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Introduction

This report will explore the current issue of “allowing natural death” in healthcare, and the ethical issues surrounding whether it should be allowed. It could be argued that it is a patient’s right to choose “a course of treatment at life’s end” (Koch, 2008) but we may see that it is more ethical to ensure that a patient continues to live thanks to newer technology and medicine in more advanced times (Seymour, 2000). In addition, the report will include an overview of the purpose, differences and meaning behind physician’s orders of allow natural death (AND) and do not resuscitate (DNR); the ethical controversies behind these orders; and who is affected by these orders (stakeholders) and how they are affected. In response to this overview, my aim will be to create a solution, describe how it is implemented and evaluate its effectiveness and if it is the best solution to the ethical issue.  

Overview of DNR and AND in Healthcare

Allowing natural death (AND) orders when it comes to a patients end-of-life (EOL) is often used to make patient comfort and their wishes the primary concern (Stetcher, 2008), as well as ensuring they suffer the least amount of pain possible (Salladay, 2002). This is when a patient who is coming close to the end of their life could be allowed to pass away as they would naturally or have their chances of life extended with medicine and extra machinery. Often, when a patient’s family was told DNR was to be used, it was interpreted that CPR would not be performed (Jones, et al., 2008) and would be interpreted as a threat and insensitive actions, which could trigger unwanted emotions and therefore more dire pressure through miscommunication, and this means that communication later on could fail and important information is then lost (Venneman, et al., 2008). This is often because DNR seems uncaring for the patient’s life and as though it could be to save resources rather than prioritise human comfort and needs. As a result, in the year 2000, Reverend Chuck Meyer initiated the acronym AND- allow natural death, as it allowed it to be clearer that the patient’s life was prioritised (Stetcher, 2008) and makes it a lot easier for the family members to interpret and understand as meaningful and perhaps co-operative, as they can find time to plan with the carers on how to look after the patient until the end of their life. This also means they can have earlier conversations regarding the patient’s end of life and is a better alternative for DNR because it denotes non-interference in a natural process. It can also be mentioned that AND prevents patients from having to undergo painful treatments which may not cause suffering and be unsuccessful, and so saves the family and the patient further grief. (Meyer, 2010). Meyer suggested that there were two categories of AND orders: firstly, the intermediate-support AND, which incites the idea that despite cardiopulmonary resuscitation (CPR) not being performed, any other treatments to the patient were allowed in order to continue extending the end-of-life date and comfort the patient’s condition as they continue. This is similar to the concept of DNR (Schlairet & Cohen, 2012). The other category, comfort support- AND, states that no CPR would be performed, much like intermediate-support AND, but also that all other care such as treatment, machinery care, and any intervention would be stopped (Jones, et al., 2008). This may be more comforting to the patient as they do not have to worry about further treatments which could actually reverse the time they have left.  



Ethical problems in AND and DNR

DNR is typically more of an ethical controversy compared to AND (Cohen, 2004). This could be because AND is seen as the healthcare providers being caring, or emotional, and continuing to use their resources to help, whereas DNR could suggest a service being prevented from being used on the patient (Whittmann-Price & Celia, 2010).  The negatives of “do not” conduct interpretation which could be less clear, according to researchers who examined the semantics of patient forums (Venneman, et al., 2008). This can be dangerous because it means that important information, such as the future plans and proceedings for the treatment of the patient are not heard and could therefore be dangerous if the family does not feel like they are fully aware of what is going on and this could therefore lead to ethical issues as the patient is being held by what seems to be a service provider who is withholding information from their family. This could also be due to cultural differences between the patient and the healthcare service providers (Venneman, et al., 2008) as DNR stops the usage of treatments which may be useful, and the patient may not be able to understand why they are not being treated in the way they may have expected, such as intermediate-support AND. In addition, DNR could be very unethical if the patient’s initial intent is not thoroughly understood, and they are interpreted as asking for a DNR order despite perhaps simply asking for intermediate-support AND, which comforts them before the EOL. When AND is introduced to the family of the patient, it is important for the nurses to evaluate care plans and goals with the family, in order to create guidelines which, the family and patient are the most comfortable with. By communicating these orders thoroughly, the entire process is easier to come to terms with and accept the end of life (Battin, 1983). In the current period of the coronavirus pandemic, it has been found by a Care Quality Commission that DNR orders have violated the human rights of 508 people (MedicalEthics, 2021). The orders were given without the consent of the person, their relative or carer, from March to December 2020. Medical Ethics states the significant case of Miss Deleon, who was given a DNR order partly due to her learning disabilities following respiratory issues, despite having no consent for the order from her sister. Sally-Rose described this as “blatant discrimination” and clearly shows bodily autonomy and family consent is necessary to avoid human rights issues. 

The Impact of AND on its Stakeholders

Stakeholders are those involved in the patient’s life, as well as those who affect the patient’s healthcare and treatments, such as a physician and nurse. Pressures from the profession or provider as well as family pressures to expect the best possible care for the patient can intervene with the “duty to give aid” (Venneman, et al., 2008). There could be vagueness between what is useful and helpful to the patient, compared to what may harm or hurt the patient, as well as make their treatment uncomfortable or shorten the expectation of duration until end-of-life. This means that physicians may be pressured by the family’s order of comfort-support AND, where no treatment is given to ensure the patient is fully comfortable and can come to terms with the end of life, but a physician may feel that some treatments may ease a patient’s pain and can therefore feel ethically conflicted. This ties into the conflict between patient autonomy, which is the ethical idea of a patient being allowed the final say in how they are treated, and the physicians’ beneficence, which is the ethical idea that treatment must be carried out if it does good and causes no harm. Therefore, a physician who believes in the idea of beneficence can suffer from turmoil and ethical morality issues as they are refused to administer treatment to a patient, as they believe in saving lives where possible and at the very least making sure that the patient can be treated to the best of the physician’s ability. This could also be difficult for the patient if they are not awarded their autonomy and are instead assigned an AND order which does not suit what they had intended, either due to miscommunication or cultural differences when evaluating which method of action, they were willing to go through with. This causes misunderstandings for the patient and the patient’s family and can later lead to much graver consequences through legal issues for the hospital, emotional trauma for the family and the patient, and discomfort and no level of comfort up until the end of their life. Often, it is not only the family, patient, and physician who are stakeholders. Nurses can also affect the AND/DNR order, as they are typically required to contribute to decisions regarding the treatment of the patient and can act in other roles, such as advocating for the patient (Venneman, et al., 2008). Therefore, if they are unaware of what exactly the patient wants as the journey to EOL, a nurse could negatively affect the mental state of the patient or their family with a wrong decision, so it is important that all healthcare service providers involved in the situation are completely educated on what the patient would like, particularly which type of order they want and confirming with the family to ensure there are no communication barriers and any mistakes derived from miscommunication. Lastly, AND and DNR could negatively affect the hospital/ institution, as they are required to be aware of all current law regarding the protection and production of AND and DNR orders (Schlairet & Cohen, 2012). Failure to adhere to these laws could lead to lawsuits, as well as the ethical issue of emotionally drained patients and families, which can damage the motivation of employees who note the clinician’s lack of policy adherence. 

Decision Making Process

Multiple studies have discovered that most patients are not actually ever asked whether they would like to be resuscitated, regardless of the patient’s wanting to suggest how they are feeling (Cherniack, 2002). From this, we can gather that it is majorly the doctor’s choice whether a DNR or AND order is passed, which can feel immoral considering patient autonomy. Cherniack says that the elderly is at the highest chance of having a DNR order passed on them compared to the young, as they naturally come to the end of their life, and Data from the SUPPORT (Study to Understand Prognoses and Preferences for Out- comes and Risks of Treatment) project, canvassing almost 1000 seriously ill elderly patients, noted that only approximately one quarter had ever discussed CPR with a physician. A survey of approximately 400 nursing home patients showed that roughly a similar number of them had ever been asked about CPR by a doctor. Typically, Cherniack says that usually, the decision to withhold resuscitation is made by family members rather than the patients themselves together with physicians, often initially medical residents, if the patient is an inpatient. This may be in large part a result of failure to consider the use of DNR orders until patients are no longer capable of participating in the decision. It has been found that most elderly patients want to be involved in discussing the CPR process and preventions with their doctor (Cherniack, 2002), so the current decision-making process seems flawed and unethical in honouring patient autonomy. When research was carried out in the UK, multiple efforts of research noted that of 100 to 200 patients every group contained a majority who preferred CPR, so it is completely unethical to go against their wishes, particularly if their family is arguing otherwise. However, many studies have also noted that patients overestimate the efficacy of CPR, as they believe they are 200% more likely to survive CPR than in real life (Cherniack, 2002). This means that CPR could actually be ineffective for a majority of patients, and that it therefore may be better for the doctors to make the decision for them as they are better educated on how well CPR would work, and whether it is worth giving this sort of hope to the patient of the family, as it could lead to difficulties coming to terms with the end of life when it comes. Multiple surveys carried out in the US discovered that physicians “withheld CPR as much as 34% of the time despite patient’s wishes” (Cherniack, 2002). This is evidently immoral as it goes against patient autonomy but may be perhaps the best line of decision making as the physician is more aware of the effects the CPR could have and whether it would be worth it to continue the patient’s life, as well as to comfort a family who may have been suffering throughout the time of the patient’s habitation in the institution. This was a similar case in Britain, where many physicians were comfortable laying out DNR orders regardless of if it was against the patient’s wishes (Cherniack, 2002). On the other hand, British nurses felt they would never overrule a DNR order and go against the patient’s wishes. The clear disparity in morals and ethics could create conflict in the decision-making process. Although it is the physician who makes the final decision, protests from nurses could make the entire process uncomfortable and therefore tensions could reflect onto the family of the patient, so the ability to suppress opposition must be mandatory for nurses if doctors are to go through with going against CPR wishes for the patient. 

Alternative Solutions

It can be argued that the decision to prevent CPR should be completely the patient’s, due to patient autonomy and the ethicality of a human being in charge of their own life, as well as the decision affecting the family of the patient. This is also a belief of a third of surveyed Japanese nurses (Cherniack, 2002) as they believe that doctors should not act against the written wishes of a patient who does or does not wish to undergo CPR.  This may therefore bring peace to the family, and comfort to the patient knowing they do not have to live with certain conditions, such as organ damage due to a cardiac arrest. This may be too uncomfortable for them to live with in the future, and so it is understandable that they would want to terminate their life before the discomfort grows to such an extent that the patient would rather have not been resuscitated. In addition to this, allowing the patient to adhere to their own decision could make it easier for the other stakeholders, as nurses do not have to battle with the feeling of immorality if a doctor does go against their wishes, and the doctor is also given much clearer lines on how to act, provided that communication is perfect, and all intentions of the patient are understood. To help with this, physicians also suggested that more ethical education was required in order to help students fully come to grasp the idea of allowing DNR (Pettersonn, et al., 2018). Overall, implementing this solution would help doctors and nurses come to terms with exactly what the patient wants, which would eliminate any vagueness or need to act in beneficence. However, this does not take into account the issue of a patient already being in a vegetative state, where it may be deemed unethical to consult family as they are not the patient themselves. In addition, it may lead to unnecessary loss of life if the patient is not educated enough and believes the pain they may concur from a certain injury or organ failure would handicap them or give them pain for the rest of their life, which is a clear issue for a physician or nurse as they know the patient could survive any damage without long term issues. 

Another solution would be to leave it completely to physicians, doctors, and nurses, and not to let the patient have a say. This would be because those who are educated in healthcare have the utmost knowledge on the efficacy of whether treatment would be effective, and if the patient is not fully aware of the consequences of a certain situation, they may end up making the wrong decision and one which a doctor would not advise. This could lead to unnecessary loss of life and is unethical to allow such to happen when it is preventable. For example, Morrow (2019 asked a patient of hers whether he would like to sign a DNR order following a cardiac arrest. He responded saying he would, because he did not want to have to live with the struggles of any brain or heart damage, as that was what he had typically seen. However, thanks to his daughter being well-enough educated to tell her father that this was not always the case, and he could survive with no long-term complications, he changed his mind and decided against withholding CPR orders. This shows that it could be best for doctors to make the decision, as there is not always an educated family member by the side of a patient to help them make a fully knowledgeable decision. However, this should not mean that the patient’s desires are not taken into account, as it is completely a morality issue if they are either fully educated or possibly elderly and close to the end-of-life stage. To add to this, it may be more of a case to simply explain the possible outcomes to the patient, so they are completely educated. 

 Implementing and Communicating the Solution 

To implement complete patient autonomy, the House of Commons could pass NHS legislation to ensure that the patient has complete authority over their decision. This would also require further ethical education for physicians to ensure they can come to terms with this, as well as coming to the realisation that beneficence does not have to be the priority in morality, as we as humans should be able to decide our lives for ourselves. However, it is important that we also factor in the importance of education, and that physicians are legally bound to give each patient the full details of the possibilities of their condition/s and ensure they fully understand to avoid miscommunication. 

Allowing doctors to have the final say would mean uncertainty for the family as well as the patient, and so counselling should be offered as well as consistent education and guidance for the family while they are going through the hardship. Also, it would be better to describe the DNR order as an AND, in order for it to sound more familiar and less negative for the family. 

Monitoring and Reviewing Techniques

In order to ensure policies are being implemented, a policy could be created that each client must take a multi-choice test regarding their options to ensure they fully understand what they are deciding. The test should be multi choice to ensure there is clear language being used and the patient can’t be too vague but should also be created by the doctor themselves as each client’s situation is unique. This would therefore encourage security and the right decision is being made by the patient and could also comfort physicians and nurses knowing their patient is fully aware of the decision they are making. Lastly, it could be implemented that we decide to use the term AND and completely eradicate the usage of DNR in order to help patients and families feel more comfortable with natural death and avoid miscommunication while ensuring all information is heard clearly. 

Conclusion

To conclude, it is important to note differences between DNR and AND and educate the patient on every type. Although it is true that some stakeholders hold a far more important and impactful stake, such as the patient and their family as it is those people who are fully affected by the doctor’s decisions, it is important to note that the physicians and nurses have education in the healthcare field and may understand exactly how to ensure the patient lives a comfortable life. This is because allowing them to decide the final DNR order means the most educated decision is carried out. However, it does not mean the most ethical, as it ignores patient autonomy. Personally, I believe patient autonomy should be of utmost importance, provided that patients are completely aware of what can happen if they do decide to sign a DNR order. However, when this is not the case, and it could be necessary for a physician to make a quick decision as to whether to resuscitate or not, it should be their decision as they have the knowledge to evaluate whether the quality of life would be comfortable for the patient as well as their family post illness. This should also be contextualised, as those who are spiritual, religious or elderly may welcome natural death much more, and it is therefore more expected for them to be allowed natural death and the family to be more prepared to come to terms with it easily. It could be that doctors are given the final decision and the patient’s feelings are disregarded, which may be useful if the patient is not in the right state of mind or the family has some ulterior motive, but overall, it is unethical to ignore the will of a person regarding their own life, as the physicians could cause long term unhappiness by not signing a DNR, but could also face the same by signing one in the same way, as a family who would have wanted CPR and other treatments to have taken place may be severely unhappy with the institution. 
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