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ABSTRACT 
 
The primary goals of resuscitation are to preserve life, restore health, relieve suffering and limit disability. 
As nurses, executing the cardiopulmonary resuscitation (CPR) to a patient experiencing cardio-pulmonary 
arrest is essential in preserving life. However nurses face a dilemma in the decision making to either 
preserve the patient’s life or let the patient die naturally, if the patient’s autonomy as well as his family’s 
wish for a “do not resuscitate (DNR)” order. In this dilemma, the sanctity of life and the right to die is the 
main concern of this discussion. Islamic moral judgment, as the major concern here, should be studied as 
an alternative to analyse and provide a guideline that is in accordance with the Islamic teaching. Thus, this 
research is to provide the Islamic moral judgment on the resuscitation issue and its implication in nursing 
practices. The western ethics that represent the current practices on resuscitation is not included. The 
comparison was then made with the ultimate origin of Islamic teaching ie the Qur’an and Sunnah, as well as 
the notions of Muslim scholars on the subject. As the physician opines that CPR is to be beneficial to rescue 
a life, therefore refusing it may be considered as immoral. However, the DNR order is entirely acceptable if 
the doctor believes that CPR is futile and gives no benefit to the patient. The doctor has the authority to 
issue a DNR order if he is certain that the patient would not benefit from CPR without getting consent from 
the patient or his relative. Nursing implications: As nurses facilitate patients and family members in 
forming a decision about end of life hence engaging a comprehensive view of DNR based on Islamic teaching 
would provide an informed choice when advising a Muslim patient and family. The area to investigate would 
be on the degree of knowledge among nurses regarding the Islamic moral judgement on this matter is highly 
recommended for future management. 
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DEFINITION OF RESUSCITATION 
 
According to Macmillan English Dictionary, 
‘resuscitate’ means to make an unconscious person 
able to breathe once more.1 The American 
Heritage Science Dictionary associates 
resuscitation to ‘the restoration of consciousness, 
vigour or life’. In the clinical setting, it refers to 
cardiopulmonary resuscitation, known as CPR.2 The 
word ‘cardio’ denotes the heart, while ‘pulmonary’ 
means the lung, whilst ‘resuscitation’ signifies the 
artificial respiration that is planned to restore 
consciousness. In order to presume consciousness, 
breathing and blood circulation are the critical 
components that need to be stressed. Blowing air 
into the lung may help the patient in breathing, 
whereas chest compression may help with blood 
circulation in the body. Both processes are 
essential in maintaining the flow of oxygenated 
blood to vital organs until the person’s heartbeat 
and breathing can be resumed.3 Thus, to provide a 

comprehensive definition of CPR, it is worth to 
mention that despite blowing air and chest 
compression, the patient may be supported with 
medication and a ventilator to stabilise his 
physiological and metabolic changes. As written in 
a hospital guideline written for patients and 
families in New York State, “CPR may involve 
simple efforts such as mouth-to-mouth resuscitation 
and external chest compression. Advanced CPR may 
involve electric shock, insertion of a tube to open 
the patient’s airway, injection of medication into 
the heart, and in extreme cases, open chest heart 
massage.”4 
 
Basic Concepts of Resuscitation and Do Not 
Resuscitate 
 
Established in the study made by the National 
Registry of Cardiopulmonary Resuscitation on 
14,720 reports of cardiac arrest patients, most 
cardiac arrest cases were are due to cardiac 
arrhythmia, acute respiratory insufficiency and 
hypotension.5 Whenever the patients suffer from 
cardiac or respiratory arrest, automatically a code 
blue will be activated and CPR will be performed as 
a standard practice for all patients unless there is a 
verbal or written document mentioning otherwise. 
This verbal or written document is best recognised 
as a healthcare advance directive for most of the 
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states. Nevertheless, the verbal order is not taken 
as the standard practice. A healthcare advance 
directive is a legal binding document such as in the 
United States (US) and Britain; it is based on the 
Patient Self-Determination Act of 19906 and Mental 
Capacity Act 20057 respectively. Unfortunately, in 
Malaysia currently there is no legislation bound to 
the healthcare advance directive.8 The healthcare 
advance directive provides the wishes or 
preferences of a patient given at a time when a 
person holds the capacity for healthcare decision to 
be applied when the person has later lost capacity.9 
An advance directive is considered significant 
because it can be used to counter the decision made 
by the family which could be against the will of the 
patient. It can also prevent conflict among family 
members and protect healthcare providers from 
lawsuits. Healthcare advance directive consists of 
two types namely; living wills and healthcare power 
of attorney. A living will is a document that informs 
healthcare providers of the kind of treatment that 
should be provided or withheld to the individual. In 
the US under the state law, the living will only take 
effect when the patients are diagnosed near to 
dying after suffering from terminal illnesses or are 
permanently comatose; and they cannot 
communicate their preference to a healthcare 
provider.10 For instance, a terminally ill patient 
informs the physician that he or she refuses to be 
resuscitated and prefers to die naturally hence the 
physicians have to respect the autonomy of the 
patient in making the decision by either withholding 
resuscitation or passing that case to another 
physician who will honour the patient’s. 
 
The second type is a healthcare power of attorney. 
This is a document that identifies healthcare agent 
as the decision maker on behalf of the incapacitated 
patient particularly when the patient is terminally 
ill or comatose.11 Patient’s family members, 
particularly the parents as well as their close friends 
are also included in these types of advance 
directive. Most of the patients believe that 
healthcare power of attorney may establish a real-
time decision on their behalf. Decision by the 
healthcare power of attorney may conflict with the 
living will but they are considered to be a valid 
expression of the patient’s best interest for that 
particular time.12 Studies in the US by Emanuel & 
Hummel in year 1993 found that the proportion of 
patients who have a living will in a written 
document was low.13 Similarly, in a study done in 
North Carolina by Hanson et al. in year 1994 found 
that most of the end of life decision for the patient 
were decided by the patient’s family members. 
Based on these finding, a healthcare provider may 
have difficulty in making the actual decision for CPR 
in the absence of the patient’s family members.15 

 
For the major focal point of this discourse, advance 
directives are used to convey the patient’s and 
families’ preference in treatment, including 
whether to proceed with resuscitate if and when the 
patient suffers from cardiac or respiratory arrest. 
The aim of CPR is to save the patient but the 

evidence shows that the implementation of CPR 
does not ensure a high rate of survival to hospital 
discharge.16–18 In view of this, a policy was 
developed to limit the use of CPR and in carrying 
out the DNR order. This policy came about following 
the Quinlan case.19 The Quinlan case revolved 
around the physician and the patient’s father to 
determine whether to stop the treatment, in which 
the father was inclined to end his daughter’s life. 
This case was settled when the New Jersey Supreme 
Court decided that Joseph Quinlan has the right to 
withhold his daughter’s life-saving measure. This 
case set the precedent whereby the patient’s right 
to refuse medical treatment as well as lifesaving 
intervention such as CPR has been widely 
acknowledged.20 Subsequently, DNR order then 
became one of the patient’s right to stop attempts 
by the healthcare provider to resuscitate in the 
event of cardiac or respiratory arrest. 
 
In healthcare practice, the term DNR refers to “do 
not resuscitate”. Other similar orders are; “DNAR” 
(do not attempt resuscitation), “No Emergency 
CPR”, “No Code”21 and “DNACPR” (do not attempt 
cardiopulmonary resuscitation).22 Apart of that, the 
term “AND” (allow natural death) is becoming a 
preferred term to replace DNR to emphasise the 
order in allowing the natural consequences of a 
disease or injury to take place and the patient to 
die naturally.23,24 Whilst a variety of terms have 
been suggested, throughout this discussion the term 
DNR will be used to refer to the preference of 
patient or healthcare power of attorney for ‘do not 
attempt resuscitation’. It is likewise significant to 
note here that sometimes the term DNR is confusing 
since the interpretation varies between 
organisations. Some may interpret DNR as ‘not 
performing CPR without intubation’, whilst others 
may interpret DNR as ‘utilising drugs only’.20 
Likewise some people may interpret it by avoiding 
all lifesaving intervention such as intubation, chest 
compression and drugs.25 For most relevant 
interpretation, DNR orders might apply only to 
resuscitation.26 In other words, in the event of 
cardiac or respiratory arrest, there should be no 
attempt at resuscitation. Presuming no arrest 
occurs, the patient may recover from existing illness 
and be discharged from the hospital. In short, a true 
meaning of DNR clearly remains elusive. In a 
nutshell, DNR order may reflect the patient’s 
preference to die naturally rather than having any 
extensive lifesaving intervention in the case of 
cardiac or respiratory arrest. 

 
Moral and Legal Dimension of DNR 
 
Though the application of DNR order is widely used, 
it is not free from any moral and legal arguments. 
The basic concept of the DNR order itself highlights 
the patient’s preference to pass in the natural 
process rather than receiving life-saving 
intervention and the physicians’ moral grounds to 
let it happen. It may raise several questions related 
to the sanctity of life and a patient’s right. Is it 
morally correct for the physician to issue a DNR 
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order for the patient or for the patient requesting 
it? In other words, some may suggest that the 
request for DNR is similar to avoid healing and 
preferring to die which is close to the concept of 
euthanasia.  
 
In reference to this, Saleen Saiyad, in his reports in 
year 2009 stated that two different values between 
the healthcare provider and patient regarding the 
DNR order may result in a moral conflict. In one 
case example; Mrs. M, a 56 year old adult female 
who was admitted for abdominal pain and anaemia. 
Later, she developed multiple complications 
including gastrointestinal bleeding, fluid overload, 
respiratory failure and nosocomial pneumonia. After 
receiving multiple treatments, she developed 
further infection which progressed to renal failure 
requiring dialysis. Even though her quality of life 
reduced immensely, the ongoing treatment kept her 
alive. For this reason the physicians believed that 
the patient warrants DNR order. The family 
members however disagreed with the suggestion 
since the patient was not in terminal state unless 
the doctor believed that her renal failure as a 
terminal diagnosis.27 

 
In this case, the two contradicting extremes in 
ethical arguments about issuing DNR order were 
unveiled ie. pro or against DNR order. From the 
perspective of supporting the DNR order, most of 
the articles reviewed were concerned about the 
patient’s autonomy in which the patient has the 
right to refuse CPR and requests for the DNR 
order.28–32 In several countries namely the UK, US 
and Germany; the law allows the competent patient 
to refuse any form of healthcare treatment 
(Saevareid & Balandin, 2011) including CPR whereby 
the refusal is morally acceptable if the patient was 
given a comprehensive explanation on the 
consequences of every decision taken.31 In short, 
healthcare providers including physicians and nurses 
should respect the patient’s preference in his 
healthcare decision even if it contradicts their 
beliefs and values. Hence, the physician is 
responsible to document the patient’s preference to 
refuse CPR or request DNR in the patient’s medical 
file.28 

 
Mark Hilberman et al. discussed that the principle of 
non-maleficence prohibits resuscitation if it 
produces more harm to the patient, thus issuing a 
DNR order is acceptable to (or “intending to”) avoid 
further suffering of the patient.30 Similarly, if the 
physician believes that CPR is likely ineffective and 
only gives a minimal benefit to the patient, CPR 
may be considered as a futile treatment.28 
Therefore, DNR is the best option for the patient in 
such situation.21,29 In most cases, a patient who is 
assigned with DNR order is usually; terminally ill, 
has poor prognosis or in the process of dying; 
whereby the condition is irreversible and a CPR 
attempt might give a poor outcome.20 A study 
carried out by Calam & Andrew in year 2000 which 
used a retrospective chart review, demonstrated 
that the Prognosis After Resuscitation (PAR) score ie 

a tool predicting the likelihood of benefit from CPR 
have a significant correlation with the DNR order 
made by the physician. The result indicated the 
patient who obtained a score more than five ie poor 
prognoses such as metastatic cancer, sepsis and 
dependent functional status; is likely to be issued 
the DNR status by the physician.34 In terms of 
resource allocation, two studies have shown that 
there was significant reduction in resources used 
especially when the DNR order was issued early 
during the hospital stay.35,36 For instance, admission 
to the ICU should be offered only to the patient who 
will likely benefit from it.  This evidence suggests 
that the seriousness of the condition of a patient 
can be a basis for the DNR order. 
 
Other than the concern on the aspects of the 
medical condition, it is also believed that the DNR 
order helps patients prepare themselves mentally 
and emotionally to face death. Preparing for death 
has its ritual, which requires many family meetings, 
innumerable phone calls, lots of reassurance and a 
great deal of reinforcement.37 Perhaps this ritual is 
to ensure all the worldly matter that associated 
with the patient’s life is completely settled and to 
respect the patient’s wish to die with dignity. 
 
The moral concern in going against the DNR order is 
based on the belief in the sanctity of human life, 
where the DNR order is associated with the 
possibility of healthcare provider abusing the 
patients leading to an earlier death38 and 
substandard care or even euthanasia.39 Some 
observational studies support this argument by 
associating the order of limiting life support with a 
higher incidence of mortality rate,40–42 whilst others 
do not support this finding.43 In 2006, the President 
of Hospice Patients Alliance President believed that 
DNR order might potentially harm the patient hence 
consequently raising the question about the 
morality in issuing the DNR order.38 

 
“Some people should be 
allowed to die when it truly 
is the end. But that 'logic' can 
be, and is abused. People are 
interpreting the DNR 
inappropriately up to the 
extent that even minimal, 
ordinary treatments like 
providing food and water are 
denied with the intent that 
they die sooner.”38 
 

In other words, in a situation when the patient is 
mentally prepared to die, the healthcare provider 
might give less attention to them and eventually 
lead them to an earlier death.38 In the worst case 
scenario, the healthcare provider might think that 
care for these patients is a waste of time and 
resources since these patients have chosen to die.  
 
Regarding the association between DNR order and 
euthanasia, it is worth to define this two term in 
the very basic concept. The former, allowing death 
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to take place in the natural process which also 
provide the patient with dignity,23 while the latter 
enables death to happen by force with the intent to 
die faster44,45 such as withholding patient’s 
ventilation and nutritional support to stop their 
breathing and letting them die of starvation. A 
patient with DNR status will continue to receive 
basic care ie oxygen therapy and nutrition.39,46 
Death by euthanasia was said to have suffered more 
than DNR.44 However some studies indicated that 
euthanasia is painless.44,47 

 
Nonetheless, the DNR order should not be 
associated with euthanasia unless the DNR order is 
misused or abused. Undoubtedly the act of abusing 
patients is immoral since the responsibility of a 
healthcare provider is to care for them by 
alleviating suffering and offer comfort before their 
demise. The concern here is, the action of selecting 
a patient to care for whilst neglected others is 
unjust and clearly immoral. Whilst appreciating the 
ethical principle of justice, a good moral conduct 
should be stressed to avoid unjust in patient care. 
Failing which a DNR order can be potentially 
associated with mercy killing when the nurses’ act 
potentially causes death.48 In the event where the 
decision regarding the patient’s end of life cannot 
be reached mutually between the patient and 
family members, the local law can come into effect 
in deciding the fate of the patient.49 

 
ISLAMIC PERSPECTIVE 
 
DNR order as part of the end of life issue is a hard 
undertaking to be discussed between healthcare 
provider, patient and family members. Local 
policies, legal requirements and guidelines are 
considered as useful tools to resolve this state of 
affairs. Nevertheless, these tools cannot be a 
complete answer because each patient is an 
individual and the tools might not be suitable for 
them.50 Islam encourages to save a life at all cost 
which is contrary to DNR. Islamic ethical framework, 
as a major concern here, should be studied as an 
alternative to analyse and provide a guideline for 
DNR according to the Islamic teaching. The Islamic 
perspective of DNR order should be highlighted from 
the concept of death, seeking for healing practices 
and requesting or refusing lifesaving intervention. 
 
Concept of Death 
 
A DNR order is like a death warrant. It is worth 
knowing the concept of dying before moving in 
depth to discuss the DNR order itself from the 
Islamic perspective. In the Qur’an, chapter 67 
verses 1 and 2: “Blessed be He in Whose hands is 
Dominion: and He over all things has Power. He 
Who created Death and Life that He may try which 
of you is best in deed: and He is the Exalted in 
Might Oft-Forgiving”, God mentions that He 
possesses the ability to make a life and expiry. 
Similarly, in the Qur’an, chapter 3 verse 145: “No 
soul can ever die except by Allah's leave, the term 
being fixed as by writing”. This verse highlighted 

that only with the permission of God that any life 
may turn to a dead thing. Therefore, being alive or 
dead is the ultimate control of God. For example, 
some people may deliberately kill another, but the 
action does not mean the killer holds the sheer 
power over someone’s life. However the action of 
killing only can be seen as a causal agent of 
mortality. After all, only with the permission of 
God will the victim be alive or dead.   
 
However, in Islam, two criteria have been 
developed by scholars to confirm that one is dead. 
In the meeting of the Islamic Fiqh Council held 
during the third conference in ‘Amman, the capital 
of the Hashemite Kingdom of Jordan from 11 to 16 
October 1986, it was then decided that a person is 
considered to have died if one of the following two 
signs are proven: 
 

1. If his heart and breathing have stopped 
completely and the physicians have determined 
that they cannot be resumed. 
 
2.   If all brain function has ceased completely, and 
the specialist, expert physicians have determined 
that this cessation is irreversible, and his brain has 
started to disintegrate.51,52 

Islamic View on CPR and DNR Order 
 
CPR is a medical intervention to revive a life in the 
event of cardiac or respiratory arrest. Hence 
prompt CPR may benefit the patient. The act of 
saving a life is a priority as emphasised in the 
Qur’an, chapter 5 verse 32: “And if anyone saved a 
life, it would be as if he saved the life of the 
whole people”, where God mentions that saving a 
life is an obligation for everyone including one’s 
own life and the life of others. This verse provides 
a general principle to show that life is sacred. 
Therefore, it is empirical to safe a patient’s life via 
the means of CPR unless deemed harmful by the 
physician.  
 
Founded along the principle of seeking healing 
practices, it is mandatory to seek treatment in life-
threatening illnesses. However, when the benefit 
of treatment is questionable, the act of seeking 
treatment becomes optional (harus). Moreover, if 
the treatment is perceived to be futile, hence it is 
not recommended to continue such treatment.27 As 
narrated by Imam Muhammad Ismail al-Mughirah al-
Bukhari; “The Prophet Muhammad (SAW) forbade 
Muslims to contemplate death because the lifespan 
is likely to benefit either the opportunity to add 
his good deeds or forgiveness from God”. Thus, 
while there are ways to save lives, these efforts 
need to be done”.53 This can be reflected when 
CPR is given promptly to patients experiencing 
cardiac or respiratory arrest resulting in a better 
chance of survival with reduced risk of deficit. 
  
With reference to this,  Imam al-Ghazali wrote in 
his book; Ihya Ulumuddin, “Refusal of any 
treatment to save a life is forbidden (ḥarām), if it 
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results in the loss of life, just as one would take 
water for thirst and food for hunger”.54 Thus, any 
attempt to refuse resuscitation or requesting to not 
resuscitate without a valid reason can be considered 
as immoral. As stated by Sheikh Muhammad al-
Ghamidi, claims that whenever a physician opines 
that any medical treatment is likely to benefit and 
gives a chance of survival, automatically the ruling 
for seeking the treatment turn to compulsory. 
However, Sheikh Muhammad did not go far as to say 
that a person who refuses for medical treatment 
was considered as committing suicide. The person 
however would commit a sin, but not equally tough 
as the sin of someone who committed suicide.55 
Likewise, patients with non-fatal medical conditions 
or no possibility of cardiac or respiratory arrest, but 
still requested for the DNR order is seen as immoral. 
 
In accession, as a Muslim, Islam asks of its believers 
to remove any possible harm which could endanger 
one’s life based on the principle of ‘harm must be 
eliminated’ (al-ḥarar yuzāl). Therefore, it is unjust 
to leave cardiac or respiratory arrest untreated 
which could lead to death.  Some may argue that 
CPR may introduce another harm such as broken 
ribs and pain due to intubation however, these are 
lesser harm as compared to death. It is also in line 
with the principle of ‘the greater harm is removed 
by a lesser harm’ (al-ḥarar al-ashadd yuzālu bi al-
ḥarar al-akhaf), the lesser harm is tolerated to 
eliminate the severity of the greater harm.56   
  
If  the patient is unlikely to benefit from CPR, the 
physician is obliged to withhold CPR attempt and 
issue the DNR order.48 Non-beneficial CPR would not 
change anything, the patient’s condition may 
worsen such as leading a low quality of life 
requiring high expenses to keep the patient alive 
should the patient survive.57 With regards to this, 
Shaykh ‘Abd al-‘Azeez ibn ‘Abd-Allaah ibn Baaz and 
Shaykh ‘Abd al-Razzaaq ‘Afeefi issued a fatwa in 
Fataawa al-Lajnah al-Daa’imah in year 1986, which 
provided several criteria in order to ensure the DNR 
is legally valid namely; when the patient’s condition 
is not fit for resuscitation, patient is near death, 
patient has repeated arrests of the heart and lungs, 
patient’s brain injury that cannot be treated, and 
no benefit in reviving the patient. For this, three 
trustworthy physicians must confirm these criteria 
before issuing a DNR order.51 According to Kasule in 
his article, DNR: An Islamic Formulation; he 
proposed four trustworthy physicians to confirm the 
appropriateness and relevance of DNR order based 
on the patient's condition, as the figurative four 
people were recognised as jamāḤah (community) in 
the Islamic law. Thus, the presence of four 
individuals in this situation will be regarded as 
ijmaḤ (a binding communal consensus) which is 
irrefutable and valid.48 Reflecting on the current 
conventional practice in Malaysia and abroad where 
only one physician decides on the fate of the 
patient is not in tandem with the Islamic guideline. 
Since this practice is bound to the standard 
operating orocedure or hospital guideline in the 
respective hospitals or countries, the suggestion to 

implement the Islamic guideline with reference to 
DNR should be put forth to the hospital or country 
policy makers.  
 
For a terminally ill patient requesting DNR, this is 
legit in reference to the Islamic Religious Council of 
Singapore which states that it is permissible 
(mubah) in accordance to the Islamic ruling which 
respects the patient’s request to deny intervention 
when terminally ill. However, this ruling is only 
applicable when the interventions are believed to 
sustain the organs but not to heal.58  
 
If the physicians opine that the DNR order is the 
best option for the patient which may contradict 
the request of the patient and the family members, 
the physicians’ opinion upholds because they are 
the expert in the area. Using the principle of 
“certainty cannot prevail doubt” (al-yaqīn lā yazūl 
bi al-shakk), a DNR order is legally valid if the 
physician believes that CPR would not yield any 
benefit to the patient. Shaykh ‘Abd al-‘Azeez ibn 
‘Abd-Allaah ibn Baaz and Shaykh ‘Abd al-Razzaaq 
‘Afeefi issuing a fatwa in Fataawa al-Lajnah al-
Daa’imah in year 1986, stated: 
 

“if reviving the heart and 
lungs is of no benefit and not 
appropriate because of a 
certain situation, according 
to the opinion of three 
trustworthy specialist 
doctors, then there is no 
need to use resuscitation 
equipment, and no attention 
should be paid to the 
opinions of the patient’s next 
of kin concerning the use of 
resuscitation equipment or 
otherwise, because this is not 
their specialty.”51  
 

In other words, the physician has the authority to 
issue a DNR order without the consent of the patient 
and their family members. Nevertheless, advance 
care directive which has been practiced worldwide 
that gives the patients and their families the higher 
authority to accept or refuse any medical 
intervention certainly contradicts with the Islamic 
perspective. On the other hand, in Kingdom of Saudi 
Arabia the DNR order is issued without consent from 
the patient and family members unlike the US.27 

 
In summary, all arguments relating to this issue be 
referred to the fatwa issued by the Permanent 
Committee for Research and Fatwa in year 1989, 
Fatwa No. 12086, in response to the questions asked 
by the one of the military hospital in Saudi Arabia 
regarding CPR and DNR order. The following fatwa 
outlines the ‘do not need CPR’ hence a DNR order is 
allowed on patients; 
 
a. If the patient is dead on arrival at the 

hospital, there is no need to revive the 
patient. 



                                                                                                         86 

IMJM Volume 17 Special Issue No 2 

2nd World Congress on Integration and Islamicisation  

b. If the patient's condition is not fit 
for resuscitation according to the 
medical report of three trustworthy 
specialist doctors, there is also no 
need to resuscitate the patient. 

c. If the patient is suffering from a 
terminal sickness that is not 
responding to treatment and their 
end is certain, according to the 
testimony of three trustworthy 
specialist doctors, there is also no 
need to revive the patient. 

d. If the patient is incapacitated or in 
a state of mental inactivity due to 
a chronic illness, or suffering from 
an advanced stage of cancer, a 
chronic heart or lung illness, or the 
recurrence of heart and lungs 
failure, and it is the decision of 
three trustworthy specialist 
doctors, there is also no need to 
resuscitate the patient. 

e. If the patient shows evidence of 
untreatable brain damage, 
according to the medical report of 
three trustworthy specialist 
doctors, there is also no need to 
revive the patient. 

f. If resuscitation of the heart and 
lungs will be inefficient and 
inappropriate in a specific instance, 
according to the medical judgment 
of three trustworthy specialist 
doctors, there is also no need to 
revive the patient.59 

 
In summary, the findings showed the permissibility 
of the DNR from the Islamic perspective across all 
philosophy, jurisprudence and related ethical 
principles. Several important points may now be 
offered: 
 
a.  Firstly, though Islamic ethics and guidelines 

state that seeking for healing is optional, the 
ruling of seeking for healing may change to 
compulsory whenever the patient suffers from 
the life-threatening illness. As a Muslim, 
preserving life should be regarded as 
important as preserving others, such as 
religion, intellect, lineage and wealth. When 
physician opines that CPR is expected to be 
beneficial to pull through life, therefore 
refusing for the treatment may be consider as 
immoral. 

b. Secondly, on the importance of CPR for 
cardiac or respiratory arrest situation, 
undoubtedly CPR is recognised as an 
immediate response intervention to prolonge 
the patient’s life span. On the other hand, 
DNR order is called for if the doctor believes 
that CPR would be futile and has no benefit to 
the patient with terminal illness, late stage 
cancer, or patients who are dying. Therefore, 
performing non-beneficial CPR on these 
patients is not allowed in line with the 

principle of harm prevention. On the 
contrary, in a small number of cases, the 
western practices allowed non-beneficial CPR 
on such patients for the sake of caring and 
compassion.60  

c. Thirdly, the physician has the authority to 
issue a DNR order if CPR is futile for the 
patient. This order can be done without 
getting consent from the patient and their 
family members as the physician is the expert 
in the field. This fatwa is contrary to the 
practices in the US where patient’s and family 
wishes are considered a top priority 61,62. The 
outcome of the survey led by Lisa et al in 
1993 amongst US nurses has supported this 
statement, whereby 70% of the respondents 
declared any decision regarding DNR should 
be in accordance with the autonomy of the 
patient.63 

 
CONCLUSION 
 
Therefore, why are resuscitation issues so important 
to nurses? Nurses play an active role to facilitate 
the decision on end of life issues by actively taking 
part in the discussions, constantly reviewing the 
DNR order in long-term care facilities and deciding 
the proper intervention at the arrest scene.57 Apart 
from that, some suggests that nurses are also 
qualified to issue the DNR order since they have 
continuous contact with the patient and perhaps 
understand the patient’s preference better.26 
Without the involvement of nurses, it is hard to 
achieve mutual understanding between two parties 
ie physicians and patients, in making a decision. 
Therefore, nurses would need additional education 
and updates regarding the law, acts and bills on end 
of life treatments33 in order to help them in forming 
moral judgments and preparing them with relevant 
information. 
 
The findings of this study can aid the growth of 
related knowledge among nurses and lead towards 
the enrichment of knowledge in nursing, especially 
the permissibility of DNR from an Islamic 
perspective. Few studies have shown that the 
perspective of religion on the matter discussed play 
a major role amongst the patients to perceive the 
illness and to make an informed decision.64,65 
Indeed, a local study carried out amongst 
outpatients at the University Malaya Medical Centre, 
Malaysia showed the majority of the patients mainly 
Muslim pointed out that every health plan needs to 
be in line with their religious views.66 Since the 
nurses facilitate individuals in making a decision as 
they engage in nursing care, by using a 
comprehensive view of the DNR based on the Islamic 
teaching would provide an informed choice when 
advising a Muslim patient and family. For the future 
direction of this study, the investigation to explore 
the knowledge of Islamic moral judgment on this 
issue among nurses is highly recommended. 
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