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ABSTRACT
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The practice, known as “Family Presence During Resuscitation” (FPDR), allows
one or two family member in the resuscitation room to observe the life-saving measures
performed by the rescue team. Although twenty-seven years of previous research has
shown there are many positive aspects of FPDR, it remains controversial and has not yet
become the standard of practice in most hospitals. The majority of research in the field of
FPDR has involved healthcare professionals, not the general public.

Families should have the opportunity to choose whether or not they wish to be
present during resuscitation. FPDR should not only be a decision of the physician
managing the resuscitation, but an informed autonomous one with the family. The ethical
concepts of this study include beneficence, paternalism, and autonomy in determining
what is optimal for the patient and their families in FPDR. Bridging the gap of
misconception, technological advances and newer ethical applications provide a
foundation for further discussion of FPDR.

The purpose of this study was to determine if factual information, retrieved from
previous research studies regarding FPDR, positively influences the perceptions of the

adult lay-pubic in the United States. The original self-administered survey retrieved a



convenience sample of 443 lay-public respondents and tested their knowledge and
perceptions of the practice of FPDR. Respondents were given pretest questions, then
provided factual information and post-tested using the same questions to identify changes
in their thinking about FPDR. Results suggest that the public will transform their thinking
and perceptions of FPDR when provided factual information. More specifically, the
respondents that; experienced family death, were present for a family death, or made their
end-of-life wishes known are more likely to choose to be present during resuscitation.
Those respondents who had been present at a family death showed the most statistical
significance out of the three areas of life experience.

When the public becomes more informed on the topic, their interest in attending
FPDR will be more positive and decision-making more autonomous. The outcomes
achieved in this research further substantiate the need for more education in the topic of

FPDR, especially the lay-public.
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INTRODUCTION

Today, medical centers are embracing the concept of Evidenced-Based Practice
(EBP) to improve patient care delivery through comprehensive research and best practice
models. “Practicing from an evidenced-based paradigm requires the practitioner to
integrate best available evidence with the patient’s preferences and values, the clinical
context, and the practitioner’s clinical expertise.”' The Evidenced-Based approach
requires the practitioner to ask continually whether there is a better approach to
delivering patient care.” Use of the EBP model consistently seeks current research to
better serve the patient, family, and institution.

Another popular concept in today’s healthcare is the involvement of patients and
their families through a family-centered care model.” Including the full continuum of care
has been paramount to the topics of improved patient care and patient autonomy. For
example, today, fathers are not only welcomed into the delivery room, but also expected.
Families are encouraged to stay with their loved one’s during their final days of life
through hospice programs. Healthcare institutions must remain diligent in their practices
of delivering the finest care to their patients and families. Optimal healthcare includes the
participation of patients and their families in many of the most important decisions

surrounding their care, including end-of-life.

' Susan W. Salmond, “Finding the Evidence to Support Evidenced-Based Practice,” Orthopaedic
Nursing 32, no.1 (January/February 2013): 16-22.

% Salmond, 16.

3 Institute for Family-Centered Care, “Advancing the Practices of Patient and Family-
Centered Care,” http://www.health.gov.sk.ca/advancing-pfcc. html. (accessed October 20, 2013).



Historically, when a hospitalized patient suffered cardiopulmonary arrest, the
family was rapidly escorted away from the patient into an isolated waiting area. The
“code team** would rush to the bedside and attempt to resuscitate the patient while the
family anxiously awaited the outcome of the resuscitation efforts. An opportunity for
family members to remain with their loved ones during resuscitation has emerged in the
last twenty-five to thirty years. The practice, known as “Family Presence During
Resuscitation” (FPDR), allows one or two family members to observe the life-saving
measures performed by the rescue team. Family presence allows the family to touch the
patient and to be physically present for their loved one during the code team’s life-saving
efforts. FPDR is a controversial hospital practice issue that continues to generate debate
in the medical community.’

Individual hospitals make decisions regarding FPDR through formal policies,
specific to each hospital. A hospital team that wishes to incorporate a policy to encourage
FPDR usually begins the process through the education of the staff nurses, physicians,
and respiratory therapists. Many of the research studies done in hospitals that involve
FPDR are performed to introduce the code team to the issues surrounding FPDR and

expose them to the research findings. These efforts are often used to persuade the code

* Code team is the term used to identify a group of doctors, nurses, and respiratory therapists that
have been trained in ACLS and are assigned to attend all respiratory or cardiac arrests to perform life-
saving procedures.

> Margo A. Halm, “Family Presence During Resuscitation: A Critical Review of the Literature,”
American Journal of Critical Care 14, no. 6 (November 2005): 494.



team and other hospital personnel to accept a new hospital policy regarding the use of
FPDR.° No education is required to be given to the patients and their families.

End-of-life decisions are often planned using a legal document called an Advance
Directive. An Advance Directive is a document where a person formalizes their
healthcare decisions in the event that, in the future, he/she becomes unable to make those
decisions. Unfortunately, the Advance Directive does not consider or address the concept
of FPDR. Most persons are not even aware that there is an opportunity to be present
during their loved one’s resuscitation.

I will argue that change in the national standard of care regarding FPDR will
emerge only through public awareness, the consumer’s demand for a change in our
hospital practices, and continued awareness through education of the public and
healthcare personnel. This dissertation will study the general public’s knowledge and
perceptions of FPDR and provide current research findings pertaining to FPDR. My
assumption is that the information provided to the respondents will positively affect the
participant’s future decision making, both as a patient and as a family member. Providing
factual information based on previous research allows patients and their families an
opportunity to make a more informed autonomous decision regarding their view on the

topic of FPDR.

% Roberta Basol, Kathleen Ohman, Joyce Simones and Kirsten Skillings, “Using Research to
Determine Support for a Policy on Family Presence During Resuscitation,” Dimensions of Critical Care
Nursing 28, no. 5 (September/October 2009): 237-47; Janice A. Mangurten, Shari H. Scott, Cathie
Guzzetta, Jenny S. Sperry, Lori A. Vinson, Barry A. Hicks, Douglas G. Watts, and Susan M. Scott,
“Family Presence: Making Room,” America Journal of Nursing 105, no. 5 (May 2005); Patricia Mian,
Susan Warchal, Susan Whitney, Joan Fitzmaurice, and David Tancredi, “Impact of a Multifaceted
Intervention on Nurses’ and Physicians’ Attitudes and Behaviors Toward Family Presence During
Resuscitation,” Critical Care Nurse 27, no. 1 (February 2007).



The purpose of this study is to determine if factual information, retrieved from
previous research studies regarding FPDR, positively influences the perceptions of adults
in the United States. This quantitative research study focuses on adults in the general
public only, not healthcare personnel.’ Each respondent was given a demographic
questionnaire, seventeen survey questions, followed by a short educational paragraph
regarding the process of resuscitation and facts about researched responses to FPDR. All
of the participants were given a post survey with the same seventeen questions to identify
changes in their responses based upon the factual information given to them. The survey
data was analyzed by using a t-test and chi-square to identify statistical significance.

Some of the long-standing issues surrounding FPDR have been based upon
perception, not fact. Staff members were fearful that family members would become too
emotional and disrupt the resuscitation. Medical staff were also concerned that family
presence would increase the legal risks to the code team.® Subsequent research has shown
these perceptions to be unsubstantiated.” “The emotional arguments unsupported by data

that have been used to ban families from the bedside are being replaced by cumulative,

7 The majority of the FPDR research has been done with hospital staff, not the lay-public. Halm,
2005.

8 Constance J. Doyle, Hank Post, Richard E. Burney, John Maino, Marcie Keefe, and Kenneth J.
Rhee, “Family Participation During Resuscitation: An Option, "Annals of Emergency Medicine 16, no. 6
(June 1987): 673-75.

9 Doyle et al., Cheryl Hanson and Donna Strawser, “Family Presence During Cardiopulmonary
Resuscitation: Foote Hospital Emergency Department’s Nine Year Perspective,” Journal of Emergency
Nursing 18, no. 2 (April 1992): 104-6.



consistent positive findings generated from a growing number of family presence
studies.”"
Constance Doyle, MD and a small group of colleagues performed the first FPDR
research study of its kind in an emergency room at Foote Hospital in Jackson, Michigan,
1987. They discovered a need for change in their emergency room:
We began to question the fairness of a policy to exclude close family members from
the treatment room during attempted resuscitation of cardiac arrest victims in 1982
after 13 of 18 surviving relatives (72%) who were surveyed about their experiences
during the attempted resuscitation of a family member responded that they would
have liked to have been present during the resuscitation.''

In 1982, the Doyle research team began a program of planned participation of family
members who would be allowed in the resuscitation room. The interdisciplinary research
team research team included a hospital chaplain, a small group of emergency room
physicians, and nurses. Following seventy FPDR episodes, the families were mailed a
survey to solicit feedback for the research and code team:

All of the respondents reported that they felt the medical and nursing staff had done
all that could have been done.”'* “Forty-four of the 47 respondents (94%) thought
they would participate again. Eighteen (35%) emphatically asserted their right to be
present with a dying relative. Thirty-six (76%) believed that the adjustment to the

death, as well as their grieving was made easier. Thirty (64%) believed that their
presence was beneficial to the dying family member."

" Dezra J. Eichhorn, Theresa A. Meyers, Cathie Guzzetta, Angela Clark, Jorie D. Klein, Ellen
Taliaferro, and Amy O. Calvin, “Family Presence During Invasive Procedures and Resuscitation: Hearing
the Voice of the Patient,” American Journal of Nursing” 101, no. 5 (May 2001): 48-55.

"' Doyle et al., 673.

"2 Doyle et al., 674.

" Doyle et al., 674.



Following the Doyle study, two of the emergency room nurses at the same hospital
decided to continue the research spanning the next five years.'* Their findings replicated
the results in the Doyle study and further confirmed the need for FPDR. “With nine years
of experience in facilitating acceptance of death and grieving by this method, it is hard
for us to understand that this practice is seldom considered . . . we continue to find it
[FPDR] a humanizing, workable experience.”"

To this day, researchers refer to this groundbreaking work of Doyle in the field of
FPDR that promotes family presence. Subsequent research work in the adult setting has
been primarily done at the descriptive level.'® The majority of the FPDR studies have
been conducted through the use of the survey tool. “Limitations of these designs include
small convenience samples, low response rates, use of retrospective surveys with the
strong possibility of bias, and a lack of consistency in the survey instruments.”'” These
factors make the comparison of findings between studies more difficult. Patient or family
research in the field of FPDR is very limited and often-qualitative studies are done. Many
of the research studies for FPDR have been launched in an effort to persuade hospital

staff to participate in FPDR through the use of hospital protocols. Research in the field of

public perception or ideas regarding FPDR is very limited.

' Hanson and Strawser, 104-107.
'S Hanson and Strawser, 106.
' Halm, 494.

' Halm, 494.



Less than five percent of the hospitals in the United States have written policies that
allow families into the room during resuscitation.'® Endorsing the practice of FPDR has
been found in most of the research studies over the last twenty-five years. The practice of
FPDR is not yet the standard of practice in most hospitals, despite the recommendations
obtained through numerous research findings. The growing numbers of FPDR studies are
offering “cumulative, consistent positive findings, generated from a growing number of
family presence studies.”"”

Most patients and family members are not aware of the opportunity for participation
in FPDR. The physician or code team leader primarily makes the decision for family
presence, without input by the patient or family. “Temptations arise in health care for
physicians and other professionals to foster or perpetuate patients’ dependency, rather
than to promote their autonomy’*

Chapter One of the dissertation reviews the literature of FPDR beginning with the
original study of Constance Doyle in 1986. The Doyle et.al. study continues to be
considered the comparative study in most of the FPDR literature. The conclusion reached

in this initial FPDR study states, “[o]ur findings suggest that a policy of routinely

denying access to a dying patient may not meet the legitimate needs of the grieving

'8 Susan L. MacLean, Cathie E. Guzzetta, Cheri White, Dorrie Fontaine, Dezra Eichhorn, Theresa
A. Meyers, and Pierre Desy, “Family Presence During Cardiopulmonary Resuscitation and Invasive
Procedures: Practices of Critical Care and Emergency Nurses,” America Journal of Critical Care 12, no. 3
(May 2003): 246.

' Eichhorn et al., 55.

20 Tom L. Beauchamp, and James F. Childress. Principles of Biomedical Ethics. 6% ed. (New
York: Oxford University Press, 2009): 104.



family.”*!

Further study outcomes suggest there is no reason to keep families away from
the patient during resuscitation.”* The literature review is comprised of studies on the
topic of FPDR and does not include the presence of family during invasive procedures.
Adults were the focus of the study and, therefore, no pediatric studies were reviewed.
FPDR has been more of an accepted practice in the emergency room, but FPDR is very
limited in the rest of the hospital environment. Themes occurring in the literature that
support FPDR include: being comforted, receiving help, reminder of personhood,
maintaining family connectedness, FPDR is a right, and the family begins to understand
the severity of the situation.*

Chapter Two illustrates the ethical principles chosen for the basis of this research
study. The principles that are examined in the FPDR research include: beneficence,
“beneficence—in-trust,” paternalism, and autonomy. Informed autonomous decision-
making better describes a more realistic and mutually beneficial relationship between the
physician, patient, and family. ** As a consumer, the patient and the family have to
become more knowledgeable in healthcare and medical matters. Medicine has become
more technical and complicated and the relationship between the doctor and the patient
more limited. Physicians’ roles are is rapidly changing because of the transient nature of
many patients, specialization of medicine, patients demanding more participation in

decision-making, and the increasingly litigious nature of medicine. Unfortunately,

*I Doyle et al., 675.
** Doyle et al., 675.
2 Eichhorn, et al., 48.

** Edmund D. Pellegrino and David C. Thomasma, For the Patient’s Good: The Restoration of
Beneficence in Health Care (New York: Oxford University Press, 1988): 54.



physicians are forced to practice defensive medicine that seeks to protect the physician
and institution rather than protecting the patient. Understanding the importance of ethical
principles in decision-making will ultimately benefit all the participants in the
resuscitative process, including family and their loved ones.

Chapter Three outlines the methodology of this research by using a self-administered
experimental quantitative pretest — posttest research tool. The questionnaire is an original
tool. Questions were based on the literature review, previous research outcomes, and
recommendations created for future research. Respondents in this study were drawn from
three different sources; one Midwest college of undergraduates, an East coast
undergraduate and graduate school, and Survey Monkey. All of the participants were
given the same tool online with seventeen survey questions, then read an educational
paragraph on FPDR, and retook the same seventeen questions. This process will allow a
better understanding of the effects of education on the changes in the participants’
thinking and perception. There are five research questions for the basis of this study:

1. Do different demographic groupings have different perceptions concerning
FPDR?

2. Does factual information regarding resuscitation influence the general public’s
perception concerning FPDR?

3. Does life experience, such as experiencing a loved one’s death, influence the
general public’s perception of FPDR?

4. Does life experience, such as being present at a loved one’s death, influence
the general public’s perception of FPDR?

5. Does end-of-life planning influence the general public’s perception of FPDR?

Survey questions include demographic information and the responses based upon the

participant’s experience with death, attendance at a loved one’s death, and the

opportunity to make their end-of life wishes known to others. Through the educational
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process, the respondent will become more informed on the topic of FPDR and be able to
make more autonomous decisions in their healthcare.

Chapter Four presents the data from the survey, which is divided into five sections.
The opening section identifies basic information, such as the percent of completed
surveys, method of survey retrieval, and process of analyzing the data. The second
section summarizes the “average” characteristics of the participants as it is reported from
the demographic selections. Section three presents a statistical comparison between each
participant’s presurvey and postsurvey. This portion reports the actual changes in the
participant’s perceptions and thoughts surrounding FPDR. The final section analyzes the
responses based upon the participants’ life experience as it pertains to the demographics
and the seventeen survey questions. Life experience questions are answered by a simple
yes or no.

Education of the public on the topic of FPDR will change the standard of practice in
our healthcare institutions. Greater knowledge for the patient and family will demand the
opportunity to participate in the decisions of FPDR. Ignoring the family and their needs
at the time of their loved ones resuscitation will only perpetuate a history of paternalistic
decision-making and negative perceptions of family participation.

If we are committed to EBP, family-centered care and family participation in the
decision-making processes, we must remain diligent in the education, rights, and
responsibilities of FPDR. Patient autonomy and its extension to the family are of vital
importance at the end-of-life. Healthcare professionals have an obligation to educate the
patients and assist their loved ones in an understanding of the severity of the patient’s

illness, the importance of touch, grieving and observing life-saving procedures during
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FPDR. All of these findings are based upon positive outcomes from previous research on
the topic of FPDR. When the public becomes more informed on the topic, their interest in
attending FPDR will be more positive and decision-making more autonomous.

The first chapter describes various research studies that have been done in the United
States over the last twenty-five plus years. The literature review examines the various
research methods on the topic of FPDR as it pertains to the adult patient and the

outcomes achieved in each study.



CHAPTER 1

REVIEW OF LITERATURE

The review will focus on the studies of FPDR that involve an adult who is
resuscitated in a hospital setting in the United States. Many of the researchers have
identified some of their own limitations and make recommendations for future study to
enhance the FPDR research field.

“Most FPDR research in the adult setting has been primarily at the descriptive
level.”*® The majority of the FPDR studies have been conducted through the use of the
survey tool. Limitations of these designs included small convenience samples, low
response rates, use of retrospective surveys with the strong possibility of bias, and a lack
of consistency in the survey instruments.*® These factors made the comparison of
findings between studies more difficult.

The literature review begins with the first research study done in the field of
FPDR by a small group of physicians in an emergency room (ER) at Foote Hospital in
Jackson, Michigan, 1987.* This study was known as the Doyle et al. study, which
became the cornerstone for all other FPDR studies that followed over the next twenty-

five years. The Doyle et al. study was done after the healthcare team at Foote Hospital

> Margo A. Halm, “Family Presence During Resuscitation: A Critical Review of the Literature,”
American Journal of Critical Care 14, no. 6 (November 2005): 495.

*% Halm, 494.
" Constance J. Doyle, Hank Post, Richard E. Burney, John Maino, Marcie Keefe, and Kenneth J.

Rhee, “Family Participation During Resuscitation: An Option,” Annals of Emergency Medicine 16, no. 6
(June 1987): 673-75.

12
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had questioned their long-held rule not to allow family into the resuscitation room.*® The
code team believed the old rule was unfair to families. On several occasions, family
members requested to be with their loved one during the resuscitative process and were
denied access. Two particular situations prompted the code team to reassess the hospital
rule to keep the family out of the room for resuscitation. The first situation involved a
spouse, who rode in the ambulance with her unresponsive husband. Once they arrived at
the ER where he required resuscitation, she refused to leave his side and consequently,
was allowed to remain with him throughout the resuscitation. The second scenario
included the wife of a police officer who had been shot in the line of duty. She pleaded
with the ER staff to remain at her husband’s side during his resuscitation and she was
granted that opportunity. The study did not clarify for the reader whether or not either of
the resuscitative attempts were successful. Nonetheless, comments made by the women
and the code teams’ own observations led them to conclude that, in these two instances,
FPDR appeared to be beneficial to the wives. As a result, the ER staff slowly began to
allow more FPDR, beginning as early as 1982. Families were asked if they wished to be
present during resuscitation and if the answer was affirmative, the chaplain or a nursing
staff member from the ER briefed them on the code process before entering the code

room. Hospital staff was sensitive to the needs of the family and tried to accommodate

*® The term resuscitation room or code room describes the location of the patient at the time of
their respiratory or cardiac arrest, which is usually in their own hospital room. Sometimes the arrest can
occur in a patient bathroom, hallway, or special procedures department. There is no actual or specific code
room.
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those needs through good communication, sharing information, and supporting the family
during the emergency.”

The ER staff of physicians and nurses decided to formalize a study of FPDR,
through a retrospective survey of the families that were allowed to be present during their
loved one’s resuscitation.’® All the patients had either died in the ER or later in the
intensive care unit (ICU) after transfer from the ER. Surveys were mailed approximately
four months after the death of the family member; family members were asked to
complete a survey on their FPDR experience.’’ This was the first survey of its kind in the
study of FPDR:

A survey was sent to 70 family members who had attended a resuscitation during the
first six months of 1985... Forty-four of 47 respondents (94%) thought they would
participate again. Eighteen (35%) emphatically asserted their rights to be present with a
dying relative. Thirty-six (76%) believed that the adjustment to the death, as well as
their grieving was made easier. Thirty (64%) believed that their presence was beneficial
to the dying family member.>

Surveys from some family members included comments such as “I couldn’t
imagine not being part of it” another remarked that FPDR “allowed them to say good-

9933

bye.””” The father of a teenage boy, who had sustained a severe head injury from an

accident, stated, “I feel that he knew that I was there. He seemed to calm down when he

¥ Doyle et al., 673.

* Doyle et al., 674.

31 The researchers carefully selected the families that were mailed a questionnaire, avoiding
situations such as a murder case that posed a possible medical-legal problem. When patient injuries were
excessively gruesome, the researchers also chose to exclude these families.

32

Doyle et al., 674.

* Doyle et al., 674.
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heard my voice and let the doctors help him.”** Other families commented that they felt
the resuscitated family member knew they were present for them. Many of the families
expressed that they were comforted in knowing that everything possible was done.”

Additionally,” twenty-one ER staff members” were also surveyed regarding their
attitudes following FPDR to determine whether or not they felt the family interfered with
the resuscitative process.”

Seventeen of 21 (81%) reported being present during family participation in the
resuscitation room. Six of 20 (30%) reported being hampered in their activities,

mainly by anxiety about their performance in view of others or by concerns about
possible emotional or disruptive behavior on the part of the family. Nevertheless, 15 of
21 (71%) endorsed the practice of family participation. The staff reported increased
stress associated with resuscitation, because the patient being resuscitated seemed
“more human” in the presence of family members.>’

As a longtime code team member, I have often observed that the code process
becomes a very mechanical procedure; the team forgets that they are working with a
living human being and are simply following a very prescriptive cardiopulmonary
algorithm. The presence of family members offers a more human approach by
personalizing the patient to the code team.

Data from the Doyle study confirmed that the majority of the ER staff at Foote

Hospital believed the old rule forbidding FPDR was outdated and did not adequately

serve the best interest of the families and perhaps the patient.”® Not all family members

** Doyle et al., 674.
** Doyle et al., 674.
36

Doyle et al., 674.
37

Doyle et al., 674.

** Doyle et al., 675.
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wanted to be present in the code, but the staff believed that families should, at the very
least, be afforded the opportunity. Most of the ER staff, “seventy-one percent,* believed
that families should not be excluded from the resuscitation process, if they wish to be
present.”’

The code team entered the research process with sensitivity and the right intention
of researching the practice that had already begun at Foote Hospital.* The purpose of the
retrospective, descriptive research study was to determine attitudes of the staff and
patients’ families toward FPDR. One of the greatest strengths of the study was the
inclusion of both the family and the staff perspectives of FPDR. The qualitative portion
of the study provided individual opinion from the participants, which further enhanced
the groups’ quantitative data. Research questions that were given to the staff or to the
families were not provided in the publication; therefore, the reader is unable to discern if
there was any bias in the questions or could not evaluate the content of the questions.
Doyle et al. did not discuss the particular development of the study questions and did not
report on the reliability or validity of the research questions. Those that read the study
had to depend solely on the interpretation of the data by the authors, without an
opportunity to scrutinize the findings independently.

Doyle et al. concluded that a policy of “routinely denying access to a dying

9941

patient may not meet the legitimate needs of the grieving family.”"" The outcome of the

study suggested that there is no reason to keep families away from the patient during

** Doyle et al., 675.
* Doyle et al., 675.

* Doyle et al., 675.
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resuscitation. Conclusions may be valid but caution should be taken that the small sample
size may cause an over-interpretation of the limited data.

Participants in the code team for this first study of FPDR should be commended
for their progressiveness in viewing the need to change old rules to suit the shifting needs
of society. All too often, hospital staff may be more concerned about their personal needs
and overlook the needs of the family. For some hospital staff, it is less emotional to
remain detached and easier for them not to include the family.

Two emergency room nurses, Hanson and Strawser who were part of the original
Doyle study, continued their own research in the same setting at Foote Hospital.* The
Hanson and Strawser research study was designed to measure outcomes of FPDR over an
extended period of nine years, either to affirm or refute the findings of the Doyle study.
Initially, as with the Doyle study, staff members feared that family members would suffer
from uncontrollable grief and disrupt the code team. The code team also feared their own
emotions might be too strongly evoked by the grieving families. Another concern was
that family presence and observation would increase the hospital and code teams’ legal
risk during resuscitation.* During the nine years of the Hanson and Strawser research
program, none of these fears materialized into major problems. In fact, not one
experience of interference occurred during the resuscitative activities. FPDR practice is
now accepted widely and expected participation both from the ER staff and by the

community at Foote Hospital.

2 Cheryl Hanson and Donna Strawser, “Family Presence During Cardiopulmonary Resuscitation:
Foote Hospital Emergency Department’s Nine Year Perspective,” Journal of Emergency Nursing 18, no. 2
(April 1992): 104-6.

* Hanson and Strawser, 104.
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The general reaction of the families and the staff to FPDR was positive. Many of
the families expressed similar needs, such as the need: 1) to remain with the dying
person, 2) to be kept informed, and 3) to know that the dying person was not in pain.**

45
”*> Hanson and

Staff continues to find FPDR a “humanizing, workable experience.
Strawser did not find any new evidence during the continued research of Doyle et al.
study, but were able to further substantiate the previous findings that Doyle et al. had
generated.

During the mid 1990s, two particular foreign studies in FPDR were done. The
first of these was Chalk (1995), who created a descriptive study that explored the
attitudes of ER professionals toward FPDR in the United Kingdom.* In this study, a
survey was distributed randomly to “fifty nursing, physician, and ambulance staff
members” from several area hospitals in London.*” Respondents were given eight
questions to identify their attitudes toward FPDR with a reply choice of “yes,” no,” or
“don’t know.”*® “Sixty-eight percent” of the staff felt that relatives should be given the
choice to be in the resuscitation room; the vast majority of those in favor were nurses.

The survey showed that nurses were more willing than physicians to allow FPDR, which

was similar to the findings in Doyle et al. and Hanson and Strawser studies.*’

* Hanson and Strawser, 105.

5 Hanson and Strawser, 106.

46 Amanda Chalk, “Should Relatives Be Present in the Resuscitation Room?” Accident and
Emergency Nursing 3 (1995): 58-61.

47 Chalk, 60.

8 Chalk, 60.
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“Sixty percent” of the staff in the Chalk study had already allowed family
presence during resuscitation.’” The majority of the staff members allowed FPDR, if the
families were well informed and accompanied by a supplementary staff member. The
additional staff member could be a clinical or pastoral person who could devote his or her
attention to the family and their immediate needs and questions. Almost half of those
surveyed, who had experienced FPDR, would do it again. Some of the participants wrote
comments regarding their hesitation toward FPDR. One of the Sisters participating in the
study stated:

Ideally, there should be a room, separated from the resuscitation room by a two-way
mirror with one-way sound, which could be switched off. This would allow relatives
to see and hear the full procedure but still be able to express their feelings without
feeling compromised.”!
Unfortunately, the Sister overlooked one of the most important reasons for allowing the
family into the resuscitation room. Family and patients need the sense of physical
presence and the warmth of touch, which cannot be done behind an observation window.

At the end of the study, the authors presented several recommendations for other
hospitals planning to implement FPDR such as: 1) identify appropriate situations to allow
families in the resuscitation room, i.e. describe situations that would fit the hospital
criteria for FPDR, 2) decide whether or not to allow family participation based upon their

request only, rather than to offer them the opportunity, 3) determine whether or not the

code team members must all be in agreement with FPDR, and 4) ensure that the hospital

4 Chalk, 61.
3 Chalk, 61.

! Chalk, 61.
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provides a qualified person such as another nurse, chaplain, or social worker to remain
with the family at all times during the resuscitation.”

Although the recommendations given in the Chalk study may be helpful for others
beginning a FPDR program, I believe some of them recommendations lack understanding
of resource availability. In an age of short staffing, providing additional staff members to
stay with the family during resuscitation may not be a realistic recommendation.
Oftentimes, resuscitative efforts can last longer than an hour and require more personnel
time following the death of the patient. Also, the Chalk study recommended that only
family members who have specifically requested FPDR be allowed in the resuscitation
room.>® This is not fair to other families who do not know that their presence in the code
room is even a possibility. We cannot allow some families to participate in FPDR and
turn away others based upon their knowledge of hospital procedure.

Two of the greatest strengths of this study were the unusual “response rate of
100%” by the staff and the variation of samples drawn from several different hospitals,
albeit the respondent sample was small.>* The study and its controversial questions
stimulated many discussions by those that participated in the study as well as others with
curiosity about FPDR. Bringing attention to the topic of FPDR is the first step to

changing a policy and a hospital culture. Although the Chalk study had mostly strengths,

32 Chalk, 61.
33 Chalk, 61.

3% Chalk, 60.
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the limitations of the study were the small sample size and the lack of description of the
procedure or survey development.

In the year following the Chalk study, an Australian pair of critical care nursing
specialists, Redley and Hood did another study patterned after the original Foote Hospital
study.> The research objective was to recognize staff attitudes and concerns regarding
FPDR and to determine the ER staff’s willingness to consider FPDR as a new policy.
Redley and Hood’s objectives were very similar to the previous studies as we begin to
see a trend in the research. Many of the studies sought data from a singular institution in
an effort to implement a FPDR policy and procedure without adding any new information
to the FPDR research findings. Redley and Hood wanted to find out what the staff’s
actual concerns were and to further the discussion of FPDR. A questionnaire was
distributed to six metropolitan Australian hospitals.’® Comments by those opposing
FPDR were similar to previous studies but added more specific concerns from the staff
such as:

* Staff disruption

* Interference with the treatment intervention

* Procedure may offend the families

* Staff may offend the family

* General public is not equipped to deal with being present during resuscitation
* Family members have no right to be present during resuscitation

> B. Redley and K. Hood, “Staff Attitudes Towards Family Presence During Resuscitation,”
Accident and Emergency Nursing 4 (1996): 145-51.

*® The response rate was eighty-three percent with 133 questionnaires completed. Sixty—two
percent of the participants indicated they would consider FPDR; fourteen percent believed that family
members should always be allowed in the resuscitation room; eleven percent were opposed to FPDR; nine
percent believed that the decision should be made by the medical person in charge of the resuscitation; and
twenty-five percent were simply unsure about FPDR.
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* No benefit to be gained by family presence
* Legal proceedings may arise from their presence’’

Although previous studies raised several of these concerns, Redley and Hood
discussed the code team member’s specific discomfort with offending families during the
resuscitation. My personal code team experience witnessed the use of offensive language
in frustration or inappropriate humor to ease the stress and intensity of the code room.
Families were very sensitive toward the behaviors of the code team and vividly
remember details of their experience.”® Redley and Hood suggested caution to the code
team members to guard against inadvertent, unsuitable behavior during resuscitation; it
can have far —reaching effects upon the family.”

The contributions of the Redley and Hood study are limited. Many of their
findings have been substantiated in past studies. Perhaps the single major contribution
was presented in the discussion of the code team discomfort with FPDR and the possible
effects it may have upon the family. The strength of the research was in its large
multidisciplinary sample from six different Australian hospitals providing varied
quantitative data. There were no distinctions made between the various hospitals to

discern differences in working-environment or the possibility of bias. Also, no report of

°" Redley and Hood, 148.
*¥ Redley and Hood, 150.

>’ Redley and Hood, 149.
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any sample description, survey development, reliability or validity testing was
presented.®

During 1997, two more studies were added to the FPDR research. Similar to the
purpose of the Redley and Hood study, nurses Belanger and Reed surveyed staff
members to pre-test and introduce protocols for FPDR in their small Ohio hospital.®'
Unique to this study, the ER staff was given a pre-test survey to ascertain their personal
experience and beliefs regarding FPDR, followed by a post-survey given one-year after
the introduction of the FPDR protocols.’® The year after the protocol implementation
“88.9% of the staff “ became proponents of FPDR.®’ Education and experience of the
staff significantly impacted their comfort level with and positive responses toward FPDR.
One of the skeptical physicians commented, “I was very much against FWR when we
started. Now that I have seen the benefits to families and staff, I endorse it strongly.”®*
Another staff member in the ER commented, “families are with hospice patients until the
end . . . why should we prevent them from being there in a cardiac emergency?”®’

Belanger and Reed noted that the atmosphere of codes became more personal and staff

members developed an increased awareness of each other’s feelings. After twenty-four

% Edwin D. Boudreaux, Jennifer L. Francis, and Tommy Loyacano, “Family Presence During
Invasive Procedures in the Emergency Department: A Critical Review and Suggestions for Future
Research,” Annals of Emergency Medicine 40, no. 2 (August 2002): 199.

%! Mary Anne Belanger and Sandra Reed, “A Rural Community Hospital’s Experience With
Family-Witnessed Resuscitation,” Journal of Emergency Nursing 23, no. 3 (June 1997): 238-9.

62 Forty-nine of ninety staff members responded to the pretrial survey. Fifty-six percent believed
that families should be given the option to be present during resuscitation. FWR is the acronym for Family
Witnessed Resuscitation used interchangeably with FPDR.

63 Belanger and Reed, 239.

64 Belanger and Reed, 239.

65 Belanger and Reed, 239.
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families had participated in the initial FPDR trial, the same families were surveyed again
using a modified questionnaire from the Doyle et al. study. “One hundred percent of the
families responded. Moreover, they unanimously believed that FPDR enabled them to
cope better with their grief.”*

Belanger and Reed had experience in the resuscitation process and also had
experience with the presence of families during resuscitation. One of the incidents they
recalled in the closing of their research article expresses a very poignant experience in the
ER:

A recent situation involved a 60-year-old man who arrived with symptoms of a
massive myocardial infarction and had a cardiac arrest in the emergency department.
The wife was present during the defibrillation. After several shocks, he regained
consciousness long enough to speak with his wife momentarily until he again went
into ventricular fibrillation. The code continued with his wife at his bedside
whispering words of encouragement. Within minutes, he again regained
consciousness. Anticoagulation was initiated and he was transferred to the critical care
unit. A few days later he was interviewed by an emergency room nurse and stated he
was very much aware of his wife’s presence, which was enough of an encouragement
for him to continue his fight for survival.®’

The importance of the Belanger and Reed study demonstrated how professional
experience and written protocols can have a positive effect upon the staff’s acceptance of
FPDR. Families, who experienced FPDR, responded positively to their opportunity to be
with their loved one at the time of resuscitation. Although this study was limited in size
and its venue was a small rural hospital, the study further substantiated previous research.

The Belanger and Reed study validated that the recommended FPDR protocols can be

utilized successfully in a small community hospital as effectively as in a large

66 Belanger and Reed, 239.

67 Belanger and Reed, 239.
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metropolitan setting. Comments and specific patient and family reactions provided a
more human and less technical approach to the research topic. Major limitations in this
study were similar to the previous research studies regarding reliability and validity.
Stefan Timmermans took a different approach in the study of FPDR involving his
own theory to define the levels of staff acceptance to FPDR. Timmermans, a sociologist
from Brandeis University, used a quantitative approach to assess responses and
perceptions of FPDR. The goal of Timmermans’ research was to determine what
conditions prompt change and allow a new policy such as FPDR to be implemented.
Timmermans constructed the argument that a new policy of FPDR will be accepted only
when health care providers shift their perceptions surrounding the process of
resuscitation; that is, changing the view of resuscitation from a prescribed clinical
algorithm to a more holistic viewpoint that included the needs of the family.®®
Timmermans performed “fifty-seven interviews” with health care providers in 1997.%
He interviewed “eleven physicians, nineteen nurses, three nursing supervisors, seven
respiratory therapists, nine emergency room technicians, two social workers, and six

70 The interviews were done in four Midwest

chaplains from four different hospital ERs.
US hospitals and one hospital in Belgium. Interviews consisted of fifteen semi-structured

questions inquiring about opinions of the staff regarding FPDR.”!

%% Stefan Timmermans, “High Touch in High Tech: The Presence of Relatives and Friends During
Resuscitative Efforts,” Scholarly Inquiry for Nursing Practice: An International Journal 11, no. 2 (1997):
153-68.

69 Timmermans, 154.

7 Timmermans, 154.

" Timmermans, 154.
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Timmermans divided the FPDR interview responses into three different
categories for discussion. These categories differentiate staff opinions, experience, and
philosophical ideas of FPDR. Category one contains the persons who advocate for what
Timmermans refers to as the “survival perspective.”’> The “survival perspective" group
maintained their only goal in resuscitation should be to save a human life. This view was
based upon a set of clinical interventions or algorithms that could reverse sudden death or
cardiac arrest. The uninterrupted flow of the resuscitative protocols was a very important
aspect in the success of the resuscitative effort. Therefore, this group did not believe
FPDR to be appropriate in meeting their goal.

Timmermans believed the “survival perspective” was more common among less
experienced or uncertain healthcare professionals. Less experienced code team members
may feel more insecure about their abilities in an emergency situation; having family
present may intimidate or cause further stress to their performance. The “survival
perspective” viewpoint may consider FPDR as an interference, which causes the code
team to lose focus upon the patient. A nurse whose opinion would be described as a
“survival perspective” commented about FPDR:

We certainly don’t ever want to make mistakes in front of a family member. You

mix up the drug boxes sometimes. Sometimes you forget to take off the tourniquet . . .
sometimes these things happen. You don’t want to ever have a family see you make a
mistake in resuscitation. For the family member this is just terrible. You don’t

want to have something go wrong —an IV gets pulled our accidentally. You say: “Oh
shit.” You can’t do that with a family member sitting there, and you want to be free to

be able to do these things. And I think that we don’t want somebody standing there
being . . . having the opportunity to be judgmental of us.”

72 Timmermans, 157.

3 Timmermans, 158.
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This quotation by a code nurse described those code team members that ascribe to the
“survival perspective” of Timmermans.
Timmermans referred to the second category of respondents in the study as the

9974

“bifurcated perspective.”’" This group believed that resuscitation has two goals, “saving

lives and taking care of the family’s needs.””” “These two goals implied a division of

»7% The code team attended to the patient and the chaplain or social worker stays

labor.
with the family or significant other in an area of the hospital other than the code room.
Both the code team and the support team were part of the resuscitation process but are
“spatially and professionally separated.””” In the “bifurcated perspective,” the physician
running the code decides whether or not the family will be allowed in the resuscitation
room after the patient has been stabilized or has died. In this particular scenario, the
physician behaved in a way that I believe is extremely paternalistic insofar as the
decision-making is only done by the physician without the input of the family or others
on the code team. At the time of the study, most of the research respondents were
categorized within the “bifurcative perspective.”

Timmermans’ third and final categorization of the opinions of the healthcare

professionals in this study were the “holistic perspective.””® “Healthcare providers who

" Timmermans, 157.
75Timmermans, 157.
76 Timmermans, 157.
77 Timmermans, 157.

78 Timmermans, 157.
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subscribe to the holistic perspective are equally concerned with several outcomes.”””

These outcomes in FPDR included: 1) the survival of the patient 2) maintaining open
communication with the family, and 3) allowing the family to be present for the
resuscitation.*” Timmermans reviewed many of the outcomes from the Doyle et al. and
the Hanson and Strawser study that support his third category of the “holistic

81 He maintained that the hospital transition from the “bifurcated

perspective.
perspective” to the “holistic perspective” usually occurred through the personal crusade
of a nurse, physician, or chaplain. These persons believed strongly that a more holistic
approach must be taken with the family in a resuscitation situation. Timmermans
believed that, in order for the resuscitative endeavor to be truly holistic, the general
public must be more informed about the limited survival chances of the resuscitative
efforts, the need for advanced directives, and have an understanding of futility.*
Timmermans’ approach, in this quantitative study, provided a very clear
summation of the issues surrounding FPDR. He concluded that FPDR programs should
continue promoting family presence as an option rather than as a universal policy. He
suggested that FPDR should be an option on a case-by-case basis. This belief is more of a
departure from the previous studies, although some of the other studies alluded to the

possibility that some of the patient situations or some of the families may not be

appropriate to attend the resuscitation. Limitations of the study included a small sample

7 Timmermans, 157.
80 Timmermans, 157.
81 Timmermans, 157.

82 Timmermans, 167.
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size and nonrandom methods of selection. Timmermans admitted that the external
validity must be questioned. He believed that the study should be regarded as exploratory
and descriptive.® More quantitative research will add considerable depth to the FPDR
discussion. The use of three categories or concepts made theoretical sense and suggested
factors that may facilitate change in the resuscitative perspectives.** Clearly,
Timmermans’ perspectives, sociological background, and unique qualitative study added
greater insight into the FPDR research.

In 1998, Meyers, Eichhorn, and Guzzetta did a FPDR quantitative study.® All
three authors were trained nurses in a large hospital system in Dallas, Texas where the
study was performed. The purpose of the retrospective study was to interview families,
who had experienced the death of a loved one in the emergency room, but were not given
the option of being present during resuscitation. Interview questions were designed to
identify what the family’s beliefs and feelings would be if they had been given the
opportunity to be present during resuscitation. Methodology included a retrospective,
descriptive telephone survey of families of patients, who had died in the emergency
department following traumatic injuries. Five yes/no questions, with voluntary
explanations, were asked of the family member as listed below:

1. Ifyou had been given a chance, would you have wanted to be brought into the
room of your loved one just before death while CPR was going on?

2. Do you believe that families should be able to be with their loved ones just before
death, if they want to?

8 Timmermans, 155.
84 s
Timmermans, 166.

*% Theresa Meyers, Debra Eichhorn, and Cathie Guzzetta, “Do Families Want to be Present During
CPR? A Retrospective Survey,” Journal of Emergency Nursing 24, no. 5 (October 1998): 400-4.
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3. If you had been given a chance to go into the room, do you think it might have
helped (patient’s name)?
4. If you had been given a chance, do you think it would have helped you with your
sorrow and sadness after the death of (patient’s name)?
5. Ifyou had been given a chance to go into the room, what concerns or questions do
you think you might have had? Please explain.*
The goal of Meyers, Eichhorn, and Guzzetta was to determine whether or not
FPDR was beneficial for the families, if they were given the opportunity to be present
during resuscitation.*” Another purpose of this study was to identify, if there is a
relationship between selected demographic data such as patient age, family members
ages, education, gender, religion, and relationship to the patient. For example, does the
specific relationship to the patient such as a spouse versus a parent or significant other
indicate different data outcomes and needs of the family member?*®
Meyers, Eichhorn, and Guzzetta’s study followed nearly fifteen years after the
original Foote Hospital survey and their research findings were very similar to those of
Doyle et al. Their study was designed to expand and adapt the Doyle et al. study.*
Meyers, Eichhorn, and Guzzetta began their survey with “twenty-five family

members.*“”” “Eighty percent” of those family members said they would have wanted to

be in the room during resuscitation if they had been given the option.”’ “An

86 Meyers, Eichhorn, and Guzzetta, 402.
87 Meyers, Eichhorn, and Guzzetta, 400.
88 Meyers, Eichhorn, and Guzzetta, 404.
89 Meyers, Eichhorn, and Guzzetta, 402.
90 Meyers, Eichhorn, and Guzzetta, 403.

o Meyers, Eichhorn, and Guzzetta, 403.
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overwhelming 96% of the families in this study believed that individuals have the right to

92 Patient rights were discussed after the respondents

be present if they so desire.
answered the question regarding whether or not the family member should be allowed
into the resuscitation. (Question two). Consumers are becoming more informed regarding
patient’s rights. Further study results showed “68% believed their presence would have
helped their sorrow following the death (beliefs).””* Some of the concerns expressed by
the families were related to whether or not the patient would survive the resuscitation or
if their presence would interfere with the code team process.”* Many comments of
importance were made in the phone surveys such as; “I wouldn’t want my loved one to
die with strangers or it would be very important to be with him in his last moments of
life.”” One woman believed that her presence during resuscitation may have eased her
loved one’s death with the knowledge of her presence. Another family member
commented that she would have had less guilt to cope with if she could have been there
when he died.”

The Meyers, Eichhorn, and Guzzetta study began to look at what families

believed would be helpful in their grief. Ultimately, the survey substantiated what has

been proven time and time again since the original Doyle et al. study: Families strongly

92 Meyers, Eichhorn, and Guzzetta, 404.
9 Meyers, Eichhorn, and Guzzetta, 400.
9 Meyers, Eichhorn, and Guzzetta, 404.
93 Meyers, Eichhorn, and Guzzetta, 403.

% Meyers, Eichhorn, and Guzzetta, 403.
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support the FPDR option. Consequently, the authors recommended that the code team
staff should explore options to implement a FPDR protocol for their hospital.

One of the greatest strengths of the study was the exploration of the family
perspective of FPDR. Through retrospective telephone calls, the surveyors were able to
elicit candid reactions from grieving family members. Validity of the questions were
tested carefully for relevance and clarity from an expert panel of nurses.”’ The focus on
grief was very significant as an argument to promote FPDR. Meyers, Eichhorn, and
Guzzetta believed their research further justified the need to adopt a family presence
program in their Texas hospital.”®

Late in the 1990s, an innovative study was done by a trauma nurse, Patricia
Bassler, in a large, metropolitan hospital in Hartford, Connecticut.” The purpose of the
research study was to investigate the effect of an educational program about FPDR on
nurses’ attitudes toward FPDR. Bassler intended to determine if educational intervention

among nurses would change their beliefs regarding FPDR.'”

This was a quantitative
quasi-experimental pre-test and post-test design. Bassler’s study was the first of its kind
in the field of FPDR. "Forty—six nurses from both critical care and emergency

specialties” volunteered to participate in the research study: 1) by completing a survey, 2)

later attending a class about FPDR, followed by 3) another survey to measure the

o7 Meyers, Eichhorn, and Guzzetta, 400.
9% Meyers, Eichhorn, and Guzzetta, 405.

% Patricia C. Bassler, “The Impact of Education on Nurses’ Beliefs Regarding Family Presence in
a Resuscitation Room,” Journal for Nurses in Staff Development 15, no. 3 (May/June 1999): 126-31.

190 Bassler, 129.
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101

educational intervention influence upon the nurses’ beliefs. ™ Class content included

information on the obstacles to FPDR such as: the present written laws and hospital
policy; views from risk management; timing as to when it might be appropriate to allow

the family in the room, support of the families, and determining when and how to allow

102

families into the resuscitation room. ~ Pre-test findings revealed that “ [t]wenty-five

(55.6%) of the nurses thought the families should be given the choice to be present in the

55103

resuscitation room in a sudden death situation.” "~ Following the informational class the

same group post-tested with “40 (88.9%) thought the family should be given a choice.”'*
The second pre-test question asked whether or not the critical care nurse participants had
ever given the family a choice of FPDR, “5 (10.9%)” had participated in FPDR.'® In the
post-test results, “43 (79.1%) nurses responded in the affirmative”'*®

Bassler’s belief in the importance of FPDR was based upon the theoretical
framework of J. W. Worden, the “Conceptual Model for Four Tasks of Mourning.”'"’
These four tasks include: “1) to accept the reality of the loss, 2) to work through the pain

of grief, 3) to adjust to an environment in which the deceased is missing, and 4) to

191 Bassler, 129.
12 Bassler, 129.
103 Bassler, 130.
104 Bassler, 130.
105 Bassler, 130.
106 Bassler, 130.

71 W. Worden, Grief Counseling and Grief Therapy: A Handbook for the Mental Health
Practitioner (New York: Springer Publishing Company,1991): 67.
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emotionally relocate the deceased and move on with life.”'”® A sudden loss can be surreal
and the family member may simply think that it really did not happen. Bassler believed
that by having families present in the resuscitation room, nurses can help them move

through the first task — accepting the reality of loss.'"

The process of grief was a
recurring theme in the studies of the later 1990s as a motivation for a change in the policy
toward FPDR.

Bassler’s study offered a new approach to the FPRD research literature. She was
one of the first to study critical care nurses exclusively and to effectively utilize the
intervention of education to persuade more reticent nurses to accept FPDR. One
limitation of the study was the inability to discern what formal education levels the nurses
had obtained. This may have influenced the ability to persuade the group through
educational intervention. The consistency of the delivery of the interventional teaching
was not measured and the sample size of the group was only twenty-five. Bassler’s study
did reveal a positive change in attitudes toward FPDR by the critical care nurses studied.

This last research study of the 1990s rounds out the decade with a very large
study that created a great deal of controversy. The 1999 study by Helmer et al. was a
large survey of trauma surgeons, the American Association for Surgery of Trauma

(AAST) “n =368 and nurses from the Emergency Nurses Association (ENA), “n =

1261.”"'° The purpose of this study was to document attitudes and opinions held by

108 Worden, 72.

1 Bassler, 127.
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members of the AAST and a random sampling of the ENA regarding the concept of
family presence during trauma resuscitation. Helmer et al. states that FPDR trauma
resuscitation is not only controversial but has not achieved widespread acceptance or
implementation. He concedes that it is more widely accepted among nurses.''' Trauma
surgeons have reacted to the concept with” considerable skepticism and incredulity.”'?
Beginning the new millennium, significant findings were added to the research
database of FPDR. Advanced practice nurses authored many of the new contributions.
The purpose of the 2000 study by Meyers et al. was to investigate the attitudes and
beliefs of patients, families, and hospital staff members toward FPDR and “Invasive
Procedures” (IP).'"® This was the first study to prospectively describe the FPDR

experience during both IPs and CPR using the Emergency Nurses Association

Guidelines:

11OStephen D. Helmer, Stephen Smith, Jonathan M. Dort, William M Shapiro, and Brian S. Katan,
“Family Presence During Trauma Resuscitation: A Survey of AAST and ENA Members,” The Journal of
Trauma, Injury, Infection, and Critical Care 48, 1n0.6 (2000): 1015-24.

" Helmer et al., 1015.
"2 Helmer et al., 1015. Common invasive procedures preformed would include: endotracheal
intubation central line insertion, lumbar puncture, chest tube insertion, or external pacing.

13 Meyers, Theresa A., Dezra J. Eichhorn, Cathie E. Guzzetta, Angela P. Clark, Jorie D. Klein,
Ellen Taliaferro, and Amy Calvin, “Family Presence During Invasive Procedures and Resuscitation: The
Experiences of Family Members, Nurses, and Physicians,” American Journal of Nursing 100, no. 2 (2000):
32 — 43. Some of the research in FPDR includes the concept of family presence during invasive procedures.
Although this research does not include invasive procedures, valuable information can be extracted from
these studies specific to FPDR. Many of the issues related to FPDR are similar to FP during invasive
procedures, both healthcare professional, family member and patient. IP patients n=24, resuscitation
patients n=19. The ENA also includes invasive procedures in their family presence position statement.
Studies combining invasive procedures and FPDR are commonly done.
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It is the position of ENA that:

1.

2.

Emergency department support the option of family presence during invasive
procedures and cardiopulmonary resuscitation.

Collaboration is needed among specialty organizations (including, but not limited
to, nursing, social and family services, pastoral care, physicians, and prehospital
care providers) to develop multidisciplinary guidelines related to family presence
during invasive procedures and cardiopulmonary resuscitation.

Health care facilities should develop and implement formal written policies and
procedures that will allow the option of family presence during invasive
procedures and cardiopulmonary resuscitation.

Health care facilities should involve emergency nurses in the development and
implementation of form all written policies and procedures that will allow the
option of family presence during invasive procedures and cardiopulmonary
resuscitation.

Health care organizations should develop and disseminate educational resources
for emergency nurses and other ED staff concerning policies, practices, and
programs supporting the option of family presence.

Health care organizations should develop and disseminate educational resources
for the public concerning the option of family presence during invasive procedures
and cardiopulmonary resuscitation.

Emergency nurses should receive continuing education to increase their
understanding of the practice of family presence during invasive procedures and
cardiopulmonary resuscitation.

Emergency nurses should be actively involved in research related to the presence
of family members during invasive procedures and cardiopulmonary resuscitation
as well as the short-and-long-term effects of this practice on family members,
patients, and health care providers.'"*

A descriptive study was done in the emergency department of a large medical

center in Texas by Meyers et al. The purpose of the study was to determine the perceived

benefits and problems identified by healthcare team members and family members that

were participants in Family Presence (FP) of IP or resuscitation. “We were guided in

developing this study by the holistic framework, which directs the caring activities of the

health care provider in preserving the wholeness, dignity, and integrity of the family unit

''* Emergency Nurses Association. Position Statement, “Family Presence At the Bedside During

Invasive Procedures and Cardiopulmonary Resuscitation,” www.ena.org. retrieved 1/22/10. The ENA also
includes invasive procedures in their family presence position statement. This position statement was very
important to the acceptance of FPDR.
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from birth to death.”'"> “Thirty-nine family members” were interviewed regarding their
attitudes and experiences while participating as a family member in FPDR or IP.'¢
Telephone interviews were done approximately two months after their FP or IP
experience. Healthcare professionals participating in the study consisted of “60 registered
nurses, 22 physician residents, and 14 attending physicians” who were surveyed seventy-
two hours after each FP event.'"”

In the qualitative analysis, family members used phrases such as, “I needed to be
there,” or they felt it was their right to be with the patient and obligation to the patient, or
they needed to provide the patient with support and someone to trust at their side.''® The
family members described the FP experience as “powerful,” “natural,” “frightening,”
“difficult,” or “scary” but still wanted to be there.'"”

“The views of the health care providers differed significantly: more nurses (96%)
and attending physicians (79%) supported FP during resuscitation, than did residents
(19%) (p = 0.001 for both comparisons).”'** Families indicated that it was important and
helpful for them to be with their loved ones.

Of the family members nearly all (95%) said that the visitation helped them to

comprehend the seriousness of the patient’s condition and to know that every possible
intervention had been done and to know that every possible intervention had been done.

1s Meyers et al., 33.

1 Meyers et al., 32.

""" Meyers et al., 32.

18 Meyers et al., 36.

19 Meyers et al., 36.

120 Meyers et al., 33.
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They (95%) also believed that the visit helped the patient---even when the patient was
unconscious.'?'

Regardless of the severity of the patient’s condition family members commented that
they focused on their patient-comforting role rather than on the trauma of the event.
Other family members felt “patient-family member connectedness and bonding” during
their experience.'>* Families also believed their presence had an effect on the healthcare
providers as a reminder of the patient’s personhood by comments such as, the family

95123

presence “put a soul in the person. Many families felt their presence was an

opportunity to say goodbye to their loved ones. “It’s like a goodbye that God shares with
you,” or it offers a “closure on a shared life.”"**

Healthcare professionals had similar reactions and tended to treat the patient with
more respect during resuscitation and the code team performed in a more professional
manner. In this study and others previously mentioned, Chalk, Timmermans, Mitchell,
Redley & Hood found substantial differences in the perceptions of the nurses and
residents. The Meyers et al. study suggested the residents’ inexperience and discomfort
with the technical intervention may have influenced their discomfort with the presence of

family.'” Studies showed that healthcare providers initially opposing FP have a striking

shift of opinions when their experiences with FP do not confirm their preconceived

121 Meyers et al., 37.

122 Meyers et al., 37.

123 Meyers et al., 37.

124 Meyers et al., 38.

125 Meyers et al., 39. ... [TThe CPR group, nine of 61(155) providers estimated that they offered

more aggressive treatment, extending resuscitation even in futile situations.”
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concerns and the family benefits become apparent.'*® This study recommended that the
practice of FP should address generalizability of the findings, focus on outcomes with
different populations in different settings, and include longer-term family follow-up.'?’
Future studies may chose to take a closer look at the length of the resuscitation efforts to

determine whether FP alters the activities length, activity, or cost.'*®

Results of the study
revealed that even in the crisis of death the staff was able to fulfill the holistic imperative
of preserving the wholeness and integrity of the family. Researchers suggested that
routinely banning families from the bedside during IPs and CPR should be discontinued.
FPDR does not disrupt operations of the code team.'* Also, FPDR does not produce
adverse psychological effects on participating family members."*’ Nearly all of the
families would choose to be present again.””' As with many of the previous regional
studies, one of the underlying purposes of the study was to convince the healthcare
personnel to adopt FP policies and practices in their particular hospital. The Meyers et al.

study was able to positively affect such a change in their hospital policy and adopt new

understanding and acceptance of a FPDR and IP policy favoring family presence.'*”

126 Timmermans, Mitchell, and Belanger.

2" Meyers et al., 40.

128 Meyers et al., 40.

12 Meyers, Doyle, Hansen, Robinson, Belanger.

10 Meyers, Belanger.

B! Meyers, Doyle, Belanger.

12 Meyers et al., 40.
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Following the Meyers study of 2000, Dezra Eichhorn, one of the authors in the

Meyers study, along with many of the same colleagues studied the perceptions of the

133

patients who had family in attendance during IP or FPDR. *” This was the first time in all

of the FPDR and IP studies that the patient was the center of the study. Eichhorn, using a
semi-structured questionnaire interviewed nine patients, eight who had IPs and only one
patient that was resuscitated. Careful analysis by five other researchers trained in
qualitative methods of research assisted in the interpretation of the findings. All of the
investigators agreed that the analysis accurately reflected the content of the written
transcript. Seven themes emerged from the data:

Being comforted

Receiving help

Reminder of personhood

Maintaining patient-family connectedness

Discerning family presence as a right

Perceiving how family presence affected family members

Perceiving how family presence could affect the health care environment'**

Nk =

These findings were very similar to the findings in the Meyers et al. study which
demonstrated that family members also believed family presence was a right that
provided comfort, help, and connectedness and served as a reminder of personhood.'*
All of the nine patients interviewed found family visitation beneficial. This study was
small but able to capture the “patient’s voice” which often times is forgotten or ignored.

The authors were fully aware of the limitations of the size of the study and the

33 Dezra J. Eichhorn, Theresa A. Meyers, Cathie Guzzetta, Angela Clark, Jorie D. Klein, Ellen
Taliaferro, and Amy O. Calvin, “Family Presence During Invasive Procedures and Resuscitation: Hearing
the Voice of the Patient,” American Journal of Nursing” 101, no. 5 (May 2001): 48-55.

134 Eichhorn et al., 51.

135 Eichhorn et al., 53.
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homogenous demographics. Evidenced based practice such as the common findings in
the studies of FPDR and IP are replacing the unsupported data of the emotional
arguments of the past. The growing numbers of FPDR studies are offering “cumulative,
consistent positive findings, generated from a growing number of family presence
studies.”"*

Contrasting the results of several of the previous surveys, was a large study done
in 2002 by McClenathan, Torrington, and Uyehara.">” In the August 22, the 2000 issue of
Circulation by the American Heart Association, the 2000 Guidelines for Emergency
Cardiovascular Care (ECC) and cardiopulmonary resuscitation (CPR) were published.
Guidelines advocated family witnessed resuscitation and recommend that family
members are allowed to be with the patient during CPR; this spurred considerable
controversy.">® The major objective of the study by McClenathan, Torrington, and
Uyehara was to survey a large group for their opinions regarding FPDR at an
international meeting of the American College of Chest Physicians in the Fall of 2000."%
“Five hundred ninety-two professionals were surveyed.”'*’ The majority of the surveys

were from physicians who were associated with multiple clinical specialties.

Surprisingly, . . . the majority (78%) of all of the health-care professionals surveyed

136 Bichhorn et al., 55.
7 Bruce M. McClenathan, Kenneth G. Torrington, and Catherine F.T. Uyehara, “Family Member
Presence During Cardiopulmonary Resuscitation: A Survey of US and International Critical Care
Professionals,” CHEST 122, no. 6 (December 2002): 2204-07.

SAmerican Heart Association. “Guidelines 2000 for Cardiopulmonary Resuscitation: part 2:
Ethical Aspects of CPR and ECC,” Circulation 2000; 102(suppl): 112-121.

%9 McClenathan, Torrington, and Uyehara, 2204.

9 McClenathan, Torrington, and Uyehara, 2204.
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opposed FWR for adults.”'*' There were significant differences in opinions regarding
FPDR based upon regional locations of the healthcare professional. Professionals
practicing in the northeast United States were less likely to allow FPDR compared to
healthcare professionals in the rest of the US. Midwest healthcare professionals were
more likely to allow FPDR of the adult patient than those in the rest of the country.'**
Respondents, who disapproved of family member presence during resuscitation, listed
several reasons; the most frequent was a concern for the psychological trauma to
witnessing family members. Other reasons cited were medico-legal concerns,
performance anxiety affecting CPR, and fear of the family distracting the resuscitation
team.'*?

Similar findings, of this study, represented the findings in the large group of
physicians studied by Helmer of the American Academy of Surgeons and Trauma.'**
Almost seventy-five percent of those physicians who had experience with FPDR had a
negative response, similar to the “sixty percent” negative response of experienced FPDR
physicians in the McClenathan, Torrington, and Uyehara study.'*

This study confirmed the findings that nurses “are statistically more likely to

support FWR than physician colleagues (p = 0.02).”'*® The authors believed that the

! McClenathan, Torrington, and Uyehara, 2206.

2 McClenathan, Torrington, and Uyehara, 2207.

3 McClenathan, Torrington, and Uyehara, 2207.

" Helmer et al., 1015.

%5 McClenathan, Torrington, and Uyehara, 2206.

16 McClenathan, Torrington, and Uyehara, 2209.
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nursing attitude in comparison to the physician’s attitude toward FPDR was a result of
the nurses decreased legal liability or that nurses generally receive greater emphasis in
their education on patient-family centered dynamics than medical students.'*’Also
speculated, the physician’s ultimate responsibility for the outcomes of the resuscitative
efforts poses greater pressure on his/her decision making in regards to FPDR. Contrary
to many of the previous studies on FPDR, the McClenathan, Torrington, and Uyehara
study showed a significant difference of opinion on FPDR based upon previous
experience. Healthcare professionals lacking in previous FPDR experience were more
likely to recommend FPDR than those professionals that had previous experience. The
authors claim that the contrary outcomes in this area come from “professionals who have
participated in typically hectic CPR attempts with difficult vascular access and tracheal
intubation, emesis, and rib fractures, understand the reality of CPR and have concluded
that family members should be excluded from witnessing these events.”'*® Other studies,
with divergent outcomes had substantiated their results based upon the young physician
or resident’s lack of experience and discomfort with the procedures.'*’ This discomfort
was more problematic when witnessed by the family, not necessarily an ethical issue

witnessed by the doctors.

7 McClenathan, Torrington, and Uyehara, 2209.

¥ McClenathan, Torrington, and Uyehara, 2210.

149 potential that provider’s technical skill would be affected because providers were
uncomfortable with family member’s presence; (Eichhorn 1996, Hanson/Strawser, Doyle et al.,
Timmermans, Berlinger, Redley/Hood, Helmer, Chalk).
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While the McClenathan, Torrington, and Uyehara study discussed the limitations
of their work, such as sample biasing and no reported validity of reliability, they believed
the results of this large group of healthcare professionals, primarily physicians, should
not be taken lightly. Conference participants, in the survey, did not support current
recommendations declared by the ECC and CPR guidelines of 2000. “Our survey
participants, critical care professionals who frequently deal with end-of-life issues, are on
the front lines of medical ethics, and their strongly negative attitude toward FWR cannot
be dismissed as uninformed.”"*® McClenathan, Torrington, and Uyehara concluded their
study with a strong recommendation that the American Heart Association must continue
to implement “rigorous scientific study” of FPDR before they implement their 2000
recommendations into practice."”!

By 2003, three more studies in FPDR were published beginning with a study by
Susan MacLean et al. composed of a varied group of some of the same authors in the

152 The objective of MacLean’s

Meyers et al. and Eichhorn et al. FPDR research studies.
work was to identify policies, preferences, and practices of critical care and emergency

nurses for having patients’ families present during resuscitation and invasive procedures.

This was the first study to examine only critical care nurses and emergency room nurses

'3 McClenathan, Torrington, and Uyehara, 2210. Family Witnessed Participation (FWP) is

another term used interchangeably with FPDR.

5! McClenathan, Torrington, and Uyehara, 2210.

152 Susan L. MacLean, Cathie E. Guzzetta, Cheri White, Dorrie Fontaine, Dezra Eichhorn, Theresa
A. Meyers, and Pierre Desy, “Family Presence During Cardiopulmonary Resuscitation and Invasive
Procedures: Practices of Critical Care and Emergency Nurses,” America Journal of Critical Care 12, no. 3
(May 2003): 246-57.
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in the United States in the context of FPDR and IP.">® A “thirty-item survey” was mailed
to a “random sample of 1500 members of the American Association of Critical-Care

99154

Nurses and 1500 members of Emergency Nurses Association.” ”" The response rate of

“thirty-three percent rendered 984 respondents for the study.”'™

Perhaps one of the most
interesting outcomes was that . . . only five percent of the respondents worked on units
that had written policies allowing the option of family presence during CPR (51/969) or

13 Written policies prohibiting family presence in either

invasive procedures (48/961).
instance were rare. Although most of the units did not have formal written policies for
FPDR and IP, almost half of the respondents reported that their units allowed the option
of family presence. MacLean et al. maintained that this informal result of changes in the
practice of allowing family presence reflected an increasing focus on family-centered
care. The authors also believed that there is a growing desire to meet holistic needs of
patients and their family members as well as an increasing attention paid to family
presence, in the professional and public literature, which may increase the assertiveness
of the patients’ families."”’

Most of the respondents, in the study, had taken or will consider taking the family

to the bedside during CPR and invasive procedures. “Thus, nearly 75% of the

153 MacLean et al., 252.
154 MacLean et al., 247.
155

MacLean et al., 247.
156

MacLean et al., 249.

57 MacLean et al., 253.
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138 This figure

respondents favored some type of option for allowing family presence.
was consistent, although slightly lower than the percentage noted in the Meyers et al.
study, reporting ninety-six percent emergency nurses supported family presence during
CPR."™

MacLean et al. identified the limitations of the study as deficient in” reliability
testing, no established construct validity,” and a low return rate of “thirty-three percent”
affecting the “limited generalizability of the findings,” which is primarily limited only to
this group of nurses.'®

Recommendations for practice from this study were very valuable. Nearly all of
the respondents, to the survey, worked on units that had no written policy on family
presence, yet “seventy-five percent” of the respondents preferred that family presence be
allowed. Benefits to family presence have been well established in many previous studies
and confirmed in this study.'®' Critical care nurses and emergency room nurses should
consider developing written policies or guidelines on family presence to meet the needs
of the patients, their families, and provide consistent, safe, and caring practices for
patients, patients’ families, and the staff.'®*

Several months later, in 2003, the Journal of Emergency Nursing published a

smaller study of hospital nurses and Emergency Nurse Association (ENA) member’s

5% MacLean et al., 253.
% Meyers et. al., 36.

10 MacLean et al., 254.
1! MacLean et al., 253.

12 MacLean et al., 255.
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attitudes and beliefs about family presence during resuscitation or invasive procedures in
New Jersey by a single researcher, Susan Ellison.'® “Two hundred and eight registered
nurses (RNs) and licensed practical nurses (LPNs) completed the survey for a response
rate of 42%. The sample consisted of 99% RNs (n = 193 and 1% LPNs (n = 15).”'%* The
respondents were asked to complete a “thirteen-item Family Presence Support Staff
Assessment Survey,” which included a qualitative component. This particular survey was

165 1t was also

designed to identify healthcare practitioners’ attitudes to FPDR and IP.
designed to identify the relationship between demographic variables and nurses’ attitudes
and beliefs including: educational preparation, specialty certification, experience, and
completion of a family presence educational offering, age, sex, and ethnicity.'®®

Subjects of the study were predominantly white women between the ages of forty-
one and fifty-five years old.'®” This particular demographic was quite narrow.
Demographic results revealed that education, specialty certification, professional
designation, and the specialty area where nurses work are all statistically significant
predictors of attitudes toward family presence. Nurses are more likely to be in favor of

allowing family presence during invasive procedures than resuscitation and also more

likely to be present at their own family members resuscitation than to allow the general

' Susan Ellison, “Nurses’ Attitudes Toward Family Presence During Resuscitative Efforts and
Invasive Procedures,” Journal of Emergency Nursing 29, no. 6 (December 2003): 515-21.

164 Ellison, 516.
165 Ellison, 516.
166 Ellison, 516.

17 Ellison, 517.
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public the same opportunity. The qualitative data analyzed and identified the following
recurring themes opposing other family presence because of the interference of their job
performance:

1. Environmental limitations,

2. Demand on subjects’ time,

3. Lack of personnel who can address emergent issues and needs of family

members,

4. Untoward responses by family members,

5. Lack of education and capacity of family members to understand the event.'®®

Significant relationships were found between positive attitudes toward family
presence and higher education and emergency nurse specialization. Ellison points out that
these findings concurred with the Helmer et al. study in 2000. Implications of this study
indicated that “[e]ducation that raises the consciousness of the staff and addresses
concerns is a necessity for changing the mind-set and attitudes of staff.”'®”

Perhaps the most striking result, in this study, was the double standard held by
many of the staff members in the belief that their presence with their own family will be
beneficial but not so with the general public.'”® “Eighty-seven percent” of the nurses
indicated they would want family presence, if they were ill or injured.'”" The nurses
identified their personal barriers for family members presence as an “1) inability to
manage issues relevant to death and dying, 2) discomfort with family members observing

their performance at these situations, and 3) their own fear of litigation. They also

identified old belief systems that are hard to break down (‘that’s the way is has always

'8 Ellison, 518.
1 Ellison, 520.
70 Ellison, 518.

7! Ellison, 518.
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been done’).”'”* All of these barriers have been identified time and time again in other
research. Ellison reports that further education of the staff is recommended.'”
The study sample was drawn from one hospital and one professional nursing

organization, limiting the generalizability of the data.'””

Ellison believed that comparative
studies validating the outcomes of the specific educational programs on family presence
needed to be conducted across a multidisciplinary group of practitioners in a varied
number of healthcare organizations to be a more effective study.'” Ellison added a
poignant quote from a nurse who was denied access to a loved one during resuscitation.
This quote succinctly describes the importance of family presence:
I don’t know your name, but I will never forget you. You played a part in the most
important event in my life. But you didn’t share that painful experience with me; you
just happened to be present. I want to leave you with this thought. Death is painful for
all families. When it’s expected, family members usually have time to say goodbye.
But when death is unexpected, there’s no time for those last intimate moments. I had
one opportunity — one moment in time to sit by a stretcher, hold a warm hand, and say
goodbye. You stole my moment.
BR Phillips. “Letter from the Heart.” RN 2002; 65:36-9.""°
The third and final study done in 2003 was performed by two physicians, Marco
and Larkin. They took a unique approach to determine the effect of a multimedia

educational intervention on knowledge base and resuscitation preference among the lay

public. Marco and Larkin attempted to measure the effects of a novel multimedia

172 Ellison, 520.
173 Ellison, 520.
174 Ellison, 520.
175 Ellison, 520.

76 BR Phillips. “Letter from the Heart.” RN 2002; 65:36-9 in Ellison, 520.
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intervention on knowledge and preferences.'”” A self-administered survey was developed
to determine knowledge, opinions, and personal preferences regarding CPR among the
lay public as a pre-intervention tool. Following the initial survey the participants were
provided an eight-minute educational video to portray factual information regarding
resuscitation. Participants were resurveyed to determine the influence of factual
information given to them as lay public.'”™

Marco and Larkin began their study with ““. .. 310 participants selected from;
community events (n=155), university classrooms (n=126), and physician waiting rooms
(n=12).”"" “Pre-intervention results indicate markedly inaccurate perceptions of cardiac

99180

arrest outcomes.” ~ The median estimate of survival by the pre-interventional group was

“fifty percent,” followed by a post-interventional estimate of “sixteen percent.”'™!
Similarly, the median estimate of duration of resuscitation was estimated at “thirty
minutes” on the pre-survey and a more accurate “nineteen minutes” on the post-
intervention al survey.'**

“Both the pre-intervention and post-interventional testing demonstrated a

relationship between personal preferences in a series of hypothetical resuscitation

"7 Catherine A. Marco and Gregory L. Larkin, “Public Education Regarding Resuscitation:
Effects of a Multimedia Intervention,” Annals of Emergency Medicine 42, no. 2 (August 2003): 256-60.

78 Marco and Larkin, 257.
17 Marco and Larkin, 257.
80 Marco and Larkin, 258.
'8! Marco and Larkin, 257.

'82 Marco and Larkin, 258.
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scenarios and expected outcomes.”'™ At the pre-interventional survey, « . . . 97% would
desire resuscitation in the scenario depicting a healthy twenty-five year old patient, but
only 34% would desire resuscitation in the scenario depicting a 75-year-old patient who
is terminally ill. All of the participants indicated that there should be no age limit beyond

184 This opinion was

which resuscitative efforts should be routinely withheld (n=310).’
unchanged after the educational video.'®

Marco and Larkin found significant changes in the participant’s preferences with
resuscitation in the hypothetical scenarios following the multimedia intervention. Overall,
the participants were less willing to undergo resuscitation in all hypothetical scenarios
after the video.'™ Participants identified factors that they believe physicians should
consider when making resuscitation decisions by way of a five-point Likert scale. The
most important consideration was the patient’s wishes, followed by the patient’s current
health, then the physician’s opinion, family wishes, and lastly, the patient’s age."™’
Occupation and citizenship were consistently seen as “unimportant factors to consider in

resuscitative decisions.”'®®

'83 Marco and Larkin, 258.
'8 Marco and Larkin, 258.
'85 Marco and Larkin, 258.
'86 Marco and Larkin, 258.
87 Marco and Larkin, 258.

'88 Marco and Larkin, 258.
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Findings of this study reported the publics’ “unrealistically high expectations of

1% Marco and Larkin suggested that the optimism of the

survival rate after cardiac arrest.
public may be based upon the inaccurate portrayal of resuscitation success through
media. This study clearly demonstrated that resuscitation preferences of the public are
linked closely to “knowledge and perception regarding CPR.”"° An improved knowledge
base regarding resuscitation may be achieved by more realistic portrayals in the media,
online education, and more education in the physicians’ office.'”! This study
demonstrated short-term effectiveness improves the accuracy of knowledge regarding
CPR, but recommends the need for further study in measuring the effects of long-term
retention of the information.'”* Further studies were suggested regarding the effects of the
actions of the participants in advance directives, communication with family, friends, and
medical personnel. Marco and Larkin also emphasized that improved public education
regarding resuscitation was warranted.'”>

To date there have not been any studies that have examined whether or not the
patient wants the family present during their own resuscitation. Benjamin, Holger, and

Carr, all physicians, created a method to study what patients believe are needed at the

time of resuscitation.'”* These emergency room physicians distributed a survey of a

'8 Marco and Larkin, 258.
%0 Marco and Larkin, 258.
! Marco and Larkin, 258.
192 Marco and Larkin, 259.
193 Marco and Larkin, 259.

1% Marny Benjamin, Joel Holger, and Mary Carr, “Personal Preferences Regarding Family

Member Presence during Resuscitation,” Academic Emergency Medicine 11, no.7 (July 2004): 750 -53.
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convenience sample to patients waiting in the waiting room of the emergency room
during six randomly chosen eight-hour shifts. The following scenario was constructed for
participants in the study to read prior to answering a single question:

Some family members find it emotionally helpful to be present at the resuscitation of a
critically ill or injured 