

In Brazil, ONR is not a practice specifically recognized 

in the scope of Medical Ethics, however, the limitation of 

procedures is supported by federal ethical and legal 

provisions, among which CFM Resolution n. 1805/2006 of 

the CFM and the Health Users' Rights Charter of the 

Ministry of Health as already mentioned. However, even 

though it is not officially recognized, this approach is 

routinely adopted in clinical practice1.  

In this scenario, terminal patients, those considered out 

of therapeutic or cure possibilities are or should be the 

protagonists. Terminal patient is defined as one who, at a 

certain point in the evolution of their disease, is no longer 

salvageable, even if they have all the therapeutic resources 

available, therefore, they are in the process of unavoidable 

death. It appears that in front of these patients, 

professionals in a desperate attempt to reject the imminent 

death, so terrifying and uncomfortable, focus on machines 

and procedures, offering robotic and depersonalized care, 

fighting a fight against death. Thus, they propose an 

excessive, abusive and disproportionate therapeutic care, 

known as dysthanasia6.  

The discussion around a “good death” in the ICU is 

recurrent and (re)emerging, and the topic has become an 

ethical dilemma. For intensivists, the “comfort” to the 

patient is provided by the introduction of an advanced 

airway (orotracheal intubation, for example), the 

institution of mechanical ventilation and the use of 

sedative drugs. This condition is opposed to what is 

prioritized in processes involving assistance in Palliative 

Care, in which the focus is on maintaining the patient's 

autonomy, pain and symptom control, preferably without 

invasive interventions. The discourse on the concept of 

producing a “good death” focuses on the awareness of the 

maintenance of individual identity and acceptance of the 

death process. However, the implementation of this 

palliative model in the ICU is complex in practice; because 

it is multifaceted, loaded with myths and ethical and legal 

conflicts. When a death occurs in the ICU, it is usually 

marked by the sick person's vulnerability and extreme 

physical dependence. Such picture results from the 

severity of their clinical condition, and sometimes as a 

result of the induction of coma, by the action of drugs to 

relieve symptoms and the discomfort produced by the 

conducts performed in intensive care5.  

In the routine of ICUs, there is a difference between 

death and CPA. The terms are distinguished by the 

decision (or not) of resuscitation. When a patient receives 
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a diagnosis in which there are no therapeutic possibilities 

for a cure, the team assesses that the priority has changed, 

and no longer resides in investing in the use of resources to 

maintain their life. The assistant medical team 

communicates that "if the patient stops, it stopped-SPP". 

The medical record contains guidance on the conduct of 

comfort, which means not performing any procedure with 

the goal of cure. In the case of CPA, the order is not to 

perform CPR maneuvers, and thus the death is defined 

with the ONR registered in the medical record and 

communicated to the entire multidisciplinary team5.  

It should be noted that there are no specific ethical 

standards on ONR in force in Brazil, however the 

procedure is evident in hospitals, as evidenced by the 

records in medical records described in the literature. In 

this way, it seeks to elucidate the ethical and moral 

principles and dilemmas, both of health professionals 

themselves and of patients who are faced with a watershed, 

life and death. In this context, the objective of this study 

was to map the production of knowledge and to make 

considerations about the main updates and 

recommendations available in the literature for the 

management and conducts in front of a patient in 

Cardiopulmonary Arrest (CPA) with a Do Not Resuscitate 

Order (ONR) in a Emergency Unit. Intensive Care (ICU). 

 

II. METHOD 

Narrative literature review. The source of information 

was composed of relevant publications in the literature, 

carried out from June to June 2021, from the narrative 

synthesis of evidence on the main updates for the 

management and conducts in front of patients in 

Cardiopulmonary Arrest (CPA) with a No Order 

Resuscitate (ONR) in ICU. Opinions, works, articles, 

dissertations, theses, event proceedings, editorials, 

conventions and legislation were included as 

bibliographic sources. The texts found were read, 

organized and synthesized, and the synthesis presented 

below. 

 

III. RESULTS AND DISCUSSION 

Intensivists work with highly serious patients, so they 

are in constant contact with death. However, in this 

sector, the dying process is usually called in different 

ways, namely: death and CPA. This differentiation brings 

with it also different forms of action, as well as the 

expression or not of feelings. Death is understood as an 

expected death, when all professionals wait for the sick 

person to die in a few hours or in a few days. The team 

does nothing to revert the patient's condition. 

Professionals do not express so much suffering when 

death actually takes place. While in CPA, intensivists 

perform all possible measures so that the patient survives 

with minimal or no sequelae, using all available 

resources. When there is a return to spontaneous 

circulation and survival, there is great satisfaction from 

the team. On the contrary, when death occurs, 

professionals tend to express the feeling of failure, failure 

and impotence, considering that it is an unexpected 

death5. 

In an attempt to deny the existence of human finitude 

and driven by the moral principle of preserving life, the 

health professional decides to use a therapeutic arsenal to 

prolong the time of death, configuring dysthanasia. 

Dysthanasia is, therefore, a term that can be synonymous 

with obstinacy or therapeutic futility, where technology is 

used to painfully and uselessly prolong the process of 

death. It is dedicated to prolonging the maximum amount 

of lifespan, fighting death as the greatest and last enemy6. 

The non-resuscitation of patients in the terminal phase 

of progressive disease is a humanistic act that aims to 

meet the bioethical principle of non-maleficence, with the 

essential purpose of minimizing human suffering and 

avoiding the practice of dysthanasia. It is considered that 

the moment is opportune for debate, and for ethical, 

clinical and legal guidelines on the order not to resuscitate 

in Brazil to be elaborated, filling the existing normative 

gap in the country2. 

The ICU is considered a restricted and closed unit, 

both in its physical space, with closed windows and 

doors, central air conditioning, artificial lights, which 

keep the external environment outside, as well as the 

super-specialization characteristic of its care team, which 

deals with high-tech equipment aimed at the care of 

critically ill patients. Due to these characteristics, the 

intensive care team tends to be considered “better” than 

that of other sectors of the hospital, both by the 

intensivists themselves and by professionals from other 

sectors. The service routine is marked by an organization 

of the team, aiming to maintain as much control as 

possible over the patient's clinical conditions and vital 

functions, which is kept under constant monitoring by 

electronic equipment and by the nursing staff. It is a space 

for maintaining life in order to avoid death whenever 

possible5.  

In this context, how is the No Resuscitation Order 

operated? An issue that raises many debates both in the 

medical and legal areas is the possibility of the patient to 

decide autonomously about their resuscitation or not, in 

case of CPA, since the Federal Constitution ensures the 

right to life and the protection of human dignity7.  

http://www.ijaers.com/


Amanda do Socorro Furtado Silva et al.          International Journal of Advanced Engineering Research and Science, 8(9)-2021 

www.ijaers.com                                                                                                                                                                            Page | 116  

In the United Kingdom, the document “End-of-life 

treatment and care: good practice in decision-making”, 

carried out by the British Medical Association, the 

Resuscitation Council and the Royal College of Nursing, 

identifies three situations in which CPR should be 

refused: when clinical evaluation concludes that CPR will 

not be successful in restoring cardiopulmonary function, 

circulation, and neurological function; when, after 

detailed discussion with the patient (or family 

members/legal representative), an agreement is reached 

that the benefits of CPR are outweighed by the costs and 

risks of carrying it out; and when the patient has an 

advance directive of will or makes an informed decision 

to refuse CPR8.  

In Portugal, on April 13, 2012, the National Executive 

Council of the Medical Association approved a document 

on the ONR, whose proposal has been the subject of in-

depth discussions since 2007, following a meeting 

between the medical teams of the Intensive Care Units 

and the Ethics Committee and Resuscitation Committee 

of Hospital Fernando da Fonseca. The document was 

intended to be a source of guidance for recommended 

procedures in defining ONR and not a set of imposed 

standards. It proposes the ONR for various clinical 

conditions, namely: patient with chronic renal failure on 

hemodialysis and with an incurable chronic disease with 

expected survival of less than three months, or metastatic 

neoplasm (depending on the type of neoplasm and 

prognosis) and patient with advanced and irreversible 

oncological disease that, due to its evolution, has led to a 

progressive degradation of physical status and/or activity 

in recent times. This document also adds that, if possible, 

use should be made of assessments of the patient's 

performance status based on predictive scales, such as the 

Palliative Performance Scale (PPS), which allows the 

formulation of a prognosis and a time estimate of survival 

of a patient in Palliative Care8.  

It should be noted that the philosophy of Palliative 

Care is to integrate death in the progression of life and 

opposes the firm therapeutic obstinacy and the idolatrous 

cult with the biological dimensions. It does not intend at 

any time to abbreviate or postpone death, it seeks relief 

from pain and other symptoms, integrating the social and 

psychological aspects of comprehensive care9.  

In this context, to end this important dynamic that 

involves death and dying, given the need to provide 

autonomy to patients and their families in the face of a 

diagnosis of short-term impossibility, advance directives 

of will emerge and, in this perspective, the possibility of 

registering the will vital. 

The living will originated in the United States of 

America (USA), precisely in 1969, when LuisKutner 

proposed the adoption of the living will, known in Brazil 

as the living will, a document that would serve to protect 

the individual right of the human person and allow death. 

In other words, the living will proposed by Kutner was 

based on the assumption that the patient has the right to 

refuse to undergo medical treatment whose objective is, 

strictly, to prolong his life, when his clinical condition is 

irreversible or in vegetative state with no possibility of 

recovering their faculties, currently known as persistent 

vegetative state9.  

In countries with a legal tradition similar to Brazil, 

such as Spain, DAV can be public or private. The first 

modality admits two forms of registration: a) in a registry 

office, by means of a public deed, without the presence of 

witnesses; b) in front of an employee working for the 

Administration, designated by the Health Council. In the 

second, the document must be signed by three capable 

witnesses, and of these, two cannot have a family 

relationship or a pre-established legal relationship with 

the grantor. It is noteworthy that the justification for the 

second possibility is to avoid having to resort to third 

parties, such as witnesses or notaries, for an act that falls 

within the sphere of personal autonomy and intimacy of 

people9.  

The current state of knowledge has allowed the 

development of a range of technical, technological and 

therapeutic possibilities that can be used in the most 

varied clinical situations. However, since the 1970s, CPR 

has not been considered an eligible therapy for all 

critically ill patients. Due to the irreversibility of the 

clinical prognosis in certain clinical situations, limits are 

imposed on the health care team in the fight for a cure. 

From this postulate, ONR emerges, the first measure 

capable of refusing a specific therapeutic intervention. 

The ONR is a matter of marked importance, which 

assumes clear and significant importance in promoting 

respect for the dignity of human beings in such a delicate 

phase of life, such as the terminal phase. Their discussion 

is understandably uncomfortable, given their duality 

between being able to assume death in case of CPA and 

the responsibility to prevent taking a futile attitude, that 

is, carrying out a harmful intervention, contrary to the 

person's interest8.  

It is described that physicians feel insecure about 

adopting ONR, although there is a consensus that the 

decision to implement such conduct in medical practice is 

essential. The insecurity comes from the lack of a 

guideline, as the legal aspects intimidate many 

professionals who fear lawsuits for omission of help. In 

view of this fact, the need for a clear guiding directive is 
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evident, in which respect for the patient's autonomy 

should be in the foreground. CFM Resolution n. 

1995/2012, addressed the need for the existence of a 

regulation of advance directives of the patient's will in the 

context of Brazilian medical ethics. It also considers the 

relevance of medical behavior in the face of critical 

situations experienced by terminal patients. The CFM 

Resolution n. 1805/2006, gives the physician the power to 

decide whether resuscitation procedures are necessary or 

not when the patient is in a serious condition3,9.  

The Federal Council of Medicine (CFM) published 

Resolution No. 1995/2012, which establishes guidelines 

for any patient, as long as they are of legal age and fully 

conscious, to define with their physician what therapeutic 

limits they wish to receive during terminally ill and 

unable to decide on their care. Under this resolution, the 

physician must, when informing the patient of this 

possibility, always observe the dictates of the Code of 

Medical Ethics, and that such provisions of the patient 

will prevail over any other non-medical opinion, 

including the wishes of family members. In addition, the 

physician must record in the medical record such advance 

directives of will7.  

The advance directives of will can be defined as 

written instructions in which the person, freely and 

properly clarified, exposes their wishes and positions, in 

order to guide future decisions regarding their health. 

They are carried out from the moment there is medical 

proof that the patient is unable to make decisions, and can 

be written by all adult individuals, regardless of their 

current state of health. Within this scenario, there are two 

types of advance directives, namely: the lasting mandate 

and the living will. The lasting term corresponds to the 

appointment, by the person, of someone he trusts to make 

decisions about his health care, in case he becomes 

incapable. The living will is a legal document, in which 

the patient defines the type of treatment and medical 

procedure he wishes to undergo when the reversal of his 

clinical condition is no longer possible and he is not able 

to make decisions10. 

In general terms, this document is a form of 

manifestation of previous wishes, in case someone is 

diagnosed with terminal illnesses that make it impossible 

to make a conscious decision. The living will may deal 

with the refusal and/or acceptance of treatments that 

artificially prolong life, provision for organ donation and 

the appointment of a representative. However, the patient 

cannot refuse palliative care, as they are considered 

essential for maintaining the ethical and constitutional 

principles of human dignity7.  

Making decisions based on the best evidence for good 

health practices, which enable the best results for patients 

when they are unable to effectively communicate their 

wishes is a daily occurrence in the daily lives of many 

professionals, especially physicians. The importance of 

informed decision-making shared by the health 

professional who attends the patient is essential for the 

quality of care and, above all, for good results. Literature 

shows that patient participation in treatment leads to 

better results, which is in line with the understanding that 

for the maintenance of the health of a sick person, the 

basis of care is a good and comfortable relationship 

between the professional and the patient11. 

In 1991, the US Congress passed the federal “Patient 

Self-Determination Act”, a law that recognized the 

patient's right to self-determination. By the mid-1990s, all 

US states had expressly recognized the legality of such a 

document. In the meantime, there were two types of 

advance will directives: living will and durable power of 

attorney for healthcare (DPAHC). While the living will 

consisted of the document by which the individual 

manifested the refusal of treatments in the face of a 

terminal diagnosis or proof of Persistent Vegetative 

Status, the DPAHC, translated as a lasting mandate, 

consisted in the appointment of people to make decisions 

regarding treatments for health for which this individual 

would want to submit to the condition in which he was no 

longer able to respond consciously, due to permanent or 

temporary incapacity12.  

In Latin America, Puerto Rico was the first country to 

legislate on DAV and, more recently, Argentina and 

Uruguay have also done so. Although Brazil has not yet 

legislated on this topic, on August 31, 2012, the Federal 

Council of Medicine (CFM) approved Resolution CFM n. 

1995, recognizing the patient's right to express his will on 

medical treatments and appoint a representative for such 

purpose, as well as the physician's duty to comply with 

the patient's wishes or their legal representative. This 

resolution corroborated to heat up the debate, especially 

on the need for legislative regulation of advance 

directives of will. This is because, as a professional body, 

the resolution has normative force only among physicians, 

not having the legal force to regulate essential aspects of 

the subject among other professional categories and other 

segments of society, such as formalization, content, 

capacity of grantors, the validity period and the creation 

of a national registry12. 

In Brazil, ONR are not supported by legislation, which 

obliges health professionals to apply CPR in all cases, 

except when death is unquestionable. This creates space 

for debate on the eminent and unquestionable need to 

build, based on scientific evidence and consensus in the 
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literature, standardized behaviors that support the work of 

professionals, taking into account the moral and ethical 

aspects of each situation and always bearing in mind the 

well-being of the people involved. Physicians are not 

required to perform CPR maneuvers on patients with clear 

signs of death (cadaverous stiffness, decapitation, 

decomposition, or cadaveric livor), even when requested 

by family members. Other criteria for not starting CPR 

maneuvers are prior court order not to resuscitate; absence 

of physiological benefit due to deterioration of vital 

functions despite the best available treatment and 

neonates whose pregnancy, low birth weight or congenital 

anomalies are associated with early death9. 

Finally, the class character of the CFM resolution does 

not detract from its merit, on the contrary, it turns the eyes 

of society in general to the debate on this extremely 

important issue, given that many Brazilian citizens have 

already sought out the notary offices, seeking to register 

its advance directives, showing that the theme has social 

importance to justify the debate12,13. 

 

IV. CONCLUSION 

The results pointed to the difficulty of doctors and 

health professionals in talking about the subject, however, it 

was found that they believe in the patient's autonomy as a 

fundamental factor in the decision process, as well as the 

participation of family members and a multidisciplinary 

team. It was possible to observe reports that professionals 

do not agree with disproportionate procedures when dealing 

with patients with terminal illnesses and have a clear notion 

about the importance of palliative care in clinical practice. 

The physician has a duty to always respect the opinion 

of the patient and their families, and this is strongly 

recommended and accepted in the guidelines and ethical 

principles. When a doctor or hospital goes to court, it is 

because the case needs special attention. The same happens 

when a family member takes action against a doctor's 

decision. 

The decision to implement ONR should be something 

that starts to be part of the medical routine, but before that 

there needs to be legislation in force for this purpose, so 

that, in this way, the medical team can make the necessary 

decisions with legal support, without the fear of losing your 

record due to unnecessary processes. 

The decision-making process related to the end of life 

involves a series of cultural issues that make the debate on 

the subject difficult, such as the process of denying death 

and the desire to fight for life, at any cost. 

In the Brazilian scenario, there is still no tradition that 

values patient autonomy, as happens in other countries, and, 

therefore, the final decision often ends up being taken by 

the medical team and multidisciplinary team, which most 

often seek to assist to ethical principles to ensure greater 

well-being and quality of life for patients and their families, 

as well as the end of life with minimal discomfort, pain and 

suffering. 

The end of life tends to be a conflicting, controversial 

and complex period, in which the central figure, the 

individual in the process of death, and others involved 

experience intense feelings and emotions, which should be 

debated based on ethical principles shared between the 

patient, family members and health professionals. 

The unquestionable advances in the process of 

managing the well-being of terminal patients achieved in 

recent years have made it possible to prolong the lives of 

many people. However, it brought a dilemma, it is complex 

to increase longevity without extending the suffering. The 

euphoria that arises with the longer life expectancy 

conflicts with concomitant problems that present 

themselves over the years, especially in the health area. In 

this scenario, the dignity and autonomy of the human 

person in the terminal stage emerge as guiding and guiding 

elements, fundamental in decision-making that involves this 

stage of life. In short, the discussion about ONR raises 

different issues, not only of a clinical, legal and economic 

nature, but also of an ethical nature, which we believe are 

far from consensus. 

Despite being over 40 years old, the ONR is still 

unclear, which is why it is inferred that there is still a long 

way to go, both in terms of educating the population and, 

above all, health professionals, as well as in terms of 

standardization this decision-making in legal terms, so that 

its discussion and application becomes transversal and 

independent of the figure of the doctor or the institution. 

Above all, the need to promote a multidisciplinary 

debate about the issues that permeate the end of life is 

highlighted, given the current and growing technical and 

technological capacity of science to prolong life. We 

believe that it is increasingly important for palliative 

medicine to grow, so that the end of life is increasingly 

provided with greater comfort and quality, but above all, 

with greater dignity and autonomy. 

The consent for the implementation of the ONR must be 

a joint decision, in which, the objective, must always offer 

the best for the patient and their families, supporting such 

decision in ethical precepts. Respect for the dignity and 

autonomy of the patient is the main factor that must be 

considered in decision making, not only for the 

implementation of the ONR, but for any procedure that may 

be performed on the patient. 
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Finally, we recommend that the inclusion of debates on 

the end of life should be carried out in such a way that it 

starts to generate interest on the part of health professionals. 

We consider it important that the terminality of life theme 

is better addressed during graduation, not only in the 

theoretical context, but mainly in practice, which may be 

the object of other studies. 
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