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Simple Summary

Resuscitation is often considered a life-saving intervention, but in patients with cancer it
presents complex medical and ethical challenges. Although advances in techniques and
training have improved emergency responses, survival after cardiac arrest remains low,
particularly in those with advanced cancer. This paper discusses when resuscitation may
be beneficial and when it may only prolong suffering. It highlights the importance of early
recognition of clinical deterioration, clear communication with patients and families, and
timely discussions about care goals, including do-not-resuscitate decisions. The authors
emphasise that palliative care and ongoing support are not signs of treatment failure, but
rather serve to preserve dignity and quality of life. They also consider the emotional impact
on healthcare teams and the need for structured support. These insights can inform future
research, improve clinical practice, and shape policies on end-of-life care in oncology.

Abstract

Introduction: Cardiopulmonary resuscitation (CPR) is one of the most consequential deci-
sions in clinical medicine—a pivotal moment between life and death where science, ethics,
and humanity intersect. Although advances in systems of care, technology, and training
have refined technique and logistics, outcomes do not consistently result in meaningful,
neurologically intact survival. In oncology—where disease trajectories are heterogeneous,
treatment burdens substantial, and organ reserve often limited—these tensions are espe-
cially pronounced. Methods and approaches: This manuscript examines resuscitation as
a medical, ethical, and human process, with explicit focus on patients with cancer. We
review contemporary strategies for early recognition of deterioration (MEWS, NEWS, MET
activation), team preparedness through Immediate Life Support (ILS), and structured
decision-making at the boundaries of resuscitation. We also address communication with
patients and families, the legal framework of Do-Not-Resuscitate (DNR) orders, and the
distinctions among treatment forgoing, palliative sedation, and euthanasia, emphasising
oncology-specific considerations such as metastatic burden, treatment intent (curative vs.
palliative), performance status, and organ reserve. Results and discussion: The overall
effectiveness of resuscitation remains modest (approximately 5-20% survival), highlighting
the importance of prevention and early intervention. In cancer care, the limits of resuscita-
tion are both clinical and ethical, requiring proportionality between the likely benefit and
the risks of prolonging suffering, careful attention to prognosis and expected neurological
outcomes, and rigorous alignment with goals of care. Early and ongoing involvement of
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palliative services, along with robust long-term care pathways, provides humane, value-
concordant alternatives for patients with advanced disease. Psychotherapists and chaplains
play integral roles in supporting families and clinical staff. Structured post-event debriefing
and system-level safeguards are essential to mitigate burnout and moral distress within
oncology teams. Initiating or discontinuing resuscitation in oncology requires expertise,
empathy, and moral clarity. Dignity-preserving care depends on aligning interventions
with patient values and realistic clinical endpoints. Acceptance of the natural course of
dying represents an important component of responsible and patient-centred medical care.

Keywords: resuscitation; oncology; cancer; ethics; palliative care; DNR; intensive care;
burnout; debriefing; dignity; end-of-life care; medical responsibility

1. Introduction

Resuscitation after cardiac arrest is one of the most critical and ethically complex
moments in medicine. Although advances in cardiopulmonary resuscitation (CPR) and
the implementation of the “chain of survival” have improved outcomes, decisions about
when to initiate, continue, or terminate resuscitation remain challenging. Contemporary
guidelines emphasise coordinated systems of care, early defibrillation, and effective team
response, while recognising that technical excellence must be combined with ethical judge-
ment and patient-centred decision-making [1,2].

These situations raise fundamental ethical questions about balancing potential benefit
against the risk of prolonging suffering. Current guidance highlights the importance of
aligning resuscitation efforts with patient values, prognosis, and the proportionality of
treatment [3]. The updated European Resuscitation Council (ERC) Guidelines (2025) further
emphasise ethical decision-making in resuscitation, including respect for patient autonomy
and structured processes for withholding or terminating resuscitation when recovery is
unlikely [4].

In oncology, resuscitation decisions are particularly complex due to heterogeneous
prognoses, treatment intent, and variable physiological reserve. Survival after in-hospital
CPR in patients with cancer ranges from approximately 12% to 31%, with considerably
poorer outcomes in those with advanced or metastatic disease. These realities highlight the
importance of careful clinical judgement, early advance care planning, and integration of
palliative care principles when considering resuscitation in patients with cancer. Reported
outcomes of CPR in patients with cancer vary considerably depending on disease stage and
clinical setting. While smaller cohort studies report survival to hospital discharge between
15% and 31%, large population-based datasets of patients with advanced or metastatic
cancer demonstrate mortality rates exceeding 80% (Table 1) [5-10].

Literature Selection Approach

This narrative review is based on a structured search of the medical literature. Relevant
publications were identified through searches of PubMed databases from 2000 to 2025 using
combinations of the following keywords: cardiopulmonary resuscitation, cancer, oncology,
do-not-resuscitate, intensive care, palliative care, end-of-life care, medical emergency team,
early warning scores, and resuscitation ethics. Priority was given to international guidelines,
consensus statements, and systematic reviews from major professional societies, including
the European Resuscitation Council (ERC), the American Heart Association (AHA), and the
European Society of Intensive Care Medicine (ESICM). Publications were selected for their
relevance to resuscitation decision-making in patients with cancer, ethical considerations,
and the integration of acute and palliative care principles.
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Table 1. CPR Outcomes in Cancer Patients—summarizes outcomes of CPR in patients with can-
cer across several studies and clinical settings. The studies include in-hospital CPR, emergency
department resuscitation, code blue events in cancer centres, and out-of-hospital cardiac arrest.

Study

Patient Type/Setting Number of Patients Main Outcome

General literature

In-hospital CPR in cancer
patients

12-31% survive to hospital

Vari tudi i
arious studies discharge

Cancer patients receiving 67% ROSC; 15% survive to

Cancer centre study (2024) [5] CPR in emergency 100 discharge
department
Canadian cancer centre Code blue in cancer 295 31% survive to discharge;
cohort [6] patients 16% alive at 1 year
. . . Hospitalized patients with
US Nationwide Inpatient metastatic cancer receiving 26 070 81.8% mortality
Sample [7] CPR
. . Stage IV cancer with 82.8% mortality before
Taiwan Cancer Registry [9] in-hospital CPR 3 446 discharge
French population study [10] Out-of-hospital cardiac 207 26.2% hospital survival

arrest (cancer patients)

2. Defining Resuscitation: Concepts, Scope, and Clinical
Objectives (Revised)

Resuscitation (Latin reanimatio—"reviving”) refers to a coordinated set of time-critical
interventions aimed at restoring circulation and/or ventilation and maintaining organ
perfusion until definitive treatment is provided. Contemporary practice distinguishes
two complementary levels of care. Basic life support (BLS) includes high-quality chest
compressions with minimal interruptions, rescue breathing when indicated, and early use
of an automated external defibrillator (AED). BLS can be initiated by trained laypersons
or first responders and is crucial because the first minutes after cardiac arrest are often
decisive for survival and neurological outcome [1,2].

Advanced life support (ALS) builds on BLS and includes advanced airway man-
agement, manual defibrillation for shockable rhythms, rhythm-guided pharmacotherapy,
and structured algorithms for identifying and treating reversible causes of cardiac arrest.
These interventions are followed by organised post-cardiac arrest care in the intensive care
unit [1,2,11].

According to the 2025 European Resuscitation Council (ERC) Guidelines, resuscitation
should be understood within a broader systems-of-care framework that integrates early
recognition of cardiac arrest, rapid activation of emergency response systems, effective
team performance, and coordinated post-cardiac arrest management. The immediate goal
of resuscitation is the return of spontaneous circulation with adequate oxygen delivery,
while the ultimate objective is survival with acceptable neurological function and quality
of life. Because successful resuscitation does not always lead to meaningful recovery,
the ERC guidelines emphasise that resuscitation decisions must also consider prognosis,
proportionality of treatment, and patient values [4].

3. Resuscitation Effectiveness: Current Outcomes and Opportunities
for Improvement

Despite advances in technology, increased availability of automated external defibrilla-
tors, and improved training of healthcare professionals, survival after cardiac arrest remains
limited. Contemporary reports consistently show modest survival rates and significant
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neurological morbidity, highlighting variability across healthcare systems and the ongoing
need to improve resuscitation practice [1-3,11].

The 2025 ERC Guidelines emphasise that improving outcomes requires optimisation of
the entire chain of survival. This includes early recognition of clinical deterioration, timely
activation of emergency response systems, high-quality cardiopulmonary resuscitation
with minimal interruptions, early defibrillation for shockable rhythms, and structured
post-cardiac arrest care. Continuous monitoring, early identification of warning signs, and
rapid response team activation may prevent cardiac arrest or improve outcomes when
arrest occurs [4].

Effective resuscitation also depends on provider competence, coordinated team dy-
namics, and systematic performance evaluation within learning healthcare systems. For
this reason, the ERC highlights the importance of structured training programmes such as
Immediate Life Support (ILS) and Advanced Life Support (ALS), which aim to improve the
early response to cardiac arrest and strengthen team-based resuscitation performance [4].

Importantly, the ERC guidelines also emphasise that resuscitation should be consid-
ered an ethically proportionate intervention. Clinicians must assess whether attempted
resuscitation is likely to provide meaningful benefit or merely prolong the dying process.
Such decisions require integration of clinical prognosis, patient values, and goals of care
within responsible and patient-centred medical practice [4].

4. Early Recognition of Deterioration: The Most Effective Route to
Better Outcomes

Effective resuscitation begins well before cardiac arrest. Timely identification of clinical
decline—evidenced by changes in consciousness, respiratory pattern, blood pressure, pulse,
or oxygen saturation—is critical for prevention and optimising outcomes. To support this
vigilance, standardised Early Warning Scores (EWS) provide objective, vital sign-based
risk stratification at the bedside. The two most widely used systems are the Modified Early
Warning Score (MEWS) and the National Early Warning Score (NEWS). Both rely on simple,
reproducible measurements to identify patients whose condition is deteriorating—even
before an overt critical event. MEWS, one of the earliest frameworks, integrates five physio-
logical variables (heart rate, systolic blood pressure, respiratory rate, body temperature,
and level of consciousness per AVPU), with each parameter weighted by its deviation
from normal; the total score defines the risk tier, with higher scores indicating a greater
likelihood of acute deterioration and the need for escalation [1-3,11]. NEWS, developed
by the Royal College of Physicians and now widely used across Europe, builds on this
approach by including oxygen saturation (SpO,), the use of supplemental oxygen, and, in
some versions, urine output. By capturing respiratory compromise more precisely, NEWS
improves risk estimation in patients with pulmonary disease and in oncology popula-
tions after major surgery. Routine graphical charting of NEWS or MEWS enhances trend
recognition, standardises communication, and supports structured decision-making during
handovers and escalation [11,12]. When prespecified thresholds are reached, activation of a
Medical Emergency Team (MET) enables rapid expert assessment and targeted intervention,
often averting cardiac arrest and demonstrably reducing mortality and the subsequent
need for resuscitation. Accordingly, MEWS/NEWS and MET activation protocols are
integral to safe inpatient care and are key links in the chain of survival [1,2,12]. In line
with this approach, many hospitals are moving from traditional “code” teams to MET
models—multidisciplinary groups mobilised at the onset of deterioration rather than at
arrest—thus bridging the ward and the ICU, enabling timely intervention, preventing
arrests, and improving survival (Figure 1). Early action yields multiple benefits: fewer
resuscitations, better neurological and functional outcomes after successful resuscitation,
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and reduced operational burden on emergency services and ward staff. In short, the most
effective resuscitation is the one that is prevented. These principles are especially important
in oncology, where proactive surveillance and rapid escalation can prevent decompen-
sation in patients whose physiological reserve may be compromised by malignancy or
treatment [1,2,8,11,12].

Clinical Crisis in Patient with Cancer

Medical Assessment:
Prognosis, Reversibility,
Expected Neurological Outcome

¥

Patient Values and Preferences:
Advance Directive, Prior Discussions,
Family Input

¥

Ethical Principles:
Autonomy | Beneficence |
Non-maleficence | Justice

¥

Proportionality Analysis:
Benefit vs Burden of Intervention

¥

Team Consensus:
Multidisciplinary Deliberation
(Oncology, ICU, Palliative Care)

\

Decision:
Initiate / Continue Resuscitation
OR
Withhold / Withdraw and Transition to Palliative Care

Figure 1. Ethical decision schema.

However, the use of generic Early Warning Scores (EWS) in oncology populations
presents unique challenges that limit their discriminatory value. Oncology patients often
have altered baseline physiology due to malignancy, treatment-related immunosuppression,
and chemotherapy-induced cytopenias, which may render standard vital sign thresholds
less predictive [13]. In a retrospective analysis of 840 patients at an oncology hospital in
the North West of England, only respiratory rate and temperature showed statistically
significant predictive power for clinical deterioration. Blood pressure and pulse rate did
not have statistically significant predictive value. The study concluded that the Modified
Early Warning Score (MEWS) had poor value in predicting critical care admission and
30-day mortality [14]. In a systematic review of seven studies, only two included prospec-
tive validation of EWS in patients with cancer, while the other five were retrospective.
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Lower reliability was also attributed to small sample sizes, single-institution analyses, and
the retrospective nature of the studies [13]. A large retrospective cohort study involving
19,739 hospitalised cancer patients developed a deep learning-based Early Warning Score
specifically for oncology populations (Can-EWS). By incorporating absolute vital sign
values and changes between consecutive measurements, the model demonstrated signifi-
cantly improved predictive performance compared with traditional scores such as MEWS
(AUROC 0.946 vs. 0.589). Importantly, the model also reduced false alarm rates while
maintaining high sensitivity for predicting clinical deterioration, defined as in-hospital
cardiac arrest or unexpected ICU transfer [15].

5. Defining the Limits of Resuscitation in Cancer Care

The limits of resuscitation are defined by medical, ethical, and legal considerations.
Medically, these limits are reached when injuries are incompatible with life or when ir-
reversible multi-organ failure is present. In patients who are actively dying, attempted
resuscitation is generally considered futile and may increase suffering. The 2025 European
Resuscitation Council (ERC) Guidelines emphasise that decisions about initiating or with-
holding resuscitation should be based on careful clinical assessment, prognosis, and the
likelihood of achieving a meaningful recovery [4].

Ethically, the central question is whether an intervention provides net benefit while
respecting the patient’s dignity and previously expressed wishes. Attempting resuscitation
without a realistic prospect of recovery may expose patients to non-beneficial interventions
and additional suffering. Contemporary guidance therefore emphasises early and proactive
communication with patients and, when appropriate, with family members or surrogate
decision-makers. Shared decision-making and advance care planning are key elements of
responsible resuscitation practice, allowing clinicians to align medical interventions with
the patient’s care-based goals and values [16,17].

Legally, these limits are commonly implemented through instruments such as do-
not-resuscitate (DNR) orders and advance directives. A DNR order does not represent
abandonment of care but rather protects patients from interventions unlikely to restore a
meaningful health state. The ERC guidelines highlight the importance of clear documenta-
tion, transparency in decision-making, and institutional policies that support clinicians in
applying consistent and ethically justified limitations of treatment [16,18].

These determinations are particularly complex in oncology, where prognosis may
vary widely and therapeutic responses can sometimes be unpredictable. Decisions must
therefore be individualised, taking into account disease stage, performance status, treatment
intent, and the patient’s preferences. When resuscitation would be non-beneficial and
unlikely to improve survival or quality of life, clinicians should provide leadership in
redirecting care towards comfort-focused and palliative approaches.

6. Resuscitation at the End of Cancer Care: Ethical Dilemmas
and Decisions

Determining whether to initiate or discontinue resuscitation is among the most chal-
lenging decisions in clinical practice. Physicians often navigate complex tensions between
professional responsibility, ethical obligations, and compassion for patients and families.
Requests to “do everything” frequently reflect fear, hope, and emotional distress; how-
ever, such requests may conflict with clinical realities and the ethical obligation to avoid
non-beneficial interventions [16,17].

Ethical decision-making in resuscitation is commonly framed by four core principles
of biomedical ethics: autonomy, beneficence, non-maleficence, and justice. Respect for
autonomy requires consideration of the patient’s values, previously expressed preferences,
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and goals of care. Beneficence and non-maleficence guide clinicians towards interventions
that provide meaningful benefit while avoiding treatments that merely prolong suffering.
Justice relates to the responsible and equitable allocation of healthcare resources.

The 2025 ERC Guidelines emphasise that decisions regarding the initiation, continua-
tion, or termination of resuscitation should be embedded within a broader framework of
shared decision-making and advance care planning. Ethical evaluation is therefore not a
single moment but an ongoing process involving communication with the patient, family
members or surrogates, and the interdisciplinary healthcare team. In certain circumstances,
professional responsibility requires recognising when further resuscitative attempts are
unlikely to achieve meaningful recovery and when a transition towards comfort-focused
care is more consistent with the patient’s goals and dignity [4,16,17].

7. Palliative and Long-Term Care in Cancer Patients

Palliative care has historically developed within oncology and has become an essential
part of comprehensive cancer care. In Slovenia, palliative services have been established
for several decades, initially at the Institute of Oncology Ljubljana and later expanding to
other hospitals and regional healthcare institutions. Mobile palliative care teams operate in
several centres and provide multidisciplinary support to patients with advanced illness, a
substantial proportion of whom have cancer.

Palliative care does not signify abandonment of treatment but rather a shift in thera-
peutic goals from cure to optimising quality of life (10-12). Its core principles include relief
of pain and other distressing symptoms, attention to psychological, social, and spiritual
needs, and support for patients and their families throughout the course of serious illness.
The ERC 2025 Guidelines emphasise that early integration of palliative care is compatible
with high-quality resuscitation practice, particularly when the likelihood of meaningful
recovery after cardiac arrest is limited [19-21].

Long-term care complements palliative care by supporting individuals with chronic
and progressive conditions such as advanced cancer, heart failure, or severe frailty. When
effectively organised, these services enable care in home or community settings, reduce
avoidable hospital admissions, and improve continuity and safety of care.

In the context of resuscitation decision-making, palliative and long-term care provide
essential alternatives to disproportionate medical escalation. Early involvement of pallia-
tive care specialists facilitates timely discussions about goals of care, improves alignment
between treatments and patient preferences, and reduces the likelihood of non-beneficial in-
terventions at the end of life. By integrating curative, supportive, and palliative approaches,
clinicians can ensure that care remains consistent with prognosis, proportionality, and the
patient’s values [19-24].

8. Clinical Decision-Making, Goals of Care, and Code Status in Oncology

Forgoing treatment refers to the decision not to initiate or to discontinue medical
interventions that would only prolong suffering without providing meaningful benefit to
the patient. This approach is grounded in respect for the natural course of disease, the
patient’s wishes, and the preservation of human dignity [16,17,22].

Two operational modalities are commonly distinguished. Withholding refers to the
deliberate decision not to start a proposed intervention when it is considered futile or
disproportionately burdensome, such as not initiating mechanical ventilation or cardiopul-
monary resuscitation in a terminally ill patient. Withdrawing refers to the decision to
discontinue an intervention already in progress once it becomes clear that it no longer pro-
vides benefit, for example, stopping ventilatory support or artificial nutrition in end-stage
disease. Although the distinction may appear largely semantic, it carries ethical signifi-
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cance: withholding means that treatment is never initiated, whereas withdrawing involves
stopping treatment once it has become non-beneficial. In both cases, the intention is not to
cause death but to avoid prolonging suffering and to respect the patient’s dignity [16,25].

These practices must be clearly distinguished from euthanasia, which involves an
active intervention intended to cause death, typically through the administration of medi-
cation that leads to rapid and peaceful dying. In Slovenia, euthanasia is prohibited under
criminal law, whereas several countries, including the Netherlands, Belgium, and Canada,
permit it under strictly regulated legal conditions that generally require an explicit and
repeatedly confirmed patient request and the presence of unbearable and incurable suffer-
ing [22,23,25].

Similarly, physician-assisted suicide (PAS) differs from euthanasia in that the clinician
does not perform the life-ending act but provides the means that the patient uses indepen-
dently to end their life. PAS is legally permitted in some jurisdictions, such as Switzerland,
the US state of Oregon, and Canada, under strict regulatory frameworks requiring repeated
voluntary requests and confirmation of decision-making capacity [20,23,25]. In Slovenia
and most European countries, however, PAS remains prohibited.

In contrast, forgoing treatment does not cause death but allows the underlying disease
to follow its natural course. This approach is consistent with the ethical principle of non-
maleficence (primum non nocere) and with the patient’s right to decline interventions that
do not provide meaningful benefit [16,19,22].

Within contemporary palliative medicine, the primary goal is neither to hasten nor
to prolong death but to ensure a peaceful, painless, and dignified dying process. An
important intervention in this context is palliative sedation, defined as the proportional
use of medication to intentionally reduce consciousness in patients experiencing refractory
and unbearable suffering that cannot be relieved by other therapeutic measures [22-24].
It is reserved for the final phase of life and aims to relieve symptoms such as severe pain,
dyspnoea, anxiety, or intractable distress.

When appropriately applied, palliative sedation does not hasten death but alleviates
suffering and enables a dignified dying process. It differs fundamentally from euthanasia in
both intention and clinical practice: the goal is symptom relief, not the deliberate induction
of death [19,20,22]. Ethical and procedural requirements include a clearly documented indi-
cation of refractory symptoms, informed consent from the patient or authorised surrogate
decision-maker, and a multidisciplinary clinical decision based on proportionality, ongoing
reassessment, and respect for the patient’s values and goals of care [19,23,24].

In modern palliative care, palliative sedation is recognised as an ethically acceptable
and compassionate intervention when all other avenues of symptom control have been
exhausted, ensuring that patients do not experience avoidable suffering at the end of life.

9. Family, Psychosocial, and Spiritual Support in Oncologic Resuscitation

Confrontation with dying and death elicits powerful emotional responses in all
participants—patients, relatives, and healthcare professionals—ranging from fear and
helplessness to anger and guilt. The frequently voiced appeal from families to “do every-
thing” rarely reflects a considered judgement; more often, it expresses despair, uncertainty,
and anticipatory grief in the face of loss. The clinical task is to recognise and honour
these emotions without judgement, while maintaining therapeutic clarity and compas-
sion [19,21,26,27].

A cornerstone of high-quality care is empathic, structured communication: articulating
realistic options, exploring values and preferences, and guiding families from a curative
stance towards acceptance when appropriate [21,28]. Within this process, mental health
professionals and spiritual care providers are integral. Therapists help bring unspoken
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experiences—guilt, anger, confusion—to the surface and facilitate the transformation of
acute distress into a coherent grieving process. Chaplains and other spiritual companions
provide a symbolic and ritual framework—prayer, sacrament, or silent presence—that can
lend meaning when language fails [19,21]. Presence and reverent silence often achieve
more than extensive explanation.

Deliberate collaboration among physicians, therapists, and clergy creates a psycholog-
ically safe environment in which death is understood not as defeat but as part of human
wholeness. Such interdisciplinary support benefits not only patients and families but also
clinicians who routinely bear intense moral and emotional pressure [21,27,28].

Following every resuscitation—particularly when unsuccessful—a structured team de-
briefing should be conducted. Debriefing is intended for reflection, learning, and emotional
decompression rather than fault-finding; it enables expression of experience, articulation of
uncertainty, and consolidation of shared learning. Systematic debriefing preserves team
psychological safety, mitigates burnout risk, and supports continuous quality improve-
ment [21,26-28]. Routine incorporation of these practices signals a mature professional
culture in which excellence encompasses not only technical proficiency but also the emo-
tional and ethical capacity to bear the weight of life and death.

10. Criteria for Discontinuing Resuscitation in Patients with
Advanced Malignancy

Determining when to terminate resuscitative efforts is among the most challenging
judgements in clinical practice, particularly in oncology, where advanced malignancy,
treatment-related immunosuppression, and cumulative organ dysfunction narrow the
window for meaningful recovery. The clinician must balance evidence-based guidelines and
temporal thresholds with the patient’s oncological trajectory and goals of care, exercising
fiduciary responsibility amid the moral gravity of the bedside reality. Despite advances
in resuscitation science, not every attempt is meaningful in patients with disseminated
disease or refractory multi-organ failure, and perseverance is not invariably synonymous
with hope. In such contexts, when the likelihood of neurologically intact survival is remote
and further intervention would merely prolong the dying process, discontinuation is
both ethically sound and professionally justified, provided decisions are aligned with
documented preferences (e.g., advance directives or DNR), proportional to prognosis, and
consistent with consensus best practice [1,2,16,22].

Oncology-Specific Factors in Resuscitation Decision-Making

In patients with cancer, decisions about resuscitation should incorporate disease-
specific and patient-specific factors that influence the likelihood of meaningful recovery, in-
cluding oncological prognosis, performance status, treatment trajectory, extent of metastatic
disease, organ reserve, comorbidities, and the acute reversibility of the precipitating event.
Oncological prognosis considers whether the disease is potentially curable, controlled, or
represents progressive metastatic malignancy. Performance status is an important deter-
minant, as poor baseline function (e.g., ECOG > 3) is associated with significantly worse
outcomes after cardiac arrest. Treatment trajectory reflects whether the patient is receiving
active curative or disease-modifying therapy, or care with purely palliative intent. The
extent of metastatic disease, particularly when multiple organs or the central nervous
system are involved, may limit the likelihood of neurological recovery. Organ reserve and
comorbidities, especially cardiopulmonary, renal, and hepatic function, further influence
the potential for recovery. The acute reversibility of the precipitating event is also critical,
as conditions such as sepsis during chemotherapy-induced neutropenia may be reversible,
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whereas progressive multi-organ failure due to advanced malignancy is less likely to benefit
from resuscitative efforts.

Considering these parameters helps clinicians apply general resuscitation principles
to oncology-specific clinical judgement.

11. Evidence-Based Criteria for Discontinuing Resuscitation

According to the European Resuscitation Council (ERC) and the American Heart
Association (AHA), termination of resuscitative efforts is appropriate when clearly defined
conditions are met [1-3,11,12,17]. The updated ERC 2025 guidelines further clarify the
ethical and clinical framework for such decisions, emphasising the importance of propor-
tionality, patient preferences, and interdisciplinary consensus. In practice, this applies when
persistent cardiac arrest shows no response to correctly executed advanced life support after
approximately 20-30 min—despite high-quality chest compressions, defibrillation when
indicated, timely administration of medications, and definitive airway management—and
when reversible causes have been reasonably assessed and excluded. These reversible
causes comprise the “4 Hs and 4 Ts”: hypoxia, hypovolaemia, hypo-/hyperkalaemia (and
other profound metabolic derangements), hypothermia; and cardiac tamponade, tension
pneumothorax, thromboembolism (e.g., massive pulmonary embolism), and toxicity. Dis-
continuation is also indicated in the presence of injuries incompatible with life (such as
catastrophic disruption of cardiac or cerebral structures, decapitation, or other massive trau-
matic lesions), or when biological death is confirmed by rigor mortis, post-mortem lividity,
or tissue decomposition. A valid treatment-limitation document—most commonly a Do
Not Resuscitate (DNR) order or advance directive—likewise mandates that resuscitation
not be initiated or be stopped once recognised. Even in the absence of formal documen-
tation, efforts should cease when, in the clinician’s ethical and professional judgement,
continuation is not in the patient’s best interest—namely when the expected outcome is
prolonged suffering, a vegetative state, or complete device dependence without a realistic
prospect of meaningful recovery [16,19,20,22].

When the treating team determines that further efforts are futile, the process should
proceed calmly, professionally, and transparently. The team should first recheck all poten-
tially reversible causes (4 Hs and 4 Ts) and reassess for any clinical signs of life, electrocar-
diographic activity consistent with perfusing rhythms, and end-tidal CO, where available.
If, after at least 20-30 min, there are still no signs of circulation, the leader should clearly
state the decision—"Stop resuscitation”—so that all team members understand. Compres-
sions are halted, the rhythm is verified, and asystole (or a non-perfusing rhythm without
reversibility) is confirmed. The time of death is recorded. The physician then communicates
with relatives, explains the clinical course, affirms that all medically indicated measures
were undertaken, and creates space for silence, spiritual support, or prayer if desired.

Documentation must be precise and complete, including start and end times of resus-
citation, interventions performed and the patient’s responses, the rationale for termination,
team members present, and a summary of discussions with relatives. Importantly, stopping
resuscitation is not abandonment of care; it marks a transition from a curative to a palliative
approach, in which the clinician acknowledges the biological limits of life. As ERC guidance
underscores, “Discontinuing resuscitation efforts is a clinical and ethical decision, not a
failure” [1] (Figure 2).
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Figure 2. Resuscitation decision flowchart.

12. Indications for ICU Admission in Oncology

Admission to the intensive care unit (ICU) is among the most demanding decisions in
clinical medicine [18,19,22,28]. ICU care involves advanced, often invasive organ-support
modalities—mechanical ventilation, vasopressors, renal replacement therapy, invasive
haemodynamic monitoring—delivered by a continuously present multidisciplinary team.
Such decisions must be based on clear medical indications, a realistic prognosis, and
explicit respect for the patient’s values and preferences. The objective of intensive care is
not merely to prolong biological existence but to restore recoverable physiology where this
remains attainable.

Common indications for ICU admission in this context include acute respiratory
failure—such as ARDS, severe pneumonia, or critical upper-airway obstruction—circulatory
collapse from shock, malignant arrhythmias, or decompensated heart failure, abrupt impair-
ment of consciousness or coma requiring airway protection and continuous neurological
monitoring, acute kidney injury progressing towards multi-organ failure, and systemic
crises such as severe sepsis, exsanguinating haemorrhage, polytrauma, or marked post-
operative instability. Appropriateness, however, should result from a holistic appraisal of
the patient rather than any single laboratory value or physiological parameter, explicitly
balancing the probability of meaningful recovery against the risk of merely prolonging
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suffering [17,18]. In advanced or terminal illness, ICU admission frequently confers no net
benefit; at such points it becomes essential to distinguish interventions that plausibly save
life from those that only extend the dying process. Clinicians should consider whether a re-
turn to an acceptable quality of life is likely, whether proposed interventions align with the
patient’s stated wishes, and whether the intensity of treatment would be disproportionate
to the underlying prognosis. Where these criteria are not met, redirection of care towards
palliation is both professionally and ethically appropriate [19,22].

Within oncology, the boundary between beneficial intensive care and futile persistence
is especially delicate. Advanced malignancy commonly involves multi-organ dysfunction,
treatment-related immunosuppression, and diminished regenerative capacity; accordingly,
the prospects for recovery after prolonged mechanical ventilation or septic shock are often
poor [17,19,28,29]. Nevertheless, a cancer diagnosis is not, in itself, a contraindication to
ICU care. Decisions should integrate the biological nature of the malignancy (potentially
curable versus terminal), the current treatment phase, overall performance status and organ
reserve, and—critically—the informed preferences of the patient and family.

The most favourable outcomes occur when complications are reversible and the un-
derlying disease remains controllable (e.g., febrile neutropenia following chemotherapy).
By contrast, in terminal, disseminated disease, escalated organ support is frequently inef-
fective and ethically questionable. Notably, in terminally ill oncology patients, resuscitation
success is exceedingly low: after in-hospital cardiac arrest, fewer than 5% of patients
with metastatic disease survive, and most survivors sustain serious neurological seque-
lae [3,29]. Accordingly, ERC (2025) guidance urges advance consideration of resuscitation
in such cases and—when the likelihood of recovery is negligible—adoption of a withhold
strategy [1,4,22,23].

A cornerstone of ethical practice is a proactive goals-of-care discussion with the pa-
tient and family. When the patient retains decision-making capacity, preferences regarding
resuscitation should be documented (advance directive). This does not withhold care; it
safeguards dignity and the right to a natural death. In situations of uncertainty, decisions
should be reached collaboratively—oncologist, anaesthesiologist, internist, palliative-care
physician, and, where possible, the patient or family [16,18,22]. Such team-based delib-
eration favours ethically balanced choices grounded in consensus rather than reactive
judgements under duress.

The Belgian/French Societies’ consensus conference underscores that resuscitation in
critically ill cancer patients should be guided by individualised assessment of prognosis,
reversibility, and patient wishes, with a strong emphasis on multidisciplinary collaboration
and early goals-of-care discussions [30].

Admission of an oncology patient to the ICU is never automatic; it requires thoughtful,
team-based, ethically grounded judgement. The patient’s benefit must remain central—not
merely the technical feasibility of organ support. A clinician who discerns the line between
treatment and the prolongation of dying does not extinguish hope; rather, they redirect it
towards reality, dignity, and compassion.

13. Ethical and Pragmatic Approaches to High-Stakes Clinical Care

Clinical teams working at the intersection of resuscitation and oncology routinely
face situations of profound moral, emotional, and cognitive intensity. High-stakes events—
whether urgent resuscitation or the progression of a patient’s terminal illness—provoke
surges of responsibility, ethical reflection, and stress, demanding rapid, consequential
decision-making. Attitudes and behaviours of personnel in these contexts are pivotal:
the ability to act decisively while remaining ethically grounded, emotionally present, and
collegially supportive determines both patient outcomes and team resilience [19,24,31].
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13.1. Structured Debriefing and Reflective Practice

Immediate (“hot”) and delayed (“cold”) debriefings after critical events provide essen-
tial opportunities for reflection, learning, and emotional processing. Effective debriefings
foster a psychologically safe environment in which all team members can speak candidly,
hierarchies are temporarily set aside, and mistakes are explored constructively rather than
punitively. By articulating emotional responses, reconstructing key decisions, and identi-
fying actionable lessons, teams mitigate feelings of guilt, reduce the risk of burnout, and
strengthen trust and cohesion. Embedding debriefing into routine practice exemplifies an
ethical commitment to both professional development and humanistic care [24,27,31].

13.2. Confronting Mortality with Ethical Clarity

Clinicians in oncology and critical care frequently encounter death and dying, ex-
periences that test moral, emotional, and spiritual capacities. Ethical practice in these
contexts requires acknowledging death not as defeat, but as a meaningful event within
a patient-centred care trajectory. Decision-making must balance therapeutic intervention
with respect for patient autonomy, dignity, and culturally informed values. Structured
support—supervision, peer discussion, reflective rounds, and access to psychological or
spiritual resources—enables clinicians to navigate these challenges without emotional
numbing or moral compromise. Acceptance, communicated clearly and empathetically,
often constitutes the most therapeutically valuable response [1,16,22,24].

13.3. Burnout, Moral Distress, and Organisational Responsibility

Persistent exposure to life-and-death scenarios can lead to emotional exhaustion, de-
personalisation, and diminished professional efficacy. Burnout is compounded by high
perceived responsibility, staffing pressures, communication breakdowns, and insufficient in-
stitutional support. Prevention and mitigation require multilevel strategies. Organisational
strategies include systematic debriefings, protected time for reflection, and psychologically
safe communication structures. Team-based approaches involve clearly defined roles, peer-
support mechanisms, and reflective rounds to address moral residue. Individual strategies
focus on maintaining boundaries between work and personal life, engagement in reflective
practice, and attention to physical, emotional, and spiritual well-being.

By combining structured processes, ethical awareness, and a supportive culture, clini-
cal teams can navigate high-stakes scenarios in a manner that promotes sound decision-
making, preserves humanistic values, and sustains professional resilience [1,16,22,24,32-34].

14. Conclusions

Resuscitation in oncology patients must balance medical possibilities with ethical,
legal, and human limitations. Optimal care combines technical skill with careful prognostic
judgement, goal-concordant planning, and recognition of when interventions no longer
offer meaningful recovery. Decisions should be multidisciplinary, patient-centred, and
transparently communicated with families, with timely transition to palliative care when
appropriate to preserve dignity and minimise suffering.

Supporting clinicians is equally essential. Routine debriefings, peer and psycholog-
ical support, and organisational structures that protect time, team cohesion, and moral
clarity help to mitigate burnout and moral distress, sustaining the capacity for ethical
decision-making.

Future directions include developing standardised frameworks for prognostic assess-
ment and decision-making in oncology resuscitation, evaluating structured debriefing and
reflective practice for team resilience and patient outcomes, and enhancing multidisci-
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plinary collaboration, patient-family communication, and institutional policies that balance
life-sustaining interventions with quality of life.

Ultimately, the most humane care aligns interventions with outcomes that patients
value, accompanying them with competence, compassion, and ethical clarity through life’s
final stages.
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