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Background. Do not resuscitate (DNR) is the policy and practice of deliberately not attempting to resuscitate a person whose heart has stopped 
beating. Research on nursing care for patients designated with DNR orders has been conducted since the late 1980s; however, no study appears 
to have been carried out in the Rwandan setting. 
Purpose. The purpose of this study was to explore the lived experiences of nurses caring for a patient with a DNR order in an intensive care 
unit (ICU) in Kigali, Rwanda, in order to suggest nursing recommendations. 
Methods. Using a phenomenological approach, two semi-structured interviews were conducted with each participant to explore their lived 
experiences of caring for patients with DNR orders. The sample comprised six nurses from an ICU in a large tertiary-level hospital in Kigali, 
Rwanda.
Results. The data were organised into categories based on a review of the data from the interviews of the six participants. The categories were: 
feeling emotional distress; barrier to optimal care; and not part of decision-making. 
Conclusion. DNR orders are a fairly new concept in Rwanda and the practice of DNR orders in ICU is very demanding for the staff, especially 
the ICU nurses. Additional education about DNR orders as well as policies to guide its implementation could assist ICU nurses in their 
difficult work.
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Do not resuscitate (DNR) is the policy and practice of deliberately 
not attempting to revive a person whose heart has stopped beating, 
i.e. to withhold resuscitation.[1] The DNR decision does not signify 
abandonment of the patient, but is rather part of the actions that favour 
the patient’s wellbeing in order to make a peaceful death possible.[2] DNR 
can in fact play an active role in patient care although its interpretation 
can modify the therapeutic approaches to patient care. This may lead 
to inadequate treatment,[3] and may cause the healthcare team to do less 
than their best for the patient, which may lead to abandonment of the 
patient.[4] End-of-life decisions are complex for any healthcare worker, 
especially for the intensive care unit (ICU) nurse, as they have to shift 
the treatment from aggressive life-saving therapy to end-of-life care.
[5] It has been shown that many doctors and nurses feel unprepared to 
facilitate end-of-life decision-making and are unclear regarding some 
of the legal aspects of the DNR order.[6]

The decision to not resuscitate is difficult to reach, therefore a 
DNR order should be based on a proper agreement between all the 
members of the healthcare team, the patient, and their family, where 
possible. The procedure of this decision-making must be clear and well 
documented, although communication about DNR can be challenging 
and highly stressful. Many studies illustrate that nurses, patients and 
family involvement in this decision making process is low, with the doctor 
as the major decision-maker.[7,8] Nurses’ voices are often absent in such 
end-of-life decision-making.[3,7] It is recommended that the DNR decision 
is made involving the whole team looking after the patient and it should 
then be written clearly in the patients’ notes, and regularly reviewed.[9] 

Rwanda is a small country located in East Africa. After the genocide 
in 1994, the country experienced many challenges involving access to 

quality healthcare and lack of human resources. Intensive care medicine 
or critical care services are poorly developed, or at best still in their 
infancy. Special ICUs, such as neurological and neonatal ICUs, are still 
a novel concept and there is a severe lack of experienced and specially 
trained medical and nursing staff in the ICUs.[10] Research conducted 
regarding DNR policies has shown that in some low- and middle-
income countries like Rwanda, guidelines to support the DNR decision 
and end-of-life care do not exist or their development is still in the early 
stages.[7,8,11] In Rwanda, people tend to deny death, believing that medical 
science can cure any patient. Death is often seen as a failure of the 
healthcare system, rather than a natural aspect of life. This belief affects 
all healthcare professionals, including nurses, because they consider 
that if a patient is in hospital the purpose is to restore life and not allow 
them to die.[12]

Research on nursing care for patients designated with DNR orders 
has been conducted since the late 1980s; however, no study appears to 
have been carried out in the Rwandan healthcare setting, although DNR 
orders are commonly used in some of the hospitals. This study may 
provide more information about the practice of DNR orders from the 
perspective of the nurses working in the ICU and may add to a limited 
body of knowledge. The purpose of the study was to explore the lived 
experiences of nurses caring for a patient with a DNR order in an ICU 
in Kigali, Rwanda. 

Methods
Using a phenomenological approach,[10] two in-depth individual 
interviews were conducted with each participant to explore their lived 
experiences of providing care to patients with a DNR order in the 
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ICU. The use of this approach allowed the researchers to gain a deeper 
understanding of the participants’ experiences. 

Research setting
The study was conducted with nurses working in the seven-bedded ICU 
of a 200-bed tertiary hospital in Kigali, Rwanda. The ICU at the hospital 
is a medical-surgical unit, receiving both adult and paediatric patients. 
The ICU receives patients with life-threatening conditions directly into 
the ICU or from other departments within the hospital. At the time of 
this research study, hospital records indicated that ~20 patients were 
admitted to the ICU monthly.

Study sample
Purposive sampling was used to include nurses working in the ICU 
in the research setting, who were registered with the Rwanda Nursing 
Council, had at least 6 months’ experience in the ICU, and expressed 
interest in participating in the study.

The final decision about sample size was based on evidence of data 
saturation, which was said to have occurred when no new information 
of significance was obtained and the participants started to repeat 
facts which were already submitted by other participants during the 
interviews.[13] In the current study six participants were interviewed. 

Data collection 
Following ethical approval and permission from the university 
research committee and the hospital administration, the researcher 
facilitated access to the participants through their ICU unit manager. 
Interviews were held with the cooperation of the unit manager in a 
quiet, distraction-free venue close to the ICU, between August and 
September 2011. 

Two semi-structured individual interviews were conducted with each 
participant and lasted ~25 - 30 minutes. The interviews were conducted 
in either English or Kinyarwanda, depending on the preference of 
the participant, and the researcher was fluent in both languages. The 
interview started with the following question: ‘Please can you tell me 
about your most recent experience of nursing a patient with a DNR 
order in the ICU?’ Further questions were then asked as to whether 
the DNR order influenced the nursing care in any way, and if the 
participants had any nursing recommendations for the use of the DNR 
order in an ICU. 

All interviews were recorded with the permission of the participants. 
The second interviews were then used to verify the findings from the 
first interview. The researcher was known to the participants, as she 
had previously worked in the units. This was found to facilitate access 
to the participants, build rapport, and did not appear to negatively 
influence the data-collection process. However, it may have influenced 
the participants’ responses as they may have provided answers that they 
thought the researcher wanted to hear. 

Data analysis
All interviews were transcribed into written English text by the 
researcher and a language expert from a local university checked the 
transcripts for accuracy. The data were then manually analysed using 
Giorgi’s phenomenological approach.[14] The researchers read and 
reread the interviews several times to get a sense of the whole. The text 
was divided into units and then transformed into meaning by selecting 
descriptive quotations from the text. The meanings were then grouped 
together and developed into categories to create a general description of 
the nurses’ experience.[14]

Trustworthiness
Credibility was achieved through prolonged engagement as the researcher 
had previously developed a rapport with the participants while working 
with them as a student, after which she spent 2 months collecting the 
data. This helped to ensure that rich, useful data were collected. All the 
potential participants approached were given the opportunity to refuse 
participation in the study, so that those interviewed were willing and 
interested to participate. It was emphasised to the participants that they 
should be frank in telling their stories and that there was no correct answer. 
Frequent debriefing sessions were held between the researchers to discuss 
the developing ideas and interpretations, and to challenge assumptions. 
Feedback was provided to the participants regarding the categories emerging 
from the data in order to obtain their reactions and to explore whether the 
interpretations were a good representation of their reality.[15] In an attempt 
to ensure dependability, the researchers described the decision-making 
processes and the context of the research study in detail. Transferability 
was ensured by providing a sufficiently detailed description of the research 
process to aid the reader in deciding if the findings could be transferred to 
a similar context. Confirmability was ensured by undertaking an audit trail 
and providing information regarding the path that the researchers took and 
how they arrived at their interpretations.[15]

Ethical considerations
Permission to conduct the study was obtained from the ethics research 
committee at the University of Rwanda, as well as the hospital where data 
collection took place. Participation was voluntary and written informed 
consent was obtained from all participants, who were informed of their 
right to withdraw from the research at any time. Confidentiality was 
assured through use of pseudonyms so that data could not be traced 
back to individuals. The data were kept in a secure place, available only 
to the research team.

Results
The data were organised into categories based on a review of the data 
obtained from the interviews of the six participants (Table 1). Three 
categories emerged from the data: 
•	 feeling emotional distress 
•	 barrier to optimal care 
•	 not part of decision-making. 

Feeling emotional distress 
The participants referred to the emotional distress they experienced while 
providing care to a DNR patient. They viewed the DNR orders as permitting 
death to occur and giving permission to terminate a patient’s life. 
One of the participants said:

�‘When the decision are made [it] is ... too hard and painful … eeeeh … 
I can’t believe it because it is like he said the death is coming up and 
we can’t do anything … to the patient.’ (Dan)

Another said:
 �‘Watching their death is a very difficult experience ...eeeeeeh … and 
when you know that patient with cardiac arrest will not receive CPR.’ 
(Leon)

Participants felt despair while caring for the DNR patients because there 
was no longer anything they could do for the patient: 

�‘When we consider that restore [restoring] to health is no longer 
possible for patient with DNR we feel desperation and disappointed.’ 
(Nana)
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�‘When a patient is designated with a DNR order, I feel not comfortable 
to discover that really there is no hope that the patient will recover … 
he is really departed.’ (Sifa)

A participant also went further to explain feeling a moral conflict with 
the DNR decision, i.e. whether to act on the decision or not. He said:

�‘As nurses, our moral[s] may be in conflict with the decision because 
we are left with the decision of whether to initiate the CPR or not, 
many times we attempt the CPR … and believe that those patients 
can recover.’ (Dan)
�‘I'm worrying about them … because withdrawing … looks like 
killing [the] patient.’ (Leon)

Barrier to optimal care
The participants described how the presence of a DNR order became 
a barrier to providing optimal care for the patient. Participants felt 
that patients with a DNR order could receive less intensive care and 
some of the daily nursing activities would not be performed as well 
as usually done. 

A participant said: 
�‘Yeah … It can influence the nursing care for instance, vital sign 
monitoring are not well performed. You can’t do pressure area care to 
prevent bed sores. You can’t feed him via nasogastric tube. Sometimes 
we can’t concentrate on urine output, or fluid intake … Yeah … It 
continue[s] to affect some range of nursing care.’ (Dan)

Participants mentioned that DNR orders resulted in the patient being 
abandoned by the staff: 

�‘Another factor influencing nurse’s care for DNR patients is that the 
decision make(s) the patient abandoned, so the effect is that (the) 
patient receive(s) less attention. (Jacques)
�‘Yeah … there is a change … patients without a DNR will be treated 
differently.’ (Leon)

Another participant mentioned:
‘�I think there is a general feeling that DNR have a negative impact 
on care. I personally was unable to care for the patient because 
I could not ignore the medical doctor for making this decision.’ 
(Jacques)

Not part of decision-making
Participants explained that the doctors were the ones who made the 
end-of-life DNR decisions and nurses were expected to adhere to these 
decisions, whether they agreed with them or not. 
Participants explained: 

�‘Usually the decision is made by doctors and nurses are the one[s] to 
implement it. (Nana)

This lack of involvement was mentioned by two other participants: 
�‘Most of the time we are not part of the discussion and the views of 
nurses are ignored. The doctors are the one who make this order.’ 
(Jacques)
�‘Normally physician, anesthesiologist, and neurosurgeons, after 
patient assessment make the decision; nurses are not included in the 
discussion, it’s very painful.’ (Dan)

The participants went further to explain that the DNR decisions were 
not always documented or were unclear in the patients’ files. This lack 
of documentation created problems at times:

�‘Sometime we apply resuscitation measures wrongly because it is not 
written in the patient records.’ (Leon) 

A participant explained a possible reason for why the DNR order was 
not documented:

�‘Listen … the doctors fear to write do not resuscitate … I think its 
Rwandan culture. We … I always feel God may be the one who can 
decide about life and dying … they are not sure about the decision and 
think: How can I make this decision? Perhaps he will survive.’ (Dan)

Discussion
In this study, participants described their emotional distress in 
response to DNR orders for  patients in their care. Studies have 
shown that when the DNR decision is written it is followed by the real 
probability of death, and this makes nurses feel morally discouraged, 
with feelings of stress, frustration, anger, sadness, helplessness, and 
moral distress. Moral distress is associated with the powerlessness of 
the nurse to influence the end-of-life decisions, especially when they 
believe that the care provided to the patient is in conflict with patients’ 
families’ wishes, or that the nurse is powerless to carry out what they 
believe to be right.[16,17] To address this issue, ethical education in 
nursing practice is essential for nurses working in ICUs, where ethical 
decision-making is needed on a regular basis.[18]

Some healthcare providers consider that DNR orders result in the 
patient being abandoned and some doctors perceive that patients 
with a DNR order receive less attention from the nurses. This was 
confirmed in a study describing the medical handover from the night 
staff team, where patients with DNR orders were not recorded, as the 
team had decided that these patients did not need to be assessed and 
treated like other patients.[19] Petriş et al.[1]  agreed that the DNR order 
is akin to  organising death. In contrast, a systematic review showed 
that DNR orders were found to be associated with lower quality of 
care, but an increased quality of life.[20] Following the clear decision 
of DNR, the care of the patient becomes calmer and the nurses then 
have more time to be with the patient and family, with more active 
communication, instead of focusing on technical medical tasks.[18,21]

The nurses in the current study described how they were not 
part of the DNR decision-making process. This was in agreement 
with the findings of another study,[22] which highlighted the 
dissatisfaction of nurses during the DNR decision-making process 
due to inadequate collaboration, including failure to consider nurses' 
opinions. As a consequence, the nurse then feels uncomfortable and 
frustrated because they feel that the doctors do not listen to their  
concerns.[23] Miscommunication between nurses and doctors may affect 
the relationship with patients, particularly in instances where they have 
different opinions about the plan of care. Our results illustrate that 
discussion and decision-making regarding DNR orders were directed 
by the doctors; the nurses’ input was limited. Many researchers agree 

Table 1. Profile of the participants

Pseudonym Age Gender
Level of 
education

ICU 
Experience

Jacques 30s Male RN 4 years
Leon 30s Male RN 3 years
Kazi 20s Male RN 5 years
Nana 20s Female RN 6 years
Sifa 20s Female RN 2 years
Dan 30s Male RN 4 years

ICU = intensive care unit; RN = registered nurse.
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that DNR decisions are usually made by physicians alone.[24] Moreover, 
another study has shown that doctors avoid discussion and the 
involvement of nurses and patients’ families in this process for fear 
of destroying hope and the therapeutic relationship.[21] Nurses who 
deliver terminal care in an ICU must plan the key interventions to 
improve the quality of care. Nurses believe that they know the patient 
best, but are often not solicited by the doctors when making decisions 
regarding care.[25]

Several studies agree that DNR orders are often not recorded and that 
doctors wait until the patient shows definite signs of deterioration, or until 
the patient is clearly dying, to do so. It may then be too late to complete 
the process of adequate collaborative discussion and documentation.[4,7,8]  
Pettersson et al.[21] state that the lack of a clear decision regarding a 
DNR order, or inadequate reporting and documentation of this order, 
creates obstacles to providing high-quality nursing care and could 
result in unintended CPR.

Study recommendations
Implementation of training related to DNR orders is needed for all 
health professionals working in ICU, specifically regarding how to 
collaborate as a team regarding these decisions. The rationale for DNR 
orders needs to be better articulated and understood by all healthcare 
professionals working in the ICU. Additional information on how to 
cope with such stressful situations also needs attention. In addition, 
nurses need training on how to communicate with the rest of the 
healthcare team and the patients’ families about DNR decisions. The 
nursing care of a patient with a DNR order at the end of life should 
be incorporated into the curriculum of nurses at all levels of nursing 
education. Policies to guide DNR orders in ICU should be developed 
and implemented to assist all healthcare professionals.

Study limitations
This research was conducted in the ICU of one tertiary hospital in 
Rwanda, and thus only reflects the experience of nurses working there. 
The presence of the researcher could have influenced the participants’ 
responses, in that the participants may have provided answers in 
accordance with what they thought the researcher wanted to hear. 

Conclusion 
DNR orders are a fairly new concept in Rwanda and the practice of 
DNR orders in ICU is very demanding for the staff, especially the ICU 
nurses. Additional education about DNR orders as well as policies 
to guide their implementation could assist the ICU nurses in their 
difficult work.
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