
Introduction
The “Do Not Resuscitate” orders (DNR) are defined as

advance medical directives to withhold cardiopulmonary
resuscitation during cardiac arrest (1). Such decisions are taken
by medical teams for patients who could not benefit from
advanced life support, in agreement with patients and their
relatives (2, 3). Although the DNR orders are influenced by
many factors such as patients’ health status, cultural and/or
societal factors (4, 8), this kind of decision will become more
and more common due to the growing number of older patients
with poor vital and functional status (1, 3, 9). For instance,
older patients may have severe cognitive or functional
impairments after a cardiopulmonary resuscitation (4-6). In
order to limit this risk of poor quality of life, DNR orders
should be considered before starting resuscitation (7).

Multimorbidity is frequent with the advance in age and is
associated with higher rates of mortality, functional impairment
and poorer quality of life (10). Thus, we hypothesized that
multimorbidity could influence the decision of DNR. The
purpose of this systematic review and meta-analysis was to
systematically review and quantitatively synthesize the
evidence connecting DNR orders with multimorbidity in older
patients.

Methods

Literature search
A systematic Medline literature search limited to human

studies published in English was conducted on August 2012,
with no date limits. We used the Medical Subject Heading
“resuscitation orders” OR “do-not-resuscitate” combined with
“aged, 80 and over” combined with “comorbidities” OR
"chronic diseases". The search also included the Cochrane
Library (Cochrane Database of Systematic Reviews, Database
of Abstracts of Reviews of Effectiveness, and Cochrane
Controlled Trials). An iterative process was used to ensure that
all relevant articles were obtained. A further hand search of
bibliographic references of extracted papers and existing
reviews was also conducted to identify studies not captured in
the electronic database searches.

Study selection and analysis
One member of the team (LDD) screened abstracts from the

initial search and identified articles deemed potentially relevant
using the following criteria: 1) observation studies (including
case series, cross-sectional, case-control, and cohort studies); 2)
intervention studies; and 3) data collection of morbidities,
advanced patient age, and DNR as outcomes. If a study met the
initial selection criteria or its eligibility could not be determined
from the title and abstract (or abstract not provided), the full
text was retrieved and was independently assessed by two
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reviewers (LDD and OB) for inclusion. The full articles were
screened using the Strengthening the Reporting of
Observational studies in Epidemiology (STROBE) checklist for
items that should be included in reports of cohort studies and
the Consolidated Standards of Reporting Trials (CONSORT)
statement for clinical trials. Disagreements were resolved by a
third reviewer (CA). Final selection criteria were applied when
morbidities and DNR orders were used as primary outcomes.
The study selection process is shown in Figure 1.

Figure 1
Flow diagram for selection of studies focusing on the
association between DNR orders in older patients and

multimorbidity

Of the 65 originally identified abstracts, 29 (44.6%) met the
initial inclusion criteria. Seven (24.1%) of the 29 studies were
excluded because multimorbidity or DNR orders were not used
as primary outcomes or the study was not available. The
remaining 22 studies were included in this review (1-4, 6-9, 11-
24), and the following information was extracted: authors,
publication date, study design, settings, study population,
description of morbidities and main results.

A fixed-effects meta-analysis was performed on the
estimates to generate summary values. Statistical tests of
homogeneity were performed using Cochran’s chi-square test
for homogeneity (Q) and the percentage of total variation
across studies attributable to heterogeneity (I2). Statistical
analysis was performed using Computer Programs for
Epidemiologists (WINPEPI) version 11.19.

Results

Table 1 summarizes the 22 studies included in this review
(1-4, 6-9, 11-24). Data collection was based on 18 cross-
sectional studies (2-4, 6, 8, 9, 11-21, 23) and 4 observational
cohort studies (1, 7, 22, 24). The number of participants ranged
from 37 to 17,440 (2, 24). Women represented 0.6-78.0% of the
participants (6,20). Most of participants were inpatients (1-3, 7,
8, 11-14, 18, 20-24) hospitalized in dialysis center (23),
intensive care unit (12, 22, 24), emergency (2) or burn
departments (13). Other participants were institution-dwellers
(4, 6, 9, 15-17, 19).

Mean age ranged from 60±16 years to 86.5±6.6 years (3,2
3). multimorbidity was assessed with several approaches: 1)
qualitative approach considering the nature of the morbidity (ie,
cardiac, renal, liver, respiratory, neurological, lung, vascular
disease, cancer, diabetes, dementia, cognitive impairment,
depression, immunodeficiency, and stroke) (1, 2, 4, 6-9, 11, 13-
18, 20, 21, 24); or 2) quantitative approach considering the
number of morbidities or using quantitative scales (Charlson
comorbidity index) (3, 4, 9, 12, 16, 19, 22-24). In one study,
DNR orders were compared between patients with different
multimorbidities (cognitive impairment versus cancer) (17).
DNR orders generally increased with the presence of
multimorbidities (1, 2, 6-9, 11, 13-15, 18, 20, 21, 24), their
increased number or their increased burden (12,19,22-24),
except in one study (16). Cancer (1, 8, 18, 20, 21), cognitive
impairment (2, 4, 6-9, 18, 20, 21), heart diseases (14, 15, 18,
20, 21, 24) and stroke (6, 11, 14, 18) were associated with DNR
orders.

To facilitate comparison of results across published studies,
a meta-analysis was performed. The summary odds ratio (OR)
for DNR according to the presence of any morbidity was 1.25
(95% CI: 1.19–1.33; Q=213.91, df =13, P<0.001; I2=93.9%)
(1, 4, 9, 11, 14, 15, 18). Regarding the nature of the morbidities
(Figure 2), the summary OR for DNR orders was 1.15 (95% CI:
1.07–1.23) for cognitive impairment (4, 9, 18), OR=2.58 (95%
CI: 2.08–3.20) for cancer (1, 9, 18), OR=1.07 (95% CI:
0.92–1.24) for heart diseases (11, 14, 15, 18), and OR=1.97
(95% CI: 1.61-2.40) for stroke (11, 14, 18).

Discussion

Our findings report a direct association between DNR orders
and multimorbidity in older patients, and show that this
association depends on the nature of morbidities. In particular,
cancer, cognitive impairment and stoke, but not heart diseases,
were positively associated with DNR orders.

We found that the risk of DNR orders was 1.25-fold higher
with the presence of multimorbidity, regardless of their nature.
Different explanations may be proposed for this result. First,
the accumulation of morbidities in older patients may limit the
use of advanced life support because of induced disability and
shorter life expectancy, and may facilitate the DNR decision-
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making (25). Second, multimorbidity" in older patients induce
greater health vulnerability, which is independently associated
with worse health outcomes regardless of the level of care
given (25). Third, older patients with multimorbidity and their
families are less likely than younger patients to accept
aggressive treatment or care focused on life extension (26).

Our findings also underscored significant associations of
DNR orders with specific morbidities, particularly cognitive
impairment, cancer and stroke. The probability of DNR orders
was 1.15-fold higher in the case of cognitive impairment, which
may be explained by the poorer prognosis and poorer quality of
life in this population (2, 9). Cancer was also associated with a
risk of DNR multiplied by 2.58. This may be related to the
poorer survival, cognitive and functional status after
cardiopulmonary resuscitation in this specific population (8,
20). The interpretation of the latter result should yet take into
account the high heterogeneity between studies (I2=94.3%)
explained by the fact that the use of the outcome “cancer” was

too vague compared to prognosis factors such as its type or
tumor stage (5). Moreover, sub-analyses according to the type
of cancer were not pursued due to the limited number of
selected studies. Finally, we found that stroke was associated
with DNR orders with a significant OR calculated at 1.97. One
explanation may rely on the fact that strokes lead to higher rates
of in-hospital mortality reaching 9.9% (1, 29), which may
facilitate the DNR decision-making. Furthermore, the
complications of stroke after resuscitation, particularly the low
functional status and the poor quality of life, may explain this
result (7). In contrast, our meta-analysis found no significant
association between heart diseases and DNR orders. This
interesting finding could be explained by the significant
therapeutic advances reached in this field among older patients
and the ensuing major improvements of the vital and functional
prognosis (7, 27, 28). Such improvements may encourage
physicians not to stop care and patients with heart diseases to
express the desire to be resuscitated (27, 28).
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Figure 2
Forest plots for probability of decision not to resuscitate; (A): cancer; (B): cognitive impairment; (C): heart diseases; (D): stroke.

The black box area is proportional to the sample size of each study, and horizontal lines correspond to the 95% confidence
interval. White diamond represents the summary value. The dashed line corresponds to an odds ratio of 1.0, equivalent to no

association



Our systematic review and meta-analysis has some
limitations related primarily to the methodology of selected
studies. First, most of studies (81.8%) have used a cross-
sectional design, which may limit the exploration of the
association between morbidities and DNR and precludes any
causal inferences. Second, data were retrospectively collected
in 59% of the studies, which may affect the quality of recorded
data. Third, heterogeneous populations and outcomes made
comparisons difficult.

In conclusion, we found that DNR orders were positively
associated with multimorbidity. This association depended on
the type of morbidities; stroke, cancer and cognitive
impairment, but not hearts diseases, being significantly
associated with the decision of DNR. Future studies should
examine the impact of the entanglement of these morbidities on
DNR decision in older adults.
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