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Factors Influencing Implementation of Family Witnessed Resuscitation
Practice among Nurses Working in Medical-Surgical Units of Siaya County

Referral Hospital, Kenya.

Abstract

Background: The family witnessed resuscitation is offering family:'members an option to be
present while a loved one is being resuscitated to sustain life. Despite the recommendation by
various professional bodies, it is not widely practiced among medical-surgical nurses. This study
aimed to describe the influence of nursing-related factors on this practice, and identify its

perceived benefits and risks.among nurses.

Methods: This was a cross-sectional analytical survey. Quantitative and qualitative approaches
to data collection were used A stratified random sampling design was used to obtain study
participants. A sample of 75 registered nurses was generated using the Yamane formula. Data
was collected using ‘'the Family Presence risk and benefit assessment scale designed and

validated by Twibell et al.

Results: There was a significant association between the implementation of FWR practice and
the following independent factors: specialized training in resuscitation ( X 2 =4.125, df =1, p

=.042), training on FWR (X 2 =6.728, df =1, p =.009). Perceived benefits were; recognition of
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the efforts of healthcare professionals (81.7%), acceptance that everything possible was done
(83.1%), and better process of grieving (71.8%). Perceived risks identified were; family panic
(78.9%), family suffering long-term emotional effects (57.7%), and trauma to the family

(63.4%).

Conclusion: Overall, training in FWR and advanced specialized training in resuscitation

increase the implementation of FWR by 4.4 and 3.3 respectively.

Keywords: Family Witnessed Resuscitation, Nursing, Medical-Surgical, Resuscitation

1. Introduction

Family witnessed resuscitation (FWR) is a practice of offering family members a choice to be in
attendance in a position that gives them visual and physical access to their member being
resuscitated (Tomlinson et al., 2010). The FWR, family presence during resuscitation and
witnessed resuscitation are terms used synonymously (Porter et al., 2014). According to
American Heart Association (AHA) guidelines (2020), approximately 209,000 cardiac arrests
occurs in hospital-while over 350,000 takes place out of hospital yearly in the United States.
Despite advancements in knowledge of resuscitation, the rates of the survival of the victims are
25% and 10% for in-hospital resuscitation and out-of-hospital resuscitation respectively (Go et
al., 2013). Therefore, offering families an option to stay with their loved ones could be the final
chance for the members of the family to see their loved ones alive. Approximately 1.2% of
hospital admissions in the US are adults who suffered in-hospital cardiac arrest (AHA 2020). In-
hospital resuscitation, only 9-11% of all resuscitation events occur within the emergency
department (Donoghue et al., 2015). This demonstrates that most cardiopulmonary resuscitations
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are done in various units within the hospital setting including the medical-surgical unit. Kenyan
government adopted AHA guidelines for cardiopulmonary resuscitation in training nurses on
basic life support (BLS) and advanced cardiac life support (ACLS). Despite this, FWR practice
is not optimally practiced by medical-surgical nurses. Despite available evidence in support of
the practice of family witnessed resuscitation, it is not routinely implemented by medical-
surgical nurses in Kenya. When FWR practice is adopted as a routine practice, it improves
patient safety, and satisfaction and offers patients comfort (Leske et al., 2013). The practice
offers the family a chance to say “goodbye” to their member during. their last moments
(Hassankhani et al., 2017), it reduces adverse psychological outcomes:for the patients and the
family (Erogul et al., 2020). The family presence enables them to appreciate that the healthcare
team is doing everything possible to save their kin's life, promotes the grieving process, and
provides an environment that is professional and upholds the patient's dignity (Chapman et al.,
2012; Jabre et al., 2013; Tudor et al., 2014). The practice promotes a strong bond between the
family and resuscitation team, family satisfaction with the care offered to their loved one, and
upholds patients' dignity (Chapman et al., 2014; Goldberger et al., 2015; O’Connell et al., 2017,
Twibell et al., 2015). Cardiac arrest survivors have reported that patients felt supported and
comforted by the presence of relatives during resuscitation (Twibell et al., 2015), just like family
members, they preferred the presence of family during resuscitation (Paplanus et al., 2012).
Resuscitation need to be consistent with the patient’s wishes (Powers et al., 2021), in compliance
with hospital policies such as need for social distancing due to surge of COVID 19 infections.
Eighty percent (80%) of the relative who had their kin in unsuccessful resuscitation wished they
could have been present should they have been offered an option (De Stefano et al., 2016).
Despite the available evidence, medical-surgical nurses are reluctant to fully embrace the

Page 3 of 23



practice. Therefore, the nurses’ perceptions regarding the risks, the benefits and the perceived

self-confidence need to be understood and how this impacts family presence during resuscitation.

2. Methods

2.1 Study design and Setting

This study was a cross-sectional analytical survey. Quantitative and qualitative approaches to
data collection were used. This study aimed to describe nursing-related factors. influencing the
implementation of FWR practice, identify its perceived benefits, and establish the perceived risks
of this practice among nurses in medical and surgical units. This:study was conducted in Siaya
Siaya County Referral Hospital (SCRH) which is situated:in Siaya county, Kenya. This is a level
five hospital serving approximately 842, 304 people annually in both inpatient and outpatient.
The hospital offers nursing services in accident & emergency, general surgery, internal medicine,
pediatrics, obstetrics & gynecology, Ear, ‘nose and throat, dental unit, ophthalmology,
orthopedics, High Dependency. Unit (HDU)/ Intensive care unit, oncology, nephrology,
radiology, and mental healtheare services. It has 92 nurses with different qualifications working
in various departments within the. hospital. Ethical clearance to conduct this research was
obtained from Mount. Kenya University (MKU) Institutional Ethics and Review Committee
(ERC), reference no. MKU/ERC/2007 and National Commission for Science, Technology &
Innovation (NACOSTI), and license number NACOSTI/P/21/14768. Permissions were also
obtained from participating hospital and appropriate offices within Siaya County. Participation in
the study was voluntary and participants signed informed consent. The participant's information
was highly confidential.

2.2 Study population
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All registered nurses who were providing nursing services in medical-surgical units were
included in the study, the researcher excluded student nurses and nurses on leave during the
period of the study.

2.3 Sample size determination and sampling Method

A sample size of 75 respondents was obtained using the Yamane formula. A stratified sampling
method was used to obtain the study population proportionately from each stratum of medical-
surgical units. Simple random sampling was then used to select the respondents from the stratum.
2.4 Data collection methods and instruments

Quantitative data were collected using an anonymous, self-administered questionnaire. The
researcher adopted the validated version of Twibell’s Family presence risk and benefit scale
(FPR & B scale) (Twibell et al., 2008). The ‘permission to use the original questionnaire was
granted through written permission by the original authors upon request. The questionnaire had
three sections; A, B and C. Section A collected data on socio-demographic characteristics.
Section B collected data on nursing-related factors (eg years of nursing experience in the current
role, advanced training in. resuscitation, training on FWR practice, and membership in
professional organization). Section C collected data on nurses' perceived benefits of FWR
practice (eg better grieving, acceptance of relative's death, reduce post traumatic stress disorder
(PTSD) etc)andrisks of FWR practice (eg family disruption, trauma to the family, lawsuits, etc).
Questions were on 5 points Likert scale, respondents had options that ranged from 1 (strongly
disagree) to 5 (strongly agree). An average score was calculated to determine the overall nurses'
perception of family witnessed resuscitation, a higher score on risks and benefits shows that
nurses perceive more benefits than risks of FWR practice. Qualitative data were collected using
key informant interviews (KII). KIlI guide was used to collect in-depth opinions of the
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resuscitation team leaders from medical-surgical units. The FPR & B scale was pretested in 10%
of the sample (9 participants) from Busia County Referral Hospital. The coefficient alpha was
0.7

2.5 Statistical analysis

Data were analyzed using SPSS version 26 and NVIVO version 11. Categorical data were
analyzed descriptively using frequency tables, bar graphs, and pie charts. Continuous. variables
were described using measures of central tendencies and dispersion. A t-test for independence
was used for the comparison of means between groups. X2 .test was used to check for an
association between independent and dependent variables. Multivariate-analysis was performed
for variables that proved to have a significant relationship with the dependent variable. Binary
logistic regression was run to develop a prediction model for implementing the Family
Witnessed Resuscitation practice. The significance level of p-value < 0.05 was set. Qualitative
data was transcribed and generated themes were interpreted and then triangulated to increase the
credibility and validity of the findings(De Stefano et al., 2016; Noble & Heale, 2019; Twibell et
al., 2008). To enhance understanding, themes were validated by the inclusion of supporting

quotes.

3. Results

3.1 Sociodemographic characteristics

Seventy-five (75) registered nurses were sampled to participate in the study, seventy-one (71) of
the respondents filled and returned the questionnaires, and the response rate was 94.7%. Most of
the respondents were female (80.3%), aged between 25 -39 years (64.8%), and were married

(71.8%). The median age was 30 years. The median age for their years of experience was 4years.
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More than three-quarters of them (80.3%) had attained a diploma education. The respondents
were working in the following units: Pediatrics ward (21.1%), Medical ward (19.7%), Intensive
care (18.3%), Accident & emergency (16.9%), Out-patient department (12.7%), Surgical Ward

(7.0%).

Table 1: Sociodemographic characteristics of the respondents

Variable Category Frequency Valid Percentage %
Gender Male 14 19.7
Female 57 80.3
Age 18-24 8 11.3
25-39 46 64.8
40-55 16 22.5
> 56 1 1.4
Marital status Single 18 25.4
Married 51 71.8
Divorced 1 1.4
Widowed 1 1.4
Level of education Certificate 0 0.0
Diploma 57 80.3
Bachelors 13 18.3
Masters and above 1 1.4
Work unit Intensive care/ HDU 13 18.3
Pediatrics ward 18 25.3
Surgical.ward 5 7.0
Medical ward 14 19.7
Accident & emergency 12 16.9
Out-patient department 9 12.7

3.2 Implementation of family witnessed resuscitation per department

Overall, out of 71 respondents 35 reported that they had implemented the practice. The practice
was highly implemented in the Pediatric Ward (34.3%) and least implemented in the surgical
wards and out-patient department (5.7%) and surgical wards (5.7%).
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Figure 1. Implementation of family witnessed resuscitation per department

3.3 Nursing-related factors influencing implementation of FWR practice in Siaya county

referral hospital, Kenya

The first study objective was to. describe nursing-related factors that influence the
implementation of FWR practice. The majority of the nurses (60.6%) had an experience of less
than five years of nursing working.in their current role. The rest had 6 -10 years (16.9%), 11-20
years (18.3%), and more than 21 years (4.2%) working on their current roles. More than half of
them (53.5%) had specialized training in resuscitation, while the rest (46.5%) had only
completed basic nursing training. In K1l a respondent noted explained that:

...having specialized training in resuscitation improves self-confidence in performing
resuscitation in family presence. It would improve the quality of services for instance training
nurses on BLS and ACLS, although those trainings are very expensive (KIl #2)...BLS and ACLS
training is very expensive, the county should do something about it (KII #1). The majority

(66.2%) of the respondents had not received training on how to support a family member who
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opts to witness the resuscitation of their loved one. In KlI a respondent noted that:
...Such training would improve the quality of resuscitation although they are not locally
available (KII #2). Some of us just do our things in the name of resuscitation, they should be

trained on the right resuscitation procedures. (KII 1).

Nearly half of the participants (47.9%) affirmed being affiliated with professional organizations
such as the National Nurses Association of Kenya (NNAK), and Kenya Progressive Nurses
Association (KPNA). The rest (52.1%) had no professional affiliation with any organization.
Most of the nurses (78.9%) had participated in more than ten.resuscitations in their entire
careers. About 11.3% have participated in 1 to 3 resuscitations while 9.9% have participated in 4

to 6 resuscitation in their entire nursing career.

R |

= YES = NO

Figure 2<Training on how: to support a family member who opts to witness the resuscitation

When nursing-related factors were run on the chi-square test of independence, it revealed a
significant association between implementation of FWR practice and the following independent
factors: specialized training in resuscitation (X? =4.125, df =1, p =.042), training in Family
Witnessed Resuscitation (X?=6.728, df =1, p =.009). Implementation of FWR Practice proved to
be independent of years of nursing experience (X? =2.401, df =3, p =.540), affiliation to

professional organizations (X* =1.132, df =1, p =.287), and the number of times respondents
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participated in the resuscitation process (X? =4.544, df =2, p =.103). The adjusted odds ratio
indicates that nurses who had specialized training in resuscitation apart from basic nursing were
3.3 times more likely to implement FWR practice than those with no other training. Those
trained on FWR were 4.4 times more likely to implement than those with no training on the

same. It is worth noting that specialized training and FWR training were not correlated.

Table 2: Cross-tabulation and chi-square showing association between nursing-related

factors and implementation of FWR practice

Variable Category Implementation of FWR p-value
Yes No
Years of nursing <5 21 (48.8%) 22 (51.2%) X? =2.401
experience in the 6-10 8(66.7%) 4(33.3%) df =3
current role 11-20 5(38.5%) 8(61.5%) p* =.540
>21 1(33.3%) 2(66.7%)

Specialized Yes 23 (60.5%) 15(39.5%) X? =4.125
training apart from df=1
basic nursing No 12(36.4%) 21(63.6%) p =. 042
(BLS, ACLYS)
Training on Family Yes 17(70.8%) 7(29.2%) X*=6.728
Witnessed No 18(38.3%) 29(61.7%) df=1
Resuscitation p =.009
Affiliation to a Yes 19(55.9%) 15(44.1%) X*=1.132
professional No 16(43.2%) 21(56.8%) df=1
organization p =.287
(NNAK, KPNA)
Number.of times ~ 1-3 3(37.5%) 5(62.5%) X* =4.544
participated in 4-6 1(14.3%) 6(85.7%) df =2
resuscitation in 7-9 p* =.103
entire career >=10 31(55.4%) 25(44.6%)
Perceived Risks Strongly 0(0.0%) 2(100.0%) X?=3.171
and Benefits (FPR  Disagree & df =2
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& B Scale) Disagree p*=.205
(Perception of

more risk &

fewer benefits)

Neutral 20(57.1%) 15(42.9%)
Agree & 15(44.1%) 19(55.9%)

Strongly Agree
(Perception of
more benefits &
fewer risks)
*Denotes Fishers Exact Test

3.4 Perceived benefits of FWR practice

The second objective of the study was to identify the perceived benefits of FWR practice among
nurses in medical-surgical units. To achieve this, respondents were asked to respond to Likert
scale questions on perceived risks and benefits of the Practice. The majority of the nurses
(83.1%) believed that family members ought to be offered a choice of being present during the
resuscitation of their loved ones. Nearly three-quarters (70.4%) thought that by performing the
resuscitation in the family's presence, the resuscitation team would establish a close association
with family members who witnessed the resuscitation process. Most of the respondents (81.7%)
felt that family members that observe the process of resuscitation would recognize the efforts of
healthcare professionals. At the same time, (73.2%) of the participants in this study believed that
the family presence would enable them to accept the death of their kin. The majority (83.1%) of
the respondents believed that the family would accept that everything possible was done to save

the life of their loved ones. In KII a respondent explained that:

...in our hospital the rooms are so small that cannot accommodate so many people, but the

mother is always present to see whatever you are doing (KI111).
Page 11 of 23



Most of the respondents 71.8% believed that families will have a better process of grieving when
they witness the resuscitation of their kin. Less than half (49.3%) of the nurses interviewed
thought that the family presence would reduce post-traumatic stress disorder. This was affirmed

during the KII interview when one of the respondents noted that:

...If you have been with the caregiver throughout the journey, it would be a little easier to

communicate death (Kl114).

Most of the respondents (81.7%) affirmed that family presence during resuscitation should
constitute patient and family-centered care. Slightly more than half (52.1%) agreed that family
members of the patients from the unit they work on prefer being present during the process of
resuscitation. Most of the respondents (73.2%),-agreed that family presence during resuscitation
would raise ratings of patient satisfaction with nursing care family satisfaction with nursing care

(77.5%), and nurse satisfaction in offering optimum patient and family-centered care.

Overall, 47.9% of the respondents had a perception of more benefits and fewer risks of FWR

practice.

Table 3: Frequency table showing participants’ responses on the FPR & B scale.

Participants' responses on FPR & B scale

Independent Variable Respondent Response Frequency | Percentage
(n) (%)

Family.members ought to be Strongly Disagree / Disagree 4 5.6
offered a choice to be present Neutral 8 11.3
during the resuscitation of their Agree / Strongly Agree 59 83.1
loved one
The resuscitation team would Strongly Disagree / Disagree 9 12.7
establish a close association with Neutral 12 16.9
the Family who chooses to witness Agree / Strongly Agree 50 70.4
the resuscitation process than those
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who do not

Family members who witness the Strongly Disagree / Disagree 5 7.0
resuscitation process would Neutral 8 11.3
recognize the efforts of healthcare Agree / Strongly Agree 58 81.7
professionals

Family members who are present Strongly Disagree / Disagree 2 2.8
during resuscitation would accept Neutral 17 23.9
the death of their relative Agree / Strongly Agree 52 73.2
Family members who observe futile | Strongly Disagree / Disagree 9 12.7
resuscitation attempt would have a | Neutral 11 15.5
better process of grieving Agree / Strongly Agree 51 71.8
The presence of the family Strongly Disagree / Disagree 15 21.1
members during resuscitation Neutral 21 20.6
reduces post-traumatic stress Agree / Strongly Agree e 49.3
disorder

Family members who witness the Strongly Disagree / Disagree 2 2.8
resuscitation of their member Neutral 10 14.1
accept that everything possible was Agree / Strong ly Agree 59 83.1
done to save the life of their loved

ones

Family members of the patients Strongly Disagree / Disagree 8 11.3
from the unit I work with prefer Neutral 26 36.6
being present during resuscitation.  ["Agree / Strongly Agree 37 52.1
The presence of Family when a Strongly Disagree / Disagree 18 25.4
loved one is undergoing Neutral 23 32.4
resuscitation is beneficial to Agree / Strongly Agree 30 42.3
patients

Family presence during Strongly Disagree / Disagree 4 5.6
resuscitation should constitute Neutral 9 12.7
patient and. family-centered care Agree / Strongly Agree 58 81.7
Family:presence during Strongly Disagree / Disagree | 6 8.5
resuscitation'would raise ratings of | Neutral 13 18.3
patient satisfaction with nursing Agree / Strongly Agree 52 73.2
care

Family presence during Strongly Disagree / Disagree 2 2.8
resuscitation would raise ratings of | Neutral 14 19.7
family satisfaction with nursing Agree / Strongly Agree 55 77.5

care
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Family presence during Strongly Disagree / Disagree | 4 5.6

resuscitation would raise ratings of | Neutral 12 16.9

nurse satisfaction in offering Agree / Strongly Agree 55 77.5
optimum patient and family-
centered care.

3.5 Perceived risks of FWR practice.

The third objective was to establish perceived risks of FWR practice among nurses.in medical
and surgical units. To achieve this, Likert scale questions on perceived risks and benefits of
FWR practice were used to rate participants’ opinions. Most of the respondents (78.9%) believed
that family members would panic when they were given an option to witness. the resuscitation of
their family member. At the same time, more than half (57.7%) of the respondents affirmed that
the family would suffer long-term emotional effects when they.observe the resuscitation process.
About sixty-three percent of the respondents (63.4%) agreed that the process of resuscitation
could be traumatic to the family. About half of them (50.7%) reported that the unit where they
work usually lacks a designated person to support the family whose members opt to witness their

kin's resuscitation. In the KH-interview, a respondent noted:

...We don't have that extra person to.explain the resuscitation to the family, they are not medics
and do not understand medical procedures (KI14). With this shortage of nurses, where will you
get that extra person to care for the family? Imagine you are one nurse on duty, the priority is

the:patient (KH4).

Some sections (43.7%) thought that family members present would scrutinize the resuscitation
process, while 38.0% believed that they would disrupt the resuscitation process. A respondent

explained that:
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...Some relatives would even want to instruct you on what to do. Some relatives will not
understand whatever you are doing, some would be crying, others praying or singing in loud

voices (KI11).

A section of the respondents (31.0%) had an opinion that the practice would make the
resuscitation team uncomfortable and not function optimally. At the same time;.about a quarter
(26.8%) of the respondents thought that the family present during resuscitation could file
lawsuits against healthcare professionals. Overall, 2.8% of the respondents had a perception of
more risks and fewer benefits of FWR practice.

4. Discussion

FWR practice was introduced over two decades ago. Nonetheless, the concept appeared new
among many participants in this study. This study has demonstrated that nurses participate in
most resuscitation procedures and medical-surgical nurses have the perfect opportunity to
implement FWR practice. The nurses with specialized training in resuscitation apart from basic
nursing were 3.3 times more-likely to implement family witnessed resuscitation practice than
those with no other training. This finding is consistent with the study conducted in Kentucky
which revealed that nurses with specialized training voluntarily gave the family a chance to
observe the resuscitation of their kin (Tudor et al., 2014). Similarly, in South Africa, a study
showed that for successful implementation of FWR practice, there is a need for advanced
specialized training by healthcare workers (Gordon et al., 2011). Certification and training
ensures competency (Giron et al., 2021) and adherence to evidence based guidelines (De
Robertis et al., 2017). This study has revealed that nurses with FWR practice were 4.4 times
more likely to implement the practice than their counterparts with no such training. According to

Edoardo et al there is a need for the training of nurses on FWR for the practice to be accepted.
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The majority of the medical-surgical nurses interviewed had below five years of experience in
nursing working in their current role. This could be the reason for the low implementation of the
practice. In Kentucky research showed that nurses that had 11 to 20 years of nursing experience
in resuscitation performed resuscitation in the presence of the family. FWR practice was found to
be independent of professional affiliation, this finding is contrary to that of a study done in
Kentucky which affirmed that nurses registered by professional bodies were.more willing to let
the family in the room in which their kin was undergoing resuscitation (Tudor et al., 2014). This
could be attributed to the fact that the majority of the respondents in this study were not affiliated
with professional organizations. Participation in professional nursing organization activities
offers more exposure to evidence-based practices, during .scientific.conferences best practices are
shared on how to effectively support the family that opts to.observe the resuscitation of their
member. The majority of the respondents believed that offering the family a chance to observe a
loved one's resuscitation would make them accept the demise of their member. This is similar to
the results of a study in the Kingdom.of Saudi Arabia which showed that witnessed resuscitation
facilitates grieving, and promotes the healing process and closure (De Beer & Moleki, 2012). In
certain instances,-the family presence facilitated closure in case of a futile resuscitation attempt
(Porter et al., 2014; Tudor et al., 2014). Most of the respondents asserted that the family presence
would ‘make:them have a better process of grieving. This is similar to the findings documented
by Mclean (Mclean et al., 2016) and Porter (Porter et al., 2017) which established that giving the
family a chance to be in attendance during a loved one’s resuscitation significantly helped the
family in their process of grieving thereafter, brings reality to the situation and reducing
prolonged denial period. The majority of the respondents reported that when the family is
allowed to see that all that was possible was done in an attempt to save their loved ones. The
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consistent findings were found in a study in the United State where it was demonstrated that the
presence of patient family reassures them that the healthcare teams have done everything
possible was done (Tudor et al., 2014). Less than half of the nurses interviewed believed that
family members observing a kin’s resuscitation reduces post-traumatic stress disorder. Similar
findings were found in a study in France among family members where a research study showed
a reduction in the occurrence of PTSD symptoms (Jabre et al., 2013). This is because. it reduces
the level of anxiety since they believed that they were present when they were most needed.
Nearly half of the participants felt that the family would sufferdong-term emotional effects when
they witness the resuscitation process. Nearly sixty-three percent (63:4%) of the respondents
reported that witnessed resuscitation could be traumatic to.the family. Similar findings were
reported by De Beer (De Beer & Moleki, 2012) which showed that witnessed resuscitation could
traumatize the family. Physical and emotional concerns among families have been raised
following their presence during resuscitation. Contrarily, a study by Jabre et al showed a
significantly higher incidence of symptoms related to PTSD among family members who never
had an opportunity to witness the resuscitation of their loved one (Jabre et al., 2013). The family
who witnessed resuscitation coped better than those who did not. A section of the respondents
believed that the family members present during resuscitation would interfere with the process.
Family loudly crying and wailing were cited as sources of interference that would hamper clear
communication. However, this percentage is lower than what De Beer (De Beer & Moleki, 2012)
found in a study in the Kingdom of Saudi Arabia in which 90% of the respondents felt that
family would hamper the resuscitation process. This difference could be due higher number of
participants in this study who perceived more benefits than risks regarding FWR practice. About
a quarter of the respondent believed that the family presence could lead to lawsuits. This is
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contrary to the findings in the Kingdom of Saudi Arabian in which 84.2% of the participants
indicated that FWR practice would increase lawsuit levels against the resuscitation team (De
Beer & Moleki, 2012). Half of the respondents in this study affirmed that the unit where they
work usually lacks a designated person to support the family whose member was being
resuscitated. This is similar to the findings in the United States which revealed that the absence
of a designated family support person was a hindrance to the implementation of FWR practice
(Powers & Reeve, 2018). Consistent results were found in South Africa where it was shown that
there was a need for additional staff to support the family and to.answer their questions regarding
the resuscitation procedure (Gordon et al., 2011).

5. Conclusion

The implementation of family witnessed resuscitation among medical-surgical nurses at SCRH is
at 49.3%. Out of 71 participants, 35 reported having invited family to be present during
resuscitation. Overall, 47.9% of the respondents had a perception of more benefits and fewer
risks of FWR practice. On the other.hand, 2.8% of the respondents had a perception of more
risks and fewer benefits of this practice. This study has shown an association between
implementation .of FWR' practice and specialized training on resuscitation other than basic
nursing, and training on how to support the family who opts to witness the resuscitation of their
loved One.

The county government should facilitate and encourage specialized training on BLS and ACLS
among medical-surgical nurses to improve their resuscitation skills and optimize the
implementation of family witnessed resuscitation practice. The hospital should organize
continuous medical education among medical-surgical nurses to create awareness on how to
support the family who opts to witness the resuscitation attempt of their loved ones as a
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component of patient and family-centered care and improve the implementation of FWR practice

from the current 49.3%. in SCRH.

REFERENCE

1. AaronJ. D., Benjamin S. A., Raina M., Amy P., Alexis T., Robert B., Vinay N. (2015).
Cardiopulmonary resuscitation for in hospital events in the emergency.department: A
comparison of adult and pediatric outcomes and care processes. Resuscitation. 92, 94-
100. https://doi.org/10.1016/j.resuscitation.2015.04.027

2. Alan S. G., Dariush M., Veronique L. R., Emelia J. B; Jarett D. B., William B. B., et al.,
(2013). Heart disease and stroke statistics — 2013 update. Circulation. 127(1), e6-e245.
https://doi.org/10.1161/CIR.0b013e31828124ad

3. American Heart association (2020). CPR and first aid emergency cardiovascular care.

https://cpr.heart.org/-/media/€PR=Eiles/ CPR=Guidelines-

Files/Highlights/Hghlghts 2020 ECC Guidelines English.pdf

4. CarlaD. S., Domitille N., Patricia J., Elie A., Nancy K. B., Frederic L. (2016). Family
presence during resuscitation: A quality analysis from a national multicenter randomized
clinical trial. Plos One. June 2, 1-12. https://doi.org/10.1371/journal.pone.0156100

5. "De Beer,J., & Moleki, M. M. (2012). Critical care nurse’s perception of family witnessed
resuscitation in the Kingdom of Saudi Arabia. African Journal of Nursing and Midwifery.
14(1). https://doi.org/10.25159/2520-5293/9187

6. Edoardo D. R., Giovanni M. R., Jochen H., Ornella P., Giovanna S. (2017). Family
presence during resuscitation: A concise narrative review. Trends in Anaesthesia and
Critical Care. 15, 12-16. https://doi.org/10.1016/j.tacc.2017.06.001

Page 19 of 23



10.

11.

12.

13.

Gordon E. D., Kramer E., lan C., Brysiewicz P. (2011). Family witnessed resuscitation in
emergency departments: Doctor’s attitudes and practices. South African Medical Journal.
101(10), 765-767.

Hadi H., Vahid Z., Azad R., Hamidreza H., Joanne E. P. (2017). Family presence during
resuscitation: A double edged sword. Journal of Nursing Scholarship. 49(2), 127-134.
https://doi.org/10.1111/jnu.12273

Helen N., Roberta H. (2019). Triangulation in research with examples. Evidence Based
Nursing. 22(3), 67-68. http://dx.doi.org/10.1136/ebnurs<2019-103145

Jo P. (2011). Perceived barriers and benefits to family:presence during resuscitation in
the emergency department. Australasian Emergency Care. 14(Supplement 1), S36.
https://doi.org/10.1016/j.aenj.2011.09.090

Joanne E. P., Grad C., Simon J. C., Ken S. (2014). Family presence during resuscitation
(FPDR): Perceived benefits, barriers and enablers to implementation and practice.
International Emergency Nursing. 22(2), 69-74.
https://doi.org/10.1046/j.ien;j.2013.07.001

Julie M., Fenella J. G., Linda S. (2016). Family presence during resuscitation in a
paediatric hospital: Health professionals’ confidence and perceptions. Journal of Clinical
Nursing. 25(7-8), 1045-1052. https://doi.org/10.1111/jocn.13176

Karen O., Jennifer F., Cathie E. G., Angela P. C., Christina L., Shari H. S., et al., (2017).
Family presence during trauma resuscitation: Family member’s attitudes, behaviors and
experiences. American Journal of Critical Care. 26(3), 229-2309.

https://doi.org/10.4037/ajcc2017503

Page 20 of 23



14.

15.

16.

17.

18.

19.

20.

Kelly P., James M., Kimberly P., Julie P. (2021). Nurse faculty perceptions of readiness
for practice among new nurse graduating during the pandemic. Journal of Professional
Nursing. 37, 1132-1139. https://doi.org/10.1016/j.profnurs.2021.09.003

Kelly T., Jill B., Barbara J. P., Rachael C., Beena T. (2014). Nurses perceptions of family
presence. American Journal of Critical Care. 23(6), e88-e96.
https://doi.org/10.4037/ajcc2014484

Leske J. S., Mcandrew N. S., Brasel K. J. (2013). Experience of families when present
during resuscitation in the emergency department after trauma. Journal of Trauma
Nursing. 20(2), 77-85. https://doi.org/10.1097/JTN.0b013e31829600a8

Mert E., Antonios L., Jodee M., Victoria T., Danna D., Raiph M., et al. (2020). Post-
traumatic stress disorder in family witnessed resuscitation of emergency department
patients. Western Journal of Emergency Medicine. 21(5), 1182-1187.
https://doi.org/10.5811%2Fwestjem.2020.6.46300

Paplanus L., Salmond S., Jadotte Y., Viera D. (2012). A systematic review of family
witnessed resuscitation and family witnessed invasive procedures in adults in hospital
settings internationally — part I1: Perspectives of healthcare providers. JBI Library of
Systematic Reviews. 10(33). 2018-2294. https://doi.org/10.11124/jbisrir-2012-39
Patricia Ji; Vanessa B., Elie A., Line J., Lionel B., Frederic L., et al., (2013). Family
presence during cardiopulmonary resuscitation. The New England Journal of Medicine.
368, 1008-1018. https://doi.org/10.1056/NEJM0al203366

Powers K., Reeve C. (2020). Perceptions, self-confidence and use of invitations.
American Journal of Nursing. 120(11), 28-38.
https://doi.org/:10.1097/01.NAJ.0000721244.16344 ee.

Page 21 of 23



21. Renee S. T., Debra S., Cheryl R., Joe W., Tina R., Denise B., et al., (2008). Nurse’s
perceptions of their self-confidence and the benefits and risks of family presence during
resuscitation. American Journal of Critical Care. 17(2), 101-111.
https://doi.org/10.4037/ajcc2008.17.2.101

22. Renee S. T., Shannon C., Debra S., Sherry S., Cynthia T. (2015). Family presence during
resuscitation and invasive cardiac procedures. American Journal of Critical Care. 24(6),
e108-e115. https://doi.org/10.4037/ajcc2015470

23. Rose C., Angela B., Rochelle W., Shane C. (2014). Australian emergency department
health professional’s reasons to invite or not invite family witnessed resuscitation: A
qualitative perspective. International Emergency Nursing. 22(1), 18-24.
https://doi.org/10.1016/j.ienj.2013.03.008

24. Rose C., Rochelle W., Angela B.; Shane C. (2012). Family witnessed resuscitation:
perception of nurse and doctors working in an Australian emergency department.
International Scholarly Research Network Emergency Medicine. 2012. 1-10.
https://doi.org/10.5402/2012/369423

25. Sarah E..G:; Deniz D., Susan P. M., Jared R., Timothy N., Dennis S., et al., (2021).
Longitudinal assessment: A strategy to improve continuing professional certification.
Journal of Professional Nursing. 37, 1140-1148.
https://dot.org/10.1016/j.profnurs.2021.09.002

26. Tomlinson K. R., Golden I. J., Mallory J. L., Comer L. (2010). Family presence during
adult resuscitation. A survey of emergency department registered nurse and staff
attitudes. Advanced Emergency Nursing Journal. 32(1), 46-58.
https://doi.org/10.1097/TME.0b013e3181cbe902

Page 22 of 23



27. Zachary D. G., Brahmajee K. N., Graham N., Paul S. C., Randal C., Colin R. C. (2015).
Policies allowing family presence during resuscitation and patterns of care during in
hospital cardiac arrest. Circulation: Cardiovascular Quality and Outcomes. 8(3). 226-234.

https://doi.org/10.1161/CIRCOUTCOMES.114.001272

Page 23 of 23



