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Abstract

Aim: The aim of this study was to explore the experiences of patients and health-

care professionals regarding patients witnessing resuscitation on another patient in

hospital clinical wards.

Design: Phenomenological qualitative study.

Methods: Participants will be recruited from nine wards in a university hospital in

England. Data collection will include two in‐depth interviews with patients who wit-

nessed resuscitation: the first interview one week after witnessing resuscitation and

the second interview after one month. Individual and focus group interviews with

healthcare professionals will be also conducted. Data will be transcribed, managed

in NVivo 11 and analysed using phenomenological analysis. The National Health

Service, Health Research Authority and University Ethics Committee approved the

study (May 2018). The study is funded by Resuscitation Council UK (December

2017) and will be conducted between May 2018–March 2019.

Conclusion: While witnessed resuscitation is a major topic of interest in nursing,

specific research on the impact of patients who witness resuscitation on fellow

patients is limited. This study will use qualitative methodology to inform the evi-

dence base of a clinical problem with limited understanding. The findings of this

study will contribute to the framework of witnessed resuscitation and to identifying

the barriers and enablers towards a greater support of patients who witness resusci-

tation in hospital. This new acquired knowledge will be beneficial to the improve-

ment of future nursing care.

Impact: The evidence gained from this study can support the development and

implementation of guidelines and inform hospital policies to support patients wit-

nessing resuscitation to optimize the quality of nursing care provided.

K E YWORD S

cardiopulmonary resuscitation, focus group, heart arrest, hospitals, interview, nursing, patients,

qualitative research, resuscitation

1 | INTRODUCTION

Cardiopulmonary resuscitation (CPR) is recognized as a near‐univer-
sal first aid technique (Whitcomb & Blackman, 2007), undertaken

when an individual's breathing or heartbeat has stopped. Cardiac

arrest is a major public health problem worldwide, resulting in dam-

aging consequences not only for the survivors, but also for their

families and the health care systems (Attin, Tucker, & Carey, 2016).
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Incidence of in‐hospital cardiac arrests continues to be rarely

reported (Nolan et al., 2014; Sandroni, Nolan, Cavallaro, & Antonelli,

2007) and not uniformly across countries. A review of international

studies of in‐hospital cardiac arrests reported an incidence range of

1–5 per 1,000 patients admitted (Sandroni et al., 2007). More

recently, the National Cardiac Arrests Audit data of in‐hospital car-
diac arrests in 183 acute hospitals of the National Health Service

(NHS) in the UK documented 16,210 in‐hospital cardiac arrests,

meaning 1.5 cardiac arrests per 1,000 hospital admissions in 2017

(NCAA, 2017). In the USA, the American Heart Association docu-

mented an incidence of 209,000 in‐hospital cardiac arrests in 2016

(American Heart Association, 2016), although the denominator is

unclear. These data indicate that there is the potential for patients

to witness CPR during a stay in hospital.

It is recognized that although lifesaving and associated with an

increasing survival rate (Bergum, Nordseth, Mjølstad, Skogvoll, &

Haugen, 2015), CPR represents a stressful procedure that may be

linked to unsuccessful outcomes (Nolan et al., 2014; Zijlstra, Bee-

sems, De Haan, & Koster, 2015). Therefore, witnessing resuscitation

could have effects on a large audience, including family members,

healthcare professionals and fellow patients. While aspects of family

witnessed resuscitation have been explored, evidence on the impact

of patient‐witnessed resuscitation appears limited. This study aims to

address the knowledge gap on witnessed resuscitation and extend

understanding of the experiences of patients witnessing fellow

patients’ resuscitation in hospital, to inform future clinical interven-

tions and research studies.

1.1 | Background

Witnessed CPR is a controversially debated issue gaining attention

in the international nursing research agenda (Köberich, 2018).

Walker (2006) defined witnessed resuscitation as “the experience of

having been ‘witness to’ a resuscitation attempt where the witness

(or bystander) performed an active or passive role (or) the experience

of being ‘witnessed by’ others while applying the skills of resuscita-

tion” (Walker, 2006, p. 385). Traditionally, since the first pioneering

research into family participation during resuscitation conducted by

Doyle et al. (1987), the “witnesses” under study were mostly the

family members of patients undergoing CPR. This aspect of wit-

nessed CPR has been extensively explored from different perspec-

tives: the relatives’ and patients’ opinions have been investigated

and they are overall favourable towards family presence during CPR,

as this seems to help relatives to cope with the grieving process and

gives patients a sense of support (Albarran, Moule, Benger, McMa-

hon‐Parkes, & Lockyer, 2009; Bradley, Keithline, Petrocelli, Scanlon,

& Parkosewich, 2017; De Stefano et al., 2016; Paplanus, Salmond,

Jadotte, & Viera, 2012a,b). Healthcare professionals’ attitudes and

concerns have also largely been explored. Although multidisciplinary

consent is growing towards the presence of family members during

resuscitation, many clinicians do not feel sufficiently confident to

fully support this practice and barriers still exist, as the fear that rela-

tives might interfere with the CPR procedures and influence the

resuscitation performances (Chen et al., 2017; Fulbrook, Albarran, &

Latour, 2005; Paplanus et al., 2012a,b; Sak‐Dankosky, Andruszkie-

wicz, Sherwood, & Kvist, 2014). Another aspect that has been

explored is witnessed resuscitation by proxy, especially as portrayed

by media. Television is a major source of information about CPR

(Diem, Lantos, & Tulsky, 1996), potentially a powerful tool for edu-

cation (Lockey, 2014) and can influence the way a resuscitation

event and its consequences are perceived by the public. Although

depicting CPR on television may initially have helped the public

familiarizing with the fact that such events may occur in hospital

(Grice, Picton, & Deakin, 2003; Hadfield‐Law, 1999), recent studies

showed that the portrayal of CPR on television is still far from real-

ity. Considering that the public is significantly influenced by medical

TV series, this may link to falsely high expectations of short and

long‐term success of CPR, to misinformed public CPR knowledge

and may influence care decisions (Alismail, Meyer, Almutairi, &

Daher, 2018; Colwill et al., 2018; Harris & Willoughby, 2009; Por-

tanova, Irvine, Yi, & Enguidanos, 2015). Nonetheless, as reminded by

Köberich (2018), our view on those affected by witnessing resuscita-

tion is still narrow.

A smaller number of research studies have explored the concept

of witnessed resuscitation from the perspective of fellow patients. A

recent systematic review on the impact of patients witnessing CPR

on another patient highlighted that the literature on the topic is

sparse, of low quality and mostly outdated (Fiori, Latour, & Los,

2017). Only five articles were identified documenting some sort of

physiological and psychological impact in patients witnessing CPR. In

particular, increased heart rate (Bruhn, Thurman, Chandler, & Bruce,

1970; Sczekalla, 1973), systolic blood pressure and anxiety (Bruhn et

al., 1970) were observed in the study group witnessing resuscitation.

Coping strategies in response to witnessing resuscitation, including

denial and dissociation were highlighted among the qualitative stud-

ies (Badger, 1994; Hackett, Cassem, & Wishnie, 1968; Isaksen &

Gjengedal, 2006). The findings of this systematic review, although

limited and weak, suggest that patients may find witnessing resusci-

tation a stressful experience. Combined with the lack of recent stud-

ies, this evidence underlines a gap in the current knowledge of

Why this study is needed

• Evidence on the impact of witnessing resuscitation in

hospital is limited and is mostly focussed on family mem-

bers witnessing the resuscitation of a relative.

• Experiences of patients and current practices of health-

care professionals on patient-witnessed resuscitation

need to be explored to understand this phenomenon.

• The study represents a unique opportunity to explore

the views of patients, nurses and allied healthcare pro-

fessionals of an understudied topic and may inform

advanced clinical nursing practice related to the support

of patients in hospitals.
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witnessed resuscitation from the other patients’ perspective and

their needs for support. The findings of the study described in this

protocol could contribute to expand the concept of witnessed resus-

citation from a different perspective and generate an evidence base

to improve hospital care practice.

1.2 | Patient and public involvement and clinical
nurses consultation

Formal patient and public involvement (PPI) and stakeholder consul-

tations were undertaken with people with heart disease and hospital

nurses involved in CPR to inform the design and the development of

the present research study. The PPI consultations were organized

based on the NIHR Patient and Public Involvement in Health and

Social Care Research: A Handbook for researchers as guidance (NIHR,

2014) and the INVOLVE Briefing notes for researchers (INVOLVE,

2012). Using an exploratory approach, a qualitative online survey

(N = 22) and semi‐structured telephone interviews (N = 4) were con-

ducted among former patients who are members of the British Heart

Foundation (BHF), a UK charity and a focus group was organized

with nurses (N = 15) involved in CPR in an acute hospital. The con-

sultations were conducted between February and June 2017.

Overall, all participants considered this research would be of

value to inform patient‐witnessed CPR support guidelines and impor-

tant to raise clinicians’ awareness on this topic. Participants also

highlighted several suggestions, considered by the researchers and

included in the development of this study protocol. The main sug-

gestions from patients regarded: the need of witnesses to talk about

their experience, hence the potential relieving value of the interview

itself; the emotional impact of witnessing CPR, therefore the provi-

sion of emotional support after the interview; the differences in

patients’ medical conditions and personal background, thus flexibility

on time and venue in interview scheduling. Nurses emphasized

recruitment strategies; the adoption of multiple data collection meth-

ods to explore their experiences, as focus groups and individual

interviews, was suggested to increase the chance of participation.

A PPI advisory group involving the BHF members who partici-

pated in the telephone interviews was established. This group is cur-

rently engaged in the research and contributed to the revision of the

study protocol, the interview guides and the information material for

the study participants.

2 | THE STUDY

2.1 | Aim

The aim of this study is to investigate the impact of patients wit-

nessing a CPR attempt on another patient and to identify the best

support that can be delivered to patients by healthcare professionals.

Specific objectives are:

1. To explore the experiences of hospital patients witnessing a CPR

attempt on another patient.

2. To identify the experiences of healthcare professionals involved

in CPR and the support they provide to patients who witness

CPR.

2.2 | Methodology

This study will adopt a qualitative research design using a phe-

nomenological approach. Given the limited evidence available on the

topic of patient‐witnessed CPR, qualitative methods are considered

well suited to understand the experiences of patients witnessing

CPR and of healthcare professionals caring for them. Qualitative

research methods in fact, allow a higher degree of flexibility in data

collection and a full range of responses, without being driven by pre‐
defined quantitative measures (Bryman, 2016).

Following Husserl's philosophical approach, phenomenology aims

to understand the meaning of human lived experiences about a phe-

nomenon. Beyond this, as a research method greatly applied in nursing

research (Dowling, 2007), phenomenology generates methodical, sys-

tematic, critical and intersubjective knowledge (Giorgi, 1997). The pro-

posed method involves the description, reduction and the search for

essential structures of the phenomenon investigated (Giorgi, 2000).

The involvement of patients, public and nurses has been consid-

ered an essential aspect of the overall development of the study,

from prioritising the research questions to future application in prac-

tice of the new acquired knowledge. In particular, the initial engage-

ment with BHF former patients and clinical nurses provided a valid

contribution to the conceptual design of the study. Ongoing engage-

ment is intended to gain continuous feedback along the whole deliv-

ery of the study, up to the dissemination of the findings (INVOLVE,

2012; NIHR, 2014).

2.2.1 | Participants

Two participant groups were identified to address the aim of the

study: hospital patients who witnessed CPR on other patients and

healthcare professionals involved in CPR in hospital wards. According

to the literature on qualitative methods for phenomenological studies,

a criterion‐based purposive sampling strategy will be used, where all

individuals studied meet a certain criterion defined in advance by the

researcher or have experienced the phenomenon under study (Braun

& Clarke, 2013; Creswell, 1998; Holloway, 1997). In this study, the cri-

terion for sampling is: to have witnessed CPR on other patients for the

patients group; to have been present during a CPR event in their ward

for the healthcare professionals group.

Patients

The researcher will conduct in‐depth interviews to gain insight from

the participants. Following guidelines of qualitative research, which

generally consider 5–25 participants to provide sufficient data (Cres-

well, 2003), a sample up to 15 participants will be considered repre-

sentative for this study. Included patients should:

1. Be over 18 years old; able to communicate in English.
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2. Have had experience of witnessing a CPR attempt on another

patient in the ward where they were admitted at the time of the

event.

3. Be able to give written consent.

Patients under 18 years of age and patients not able to provide

informed consent, as per Mental Capacity Act (2005), will be

excluded from the study.

Most clinical wards in the hospital have between 26–29 beds

and are arranged in multi‐bedded rooms with two to six beds. The

nine wards with the highest incidence of cardiac arrests, where it is

more likely that patients will witness CPR procedures, will be

selected to conduct the study. Recruitment will be through the

cooperation between the resuscitation team, the clinical care team

of the wards, the local research nurse and the research team, based

on a shared recruitment flow chart (Figure 1). The ward managers

will make a blueprint of the multi‐bedded room at the moment of

the CPR event. In addition, the records of the CPR performed in the

hospital will be shared regularly between the resuscitation team and

the research team. Eligible participants will be identified by the local

research nurse among the patients who witnessed CPR, based on

the blueprint.

Healthcare professionals

Focus group and individual interviews will be conducted with health-

care professionals involved in a CPR attempt, including nurses, doc-

tors, healthcare assistants and other healthcare professionals. Up to

20 participants across focus group and individual interviews will be

considered appropriate to gain rich and sufficient data. Sample size

will include four to eight participants for each focus group interview.

In literature, three to six focus groups are considered appropriate for

a medium‐sized research project (Braun & Clarke, 2013). Three focus

group interviews will be conducted with healthcare professionals. A

specific focus group will be conducted with members of the resusci-

tation team of the hospital, to set their experiences and views apart

from the rest of professionals and avoid undue influence. The other

two focus groups will be conducted with professionals from different

wards. As advocated by the stakeholders’ consultation, it is antici-

pated that not all those who are willing to participate in the study

will be able to join a focus group. Hence, researchers will conduct

individual interviews, besides focus groups, for those wishing to par-

ticipate. It is anticipated that approximately six to eight individual

interviews will be conducted.

Healthcare professionals included in the study will:

1. Be nurses, doctors, healthcare assistants and other healthcare

professionals.

2. Have >6 months of clinical experience.

3. Have been present during a CPR event in their ward in the last

6 months.

The ward managers will facilitate the recruitment of potential

participants for the focus groups and the individual interviews,

liaising between the research team and the healthcare professionals

in their wards. The study will be also advertised through the hospital

staff bulletin to increase visibility and engagement.

2.2.2 | Data collection

Patient interviews

Two in‐depth interviews will be conducted with every participant to

explore the experience of patients. The first interview will be con-

ducted up to 1 week after the CPR event and is designed to capture

the initial impact of witnessing CPR. The second interview will be

conducted 4–6 weeks after the event and will explore any sustained

impact of the experience. Both interviews will follow an interview

guide. The interview questions constitute an invitation for partici-

pants to share their experience with the researcher in an open and

supportive way, leaving them free to unfold their story as they pre-

fer. The researcher will follow the development of the discussion

using prompts when necessary, ensuring a sensitive and empathetic

approach. Before the interview, the researcher will ensure that par-

ticipants feel comfortable to be interviewed and after the interview

emotional support will be offered, if needed.

The interviews will take place in a comfortable environment at the

convenience of the participant: a hospital quiet room or area in the

ward or at the bedside if the participant is still admitted in the hospital.

A quiet place, either at participant's home, at the hospital or at the uni-

versity, will be chosen if the participant has been discharged. All

attempts will be made to maximise privacy and reduce interruptions.

Each interview will last 40–60 min. Interviews will be audio recorded

and non‐verbal cues will be documented as field notes.

Healthcare professional focus groups and individual interviews

Focus group sessions will be conducted by the researcher and an

observer/note taker of the research team. Discussion will be facili-

tated through a few open questions to generate a debate about sim-

ilarities and differences in the participants’ opinion and experiences

about their practice towards other patients during a CPR event. Indi-

vidual interviews will be conducted by the researcher. Individual and

focus group interviews will follow an interview guide. Focus group

and individual interviews will be audio recorded and visual cues will

be documented as field notes. Demographic and professional infor-

mation from participants will be collected. Focus group and individ-

ual interviews will be conducted in the hospital, during participants’
working hours, according to their availability. All efforts will be made

to provide a comfortable environment to facilitate open communica-

tion with participants. The focus groups and individual interviews

will be expected to last 40–60 min each.

2.2.3 | Data analysis

Qualitative data from the individual and the focus group interviews

will be transcribed and processed in QSR International NVivo 11, a

qualitative analysis software program and analysed through phe-

nomenological analysis.
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The phenomenological analysis method consists of five essential

steps (Giorgi, 1985, 1997; Giorgi & Giorgi, 2003), described as follows:

1. The researcher will read and re-reads the entire text to get a

general sense of the whole experience of witnessing

resuscitation.

2. The researcher will then divide the significant text segments into

“meaning units” keeping the participants’ own words. The

researcher will next eliminate redundancies and relate the meaning

units to each other and to the overall sense of the experience.

3. The researcher will read all the meaning units again and compare

and discuss them with the research team. The research team will

convert the row text meaning units in agreed codes that describe

significant aspects of the experience.

4. The researcher will categorize the phenomenological codes into

main themes and cluster similar subthemes into the related main

themes.

5. Finally, the researcher will develop an overall description of the

essence of the participants’ experience by merging the main

themes and the subthemes in a flowing narration.

Ward Managers/Nurse in charge/CPR team: 
BLUEPRINT OF THE BAY 

Inclusion criteria: 

• Aged ≥ 18 years; able to 
communicate in English; 

• Have witnessed CPR on 
another patient in the ward; 

• Be able to give written 
consent. 

Research Nurse or 
Research Team + Ward 

Nurse 

1. Invitation letter 

2. Participant
information sheet  

Ward Manager/Nurse in charge: 
contact the Research Nurse 

Research Nurse + Ward Nurse: 
LEAFLET 

to patients who witnessed CPR 

Eligible
Participant 

Agree to
participate?

Research 
Team 

1. Consent Form 

Research 
Team 

2. Schedule interviews 

1. Collect signed consent form 

2. Conduct the interview 

CPR event

Interested in
the study?

YES NO End

YES NO End

F IGURE 1 Recruitment of study
participants (patients group) [Colour figure
can be viewed at wileyonlinelibrary.com]
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A coding framework will be developed iteratively by reading,

coding and revising each transcript and it will be discussed and

agreed among the research team. Potential themes and subthemes

will be also verified by a further researcher to ensure rigour and

accuracy of the interpretation of the findings. Data collected from

patients’ interviews and from healthcare professionals’ individual

and focus group interviews will be analysed and reported separately.

During this process, some of the patients and healthcare profession-

als involved in the study will be invited to read the findings and to

reflect on the preliminary findings. In the final stage of analysis, find-

ings will be again shared with them to reflect on the final narration

of the phenomenon and encouraged to provide advice for further

refinements.

“Bracketing”, intended as setting aside all researcher's prejudg-

ments, is a fundamental strategy in phenomenology. For this study,

bracketing is considered essential to initially set researcher's preju-

dice aside and not to influence the narrative process. However, the

iterative nature of data collection and data analysis of the research

study may not make bracketing feasible throughout the entirety of

the study phases. The researcher will take self‐reflective notes dur-

ing the data collection and data analysis phases to help the bracket-

ing process, reflecting critically on her own beliefs and position in

the research. The researcher will then integrate the field and self‐
reflective notes in the data analysis to reflect on the analysis process

and support the interpretation of the participants’ answers. Demo-

graphic data will be analysed through descriptive statistics, in terms

of prevalence, mean, median and standard deviations using IBM

SPSS Statistics 24 software package.

2.3 | Ethical considerations

The study protocol was approved on 2 May 2018 by the National

Health Service Health Research Authority (REC reference: 18/SW/

0069; Protocol number: FHHS‐218744‐MF‐202; IRAS project ID:

218744) and on 18 May 2018 by the University Research Ethics

Committee (FHHS‐218744‐MF‐202; Reference Number: 17/18‐807).
All the efforts will be made to protect the participants and the

researchers. This is a central aspect of the study and will be rigor-

ously enforced, according to established ethical framework (Beau-

champ & Childress, 2001). The ethical principles regarding studies

and research involving human beings stated in the Declaration of

Helsinki (2013) were also considered.

2.3.1 | Consent, confidentiality and data protection

All participants will receive an invitation letter and a participant

information sheet. The study and the implications of participation

will be verbally explained by the researcher before providing a writ-

ten consent form. However, prior to any data collection activity,

either individual or focus group interviews, the participant informa-

tion sheet will be reinforced, the consent form reviewed again and

instructions on participants’ right to withdraw will be confirmed.

Pseudonyms will be allocated in all interviews and transcriptions of

data will be anonymized, to ensure confidentiality. Participants’ iden-
tifiable information will only be used for the purposes of arranging

interviews and obtaining signed consent. Demographic data will be

aggregated among participants and compiled in tables. Records will

be stored securely on a password protected computer and paper

copies of the consent form will be stored separately in a locked cabi-

net, only accessible by the researchers. This information will be held

securely for 10 years, according to the University Research Ethics

Policy.

2.3.2 | Risk to the participants

Patients

Witnessed resuscitation may be a sensitive topic for participants to

discuss. To safeguard participating patients, before the interview, the

researcher will ensure that participants feel comfortable to be inter-

viewed and share their experience. During the interview, participants

could ask to pause or terminate the interview at any time, without

any consequence. After the interview, participants will have the

opportunity to disclose to the researcher about the interview and if

any upsetting and unsettling feelings rose from the interview, they

will be signposted to the Pastoral and Spiritual Care service of the

trust, after the first interview and referred to their General Practi-

tioner, after the second interview. Participants will be informed of

this possibility in the information sheet, prior to the beginning of the

data collection and this will be part of the decision‐making process.

In line with the NICE guidelines on post‐traumatic stress disorder

(NICE, 2005), this is a support pathway to facilitate a person's recov-

ery, as advocated by the scope of this research study, to ensure that

in case of distress patients receive adequate follow up. If participants

express the preference of withdraw from the study, they can do so

at any time, before, during and after the interview, without detri-

ment for their care.

Healthcare professionals

The research team is aware that taking part in focus group or indi-

vidual interviews can evoke emotive thoughts among participating

healthcare professionals (Elmir, Schmeid, Jackson, & Wilkes, 2011). If

this occurs, the participant can withdraw from the study at any time

without detriment. However, the single participants may not be

identifiable in the transcribed data of the focus group and therefore,

the individual quotations might not be removable. At the end of the

focus group or the individual interview, participants will be invited to

disclose with the researcher if any sensitive issues have arisen with

them from their participation. Participants will be advised to seek

appropriate follow up with the Occupational Health and Wellbeing

service of the hospital.

2.3.3 | Risk to the researcher

Qualitative researchers could also be at risk of emotional stress

(Dickson‐Swift, James, Kippen, & Liamputtong, 2008). In the litera-

ture, the issue of “vicarious traumatization” is described as the
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emotional burn‐out caused by immersing oneself into the lived expe-

rience that has been difficult to the participant (Elmir et al., 2011).

Arrangements for the researcher conducting the interviews to

debrief with an experienced researcher will be facilitated. In addition,

private time to reflect will be implemented into the research regime

post interview. In the case the interviews with patients will be con-

ducted at their home or at a mutually agreed place, the researcher

will abide to the University Lone worker policy. A schedule of inter-

views will be shared with the research team and contact pre‐ and

post‐interview will be made with a member of the research team to

ensure no harm has occurred.

2.4 | Rigour

To ensure the rigour of this study, phenomenological reduction will

be undertaken by bracketing past knowledge about the studied

phenomenon to describe it as it is experienced and presented by

participants (Giorgi, 1997). Although the researcher conducting the

interviews is inexperienced with respect to the phenomenon investi-

gated, not having had personal experiences of witnessed CPR as a

patient nor having been in the situation of caring for patients wit-

nessing CPR on other patients, it is acknowledged that the iterative

process of data collection and data analysis will inevitably influence

the researcher's opinion. However, the researcher will strive to focus

on the stories of participants and on the meanings behind their nar-

ratives without pre‐judgement.

Trustworthiness (Lincoln & Guba, 1985) will be strengthened by

ensuring that all the participants’ points of view are taken into

account and sharing the research findings with the participants, to

confirm that the researcher has correctly understood their narratives.

Moreover, the employment of multiple sources and methods of data

collection should support triangulation, resulting in greater confi-

dence of the findings (Gerrish & Lacey, 2010). Field and self‐reflec-
tive notes will be taken during the data collection and data analysis

to enhance transparency and to provide an audit trail of context and

how key decisions on interpretation were made (Green & Thoro-

good, 2018). Finally, the design, the data collection and data analysis

processes of the study have been revised by and discussed with the

PPI advisory group.

3 | DISCUSSION

The need to move towards a broader perspective of witnessed CPR

by conducting scientifically sound studies to address the limited evi-

dence around this topic has been well recognized internationally

(Köberich, 2018). Few previous studies have explored the psycholog-

ical impact of witnessing medical emergencies, including CPR on

other patients, using both qualitative and quantitative methods (Bad-

ger, 1994; Bruhn et al., 1970; Hackett et al., 1968; Isaksen & Gjen-

gedal, 2006). Other studies have focused on fellow patients’
interaction in different hospital contexts highlighting that despite a

sense of companionship, the other patient could be cause of distress,

especially when witnessing someone being particularly ill (Larsen,

Larsen, & Birkelund, 2013). Patients feel emotionally involved with

their fellows: the situation of a critically ill patient can impact on the

witnessing patient, generating swinging feelings between hope, anxi-

ety and despair (Laursen, 2016). However, the effect of patient–pa-
tient interaction in the specific context of CPR events needs to be

further explored. This study could provide an insight on such a topic.

Given the potentially sensitive nature of the topic and the explo-

rative approach required to meet the aim of this study, qualitative

methods of research are considered appropriate (Elam & Fenton,

2003). Thus, methodological choices and anticipated challenges are

addressed. While individual interviews are a traditional data collec-

tion method in phenomenological studies, the choice of focus groups

in phenomenology requires further justification. Although largely

used in nursing, the main critique against focus group in phe-

nomenological research is the loss of the uncontaminated description

of the individual experience (Webb & Kevern, 2001). Aware of the

debate, the authors believe that in this study, the combined use of

individual and focus group interviews could ultimately help in enrich-

ing the understanding of the experiences of participants. Even in a

group interaction in fact, participants can add their individual insights

while sharing it with the other participants and cross‐checking for

understanding of meanings both among participants and with the

researcher (Bradbury‐Jones, Smabrook, & Irvine, 2009).

Similarly, the choice of the sample size and the issue of satura-

tion are addressed. One of the criteria used to define sample size

was data saturation, intended as “the number of interviews needed

to get a reliable sense of thematic exhaustion and variability within

the dataset” (Guest, Bunce, & Johnson, 2006, p. 65). In their experi-

ments with data from in‐depth interviews Guest et al. (2006) found

that around twelve interviews were sufficient to achieve data satura-

tion, given a relatively homogeneous sample and a narrow scope

research. Moreover, although sample size uses to vary widely across

qualitative studies, small samples of fewer than twenty participants

are considered best suited to generate fine‐grained data, offering a

closer involvement with study participants (Crouch & McKenzie,

2006). Therefore, for the scope of this research and the characteris-

tics of the selected population, sample size appears to be adequately

justified.

Furthermore, the potentially sensitive topic of this study leads to

some challenges in the interviewing process. Cowles (1988) and Sie-

ber and Stanley (1988) defined a sensitive topic as one having the

potential to cause physical, emotional or psychological distress to

participants or the researcher. However, knowledge on a phe-

nomenon can only be sought from those whose experience it

(Crotty, 1998). In this study, to minimize the risks of emotional bur-

den for the participants, strategies as process consent will be

adopted. Process consent consists in the immediate renegotiation of

consent as circumstances change or unexpected events occur during

the interview (Munhall, 1988). Nevertheless, some literature sup-

ports the positive effects of the interviews even on sensitive topics

(Lepore & Ragan, 2000). In fact, interviews may prove to be cathartic

for participants (East, Jackson, O'Brien, & Peters, 2010). Telling their
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stories can help the participants to get a sense of relief (Leseho &

Block, 2005) and to make sense of the experience (Carlick & Biley,

2004). It could also give the participant a sense of empowerment

and of purpose, by contributing to the scope of the research (Beck,

2005; East et al., 2010; Peters, Jackson, & Rudge, 2008). These argu-

ments were confirmed by the PPI consultees, who considered the

benefit of communication important and potentially therapeutic,

although they stressed the importance to provide emotional support

beside the interviews.

Although the challenges that this protocol may present, this

study constitutes an important opportunity to incorporate the per-

spectives of fellow patients and healthcare professionals into the

exploration of the framework of witnessed resuscitation.

3.1 | Limitations

Cardiac arrests and therefore CPR events are unpredictable in most

of the cases. This study will take place in clinical wards in a large

hospital, where patients are not necessarily on a continue monitor-

ing. Therefore, the unpredictability of the events and the quick turn-

over of patients in the wards may affect patients’ recruitment.

Further limitations include the voluntary nature of the sample, as

usually adopted in qualitative research. This may lead to a possible

bias, as only participants with certain characteristics or coping mech-

anisms may take part in the study. However, keeping the participa-

tion voluntary is considered essential to avoid any kind of coercion

in participants’ recruitment. Finally, practical and logistic challenges

are anticipated in the organization of focus groups with healthcare

professionals, due to the high workload in the hospital.

4 | CONCLUSION

This study protocol represents one of the first studies to investigate

thoroughly the phenomenon of witnessed CPR from the perspective

of the fellow patients. The lack of evidence in this specific context

underlines the importance of conducting this study to generate new

empirical knowledge. It is acknowledged that findings in qualitative

research are context‐specific and not generalizable to other settings

or populations. However, it is hoped that the findings could offer a

rich and detailed insight into the phenomenon of patient‐witnessed

resuscitation and could be beneficial to the development of future

guidelines and the improvement of clinical practice. It is also

expected that the development of this protocol could provide a base

of evidence for further measurements of the phenomenon combined

with quantitative methods.

ACKNOWLEDGEMENTS

The authors thank Helen Neilens, Research Advisor at University

Hospitals Plymouth NHS Trust in Plymouth, Devon, UK, for her con-

tribution to the development of this research protocol and the mem-

bers of the PPI advisory group from Heart Voices, British Heart

Foundation, UK, for their valuable advice on the study design and

their engagement during the protocol development process.

CONFLICT OF INTEREST

No conflict of interest has been declared by the authors.

AUTHOR CONTRIBUTIONS

All authors have agreed on the final version and meet at least one

of the following criteria (recommended by the ICMJE [http://www.ic

mje.org/recommendations/]):

1. substantial contributions to conception and design, acquisition of

data, or analysis and interpretation of data;

2. drafting the article or revising it critically for important intellec-

tual content.

ORCID

Martina Fiori http://orcid.org/0000-0001-7862-0267

Ruth Endacott https://orcid.org/0000-0002-4352-4600

Jos M. Latour https://orcid.org/0000-0001-9677-8340

REFERENCES

Albarran, J., Moule, P., Benger, J., McMahon-Parkes, K., & Lockyer, L.

(2009). Family witnessed resuscitation: The views and preferences of

recently resuscitated hospital inpatients, compared to matched con-

trols without the experience of resuscitation survival. Resuscitation,

80(9), 1070–1073. https://doi.org/10.1016/j.resuscitation.2009.05.020
Alismail, A., Meyer, N. C., Almutairi, W., & Daher, N. S. (2018). CPR in

medical TV shows: Non‐health care student perspective. Advances in

Medical Education and Practice, 9, 85–91. https://doi.org/10.2147/

AMEP.S146149

American Heart Association. (2016). Statistical update: 2016 in-hospital

cardiac arrest. Retrieved from http://cpr.heart.org/AHAECC/CPRAnd

ECC/General/UCM_477263_Cardiac-Arrest-Statistics.jsp

Attin, M., Tucker, R., & Carey, M. (2016). In‐hospital cardiac arrest: An

update on pulseless electrical activity and asystole. Critical Care Nurs-

ing Clinics of North America, 28(3), 387–397. https://doi.org/10.1016/
j.cnc.2016.04.010

Badger, J. M. (1994). Medical emergencies during cardiac rehabilitation:

A naturalistic inquiry of the psychologic impact on peers. Journal of

Cardiovascular Nursing, 9(1), 37–53.
Beauchamp, T. L., & Childress, J. F. (2001). Principles of biomedical ethics

(5th ed.). New York, NY: Oxford University Press.

Beck, C. T. (2005). Benefits of participating in internet interviews:

Women helping women. Qualitative Health Research, 15(3), 411–422.
https://doi.org/10.1177/1049732304270837

Bergum, D., Nordseth, T., Mjølstad, O. C., Skogvoll, E., & Haugen, B. O.

(2015). Causes of in‐hospital cardiac arrest – incidences and rate of

recognition. Resuscitation, 87, 63–68. https://doi.org/10.1016/j.resus
citation.2014.11.007

Bradbury-Jones, C., Smabrook, S., & Irvine, F. (2009). The phenomenolog-

ical focus group: An oxymoron? Journal of Advanced Nursing, 65(3),

663–671. https://doi.org/10.1111/j.1365-2648.2008.04922.x
Bradley, C., Keithline, M., Petrocelli, M., Scanlon, M., & Parkosewich, J.

(2017). Perceptions of adult hospitalized patients on family presence

212 | FIORI ET AL.



during cardiopulmonary resuscitation. American Journal of Critical

Care, 26(2), 103–110. https://doi.org/10.4037/ajcc2017550
Braun, V., & Clarke, V. (2013). Successful qualitative research, a practical

guide for beginners. London: Sage Publications Ltd.

Bruhn, J. G., Thurman, A. E. Jr, Chandler, B. C., & Bruce, T. A. (1970).

Patients’ reactions to death in a coronary care unit. Journal of Psycho-

somatic Research, 14(1), 65–70. https://doi.org/10.1016/0022-3999

(70)90071-1

Bryman, A. (2016). Social research methods (5th ed.). London: Oxford

University Press.

Carlick, A., & Biley, F. C. (2004). Thoughts on the therapeutic use of nar-

rative in the promotion of coping in cancer care. European Journal of

Cancer Care, 13(4), 308–317. https://doi.org/10.1111/j.1365-2354.

2004.00466.x

Chen, C. L., Tang, J. S., Lai, M. K., Hung, C. H., Hsieh, H. M., Yang, H. L.,

& Chuang, C. C. (2017). Factors influencing medical staff's intentions

to implement family‐witnessed cardiopulmonary resuscitation: A

cross‐sectional, multihospital survey. European Journal of Cardiovas-

cular Nursing, 16, 492–501. https://doi.org/10.1177/14745151176

92663

Colwill, M., Somerville, C., Lindberg, E., Williams, C., Bryan, J., & Welman,

T. (2018). Cardiopulmonary resuscitation on television: Are we mised-

ucating the public? Postgraduate Medical Journal, 94(1108), 71–75.
https://doi.org/10.1136/postgradmedj-2017-135122

Cowles, K. V. (1988). Issues in qualitative research on sensitive topics.

Western Journal of Nursing Research, 10(2), 163–179. https://doi.org/
10.1177/019394598801000205

Creswell, J. W. (1998). Qualitative inquiry and research design choosing

among five approaches. Thousand Oaks, CA: SAGE Publications.

Creswell, J. W. (2003). Research design: Qualitative, quantitative and mixed

methods approaches. Thousand Oaks, CA: SAGE Publications.

Crotty, M. (1998). The foundations of social research: Meaning and perspec-

tive in the research process. St. Leonards, Australia: Allen and Unwin.

Crouch, M., & McKenzie, H. (2006). The logic of small samples in inter-

view‐based qualitative research. Social Science Information, 45(4),

483–499. https://doi.org/10.1177/0539018406069584
De Stefano, C., Normand, D., Jabre, P., Azoulay, E., Kentish-Barnes, N.,

Lapostolle, F., & Adnet, F. (2016). Family presence during resuscita-

tion: A qualitative analysis from a national multicenter randomized

clinical trial. PLoS ONE, 11(6), e0156100. https://doi.org/10.1371/

journal.pone.0156100

Dickson-Swift, V., James, E., Kippen, S., & Liamputtong, P. (2008). Risk to

researchers in qualitative research on sensitive topics: Issues and

strategies. Qualitative Health Research, 18(1), 133–144.
Diem, S., Lantos, J., & Tulsky, J. (1996). Cardiopulmonary resuscitation on

television. Miracles and misinformation. New England Journal of Medi-

cine, 334(24), 1578–1582. https://doi.org/10.1056/NEJM1996061

33342406

Dowling, M. (2007). From Husserl to van Manen. A review of different

phenomenological approaches. International Journal of Nursing Studies,

44(1), 131–142. https://doi.org/10.1016/j.ijnurstu.2005.11.026
Doyle, C., Post, H., Burney, R., Maino, J., Keefe, M., & Rhee, K. (1987).

Family participation during resuscitation: An option. Annals of Emer-

gency Medicine, 16(6), 673–675.
East, L., Jackson, D., O'Brien, L., & Peters, K. (2010). Storytelling: An

approach that can help to develop resilience. Nurse Researcher, 17(3),

17–25. https://doi.org/10.7748/nr2010.04.17.3.17.c7742
Elam, G., & Fenton, K. (2003). Researching sensitive issues and ethnicity:

Lessons from sexual health. Ethnicity and Health, 8(1), 15–27.
https://doi.org/10.1080/13557850303557

Elmir, R., Schmeid, V., Jackson, D., & Wilkes, L. (2011). Interviewing peo-

ple about potentially sensitive topics. Nurse Researcher, 19(1), 12–16.
https://doi.org/10.7748/nr2011.10.19.1.12.c8766

Fiori, M., Latour, J. M., & Los, F. (2017). “Am I also going to die, doctor?”
A systematic review of the impact of in‐hospital patients witnessing

a resuscitation of another patient. European Journal of Cardiovascular

Nursing, 16(7), 585–594. https://doi.org/10.1177/147451511770

5938

Fulbrook, P., Albarran, J. W., & Latour, J. M. (2005). A European survey

of critical care nurses’ attitudes and experiences of having family

members present during cardiopulmonary resuscitation. International

Journal of Nursing Studies, 42(5), 557–568. https://doi.org/10.1016/
j.ijnurstu.2004.09.012

Gerrish, K., & Lacey, A. (2010). The research process in nursing. Chichester,

West Sussex, UK: John Wiley & Sons.

Giorgi, A. (1985). Phenomenology and psychological research. Pittsburgh:

Duquesne University Press.

Giorgi, A. (1997). The theory, practice and evaluation of the phenomeno-

logical method as a qualitative research procedure. Journal of

Phenomenological Psycology, 28(2), 235–260. https://doi.org/10.1163/
156916297X00103

Giorgi, A. (2000). The status of Husserlian phenomenology in caring

research. Scandinavian Journal of Caring Sciences, 14(1), 3–10.
https://doi.org/10.1111/j.1471-6712.2000.tb00554.x

Giorgi, A., & Giorgi, B. (2003). Phenomenology. In J. A. Smith (Ed.), Quali-

tative psychology: A practical guide to research methods. London: Sage.

Green, J., & Thorogood, N. (2018). Qualitative methods for health research

(4th ed.). London: Sage.

Grice, A., Picton, P., & Deakin, C. (2003). Study examining attitudes of

staff, patients and relatives to witnessed resuscitation in adult inten-

sive care units. British Journal of Anaesthesia, 91(4), 820–824.
https://doi.org/10.1093/bja/aeg276

Guest, G., Bunce, A., & Johnson, L. (2006). How many interviews are

enough? An experiment with data saturation and variability. Field

Methods, 18(1), 59–82. https://doi.org/10.1177/1525822X05279903
Hackett, T. P., Cassem, N. H., & Wishnie, H. A. (1968). The coronary‐care

unit. An appraisal of its psychologic hazards. New England Journal of

Medicine, 279(25), 1365–1370. https://doi.org/10.1056/NEJM19681

2192792504

Hadfield-Law, L. (1999). Do relatives have a place in the resuscitation

room? Care of the Critically Ill, 15(1), 19–22.
Harris, D., & Willoughby, H. (2009). Resuscitation on television: Realistic

or ridiculous? A quantitative observational analysis of the portrayal of

cardiopulmonary resuscitation in television medical drama. Resuscita-

tion, 80(11), 1275–1279. https://doi.org/10.1016/j.resuscitation.

2009.07.008

Holloway, I. (1997). Basics concepts for qualitative research. Oxford: Black-

well Science Ltd.

INVOLVE (2012). Briefing notes for researchers: Involving the public in

NHS, public health and social care research. Eastleigh: INVOLVE.

Isaksen, A. S., & Gjengedal, E. (2006). Significance of fellow patients for

patients with myocardial infarction. Scandinavian Journal of Caring

Sciences, 20(4), 403–411. https://doi.org/10.1111/j.1471-6712.2006.
00421.x

Köberich, S. (2018). Witnessing resuscitation: A call for a research

agenda. European Journal of Cardiovascular Nursing, 17(2), 100–101.
https://doi.org/10.1177/1474515117716246

Larsen, L. S., Larsen, B. H., & Birkelund, R. (2013). An ambiguous relation-

ship‐a qualitative meta‐synthesis of hospitalized somatic patients’
experience of interaction with fellow patients. Scandinavian Journal of

Caring Sciences, 27(3), 495–505. https://doi.org/10.1111/j.1471-

6712.2012.01054.x

Laursen, J. (2016). Being a fellow patient to a critically ill patient leads to

feelings of anxiety ‐ an interview study. Australian Journal of

Advanced Nursing, 34(2), 37–44.
Lepore, S. J., & Ragan, J. D. (2000). Talking facilitates cognitive‐emotional

processes of adaptation to an acute stressor. Journal of Personality

and Social Psychology, 78(3), 499–508.
Leseho, J., & Block, L. (2005). ‘Listen and I tell you something’: Story-

telling and social action in the healing of the oppressed. British

FIORI ET AL. | 213



Journal of Guidance and Counselling, 33(2), 175–184. https://doi.org/
10.1080/03069880500132706

Lincoln, Y., & Guba, E. (1985). Naturalistic inquiry. Beverly Hills, CA: Sage.

Lockey, A. (2014). The next generation. Resuscitation, 85(12), A7–A8.
https://doi.org/10.1016/j.resuscitation.2014.09.024

Munhall, P. L. (1988). Ethical considerations in qualitative research. Wes-

tern Journal of Nursing Research, 10(2), 150–162.
NCAA. (2017). Key statistics from the national cardiac arrest audit 2016/

17. Retrieved from https://www.icnarc.org/Our-Audit/Audits/Ncaa/

Reports/Key-Statistics

NICE. (2005). Post-traumatic stress disorder: Management. Retrieved

from https://www.nice.org.uk/guidance/cg26

NIHR (2014). Patient and public involvement in health and social care

research: A handbook for researchers. London: NIHR.

Nolan, J. P., Soar, J., Smith, G. B., Gwinnutt, C., Parrott, F., Power, S., &

Rowan, K. (2014). Incidence and outcome of in‐hospital cardiac arrest

in the United Kingdom National Cardiac Arrest Audit. Resuscitation,

85(8), 987–992. https://doi.org/S0300-9572(14)00469-9 [pii]10.

1016/j.resuscitation.2014.04.002

Paplanus, L. M., Salmond, S. W., Jadotte, Y. T., & Viera, D. L. (2012a). A

systematic review of family witnessed resuscitation and family wit-

nessed invasive procedures in adults in hospital settings internation-

ally–Part I: Perspectives of patients and families. The JBI Database of

Systematic Reviews and Implementation Reports, 10(32), 1883–2017.
Paplanus, L. M., Salmond, S. W., Jadotte, Y. T., & Viera, D. L. (2012b). A

systematic review of family witnessed resuscitation and family wit-

nessed invasive procedures in adults in hospital settings internation-

ally–Part II: Perspectives of healthcare providers. The JBI Database of

Systematic Reviews and Implementation Reports, 10(33), 2018–2294.
Peters, K., Jackson, D., & Rudge, T. (2008). Research on couples: Are

feminist approaches useful? Journal of Advanced Nursing, 63(3),

373–380. https://doi.org/10.1111/j.1365-2648.2007.04558.x
Portanova, J., Irvine, K., Yi, J. Y., & Enguidanos, S. (2015). It isn't like this on

TV: Revisiting CPR survival rates depicted on popular TV shows. Resusci-

tation, 96, 148–150. https://doi.org/10.1016/j.resuscitation.2015.08.002
Sak-Dankosky, N., Andruszkiewicz, P., Sherwood, P., & Kvist, T. (2014).

Integrative review: Nurses’ and physicians’ experiences and attitudes

towards inpatient‐witnessed resuscitation of an adult patient. Journal

of Advanced Nursing, 70(5), 957–974. https://doi.org/10.1111/jan.

12276

Sandroni, C., Nolan, J. P., Cavallaro, F., & Antonelli, F. (2007). In‐hospital
cardiac arrest: Incidence, prognosis and possible measures to improve

survival. Intensive Care Medicine, 33(2), 237–245. https://doi.org/

10.1007/s00134-006-0326-z

Sczekalla, R. M. (1973). Stress reactions of CCU patients to resuscitation

procedures on other patients. Nursing Research, 22(1), 65–69.
https://doi.org/10.1097/00006199-197301000-00010

Sieber, J. E., & Stanley, B. (1988). Ethical and professional dimensions of

socially sensitive research. The American Psychologist, 43(1), 49–55.
https://doi.org/10.1037/0003-066X.43.1.49

Walker, W. (2006). Witnessed resuscitation: A concept analysis. Interna-

tional Journal of Nursing Studies, 43(3), 377–387. https://doi.org/

10.1016/j.ijnurstu.2005.05.006

Webb, C., & Kevern, J. (2001). Focus groups as a research method: A cri-

tique of some aspects of their use in nursing research. Journal of

Advanced Nursing, 33(6), 798–805. https://doi.org/10.1046/j.1365-

2648.2001.01720.x

Whitcomb, J., & Blackman, V. (2007). Cardiopulmonary resuscitation:

How far have we come? Dimensions in Critical Care Nursing, 26(1),

1–6.
Zijlstra, J. A., Beesems, S. G., De Haan, R. J., & Koster, R. W. (2015). Psy-

chological impact on dispatched local lay rescuers performing bystan-

der cardiopulmonary resuscitation. Resuscitation, 92, 115–121.
https://doi.org/10.1016/j.resuscitation.2015.04.028

How to cite this article: Fiori M, Endacott R, Latour JM.

Exploring patients’ and healthcare professionals’ experiences
of patient‐witnessed resuscitation: A qualitative study

protocol. J Adv Nurs. 2019;75:205–214. https://doi.org/
10.1111/jan.13824

The Journal of Advanced Nursing (JAN) is an international, peer-reviewed, scientific journal. JAN contributes to the advancement of evidence-

based nursing, midwifery and health care by disseminating high quality research and scholarship of contemporary relevance and with potential to

advance knowledge for practice, education, management or policy. JAN publishes research reviews, original research reports and methodological

and theoretical papers.

For further information, please visit JAN on the Wiley Online Library website: www.wileyonlinelibrary.com/journal/jan

Reasons to publish your work in JAN:

• High-impact forum: the world's most cited nursing journal, with an Impact Factor of 1·998 – ranked 12/114 in the 2016 ISI Journal Citation

Reports © (Nursing (Social Science)).

• Most read nursing journal in the world: over 3 million articles downloaded online per year and accessible in over 10,000 libraries worldwide

(including over 3,500 in developing countries with free or low cost access).

• Fast and easy online submission: online submission at http://mc.manuscriptcentral.com/jan.

• Positive publishing experience: rapid double-blind peer review with constructive feedback.

• Rapid online publication in five weeks: average time from final manuscript arriving in production to online publication.

• Online Open: the option to pay to make your article freely and openly accessible to non-subscribers upon publication on Wiley Online

Library, as well as the option to deposit the article in your own or your funding agency’s preferred archive (e.g. PubMed).

214 | FIORI ET AL.


