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Outline

• Do Not Resuscitate (DNR) and Allow Natural Death 
(AND) orders are becoming more common in 
practice in Saudi Arabia, specifically when dealing 
with terminally ill and dying patients. 

• Morbidity and Mortality rate 

Introduction and  Problem 
Background

MOH Indicators

Source: (MOH year book 1437-2016) http://Moh.gov.sa

MOH Indicators: Cancer

Source: (MOH year book 1437-2016) http://Moh.gov.sa

Mortality

Source: Institute of Health Metrics & Evaluation IHME 2018
http://www.healthdata. org/sa ud i-ara bia
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• The international literature reports that patients 
and families are increasingly part of the decision 
making process when it comes to deciding on CPR 
in emergency situations and critical illnesses.

• Patients can assign a proxy to take a decision on 
their behalf if they are not in a position to do so. 

• Being able to make such a decision in agreement 
with their healthcare professionals, gives patients 
autonomy over life decisions. 

Introduction and  Problem 
Background

How is this applied in our 
population in Saudi Arabia as a 
practice?

• Traditionally, healthcare system and healthcare professionals, act using 
a paternalistic approach.  

• Healthcare professionals make treatment decisions for their patients, 
and this is a societal expectation as they are seen to have the 
knowledge and expertise necessary to make such decisions. 

• Currently in Saudi Arabia, patients and their families are in a position 
where they l ike to be informed and involved in the decision-making 
process during disease trajectory. 

• Taking into consideration the sensitivity of a DNR order, this is becoming 
a crucial topic for discussion and communication. 

• The impact of such decisions on patients and their families can be 
frightening, highly emotional, distressing, and might be considered 
aggressive if not done properly.

Introduction and  Problem 
Background

• The subject of DNR within the Healthcare arena holds much uncertainty, due to 
its surrounding sensitivity that encompasses religious, social and cultural beliefs 
of patients and families (Rahman, Abuhasna & Abu-Zidan, 2013). 

• The western world has spent decades wrestling with the subject of DNR since it 
was introduced in the 1960’s (Rahman et al, 2013) and it is only in the latter 
decade that the Middle East has started to address the subject of DNR within its 
community. 

• The majority of senior physician’s at the forefront of care are from the Middle 
East, though the majority are western trained (Rahman et al, 2013).  

• However, the transfer of knowledge and best practice in regards to DNR from 
one advanced clinical area to a lesser does not appear to have evolved within 
the Middle East.  

• It is evident that physicians opinions in regards to DNR status is significant in 
ensuring best delivery of patient care is achieved at both saving a life and 
allowing for natural death to occur in a dignified and comfortable manner. In 
view of this, the question needs to be asked why Middle Eastern use of DNR is 
far underutilized.

Social and Cultural Issues

• Ismail et al (2015) highlighted in their research carried out in Bahrain, that only 

54% of physician’s surveyed believed family members should be involved in a 
DNR decision. 

• This research viewed families as lacking in knowledge and being too emotionally 
involved to be able to make an educated, informed decision in the best interest 

of their loved ones. 

• The question of bias of the author possibly exists. However, it is not the grounds 

of educational background but the lack of communication with both patients 
and families that allows for underuse of DNR to exist (Ebrahim, 2000). 

Social and Cultural Issues

• In view of this Physician’s in the Middle East face both ethical and moral 

dilemmas in dealing with discussions surrounding DNR. These ethical and moral 
dilemmas are the under tone of the Islamic religious belief that man must seek 

medical care. In view of this, discussion that involves the family, and maintains 
respect for such religious beliefs must be at the center of caring for the dying 
patient.  

• DeMaine and Dennett (2014) emphasize physician education surrounding 

effective communication skills when discussing end of life care with families is 
key in ensuring patients values and wishes are maintained. 

• Prior to writing a DNR order physician should discuss resuscitation preferences 
and decisions with the patient and/or family. This conversation should be 

documented in the medical notes and stated who was present, the outcome of 
the discussion and context discussed, with emphasis on the patient and/or 

families wishes and possible conflict of interest (Braddock & Derbenwick, 1998). 

Social and Cultural Issues
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• DNR policy is present in most of the large tertiary care hospitals around 
the kingdom. A legal fatwa was for such policy came out in 1989 by 
(Ifta). 

• Since that time, the util ization of such fatwa was not spreading that 
much around the kingdom. Starting in the early 2000s, this fatwa 
started to become more active and utilized. 

• It was being adopted by major healthcare institutions, and hospitals’ 
policies existed with DNR forms to regulate the use of such fatwa. 

• In the beginning, physicians were petrified to use this policy, so they will 
not be legally convicted in giving hope on their patients as well as, 
accused of killing their patients. 

• As a result, majority of physicians were reluctant to practice this policy. 

• More awareness over this policy is seen in the major hospitals in which 
more patients have been put for DNR.

Policy/ Law Generation
Original Fatwa 

• In the Kingdom of Saudi Arabia clear guidelines have been set by 
the Presidency of the Administration of Islamic Research and Ifta. 
The Fatwa states “if three knowledgeable and trustworthy 
physicians agreed that the patient condition is hopeless; the life-
supporting machines can be withheld or withdrawn. The family 
members' opinion is not included in decision making as they are 
unqualified to make such decisions”.

• Rahman et al (2013) highlighted in their studied that 
concentrated on Middle Eastern Physician opinion on care of the 
terminally ill patient, most physicians were in favor of continuing 
treatment, without adding additional therapies and escalations. 
Equally, Rahman et al (2013) highlighted only 13% of physicians 
accepted withdrawal of treatment. 

• Ethical considerations and Medico-legal implications of delayed 
DNR order and its implications for best practice

Policy/ Law Generation cont.
KSA Healthcare Transformation: Model of Care

Source: MOH.gov.sa

Palliative & EOL 

Care

Source: MOH.gov.sa

National Scope 

• In Saudi Arabia, the literature regarding this issue is 
lacking.

• There is no study that were produced to explore the 
practice of DNR use among different specialties, and if 
this was communicated or involved the patients and 
families in the decision making process. 

• Also, if these patients were referred to palliative care 
services if existed, to alleviate the symptoms of these 
patients, and the impact of this service on patients’ and 
families, understanding, and decision making 
processes.

Significance
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• To determine and examine the utilization of DNR 
orders in major hospitals in Saudi Arabia and to 
discover patient and family involvement in this 
process.

Study Aim:

• This study looked at the prevalence of DNR/AND 
practices in two major hospitals in the Kingdom of 
Saudi Arabia. 

• It examined if patients or families had been 
informed of such decisions. 

• This study also explored if referral to palliative care 
services had improved communication processes 
between healthcare organizations and patients and 
their families with regards to DNR/AND.

Purposes:

• What is the prevalence of DNR orders initiated 
between 2011-2016 at tertiary level hospitals?

• What is the prevalent specialty for DNR orders to be 
initiated?

• Had DNR been discussed with patients and families? 
Are patient/family awareness/reaction to DNR 
decisions addressed in documentation and if so how?

• What percent of patients on DNR are referred to 
palliative care?

Study Questions

Design:

• Medical records of patients with a documented DNR order 
between 2011 and 2016 were retrospectively reviewed after 
receiving IRB approval from each hospital.

Sample & Setting:

• The sample included medical records of patients who were 
diagnosed with terminal/life threatening illnesses at 18 
years of age and above and were put on DNR status. 

• The settings included two major institutions.

• Any record that did not meet eligibility criteria was 
excluded from the study. The researchers were able to 
successfully collect information required for the study from 
more than 200 patient records.

Methodology

Instrument:

• A data collection sheet comprising two parts was used. 

• Patient demographics included age, diagnosis, etc. The DNR 

form used in each institution was also used to gather data 
for the study. 

Methodology
Data Collection Sheet
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Data Collection: 

• The researchers obtained a list from each hospital of all 
patients who had a DNR order between 2011-2016. 

• In each hospital, the Medical Records, Palliative Care and 
Oncology departments were involved in providing the data.

• Patient medical records were accessed and reviewed to 
extract the required information for the study.  

• Patient records that did not meet eligibility criteria for the 
study were excluded. 

• Data collection took 3-6 months (managing sites for Data)

Methodology

Ethical Consideration: 

• The research proposal and documents were sent to the 
Institution Review Board (IRB) of each institution for approval. 
The study was approved by all IRBs.

• Since this is a retrospective study and did not involve actual 
patient and family contact, informed consent was not required. 

• Confidentiality and anonymity was considered by coding all 
information collected from patient records and using data in an 
aggregate form without identifying individual information. 

• There was no patient/family/physician contact at any point.

• Data collected were stored manually in a locked cupboard in a 
locked office with access only allowed by the primary researcher. 
The data were also electronically stored in a folder in a password 
protected computer only accessible by the primary researcher. 

Methodology

Data Analysis: 

• Data were collected and assigned serial code 
numbers. 

• The primary investigator is responsible for all data 
from all hospitals

• Descriptive analysis with tables was utilized using 
SPSS V. 24

Methodology

• Two hospitals in KSA were included.

• Information was collected from 200 patients; five 
patients were excluded as they were pediatric patients 

• The results showed 60% of patients are male and 97% 
are Saudi. 

• The son as a caregiver accounts for 61% of patients, 
followed by a spouse as a caregiver in 15% of patients.

• The oncology team accounts for 58% as the primary 
team/consultancy for patients, followed by the 
palliative team 31%, other specialties including 
hematology, internal medicine, surgery and radiology 
accounted for 11%. 

• Only 8% of patients had their DNR form renewed

Results 1

Table 1

Gender Response No. Percentage
Male 117 60.0

Female 78 40.0

Total 195 100.0

Nationality Saudi 189 96.9

Egyptian 3 1.5

Yemeni 3 1.5

Total 195 100.0

Primary Consultant Team Oncology 113 57.9

Other Specialities 11 5.6

Palliative Care 60 30.8

Radiology 11 5.6

Total 195 100.0

Results 1

• 99% of patients had their DNR form signed. 

• 86% of patients had the DNR form signed in an inpatient 

area, 7% as outpatients and 3% in the emergency room.

• 76% of patients died, and of these, 67% died in a hospital 
ward while the place of death was unknown for 25%.

Results 2
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Table 2
DNR Signed Response No. Percentage

Yes 192 98.5

Unknown 3 1.5

Total 195 100.0

Location Inpatient 167 85.6

OPD 13 6.7

ER 6 3.1

Unknown 9 4.6

Total 195 100.0

Pt. Status Alive 19 9.7

Dead 149 76.4

Unknown 27 13.8

Total 195 100.0

Place of Death
hospital-

Ward
131 67.2

hospital-
ICU

3 1.5

home 13 6.7

Unknown-
not 

recorded

48 24.6

Total 195 100.0

Results 2

• 8% of patients were aware of their DNR status, 
while 57% of the families had been informed 
about the patient’s DNR status. 

• 58% of patient files had documentation about DNR 
status discussed with family.

• DNR discussion with patient/family took place 
prior to DNR signature in 39% and 20% after 
obtaining the DNR signature. 

Results 3

Results 3

Table 3

Pt. Informed about DNR Response No. Perecentage
Yes 15 7.7

No 86 44.1

Unknown 94 48.2

Total 195 100.0

Family Informed DNR Yes 111 56.9

No 16 8.2

Unknown 68 34.9

Total 195 100.0

Results 3

Table 4
DNR Discussion Documentation Response No. Perecentage

Yes 113 57.9

No 82 42.1

Total 195 100.0

When DNR discussed with pt /family Before DNR Signed 76 39.0

After DNR Signed 38 19.5

None-Not reported 81 41.5

Total 195 100.0

• In regard to DNR documentation, only 54% of discussions 
were related to DNR and plan of care and in 40% nothing 

was reported in this respect.

• Only 47% of families had a reaction towards awareness 
about DNR status. Only 42% agreed on the care and 

decision; however, only 6% of families requested transfer to 
other facilities, while in 52%, family reaction documentation 

was not found.

• 99% of patients were referred to palliative care, and 89% of 
patient palliative and supportive Plan of Care was started 

for them.

Results 4

• The average age of patients is 61 years. The average 
number of admissions before DNR signature is 4 

admissions and SD of 6 compared to 1 admission after DNR 
signature with SD of 2 admissions. The average length of 

stay from diagnosis to palliative care referral is 600 days 
with SD 716 days. The average length of stay from DNR 

signature to palliative care referral is 87 days with SD of 
171 days. 

• The average length of stay days from palliative care referral 

to death is 68 with SD of 102 days. The average length of 

stay from DNR signature to death is 93 days with SD 143 
days. The average length of stay from patient diagnosis to 

patient death was 637 days with SD of 721 days.

Results 5
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Results 5

Table 5

N Mean Std. Deviation
Patient Age 195 61.07 15.885

Number of Admisions before DNR 195 3.84 5.967

Number of Admissions after DNR 194 1.40 1.633

Length of Stay from Diagnosis to 
Palliative Care Referral in Days

193 600.70 716.624

Length of Stay from DNR to 
Palliative  Care Referrals in Days

195 87.02 171.427

Length of Stay from Palliaitve Care 
Referrals to Death in Days

132 68.88 102.331

Length of Stay from DNR to Death 
in Days

132 93.40 143.018

Length of Stay from Diagnosis to 
Death in Days

131 637.44 721.628

• 42% of the plans of care were initiated to control 
physical symptoms for patients, while 47% were a 
combination of both physical and psychological 
symptom control.

• Although, end of life protocol is a hospital policy in 
KFMC, only 17% of patients had EOL protocol 
started for them.

Results 6

Type of Plan of Care Frequency Percent

Physical Symptoms Management 81 41.5

Physical and Psychosocial Symptoms 

Management

91 46.7

Unknown 23 11.8

Total 195 100.0

Results 6 Results 6

Table 6 Was End of Life Protocol is a Hospital Policy?

EOL Protocol as a H. Policy Frequency Percent

Yes 193 99.0

No 2 1.0

Total 195 100.0

Table 7 Was EOL Protocol Started for the patient?

EOL Protocol Initiation

Frequency Percent

Yes 34 17.4

No 161 82.6

Total 195 100.0

• Based on the preliminary results, there is a notable fact 
that patients are not informed about their DNR status, 
but more family members are.

• Documentation of DNR status and plan of care remains 
an issue. 

• There is a delay in referring patients to palliative care 
services, which results in patients not receiving the 
appropriate care and symptom management that is 
needed.

• Early referral to palliative care remains the ultimate 
goal for compassionate care.

Conclusion

• National Policy

• Enforce early referral to PC

• Awareness of PC and DNR as per healthcare 
transformation

• Advocacy for patients’ rights 

Recommendations/ Implications to 
Practice
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