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INTRODUCTION 
 

The bioethicist Joseph Fins, M.D. recently called for unilateral do-not-resuscitate (DNR) orders for all 

patients suffering from Ebola virus infection.1 If Dr. Fins’ suggestion is adopted it will mark the first time 

unilateral DNR orders will be made based solely on infection status, and not on individual prognosis. His 

thoughtful argument is based in the principle of non-maleficence and the concept of futility. Despite this Dr. 

Fins fails to adequately address the popular misconceptions of DNR orders as “giving up” and letting patients 

die.234 As a result, Dr. Fins’ well-reasoned call for unilateral DNR orders may inflict unintended harms to 

patients suffering from Ebola hemorrhagic fever. The course of action that strikes an appropriate balance 

between ethical action and practicality should be a clear, in-depth conversation with patients and their loved 

ones about the limitations of Ebola critical care in the event of cardiopulmonary arrest, the initiation of 

preventative intubation or extracorporeal membrane oxygenation (ECMO) before a patient arrests, and the 

provision of limited cardiopulmonary resuscitation in the event of arrest. 

ANALYSIS 
 

While Dr. Fins argues for unilateral DNR orders for all Ebola patients from an ethical standpoint, a DNR may 

be justified based solely on healthcare workers’ inability to provide cardiopulmonary resuscitation (CPR) for 

Ebola patients. CPR requires a team of physicians, nurses, and a respiratory therapist. In the event of a “code 

blue” (i.e., patient’s cardiopulmonary arrest), any physicians, nurses, and respiratory therapists not involved 

in the patient’s routine care, but necessary for CPR would need to put on their required personal protective 

equipment (PPE) before helping the patient. Depending on the protocol, 10 to 28 steps are required to 

properly put on PPE.5,6,7,8 In an emergency (e.g., cardiopulmonary arrest), these steps will either take too long 

for healthcare providers to successfully attend to the patient, or the healthcare providers may accidently skip, 

or err on any given step, exposing them to risk of infection. The most likely scenario would be a combination 

of the two where the patient receives unsuccessful CPR–due to a delay in receiving resuscitative efforts–and 

one or more healthcare workers are needlessly exposed to the Ebola virus. The only way to overcome this 

barrier to providing CPR would be to have a 24/7 on call CPR staff already suited in PPE; this would effectively 

render them unable to attend to any other patients shifting the healthcare worker to Ebola patient ratio to 

around a dozen to one. 

Practical concerns aside, a unilateral DNR for Ebola patients can be ethically justified–just as Dr. Fins 

argues–on grounds of non-maleficence.1 Ebola virus infections cause massive internal bleeding, which means 

that at least some patients experiencing cardiopulmonary arrest will most likely be in extremis due to 

exsanguination (i.e., bleeding out). The chest compressions involved in CPR would most likely worsen the 

patient’s blood loss, in effect hastening death. Furthermore, CPR for such a patient will most likely be futile, 
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due to their disease process and compounded by the time it takes for healthcare workers to properly don their 

PPE. Patients who arrest in hospitals have a 6.5-15% chance of survival.9 These data do not take underlying 

disease process into account, which has a great effect on survival rates.10 As was previously outlined, the time 

between arrest and CPR will be greatly protracted in the Ebola patient due to the lengthy process of donning 

PPE, which will make any resuscitative efforts much less effective then if they were started immediately. 

Despite these practical and ethical justifications for the unilateral DNR for Ebola patients, Dr. Fins fails to 

acknowledge that many people, physicians included, do not have an accurate understanding of DNR 

orders.4,9,11,12A popular misconception of the DNR order treats it synonymously with “giving up.” However the 

more accurate understanding of a DNR–and how Dr. Fins views it in relation to Ebola patients–is described by 

the American Medical Association (AMA) as an order preventing the initiation of CPR, exclusive of another 

treatment.10 A review of CPR on television found that resuscitative efforts in popular media rarely fail.9 This 

feeds an unrealistic public perception of DNR orders as a withdrawal of care. Asking the public to understand 

a DNR order based on the futility of CPR is extraordinarily difficult if most people expect CPR to revive a 

majority of patients suffering cardiopulmonary arrest. The potential for misunderstanding a unilateral DNR 

order is great, and could potentially undermine many patient-physician relationships, regardless of disease. 

Although considerations of public perception are important, a widespread misconception of DNR orders 

among the lay public is much less problematic than misconceptions within hospital staff. Some studies have 

indicated that the AMA’s definition of DNR orders is not fully understood or implemented by healthcare 

providers. 11,12 The implications of these findings indicate that the mere appearance of a DNR in a patient’s 

chart affects the non-CPR treatments they will receive, potentially resulting in less than optimal care. If a 

unilateral DNR is enacted for all Ebola patients, any physicians without a proper understanding of DNR orders 

may treat Ebola patients less aggressively than they would patients requesting full resuscitative efforts. While 

this potential exists already, the individualized nature of ordering a DNR requires a discussion between 

physicians and patients regarding the patients’ end-of-life goals of care, including but not limited to CPR and 

a DNR orders. However, a unilateral DNR order removes the impetus for such a discussion to occur. In effect 

the unilateral DNR could cause, at least theoretically, the death of patients suffering from Ebola infection who 

might otherwise have otherwise recovered, solely because of physician misunderstanding. This is ethically 

unacceptable. 

CONCLUSION 
 

Rather than call for the highly controversial unilateral DNR as Dr. Fins has done, a more nuanced approach 

would be equally effective at maintaining healthcare worker safety and would be less ethically problematic. 

Upon admission, the attending physician should have a conversation with the patient, and their loved ones, 

as to the realities of providing CPR to patients with Ebola hemorrhagic fever. They should explore the patient’s 

goals of care, and whether or not the patient wants CPR or a DNR order. In the event that a patient requests 

“everything be done” (i.e., perform aggressive CPR), the physician and the ICU team should explore “pre-

emptive” CPR-like options (i.e., aggressive, non-futile life-sustaining medical treatments like intubation or 

ECMO) prior to an arrest, as well as less aggressive, yet still effective, CPR efforts (i.e., withholding chest 

compressions, only the attending physician and the nurses perform CPR, epinephrine injections, monitor 

electrolytes) after an arrest. Most importantly, healthcare providers must ensure that their patients don’t feel 

abandoned, or feel like their physicians will give up on them because they are unfortunate enough to have 

contracted the Ebola hemorrhagic fever. 
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