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The evolution of modern medicine has fundamentally altered the trajectory of human life and, consequently, the 

process of dying. While medical advancements have provided unprecedented means to sustain life, they have 

simultaneously introduced complex ethical, legal, and financial dilemmas. The concept of "A Death Prolonged" 

refers to the clinical and social phenomenon where the dying process is extended through aggressive medical 

interventions, often at the expense of patient quality of life and at a significant financial cost to both families and 

healthcare systems. Understanding the technical nuances of Code Status, Living Wills, and Do Not Resuscitate 

(DNR)orders is no longer just a requirement for clinicians; it is an essential component of health literacy for the

public.

The Bioethical Framework of End-of-Life Care

End-of-life (EOL) care is governed by four primary bioethical principles. These principles serve as the foundation

for all clinical decisions and legal instruments designed to manage the terminal phase of illness. Technical accuracy

in EOL planning requires a deep alignment with these core concepts:

•  Autonomy: The right of the patient to make their own healthcare decisions, including the right to refuse life-

sustaining treatment. This is the primary driver behind Advance Directives.

•  Beneficence: The obligation of healthcare providers to act in the best interest of the patient. In EOL contexts, 

this often shifts from curative measures to the alleviation of suffering.

•  Non-maleficence: The duty to "do no harm." This principle is often invoked when medical interventions (like 

chest compressions on a frail patient) are deemed to cause more trauma than benefit.

•  Justice: The equitable distribution of healthcare resources. This involves addressing the "excessive costs of 

terminal care" and ensuring that resources are used where they can provide meaningful benefit.

As noted in the technical study by Akdeniz (2021), the goals of care for terminally ill patients should focus on the 

optimization of quality of lifeuntil death occurs. This paradigm shift requires a move away from the reflex of

"prolongation" and toward a structured, ethical approach to mortality.

Technical Analysis of Code Status and Resuscitation Protocols

In clinical settings, "Code Status" refers to the level of medical intervention a patient wishes to receive in the event 

of respiratory or cardiac arrest. This is not a binary choice but a spectrum of interventions. To understand why 

patients might agree to certain statuses, we must analyze the technical components of Advanced Cardiac Life 

Support (ACLS).

The Mechanics of Full Code

A "Full Code" status indicates that the patient wants all available life-saving measures. This includes:

1.  Cardiopulmonary Resuscitation (CPR): High-intensity manual chest compressions designed to maintain 

blood flow to the brain and vital organs.



2.  Defibrillation: The delivery of high-voltage electrical shocks to stop lethal arrhythmias and allow the heart to 

restart a normal rhythm.

3.  Endotracheal Intubation: The insertion of a plastic tube into the trachea to provide mechanical ventilation 

when the patient cannot breathe independently.

4.  Pharmacological Intervention: The administration of intravenous vasopressors (e.g., Epinephrine) and anti-

arrhythmics to stimulate cardiac activity.

While the public often perceives CPR as highly successful (partially due to media portrayals), the clinical reality is

starkly different. Studies indicate that for hospitalized patients with chronic terminal illnesses, the survival-to-

discharge rate following CPR is often less than 15-20%. In the elderly or those with multi-organ failure, this

percentage drops significantly, often leading to a "death prolonged" by several days in an Intensive Care Unit (ICU)

rather than a recovery.

Do Not Resuscitate (DNR) and Do Not Intubate (DNI)

A DNR order specifically instructs medical personnel not to attempt CPR or defibrillation if the heart stops. It is 

crucial to distinguish this from the DNI order, which allows for some interventions (like chest compressions or

medications) but forbids the use of a breathing tube and mechanical ventilator. The technical distinction is vital

because a patient may be willing to undergo temporary chest compressions but may fear the long-term

dependency on a ventilator.

Advance Directives: The Anatomy of Living Wills

A Living Will is a legal document that provides specific instructions regarding medical treatments the patient would

or would not want in various end-of-life scenarios. It becomes active only when the patient is no longer able to

communicate their wishes. The complexity of these documents lies in their technical specificity.

Core Components of an Effective Living Will

To avoid ambiguity, a Living Will should address the following medical interventions through a detailed decision-

making matrix:



Intervention Category Technical Mechanism Patient Choice Considerations

Mechanical Ventilation Machine-assisted breathing via an 
endotracheal tube or tracheostomy.

Considered if there is a chance of 
recovery vs. permanent dependency.

Artificial Nutrition/Hydration Feeding tubes (NG, PEG) or IV fluids. Often refused in terminal stages as 
the body loses its ability to process 
nutrients.

Dialysis Renal replacement therapy to filter 
blood.

Used to manage kidney failure; can 
be physically exhausting for terminal 
patients.

Antibiotics/Antivirals Medications to fight infections like 
pneumonia.

May be used for comfort or refused to 
allow a natural progression of illness.

Palliative Sedation Use of medications to induce a state 
of decreased consciousness.

Used specifically to alleviate 
refractory (unmanageable) pain and 
distress.

Without these specificities, healthcare proxies and clinicians are often left to guess, leading to the "excessive costs" 

and "unnecessary suffering" highlighted in EOL literature. The presence of a Living Will reduces the moral distress

 of family members, as the burden of decision-making remains with the patient’s pre-stated wishes.

The Economic Impact: The Costs of Terminal Care

One of the most difficult aspects of end-of-life care is the financial waste associated with futile medical

interventions. In many Western healthcare systems, a significant portion of lifetime healthcare spending occurs in

the final six months of life. This is often driven by the "default" to intensive care when clear instructions are absent.

Cost-Benefit Analysis of ICU vs. Hospice

A technical evaluation of healthcare resource utilization reveals a massive disparity between aggressive terminal

care and palliative care:

•  ICU Care: Costs can exceed $10,000 per day. It involves high-tech monitoring, expensive pharmaceuticals, 

and round-the-clock specialized staffing. In terminal cases, this often results in a "death prolonged" without clinical 

improvement.

•  Hospice/Palliative Care: Costs are significantly lower (often $200-$500 per day). The focus is on comfort, 

family support, and symptom management. Research consistently shows that patients in hospice often report 

higher satisfaction and, in some cases, even live slightly longer than those undergoing aggressive but futile 

treatments.

The "excessive costs of terminal care"mentioned in the JSON data are not just financial; they represent a

misallocation of resources that could be used for preventive care or chronic disease management in populations

with a higher chance of recovery.

Psychological and Social Drivers of "Full Code" Requests

A study by J. Downar (2011)explored why medical inpatients request a "Full Code" despite poor prognoses.

Understanding these drivers is essential for clinicians to facilitate better communication and decision-making.



The Myth of CPR Efficacy

Many patients and families base their decisions on myths. There is a common belief that CPR is a "reboot" for the

heart that returns a person to their previous state of health. In reality, the physiological trauma—including rib

fractures, internal bleeding, and hypoxic brain injury—is severe. Health professionals must debunk these myths by

providing evidence-based survival statistics tailored to the patient’s specific comorbidities.

Fear of Abandonment

A common misconception is that a DNR statusequals "no care." Patients often fear that if they agree to a DNR,

they will be ignored by the nursing and medical staff. It is a technical necessity for clinicians to clarify that DNR only

applies to the moment of death, while active treatment for pain, infection, and other symptoms continues unabated.

Procedural Implementation: The EOL Conversation Workflow

To minimize the risk of a prolonged and painful death, healthcare providers should follow a structured technical 

workflow when discussing end-of-life options. This process is known as Shared Decision-Making (SDM).

Step-by-Step EOL Consultation

1.  Assessment of Understanding: Ask the patient and family what they understand about the current medical 

condition and prognosis.

2.  Information Disclosure: Provide a realistic technical breakdown of the benefits and burdens of various 

interventions (e.g., the likelihood of successfully weaning off a ventilator).

3.  Values Clarification: Identify what the patient values most—is it longevity at any cost, or is it the ability to be 

at home, pain-free?

4.  Recommendation: Based on the medical evidence and the patient's values, the clinician should make a 

specific recommendation regarding code status.

5.  Documentation: Ensure the decisions are legally documented in the Electronic Health Record (EHR) and 

through portable medical orders (like POLST or MOLST forms).

Comparative Evaluation: DNR vs. Comfort Care vs. Full Code

The following table provides a side-by-side comparison of different care strategies to assist in technical decision-

making.



Feature Full Code (Aggressive) DNR / Limited 
Interventions

Comfort Care / Hospice

Goal Life prolongation at any 
cost.

Stabilization without CPR. Symptom relief and quality 
of life.

Cardiac Arrest Response CPR, shocks, epinephrine. Allow natural death. Allow natural death.

Respiratory Failure Intubation and ventilator. BIPAP or oxygen; no 
intubation.

Morphine for 
breathlessness.

Clinical Setting ICU / Acute Care Hospital. Inpatient Ward / Skilled 
Nursing.

Home / Hospice Facility.

Resource Intensity Maximum. Moderate. Focused / Targeted.

Case Study: Addressing the "Prolonged Death" Phenomenon

Consider the case of an 85-year-old patient with end-stage congestive heart failure and advanced dementia. In a 

"Full Code" scenario, an arrest would lead to a team of 10-15 people performing chest compressions, potentially 

breaking the sternum and ribs. Even if the heart restarts, the patient would likely be moved to an ICU on a 

ventilator, unable to recognize family, and suffering from multi-organ failure. This represents the technical failure 

of modern medicine to recognize the limit of its utility.

Conversely, if the same patient had a Living Will specifying Comfort Care, the focus would shift to managing the

sensation of breathlessness and ensuring the patient is surrounded by family in a quiet environment. This approach

recognizes death as a biological certainty rather than a medical failure to be fought with technology.

The Role of Clinical Ethics Committees

When there is a conflict between family wishes and medical futility, Clinical Ethics Committees are often 

convened. Their role is to provide a technical and ethical analysis of the situation. They utilize frameworks like the 

"Proportionality Test,"which weighs the burden of a treatment against the expected benefit. If a treatment

provides only physiological maintenance without the possibility of returning to a conscious, sapient state, it is often

deemed "medically non-beneficial."

Synthesizing a Path Forward

The technical challenges of end-of-life care are inextricably linked to our cultural difficulty in discussing death. To

prevent the suffering and waste associated with a death prolonged by technology, a multi-faceted approach is

required. This includes public education on the realities of CPR, the legal adoption of specific Advance Directives,

and a healthcare system that incentivizes quality of life over the mere volume of interventions.

By mastering the terminology of Code Status, understanding the legal weight of Living Wills, and recognizing the 

bioethical imperatives of Autonomy and Non-maleficence, both clinicians and patients can navigate the end-of-

life journey with dignity. The ultimate goal of medical science is not merely to extend life, but to preserve the

humanity of the person within that life until its natural conclusion. Ethical end-of-life care requires a courageous

confrontation with the limits of technology and a compassionate commitment to the patient's stated values.
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