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In the US, the American Heart Association (AHA) documented an incidence of more than 

350,000 out-of-hospital cardiac arrests and 209,000 in-hospital cardiac arrests in 2016, 

and a survival rate to hospital discharge of 12% for out-of-hospital cardiac arrest and up 

to 24.8% for in-hospital cardiac arrest (American Heart Association, 2016). In the UK 

since 2009, the Resuscitation Council (UK) and the Intensive Care National Audit and 

Research Centre (ICNARC) have established the UK national clinical audit for in-hospital 

cardiac arrest. The aim of this audit is to improve resuscitation care and outcomes 

through the provision of timely, validated comparative data to participating hospitals. 

In 2014, the first data from the UK National Cardiac Arrest Audit (NCAA) database 

collected from 2011 were published, reporting an incidence rate of adult in-hospital 

cardiac arrest of 1.6 per 1000 hospital admissions with a survival rate to hospital 

discharge of 18.4% (Nolan et al., 2014). More recently, the latest data from NCAA 

documented a decrease in the total number of in-hospital cardiac arrest, despite a 

higher number of hospitals participating in the audit. This resulted in an average rate of 

1.0 cardiac arrests per 1000 hospital admissions in 2019, with survival rate at hospital 

discharge of 23.5% despite an initial return of spontaneous circulation after 20 minutes 

of CPR in 52.2% of cases (National Cardiac Arrest Audit, 2019).  

There is a developed evidence base on management of cardiac arrest. The treatment of 

cardiac arrest consists of chest compressions, ventilation, and early defibrillation 

(Monsieurs et al., 2015; Neumar et al., 2015). Early initiation of CPR is associated with 

improved outcomes of both out-of-hospital and in-hospital cardiac arrest (Bircher, Chan 

& Xu, 2019; Hasselqvist-Ax et al., 2015). Hence, CPR training for all hospital personnel 

has been prioritised for decades in most hospitals, facilitating the early identification 

and management of cardiac arrest prior to the arrival of the cardiac arrest team 
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Chapter 2 establishes the background literature in relation to the concept of witnessed 

resuscitation.  

Chapter 3 examines and appraises the literature regarding patient-witnessed 

resuscitation, in the form of a systematic literature review, published in the European 

Journal of Cardiovascular Nursing (Fiori, Latour & Los, 2017).  

Chapter 4 reports on consultations with members of the public and professional 

stakeholders conducted to inform the design of the research study, and is published in 

Nursing in Critical Care (Fiori, Endacott & Latour, 2019a).  

Chapter 5 critiques and justifies the philosophical, theoretical and methodological 

underpinnings of the research study.  

Chapter 6 provides the details of the research protocol, published in the Journal of 

Advanced Nursing (Fiori, Endacott & Latour, 2019b).  

Chapter 7 sets the context of the study findings. It details the characteristics of the 

sample of patient and of healthcare professional participants, followed by a description 

of the life-world of resuscitation in hospital.  

Chapter 8 describes the lived experiences of witnessing patients. 

Chapter 9 describes the lived experiences of healthcare professionals. 

Chapter 10 provides a description of the essence of the phenomenon of patient-

witnessed resuscitation, followed by a critical discussion of the main study findings in 

light of the existing clinical and theoretical literature. 
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Chapter 11 concludes the thesis, addressing the research question, explaining the 

implications and recommendations for clinical practice, education and research and 

acknowledging the limitations of the research. 
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Chapter 2 Background 

 

2.1 Introduction 

In this chapter, background literature on the topic of witnessed resuscitation is 

established. First, a definition of the concept of witnessed resuscitation is provided. 

Then the evolution of this concept within the literature is explored in relation to both 

family-witnessed resuscitation and public-witnessed resuscitation. Finally, literature 

regarding patient-witnessed CPR is introduced. 

 

2.2 The concept of witnessed resuscitation 

Witnessed resuscitation is a controversially debated issue in the literature (Hanson & 

Strawser, 1992). Since the 1980s, a new approach began to inform resuscitation from 

cardiac arrest. In 1987, the published work of Doyle et al. (1987) questioned the equity 

of a policy that excluded the presence of family during resuscitation of hospital patients. 

This sparked professional and ethical debate, still not resolved in many countries. 

Initially triggered by two episodes where family members explicitly asked to be admitted 

to the emergency room during the resuscitation efforts on their family member, the first 

initiative was developed to allow family presence during resuscitation in hospital (Doyle 

et al., 1987). Successively, Hanson and Strawser (1992) published a follow-up on the 

initiative, and this demonstrated positive feedback from family members, who felt 

comforted by staff during resuscitation efforts. Although initial concerns were expressed 

by staff, results demonstrated that family presence did not cause disruption during 

resuscitation activities.  
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definition was considered a sound foundation to help organise existing knowledge. 

Moreover, as also advocated by the author, it was helpful to identify unexplored areas 

of inquiry around the relatively new and still evolving concept of witnessed 

resuscitation. Using the defining attributes of witnessed resuscitation, and focusing on 

the contexts of both in-hospital and out-of-hospital resuscitation, scrutiny was made of 

the perspectives of active and passive witnesses; the perspectives of those witnessed by 

others whilst performing resuscitation; and the perspectives of those witnessing 

resuscitation through the media.  

The examined literature was organised in two main areas which reflected different 

attributes of the definition: family-witnessed CPR and public-witnessed CPR. Family-

witnessed CPR is traditionally regarded as family presence in the context of in-hospital 

resuscitation; this aspect has been extensively explored from the perspectives of the 

witnessing relatives, patients who survived cardiac arrest, and the healthcare 

professionals who are witnessed by family members whilst performing resuscitation. 

Public-witnessed CPR, as traditionally explored in the literature, refers to resuscitation 

in out-of-hospital settings, witnessed by non-family members, where witnesses are the 

lay first responders who have an active role in the resuscitation. For the purpose of this 

thesis and this informing literature review, public-witnessed resuscitation also included 

the perceptions of the public who passively witnessed resuscitation as portrayed by the 

media. Whilst a substantive body of evidence exists regarding the areas of family-

witnessed resuscitation and of public-witnessed resuscitation, a third unexplored area 

was identified, which possesses the attributes defined by Walker. Resuscitation 

witnessed by fellow patients, from now on referred to as patient-witnessed 

resuscitation, looks at the concept of witnessed resuscitation from the perspective of 
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work experience in the area and previous practice or education regarding family-

witnessed resuscitation was found to facilitate the presence of the family (Axelsson et 

al., 2010; Gordon et al., 2011; Gutysz-Wojnicka et al., 2018; Leung & Chow, 2012; 

Madden & Condon, 2007; Mitchell & Lynch, 1997; Sak-Dankosky et al., 2015; Twibell et 

al., 2008; Walker, 2008; Yanturali et al., 2005), although concerns were expressed 

regarding risks for both family and healthcare professionals.  

One of the main risks for the family in being present at resuscitation was considered to 

be the risk of psychological trauma and long-term stress from witnessing CPR (Sak-

Dankosky et al., 2014; Sak-Dankosky et al., 2017; Walker, 2008; Walker & Gavin, 2019), 

although this point was in contrast with the views of family members in other studies 

(Toronto & LaRocco, 2019). Another concern for the staff was that family presence could 

interfere with resuscitation efforts (Sak-Dankosky et al., 2017), distract the team from 

performing resuscitation (Sak-Dankosky et al., 2014), or increase staff stress levels 

(Walker & Gavin, 2019). Other studies suggested that the presence of relatives could 

instead lead to more professional behaviours (Demir, 2008; Meyers et al., 2000).  

Importantly, the concern that a dedicated person has to take care of the family members 

who are witnessing resuscitation was also raised uniformly among studies (Davidson et 

al., 2011; Gordon et al., 2011; Johnson, 2017; Sak-Dankosky et al., 2017; Sheng, Lim & 

Rashidi, 2010). This concern led to the issue of shortage of staff during resuscitation, 

another barrier for the correct implementation of family-witnessed CPR (Axelsson et al., 

2010; Ganz & Yoffe, 2012; Köberich et al., 2010; Sak-Dankosky et al., 2017; Wacht et al., 

2010). Consistently, Mortelmans et al. (2010) advocated the importance of addressing 

staff shortage issues, stating that a successful practice of family-witnessed CPR is not 

possible without the essential support for the family. Professionals also advocated for 
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or courage; less positive factors on the other hand, included feeling a sense of obligation 

or feeling exposed (Axelsson, Herlitz & Fridlund, 2000). Nevertheless, it is remarkable 

that amongst other factors, knowing that the victim had a fatal outcome and the lack of 

debriefing opportunity after the event had significant negative effect on bystander 

experience (Axelsson et al., 1998).  

The practice of debriefing bystanders after a resuscitation attempt was subsequently 

investigated by Møller et al. (2014), who encountered positive feedback amongst those 

who received it. Participants reported that talking about the experience with a 

healthcare professional was the most important benefit of receiving debriefing, as it 

helped them cope with the emotional reactions and increased their confidence in 

providing CPR again in the future (Møller et al., 2014). Concerns about post-traumatic 

stress disorder (PTSD) and long-term psychological distress in bystanders were also 

raised. Whilst no evidence of PTSD was found in volunteer responders (Zijlstra et al., 

2015), severe short-term psychological impact and psychological distress after three 

months were found in two studies (Stassart et al., 2017; Zijlstra et al., 2015). Similarly, 

Mathiesen et al. (2016) found that bystanders reported negative outcomes as: having 

recurrent images of the event, being concerned for the outcome of the victim and 

feeling guilty for unsuccessful outcomes. Comparable findings were also found in a 

recent study conducted by Mausz, Snobelen and Tavares (2018), who highlighted that 

bystanders experienced uncomfortable emotional reactions in the short-term after the 

resuscitation attempt, including having to contend with self-doubt and unanswered 

questions about the event. Mathiesen et al. (2016) also identified that coping strategies, 

such as talking extensively with other people about the event, healthcare debriefing and 

professional counselling helped participants process the event.  
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Given the importance of involving the lay population in providing first response to out-

of-hospital cardiac arrests in the community, recent studies had focused on the 

motivations and barriers to become a community first responder (Barry, Guerin & Bury, 

2019; Becker et al., 2019; Bouland et al., 2017; Mathiesen et al., 2017; Phung et al., 

2018). Motivating factors were found to be either altruistic, such as giving something 

back to the community, or the result of pre-existing interest in social and emergency 

care (Barry, Guerin & Bury, 2019; Phung et al., 2018). However, multiple barriers are still 

present among lay rescuers (Barry, Guerin & Bury, 2019; Becker et al., 2019; Bouland et 

al., 2017; Mathiesen et al., 2017). Fear and the feeling of being exposed to risk and 

traumatic situations were considered important challenges when providing bystander 

CPR (Barry, Guerin & Bury, 2019; Mathiesen et al., 2017). Other explored barriers were 

fear of litigation, liability, risk of disease transmission, fear of hurting the victim and lack 

of skills (Becker et al., 2019; Bouland et al., 2017; Dukes & Girotra, 2018; Mausz, 

Snobelen & Tavares, 2018).  

Nevertheless, bystanders overall considered CPR provision and the cooperation with the 

emergency medical services to be the expected behaviour of any community citizen 

(Mathiesen et al., 2017). This sense of duty for the community and the institutions 

(Mathiesen et al., 2017), as well as previous effective CPR training (Bouland et al., 2017) 

seemed to help bystanders overcome their fears and contribute to responding to out-

of-hospital cardiac arrests. However, the study of Mausz, Snobelen and Tavares (2018) 

emphasised that the long-term psychological consequences of bystanders are still 

poorly understood. Therefore, those consequences and the appropriate aftercare of 

bystanders involved in out-of-hospital cardiac arrest might not be properly addressed in 

CPR programmes for lay people.  
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after CPR among students participants, while practical knowledge of CPR seemed to 

mitigate, although not eliminate, this effect (Van den Bulck, 2002). In successive studies, 

Harris and Willoughby (2009) compared the characteristics of patients, causes and 

success rates of CPR on television with published resuscitation statistics. While the 

immediate success rate realistically reflected contemporary statistics, they found that 

the lack of depiction of a poor medium to long-term outcome could give misleading 

perception of falsely high chances of total recovery from CPR (Harris & Willoughby, 

2009).  

Wetsch et al. (2012) focused on the quality of CPR performed in a medical television 

series, comparing characteristics and causes of cardiac arrest, and resuscitation efforts, 

to the corresponding AHA guidelines (American Heart Association, 2000; American 

Heart Association, 2005), finding it often inadequate. These results were similar to the 

findings of Mgbako et al. (2014), who compared resuscitation actions in movies with the 

actions outlined in the chain of survival (Cummins et al., 1991b). Mgbako et al. (2014) 

found the use of defibrillators in films inadequate and queried whether such an 

inaccurate representation of life-saving interventions represented a missed opportunity 

of educating the lay public. This is particularly relevant in the case of out-of-hospital 

defibrillation, where correct public understanding and use of the equipment could make 

the difference between life and death.  

Almost two decades after the first published work on this topic, and despite the great 

advancement in educating the public and patients around life-sustaining interventions 

and in improving healthcare communication on care preferences (Institute of Medicine, 

1997; Sudore et al., 2014; Volandes, 2007), little difference has been found in the 

depiction of CPR in television (Portanova et al., 2015). Importantly, these authors argued 
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is sparse, of low quality, and mostly outdated (Fiori, Latour & Los, 2017). Early interest 

in this topic has been evident in the literature since the late 1960s, with studies 

undertaken exploring patient stress caused by the presence of other critically ill fellow 

patients in coronary care settings (Hackett, Cassem & Wishnie, 1968; Jones, 1967; Wolf, 

1969). Nonetheless, only five articles documenting some sort of physiological and 

psychological impact in patients witnessing CPR were considered relevant for inclusion 

in the systematic review (Badger, 1994; Bruhn et al., 1970; Hackett, Cassem & Wishnie, 

1968; Isaksen & Gjengedal, 2006; Sczekalla, 1973). In particular, physiological reactions 

such as increase of heart rate (Bruhn et al., 1970; Sczekalla, 1973) and systolic blood 

pressure (Bruhn et al., 1970) and psychologic reactions such as increased anxiety (Bruhn 

et al., 1970) were observed in the study groups of patients witnessing resuscitation. 

Qualitative studies identified coping strategies used by witnessing patients in response 

to the resuscitation event of their fellow patient, including denial and dissociation 

(Badger, 1994; Hackett, Cassem & Wishnie, 1968; Isaksen & Gjengedal, 2006). Although 

limited, mostly weak and outdated, these findings suggested that hospital patients may 

find witnessing resuscitation on a fellow patient a stressful experience. No new research 

studies seemed to have been published since this systematic review, showing that the 

knowledge gap regarding patient-witnessed resuscitation is yet to be filled.  

 

2.6 Chapter summary 

In this chapter, the literature regarding the concept of witnessed resuscitation was 

explored and the background for this research established. The operational definition of 

witnessed resuscitation adopted in this chapter highlighted the possible active or 

passive role of the witness in different environments, while performing or observing the 
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Chapter 3 Systematic literature review 

In this chapter, a systematic literature review is presented that provides a detailed 

overview of the existing evidence about the impact on patients witnessing resuscitation 

attempts on fellow patients in hospital settings. The limited results indicated that the 

topic of patient-witnessed resuscitation has not been extensively explored in the 

literature and the existing evidence is sparse and mostly outdated. However, this 

systematic literature review followed a rigorous approach in identifying existing 

published works, assessing quality and rigour, and informing the research study in this 

thesis.  

This systematic review, published in the European Journal of Cardiovascular Nursing, 

was conducted and reported according to the PRISMA guidelines (Moher et al., 2009). 

The bibliographical details of the work, a description of the work and an estimated 

percentage of contribution (%) of each author are as follows: Fiori, M. (90%), Latour, 

J.M. (5%), Los, F. (5%). The percentages of contribution have been agreed among all 

authors.   
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strategies adopted by exposed patients in response to witnessing resuscitation including 

denial and dissociation. 

Conclusions 

Our findings suggest that patients may find witnessing resuscitation a stressful 

experience. However, the evidence is sparse and mainly of poor quality. Further 

research is needed to better understand the impact of patients witnessing a 

resuscitation of another patient and to identify effective support systems. 

 

Keywords 

Hospital; Patients; Emergency Treatment; Trauma and Stressor Related Disorders; 

Resuscitation 
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3.3.1 PICO & Eligibility criteria 

Following the PICO (Population, Intervention, Comparison and Outcome), the review 

question was defined as: What is the impact (O) of in-patients (P) witnessing a 

resuscitation attempt of a fellow patient (I) compared to not witnessing a resuscitation 

of another patient (C)? 

Criteria for inclusion were discussed and agreed in advance by the authors before the 

searches were conducted. Study population was limited to those describing in-patients 

admitted to hospitals, while those describing the impact on family members, staff or 

out-of-hospital scenarios were excluded. 

Due to the anticipated limited research in this area, outcome criteria were intentionally 

kept as broad as possible, to include any relevant published article. Therefore, outcome 

measures of impact, including both physiological and psychological factors, were 

considered for inclusion. No limits were set on study design, publication date or 

language. 

3.3.2 Information sources and search strategy 

Searches to identify relevant literature were undertaken using the following databases: 

BNI (1992-February 2016), CINAHL (1981-February 2016), EMBASE (1980-February 

2016), MEDLINE (1946-February 2016) and PsycINFO (1887-February 2016). MeSH 

terms and keywords included in the search strategy were: patient*, inpatient*, in 

patient*, inpatients, witness*, CPR, cardiopulmonary resuscitation, resuscitat*, 

resuscitation (Appendix II: Electronic Supplement Material 2, Search strategy MEDLINE; 

the full search strategy of all databases is available from the authors). Terms relating to 

outcome measures were included in the initial search but resulted in limited number of 
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papers. Therefore, search terms related to the impact of patients were excluded in the 

main search strategy on 9th of February 2016. Further relevant publications were 

identified through reference mapping of identified articles and discussion with experts. 

Additionally, Google Scholar was searched including keywords from the search strategy 

and forward citation of the included articles was performed. 

3.3.3 Study selection, data collection process, and data items 

Two independent authors (MF, FL) screened all titles and abstracts identified in the 

search strategy considering their eligibility for inclusion. Any discrepancies were 

discussed with the third author (JML). Potentially relevant papers were read in full to 

determine eligibility based on the inclusion and exclusion criteria. Data items of the 

included studies were defined as: study aim, design, sample size, population 

characteristics and settings, outcome measures and main findings. 

3.3.4 Strength of evidence and risk of bias assessment 

In order to determine the quality of the selected studies and to address the reliability of 

recommendations for future research and clinical practice, selected studies were 

assessed for strength of evidence and risk of bias. The quantitative studies were 

assessed using the Cochrane GRADE system (Higgins & Green, 2011; Moher et al., 2009). 

The GRADE approach rates quality of evidence on four categories, from very low to high 

quality, depending on study design and characteristics. Quality of evidence can be 

upgraded or downgraded based on the presence of certain limitations. Factors that may 

decrease or increase quality of evidence are: study design, (in)directness of evidence, 

(in)consistency of results, (im)precision of results, and publication bias. Qualitative 

studies were assessed through the hierarchy of evidence scale as proposed by Daly et 

al. (2007). In this scale, studies are divided into four categories based on their design, 
































































































































































































































































































































































































































































































































































































