Resuscitative Decisions in the
Emergency Care Setting
Description
In the emergency care setting, resuscitative decisions remain controversial issues that are encountered
frequently. Ethical issues regarding cardiopulmonary resuscitation, life-sustaining treatment, medically
unnecessary treatment, self-determination, advance directives, and new procedures are ongoing. 1 Legal
issues arise with respect to state-to-state variances in care (i.e., National POLST Paradigm, advance
directives, out-of-hospital do not attempt resuscitation (DNAR), living wills, power of attorney, minors,
and expressed wishes).2 Family dynamics regarding communication, decision making, and family
presence can be challenging. Clinical barriers such as a lack of an advanced directive (or recent changes
in status) and conflicts of interest arise. The issue of resuscitative decisions is magnified by population
growth and the influx of chronically ill, older adults.1 According to the U.S. Census Bureau (2014),
between 2012 and 2060, the U.S. population is projected to grow from 314 million to 420 million, a 34%
increase.3
Resuscitative decisions are often encountered after clinical deterioration or during end-of-life care.4 Such
timing can make these decisions challenging for patients, their families, and the healthcare team. Various
resuscitation decisions involve an advance directive focused on advocating, maintaining, withholding, or
withdrawing resuscitation interventions. U.S. federal laws require healthcare facilities to comply with the
Federal Patient Self Determination Act regarding advance directives, particularly when patients come
into the emergency department with an established advanced directive. 5
Furthermore, people of all nations, not just the United States, have fundamental rights which are
represented by international human rights laws. Such international laws constitute a widely recognized
network of rules and obligations that protect human rights such as self-determination.6 Critics say that
international law is fragmented, is subject to the interpretive process, and can be challenged
domestically. Arguably, the U.S. legislation is presumed to be consistent with international law.
Emergency nurses are in a key position to inform, educate, and advocate for patients and their families
regarding advance care planning.2 It is important that emergency nurses participate in the shared
decision-making (SDM) process, which allows patients, surrogates, and clinicians to make collaborative
healthcare decisions while considering the patient’s values and preferences. 7,8

ENA Position
It is the position of the Emergency Nurses Association (ENA) that:
1. Emergency nurses have immediate Emergency nurses respect the patient’s autonomy, dignity,
and right to self-determination in resuscitative decisions.
2. Emergency nurses collaborate with other healthcare professionals regarding resuscitation
decisions and interventions.
3. Emergency nurses advocate for advance care planning, educate patients and their families on
planning options, and verify documentation of code status in the healthcare record.
4. Emergency nurses support a patient and family-centered care (PFCC) approach to healthcare
decisions.
5. Emergency nurses support family presence during resuscitation if the family desires to be
present.
6. Emergency nurses participate in the development, implementation, and evaluation of
resuscitative decision policies and protocols.

Background
The Patient’s Bill of Rights, created by the American Hospital Association (AHA) in 1970 and revised it
in 1992, details the rights a patient can expect, including informed consent, quality care, privacy, and
the right to an advance directive for healthcare.9 In 2010, the Patient’s Bill of Rights was updated to
provide further protection to insured patients by extending coverage to pre-existing conditions,
protecting the patient’s right to choose their own doctors, and end lifetime limits.10 This is based upon
the principle that healthcare is a basic human right.
The Federal Patient Self Determination Act (PSDA) was enacted in 1990 and mandates that individuals
can stipulate their choice to accept or opt out of medical treatment in an advance directive or by
appointing someone as their legal surrogate.11 PSDA is a federal law requiring hospitals, skilled nursing
facilities, home health agencies, hospice programs, and health maintenance organizations to comply
with the following requirements: inform patients about their medical care options, periodically inquire

about the existence of a signed and dated advance directive, not discriminate against a person with an
advance directive, ensure an advance directive is legally valid, and promote educational programs
regarding advance directives.6,11,12 International human rights laws protect the principle of selfdetermination under Article I of the Charter of United Nations.6
An advance directive and the Do Not Resuscitate (DNR) order were initiated because of the adoption of
the PSDA. An advance directive is a binding document that indicates an individual’s decisions about
their medical treatment.13 Two types of advance directive are the living will and medical power of
attorney.14 A living will addresses treatments and procedures to perform when a person is terminally
ill,14 whereas a medical power of attorney is a legal document that appoints a designated person
(surrogate)8,15 to make medical decisions when a person is incapacitated, whether temporarily or
permanently.
There are four levels of treatment to be considered during resuscitative care events: no resuscitation be
attempted; only provide specified treatments as selected; comfort measures be provided; and all
necessary and appropriate interventions be offered. The most widely recognized terminology and
abbreviations include Do Not Attempt Resuscitation (DNAR),11 or Do Not Attempt Cardiopulmonary
Resuscitation (DNACPR),14 Do Not Intubate (DNI),13 Comfort Measures Only (CMO), and Full Code (FC).
More recently, some have suggested the addition of an alternative to DNR, or shock-only resuscitation
(SOR). With this new status, patients would not receive chest compressions but could potentially
receive defibrillation for what are considered shockable and reversible cardiac rhythms.16
DNAR is a term used to direct clinicians to withhold resuscitative measures16 in the event a patient goes
into cardiopulmonary arrest; without a written DNAR order in the medical record, resuscitation efforts
will be initiated if it is medically appropriate. Once the existence of a written DNAR is established,
resuscitative efforts will be stopped. As part of a DNAR, a patient may choose to have a DNI, a term
used to prevent intubation or mechanical ventilation.13 CMO is a term used to permit the natural dying
process while affording maximum comfort which includes addressing the psychological and spiritual
needs of both patient and family.17 Full Code is a term used to allow healthcare providers to attempt all
resuscitative interventions including, but not limited to, cardiopulmonary resuscitation (CPR), advanced
cardiac life support (ACLS), intubation, mechanical ventilation, and heroic meaures.18 Although each
state has its own version of an advance directive, there is dialogue about a national advance directive
which would be transferable among states.19
When structured, advanced care planning is initiated early in the patient admission process or
immediately following clinical deterioration, early planning may lead to greater patient involvement,
self-determination and decision-making.4 PFCC is an approach to healthcare that recognizes the role of
the family in providing medical care, encourages collaboration between the patient, family, surrogate,
and health care professionals and honors individual and family strengths, cultures, and traditions.20 In
2009, the ENA developed a clinical practice guideline for family presence as an option during

resuscitation which meets the family’s psychosocial needs in a time of crisis and recommends a
designated healthcare individual stay with the family to facilitate care.21
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This position statement, including the information and recommendations set forth herein, reflects ENA’s current position with
respect to the subject matter discussed herein based on current knowledge at the time of publication. This position statement is
only current as of its publication date and is subject to change without notice as new information and advances emerge. The
positions, information and recommendations discussed herein are not codified into law or regulations. In addition, variations in
practice, which take into account the needs of the individual patient and the resources and limitations unique to the institution,
may warrant approaches, treatments and/or procedures that differ from the recommendations outlined in this position statement.
Therefore, this position statement should not be construed as dictating an exclusive course of management, treatment or care,
nor does adherence to this position statement guarantee a particular outcome. ENA’s position statements are never intended to
replace a practitioner’s best nursing judgment based on the clinical circumstances of a particular patient or patient population.
Position statements are published by ENA for educational and informational purposes only, and ENA does not “approve” or
“endorse” any specific sources of information referenced herein. ENA assumes no liability for any injury and/or damage to persons
or property arising out of or related to the use of or reliance on any position statement.

