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ICMR Consensus Guidelines on
‘Do Not Attempt Resuscitation’

Indian Council of Medical Research Expert Group on DNAR*

ABSTRACT
Cardiopulmonary resuscitation (CPR) is widely practised by
healthcare professionals to revive heart beat and breathing in
a patient suffering from cardiac/respiratory arrest. It is
increasingly being recognized that in some patients with
specific medical conditions, CPR does not alter the overall
outcome of illness, and is likely to increase suffering and
further deteriorate the quality of life. Do not attempt
resuscitation (DNAR) as an option has been practised in
many countries for such cases to avoid futile CPR and
maintain dignity of the patient. The decision of DNAR should
be taken by the treating physician who is well versed with the
patient’s medical condition, with information to the patient or
her/his surrogate. While ordering DNAR on the patient’s
medical case record, every effort should be made to treat the
underlying disease and continue optimal medical care with
compassion. This policy document describes the principles
for DNAR, offers an algorithm and format for its
implementation, and guidance on frequently asked questions.
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INTRODUCTION
Cardiopulmonary resuscitation (CPR) is an emergency procedure
performed in an attempt to revive patients suering from cardiac
and/or respiratory arrest. It involves either or all of the following:
repeated chest compression; mouth-to-mouth or articial breathing
usually with airway tube in the trachea; electric shock(s) on the
chest; and injectable drugs. In certain situations, however,
providing CPR is likely to increase the suering of patients who
have serious, often terminal, illness and without the prospect of
a reasonable quality of life even if they are revived. Doctors and
hospitals are regularly faced with the ethical dilemma of whether
or not to perform CPR in such patients. Therefore, it is important
to provide patients and their relatives adequate information on
the disease or medical condition, poor chances of meaningful
survival or worsened quality of life to enable them to understand
the likely benet or potential harm of CPR in case it is required. Do
not attempt resuscitation (DNAR) is an option that may be
exercised by the treating physician in such a situation in the best
interests of the patient. It would pave the way for arriving at an
informed decision on ‘DNAR’ and its implementation. DNAR
relates to CPR only and its limited value in certain situations and
not to other forms of treatment. Whenever the treating physician
is in doubt on whether to perform DNAR or not, CPR should be
performed as the default option.

A core committee of experts from various disciplines was
constituted to draft the guidelines, and several other experts
were consulted. The guidelines were finalized through a national
web-based and in-person consultative meeting with a wider
representative audience.

PURPOSE
This document aims to guide treating physician(s) on their
decision concerning ‘DNAR’. It would help treating physician(s)
and patient/surrogate(s) in preserving dignity in death and
avoid prolonged suering to the patient through non-beneficial
CPR while continuing to provide other potentially curative and
supportive care. Open communication and considered decision-
making would enhance mutual trust and respect between the
treating physician(s) and the patient/surrogate(s).

SCOPE
1. DNAR would apply to a patient with a progressive

debilitating/incurable/terminal illness where CPR would be
inappropriate, non-beneficial and likely to prolong the
suffering of the patient in the best judgement of the treating
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physician(s). While applying this principle, compassionate
care is integral to the overall goals of medical treatment.

2. DNAR is distinct from withdrawal or withholding of other
life-supporting treatments and advance directives which do
not come under the purview of this document.

INSTRUCTIONS
The treating physician(s) should initiate discussions with the
patient/ surrogate and explain in detail about (i) the patient’s

disease and its prognosis, and (ii) the benefits and harms of CPR
under the given medical circumstances in case the patient
develops cardiac or respiratory arrest.

PROCEDURE
1. The document is intended to facilitate the process of decision-

making on DNAR, which is respectful of the patient’s
autonomy and is in the best interests of the patient by the
treating physician(s) on a case-to-case basis (Fig. 1).

FIG 1. Algorithm for decision-making on do not attempt resuscitation (DNAR). The algorithm reflects the current consensus and is subject
to continuous review.
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2. There should be adequate opportunity, time and space to
discuss with the patient and family in private and facilitate
clear understanding of DNAR and its implications. Thus, it
should be done in anticipation of an impending
cardiorespiratory arrest, during the current hospitalization
of the patient. This will allow better communication and
understanding between the treating physician(s) and patient/
surrogate(s)/caregiver.

3. Teamwork and good communication are of crucial importance
in decision-making and the delivery of care.

4. Combined decision may be taken with the help of another
physician, a psychologist or social worker or a counsellor or
the hospital administrator, particularly in some settings,
such as rural hospitals, where other types of personnel may
not be available. This should be applicable in case the
treating physician is unsure about the futility of CPR, or there
is no consensus between the physician and the patient/
surrogate. All such discussions must be noted in the patient’s
case records and the DNAR form.

5. While communicating, the treating physician(s) should
explain that the patient would continue to be provided all
treatments intended for potentially curable conditions or to
reverse potentially reversible conditions and to provide
supportive care. Moreover, DNAR does not mean withdrawal
or withholding of other life-supporting treatments. The
treating physician(s) should understand the social/cultural
perspective of the patient.

6. DNAR forms should be available in the language understood
by the patient/surrogate(s) and should be signed, timed and
dated by patient/surrogate(s) and the treating physician(s).
In case the patient/surrogate(s) does/do not sign the DNAR
form, the same should be recorded.

7. Hospital administration should make eorts to sensitize their
healthcare professionals on all issues related to DNAR.

DECISION AND REVIEW OF DECISIONS ON DNAR
1. Since CPR is a form of treatment to be provided by the

treating physician the responsibility for the final decision
regarding DNAR rests with the treating physician(s), which
is taken in consultation with the patient/surrogate(s),
empowered with the required information. Often the patient’s
relatives/surrogates may face an ethical dilemma to take the
decision regarding DNAR. To provide them psychological
support and help them overcome any feeling of guilt, the
treating physician(s) should explain to them the futility of
CPR and the harm it might cause to the patient.

2. In case of conflict of opinion, an independent second
opinion from a qualified medical practitioner belonging to
the relevant specialty may be sought by the treating
physician/patient/surrogate(s) in a timely manner.

3. Any decision taken contrary to the patient’s expressed
wishes should be based on robust criteria, accounted for and
documented in the hospital records.

STORAGE OF DNAR FORMS
1. The resuscitation plans and completed DNAR forms should

be easily accessible to all the medical professionals to
respond appropriately in the event of cardiorespiratory
arrest of the patient concerned.

2. It is recommended to attach a copy of the DNAR form to the
patient’s case records and to be integrated with the electronic
health records, if available.

3. All the case reports along with the DNAR forms should be
archived for future reference.
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ANNEXURE I
Patient/Surrogate(s) Information Sheet on Do not attempt resuscitation (DNAR)

(Copies of Annexure I and II to be provided to patient/surrogate(s) and also kept in hospital records)

This guidance is meant to help patients and their families to understand
about cardiopulmonary resuscitation (CPR) and the decision regarding
‘Do not attempt resuscitation’ (DNAR) if a patient’s heart and/or
breathing stops during treatment in the hospital setting.

What is CPR? CPR is an emergency medical procedure. It consists of
one or all of the following: repeated chest compression; mouth-to-
mouth and articial breathing usually with airway tube in the windpipe
(in the throat); electric shock/s on the chest; and injectable drugs. This
is an emergency treatment that is initiated immediately by the
physician. In most patients, this needs to be followed by intensive care
unit (ICU) admission and articial ventilation if the patient is not
already in the ICU. This is because CPR does not change the reason
why the heart and/or breathing stopped and the main illness or
condition still needs to be managed.

Are there problems with CPR in certain patients? CPR is most
successful when it is done in time, in those with a reversible disease
or in those with no accompanying incurable advanced chronic or acute
disease(s). However, it may have serious side-effects in other
circumstances such as those with advanced chronic diseases or those
with catastrophic or unresponsive disease(s). The most frequent
potential harm is that the heart may restart, but the brain may be

permanently damaged because it had no circulation for some period of
time during the process of CPR. This often means that the patient
becomes dependent and, in some cases, even vegetative. Most often,
the patients’ misery and suffering get prolonged when the primary
illness or general health condition is incurable. In old and frail people,
the procedure itself may cause rib fractures and injury to the heart.

What is DNAR? It is a medical decision to not initiate or perform CPR
on a patient suffering from an incurable disease/condition/terminal
illness where medically meaningful survival is not expected.

When to take a decision about CPR and DNAR? Since CPR is an
emergency medical procedure which needs to be done as quickly as
possible, discussions on DNAR should ideally take place when the
patient is in her/his full senses or if the patient is incompetent, i.e. not
in a position to take such a decision, then with the family/surrogate(s)
allowing reasonable time for them to understand before the physician
takes the decision.

Does the decision on DNAR affect the ongoing treatment? Signing the
DNAR form would not deprive the patient of any ongoing treatment
aimed at cure and other supportive medical and nursing care.
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ANNEXURE II
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Is do not attempt resuscitation (DNAR) same as advance directives
(Living will)?
Answer: No, DNAR is distinct and is a physician-initiated
decision, whereas advance directives or living will is a patient-
initiated action.

When will a DNAR form be issued?
Answer: After the treating physician(s) assesses its need and
appropriateness for a patient who is suffering with terminal
condition and discusses it with the patient/surrogate(s).

What are the underlying conditions in which DNAR may be
discussed?
Answer: The clinical triggers to initiate discussions regarding DNAR
include (but may not be restricted to) the following:

• Where death is imminent (within a few hours or days),
• Advanced, progressive, incurable conditions,
• Existing conditions where sudden death may occur as an acute

complication, and
• Life-threatening acute conditions caused by sudden catastrophic

events or persons in persistent vegetative state (PVS).

Can the DNAR form be used for a patient who is currently not diagnosed
as ‘terminally ill’ or who is not currently in a state of permanent
unconsciousness/vegetative state?
Answer: Yes, the treating physician(s) may make this assessment in
view of the underlying disease and a likely cardiorespiratory arrest in
the near future.

Can hospitals modify/customize the DNAR form as per their standard
operating procedures?
Answer: Yes, but the essential principles described here should be
followed.

Who is a surrogate?
Answer: A surrogate is a person or persons other than the healthcare
providers who is/are accepted as representatives of the patient’s best
interests, who will make decisions on behalf of the patient when the
patient loses his/her capacity to make healthcare decisions. The
surrogate of a patient can be the spouse, children, parents, siblings, a
close friend or caregiver, a significant other as partner. A hierarchy of
surrogates is not defined in Indian laws.

What happens when the patient’s wishes are not known and the patient
has no surrogate?
Answer: In such a case, a legally authorized representative (LAR) or
caregiver or hospital administration authorities should be involved in
the decision on DNAR.

What is the value of the communication in the DNAR process?
Answer: Good communication is the cornerstone and should have
utmost priority for an empowered DNAR process. It should be done
in a simplied and easy manner and in a language understood by the
patient, giving enough time for discussion in privacy and with an
option to seek second opinion if desired.

What happens if the patient is transferred to another hospital/ ward?
Answer: DNAR decisions, though subject to review, are portable, i.e.

if the patient is discharged after the decision, or shifted to another
hospital, care facility, or ward, the decisions should be documented.

What should be done if the decision of DNAR is at odds with the wishes
of the patient/surrogate(s)?
Answer: The doctor would make all efforts to explain and provide
information. He/she should also provide the patient/surrogate(s) an
opportunity to take an independent second opinion before making the
decision in the best interest of the patient. However, the final decision
rests with the treating physician as in any other form of treatment.

Does DNAR ensure respect for human rights?
Answer: Yes, the patient’s right to autonomy (Article 21) is the
cornerstone in deciding about his/her cardiopulmonary resuscitation
(CPR) status. Further, the patient’s Right to Die with Dignity (Article
21) is upheld by this process. According to a recent judgment of the
Supreme Court, the patient has the Right toAutonomy in opting for
or refusing a medical intervention (http://supremecourtofindia. nic.in/
supremecourt/2005/9123/9123_2005_Judgement_09-Mar-2018. pdf).
In addition, DNAR helps to empower patients towards their right to
freedom from degrading treatment and ensuring respect for privacy
and family life as per the Universal Declaration of Human Rights.

What happens when patients do not have the capacity to understand
and get involved in this decision?
Answer: Discussions on DNAR should happen with a surrogate/
LAR.

When should the DNAR discussion begin?
Answer: The decision on DNAR should not be taken in haste in an
emergency situation. It should be discussed early while the patient is
being treated in the hospital and not until death seems imminent.

What should hospitals do?
Answer: Hospitals can put policies in place to ensure that all
physicians are made aware of the DNAR option and support its
implementation. They can ensure adequate training of doctors and
staff, improve the communication between doctors and patients, set
up clinical ethics committees or multidisciplinary teams which can
help guide the process and effective implementation, create educational
videos, teaching material for better awareness of patients and integrate
DNAR in the health records, and for review and feedback to maintain
quality of care.

What are all the possible treatments that would continue while initiating
DNAR?
Answer: All treatments aimed at cure and supportive care except CPR
will continue. It should be noted that, DNAR does not mean withdrawal
or withholding of other life-supporting treatments. All compassionate
care and pain relief measures will continue.

For which disease conditions should DNAR be considered?
Answer: There could be a range of disease conditions where a patient
is suffering from terminal illness, has incurable advanced diseases and
advanced age with frailty to consider DNAR (e.g. debilitating chronic
obstructive pulmonary disease, multi-organ failure, irreversible heart
failure, advanced irreversible neurological disease and advanced
metastatic cancer).

ANNEXURE III
Frequently asked questions related to Do not attempt resuscitation (DNAR)


