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Abstract 
 

Background:  

 
Do not resuscitate (DNR) status is increasingly becoming a source of dilemma and moral 

stress for critical care nurses in intensive care because it takes them away from their aim 

which is health restoration. The study aimed to assess knowledge, attitude and practice of 

nurses about DNR status in critical care units in Palestine. 

 

Methods: 
 
The cross-sectional descriptive design was used in this study to explore knowledge, attitude 

and practice of critical care nurses about DNR status. The questionnaire was adopted from 

Thibault-Prevost (1997), it consisted of 190 items, and it was used to study the subject in 6 

main hospitals out of 50 hospitals in the West Bank.  

 

Findings: 
 
 A total of 205 out of 393 nurses who participated in the study (Response rate of 52%). Of 

the respondents, 51.4% were males and 48.6% were females, their mean age was 29 years, 

76.8% had Bachelor degree and 85.9% held a staff nurse position. The mean practice period 

as registered nurses and in critical care were 7.1 and 6.1 years respectively. The majority 

practiced in medium size medical surgical ICUs and neonatal ICUs with percentage of 

27.6% and 25.4% respectively. 

 
Knowledge score about DNR was 6.23 on a scale 0-10; 95% CI [5.99, 6.47] which indicates 

moderate knowledge.  Seventy seven percent of respondents correctly defined DNR by its 

legal intent. The majority of the respondents correctly didn’t link DNR with no care (84%), 

78.9% of participants correctly indicated that a consent form is required for DNR and 70.3% 

correctly indicated that they are legally obligated to initiate CPR in case of cardiopulmonary 

arrest unless DNR is ordered. Significant differences in knowledge were present between 

nurses who received post graduate course in critical care and who didn’t; in favor of who 

received a course (p=0.002). Also significant differences were noted according to bed 

capacity in favor of larger ICU capacity (p=0.039) and in working overtime (p=0.043). 
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Most of respondents recognized that physicians, ethical committees, nurses and hospital 

administrations should be involved in ensuring the existence of DNR policy. Most of the 

respondents (75.1%) indicated that medical futility is the reason for DNR order. There were 

significant differences in attitude toward DNR status between nurses who received post 

graduate course in critical care and who didn’t; in favor of who didn’t received a course 

(p=0.042) and larger ICU capacity (p=0.012). Factors that influenced DNR decision making 

were categorized into three groups ordered by their influential effects as; family factors, 

institutional factors and patient factors. 

 

Only 43% of respondents answered that they had DNR policies in their institutions. More 

than half of the them (54.6%) indicated that there was no change in the trends of DNR during 

the last year. Most of respondents indicated that physicians, families and patients are actually 

involved in decision making. Respondents reported that chronic neurological conditions and 

chronic renal failure are the most chronic diagnoses that influence DNR decision, they also 

indicated that life sustaining therapies following DNR order especially aggressive therapies 

like Extracorporeal Membrane Oxygenation, Intra-aortic Balloon Pump, surgery, pacemaker 

and hemodialysis are not frequently initiated. Respondents of this study reported that they 

felt depressed, indifferent, anxious, frustrated and powerless when DNR order is issued. 

They also indicated that patients with DNR died in intensive care unit or were transferred to 

another ward to die. 

 

Attitude toward DNR status, involvement in DNR situations and initiation of life sustaining 

therapies following DNR order were found to be positively correlated to knowledge about 

DNR status. On the other hand, attitude toward discontinuing life sustaining therapies 

following DNR order was found to be negatively correlated to knowledge about DNR status. 

 

Conclusion: 
 

Based on findings of this study, nurses who work in critical care settings had moderate 

knowledge about DNR status. Consensus about the need for written policies was indicated; 

which, at national level, can regulate and facilitate nursing practice and reduce variations in 

nursing and medical care surrounding DNR status. Involvement of nurses in the decision 

making process regarding DNR status is a very important issue that should be addressed in 

the Palestinian hospitals.  
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Abstract in Arabic 
 قسام العنایة المكثفة في فلسطینأ /اتعدم الإنعاش: معرفة ومواقف وممارسات ممرضي حالة

 
 عداد: ناصر خلف اذویبإ
 
 مامشراف: د. اسمى الإإ

 

 ملخص:ال
 
 

 :الخلفیة

 

والضغط الأخلاقي لممرضي وممرضات العنایة  المعضلات لإحدىأصبحت وبشكل كبیر مصدرا  عدم الإنعاش حالة

ة ھو ھدف الدراسكان  المریض وتحسین الحالة الصحیة لھ. شفاءأخذھم بعیدا عن الھدف الأساسي لھم وھو ت لأنھاالمكثفة 

 تحدید معرفة ومواقف وممارسات الممرضین والممرضات حول حالة عدم الإنعاش في اقسام العنایة المكثفة في فلسطین.

 

 المنھجیة:

 

واقف وممارسات ممرضي وممرضات اقسام العنایة المكثفة حول معرفة وم تم تطبیقھا لدراسة ،مقطعیة دراسة وصفیة

ذن من خذ الإأبعد  ھا من دراسة سابقةوتعدیل عتمادھااتم  ستمارةاتم جمع معلومات البحث بواسطة  الإنعاش. حالة عدم 

 نالذی شملت كافة الممرضین والممرضات. السؤ 190، تكونت الاستمارة من Thibault-Prevost (1997الباحث (

 في الضفة الغربیة.  مستشفى 50 أصلمن  مستشفیات رئیسیة 6قسام العنایة المكثفة في أیعملون في  كانوا

 

 النتائج:

 

ة ونسب %51.4 منھم بلغت نسبة الذكوربالمئة.  52بنسبة استجابة بلغت  393من أصل  205بلغ عدد المشاركین بالدراسة 

یعملون  85.9و% منھم قد حصلوا على درجة البكالوریوس %76.8 .عام 29بینما بلغ معدل العمر  %46.8ناث الإ

سنة بینما بلغ معدل  7.1 قانونیین/ات كممرضین/ات التي عملھا المبحوثین ة. بلغ معدل المدمرضین/ات قانونیین/اتكم

ة مكثفة جراحیة قسام عنایأیعملون في  المبحوثین العدد الأكبر منكان .  سنة 6.1 العنایة المكثفةام قسأفي مدة عملھم 

 م من حیث عدد الأسرّة.متوسطة الحجوھي أقسام ) %25.4) وعنایة مكثفة بالخدّج (%27.6وباطنیة (

 

ویمثل  ،]5.99 , 6.47[ %95المستوى عند  بفترة ثقة 10/  6.23نعاش عدم الإ حالةمعرفة المبحوثین حول  بلغ معدل

قر أا، كما ا صحیحً ا قانونیً ب عدم الانعاش تعریفً لین طمن المبحوث %77معرفة متوسطة حول الموضوع. عرّف ذلك 

من  %78.9جاب أدیم الرعایة الصحیة والتمریضیة. نعاش لا یرتبط بعدم تقبان طلب عدم الإ )%84( غالبیة المبحوثین

 مفي حالة عدنھم أالمبحوثین  من 70.3% قرأكما خاص، نعاش یحتاج الى نموذج موافقة المبحوثین بان طلب عدم الإ

انت ك ي فورًا. لقدا على بدء عملیة الانعاش القلبي والرئومجبرین قانونیً  فانھم على عدم الانعاش ج الموافقةذوجود نمو
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في مستویات معرفة المبحوثین حول طلب عدم الإنعاش  )α≤0.05عند مستوى الدلالة ( ھناك فروقات ذات دلالة إحصائیة

الخدج بالمركزة او العنایة المركزة بالأطفال او العنایة المركزة العنایة حصول الممرض/ة على دورات في  لمتغیر تعزى

)p=0.002(  ،كما وجدت فروقات ذات دلالة إحصائیة حیث كانت المعرفة اكبر عند الذین حصلوا على ھذه الدورات

 .)p=0.043( أخرى) والعمل الاضافي بقسم او بمؤسسة p=0.039( القسم أسرّة عددزیادة متغیرات تعزى ل

 

طباء واللجان الاخلاقیة والممرضین وادارة المستشفیات یجب مشاركتھم في التأكید على غلب المبحوثین ان الأأشار أ

من المبحوثین ان عدم الجدوى من العلاج ھو السبب الرئیسي لكتابة  %75.1شار أوجود سیاسات عدم الانعاش. كما 

المبحوثین تجاه طلب عدم  ) بمواقفα≤0.05عند مستوى الدلالة ( یةالفروق ذات دلالة إحصائ كانت طلب عدم الانعاش.

المركزة او العنایة المركزة بالأطفال او العنایة متغیرات حصول الممرض/ة على دورات في العنایة ل تعزىالإنعاش 

 أسرّة عدد ومتغیر زیادة إیجابیة، أكثر دورات على یحصلوا لم الذین مواقف كانتحیث  )p=0.042(بالخدج المركزة 

معدل للعوامل العائلیة  علىأقسام وكانت أار عدم الانعاش الى ثلاثة العوامل المؤثرة في قر تقسمت ).p=0.012( القسم

 .خیرا العوامل المرتبطة بالمؤسسةألیھا العوامل المرتبطة بالمریض وت

 

منھم  %54.6شار أم الانعاش، كما ى سیاسات لطلب عدمن المبحوثین بان المؤسسات التي یعملون بھا تتبن %43جاب أ

قرّ معظم المبحوثین بان الاطباء وعائلات المرضى ألسنة الاخیرة. ب عدم الانعاش خلال النھ لم تتغیر معدلات طأب

شار المبحوثین بان الامراض العصبیة المزمنة وأنفسھم ھم من یشاركون حقیقةً في قرار عدم الانعاش.  أوالمرضى 

شاروا ان بدء التدخلات العلاجیة المتقدمة أنعاش كما بقرار عدم الإ تأثیرًامراض الأن ھي أكثر والفشل الكلوي المزم

بھري والعملیات الجراحیة وجھاز منظم ضربات كسجة الخارجي وتقنیة البالون الأالمساعدة على البقاء مثل جھاز الأ

كتئاب وعدم نھم شعروا بالاأاب اغلبیة المبحوثین جأ بعد طلب عدم الإنعاش. القلب والغسیل الكلوي لا تجرى بشكل متكرر

شار المبحوثین ان المرضى الذین طلب لھم أخیرا أنعاش للمرضى. حباط والعجز عند طلب عدم الاالاكتراث والقلق والإ

 .خرى للموت بھاأقسام ألعنایة المكثفة او تم نقلھم الى عدم الانعاش قد ماتوا في وحدة ا

 

التدخلات العلاجیة المتقدمة ببدء لة عدم الإنعاش والمشاركة في حالات عدم الإنعاش والالمواقف حول حاارتبطت 

مع المعرفة حول حالة عدم الإنعاش بشكل ایجابي. من جھة أخرى، ارتبطت المواقف حول إیقاف  المساعدة على البقاء

سلبي مع المعرفة حول حالة عدم الإنعاش. بعد طلب عدم الإنعاش بشكل  التدخلات العلاجیة المتقدمة المساعدة على البقاء

 على ایة حال، كانت ھذه الارتباطات ضعیفة ویمكن اھمالھا.

 

 الملخص:

 

بناءً على نتائج ھذه الدراسة فان معلومات ممرضي /ات اقسام العنایة المكثفة حول موضوع طلب عدم الانعاش ھي 

 لتنظیم وتسھیل ممارسة ؛بة على المستوى الوطنيعلى ضرورة وجود سیاسات مكتو المبحوثین قاتفكما متوسطة، 

. تبین التي یتلقاھا المریض بما یتعلق بطلب عدم الانعاش والطبیة التمریض والتقلیل من الفروقات في الرعایة التمریضیة

 ينیھ فبَ في القرارات المتعلقة بطلب عدم الانعاش ھو في غایة الاھمیة ویجب تَ  راط ومشاركة الممرضین/اتان انخ

 .الفلسطینیة المستشفیات
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Chapter One 

 

Introduction 
 

1.1 Introduction  

 

This chapter introduces the subject of do not resuscitate status by giving background of the 

subject. Also, in this chapter the study problem is identified and the significance of the study 

is discussed. Moreover, the aim and objectives of the study are stated.  

 

1.2 Background 

 

Severity of illness of hospitalized patients has progressively increased over the past decades 

while advanced techniques have allowed very sick patients to survive (Carlet et al., 2004). 

Advances in critical medicine have led to many ethical issues of profound concern to all 

intensive care professionals. One of the concerns that most of critically ill patients will die 

if a decision is taken to withhold specific aggressive treatments. (Amoudi, Albar, Bokhari, 

Yahya, & Merdad, 2016) 

 

Do not resuscitate (DNR) status is increasingly becoming a source of dilemma and moral 

stress for critical care nurses in intensive care setting. It takes nurses away from their aim 

which is health restoration. Moral stress is always present in all phases of do not resuscitate 
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status starting from taking the decision which is done mainly by physicians and ending in 

nurses who implicate the decision. (Cheraghi, Bahramnezhad, & Mehrdad, 2016; Fallahi et 

al., 2016) 

 

End of Life Decision indicates all decisions made by a physician, with the intention of 

shortening the patient’s life, or knowing that this decision may have a potentially life-

shortening effect. An example of end of life decision is DNR status, which is a decision by 

an individual regarding his/her end of life medical care to opt out of cardiopulmonary 

resuscitation (CPR) in the event of cardiac, or pulmonary arrest, or both (Al Sheef, Al Sharqi, 

Al Sharief, Takrouni, & Mian, 2017). End of life decision is a complex and multidisciplinary 

decision that should be taken under coverage of law and ethical policies of the country and 

institutions. However, lack of policies about such decisions can lead to major ethical and 

legal issues (Bellini & Damato, 2009; Saifan, Alrimawi, Abualruz, & Abdelkader, 2016). 

The term of “Do not resuscitate” is not clearly understood by health professionals in its legal 

definition as the decision to decline CPR only. However, DNR is sometimes expanded and 

misused to include activities which positively shorten lives (Bellini & Damato, 2009). 

 

The American Medical Association for the first time in 1974 formally proposed the DNR 

order in patients’ treatment process. The first hospital policies regarding the DNR order were 

published in 1976 (Assarroudi, Heshmati-Nabavi, Ebadi, & Esmaily, 2017). 

 

1.3 Study Problem 

 

“Do not resuscitate” status is ordered in cases in which completing aggressive life sustaining 

treatment is without benefit. Although critical care nurses are becoming increasingly 

involved in care and decision making in critical care settings, DNR status leaves them in the 

dilemma of the benefit of the intensive care environment to “Do not resuscitate” patients 

(Thibault-Prevost, 1997). Knowledge, attitude and practice of western critical care nurses 

were described and explored (Bellini & Damato, 2009; Giles & Moule, 2004; Huang et al., 

2012; Khalaileh, 2014; O’Hanlon, O’Connor, Peters, & O’Connor, 2013; Sanderson, 

Zurakowski, & Wolfe, 2013; Taha, Asfour, & Attia, 2010; Thibault-Prevost, Jensen, & 

Hodgins, 2000). However, knowledge attitude and practice of the Palestinian critical care 

nurses still need to be explored and described. 
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1.4 Study Justification 

 

“The gap between the availability and actual use of evidence-based treatments remains wide 

and persistent. This gap compromises the quality of care and threatens professionals’ 

abilities to achieve their goals of reducing disparities in health, family well-being, and 

individual functioning in society” (Proctor, 2004). Besides, the first step of changing practice 

to achieve better outcomes is assessing knowledge, attitude, practice and desire to change 

(Shelby, 2014). Hence, exploring current practice, knowledge and attitude of critical care 

nurses toward DNR status can lead to improving care of critically ill patients in intensive 

care (Sanderson et al., 2013). Exploring current practice of critical care nurses of DNR 

ordering can improve policies, regulations and procedures of end of life decisions especially 

in institutions where no clear policies and procedures regarding DNR are present (Thibault-

Prevost et al., 2000). 

 

The results of this study can be used to direct educators in nursing schools to expand 

curriculums to include end of life care and ethical issues, on another hand, continuous 

education departments in hospitals can benefit from the assessment of knowledge results in 

directing educational programs toward ethical issues. 

 

Exploring attitudes of critical care nurses will direct hospitals to meet their psychological 

and ethical needs which are generated from dealing with critical care patients and 

environment. Findings will help health care providers, such as physicians and nurses, 

developing specific interventions to address the potential needs within the target population. 

 

1.5 Aim 

 

The aim of this study was to assess knowledge, attitude and practice of critical care nurses 

about practices of “Do not resuscitate” status in critical care units in Palestine. 

 

1.6 Objectives 

 

The specific objectives of this study were: 

a. To determine the relationships between critical care nurses’ knowledge, attitude and 

their practice regarding DNR status in critical care units in Palestine. 
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b. To determine differences in attitudes, knowledge and practices of the respondents 

based on socio-demographic characteristics of critical care nurses and work 

environment factors. 

c. To assess knowledge of the Palestinian critical care nurses about DNR status. 

d. To assess attitudes of the Palestinian critical care nurses toward DNR status. 

e. To determine practice of the Palestinian critical care nurses of DNR status. 
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Chapter Two 

 

Literature Review 
 

2.1 Introduction 

 

This chapter provides an overview of literature about “Do not resuscitate” status in general 

and the specific subject of this research which is about knowledge, attitudes and practices of 

critical care nurses of DNR status. 

 

Literature review included the following: meaning of DNR status, prevalence of DNR status, 

characteristics of DNR patients, rationale for DNR status, clinical implication and conflicts 

with DNR status. In addition, literature about attitudes and knowledge about DNR status 

was also reviewed. The reviewed studies were performed in various countries and cultures 

which will enhance comparison with similar researches in these cultures. Sources from 

which literature was retrieved are published theses, international journals and research 

databases. 
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2.2 Theoretical Background 

 

2.2.1. Meaning of “Do not resuscitate” 

 

The legal definition of “Do not resuscitate” is withholding cardiopulmonary resuscitation in 

case of cardiac, respiratory or cardiopulmonary arrest (Abdallah, Radaeda, Gaghama, & 

Salameh, 2016; Amoudi et al., 2016; Bellini & Damato, 2009; Bradford, 2016; Chang, 

Huang, & Lin, 2010; Gulacti & Lok, 2016; Khalaileh, 2014; Miceli, 2016; Thibault-Prevost 

et al., 2000). However, the legal definition of DNR is always inappropriately understood by 

the health professionals (Bellini & Damato, 2009). 

 

Studies suggest that health professionals inappropriately use DNR orders as they expand it 

to withhold treatments and interventions other than cardiopulmonary resuscitations 

(Bradford, 2016). Interventions that may be involved in DNR orders may include more 

simple procedure such as intubation or more advanced procedures like Extracorporeal 

Membranous Oxygenation (J. Burns & Truog, 2016; Thibault-Prevost et al., 2000). 

 

Thus, all reviewed studies didn’t link DNR with no care or with withholding other treatments 

like nutrition, infection management, oxygenation and receiving intravenous fluids even that 

some of these interventions are considered part of resuscitation (J. Burns & Truog, 2016; 

Saifan et al., 2016). 

 

Health professionals had developed and adapted terms other than DNR which mean “Do not 

resuscitate” terms like “no code”, “slow code”, “chemical code”, “Hollywood code”, “no 

CPR”, “do not attempt resuscitation (DNAR)”, “do not attempt cardiopulmonary 

resuscitation (DNACPR)”, “allow natural death”, “comfort care measures only” and “not for 

resuscitation (NFR)” and they are widely used in many countries. Furthermore, they had 

developed other methods to communicate the status by using symbols like purple dot on the 

patient’s chart (Bradford, 2016; J. Burns & Truog, 2016; Gulacti & Lok, 2016). 

 

2.2.2. Prevalence of DNR order: 

 

Prevalence of DNR orders is increasing over time (Cherniack, 2002; De Gendt et al., 2007). 

This may be due to several reasons including the protection of patients’ right in decision 
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making and advancements in medical technology (Salottolo et al., 2015). A retrospective 

cohort study was done by Silveira, Kim, & Langa (2010) to determine the prevalence and 

predictors of lost decision-making capacity and decision making at the end of life. The study 

examined 3,746 subjects of which 67.6% had advance directives. However, 92.7% of 

subjects wanted limited medical care and 96.2% of them wanted comfort care. As a result, 

83.2% of subjects who wanted limited care and 97.1% of subjects who wanted comfort care 

in their advance directives received care consistent with their preferences. 

 

Current literature focused on prevalence of DNR order in various settings including geriatric 

populations, trauma patients and oncology patients. A study done by Al Sheef et al. (2017) 

in Saudi Arabia aimed to explore awareness of outpatients, their preferences about DNR and 

their ethical standpoints. The study explored 307 participants from whom 62% heard about 

DNR status and 50% could define DNR correctly. Most respondents (90%) agreed that 

person should be asked about resuscitations wishes at diagnosis stage. However, according 

to “The study to understand prognosis and preferences for outcomes and risks of treatment” 

(SUPPORT) less than 25% of elderly who have severe illness had discussed CPR with 

healthcare providers (Youngner, Murphy, & Lynn, 1990). 

 

DNR status is often issued in intensive care units for severely ill patients. On another hand, 

trauma patients who are admitted to hospitals as emergency cases are mainly well and have 

no chronic or severe diseases. Nevertheless, they also come with previously issued DNR 

status (Salottolo et al., 2015). A retrospective cohort study done by Salottolo et al. (2015) in 

a trauma center in USA. The study included 10,053 subjects aged more than 18 years who 

were admitted to the trauma center over six years period. Fifteen percent of the patients had 

DNR status of which 7% had pre-existing DNR status whereas 8% of orders were established 

within an average of 2 days, however, mortality was higher in subjects with DNR status 

(Salottolo et al., 2015). 

 

Another prospective cohort study was done to study variations in DNR status after major 

trauma in 6,765 trauma patients in USA. Similar to Salottolo et al. (2018) results, 7% of 

patients were with DNR status of them 88% were died. However, there were large variations 

in DNR depending on the institution (0%-57%) (Nathens, Rivara, Wang, Mackenzie, & 

Jurkovich, 2008). 
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In elderly, it is more likely to have DNR status (Cherniack, 2002; Silveira et al., 2010). The 

prevalence of DNR was investigated by De Gendt et al. (2007)on 94 geriatric wards. The 

study involved 1925 patients of which 393 (20.3%) had DNR status. 

 

2.2.3. Rationale for DNR order: 

 

Originally, the purposes of DNR orders is to support patient autonomy, provide conditions 

for comfortable death and prevent non-beneficial interventions (Amoudi et al., 2016; 

Bradley et al., 2006; Cheraghi et al., 2016; Cherniack, 2002; Thibault-Prevost et al., 2000; 

Yuen, Reid, & Fetters, 2011). 

 

Supporting patient autonomy is implemented by advanced directives which is signed by 

patients before being admitted to hospital, but studies showed limited percentage of patients 

with DNR status have advanced directives contains DNR order (Bradley et al., 2006; Chang 

et al., 2010). In addition, in countries like Saudi Arabia where DNR is regulated according 

to Islamic religion and Fatwa, the DNR decision is restricted to certain medical situations 

according to the decision of three specialized trustworthy physicians (Al Sheef et al., 2017; 

Amoudi et al., 2016). 

 

Cardiopulmonary resuscitation is the only known way to resuscitate patients who have heart 

or/and respiratory arrest. All types of resuscitation which include Basic Life Support (BLS), 

Advanced Cardiac Life Support (ACLS) and Extracorporeal Membrane Oxygenation 

(ECPR) have poor outcomes which can be low to 10% survival to discharge in the elderly 

(Bradford, 2016; J. Burns & Truog, 2016; Gulacti & Lok, 2016). In addition, studies suggest 

that repetitive resuscitation attempts increase patient suffering (J. Burns & Truog, 2016). On 

one hand, physicians are not obligated to provide procedures they are not sure that it will 

benefit the patient through their best professional judgment. On the other hand, they cannot 

provide care which can cause harm to the patient as the principles of beneficence/ 

maleficence suggest (Miceli, 2016). 

 

2.2.4. Patients who are mostly vulnerable to have DNR status: 

 

Patients who have DNR orders are certainly unlikely to benefit from intensive care and CPR 

(Bradley et al., 2006; Thibault-Prevost et al., 2000). Those patients always have underlying 
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medical conditions such as heart failure, metastatic cancer, renal failure, brain injury, sepsis, 

severe lung disease and multi organ failure (Salottolo et al., 2015; Taha et al., 2010; Takrouri 

& Halwani, 2008; Thibault-Prevost et al., 2000). 

 

In critical care settings a retrospective cohort study was conducted by Wang, Sen-Kuang, 

Wei-Fong, & Shin-Han (2016). was conducted on 274 patients who were admitted to 

emergency department intensive care units in Taipei Medical University Hospital in Taiwan. 

The characteristics and outcome of critical illness with DNR status admitted to intensive 

care unit were explored. The mean age of patients with DNR status was 79.6 years, the mean 

score of Acute Physiology and Chronic Health Evaluation-II (Apache II) was 25.7. The 

study revealed that 72% of patients were admitted due to sepsis. The other diagnoses were 

acute myocardial infarction, congestive heart failure, cardiac arrest, cerebral infarction and 

gastrointestinal bleeding. Of them, 29.5% requires mechanical ventilation and 43.6% 

requires vasopressors.  

 

2.2.5. Policies of DNR: 

 

The American Medical Association for the first time in 1974 formally proposed the DNR 

order in patients’ treatment process. The first hospital policies with regard to the DNR order 

were published in 1976 (Assarroudi et al., 2017).Then, in 1988 DNR policies became a 

requirement to meet the accreditation standards of acute care hospitals in the USA 

(Khalaileh, 2014). 

 

Absence of policies for transparent decision making about resuscitation prevents physicians 

from obtaining appropriate informed consent from the patient or the family, so that hospitals 

and health professionals were failing to provide sufficient rationale and failing to accept 

accountability for their decision (J. Burns & Truog, 2016). For example, in some countries 

like Poland, Belgium, Spain, and Hungary, DNR orders are official and vary across the 

country with different practices used in different regions of these countries. In contrast, there 

are no official instructions or policies regarding DNR in Denmark, Holland, France, 

Portugal, Austria, Croatia and Greece (Gulacti & Lok, 2016). 

 

According to Yuen et al. (2011) study which studied reasons why DNR orders failed to 

achieve their purpose to support patient autonomy and prevent non-beneficial interventions, 
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inadequate hospital policies on DNR is considered an important reason for inadequate DNR 

discussions which we should overcome and fixed. 

 

Although health care professionals are familiar with DNR term, most studies show lack of 

knowledge about the existence of a clear policy about DNR (Amoudi et al., 2016; Bellini & 

Damato, 2009). In Amoudi et al. (2016) study which studied perspectives of interns and 

residents about DNR order in Saudi Arabia, 64% of interns and 55% of residents were unsure 

about the existence of DNR policy in their hospital, furthermore, 65% of them were unsure 

about the existence of a Fatwa which regulates DNR designation. Similar results were found 

in Billini & Damato study (2009) which reported that nearly half of respondents (42.2%)  

were unsure if  DNR policy existed in their institution (Amoudi et al., 2016; Bellini & 

Damato, 2009). On another hand, Khalaileh (2014) agreed that there is a need for a clear 

DNR policy in hospitals which in turn reduce dilemmas and regulate practice. 

 

In contrast, the study of O’Hanlon et al. (2013)which was conducted to explore the opinions 

and experiences of nursing staff on DNR orders. One third of respondents reported the 

presence of a resuscitation policy in their ward, although no official policy existed in the 

hospital. 

 

2.3 Knowledge about DNR status: 

 

Many studies explored knowledge about DNR orders. A descriptive study was done by 

Bellini & Damato (2009) to describe the knowledge, attitudes/beliefs, and care practices of 

66 neonatal intensive care unit nurses concerning do not resuscitate status for hospitalized 

neonates. Only 24.2% of respondents in the study were able to correctly define DNR as 

‘‘withholding CPR only’’. Nearly half (49.2%) of the respondents correctly stated that 

DNR did not include additional therapeutic limits like withdrawal of support (Bellini & 

Damato, 2009). 

 

Another descriptive study by Thibault-Prevost et al. (2000) was done to describe the 

perceptions of nurses regarding DNR decisions in critical care settings by assessing 

knowledge, attitudes, and practices concerning DNR status. The study involved 405 nurses 

working in intensive care units in Alberta – Canada. A 333 item questionnaire was used. Not 

similar to Bellini & Damato study, only 48.6% of respondents correctly defined DNR which 
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is considered a low percentage. Moreover, 52.6% of respondents of this study responded 

that DNR designation includes therapies other than CPR. However, respondents did not 

associate DNR with no care. 

 

Some studies investigated nurses’ and physicians’ knowledge, attitudes and practice (Bellini 

& Damato, 2009; Saifan et al., 2016; Sanderson et al., 2013). For example, Sanderson et al. 

(2013) conducted a study on 159 nurses and 107 physicians to identify their attitudes 

regarding the meaning, implication, and timing of the DNR order for pediatric patients, using 

148 items web-based survey instrument. Twenty two percent of the sample were ambiguous 

about the answer of the question “When a child has a Do Not Resuscitate (DNR) order in 

place, what does this mean to you?”. However, of the respondents, 66.9% believed that a 

DNR order indicates limitation of resuscitative measures only on cardiopulmonary arrest, 

whereas 33.1% considered a DNR order to include limitation of treatments not specifically 

related to CPR. The study also assessed the training about DNR, most health professionals 

had received little to no structured or bedside training in resuscitation discussions during 

medical or nursing school and during postgraduate training (Sanderson et al., 2013). 

 

Another study was conducted by Baumann, Killebrew, Zimnicki, & Balint (2017) to assess 

and improve nurses’ knowledge about DNR as a part of quality improvement project. The 

study involved 244 nurses who work in postoperative area. The method involved providing 

nurses with educational fair preceded and followed by a survey measuring knowledge about 

DNR orders. Of respondents, 64% and 72% recognized the correct definition of DNR pre 

and post education respectively. Moreover, only 32% of the sample correctly answered that 

patients can undergo surgery with an active DNR status, and increased to 76% post education 

about DNR. 

 

2.4 Attitudes toward DNR status: 

 

Attitudes and beliefs of nurses can be studied in numerous aspects which depend on the area 

in which health professionals practice. In Bellini & Damato (2009) study, researchers 

concentrated on the actual scope of care and aggressiveness of treatment typically provided 

to patients following DNR designation. All respondents agreed that DNR patients should 

not receive less care than necessary, however, the majority of respondents (73%) indicated 

that neonates who have DNR status should not receive surgery while 64% of respondent 
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agreed that they should not receive diagnostic imaging. Furthermore, only one respondent 

disagreed with initiating analgesic therapy for a neonate following the DNR order, which 

was interpreted by author that more education should be done about pain management for 

terminally ill patients (Bellini & Damato, 2009). 

 

In contrast to Bellini & Damato study, Thibault-Prevost et al. study expanded the scope for 

nursing attitude to include scope of care, aggressiveness of treatment provided, general 

nursing care, persons involved, link between DNR and Euthanasia, complexity of ordering 

and factors that lead to DNR order. Of respondents 72% thought that DNR order will block 

aggressive treatment whereas 60% believed that withdrawal of therapy occurred after DNR 

designation. However, 98% of sample responded that DNR patient should receive full 

nursing care till death, whereas 87% agreed that DNR patient should not receive healthcare 

less than necessary. Respondents linked DNR order with present or expected poor quality of 

life, they also mostly agreed that physicians, nurses and ethical committees should be 

involved in DNR designation. Only 16% of studied nurses linked DNR with euthanasia. 

Moreover, patient-specific factors such as patients’ or families’ desires and varied patient 

characteristics and circumstances received the highest agreement for factors perceived to 

complicate DNR decisions (Thibault-Prevost et al., 2000). 

 

Khalaileh (2014) study used Thibault-Prevost et al. instrument after modification to explore 

critical care nurses’ attitudes towards and experiences of DNR decisions in clinical practice 

in Jordan. The study concentrated on documentation, decision making and persons involved 

in DNR designation. About 60% of the sample responded that experience clinicians, 

physicians, families and nurses should be involved in DNR designation of patients. 

However, only 56% of the respondents agreed that it is important to first assess a competent 

patient’s best interests when reviewing resuscitation status. Moreover, 81% of the sample 

preferred to use coding system other that “Do not Resuscitate” in communication and 

documentation of DNR status in the patient’s file. In the same context, only 58% of the 

sample agreed that a standard DNR form including a statement that the patient is ‘not for 

resuscitation’ should be kept with the patient’s medical notes (Khalaileh, 2014). 

 

Huang et al. (2013) also conducted a cross-sectional study to describe the neonatal 

professionals’ personal views and attitudes towards the neonatal end of life decisions. The 

study involved 104 neonatologists and neonatal nurses who were studied by a structured 
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questionnaire. The study concentrated on dealing with families of DNR patients and process 

of DNR designation. Most respondents (76%) agreed about the difficulty of talking with 

parents about DNR orders. Similarly, 94% of the sample agreed that DNR order should pass 

through ethical committees before suggestion of DNR to parents (Huang et al., 2012). 

 

In O’Hanlon et al. (2013) study which concentrated on criteria of DNR designation and 

persons involved in DNR designations. Nurses’ attitude about who is responsible for DNR 

order is consultants (91%), family (74), patients (64%) and nurses (22%) but in the same 

time some of respondents indicated that interns (3%) and senior house officer (11%) also 

had a role in DNR designation. Furthermore, 52% of respondents think that all hospital 

patients should be routinely asked if they would like to have a DNR status (O’Hanlon et al., 

2013). 

 

2.5 Practice of DNR order: 

 

Two of the most important studies that described the practice of DNR order in critical care 

setting are Bellini & Damato (2009) and Thibault-Prevost et al. (2000) studies. Thibault-

Prevost et al. (2000) study indicated that the most common medical requests used to order 

DNR are DNR, no CPR, do not intubate, medications only, comfort measures only, do not 

defibrillate, palliative care only and no code. Respondents of this study also pointed out that 

physician, patient, family, nurse, resident and legal guardian should participate in DNR 

decision making. However, they reported that only physician, family, patient and legal 

guardian were actually participating in DNR decision making. The study reported that multi-

system failure and neurological failure are the medical diagnosis which influence DNR 

decision. Moreover, the study also showed that most of patients with DNR order died in the 

unit. Bellini & Damato (2009) in their study reported that most of Neonatal ICU nurses were 

unsure that their institutions had a DNR policy regardless of experience in practicing nursing 

in neonatal care units. The study also identified that conflicts were always happening during 

DNR decision making either between health professional themselves or between health 

professionals and families (Bellini & Damato, 2009; Thibault-Prevost et al., 2000). 

 

Assarroudi et al. (2017) revealed that lack of hope to the patient’s recovery after CPR was 

the main reason for the DNR order. The study also indicated that fear of legal prosecution 

had a major role in decision making for the DNR order, besides, hesitancy in performing the 
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DNR order was another challenge of their study. Furthermore, the result of their study 

revealed that DNR order lead to reduce motivation of CPR team due to their feelings of 

powerlessness. 

 

Chang et al. (2010) conducted a study to compare the intensive care of DNR patients prior 

and after DNR order; and to explore for factors influencing DNR decisions. The study 

revealed that 87.2% of DNR patients had died in the ICU compared to 46.4% in non-DNR 

patients. The study also indicated that DNR patients were less likely to receive life support 

therapies, such as vasopressors, inotropes, CPR, pacemakers, cardiac defibrillation, and 

supplemental oxygen after DNR designation. Yet, no significant changes were observed in 

the likelihood of receiving blood transfusions, intravenous fluids, hemodialysis, mechanical 

ventilation, endotracheal intubation, total parenteral nutrition, and nasogastric tube feeding. 

Factors that were found to predict DNR status are age, being unmarried, having adult 

children as surrogate decision makers, being unable to survive to ultimate discharge from 

the ICU, and staying longer in the ICU. 

 

O’Hanlon et al. (2013) study which aimed to explore the opinions and experiences of nursing 

staff on DNR orders reported that one third of respondents reported the existence of DNR 

policy while 2/3 specified that the institution had no policy. It also indicated that over one 

third of respondents had disagreement with DNR decision on some occasions. 

 

2.6 Summary 

 

Research about DNR and end of life care has a significant weight in the modern 

investigations, especially because it is directly related to quality of life of end stage patients 

and the increased focus on patients’ rights like patient autonomy. Research reviewed 

involved recent and old studies about the broad subject (DNR) and specifically about 

knowledge, attitude and practices of DNR status. Unfortunately, very few studies were 

holistic and involved systemic assessment of nurses, other researches involved only one 

aspect of KAP (knowledge, attitude and practices) and involved a small number of questions. 

 

In intensive care units, nurses are dealing with a diversity of patients with various diagnoses, 

plans and outcomes, one of these plans is DNR order. Although nurses are in continuous and 

close contact with patients, they are always not involved in DNR designation and always 
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nurses are left with the implementation of this ethically challenging order.  

 

In Palestine, research is needed to evaluate knowledge, attitudes and practice regarding 

DNR. Also information is needed about other aspects of DNR status such as types of patients 

who have DNR status and deep exploration of knowledge attitude and practices of DNR. It 

is also noted that the literature about knowledge, attitude and practice of DNR is 

predominantly descriptive, as a result there was no linking between sociodemographic or 

work environment factors with knowledge, attitude and practice. 
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Chapter Three 
 
 

Conceptual Framework 
 
 
3.1 Introduction 

 
In this chapter the conceptual framework was discussed, conceptual definitions were defined 

and the dependent and independent variables were defined. 

 

3.2 Conceptual Framework 

 

The conceptual framework addressed demographic, personal and professional 

characteristics and work environment factors’ contribution to their knowledge about DNR 

status, attitude toward DNR status and practice of DNR status. It also expected that 

knowledge will influence attitude and practice of critical care nurses about DNR status. 

 

Illustration of application of this conceptual framework on this study is shown in the 

following figure: 
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Figure 3.1: Illustration of the conceptual framework of knowledge, attitude and practice of 

DNR status 

  

After reviewing the literature about knowledge, attitude and practice of DNR status the 

variables about socio-demographic characteristics and work environment were chosen. 

Variables are defined in the following sections of this chapter. 

 

3.3 Conceptual Definitions 

 

Do not resuscitate: “Do not resuscitate” is withholding cardiopulmonary resuscitation in 

case of cardiac, respiratory or cardiopulmonary arrest (Abdallah et al., 2016; Amoudi et al., 

2016; Bellini & Damato, 2009; Bradford, 2016; Chang et al., 2010; Gulacti & Lok, 2016; 

Khalaileh, 2014; Miceli, 2016; Thibault-Prevost et al., 2000). 

 

Cardiopulmonary resuscitation: In emergency cardiac care, the opening of the airway, 
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provision of artificial breathing, and assisting the circulation until definitive treatment can 

restore spontaneous cardiac, pulmonary, and cerebral function (Venes, 2013, p. 2032). 

 

Intensive care unit: A unit in which care is done for critically ill patients by continuous 

monitoring of various body functions. It is also called critical care unit (Venes, 2013, p. 398). 

 

End of life decision: End of Life Decision indicates all decisions made by a physician, with 

the intention of shortening the patient’s life, or knowing that this decision may have a 

potentially life-shortening effect (Al Sheef et al., 2017). 

 

Knowledge: Understanding of or information about a subject that you get by experience or 

study, either known by one person or by people generally (Cambridge Dictionary, 2017b). 

 

Attitude: A feeling or opinion about something or someone, or a way of behaving that is 

caused by something (Cambridge Dictionary, 2017a). 

 

Practice: Something that is usually or regularly done, often as a habit, tradition, or custom 

(Cambridge Advanced Learner’s Dictionary & Thesaurus, 2017). 

 

3.4 Operational Definitions 

 

3.4.1. Dependent Variables 

 

Dependent variables in this study are knowledge about DNR, attitude toward DNR and 

practice of DNR orders. 

 

Knowledge about DNR: Awareness of critical care nurses about the legal definition of 

DNR, limits of order and designation of DNR status (statement B 1 to B 9). Knowledge was 

considered to be high if scored 80-100%, satisfactory if scored 60-79% and poor if scored 

less than 60%. 

 

Attitude toward DNR: The way critical care nurses think about DNR status, reason for 

DNR order, discontinuing therapies after order and factors the affect DNR status (statement 

C 1 to C 5). Attitudes was considered positive if scored 80-100% (4.2-5), neutral if scored 
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60-79% (3.4-4.19) and negative if scored <60% (<3.4). 

 

Practice of DNR: The way in which DNR designation is actually happen, diagnosis that 

influence DNR, therapies that are started after DNR order, DNR outcome and feelings after 

DNR order (statement D 1 to D 11). Practice was considered good if scored 80-100% (4.2-

5), fair if scored 60-79% (3.4-4.19) and poor if scored <60% (<3.4). 

 

3.4.2. Independent Variables 

 

Gender: Either male or female (statement A 1). 

 

Age: Age of nurse (statement A 2). 

 

Religion: Either Muslim, Christian or other (statement A 3). 

 

Religious beliefs strength: Nurses’ self-evaluation of the strength of their religious beliefs 

on a scale from one to seven (statement A 4). 

 

Level of education: The highest completed level of education (statement A 5). 

 

Years practicing nursing: The completed period of practicing nursing after graduation for 

a college or a university (statement A 6). 

 

Years practicing in critical care: The completed period of practicing in critical care 

settings, can be the same as the previous question or less (statement A 7). 

 

Nursing position: The current nursing position held by respondent (statement A 8). 

 

Post-graduate education: Receiving post-graduate education in critical care nursing, 

neonatal intensive care or pediatric intensive care (statement A 9). 

 

Ethics training: Receiving any training or course in medical ethics (statement A 10). 

 

Practice area: Critical care unit in which the nurse primarily works (statement A 11). 
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Patient population: Ages of patients who can be accepted to be admitted to the critical care 

unit that the nurse practice in (statement A 12). 

 

Bed capacity: Number of critical care beds in the critical care unit that the nurse practice in 

(statement A 13). 

 

Weekly duty: Number of hours that the nurse work in critical care setting (statement A 14). 

 

Working overtime: Working overtime in other ward or institution. (statement A 15). 

 

Duty rotation: Shifts that the nurse work in critical care unit and that are rotated over the 

week (statement A 16). 
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Chapter Four 
 
 

Methodology 
 

4.1 Introduction 

 

In this chapter, the design of the research was explored. The study instrument, data collection 

process and ethical considerations were described. Settings in which the study was 

conducted and characteristics of the population were also discussed. 

 

4.2 Design 

 

The cross-sectional descriptive design was used in this study to explore knowledge, attitude 

and practice of critical care nurses about practices of “Do not resuscitate” status and to 

achieve aim and objectives using a self-filling questionnaire. This method was chosen as it 

describes the variables from nurses’ point of view, besides, it is feasible and applicable to 

be used because of time limitation. According to Burns and Grove (2011), descriptive 

research “is designed to provide a picture of a situation as it naturally happens” (N. Burns & 

Grove, 2011, p. 256). 
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4.3 Setting 

 

Setting of the study was six major hospitals in West Bank -Palestine which are Al-Makassed 

Islamic Charitable Hospital in Jerusalem, Palestine Medical Complex in Ramallah, Al-Najah 

University Hospital in Nablus, Beit Jala Governmental Hospital in Bethlehem, Bethlehem 

Arab Society for Rehabilitation in Bethlehem and Al-Ahli Hospital in Hebron. The six 

hospitals were chosen purposively as they are the main multidisciplinary hospitals located 

in the northern, middle and southern areas of West Bank. Additionally, the six hospitals 

represent governmental sector, non-governmental sector, private sector and university 

hospitals. 

 

Al-Makassed Islamic Charitable Hospital is located in Jerusalem which contains 250 beds; 

from which 71 beds are intensive care beds distributed on 7 units, this hospital is considered 

the largest hospital in Palestine which contains multidisciplinary ICUs. Al-Najah National 

University Hospital is located in Nablus and contains 125 beds from which 22 beds are 

intensive care beds distributed on 4 units. This hospital is considered the main referral 

hospital in the northern West Bank. Palestine Medical Complex is a governmental hospital 

located in Ramallah; the hospital is considered the largest governmental hospital in Palestine 

and contains 238 beds from which 52 beds are intensive care beds. Al-Ahli Hospital is 

located in Hebron; it contains 250 beds from which 38 beds are intensive care beds 

distributed on 3 units. This hospital is considered the main referral hospital in the southern 

West Bank. Beit Jala Governmental Hospital is located in Bethlehem and contains 131 beds 

from which 9 beds are intensive care beds distributed on 2 units. This hospital is considered 

the main hospital in Bethlehem area. Arab Society for Rehabilitation Hospital is located in 

Bethlehem and contains 95 beds from which 5 beds are intensive care beds. This hospital is 

considered one of the main hospitals in Bethlehem. 

 

4.4 Population and Sample 

 

The target population of the study consists of critical care nurses who work in critical care 

setting in six Palestinian hospitals in West Bank. The number of critical care nurses in the 

selected hospitals was 393.  The study included all nurses who were practicing in intensive 

care units in the selected hospital during data collection period. However, critical care nurses 

who worked in critical care setting for less than one year were excluded from the study. 
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4.5 Sample 

 

All critical care nurses (393) in these hospitals were approached and given a questionnaire 

in closed envelope (Table 4.1).  

 

Table 4.1: Number of critical care nurses in each setting 

Hospital No. of critical care 
nurses 

Al-Ahli Hospital 82 

Al-Najah University Hospital 54 

Al-Makassed Islamic Charitable Hospital 154 

Arab Society Hospital for Rehabilitation 11 

Beit Jala Governmental Hospital 19 

Palestine Medical Complex 73 

Total 393 

 

4.6 Instrument 

 

A questionnaire was adopted from Thibault-Prevost et al. study (2000) was used to measure 

knowledge, attitude and practice of Palestinian intensive care nurses about DNR status. The 

original questionnaire which is invented by the author “Nurses' Perceptions Surrounding 

DNR Status in the Critical Care Setting” consists from five sections and involves 333 

questions. A permission was taken from Mrs. Louise Jensen (the corresponding author) to 

use the questionnaire in the current study, Annex1 contains the correspondence with Mrs. 

Louise Jensen. Annex 2 contains the original questionnaire. 

 

The adopted questionnaire (Annex3), a self-report measure, consists of 190 items in four 

sections. Section A involved 16 multiple choice questions about personal and professional 

background and work environment. Section B involved 9 multiple choice questions about 

knowledge about DNR status, the score of knowledge then calculated by calculating 

percentage of correctly answered questions. Section C involved 2 multiple choice questions 

and 5 likert scale questions which involved sub-items about attitude toward DNR status. 

Section D involved 3 multiple choice questions and 8 likert scale questions which involved 

sub-items about practice of DNR status. Sections of the questionnaire are sub-divided as 
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following: 

 

Section A: Socio-demographic and work environment characteristics. 

Section B: Knowledge about DNR status. 

Section C: Attitude toward DNR status 

 C 3: Attitude toward DNR status. 

 C 4: Attitude toward discontinuing life sustaining therapies following DNR order. 

 C 5: Factors influencing DNR decision 

C 5.1: Institutional factors influencing DNR decision. 

C 5.2: Family factors influencing DNR decision. 

C 5.3: Patient’s factors influencing DNR decision. 

Section D: Practice of DNR status. 

 D 4: Involvement in DNR situations. 

 D 5: Documentation of DNR orders. 

 D 7: Chronic diseases influence on DNR decision. 

 D 8: Other health states influence on DNR decision. 

 D 9: Initiation of life sustaining therapies following DNR order. 

 D 10: Outcome of DNR patient. 

 D 11: Feelings about DNR decisions. 

 

Judgment on results of knowledge, attitude and practice depended on Bloom’s original cut-

off points which considered levels of 80-100% to be high, 60-79% to be 

moderate/satisfactory and levels less than 60% to be low (John, 2011; Wanyama, Marco, & 

Kariuki, 2015; Yimer, 2014). 

 

4.7 Validity and Reliability 

 

Content validity of the questionnaire was assured by reviewing the questionnaire by six 

experts in intensive care, public health research, statistics, nursing research and palliative 

care research (Annex 4). Experts confirmed suitability of the questionnaire items and 

questions to Palestinian nurses and that questions measure what they were intended to 

measure. However, minimal changes were made as advised by the experts. 

 

Construct validity of this tool have been established by Giles & Moule (2004) and Bellini & 
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Damato (2009). Face validity was also assured by asking five nurses who have the same 

characteristics of the study population to read questions and try to answer them to assess 

questions' clarity, all the nurses provided positive feedback about the clarity of the questions. 

 

Reliability; internal consistency was examined by Cronbach’s alpha test which determines 

the internal consistency or average correlation of items in a survey instrument to gauge its 

reliability. The results of Cronbach’s alpha are shown in Table (4.2) which shows excellent 

reliability for all questionnaire parts. 

 

Table 4.2: Results of Cronbach’s alpha of questionnaire items 

Section No. of items Cronbach’s alpha 

Section C 71 0.9 

Section D 108 0.95 

Overall  179 0.94 

 
 
4.8 Data Collection 

 

Subjects were accessed face to face in the previously mentioned hospitals, a self-

administered questionnaire was distributed in closed envelopes to ICU nurses   and filled 

questionnaires were collected within four weeks by the researcher from ICU nursing station. 

Data collected in the mentioned hospitals in the period March 10th 2018 to May10th 2018. 

 

4.9 Data Analysis 

 

Data was analyzed using Statistical Package for Social Sciences version 23 for Mac OS and 

STATA version 13. Analysis of the retrieved data involved descriptive and inferential 

statistics. Frequencies and descriptive statistics of characteristics of the subjects and 

responses were calculated for each questionnaire item. Inferential statistics were conducted 

between sample characteristics and nurses' knowledge, attitudes, and practices. A cross 

tabulation of the data was used where appropriate, to analyze relationships between 

identified influencing variables. 

 

Descriptive statistics included frequencies, means, modes, percentages, ranges and standard 
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deviation were calculated for all items of the questionnaire. Furthermore, correlations were 

used to determine relationships between variables. Also, Chi square, Fisher’s exact test, t-

Test and ANOVA were used to determine differences in variables according to independent 

variables. Before using ANOVA normal distribution was assumed because of large sample 

according to central tendency theorem, independency of observations was insured and 

homogeneity of variances was tested by Levene’s test. 

 

Data cleaning was done before analysis according to Van Den Broeck, Cunningham, 

Eeckels, & Herbst (2005) by screening the data for missing values, duplicated values, 

repeated values and outliers by examination of data tables. Then, diagnosis of missing and 

repeated values was done by going back to archived questionnaires for comparison. This 

was followed by treatment of the outliers by eliminating 20 questionnaires from the study. 

Before inferential statistics missing data was analyzed using Little’s Missing Completely at 

Random (MCAR) test and treated using Expectation Maximization technique.  

 

4.10 Ethical Consideration 

 

Ethical approval to conduct the study was obtained from the Research Ethical Committee, 

Al-Quds University (Annex 5). Permission to access potential nursing respondents was 

obtained from the hospitals in which the study was conducted through sending permission 

letter from Al-Quds University to the hospitals and Palestinian Ministry of Health (Annex 

6). The nature of the study and explanation of the participant's involvement was explained 

in the cover letter attached to the survey (Annex3). Study participation was voluntary and 

assumed upon receipt of a returned questionnaire. 

 

Anonymity of respondents was maintained throughout the study so that only sample 

characteristics were used to differentiate the response data. No names were attached to the 

questionnaires. The benefits for individual respondents was minimal; however, the 

researcher believes that this study will provide insight into the nurses' perceptions about the 

practices of DNR orders in critical care setting. Finally, the collected information was used 

for study purpose only. 
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Chapter Five 
 
 

Results 
 

5.1 Introduction 

 

In this chapter results of the analysis of the questionnaire are shown. Descriptive statistics 

of the nurses’ socio-demographic characteristics, work environment related data, knowledge 

about DNR, attitude toward DNR and their practice of DNR are presented. Moreover, 

differences of knowledge, attitude and practice depending on demographic and work 

environment variables are also presented. In addition, relationships between knowledge, 

attitude and practice are also shown. 

 

5.2 Sociodemographic Characteristics 

 

The total number of sample who were surveyed was 393 critical care nurses. The returned 

questionnaires were 205 questionnaires representing a response rate of 52.2%. However, 20 

questionnaires were eliminated from the study because they contained a lot of missing values 

and outliers. This yielded 185 questionnaires to be analyzed.  

 

Missing values were analyzed using Little’s Missing Completely at Random (MCAR) test, 

results showed that percentage of missing values ranged 0-4.3% and for one variable 7.6%, 
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however, Little’s MCAR test result was (Little's MCAR test: Chi-Square = 7777.349,           

DF = 8148, Sig. = 0.998) which indicates that values were missing completely in random 

way. Missing data then was treated using Expectation Maximization technique. 

 

Figure (5.1) shows the distribution of respondents according to settings in which they were 

surveyed (percentage from returned questionnaires). For comparison, it also shows the 

distribution of the sample according to settings. (percentage from distributed 

questionnaires). 

 

 
Figure 5.1: Distribution of respondents according to settings. 

 

Sociodemographic characteristics of the sample are presented in Table (5.1 A) and Table 

(5.1 B). The tables show that 51.4% of the sample were males and 48.6% were females, the 

mean age was 29 years (SD=6.57). Table (5.1 A) shows that most of the sample were 

Muslims 182 (98.4%) while only 3 (1.6%) were Christians. While answers about strength of 

religious beliefs ranged from 1 to 7, the mean of their answers was 5.39 (SD=1.24). The 

highest completed level of education of the sample was Bachelor degree who represented 

76.8% of the sample. It also shows that the majority held the position of staff nurse 159 

(85.9%). Moreover, the mean period for which the sample practices as registered nurses was 

7.1 years (SD=6.45, Range: 1-30), however, the mean period for which they practiced in 

critical care setting is 6.1 years (SD=6, Range: 1-30). 
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Of the total participants, around 60% received post graduate course in critical care nursing / 

neonate / pediatric intensive care and a course or training in ethics as shown in Table (5.1 

B). 

 

Table 5.1 A: Sociodemographic characteristics of respondents. 

Variable Categories Frequency (N) Percentage (%) 
Gender Male 95 51.4 

Female 90 48.6 

Age 20-30 126 68.1 

31-40 41 22.2 

41-50 10 5.4 

51-60 2 1.1 

Missing 6 3.2 

Religion Muslim 182 98.4 

Christian 3 1.6 

Strength of religious beliefs 1 2 1.1 

2 1 0.5 

3 10 5.4 

4 23 12.4 

5 58 31.4 

6 48 25.9 

7 38 20.5 

Missing 5 2.7 

Educational level Diploma 9 4.9 

Bachelor 142 76.8 

Master’s 31 16.8 

High diploma 3 1.6 

Years practicing as RN 1-5 100 54 

6-10 49 26.5 

11-15 16 8.6 

16 and more 20 10.8 
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Table 5.1 B: Sociodemographic characteristics of respondents. 

Variable Categories Frequency (N) Percentage (%) 
Years practicing in critical 
care 

1-5 114 61.6 

6-10 41 22.2 

11-15 13 7.0 

16 and more 17 9.2 

Current nursing position Staff nurse 159 85.9 

Nursing manager 12 6.5 

Nurse educator 9 4.9 

Practical nurse 5 2.7 

Post-graduate course in 
critical care/neonate/ 
pediatric intensive care  

Yes 105 56.8 

No 80 43.2 

Course / Training in ethics Yes 107 57.8 

No 78 42.2 

 
 
5.3 Work Environment Characteristics 

 

The majority of respondents practiced in medical and surgical ICUs; and neonatal ICUs 

27.6% and 25.4% respectively (Table 5.2). However, the majority of respondents deal with 

neonate patients in their critical care settings. The mean bed capacity in which respondents 

practice was 10.38 beds (SD=7.79, Range: 3-30). In spite of that, the majority of intensive 

care units were medium size units that contain 7-12 beds.  

 

The mean hours that the respondents practice in critical care was 39.7 hours (SD=6.8, Range: 

20-80). Since the full time nursing job in Palestine ranges between 36-48 hours / week, the 

majority of respondents worked as full time job in critical care 159 (85.9%), moreover, 

12.3% of the sample who work overtime in other institutions work in critical care unit as 

appears in Table (5.2) and Table (5.3). Table (5.2) also shows that the majority work in 

Days/ Evenings/ Nights rotation followed with Evenings/ Nights only 53% and 19.5% 

respectively. 
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Table 5.2: Work environment characteristics of respondents. 

Variable Categories Frequency (N) Percentage (%) 
Practice area Medical and Surgical ICU 51 27.6 

Medical ICU 15 8.1 
Surgical ICU 5 2.7 
Neurological ICU 13 7.0 
Coronary care unit 15 8.1 
Neonatal ICU 47 25.4 
Pediatric ICU 9 4.9 
Pediatric cardiac ICU 29 15.7 
Missing 1 0.5 

Age of patient population Neonates 49 26.5 
1-11 Months 2 1.1 
1-15 Years 18 9.7 
16 Years and above 47 25.4 
All ages except neonates 36 19.5 

All ages 33 17.8 
Critical care bed capacity 1-6 Beds 62 33.5 

7-12 Beds 97 52.4 

13 Beds and above 26 14.1 

Work hours / week Less than 33 hours 14 7.6 

33-48 hours 159 85.9 

49 hours and above 12 6.5 

Working overtime Yes 65 35.1 

No 120 64.9 

Shift rotation Days 22 11.9 
Evenings 4 2.2 

Nights 4 2.2 

Days / Evenings 19 10.3 

Evenings / Nights 36 19.5 

Days / Evenings / Nights 98 52.9 

Missing 2 1 
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Table 5.3: Cross tabulation of working overtime with work hours/ week in critical care 

 

Work hours / week 

Total Less than 33 hours 33-48 hours 49 hours and above 

N % N % N % N % 

Working overtime Yes 1 0.5 56 30.2 8 4.3 65 35.1 

No 13 7 103 55.6 4 2.2 120 64.9 

Total 14 7.5 159 85.8 12 6.5 185 100 

 

5.4 Knowledge About DNR status 

 

Section B that evaluate the knowledge of critical care nurses about DNR status contained 

nine multiple choice questions. The following are the results of this section. 

 

The total score of knowledge was calculated by calculating percentage of questions that 

answered correctly according to Thibault-Prevost study (1997), however, two questions 

were eliminated from the equation (Question B. 4 and B. 5) because they are depending on 

hospital policies which are not available in most of hospitals. The mean knowledge level for 

the selected questions was 6.23 on a scale 0-10 (Range: 1.43-10, SD= 1.67) which indicates 

satisfactory knowledge according to Bloom’s cut-off points. 

 

Figure (5.2) shows that the majority of the sample 138 (74.6%) defined DNR correctly as 

“DNR is withholding cardiopulmonary resuscitation in case of cardiac, respiratory or 

cardiopulmonary arrest”. Likewise, the majority of respondents 155 (83.8%) did not 

associate DNR with no care. However, of respondents only 79 (42.7%) agreed that DNR 

designation does not involve additional therapeutic limits like stay of treatment, decreasing 

inotropes or discontinuing ventilation. 

 

Regarding DNR designation, figure (5.3) shows that most of sample 140 (76.2%) agreed 

that physicians legally can give a DNR consent and 120 (64.9%) agreed that family can give 

a consent, while only 92 (49.7%) of the sample agreed that patient can give DNR consent. 

However, most of the sample 146 (78.9%) agreed that a consent is required for DNR 

designation, additionally, the majority of respondents agreed that Physician is the person 

who is responsible for DNR designation 127 (68.6%). 
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Figure 5.2: Distribution of sample answers about definition of DNR. 

 

 
Figure 5.3: Answers about who can give a DNR consent. 

 

Two thirds of the sample agree that a DNR order can be overruled by the health team; 116 

(62.7%) answered yes while 64 (34.6%) answered no, also, the majority of respondents agree 

that physician and family can overrule the DNR order 146 (78.9%) and 147 (19.5%) 

respectively (Figure 5.4). 
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Nonetheless, the majority of the sample agree that they must legally attempt resuscitation 

for all patients unless there is a DNR order written 130 (70.3%), however, 32 (17.3%) won’t 

start resuscitation and 23 (12.4%) were unsure that they must start resuscitation (Figure 5.5) 

 

 
Figure 5.4: Distribution of responses about who can overrule a DNR order. 

 

 
Figure 5.5: Distribution of responses about attempts to resuscitate all patients unless DNR 

is ordered. 
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5.5 Attitude Toward DNR Status 

 

The following are the results of section C which involves two multiple choice questions and 

71 Likert scale questions divided on three parts.  

 

Figure (5.6) shows that 157 (84.9%) agree that Physicians should be involved in ensuring 

the existence of DNR policy, 100 (54.1%) agree that Nurses also should be involved, 67 

(36.2%) agree that Administration should be involved and 143 (77.3%) think that ethical 

committee should be involved in ensuring the existence of DNR policy. Moreover, 

respondents added that Government and Public should be involved 3 (1.6%) and 3 (1.6%). 

 

 

 
Figure 5.6: Distribution of answers about who should be involved in ensuring existence of 

DNR policy. 

 

Answers of reason for which DNR order is written are shown in Figure (5.7), respondents 

predominantly agree that medical futility is the reason for writing DNR order 139 (75.1), 

however, 23 (12.5%) were unsure about the reason for DNR status. 
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Figure 5.7: Distribution of answers of reason for which DNR order is written. 

 

The means for attitude toward DNR status (Section C3) were calculated after inverting 

negative questions. The mean score for all questions was 3.40 (SD=0.3) which indicates 

neutral attitude toward DNR. Table (5.4) shows answers and means of part C.3 questions. 

The statement "Even though requested by patient and/or family a DNR order does not have 

to be ordered" got the lost mean 2.87, SD=1, then statement "DNR designation indicates that 

the patient has a potentially reversible condition as long as they do not arrest" with mean= 

2.89, SD=0.9 . 
 

The mean score of respondents’ attitude toward removal of life sustaining treatments for 

DNR patients (Section C4) was 2.8 (SD=0.71) which indicates negative attitude toward 

removal of those treatments. Table (5.5) shows answers and means of part C.4 questions, it 

shows that the highest means were for aggressive treatments; ECMO 3.08 (SD=1.24), 

Surgery 3.28 (SD=1.15) and Intracranial pressure monitoring 3.11 (SD=1.12). On the other 

hand, least scores were for the following treatments Mechanical ventilation 2.41 (SD=1.15), 

Fluid therapy 2.42 (SD=1.07) and ECG monitoring 2.43 (SD=1.18). 
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Table 5.4 A: Distribution of sample responses about their attitude toward DNR status. 

 

 
Question 

Strongly 
Disagree 

Disagree Unsure Agree 
Strongly 

Agree Mean SD 
N % N % N % N % N % 

a. DNR is closely linked to Euthanasia 17 9.2 60 32.4 21 11.4 72 38.9 15 8.1 3.04 1.19 

b. DNR suggests that any form of resuscitation should not be administered 4 2.2 53 28.6 18 9.7 98 53 12 6.5 3.33 1.03 

c. DNR designation indicates that the patient has a potentially reversible 
condition as long as they do not arrest. 

10 5.4 57 30.8 61 33 55 29.7 183 98.9 2.89 0.90 

d. DNR status should be well documented in patient charts. 3 1.6 9 4.9 26 14.1 77 41.6 70 37.8 4.09 0.93 

e. An institutional and/or unit specific DNR policy is necessary to 
facilitate nursing practice 

3 1.6 7 3.8 39 21.1 93 50.3 43 23.2 3.90 0.86 

f. A DNR policy limits flexibility in considering individual circumstances 
surrounding DNR decisions. 

3 1.6 34 18.4 56 30.3 76 41.1 16 8.6 3.37 0.94 

g. Patient input is important in the DNR decision 2 1.1 11 5.9 36 19.5 95 51.4 41 22.2 3.88 0.86 

h. Family input is important in the DNR decision 5 2.7 10 5.4 22 11.9 104 56.2 44 23.8 3.93 0.90 

I. Even though requested by patient and/or family a DNR order does not 
have to be ordered. 

15 8.1 56 30.3 57 30.8 52 28.1 5 2.7 2.87 1.00 

j. Physicians are hesitant about writing DNR orders. 4 2.2 31 16.8 29 15.7 94 50.8 27 14.6 3.59 1.00 

k. Admission to a critical care unit is inappropriate for DNR patient. 16 8.6 50 27 38 20.5 61 33 18 9.7 3.09 1.16 

l. Withdrawal of ventilatory support is a late decision for DNR patients. 17 9.2 26 14.1 35 18.9 97 52.4 8 4.3 3.28 1.07 

m. DNR patients should have al1 therapy maintained until they die. 4 2.2 30 16.2 36 19.5 75 40.5 38 20.5 3.61 1.06 

n. DNR patients should have nursing care maintained until they die. 2 1.1 4 2.2 25 13.5 71 38.4 83 44.9 4.24 0.85 
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Table 5.4 B: Distribution of sample responses about their attitude toward DNR status. 

 

  

 
Question 

Strongly 
Disagree 

Disagree Unsure Agree 
Strongly 

Agree Mean SD 

N % N % N % N % N % 
o. DNR orders should be followed by withdrawal of aggressive 

therapeutic interventions. 
7 3.8 33 17.8 36 19.5 82 44.3 27 14.6 3.48 1.06 

p. Use of narcotics and/or anxiolytics (i.e.; Morphine, Assail) increases for 
the DNR patient 

5 2.7 31 16.8 47 25.4 70 37.8 32 17.3 3.50 1.05 

q. There is support for coping with situations involving DNR status 1 0.5 25 13.5 49 26.5 91 49.2 18 9.7 3.54 0.86 

r. DNR patients require higher levels of nursing care than all other 
patients. 

5 2.7 42 22.7 45 24.3 84 45.4 8 4.3 3.27 0.96 

s. Abnormal laboratory values/disorders  will not be treated in the DNR 
patient. 

18 9.7 72 38.9 34 18.4 54 29.2 7 3.8 2.78 1.09 

t. If there is no written DNR order, you immediately initiate CPR when 
the patient arrests, even when survival of the patient is unlikely. 

3 1.6 11 5.9 27 14.6 98 53 46 24.9 3.94 0.88 

u. Previous exposure to patients who were expected to die but survived 
influences a person's attitude towards DNR status 

3 1.6 20 10.8 60 32.4 83 44.9 11 5.9 3.44 0.85 

v. Nurses perceive DNR designation different from other health care 
professionals. 

1 0.5 24 13 60 32.4 84 45.4 12 6.5 3.46 0.82 

w. Timing of DNR discussions is critical. 1 0.5 8 4.3 32 17.3 105 56.8 35 18.9 3.92 0.76 
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Table 5.5: Distribution of sample answers about discontinuing life sustaining therapies 

after DNR order  

 

 

 

 
Questions 

Strongly 
Disagree 

Disagree Unsure Agree 
Strongly 

Agree Mean SD 
N % N % N % N % N % 

a. Arterial line 23 12.4 81 43.8 16 8.6 61 33 4 2.2 2.69 1.12 

b. Mechanical ventilation 46 24.9 68 36.8 23 12.4 45 24.3 3 1.6 2.41 1.15 

c. Central venous monitoring 
line 

23 12.4 75 40.5 22 11.9 58 31.4 6 3.2 2.73 1.13 

d. Capnography 22 11.9 67 36.2 35 18.9 51 27.6 7 3.8 2.75 1.10 

e. Inotropic or vasopressor 
agent 

20 10.8 49 26.5 46 24.9 59 31.9 9 4.9 2.94 1.10 

f. Frequency of vital signs 
monitoring 

25 13.5 83 44.9 27 14.6 43 23.2 7 3.8 2.59 1.10 

g. ECG monitoring 39 21.1 82 44.3 19 10.3 34 18.4 10 5.4 2.43 1.18 

h. Surgery 10 5.4 49 26.5 29 15.7 71 38.4 25 13.5 3.28 1.15 

i. Antibiotics 22 11.9 87 47 22 11.9 42 22.7 11 5.9 2.64 1.14 

j. Pulmonary artery catheter 12 6.5 58 31.4 36 19.5 60 32.4 19 10.3 3.09 1.14 

k. Intracranial pressure 
monitoring 

11 5.9 55 29.7 40 21.6 60 32.4 19 10.3 3.11 1.12 

l. Pacemaker 29 15.7 71 38.4 33 17.8 45 24.3 7 3.8 2.62 1.13 

m. Specimen collection 14 7.6 74 40 27 14.6 59 31.9 11 5.9 2.89 1.12 

n. Blood products 17 9.2 69 37.3 35 18.9 54 29.2 10 5.4 2.84 1.11 

o. Total parenteral nutrition 
(TPN) 

29 15.7 64 34.6 25 13.5 53 28.6 14 7.6 2.78 1.23 

p. Physiotherapy / 
Occupational therapy 

22 11.9 58 31.4 29 15.7 64 34.6 12 6.5 2.92 1.18 

q. Hemodialysis / 
Hemofiltration 

20 10.8 65 35.1 29 15.7 56 30.3 15 8.1 2.90 1.19 

r. Extracorporeal membrane 
oxygenation (ECMO) 

25 13.5 40 21.6 36 19.5 62 33.5 20 10.8 3.08 1.24 

s. Fluid therapy 31 16.8 93 50.3 18 9.7 37 20 5 2.7 2.42 1.07 

t. Intra-aortic balloon pump 
(IABP) 

21 11.4 43 23.2 45 24.3 61 33 15 8.1 3.03 1.16 

u. Analgesics 57 30.8 58 31.4 24 13 36 19.5 8 4.3 2.37 1.25 

v. Diagnostic imaging 19 10.3 47 25.4 41 22.2 67 36.2 11 5.9 3.02 1.13 
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Factors that the respondents agree that they can influence DNR decision were categorized 

in three groups institutional factors, family factors and patient factors. Mean scores were 

highest for family factors 3.4 (SD=0.82), followed with means for institutional factors 3.36 

(SD=0.85) and the lowest were for patient factors 3.33 (SD=0.63), Tables (5.6), Table (5.7) 

and Table (5.8) show means and percentages of sample answers about this part. 

 

Table 5.6: Distribution of sample responses about patient factors influencing DNR 

decision 

 

 

 

 
Questions 

Strongly 
Disagree 

Disagree Unsure Agree 
Strongly 

Agree Mean SD 
N % N % N % N % N % 

a. Patient requests DNR 3 1.6 34 18.4 24 13 102 55.1 22 11.9 3.57 0.98 

b. Patient’s medical 
diagnosis 

1 0.5 21 11.4 28 15.1 121 65.4 13 7 3.67 0.79 

c. Quality of life 6 3.2 26 14.1 24 13 108 58.4 21 11.4 3.61 0.97 

d. Functional status 8 4.3 31 16.8 38 20.5 94 50.8 14 7.6 3.41 1.00 

e. Benefit of treatment 3 1.6 13 7 38 20.5 114 61.6 17 9.2 3.70 0.80 

f. Discomfort 14 7.6 48 25.9 36 19.5 75 40.5 10 5.4 3.11 1.09 

g. Mental status 18 9.7 48 25.9 33 17.8 67 36.2 18 9.7 3.10 1.18 

h. Chronic health status 4 2.2 37 20 46 24.9 91 49.2 6 3.2 3.31 0.90 

i. Severity of illness 2 1.1 26 14.1 44 23.8 96 51.9 17 9.2 3.54 0.88 

j. Poor prognosis 2 1.1 25 13.5 28 15.1 109 58.9 21 11.4 3.66 0.89 

k. Length of hospital stay 14 7.6 37 20 37 20 85 45.9 7 3.8 3.16 1.07 

l. Substance abuse 13 7 55 29.7 46 24.9 67 36.2 3 1.6 2.95 1.01 

m. Religious conviction 15 8.1 33 17.8 38 20.5 83 44.9 15 8.1 3.28 1.10 

n. Socioeconomic status 21 11.4 41 22.2 47 25.4 57 30.8 16 8.6 3.04 1.16 

o. Compliance with 
medical care 

5 2.7 37 20 41 22.2 96 51.9 6 3.2 3.33 0.92 

p. Level of consciousness 8 4.3 43 23.2 35 18.9 83 44.9 16 8.6 3.30 1.06 

q. Age 12 6.5 51 27.6 29 15.7 79 42.7 14 7.6 3.17 1.11 

r. Lifestyle 25 13.5 47 25.4 38 20.5 60 32.4 15 8.1 2.96 1.20 
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Table 5.7: Distribution of sample responses about institutional factors influencing DNR 

decisions 

 

Table 5.8: Distribution of sample responses about family factors influencing DNR 

decisions 

 

5.6 Practice of DNR order 

 

The questions about DNR practice involved three multiple choice questions and 108 Likert 

scale questions which are categorized into eight parts.  

 

The majority of respondents 71 (38.4%) affirmatively answered that their institution has a 

DNR policy while 33 (17.8%) were unsure about the existence of DNR policy (Figure 5.9). 

 
Questions 

Strongly 
Disagree 

Disagree Unsure Agree 
Strongly 

Agree Mean SD 
N % N % N % N % N % 

a. Length of stay in hospital 12 6.5 44 23.8 31 16.8 83 44.9 15 8.1 3.24 1.10 

b. Risk of legal complications 9 4.9 32 17.3 33 17.8 87 47 24 13 3.46 1.07 

c. Hospital policy 9 4.9 29 15.7 38 20.5 93 50.3 15 8.1 3.41 1.01 

d. Cost 13 7 43 23.2 30 16.2 80 43.2 19 10.3 3.26 1.14 

e. Need for ICU bed 12 6.5 36 19.5 27 14.6 84 45.4 26 14.1 3.41 1.14 

 
Questions 

Strongly 
Disagree 

Disagree Unsure Agree 
Strongly 

Agree Mean SD 
N % N % N % N % N % 

a. Family requests DNR 10 5.4 21 11.4 27 14.6 113 61.1 14 7.6 3.54 0.98 

b. Religious conviction 4 2.2 23 12.4 51 27.6 89 48.1 18 9.7 3.51 0.91 

c. Socioeconomic status 18 9.7 38 20.5 45 24.3 69 37.3 15 8.1 3.14 1.13 
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Figure 5.9: Distribution of answers about existence of DNR policy 

 

The majority of respondents were unsure about the length of stay in their units after DNR 

order 101 (54.6%) results are shown in Table (5.9). Moreover, most of the sample reported 

that no change in trends with DNR ordering in the last year 101 (54.6%) while 54 (29.2%) 

of respondents noticed an increase in trends with DNR order (Table 5.4). 

 

Table 5.9: Distribution of sample responses about length of stay after DNR order and 

changing in trend of DNR order 

Variable Categories Frequency (N) Percentage (%) 

Length of stay after DNR 
order 

0-5 Days 34 18.4 

6-10 Days 25 13.5 

11-30 Days 9 4.9 

30 Days and more 11 5.9 

Unsure 101 54.6 

Changing in trends of DNR 
ordering last year 

Large increase 9 4.9 

Small increase 45 24.3 

No change 101 54.6 

Small decrease 13 7 

Large decrease 3 1.6 

71
39%

79
43%

33
18%

Yes No Unsure
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Of the respondents, when asked about who was actually involved in decision making for 

DNR status, many respondents 175 (94.6%) identified the physicians while 148 (80%) 

acknowledged patients’ family, 119 (64.3%) recognized the patients, 84 (45.4%) noted the 

residents and 81 (43.8%) reported the religion leaders to be involved in decision making of 

DNR status. Unexpectedly, only 72 (38.9%) of the sample reported that nurses are actually 

involved in DNR decision making (Table 5.10). 

 

Table 5.10: Distribution of sample responses about involvement in DNR decision making. 

 

When asked about involvement in situations with DNR patient (Table 5.11), the total mean 

score was 2.45 (SD=0.88) which indicates poor involvement, however, the highest mean 

was for involvement in direct care for DNR patient 3.47 (SD=1.16). On the other hand, 

lowest means was for involvement in DNR decision 2.17 (SD=1.15) and input in DNR 

decision making 2.36 (SD=1.18). 

 
Table 5.11: Distribution of sample responses about involvement in DNR situations  

 
  Variable 

Yes No Unsure 
N % N % N % 

a. Nurses 72 38.9 91 49.2 22 11.9 

b. Physicians 175 94.6 9 4.9 1 0.5 

c. Resident 84 45.4 69 37.3 32 17.3 

d. Religion leader 81 43.8 76 41.1 27 14.6 

e.  Patient 119 64.3 53 28.6 12 6.5 

f. Family 148 80 23 12.4 13 7 

 Questions Never Rarely Sometimes Often Always 
Mean SD 

N % N % N % N % N % 
a. Direct care for DNR patient 7 3.8 35 18.9 52 28.1 46 24.9 45 24.3 3.47 1.16 

b. DNR decision 67 36.2 50 27 44 23.8 14 7.6 9 4.9 2.17 1.15 

c. Input in DNR decision making 54 29.2 50 27 45 24.3 23 12.4 10 5.4 2.36 1.18 

d. Initiating DNR discussion with 
team 

51 27.6 51 27.6 51 27.6 26 14.1 3 1.6 2.38 1.12 

e. Witness disagreement between 
patient/family and physician in 
regards to DNR status 

62 33.5 27 14.6 60 32.4 30 16.2 4 2.2 2.38 1.17 

f. Inform the physician of patient 
& family readiness to discuss 
DNR 

54 29.2 38 20.5 50 27 33 17.8 10 5.4 2.50 1.23 
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Once the DNR status is ordered for the patient, the following orders were documented (Table 

5.12). The most common order was DNR (Mean = 2.9, SD= 1.25) followed with “no 

cardiopulmonary resuscitation” (Mean =2.48, SD=1.11) while the least used orders were 

Electrical code only (Mean= 1.53, SD= 0.93) and no code (Mean= 1.55, SD= 0.83). 

Additionally, the respondents added other orders which were not mentioned in the 

questionnaire such as “Do not escalate therapy” 2 times, Discontinue medications 1 time and 

Minimum support 1 time. 

 

Table 5.12: Distribution of sample responses about most common orders for DNR status 

 

 

 Questions Never Rarely Sometimes Often Always 
Mean SD 

N % N % N % N % N % 
a. DNR (do not resuscitate) 28 15.1 47 25.4 47 25.4 41 22.2 22 11.9 2.90 1.25 

b. comfort measures only 31 16.8 77 41.6 41 22.2 22 11.9 13 7 2.51 1.12 

c. do not intubate 42 22.7 53 28.6 58 31.4 24 13 8 4.3 2.48 1.11 

d. no cardiopulmonary 
resuscitation 

48 25.9 36 19.5 43 23.2 34 18.4 21 11.4 2.71 1.34 

e. treat with medications only 53 28.6 52 28.1 39 21.1 32 17.3 9 4.9 2.42 1.21 

f. Code 1 97 52.4 41 22.2 29 15.7 13 7 3 1.6 1.84 1.07 

g. do not resuscitate from 
spontaneous arrest 

86 46.5 37 20 24 13 25 13.5 13 7 2.15 1.33 

h. no code 83 44.9 42 22.7 27 14.6 22 11.9 9 4.9 2.07 1.23 

i. no ventilator 95 51.4 36 19.5 29 15.7 21 11.4 3 1.6 1.92 1.13 

j. do not defibrillate 87 47 37 20 19 10.3 23 12.4 16 8.6 2.16 1.38 

k. no code blue 74 40 36 19.5 27 14.6 28 15.1 18 9.7 2.31 1.41 

l. no code but treat 
aggressively 

102 55.1 41 22.2 26 14.1 15 8.1 1 0.5 1.77 1.01 

m. Slow code 96 51.9 50 27 31 16.8 5 2.7 1 0.5 1.71 0.88 

n. Partial code 117 63.2 39 21.1 21 11.4 6 3.2 0 0 1.55 0.83 

o. Chemical code only 121 65.4 35 18.9 21 11.4 6 3.2 1 0.5 1.59 1.11 

p. Electrical code only 126 68.1 34 18.4 14 7.6 8 4.3 3 1.6 1.53 0.93 

q. Do not add new therapy 84 45.4 31 16.8 46 24.9 17 9.2 7 3.8 2.09 1.19 

r. withdraw life-sustaining 
therapy 

90 48.6 47 25.4 26 14.1 21 11.4 1 0.5 1.90 1.06 

s. no antibiotics 92 49.7 42 22.7 29 15.7 18 9.7 4 2.2 1.92 1.11 

t. Palliative care only 67 36.2 37 20 31 16.8 30 16.2 17 9.2 2.39 1.38 
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Respondents indicated that chronic health states less influence DNR decision than other 

medical diseases (mean = 2.37, SD= 0.89) and (mean= 2.47, SD= 0.77) respectively. The 

distribution and mean scores of each chronic and other medical diseases are shown in Table 

(5.13), Table (5.14). Table (5.13) shows that lowest means for influence of chronic diseases 

on DNR decision were for diabetes and arthritis while highest means were for chronic 

neurological conditions and chronic renal failure. 

 

Table 5.13: Distribution of frequencies and percentages of sample’s responses regarding 

influence of chronic diseases on DNR decision 

 

Table (5.14) and shows that lowest means for influence of medical diagnoses on DNR 

decision were for low birth-weight and low ABGAR score, while highest means were for 

multi-organ failure and neurological failure. 

 

 

 

 

 

 

 

 
Questions Never Rarely Sometimes Often Always 

Mean SD 
N % N % N % N % N % 

a. Diabetes 88 47.6 38 20.5 38 20.5 18 9.7 2 1.1 1.96 1.08 

b. Hypertension 84 45.4 39 21.1 36 19.5 21 11.4 4 2.2 2.03 1.14 

c. Angina 82 44.3 36 19.5 40 21.6 15 8.1 9 4.9 2.06 1.22 

d. COPD 75 40.5 33 17.8 41 22.2 30 16.2 5 2.7 2.22 1.22 

e. CVA 37 20 35 18.9 57 30.8 49 26.5 6 3.2 2.74 1.15 

f. Chronic neurological 
condition 

36 19.5 24 13 60 32.4 53 28.6 10 5.4 2.87 1.19 

g. Chronic renal failure 33 17.8 27 14.6 64 34.6 55 29.7 4 2.2 2.85 1.12 

h. Cirrhosis 38 20.5 31 16.8 57 30.8 50 27 8 4.3 2.78 1.18 

i. Mental illness 58 31.4 54 29.2 40 21.6 30 16.2 1 0.5 2.25 1.09 

j. Arthritis 82 44.3 45 24.3 40 21.6 13 7 4 2.2 1.98 1.07 

k. Muscular degenerative 
disease 

65 35.1 34 18.4 48 25.9 31 16.8 6 3.2 2.34 1.21 



	
 46 

Table 5.14 A: Distribution of frequencies and percentages of sample’s responses regarding 

influence of medical diseases on DNR decision 

 
Questions 

Never Rarely Sometimes Often Always 
Mean SD 

N % N % N % N % N % 
a. Congenital heart disease 30 16.2 41 22.2 65 35.1 40 21.6 6 3.2 2.74 1.08 

b. Post-cardiac arrest 19 10.3 36 19.5 58 31.4 59 31.9 12 6.5 3.05 1.09 

c. Respiratory failure 16 8.6 31 16.8 61 33 64 34.6 10 5.4 3.10 1.05 

d. Respiratory infection 43 23.2 53 28.6 64 34.6 19 10.3 3 1.6 2.36 1.01 

e. Multiple trauma 42 22.7 47 25.4 60 32.4 24 13 9 4.9 2.50 1.13 

f. Gastrointestinal failure 53 28.6 46 24.9 57 30.8 22 11.9 4 2.2 2.32 1.09 

g. Peripheral vascular disease 55 29.7 68 36.8 52 28.1 7 3.8 182 98.4 2.05 0.86 

h. Pulmonary edema 45 24.3 63 34.1 48 25.9 23 12.4 3 1.6 2.30 1.04 

i. COPD 50 27 59 31.9 43 23.2 25 13.5 4 2.2 2.30 1.09 

j. Multi-organ failure 17 9.2 25 13.5 40 21.6 65 35.1 35 18.9 3.40 1.22 

k. Neurologic failure 21 11.4 34 18.4 44 23.8 64 34.6 19 10.3 3.12 1.19 

l. GI bleeding 52 28.1 60 32.4 46 24.9 19 10.3 4 2.2 2.22 1.06 

m. Thoracic neoplasm 44 23.8 46 24.9 53 28.6 31 16.8 6 3.2 2.50 1.16 

n. Metabolic disease 38 20.5 41 22.2 68 36.8 29 15.7 6 3.2 2.57 1.09 

o. Arrhythmia  51 27.5 61 33 37 20 27 14.6 5 2.7 2.34 1.29 

p. GI obstruction 58 31.4 61 33 42 22.7 16 8.6 4 2.2 2.13 1.05 

q. Renal failure 39 21.1 40 21.6 45 24.3 51 27.6 5 2.7 2.67 1.18 

r. Sepsis 44 23.7 43 23.2 39 21.1 45 24.3 11 5.9 2.69 1.47 

s. Seizures 57 30.8 57 30.8 40 21.6 22 11.9 6 3.2 2.23 1.12 

t. Hematologic disease 50 27 49 26.5 50 27 29 15.7 2 1.1 2.34 1.09 

u. Aspiration 52 28.1 63 34.1 39 21.1 24 13 4 2.2 2.25 1.08 

v. Overdose 58 31.4 56 30.3 41 22.2 22 11.9 4 2.2 2.21 1.09 

w. Lethal birth abnormalities 45 24.3 49 26.5 37 20 40 21.6 11 5.9 2.57 1.24 

x. Pulmonary hypoplasia 51 27.6 57 30.8 38 20.5 28 15.1 8 4.3 2.36 1.16 

y. Lethal trisomy 57 30.8 49 26.5 37 20 23 12.4 11 5.9 2.30 1.21 

z. ARDS 51 27.6 45 24.3 38 20.5 42 22.7 6 3.2 2.47 1.22 

a*. Low-birth weight 74 40 51 27.6 42 22.7 7 3.8 6 3.2 1.99 1.04 

b*. Low APGAR score 74 40 61 33 26 14.1 15 8.1 6 3.2 1.99 1.08 

c*. Encephalopathy 46 24.9 49 26.5 46 24.9 31 16.8 10 5.4 2.50 1.19 

d*. Intraventricular hemorrhage 43 23.2 41 22.2 44 23.8 39 21.1 13 7 2.64 1.26 
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Many respondents stated that the following medical therapies were never initiated for 

patients following DNR orders; Extracorporeal membrane oxygenation ECMO (mean=1.75, 

SD=0.97), Capnography (mean=1.99, SD=0.98) and Intra-aortic balloon pump (mean=1.99, 

SD=1.06) which represent the most aggressive therapies (Except Capnography). 

Distribution of frequencies, percentages and means of initiation of therapies following DNR 

order is shown in Table (5.15). However, the mean score of initiation of life sustaining 

therapies was 2.5 (SD=0.69) which is considered poor practice. 

 

Table 5.15: Distribution of responses about initiation of therapies following DNR order 

 Questions Never Rarely Sometimes Often Always 
Mean SD 

N % N % N % N % N % 
a. Arterial line 47 25.4 72 38.9 30 16.2 28 15.1 3 1.6 2.27 1.05 

b. Mechanical ventilation 36 19.5 47 25.4 49 26.5 36 19.5 12 6.5 2.65 1.18 

c. Central venous monitoring 
line 

48 25.9 53 28.6 52 28.1 23 12.4 2 1.1 2.56 2.21 

d. Capnography 65 35.1 65 35.1 31 16.8 15 8.1 2 1.1 1.99 0.98 

e. Inotropic or vasopressor agent 46 24.9 63 34.1 43 23.2 27 14.6 1 0.5 2.27 1.03 

f. Frequency of vital signs 
monitoring 

24 13 38 20.5 38 20.5 49 26.5 31 16.8 3.13 1.29 

g. ECG monitoring 23 12.5 38 20.5 41 22.2 47 25.4 29 15.7 3.24 1.48 

h. Surgery 68 36.7 64 34.6 30 16.2 12 6.5 6 3.2 2.28 3.14 

i. Antibiotics 24 13 48 25.9 50 27 33 17.8 25 13.5 2.90 1.24 

j. Pulmonary artery catheter 75 40.5 50 27 36 19.5 17 9.2 2 1.1 2.00 1.04 

k. Intracranial pressure 
monitoring 

75 40.5 53 28.6 27 14.6 19 10.3 6 3.2 2.05 1.12 

l. Pacemaker 68 36.8 49 26.5 33 17.8 26 14.1 4 2.2 2.13 1.15 

m. Specimen collection 48 25.9 49 26.5 40 21.6 31 16.8 10 5.4 2.47 1.21 

n. Blood products 45 24.3 42 22.7 50 27 30 16.2 13 7 2.55 1.24 

o. Total parenteral nutrition 
(TPN) 

35 18.9 40 21.6 51 27.6 37 20 17 9.2 2.77 1.23 

p. Physiotherapy / Occupational 
therapy 

43 23.2 55 29.7 37 20 33 17.8 12 6.5 2.53 1.21 

q. Hemodialysis / 
Hemofiltration 

52 28.1 56 30.3 47 25.4 18 9.7 7 3.8 2.26 1.11 

r. Extracorporeal membrane 
oxygenation (ECMO) 

99 53.5 43 23.2 25 13.5 12 6.5 1 0.5 1.75 0.97 

s. Fluid therapy 12 6.5 29 15.7 38 20.5 66 35.7 35 18.9 3.44 1.17 

t. Intra-aortic balloon pump 
(IABP) 

75 40.5 57 30.8 27 14.6 15 8.1 5 2.7 1.99 1.06 

u. Analgesics 23 12.4 32 17.3 35 18.9 55 29.7 35 18.9 3.23 1.31 

v. Diagnostic imaging 40 21.6 54 29.2 53 28.6 21 11.4 12 6.5 2.48 1.15 
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Most of respondents identified that DNR patients stay until death in critical care units 

(mean=3.98, SD=0.93), also they stated that sometimes the DNR patient is transferred to 

other ward to die in (mean=2.34, SD=2.42), while 58.9% of respondents stated that DNR 

patients were never discharged from hospital alive (mean=1.57, SD=0.83). Distribution of 

frequencies, percentages and means of outcomes of DNR order is shown in Table (5.16). 

 

Table 5.16: Distribution of sample responses about outcomes of patients with DNR order 

 

Most of respondents stated that they experience the feeling of depression regarding DNR 

order (mean=3.1, SD=1.14). Also many respondents stated that they feel indifferent 

regarding DNR order (mean=3.03, SD=4.02). Distribution of frequencies, percentages and 

means of feelings experienced regarding DNR order is shown in Table (5.17). Besides, score 

of negative feelings associated with DNR was calculated (mean=2.93, SD=1). 

 

Table 5.17: Distribution of sample responses about feeling experienced regarding DNR 

decision 

 

 
Questions Never Rarely Sometimes Often Always 

Mean SD 
N % N % N % N % N % 

a. Death in ICU 4 2.2 7 3.8 34 18.4 83 44.9 52 28.1 3.98 0.92 

b. Transfer to other ward to die 50 27 73 39.5 42 22.7 13 7 1 0.5 2.34 2.42 

c. Transfer for prolonged 
rehabilitation 

59 31.9 52 28.1 51 27.6 15 8.1 3 1.6 2.15 1.04 

d. Discharge from hospital 109 58.9 49 26.5 15 8.1 6 3.2 1 0.5 1.57 0.83 

 Questions Never Rarely Sometimes Often Always 
Mean SD 

N % N % N % N % N % 
a. Relief 34 18.4 32 17.3 61 33 40 21.6 13 7 2.84 1.19 

b. Frustration 18 9.7 42 22.7 61 33 49 26.5 9 4.9 2.95 1.05 

c. Anger 22 11.9 44 23.8 62 33.5 42 22.7 10 5.4 2.87 1.08 

d. Depression 18 9.7 35 18.9 59 31.9 50 27 18 9.7 3.10 1.14 

e. Indifferent 27 14.6 51 27.6 52 28.1 43 23.2 4 2.2 3.03 4.02 

f. Anxiety 22 11.9 41 22.2 44 23.8 59 31.9 13 7 2.99 1.18 

g. Confusion 25 13.5 51 27.6 49 26.5 43 23.2 12 6.5 2.82 1.14 

h. Guilt 22 11.9 44 23.8 56 30.3 44 23.8 14 7.6 2.91 1.12 

i. Powerless 16 8.6 54 29.2 50 27 35 18.9 22 11.9 2.95 1.19 
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5.7 Inferential statistics 

 
Inferential statistics was done between knowledge, attitude, practice, sociodemographic 

characteristics and work environment characteristics to find relationships among these 

variables. 

 

5.7.1. Relationships between sociodemographic characteristics and knowledge, 

attitude and practice 

 

Differences in knowledge, attitude and practice variables related to sociodemographic 

variables (Gender, Religion, Post-graduate education and Ethics education) were examined 

using Independent Sample t-Test. Also, differences in knowledge, attitude and practice 

variables attributed to sociodemographic variables (Educational level, Experience variables, 

Nursing position) were examined using ANOVA test. Additionally, Relationship between 

sociodemographic variables (Age and Strength of religious beliefs) and Knowledge, Attitude 

variables and Practice variables were examined using Pearson correlation test. Results of 

ANOVA and t-Test are summarized in Table (5.18), Table (5.20) and Table (5.22). 

 

5.7.1.1. Relationship between sociodemographic characteristics and knowledge 

 

Table (5.18) shows that there were significant differences at the level of (α≤0.05) in 

knowledge about DNR status between Post-graduate course in critical care, neonatal care or 

pediatric intensive care; the mean knowledge of those who received post-graduate course 

were significantly higher than those who didn’t.  
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Table 5.18: Respondents’ knowledge about DNR status according to their sociodemographic 
characteristics  
 

Variable 
Knowledge about DNR 

Mean T/F P 
Gender Male 6.21 -0.2 0.842 

Female 6.26 

Religion Muslim 6.24 0.294 0.588 

Christian 5.71 

Educational level Diploma 7.30 1.442 0.232 

Bachelor 6.13 
Master’s 6.35 
Doctorate 6.19 

Years practicing as 
RN 

1-5 6.09 0.971 0.408 

6-10 6.47 
11-15 5.98 
16 and more 6.57 

Years practicing in 
critical care 

1-5 6.08 0.847 0.47 

6-10 6.45 
11-15 6.59 
16 and more 6.47 

Current nursing 
position 

Staff nurse 6.16 1.567 0.199 

Nursing manager 6.43 
Nurse educator 6.51 
Practical nurse 7.71 

Post-graduate 
course 

Yes 6.57 3.215 0.002* 

No 5.80 
Training in ethics Yes 6.21 -0.201 0.839 

No 6.26 

 

 

5.7.1.2. Relationship between sociodemographic characteristics and attitude 

 

Table (5.19) shows that there were several significant differences at the level of (α≤0.05); 

significant negative correlation was observed between age and attitude toward effect of 

institutional factors on DNR decision (r=-0.24, p=0.001), also the results indicate that 

statistically significant differences between males and females were present regarding effect 

of institutional factors on DNR decision, means for females were higher than for males. 
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Furthermore, Table (5.19) shows significant differences were present between religion 

groups in their attitude toward discontinuing life sustaining therapies, effect of institutional 

factors on decision making and effect of family factors on decision making. Muslims agree 

more about discontinuing life sustaining treatments and they have higher means for effect of 

family factors, while Christians have higher means for effect of institutional factors. 

 

In addition, strength of religious beliefs was significantly correlated to attitude toward 

discontinuing life sustaining therapies (r=0.28, p=<0.005), also, it is significantly correlated 

to influence of chronic diseases on DNR decision (r=-0.155, p=0.038). 

 

Table (5.19) indicates that statistically significant differences between years practicing as 

RN groups are present regarding discontinuing life sustaining therapies, results indicates that 

the higher the experience as RN the higher the means toward discontinuing life sustaining 

therapies, however, Tukey test shows that the differences were between those who practiced 

for 6-10 years and those who practice for 16 years and more as RN. 

 

Table (5.19) shows that significant differences were between current position groups 

regarding attitude toward discontinuing life sustaining therapies and effect of institutional 

and patient factors on decision making. Nursing managers had higher means for 

discontinuing therapies than others, however, Tukey test shows that the significant 

differences were between Nursing managers and staff nurses. Nursing educators had higher 

means for effect of institutional factors on DNR decision, still, Tukey test shows that the 

significant differences were between nursing educators and practical nurses. Effect of patient 

factors were lower in practical nurses group, nevertheless, Tukey test shows that significant 

differences were between practical nurses group; and staff nurses and nursing managers 

group. 

 

Table (5.19) indicates that statistically significant differences between years practicing in 

critical care groups are present regarding effect of institutional factors on DNR decision, 

results indicates that the higher the experience in critical care the lower the means of effect 

of institutional factors, however, Tukey test shows that the differences were between those 

who practiced for 6-10 years and those who practice for 16 years and more. 

 

Table (5.19) also identifies statistically significant differences were present between who 



	
 52 

received post-graduate course in critical care, neonatal care or pediatric intensive care and 

who didn’t receive any course regarding attitude towards DNR and effect of family factors 

in favor of those who didn’t receive courses.  

 

Table 5.19 A: Respondents’ attitude toward DNR orders according to their 

sociodemographic characteristics  

Variable 
Attitude toward DNR Attitude toward discontinuing 

therapies 
Mean T/F P Mean T/F P 

Gender Male 3.38 -0.866 0.388 2.75 -0.836 0.404 

Female 3.41 2.84 

Religion Muslim 3.39 -1.823 0.07 2.80 9.111 0.0001* 

Christian 3.43 2.32 

Educational 
level 

Diploma 3.39 0.025 0.995 3.31 3.204 0.025 

Bachelor 3.40 2.82 

Master’s 3.40 2.58 

Doctorate 3.35 2.26 

Years 
practicing as 
RN 

1-5 3.38 0.993 0.389 2.81 3.141 0.027* 

6-10 3.44 2.60 

11-15 3.31 2.88 

16 and more 3.42 3.16 

Years 
practicing in 
critical care 

1-5 3.38 0.974 0.406 2.82 2.573 0.056 

6-10 3.46 2.56 

11-15 3.34 2.98 

16 and more 3.40 3.05 

Current nursing 
position 

Staff nurse 3.39 2.204 0.089 2.76 2.996 0.032* 

Nursing manager 3.58 3.39 

Nurse educator 3.41 2.74 

Practical nurse 3.22 2.81 

Post-graduate 
course 

Yes 3.36 -2.048 0.042* 2.84 1.007 0.315 

No 3.45 2.74 

Training in 
ethics 

Yes 3.38 -1.005 0.316 2.85 1.171 0.243 

No 3.42 2.72 
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Table 5.19 B: Respondents’ attitude toward DNR orders according to their 

sociodemographic characteristics  

Variable 
Institutional factors Family factors Patient factors 

Mean T/F P Mean T/F P Mean T/F P 

Gender Male 3.19 -2.742 0.007* 3.36 -0.566 0.572 3.36 0.784 0.434 

Female 3.53 3.43 3.29 

Religion Muslim 3.33 -27.13 <0.05* 3.40 6.545 <0.05* 3.32 -1.371 0.172 

Christian 5.00 3.00 3.39 

Educational 
level 

Diploma 3.09 3.016 0.031 3.07 1.107 0.347 2.85 2.085 0.104 

Bachelor 3.30 3.39 3.33 

Master’s 3.57 3.56 3.44 

Doctorate 4.49 3.00 3.23 

Years 
practicing as 
RN 

1-5 3.42 2.589 0.054 3.34 1.424 0.237 3.39 1.68 0.173 

6-10 3.47 3.59 3.31 

11-15 3.19 3.35 3.03 

16 and more 2.91 3.22 3.24 

Years 
practicing in 
critical care 

1-5 3.41 2.919 0.035* 3.38 1.026 0.383 3.38 0.892 0.446 

6-10 3.45 3.53 3.26 

11-15 3.28 3.44 3.27 

16 and more 2.80 3.12 3.16 

Current 
nursing 
position 

Staff nurse 3.35 3.096 0.028* 3.40 0.891 0.447 3.37 4.975 0.002* 

Nursing manager 3.13 3.56 3.34 

Nurse educator 4.05 3.30 3.11 

Practical nurse 2.80 2.87 2.33 

Post-graduate 
course 

Yes 3.34 -0.409 0.683 3.27 -2.459 0.015* 3.29 -0.86 0.391 

No 3.39 3.56 3.37 

Training in 
ethics 

Yes 3.41 1.005 0.316 3.33 -1.311 0.191 3.31 -0.445 0.657 

No 3.28 3.49 3.35 
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5.7.1.3. Relationship between sociodemographic characteristics and practice 

 
Age was found to have significant negative correlation to (negative feelings) following DNR 

order (r=-0.15, p=0.01). Table (5.20) shows higher means for the Muslims regarding 

involvement in DNR situations. Furthermore, statistical significant differences in (influence 

of chronic diseases on DNR decision) between who received training in ethics and who 

didn’t receive training in favor of those who received training.  

 

Table (5.20) indicates that statistically significant differences between males and females 

were present regarding influence of chronic diseases on DNR decision in favor of males. 

Besides, Table (5.20) shows that differences were significant regarding involvement in care 

for DNR patient, influence of chronic diseases and influence on other medical diagnosis on 

DNR decision in favor of Muslims. On the other hand, Christians had higher means for 

negative feelings following DNR order. 

 

Table (5.20) indicates that statistically significant differences between nurses who received 

post graduate course in critical care and who didn’t receive any course were present 

regarding involvement in DNR situations in favor of those who received courses. Also, the 

table shows that statistically significant differences between who received course or training 

in ethics and who didn’t regarding effect of chronic diseases in DNR decision in favor of 

those who didn’t receive course in ethics. 
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Table 5.20: Respondents’ practice of DNR orders according to their sociodemographic characteristics  

Variable 
Involvement in DNR 

situations 
Chronic diseases 
influence DNR 

Medical diagnosis 
influence DNR 

Initiation of life 
sustaining therapies 

Negative feelings  caused 
by DNR order 

Mean T/F P Mean T/F P Mean T/F P Mean T/F P Mean T/F P 
Gender Male 2.63 1.37 0.172 2.51 2.2 0.029* 2.57 1.796 0.074 2.51 0.335 0.738 2.78 -2.216 0.028* 

Female 2.45 2.22 2.37 2.48 3.10 
Religion Muslim 2.55 3.253 0.001* 2.38 4.268 <0.005* 2.48 11.355 <0.005* 2.50 1.736 0.084 2.92 -2.064 0.04* 

Christian 2.33 2.09 1.83 2.41 4.11 
Educational 
level 

Diploma 2.57 0.168 0.918 2.23 0.44 0.725 2.36 0.532 0.661 2.39 0.235 0.872 3.65 2.407 0.069 
Bachelor 2.56 2.34 2.46 2.49 2.92 
Master’s 2.44 2.53 2.59 2.57 2.76 
Doctorate 2.61 2.45 2.11 2.36 3.63 

Years 
practicing as 
RN 

1-5 2.47 1.856 0.139 2.37 0.013 0.998 2.51 0.189 0.904 2.54 1.66 0.177 2.99 1.949 0.123 
6-10 2.65 2.38 2.43 2.51 2.88 
11-15 2.93 2.40 2.38 2.13 3.29 
16 and more 2.36 2.35 2.47 2.54 2.53 

Years 
practicing in 
critical care 

1-5 2.49 2.6 0.054 2.38 0.112 0.953 2.51 0.87 0.458 2.52 0.651 0.584 2.96 1.507 0.214 
6-10 2.57 2.33 2.32 2.46 3.11 
11-15 3.15 2.46 2.65 2.27 2.69 
16 and more 2.34 2.30 2.44 2.58 2.56 

Current 
nursing 
position 

Staff nurse 2.54 0.316 0.814 2.37 0.569 0.636 2.48 0.232 0.874 2.53 1.025 0.383 2.93 0.654 0.581 
Nursing manager 2.41 2.56 2.55 2.23 3.08 
Nurse educator 2.52 2.42 2.34 2.53 3.23 
Practical nurse 2.87 1.95 2.28 2.18 2.51 

Post-graduate 
course 

Yes 2.77 4.229 <0.005* 2.77 0.663 0.508 2.54 1.296 0.197 2.57 1.693 0.092 2.93 -0.199 0.842 
No 2.24 2.24 2.39 2.40 2.96 

Training in 
ethics 

Yes 2.58 0.641 0.523 2.26 -1.985 0.049* 2.41 -1.424 0.156 2.46 -0.78 0.436 2.94 0.037 0.97 
No 2.49 2.52 2.57 2.54 2.94 
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5.7.2. Relationship between work environment characteristics and knowledge, 

attitude and practice 

 

Differences in Knowledge, Attitude variables and Practice related to work environment 

variable “Working overtime” were examined using Independent sample t-Test. Also, 

differences in Knowledge, Attitude variables and Practice attributed to work environment 

variables (Practice area, Age of patient population, Critical care capacity, Work hours per 

week and Shift rotations)  were examined using ANOVA. Results of ANOVA and t-Test are 

summarized in Table (5.21), Table (5.22) and Table (5.23). 

 

5.7.2.1. Relationship between work environment characteristics and knowledge 

 

Tables (5.21) indicates that there were statistically significant differences according to ICU 

size regarding knowledge about DNR. Table (5.21) shows that the larger the ICU the higher 

the knowledge score, however, Fisher’s Least Significant Differences (LSD) Post Hoc tests 

resulted that significant differences were between small ICUs (1-6 beds) in one side, and 

medium ICUs (7-12 beds) and large ICUs (more than 12 beds) in the other side. 

 

Tables (5.21) indicate that there were statistically significant differences in knowledge 

between those who work overtime and who don’t. Table (5.21) shows higher knowledge 

results for nurses who work overtime. 
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Table 5.21: Respondents’ knowledge about DNR status according to their work environment 

characteristics  

Variable 
Knowledge about DNR 

Mean T/F P 
Practice area Medical and Surgical ICU 5.66 1.515 0.165 

Medical ICU 6.38 

Surgical ICU 6.29 

Neurological ICU 6.19 

Coronary care unit 6.57 

Neonatal ICU 6.57 

Pediatric ICU 5.87 

Pediatric cardiac ICU 6.60 

Age of patient 
population 

Neonates 6.53 1.937 0.09 

1-11 Months 3.57 

1-15 Years 6.11 

16 Years and above 5.93 

All except neonates 6.16 

All ages 6.54 

Critical care bed 
capacity (Size of ICU) 

1-6 Beds 5.81 3.292 0.039* 

7-12 Beds 6.39 

13 Beds and above 6.65 

Work hours / week Less than 36 hours 6.12 0.445 0.642 

36-48 hours 6.21 

49 hours and above 6.67 

Working overtime Yes 6.57 2.038 0.043* 

No 6.05 

Shift rotation Days 6.69 0.472 0.797 

Evenings 6.43 

Nights 6.43 

Days / Evenings 5.94 

Evenings / Nights 6.24 

Days / Evenings / Nights 6.18 
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5.7.2.2. Relationship between work environment characteristics and attitude 

 

Table (5.22) indicates that there were statistically significant differences according to ICU 

size regarding attitude toward DNR and effect of institutional factors on DNR decision. 

 

Table (5.22) shows that the larger the ICU the more positive attitude toward DNR, however, 

Tukey test showed that the significant differences were between small and large ICUs in 

favor of large ICUs. Also, the same table shows that larger the ICU the less the effect of 

institutional factors on DNR decision, Tukey test also showed that the significant differences 

were between small and large ICUs in favor of small ICUs. 

 

In addition, statistically significant differences in effect of family factors and patient factors 

on DNR decision according to nurses’ work load per week, means for those who work as 

part timers were lower than others, however, Tukey test revealed that statistically significant 

differences were between those who work less than 33 hours and those who work 49 hours 

and above for family factors, and between those who work less than 33 hours and those who 

work 34-48 hours for patient factors. 

 

Table (5.22) indicates that statistically significant differences were present between shift 

rotation groups in attitude toward DNR status and attitude toward discontinuing life 

sustaining therapies and effect of family factors on DNR decision making. Nurses who work 

day shifts had less positive attitude toward DNR than other shifts. Tukey test showed that 

significant differences were between nurses who work evenings, days and 

days/evenings/nights. Nurses who work night shifts had less attitude toward discontinuing 

life sustaining therapies, Tukey test showed that significant differences were between nurses 

who work days and who work days/evenings/nights; and between nurses who work days and 

who work evenings/nights. In contrast nurses who work nights had higher means of effect 

of family factors on DNR decision making, however, Tukey test showed that days and 

evenings differed significantly, evening and nights, and evenings and days/evening/nights 

also differed significantly. 
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Table 5.22 A: Respondents’ attitude toward DNR orders according to their work 

environment characteristics  

Variable 
Attitude toward DNR Attitude toward 

discontinuing therapies 
Mean T/F P Mean T/F P 

Practice area Medical and Surgical 
ICU 

3.34 1.468 0.182 2.89 0.893 0.513 

Medical ICU 3.43 2.69 

Surgical ICU 3.35 2.31 

Neurological ICU 3.32 2.91 

Coronary care unit 3.39 2.82 

Neonatal ICU 3.44 2.67 

Pediatric ICU 3.22 3.01 

Pediatric cardiac ICU 3.49 2.81 

Age of 
patient 
population 

Neonates 3.43 0.35 0.881 2.69 0.518 0.763 

1-11 Months 3.35 2.98 

1-15 Years 3.33 2.69 

16 Years and above 3.40 2.84 

All except neonates 3.37 2.82 

All ages 3.41 2.92 

Critical care 
bed capacity 

1-6 Beds 3.33 4.57 0.012* 2.91 1.546 0.216 

7-12 Beds 3.40 2.77 

13 Beds and above 3.54 2.63 

Work hours / 
week 

Less than 36 hours 3.40 0.044 0.957 2.70 0.987 0.375 

36-48 hours 3.40 2.79 

49 hours and above 3.37 3.06 

Working 
overtime 

Yes 3.42 0.879 0.38 2.75 -0.671 0.503 

No 3.38 2.82 

Shift 
rotation 

Days 3.35 3.083 0.011* 3.20 3.07 0.011* 

Evenings 3.83 2.43 

Nights 3.68 2.07 

Days / Evenings 3.44 2.95 

Evenings / Nights 3.43 2.64 

Days / Evenings / 
Nights 

3.36 2.78 
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Table 5.22 B: Respondents’ attitude toward DNR orders according to their work 

environment characteristics  

Variable 
Institutional factors Family factors Patient factors 

Mean T/F P Mean T/F P Mean T/F P 
Practice 
area 

Medical and 
Surgical ICU 

3.37 1.24 0.283 3.44 1.977 0.061 3.40 1.649 0.125 

Medical ICU 3.20 3.22 2.99 

Surgical ICU 3.56 3.33 3.66 

Neurological ICU 3.49 3.23 3.31 

Coronary care unit 3.41 4.00 3.53 

Neonatal ICU 3.14 3.18 3.21 

Pediatric ICU 3.89 3.48 3.61 

Pediatric cardiac 
ICU 

3.50 3.51 3.31 

Age of 
patient 
population 

Neonates 3.16 1.199 0.311 3.21 1.806 0.114 3.22 0.833 0.528 

1-11 Months 3.80 3.00 3.83 

1-15 Years 3.62 3.76 3.46 

16 Years and 
above 

3.31 3.34 3.28 

All except 
neonates 

3.46 3.59 3.37 

All ages 3.44 3.35 3.39 

Critical care 
bed capacity 

1-6 Beds 3.49 3.731 0.026* 3.33 2.958 0.054 3.32 0.667 0.515 

7-12 Beds 3.38 3.52 3.36 

13 Beds and above 2.96 3.10 3.20 

Work hours 
/ week 

Less than 36 hours 3.01 1.288 0.278 2.93 5.163 0.007* 2.93 3.209 0.043* 

36-48 hours 3.39 3.39 3.35 

49 hours and 
above 

3.32 3.94 3.48 

Working 
overtime 

Yes 3.39 0.321 0.748 3.38 -0.184 0.855 3.36 0.528 0.598 

No 3.34 3.40 3.31 

Shift 
rotation 

Days 3.40 1.151 0.335 3.53 2.303 0.047* 3.27 0.253 0.938 

Evenings 2.80 2.17 3.33 

Nights 3.35 3.92 3.64 

Days / Evenings 3.73 3.42 3.35 

Evenings / Nights 3.39 3.37 3.35 

Days / Evenings / 
Nights 

3.31 3.40 3.31 
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5.7.2.3. Relationship between work environment characteristics and practice 

 

Table (5.23) indicates that there were statistically significant differences in initiation of life 

sustaining treatments between those who work overtime and who don’t. Table (5.23) shows 

that those who work overtime initiate life sustaining treatments more than who don’t work 

overtime. 

 

Table (5.23) indicates that statistically significant differences between nurses who work in 

different area regarding Initiation of life sustaining treatments for DNR patients, results 

showed that those who work in pediatric ICUs and pediatric cardiac ICUs had higher means. 

Tukey test showed that differences were significant between those who work in pediatric 

cardiac ICU and who work in medical ICUs. 

 

Table (5.23) shows statistically significant differences between age of patient population 

groups regarding Initiation of life sustaining treatments for DNR patients. Tukey test 

indicated that differences were significant between those who work with neonates and those 

who work with patients from all ages. 
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Table 5.23: Respondents’ practice of DNR orders according to their work environment characteristics  

Variable 
Involvement in DNR 

situations 
Chronic diseases influence 

DNR 
Medical diagnosis 

influence DNR 
Initiation of life 

sustaining therapies 
Negative feelings  

caused by DNR order 
Mean T/F P Mean T/F P Mean T/F P Mean T/F P Mean T/F P 

Practice area Medical and Surgical 
ICU 

2.63 1.91 0.07 2.44 0.965 0.459 2.47 0.722 0.653 2.66 2.672 0.012* 2.80 0.415 0.892 

Medical ICU 2.47 2.26 2.36 2.00 2.90 
Surgical ICU 2.10 2.27 2.37 2.20 2.62 
Neurological ICU 2.54 2.67 2.66 2.35 3.11 
Coronary care unit 2.73 2.70 2.60 2.61 2.97 
Neonatal ICU 2.58 2.16 2.37 2.37 3.06 
Pediatric ICU 3.20 2.46 2.89 2.80 3.14 
Pediatric cardiac ICU 2.17 2.32 2.45 2.67 2.94 

Age of 
patient 
population 

Neonates 2.63 0.507 0.771 2.13 1.391 0.23 2.37 0.55 0.738 2.34 3.137 0.01* 3.09 1.116 0.353 
1-11 Months 2.83 2.92 2.70 1.93 2.83 
1-15 Years 2.69 2.46 2.60 2.76 3.31 
16 Years and above 2.48 2.33 2.41 2.49 2.78 
All except neonates 2.39 2.51 2.51 2.34 2.80 
All ages 2.57 2.55 2.60 2.81 2.90 

Critical care 
bed capacity 

1-6 Beds 2.51 1.002 0.369 2.50 2.664 0.072 2.53 0.228 0.797 2.51 0.064 0.938 2.99 1.288 0.278 
7-12 Beds 2.50 2.38 2.45 2.48 2.99 
13 Beds and above 2.77 2.03 2.44 2.53 2.65 

Work hours 
/ week 

Less than 36 hours 2.75 0.705 0.495 2.29 1.335 0.266 2.49 2.22 0.111 2.51 0.766 0.466 2.81 0.943 0.391 
36-48 hours 2.51 2.35 2.44 2.51 2.92 
49 hours and above 2.71 2.77 2.92 2.26 3.31 

Working 
overtime 

Yes 2.55 0.076 0.939 2.52 1.691 0.093 2.57 1.268 0.207 2.67 2.523 0.012* 2.87 -0.736 0.463 
No 2.54 2.29 2.42 2.40 2.98 

Shift 
rotation 

Days 2.64 1.403 0.225 2.74 1.568 0.171 2.79 1.818 0.112 2.57 1.826 0.11 3.44 1.874 0.101 
Evenings 3.42 2.27 2.15 3.36 2.06 
Nights 2.75 2.86 2.08 2.73 2.60 
Days / Evenings 2.25 2.12 2.14 2.64 2.91 
Evenings / Nights 2.49 2.48 2.49 2.43 2.91 
Days / Evenings / 
Nights 

2.58 2.29 2.48 2.43 2.91 
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5.7.3. Relationship between knowledge, attitude and practice 

 
Relationships between knowledge about DNR, and attitude and practice of DNR were 

examined using Pearson correlations. Results of Pearson correlation coefficient of 

knowledge scores were negligible with all attitude and practice scores; correlation is 

considered negligible when correlation coefficient is less than 0.3 (Mukaka, 2012). 

 
Table 5.24: Correlation between knowledge score and attitude and practice scores 

Domain Pearson 
correlation P 

Attitude Score 0.152 .040* 

Attitude toward discontinuing life sustaining therapies -0.149 .043* 

Institutional factors -0.059 .422 

Family factors -0.006 .931 

Patient score -0.062 .401 

Involvement in DNR situations 0.155 .035* 

Chronic diseases 0.100 .176 

Other health statuses 0.140 .058 

Initiation of life sustaining therapies after DNR order 0.162 .028* 

Negative feelings -0.040 .586 

 
 
5.7.4. Other statistics 

 

Other statistics were done to compare with similar research, Cross tabulation, Chi square, 

Fisher's exact and correlations were done to examine some relationships between study 

variables. 

 

Of the study respondents 62% of those who identified that consent is needed for DNR status 

had received training / course in ethics (Table 5.25), this result was statistically significant 

(X2=6.44, p=0.009). 
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Table 5.25: Cross tabulation between need for DNR consent and having training / course in 

ethics 

 

Of the respondents, nurses who received post graduate course in critical care defined DNR 

more correctly (Table 5.26). This relationship was statistically significant (Fisher's exact = 

0.004).  

 

Table 5.26: Cross tabulation between definition of DNR and having post graduate course 

in critical care 

 

Of the study sample, critical care nurses who have more experience in critical care setting 

defined DNR more correctly (Table 5.27) except those who practiced more than 16 years, 

however, this relationship was significant (Fisher's exact = 0.014). 

 

Table 5.27: Cross tabulation between definition of DNR and experience in critical care 

 

Years practicing in critical care setting 
Total 

1-5 6-10 11-15 16 and more 

Definition of DNR N % N % N % N % N % 

Definition 1 (Wrong) 3 2 3 2 0 0 4 2 10 6 

Definition 2 (Wrong) 25 14 3 2 2 1 1 1 31 17 

Definition 3 (Correct) 82 46 34 19 10 6 12 7 138 77 

Total 110 62 40 22 12 7 17 9 179 100 

 
Consent for DNR 

Total 
Yes No 

Received training / 
course in ethics N % N % N % 

Yes 91 49.4 15 8.1 106 57.6 

No 55 29.9 23 12.5 78 42.4 

Total 146 79.3 38 20.7 184 100 

 
Post-graduate course 

Total 
Yes No 

Definition of DNR N % N % N % 

Definition 1 (Wrong) 4 2.2 6 3.3 10 5.6 

Definition 2 (Wrong) 10 5.6 21 11.7 31 17.3 

Definition 3 (Correct) 87 48.6 51 28.5 138 77.1 

Total 101 56.4 78 43.6 179 100 
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Table (5.28) shows that 60% of the sample answered that they are legally obligated to initiate 

resuscitation unless DNR is ordered and they agreed with the statement “If there is no written 

DNR order, you immediately initiate CPR when the patient arrests, even when survival of 

the patient is unlikely”, this relationship was statistically significant (Fisher's exact =0.000). 

 

Table 5.28: Cross tabulation between statement of attitude toward DNR and CPR unless 

DNR order is present 

 

Statement: “If there is no written DNR order, you immediately 
initiate CPR when the patient arrests, even when survival of the 

patient is unlikely” Total 
Strongly 
disagree Disagree Unsure Agree Strongly 

agree 

CPR unless DNR 
order is present N % N % N % N % N % N % 

Yes 3 1.6 7 3.8 9 4.9 76 41.1 35 18.9 130 70.3 
No 0 0.0 4 2.2 14 7.6 8 4.3 6 3.2 32 17.3 
Unsure 0 0.0 0 0.0 4 2.2 14 7.6 5 2.7 23 12.4 
Total 3 1.6 11 5.9 27 14.6 98 53.0 46 24.9 185 100 

 

5.8 Summary 
 

Statistical analysis of this study involved descriptive and inferential statistics of 185 

questionnaires filled by nurses who work in critical care setting in Palestine. The analysis 

involved sociodemographic characteristics, work environment characteristics, attitude 

toward DNR status, knowledge about DNR status and practice of DNR order.  

 

The analysis revealed several statistically significant relationships between 

sociodemographic and work environment characteristics; and knowledge, attitude and 

practice of DNR order. 
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Chapter Six 
 
 

Discussion 
 

6.1 Introduction 

 

This study provided an assessment of knowledge, attitude and practice of critical care nurses 

in Palestine, this was done using a self-reported questionnaire which was distributed on 393 

critical care nurses who work in critical care setting in six hospitals in Palestine.  

 

In this chapter the results of descriptive and inferential statistics were discussed. Moreover, 

the results of this study was compared with results of similar studies in the region and 

western countries. 

 

6.2 Respondents of the study 

 

The response rate of the study was 52%, this low response rate is may be related to several 

reasons; the length of the questionnaire which is consisted from 43 items and 147 sub-items, 

besides, the busy nature of critical care setting and the work overload is critical factor that 

lead to this low response rate. However, this response rate is similar to response rate in 

similar researches (Thibault-Prevost, 1997). 

 

The respondents are divided almost equally according to their sex which make the sample 

representative for both sexes. The majority of respondents (90%) aged 20-40 years which 

represents middle-age sample, the advantage is that people usually hold beliefs and values 
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common to the era in which they were grown up. Results showed that 95.1% of the 

respondents hold at least Bachelor degree, which indicates that hospitals’ administrations 

are interested in providing high quality of care in ICUs. 

 

The majority of the respondents were experienced staff nurses which gives the advantage of 

studying nurses who are directly involved in care for patients. Surprisingly, more than the 

half of respondents had received post graduate course in critical care, neonatal care or 

pediatric intensive care, similarly, more than half of respondents had course or training in 

ethics. Half of respondents in this study were practicing in adult units and the other half were 

practicing in pediatric units which gives the advantage of studying DNR status for adults 

and pediatrics. Moreover, about two thirds of the respondents work full time in moderate 

and large size units which give them the exposure to DNR status. 

 

6.3 Knowledge about DNR status 

 

Knowledge about DNR order score was 62.3% which indicate satisfactory knowledge. 

Knowledge about DNR is found to be associated with receiving post graduate course in 

critical care, neonatal care or pediatric intensive care; critical care capacity and working 

overtime in other ward or institute. Moreover, significant relationship was found between 

receiving course or training in ethics and answering that consent is needed for DNR status, 

this relationship was not significant in Thibault-Prevost (1997) study. Additionally, a 

significant relationship was present in knowledge in favor of respondents who received post-

graduate critical care course. However, lack of knowledge had been reported in previous 

studies including Bellini & Damato, (2009) and J Thibault-Prevost et al., (2000). Association 

of receiving post graduate course and ethics course with higher knowledge highlights the 

importance of post graduate nursing specialization and ethics education in improving 

knowledge of critical care nurses. Although receiving post graduate courses or ethics 

education were not associated with positive attitude or better practice, significant positive 

relationships were found between knowledge and attitude toward DNR, involvement in 

DNR situations and initiating of life sustaining therapies following DNR order. Nurses who 

worked in ICUs with larger bed capacity and those who worked overtime had significantly 

better knowledge about DNR status this may be explained by higher exposure to patients 

who had DNR status.  
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In the current study, 77% of respondents correctly defined DNR by its legal intent as 

"withholding resuscitation in case of cardiac and/or respiratory arrest", this result is 

consistent with result of a study by Taha, Asfour and Attia (2010) who reported that 79% of 

sample defined DNR correctly and a study by Baumann (2017) and Sanderson et al. (2013) 

in which two thirds of sample correctly defined DNR. On the other hand, this result is not 

consistent with other previous research which reported that nurses often can’t define DNR 

in its legal definition. Respondents who received post-graduate course in critical care defined 

DNR more correctly than who did not receive any post-graduate course, this relationship 

was found statistically significant in Baumann et al.,(2017); Bellini & Damato,(2009); 

Sanderson et al., (2013); Taha, Asfour, & Attia, (2010) and J Thibault-Prevost et al., (2000).  

 

The majority of respondents didn’t link DNR with no care which is consistence with other 

research by Saifan et al. (2016), Taha et al. (2010) and J Thibault-Prevost et al. (2000). 

Additionally, 47% of respondents of the current study agreed that DNR does not involved 

additional therapeutic limits which is similar to previous research by Bellini & Damato 

(2009) and Thibault-Prevost et al. (2000). Moreover, in Taha et al. (2010) study, 74% of 

sample agreed that DNR doesn’t involve other therapies.  

 

Of the respondents, 78.9% of the sample indicated that a consent form is required for DNR 

status, in addition, a significant relationship was found between receiving course or training 

in ethics and recognizing the need for consent for DNR, this relationship was not statistically 

significant in Thibault-Prevost et al. (2010) study. However, only half of Thibault et al. study 

sample and 96% of Bellini & Damato (2009) study sample recognized the need for a consent. 

Likewise, the qualitative study of Cheraghi et al. (2016) indicated that consent is required 

for DNR order. Therefore, this study assumed that training in ethics is a very critical point 

that should be addressed in Palestinian hospitals. 

 

Although the majority of respondents agree that physician can give consent for DNR, a 

majority also indicated that patient and family can give consent which is consistent with 

results of Thibault-Prevost et al. (2000). In contrast, 15.7% of the sample of current study 

indicated that the nurse can give DNR consent while only 1% of Thibault et al. (2000) study 

agreed that nurse can give consent. Similarly, 68.6% of sample agreed that the physician is 

the responsible for the designation of DNR order, this results is supported by other research 

(Bradley et al., 2006; Giles & Moule, 2004; Khalaileh, 2014; O’Hanlon et al., 2013; Saifan 
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et al., 2016; Taha et al., 2010). 

 

The majority of respondents 62.7% responded that DNR order can be overruled by physician 

and family. This results are similar to results from Thibault-Prevost et al. (2000) study and 

Bellini & Damato (2009) study. However, the ability to overrule and who can overrule DNR 

order need to be included in the hospital policies which is not available even in hospitals 

which have DNR policies in Palestine.  

 

Not surprisingly, 70.3% indicated that they are legally obligated to initiate CPR in case of 

cardiopulmonary arrest unless DNR is ordered. This result is in tune with results of other 

researches by Thibault-Prevost et al. (2000), Cheraghi et al. (2013) and O’Hanlon et al. 

(2013). 

 

The effect of knowledge of attitude and practice was examined. Significant positive 

relationships were found between knowledge and attitude toward DNR, involvement in 

DNR situations and initiating of life sustaining therapies following DNR order. Also, a 

significant negative relationship between knowledge and discontinuing life sustaining 

therapies was also found. Although, all the mentioned relationships were very weak, all these 

relationships suggest that knowledge positively affects attitude and practice which rise the 

assumption that knowledge should be ensured in education and clinical practice levels. This 

result was opposite to Taha et al. (2010) who found that no statistically significant 

relationship between knowledge and attitude.  

 

6.4 Attitude toward DNR status 

 

Most of respondents recognized that physicians, ethical committees, nurses and hospital 

administrations should be involved in ensuring the existence of DNR policy which is 

accordant with results of Thibault-Prevost et al. (2000), nonetheless, respondents added 

government and public should be involved to ensure the existence of such policies. 

 

When asked for reasons for DNR order, the majority of sample (75.1%) indicated that 

medical futility is the reason for DNR order, also about half of respondents linked the reason 

with poor quality of life either before or after order. Almost similar results were in Thibault-

Prevost et al. (2000) study in which 61% indicated that medical futility is the reason for 
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DNR, 65% current quality of life is poor and 71% that quality of life would be poor. Also, 

results of other researches indicated that lack of hope of recovery, low chance of successful 

CPR and medical futility are the rationale for DNR order. Of respondents, 12.5% were 

unsure about the reason for DNR status this might be explained by poor involvement in DNR 

decision making (Assarroudi et al., 2017; Cheraghi et al., 2016; Thibault-Prevost et al., 

2000). 

 

Attitude toward DNR status was examined through three domains which are attitude toward 

DNR order, attitude toward discontinuing life sustaining therapies and factors influencing 

DNR decision (Institutional, family and patient factors).  

 

6.4.1. Attitude toward DNR status 

 

Mean score for attitude toward DNR status was 3.4 (SD=0.3) which indicates neutral 

attitude. However, statistically significant differences were found in attitude toward DNR 

status according to receiving post-graduate course in critical care, size of ICU (bed capacity) 

and shift rotation. Also a significant weak positive correlation was found between 

knowledge about DNR and attitude toward DNR status. Also, results showed that 

respondents had high percentage of neutral answers which may related to their level of 

knowledge. Respondents who worked in large ICUs tended to have more positive attitude 

toward DNR status which may be explained by being more exposed to patients with DNR 

status. In contrast nurses who work days had more negative attitude. 

 

While 47% of the study sample agreed that DNR is linked to Euthanasia, only 16% linked it 

in Thibault-Prevost (2000) study, additionally, 65% reported hesitancy of physicians to write 

DNR order and 52% agreed that nurses perceive DNR differently than other health 

professionals, these results are consistent with Thibault-Prevost et al. (2000) study. Of the 

study sample, 75% indicated that patient and family input are important in DNR decision, 

this result is in line with Giles & Moule (2004) an Thibault-Prevost et al. (2000) study. In 

the current study, 43% of sample deemed that admission of DNR patient to an ICU is 

inappropriate, also, 59% agreed that DNR orders should be followed by withdrawal of 

aggressive therapeutic interventions, both results are consistent with Thibault-Prevost 

(2000) study  (Giles & Moule, 2004; Thibault-Prevost et al., 2000). While 31% of 

respondents were unsure if they can refuse family and patient request of DNR, 30 % agreed 
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and 39% disagreed. This indicated that ethical dilemma about DNR decision making was 

still present. However, this result was consistent with Saifan et al. (2016) who indicated that 

60% of nurses and physicians reported that prolonging life should be the goal of healthcare 

team regardless of patient and family wishes about DNR. 

 

Of respondents, 78% agreed that if there is no DNR order they would start CPR even if 

survival is unlikely, this result was found significantly connected to their answer that they 

are legally obligated to start CPR if there is no DNR order. This result was consistent with 

results of Cheraghi et al. (2016) and Thibault-Prevost et al. (2000) results.  

 

Finally, 83% of respondents indicated that DNR patient should have nursing care maintained 

until they die, while 50% of the sample also indicated that DNR patients require higher levels 

of nursing care than other patients which is in line with Bellini & Damato (2009) result in 

which 95% of sample disagreed that DNR patients received less care than is necessary. This 

result in congruent with Thibault-Prevost et al. (2000) in which 67.7% of the respondents 

did not believe that DNR patients required higher levels of nursing care than other patients. 

Moreover, the result of Taha et al. (2010) indicated that only 44.3% were of opinion that 

DNR patients require higher levels of nursing care.  

 

6.4.2. Attitude toward discontinuing life sustaining therapies 

 

Attitude mean score of respondents’ answers toward removal of life sustaining treatments 

for DNR patients, was 2.8 (SD=0.71) which indicates negative attitude toward discontinuing 

life sustaining therapies. However, means for withholding some items that represent 

aggressive therapies were high; ECMO 3.08 (SD=1.24), Surgery 3.28 (SD=1.15) and 

Intracranial pressure monitoring 3.11 (SD=1.12). These results were close to results of Taha 

et al. (2010). In contrast, Hunag et al. (2012) reported that neonatal nurses agreed 

withholding emergency treatment and not adding treatments to patient and disagreed 

withholding of life-saving drugs, mechanical ventilation and analgesic drugs. Hence, the 

respondents agree that life sustaining treatment and normal care should not be discontinued 

for DNR patients.  

 

Attitude toward discontinuing life sustaining therapies was significantly associated with 

religion, years practiced as RN, nursing position and shift rotation. Nurses who have 
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experience for more than 16 years, nursing managers and those who work days were 

significantly having higher scores for attitude toward discontinuing therapies. Also, strength 

of religious beliefs was positively correlated to attitude toward discontinuing therapies. This 

domain is considered negative domain in which low scores means positive attitude toward 

DNR status. However, Saifan et al. (2016) reported that 67% of nurses and physicians agreed 

that their religious beliefs greatly influence their view of DNR, while Huang et al. (2014) 

indicated that no differences were found in attitude score among different religious beliefs. 

Having higher scores by nursing managers had higher scores is expected because they have 

less contact with patients and less empathic about patients. 

 

6.4.3. Factors influencing DNR decision making 

 

Factors that influencing DNR decision making are categorized into three parts; institutional 

factors, family factors and patient factors. Means were calculated for each category; family 

factors 3.4 (SD=0.82), followed with score of institutional factors 3.36 (SD=0.85) and the 

lowest were for patient factors 3.33 (SD=0.63). Specifically, 70% of sample agreed that 

family request of DNR influence DNR decision while 50% agreed that religious convection 

also influence. This results are consistent with Khalaileh (2014), Thibault-Prevost et al. 

(2000), Saifan et al. (2016) O’Hanlon et al. (2013) and Bellini & Damato (2009). In 

contrast, opposite results reported by Taha et al. (2010) which revealed that 70% of sample 

disagreed that family request influence DNR decision and 75% also disagreed that 

socioeconomic status influence DNR decision. Having family factors as the most affecting 

DNR decision making was expected because the strong family bonds that present in the 

Palestinian society. Respondents were consistent in their attitudes about family involvement 

in decision making for DNR as 80% of them agreed that family input is important in DNR 

decision. Also, 80% of respondents reported that family are actually involved in DNR 

decision making, while 50% of them witnessed disagreement between family and physician 

about DNR decision.  

 

Of patient factors, respondents agreed that benefit of treatment, patient’s medical diagnosis, 

poor prognosis, quality of life and patient requests DNR are the most important factors 

influencing DNR decision. This result is consistent with result of Thibault-Prevost et al. 

(2000) study in which patient request, medical diagnosis, quality of life, severity of illness 

and benefit of treatment are the most important patient related factors. Likewise, Taha et al. 
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(2010) reported that medical diagnosis, functionality, benefit of treatment and severity of 

illness are the most important patient factors. However, Chang et al. (2010) study revealed 

that age and being unable to survive to ultimate discharge from the ICU are predictors for 

DNR order.  

 

Concerning institutional factors, 60% indicated that risk of legal complications, hospital 

policy and need for ICU bed are the most important institutional factors influencing DNR 

decision making, while this result is in line with Chang et al. (2010) result that length of stay 

affects DNR decision, it is contrast to results of Taha et al. (2010) in which 70% of sample 

disagreed that legal complications, cost and need for ICU bed are influencing DNR decision 

making. In addition, Thibault-Prevost et al. (2000) reported that shortage of critical care 

beds, length of hospital stay, cost containment of health care dollars, and risk of legal 

complications were not perceived by respondents to influence DNR decisions. A statistically 

significant differences was found in institutional factors according to ICU bed capacity, that 

the larger the capacity, the lower the institutional factors influencing DNR decision making, 

this result can be explained that large ICUs have less shortage of beds. Also, this can lead to 

the conclusion that shortage of ICU beds is present in most of Palestinian hospitals which 

might increase risk on patients’ lives. 

 

6.5 Practice of DNR order (DNR in practice) 

 

While 43% of the sample answered that their institutions had DNR policies, 39% reported 

that their institutions didn’t have DNR policies and 18 were unsure about the existence of 

policies. However, 39.5% of those who reported that they did have DNR policy, didn’t have 

in reality -according to data from the selected hospitals- which is similar to O’Hanlon et al. 

(2013). Unexpectedly, only 44.3% of respondents who work in institutions that had DNR 

policy recognized the availability of the policies. Since 73.5% of sample agreed in the 

attitude section that an institutional and/or unit specific DNR policy is necessary to facilitate 

nursing practice, becoming informed of existence of DNR policy is important to improve 

patient care and improve nurses’ role in DNR decision making. The results about existence 

of DNR policy were in line with results of Bellini et al. (2009) in which 45.5% of respondents 

recognized the existence of DNR policies, on the other hand, the results contradicted with 

Thibault-Prevost et al. (2000), Giles & Moule (2004) and Taha et al. (2010) which reported 

that respondents knew the existence of DNR policies.  
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Despite that the literature reported that DNR prevalence is increasing (De Gendt et al., 2007; 

Nathens et al., 2008; Salottolo et al., 2015; Youngner et al., 1990), the majority of the 

respondents (54.6%) indicated that no change in the trends of DNR in their institutions 

during the last year. This result is consistent Thibault-Prevost et al. (2000) that respondents 

reported no change in trends of DNR orders.   

 

Most of respondents of the current study indicated that physicians, families and surprisingly 

patients are actually involved in decision making. Similarly, Thibault-Prevost et al. (2000) 

reported that respondents recognized that physician, family, patient, and legal guardian 

actually participated. Moreover, Bellini & Damato (2009) also reported that physicians and 

families who are actually most frequently involved in DNR decision making.  

 

Practice of DNR status was also examined through five domains which are involvement in 

DNR decision making, influence of chronic diseases and medical diagnosis of DNR 

decision, initiation of life sustaining therapies following DNR order, output of patients with 

DNR status and negative feelings following DNR order. 

 

6.5.1. Involvement in DNR situations 

 

Involvement of nurses in DNR situations mean was 2.45 (SD=0.88) which indicated that 

critical care nurses are not always involved in DNR situations. However, the mean for 

involvement in direct care for DNR patient was 3.47 (SD=1.16) while the mean for 

involvement in DNR decision was 2.17 (SD=1.15). This result indicates that critical care 

nurses are always involved in direct care rather than decision making. This result is 

consistent with Kalaileh (2014), Bellini & Damato (2009) and Thibault-Prevost et al. (2000) 

study which reported that most of respondents identified themselves as being infrequently 

involved in DNR decisions. Significant differences in involvement in DNR situations were 

found related to religion and receiving post graduate course in critical care. Those who 

received post graduate course in critical care had been more involved in DNR situations. 

This might be explained by that having ICU nursing specialization increases the power in 

practice and consequently the ability to discuss such issues with other health professionals. 
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6.5.2. Influence of chronic diseases and other medical diagnoses on DNR decision 

 

Of the study respondents, the majority observed that chronic diseases are less influencing 

DNR decision.  However, the respondents reported that chronic neurological conditions and 

chronic renal failure are the most chronic diagnoses that influence DNR decision. On the 

other hand, respondents recognized multi-organ failure, respiratory failure, neurological 

failure and post cardiac arrest were medical diagnoses which frequently influenced a DNR 

decision. This results are exactly consistent with Thibault-Prevost et al. (2000) study and in 

line with Taha et al. (2010) study which revealed that multi-organ dysfunction, cancer and 

respiratory failure are frequently influenced DNR decision.  

 

6.5.3. DNR documentation 

 

Respondents of the study reported that DNR is the most commonly used term to document 

DNR followed with “no cardiopulmonary resuscitation”. However, the use of variety of 

orders and terms is also indicated. This fact is also reported by other studies indicating that 

hospital policy should standardize and regulate documentation of DNR status (Giles & 

Moule, 2004; Khalaileh, 2014; Thibault-Prevost et al., 2000). 

 

6.5.4. Initiation of life sustaining therapies following DNR 

 

Participants of the study indicated that life sustaining therapies following DNR order 

especially aggressive therapies such as Extracorporeal membrane oxygenation ECMO, 

Intra-aortic balloon pump, Surgery, Pacemaker and Hemodialysis are not frequently 

initiated. On the other hand, participants agreed that ECG monitoring, vital signs monitoring, 

fluid therapy and analgesics are initiated following DNR order. Results are consistent with 

Bellini & Damato (2009) study in which respondents disagreed initiation of mechanical 

ventilation and surgery while they agreed initiation of analgesics. Results are also consistent 

with O’Hanlon et al. (2013) in which sample recognized oxygen, fluid therapy, antibiotics 

and feedings as appropriate therapies, they also recognized defibrillation and intubation as 

inappropriate for DNR patient. Initiation of life sustaining therapies were found statistically 

significant higher for nurses who worked in neonatal and pediatric intensive care unit which 

leads to the assumption that better practice was available in these units. This practice might 
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be related to longer potential life span of the patient population they deal with. 

 

6.5.5. Negative feelings following DNR order 

 

Exposure to situations that include ethical dilemma can make nurses experience negative 

feelings as reported by many studies (Bellini & Damato, 2009; Taha et al., 2010; Thibault-

Prevost et al., 2000). Respondents of this study reported that they feel depressed, indifferent, 

anxious, frustrated and powerless when DNR order is issued. This result is consistent with 

Taha et al. (2010) result which revealed that 35% of the study participants reported 

frustration, anxiety and powerlessness after DNR order. This emphasized the need for 

psychological support for critical care nurses that face many ethical issues during practice 

especially for female nurses who had more negative feelings following DNR order. 

 

6.5.6. Outcome of patients with DNR status 

 

Literature suggests that DNR status is associated with mortality of hospitalized patients 

(Aziz et al., 2015; Hemphill, 2004; Walkey, Weinberg, Wiener, Cooke, & Lindenauer, 

2016). Respondents of the study indicated that patients with DNR were most frequently died 

in intensive care unit in which they practice (Mean=3.98) or transferred to other ward to die 

(Mean=2.34). This result is in line with Thibaut-Prevost et al. (2000) results in which 

majority of respondents identified that DNR patients remained in their unit to die there or 

were transferred to other floor to die. This may explain the ethical stress of nurses which is 

accompanied with negative feelings of frustration and powerlessness experienced by critical 

care nurses. This explanation was supported by the result of Taha et al. (2010) who indicated 

that exposure to death of ICU patient especially DNR patients resulted in increasing stress 

and negative feelings of critical care nurses. 

 

6.6 Summary 

 

The results of this study are of high value because of the large amount of significant 

relationships and comparability of the results with other similar studies. In spite of the fact 

that most of Palestinian hospitals lack the policies that regulate DNR, nurses had satisfactory 

amount of knowledge and relatively similar attitudes about DNR status. The revealed results 



	77 

will be very important to produce beneficial conclusion and recommendations.  
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Chapter Seven 
 
 

Conclusion and Recommendations 
 

7.1 Conclusion 

 

The aim of this study was to assess knowledge, attitude and practice of critical care nurses 

about practices of DNR order in intensive care units in Palestine. The study involved six 

main hospitals in West Bank. Aggregate findings of this study generally support the previous 

literature about knowledge, attitude and practice of DNR status. 

 

Based on finding of this study, nurses who work in critical care setting had satisfactory 

knowledge about DNR status; respondents were aware about DNR definition, care limits 

and order designation. However, more educational efforts are needed in university education 

level and institutional continuous education level since many domains of knowledge, attitude 

and practice were associated with having courses or training in ethics and having post 

graduate courses in critical care nursing, neonatal nursing or pediatric intensive care nursing. 

 

Agreement about the need for written policies was indicated in this study; the presence of 

written policy about DNR order on national level can regulate and facilitate nursing practice 

and reduce variations in nursing and medical care surrounding DNR status. In addition, 

awareness of nurses about the existence of DNR policy is important to improve patient care 

and improve nurses’ role in DNR decision making.  
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Involvement of nursing in decision making regarding DNR status is very important issue 

that should be addressed in Palestinian hospitals. Since DNR is multidisciplinary ethically-

sensitive status, critical care nurses should be involved more in DNR decision making which 

would complete the chain of nursing care in critical care setting. This involvement can be 

by nursing presence in ethical committees that discuss end of life decisions. Involvement of 

patients is a critical step forward in patient autonomy principle that should be addressed on 

research, policy and practice level. Patients should be considered as a candidate in DNR 

discussion and decision making after increasing awareness about DNR and other ethical 

issues among them. On another hand, families had significant role in decision making 

because of the nature of the Palestinian culture, so that, families and public should be 

addressed in the education and awareness about various ethical issues. 

 

Based on results of results of this study nurses who work in critical care setting experience 

many negative feelings surrounding DNR as one of the ethical dilemmas which nurses face 

in practice. This supports the need of hospital administrations to meet their ethical and 

psychological needs that are generated from dealing with critical care patients and 

environment. 

 

7.2 Limitations 

 

Using questionnaire as a tool is very useful and save money, time and effort. Yet, results can 

be misleading when used instead of observing practices directly. The use of long 

questionnaire has led to low response rate. Moreover, using an English language 

questionnaire led to missing data in some questionnaires, using dual language questionnaire 

can help solving this issue. 

 

Using hospitals to distribute questionnaires and choosing study sample can also lead to low 

response rate especially in critical care units because of lack of time and ICU stress. 
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7.3 Recommendations 

 
7.3.1 Recommendations for policy makers and hospitals’ administrations 

 
a. To develop clear policies on national level about DNR that are consistent with laws 

and regulations. 

b. To include DNR status and policies in educational programs for nurses and 

physicians. 

c. To provide psychological support for nurses who work in critical care units who 

experience many negative feelings and ethical dilemmas. 

d. To provide continuous education activities for nurses and physician on DNR and 

other ethical issues. 

e. To provide post graduate nursing specializations in adult critical care nursing, 

neonatal critical care nursing, cardiac critical care nursing and pediatric critical care 

nursing. 

f. To increase national intensive care bed capacity in all specializations. 

g. To support, educate and regulate the role of families in decision making. 

 
7.3.2 Recommendation for universities 

 
To include DNR and other ethical issues in nursing and medical curriculum. 

 
7.3.3 Recommendations for researchers 

 

The following research topics are recommended for future studies: 

a.  The actual nurses and physicians’ practices surrounding DNR patients by examining 

files and documentation of DNR order. 

b. Patients’ and families’ perspectives surrounding DNR order. 

c.  The effect of DNR order on mortality of hospitalized patients. 

d.  Awareness of patients and public about DNR and end of life decisions. 

e. Do Not Resuscitate Status: Knowledge, Attitude and Practice of all Critical Care 

Nurses in Palestine 
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f. Relationships between religious beliefs and ethical issues especially DNR status. 

g. Relationship between work environment and ethical issues especially DNR status. 
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Annex 1: Correspondence with Mrs. Louise Jensen to use the questionnaire 
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Annex 2: The original questionnaire by Thibault-Prevost et al 
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Annex 3: The study instrument 
 
Al-Quds University 
 
Faculty of Public Health 
 
 

 
 

Cover Letter 
Dear Nurses; 

My name is Nasser Dweib. I am a Master student in Faculty of Public Health, Al-Quds 

University. I am doing a research project to assess critical care nurses' knowledge, attitudes 

and practices of "do not resuscitate" (DNR) status in the critical care setting. Identifying the 

knowledge and practices of nurses of DNR status may lead to a better understanding of DNR 

status and consequently enhance the delivery of patient care. 

Your participation in this study would involve completing the enclosed questionnaire which 

should take you about 20 minutes. The completed questionnaire will be collected after one 

week by the researcher. Do not put your name on the questionnaire or the return envelope. 

This study is voluntary and your consent will be implied with the return of the completed 

questionnaire. The responses will be safely stored in a locked filing cabinet. 

The results will be presented in group form and your answers and the hospital in which you 

work will never be identified. If you have any questions or concerns, please don’t hesitate 

to contact me. A copy of the completed study will be available at the library of Al-Quds 

University. 

Thank you for your participation in my research 

 
 
Nasser K. Dweib 
BSN, Master in Policy and Management Candidate 
Bethlehem – Palestine 
Email: nadweib@yahoo.com 
Phone: 0598750118 – 0542721263 
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Section A 

 

 

Please answer the following questions about respondent characteristics 

1. What is your gender? 

 1. Male   2. Female 

2. What is your age? ______ 

3. What is your religion? 

 1. Muslim   2. Christian   3. other ____________ 

4. How strong would you say your religious beliefs are: 

NOT very strong       Very strong 

1  2  3  4  5  6  7 

5. What is your highest completed level of education? 

 1. Diploma   2. Bachelor   3. Master’s 

 4. Doctorate   5. Other ________________ 

6. How many years have you been practicing as a registered nurse? _______ 

 

7. How many years have you been practicing in critical care? _______ 

 

8. What current nursing position do you hold? 

 1. Staff nurse   2. Nurse manager  3. Nurse educator 

 4. Practical Nurse   5. Other _______________ 

9. Have you taken a post-graduate course in critical care nursing / neonate / pediatric 

intensive care? 

 1. Yes    2. No 

10. Have you taken a course / training in ethics? 

 1. Yes    2. No 

11. In what area do you primarily practice? 

 1. Medical and Surgical ICU   2. Medical ICU 

 3. Surgical ICU    4. Neurological ICU 

 5. Coronary care unit CCU   6. Neonatal ICU 

 7. Pediatric ICU    8. Pediatric cardiac ICU 
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12. The age of the patient population in your unit is: 

 1. Neonates   2. 1-11 Months  3. 1-15 Years 

 4. 16 years and over  5. All ages except neonates 6. All ages 

13. The critical care bed capacity for your unit is: _______ 

 

14. Please indicate the average of hours / week you work in critical care _______ 

 

15. Do you work overtime in other units / institutions? 

 1. Yes    2. No 

16. Please indicate the rotation that best describes the shift you work most frequently. 

 1. Days   2. Evenings  3. Nights 

 4. Days/Evenings  5. Evening/Night 6. Days/Evening/Nights 

  



	122 

Section B 
 
 
 

Please answer the following questions about DNR orders: 

1. How would you define “do not resuscitate” (DNR)? 

1. DNR is withholding escalation of therapy which can prolong life. 

2. DNR is a status by which removal of life sustaining therapy is done due to lack of 

opportunity to recover. 

3. DNR is withholding cardiopulmonary resuscitation in case of cardiac, respiratory or 

cardiopulmonary arrest. 

 

2. Do you associate DNR with no care? 

 1. Yes    2. No    3. Unsure 

3. Is informed consent required for a DNR designation? 

 1. Yes    2. No 

4. Can a DNR order be overruled (  ترُفض \تتُخطى )? 

 1. Yes    2. No 

5. Who can overrule a DNR? (Please circle All responses that apply) 

 1. Physician   2. Family   3. Nurse 

 4. Patient   5. other ________________ 

6. Who is responsible for the designation ( قرار \تصمیم  ) of DNR order? 

 1. Physician   2. Family   3. Nurse 

 4. Patient   5. other ________________ 

7. Who of the following can legally give DNR consent? (Please circle All responses that 

apply) 

 1. Physician   2. Family   3. Nurse 

 4. Patient   5. Relatives   6. other ____________ 

8. Does a DNR designation involve additional therapeutic limits (eg: stay of treatment, 

decreasing inotropes, discontinuing ventilation)? 

  1. Yes    2. No    3. Unsure 

9. Legally, should attempts be made to resuscitate all patients unless there is a DNR order 

written? 

  1. Yes    2. No    3. Unsure 
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Section C 
 

Please answer the following questions about attitude toward DNR order 

1. Who should be involved in ensuring the existence of DNR policy? (Please circle All 

responses that apply) 

 1. Physicians   2. Nurses   3. Administration 

 4. Ethical committee   5. other ________________ 

2. Why are DNR orders written? (Please circle All responses that apply) 

 1. Quality of life after CPR would be poor 

 2. Present quality of life is poor / inacceptable  

3. Medical futility (عدم الجدوى من العلاج) 

 4. Unsure 

3. Indicate whether you agree or disagree with the following statements concerning DNR 

status by circling the appropriate response for each item. 

 

  Strongly 

Disagree 
Disagree Unsure Agree 

Strongly 

Agree 

a. DNR is closely linked to Euthanasia 

 (القتل الرحیم)

1 2 3 4 5 

b. DNR suggests that any form of 

resuscitation should not be administered 

1 2 3 4 5 

c. DNR designation indicates that the 

patient has a potentially reversible 

condition as long as they do not arrest. 

1 2 3 4 5 

d. DNR status should be well documented 

in patient charts. 

1 2 3 4 5 

e. An institutional and/or unit specific 

DNR policy is necessary to facilitate 

nursing practice 

1 2 3 4 5 

f. A DNR policy limits flexibility in 

considering individual circumstances 

surrounding DNR decisions. 

1 2 3 4 5 

g. Patient input is important in the DNR 

decision 

1 2 3 4 5 
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  Strongly 

Disagree 
Disagree Unsure Agree 

Strongly 

Agree 

h. Family input is important in the DNR 

decision 

1 2 3 4 5 

i. Even though requested by patient 

and/or family a DNR order does not 

have to be ordered. 

1 2 3 4 5 

j. Physicians are hesitant (مترددین) about 

writing DNR orders. 

1 2 3 4 5 

k. Admission to a critical care unit is 

inappropriate for DNR patient. 

1 2 3 4 5 

l. Withdrawal of ventilatory support is a 

late decision for DNR patients. 

1 2 3 4 5 

m. DNR patients should have al1 therapy 

maintained until they die. 

1 2 3 4 5 

n. DNR patients should have nursing care 

maintained until they die. 

1 2 3 4 5 

o. DNR orders should be followed by 

withdrawal of aggressive therapeutic 

interventions. 

1 2 3 4 5 

p. Use of narcotics and/or anxiolytics (eg; 

Morphine, Assival) increases for the 

DNR patient 

1 2 3 4 5 

q. There is support for coping with 

situations involving DNR status 

1 2 3 4 5 

r. DNR patients require higher levels of 

nursing care than all other patients. 

1 2 3 4 5 

s. Abnormal laboratory values/disorders  

will not be treated in the DNR patient. 

1 2 3 4 5 

t. If there is no written DNR order, you 

immediately initiate CPR when the 

patient arrests, even when survival of 

the patient is unlikely. 

1 2 3 4 5 
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4. indicate whether you agree or disagree with discontinuing any of the following, once a 

patient is designated DNR 

 

  Strongly 

Disagree 
Disagree Unsure Agree 

Strongly 

Agree 

u. Previous exposure to patients who were 

expected to die but survived influences 

a person's attitude towards DNR status 

1 2 3 4 5 

v. Nurses perceive DNR designation 

different from other health care 

professionals. 

1 2 3 4 5 

w. Timing of DNR discussions is critical. 1 2 3 4 5 

  Strongly 

Disagree 
Disagree Unsure Agree 

Strongly 

Agree 

a. Arterial line 1 2 3 4 5 

b. Mechanical ventilation 1 2 3 4 5 

c. Central venous monitoring line 1 2 3 4 5 

d. Capnography 1 2 3 4 5 

e. Inotropic or vasopressor agent 1 2 3 4 5 

f. Frequency of vital signs monitoring 1 2 3 4 5 

g. ECG monitoring 1 2 3 4 5 

h. Surgery 1 2 3 4 5 

i. Antibiotics 1 2 3 4 5 

j. Pulmonary artery catheter 1 2 3 4 5 

k. Intracranial pressure monitoring 1 2 3 4 5 

l. Pacemaker 1 2 3 4 5 

m. Specimen collection 1 2 3 4 5 

n. Blood products 

 

1 2 3 4 5 



	126 

 

 

5. Indicate whether you agree or disagree with the following factors influencing DNR 

decision 

 5.1. Institutional factors 

 

 

5.2. Family factors 

 

 

 

 

  Strongly 

Disagree 
Disagree Unsure Agree 

Strongly 

Agree 

o. Total parenteral nutrition (TPN) 1 2 3 4 5 

p. Physiotherapy / Occupational therapy 1 2 3 4 5 

q. Hemodialysis / Hemofiltration 1 2 3 4 5 

r. Extracorporeal membrane oxygenation 

(ECMO) 

1 2 3 4 5 

s. Fluid therapy 1 2 3 4 5 

t. Intra-aortic balloon pump (IABP) 1 2 3 4 5 

u. Analgesics 1 2 3 4 5 

v. Diagnostic imaging 1 2 3 4 5 

  Strongly 

Disagree 
Disagree Unsure Agree 

Strongly 

Agree 

a. Length of stay in hospital 1 2 3 4 5 

b. Risk of legal complications 1 2 3 4 5 

c. Hospital policy 1 2 3 4 5 

d. Cost 1 2 3 4 5 

e. Need for ICU bed 1 2 3 4 5 

  Strongly 

Disagree 
Disagree Unsure Agree 

Strongly 

Agree 

a. Family requests DNR 1 2 3 4 5 

b. Religious conviction (إدانة) 5 4 3 2 1 

c. Socioeconomic status 1 2 3 4 5 



	127 

5.3. Patient factors 

 

  

  Strongly 

Disagree 
Disagree Unsure Agree 

Strongly 

Agree 

a. Patient requests DNR 1 2 3 4 5 

b. Patient’s medical diagnosis 1 2 3 4 5 

c. Quality of life 1 2 3 4 5 

d. Functional status 1 2 3 4 5 

e. Benefit of treatment 1 2 3 4 5 

f. Discomfort 1 2 3 4 5 

g. Mental status 1 2 3 4 5 

h. Chronic health status 1 2 3 4 5 

i. Severity of illness 1 2 3 4 5 

j. Poor prognosis 1 2 3 4 5 

k. Length of hospital stay 1 2 3 4 5 

l. Substance abuse 1 2 3 4 5 

m. Religious conviction 1 2 3 4 5 

n. Socioeconomic status 1 2 3 4 5 

o. Compliance with medical care 1 2 3 4 5 

p. Level of consciousness 1 2 3 4 5 

q. Age 1 2 3 4 5 

r. Lifestyle 1 2 3 4 5 
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Section D 

 

Please answer the following questions about practice of DNR order 

1. Does your institution have a DNR policy? 

  1. Yes    2. No    3. Unsure 

 

2. Who is actually involved in decision making of DNR status? 

 

3. The length of stay in your unit for patients after being designated as DNR is: 

  1. 0-5 days   2. 6-10 days   3. 11-30 days 

  4. 30 days and more  5. Unsure 

 

4. How often are you involved in each of the following situations? 

 

  Yes No Unsure 

a. Nurses 1 2 3 

b. Physicians 1 2 3 

c. Resident 1 2 3 

d. Religion leader 1 2 3 

e.  Patient 1 2 3 

f. Family 1 2 3 

  Never Rarely 
Some 

times 
Often Always 

a. Direct care for DNR patient 1 2 3 4 5 

b. DNR decision 1 2 3 4 5 

c. Input in DNR decision making 1 2 3 4 5 

d. Initiating DNR discussion with team 1 2 3 4 5 

e. Witness disagreement between 

patient/family and physician in regards 

to DNR status 

1 2 3 4 5 

f. Inform the physician of patient & 

family readiness to discuss DNR 
1 2 3 4 5 
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5. When a patient is designated as DNR status, how often do you see the following orders? 

 

 

 

 

  
Never Rarely 

Some 

times 
Often Always 

a. DNR (do not resuscitate) 1 2 3 4 5 

b. comfort measures only 1 2 3 4 5 

c. do not intubate 1 2 3 4 5 

d. no cardiopulmonary resuscitation 1 2 3 4 5 

e. treat with medications only 1 2 3 4 5 

f. Code 1 1 2 3 4 5 

g. do not resuscitate from spontaneous 

arrest 

1 2 3 4 5 

h. no code 1 2 3 4 5 

i. no ventilator 1 2 3 4 5 

j. do not defibrillate 1 2 3 4 5 

k. no code blue 1 2 3 4 5 

l. no code but treat aggressively 1 2 3 4 5 

m. Slow code 1 2 3 4 5 

n. Partial code 1 2 3 4 5 

o. Chemical code only 1 2 3 4 5 

p. Electrical code only 1 2 3 4 5 

q. Do not add new therapy 1 2 3 4 5 

r. withdraw life-sustaining therapy 1 2 3 4 5 

s. no antibiotics 1 2 3 4 5 

t. Palliative care only 1 2 3 4 5 

u. Other ___________________________      
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6. Have you noticed a change in trend with DNR orders in the last year? 

1. Large increase   2. Small increase  3. No change 

4. Small decrease  5. Large decrease 

 

7. How often have you observed the following chronic health States to influence DNR 

decisions? 

 

 

 

8. How often have you observed the following medical diagnoses to influence a DNR 

decision? 

 

  
Never Rarely 

Some 

times 
Often Always 

a. Diabetes 1 2 3 4 5 

b. Hypertension 1 2 3 4 5 

c. Angina 1 2 3 4 5 

d. COPD 1 2 3 4 5 

e. CVA 1 2 3 4 5 

f. Chronic neurological condition 1 2 3 4 5 

g. Chronic renal failure 1 2 3 4 5 

h. Cirrhosis 1 2 3 4 5 

i. Mental illness 1 2 3 4 5 

j. Arthritis 1 2 3 4 5 

k. Muscular degenerative disease 1 2 3 4 5 

  Never Rarely 
Some 

times 
Often Always 

a. Congenital heart disease 1 2 3 4 5 

b. Post-cardiac arrest 1 2 3 4 5 

c. Respiratory failure 1 2 3 4 5 

d. Respiratory infection 1 2 3 4 5 

e. Multiple trauma 1 2 3 4 5 

f. Gastrointestinal failure 1 2 3 4 5 



	131 

 

 

  
Never Rarely 

Some 

times 
Often Always 

g. Peripheral vascular disease 1 2 3 4 5 

h. Pulmonary edema 1 2 3 4 5 

i. COPD 1 2 3 4 5 

j. Multi-organ failure 1 2 3 4 5 

k. Neurologic failure 1 2 3 4 5 

l. GI bleeding 1 2 3 4 5 

m. Thoracic neoplasm 1 2 3 4 5 

n. Metabolic disease 1 2 3 4 5 

o. Arrhythmia  1 2 3 4 5 

p. GI obstruction 1 2 3 4 5 

q. Renal failure 1 2 3 4 5 

r. Sepsis 1 2 3 4 5 

s. Seizures 1 2 3 4 5 

t. Hematologic disease 1 2 3 4 5 

u. Aspiration 1 2 3 4 5 

v. Overdose 1 2 3 4 5 

w. Lethal birth abnormalities 1 2 3 4 5 

x. Pulmonary hypoplasia 1 2 3 4 5 

y. Lethal trisomy 1 2 3 4 5 

z. ARDS 1 2 3 4 5 

a* Low-birth weight 1 2 3 4 5 

b* Low APGAR score 1 2 3 4 5 

c* Encephalopathy 1 2 3 4 5 

d* Intraventricular hemorrhage 1 2 3 4 5 
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9. How often are the following medical therapies initiated following DNR orders? 

 

 

  
Never Rarely 

Some 

times 
Often Always 

a. Arterial line 1 2 3 4 5 

b. Mechanical ventilation 1 2 3 4 5 

c. Central venous monitoring line 1 2 3 4 5 

d. Capnography 1 2 3 4 5 

e. Inotropic or vasopressor agent 1 2 3 4 5 

f. Frequency of vital signs monitoring 1 2 3 4 5 

g. ECG monitoring 1 2 3 4 5 

h. Surgery 1 2 3 4 5 

i. Antibiotics 1 2 3 4 5 

j. Pulmonary artery catheter 1 2 3 4 5 

k. Intracranial pressure monitoring 1 2 3 4 5 

l. Pacemaker 1 2 3 4 5 

m. Specimen collection 1 2 3 4 5 

n. Blood products 1 2 3 4 5 

o. Total parenteral nutrition (TPN) 1 2 3 4 5 

p. Physiotherapy / Occupational therapy 1 2 3 4 5 

q. Hemodialysis / Hemofiltration 1 2 3 4 5 

r. Extracorporeal membrane oxygenation 

(ECMO) 

1 2 3 4 5 

s. Fluid therapy 1 2 3 4 5 

t. Intra-aortic balloon pump (IABP) 1 2 3 4 5 

u. Analgesics 1 2 3 4 5 

v. Diagnostic imaging 1 2 3 4 5 
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10. How often do the following outcomes occur for DNR patients in your unit? 

 

 

11. How often do you experience the following feelings about DNR decisions? 

 

12. Any additional comments you may wish to make are welcome: 

 

 

 

 

Thank you for your time 

 

 

 

 

  Never Rarely 
Some 

times 
Often Always 

a. Death in ICU 1 2 3 4 5 

b. Transfer to other ward to die 1 2 3 4 5 

c. Transfer for prolonged rehabilitation 1 2 3 4 5 

d. Discharge from hospital 1 2 3 4 5 

e. Other ___________________________      

  Never Rarely 
Some 

times 
Often Always 

a. Relief 1 2 3 4 5 

b. Frustration 1 2 3 4 5 

c. Anger 1 2 3 4 5 

d. Depression 1 2 3 4 5 

e. Indifferent 1 2 3 4 5 

f. Anxiety 1 2 3 4 5 

g. Confusion 1 2 3 4 5 

h. Guilt 1 2 3 4 5 

i. Powerless 1 2 3 4 5 

j. Other ___________________________      
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Nizar Hijjeh, MD PHD. Pediatric Cardiac Surgeon. Palestine Pediatric Heart Center.            
Al-Makassed Islamic Charitable Hospital. Jerusalem-Palestine 
 
Hussein Jabareen, PhD, Associate Prof. Community & Public Health. Dean of Nursing 
College. Hebron University. Hebron-Palestine 
 
Maryam Rassouli. PhD, RN. Associate professor. Nursing & Midwifery School, Shahid 
Beheshti University of Medical Sciences. Iran 
 
Hussein Abu-Ali. MSc, RN. Statistician. Al-Makassed Islamic Charitable Hospital. 
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Annex6: Approval to conduct research in the selected hospitals 
 

 



	137 

 
 



	138 

 
 
  



	139 

 
  



	140 

 


