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2 Family presenceQ4 during resuscitation in paediatric
3 cardiac arrest: A systematic review

4 Katie N. Dainty *Q5 , Dianne L. Atkins, Jan Breckwoldt, Ian Maconochie,
5 Steve M. Schexnayder, Markus B. Skrifvars, Janice Tijssen, Jonathan Wyllie,
6 Marie Furuta, for the International Liaison Committee on Resuscitation’s (ILCOR)
7 Pediatric and Neonatal Life Support Task Forces a

8 North York General Hospital, Li Ka Shing Knowledge Institute, 4001 Leslie Street, Toronto, Ontario M3K 3E1, CanadaQ6

Abstract

Context: Parent/family presence at pediatric resuscitationsQ7 has been slow to become consistent practice in hospital settings and has not been

universally implemented. A systematic review of the literature on family presence during pediatric and neonatal resuscitation has not been previously

conducted.

Objective: To conduct a systematic review of the published evidence related to family presence during pediatric and neonatal resuscitation.

Data sources: Six major bibliographic databases was undertaken with defined search terms and including literature up to June 14, 2020.

Study selection: 3200 titles were retrieved in the initial search; 36 ultimately included for review.

Data extraction: Data was double extracted independently by two reviewers and confirmed with the review team. All eligible studies were either survey

or interview-based and as such we turned to narrative systematic review methodology.

Results: The authors identified two key sets of findings: first, parents/family members want to be offered the option to be present for their child’s

resuscitation. Secondly, health care provider attitudes varied widely (ranging from 15% to >85%), however, support for family presence increased with

previous experience and level of seniority.

Limitations: English language only; lack of randomized control trials; quality of the publications.

Conclusions: Parents wish to be offered the opportunity to be present but opinions and perspectives on the family presence vary greatly among health

care providers. This topic urgently needs high quality, comparative research to measure the actual impact of family presence on patient, family and staff

outcomes.

PROSPERO registration number: CRD42020140363.
9 Keywords: Family presence, Pediatric resuscitation, Neonatology, Cardiac arrest, Systematic review

10 Introduction

11 Sudden cardiac arrest (SCA) in children is a dramatic and traumaticQ8

12 event for patients, parents and healthcare providers.1 Survival rates
13 range from 5 to 17% for out of hospital cardiac arrest (OHCA) to

14approximately 40% for in-hospital cardiac arrest in post-newborn age
15groups, with variation related mainly to location and cause of the
16arrest.2,3 In most cases, the child’s parents or family members will be
17present, and an important question is whether parents should be
18allowed to be present during for the cardiopulmonary resuscitation
19(CPR) or whether they should be asked leave the room. The

Abbreviations: SCA, sudden cardiac arrest; OHCA, out of hospital cardiac arrest; CPR, cardio-pulmonary resuscitation; FPDR, family presence during
resuscitation; HCP, health care provider; CINAHL, Cumulative Index to Nursing & Allied Health.
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20 complexity of this issue is intertwined with the nature of existing
21 hospital policies as well as personal provider beliefs about whether
22 parents should be allowed to be present during resuscitation and other
23 types of invasive medical procedures, such as tracheal intubation.4

24 Family presence during resuscitation (FPDR) was first discussed
25 in the literature by Doyle et al.5 Previous cardiac arrest guidelines have
26 allowing parents to be present during CPR i.e. advocating a “family-
27 centered” approach to CPR.1 Many hospitals have implemented
28 policies allowing for, or even recommending family presence during
29 CPR.6 The situation is slightly different at birth when a mother is
30 always initially present, sometimes with other supporting family
31 members. In this situation, family presence has been assumed in the
32 past but this has never been fully assessed by a systematic review.
33 The advocates of family presence have suggested an improved
34 ability to deal with grief in family members who witnessed the event.
35 For the health care professional (HCP), the question is more nuanced
36 with the strongest arguments against family presence being that it may
37 negatively impact on the performance of resuscitation team7 and fear
38 of litigation.8 However, some studies suggest that family presence
39 decreases the risk of litigation by increasing parental understanding of
40 what was actually done.6 Some proponents of family presence
41 suggest that the HCP may even act in a more professional way if the
42 family is present.9

43 Even though resuscitation guidelines have supported the
44 presence of family members during CPR for many years, the quality
45 of the evidence on which support is based has not been evaluated. It is
46 also clear that there are diverse opinions, especially among practicing
47 hospital physicians and nurses. In this systematic review, the focus
48 was on the effects of family presence during pediatric and neonatal
49 cardiac arrest on multiple outcomes, including short and long-term
50 survival, neurological outcome for patients and stress and mental
51 health outcomes for healthcare providers and parents.

52 Methods

53 The PICO question for this review was defined as “In children with
54 cardiac arrest, in any setting (P), does family presence during
55 resuscitation (I) compared to no family presence during resuscitation
56 result (C) in improved patient outcomes (short and long term), family-
57 centred outcomes (short and long term, perception of the resuscita-
58 tion), and health care provider-centred outcomes (perception of the
59 resuscitation, psychological stress) (O)?”10 We conducted this
60 systematic review with reference to the PRISMA Systematic Review
61 Checklist and the protocol was registered with the PROSPERO
62 international prospective register of systematic reviews (http://www.
63 crd.york.ac.uk/PROSPERO/CRD42020140363).

64 Initial search strategy

65 An Information Specialist from St. Michael’s Hospital Toronto
66 conducted database searches in the Ovid Medline, Embase, the
67 Cochrane Central Register of Controlled Trials, the Cochrane
68 Database of Systematic Reviews, Cumulative Index to Nursing &
69 Allied Health (CINAHL), and PsycINFO databases. The search
70 strategies, adapted for each database, used a comprehensive
71 combination of subject headings and keywords for the concepts of
72 resuscitation, family presence, and pediatrics or neonatal. The term
73 neonatal was defined as birth to 4 weeks and pediatric were defined as
74 being any individual aged between 4 weeks to 18 years of age.11

75Review articles, editorials and those articles not mentioning the
76pediatric or neonatal setting were excluded. The databases were
77searched from inception to June 14, 2020, without language limits.
78This review considered all full-text language articles published in peer-
79review journals. Abstracts or reports of conference presentations were
80excluded.

81Data screening

82Title and abstract screening and review of full text articles was
83performed independently in duplicate by two authors (KND and MF)
84and results were discussed with the larger review team. Disagree-
85ments during screening were settled through discussion between the
86two reviewers. A kappa statistic of agreement between reviewers was
87not calculated because the complex nature of the data required
88significant discussion during the screening process.

89Data extraction

90Data about study characteristics were extracted into a data collection
91tool that captured the following: study date and location; study design,
92population and key characteristics; main outcome measures or
93qualitative findings.

94Data analysis

95The definition and approach to “family presence” during resuscitation
96was very inconsistent leading to great variability in the types of
97published studies available on this topic. The majority of the articles
98were observational in nature, most of which collected data via surveys.
99Such articles represented low or very low-quality evidence and did not
100provide data which can be comparatively meta-analyzed (i.e. family
101presence vs. no family presence). However, the team felt that there
102was important knowledge to be synthesized from the research, and for
103this reason, a narrative review was performed.

104Results

105A total of 3200 citations were retrieved, reducing to 2242 citations
106following the removal of duplicates. The original search strategy was
107conducted on August 3, 2019 and updated on June 14, 2020. The
108articles identified from each of the 6 major databases are outlined in
109Fig. 1 (PRISMA diagram). The selection of articles for inclusion in this
110review is outlined in Table 1 (Table of included studies).
111After title and abstract screening, 141 articles were selected for
112full-text review. No additional articles were identified from bibliography
113and related-article searches. In total, we chose to include 36 articles in
114the systematic narrative synthesis.12�46 The three top reasons for
115excluding articles were (1) inclusion of mixed populations (where
116pediatric or neonatal data was not separated); (2) no definition of
117resuscitation as the clinical situation and (3) opinion/editorial pieces or
118systematic reviews (see Fig. 1 for further details).
119Included papers employed several different research methods
120including observational studies [n = 1], qualitative interviews [n = 12]
121and surveys [n = 26] (Table 1; two studies used both interviews and
122surveys). They also include combinations of participants who had
123experience of family presence during resuscitation [n = 17] as well as
124those who did not, and those who could only comment hypothetically
125(n = 18) (Table 1). The quality of the methods as well as the reporting of
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126 the methodology used was highly variable and, because of this, the
127 risks of selection bias, information or detection bias, and response
128 bias for surveys were thought to be increased in the majority of articles.
129 The overwhelming majority of the studies employed survey method-
130 ology that used mostly investigator-developed tools [n = 29] or some
131 form of pre-developed scales17,22,33 [n = 3]. None of the papers
132 provided any proof of validation of the tools they used.
133 The included papers were published over 20-years (1999�2019)
134 and were conducted in 11 different countries (Argentina, Canada,
135 Europe (combined study), France, Greece, Hong Kong, USA, United
136 Kingdom, Spain, Sweden and Turkey).

137 Risk of bias

138 We did not conduct a formal assessment of risk of bias owing to the
139 high risk of perceived bias in all of the included studies. The bias came
140 from several sources; firstly, in the majority of the papers which report
141 health care provider opinion, experience with family presences during
142 pediatric or neonatal resuscitation was not required of the participants.

143In those studies where the sample included both participants with
144experience and without, the results were rarely reported separately.
145This introduces a high risk of reporting bias, particularly given the
146potential influence of previous experience on perception in any
147situation. The qualitative interview studies were conducted with
148participants with lived experience; however, interview studies are
149known to inherently suffer from volunteer bias towards more positive
150experiences.48 Volunteers may differ from non-responders in terms of
151the comparison condition in terms of gender, level of self-confidence,
152willingness to take risks, or previous experience.49 There are
153recognized methods for ensuring validity and avoiding bias in
154qualitative research but these were not heeded in the studies
155reviewed.50 In addition, the response rates of most of the survey
156studies were extremely low, done locally within one unit or randomly
157via conference attendees. Recognized methods for improving survey
158response rates such as the Dillman method51 were not referenced.
159The second major source of bias was the overwhelming use of
160investigator-derived, one-time-use surveys. None of the survey
161methods papers reported validation of the survey tools and very

Fig. 1 – PRISMA flow Q1chart.
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Table 1 – Table of included study Q2characteristics.

Authors Year Country Main
method

N Study description Summary of main findings

Parent/family opinion
Boie et al. 1999 USA Survey 400 Parents recruited from the ED waiting

room; pediatric scenarios
Decreasing trend regarding desire to be present
for more invasive procedures except if there
was a risk of the patient dying. Reasons Q3for not
wanting to be present were not reported but the
parents thought that it should be their decision
(93.5%).

Dwyer 2015 Australia Survey 1208 General population survey; computer-
assisted phone interviews with random
adults from a national omnibus group
(market research style).

875/1208 Surveyed adults in Queensland
wanted to be present in the hypothetical
situation of their child having CPR. If experience
of “family presence” this number increased to
80%. Family presence more supported for
children than if the respondent themselves were
receiving CPR. More common with females and
those younger.

Ebrahim et al. 2013 Canada Survey 103 Survey to describe satisfaction, in-
volvement, presence, and preferences
of parents following their child's ad-
mission to an intensive care unit (ICU).

Only 2 (of 64) patients in the study received CPR
related interventions and results showed no
difference between parents present and not
present during resuscitation in terms of satis-
faction with health care providers (p = 0.16),
involvement in decision-making for treatment
options (p = 0.62) or changes in preferences for
care (p = 0.97). Interestingly there was a
difference between “primary-parent” and “sec-
ondary-parent” in their ratings of involvement in
decision-making for treatment options
(p = 0.04).

Isoardi et al. 2005 Australia Survey 573 A prospective study using a written
survey was carried out in the ED of a
secondary level regional hospital in
south-east Queensland. Survey con-
sisted of seven paediatric scenarios
with an increasing level of procedural
invasiveness:

470/573 (85%) wished to be present if there was
a risk that the child could die during the
procedure. Most common reason for not
wanting to be present was fear of getting in the
way (33%). Mentions “Parental desire to be
present decreased as procedural invasiveness
increased. The exception to this trend was a
notable increase in desire to be present during
sedation and resuscitation” but actual data not
presented.

Maxton 2008 Australia Interviews 14 A qualitative interview study with pa-
rents based upon van Manen’s inter-
pretative phenomenological approach.

Being their for their child as an inherent need;
making sense of a living nightmare (paradox of
distress and uncertainty but desire to under-
stand the procedures); maintaining hope in the
face of reality (remaining positive but fully aware
of the futility); living in a relationship with staff
(physical and emotional suppor, yet aware of
the impact of their presence on staff)

McGahey-Oakland 2007 USA Interviews 21/20 Descriptive, retrospective study in-
volved a 1-h audio-taped interview of
10 family members using the Parkland
Family Presence During Resuscitation/
Invasive Procedures Unabridged Fam-
ily Survey (FS) and investigator devel-
oped questions.

Five thematic categories were identified: (1) It’s
My Right to Be There; (2) Connection and
Comfort Make a Difference; (3) Seeing is
Believing; (4) Getting In; and (5) Information
Giving. Family members voiced that it was their
right to be present, indicating they had a special
connection to the child. Seeing or not seeing the
events of the resuscitation affected family
members’ ability to believe the outcome.
Measures of mental and health functioning were
similar to population norms.

Stewart 2019 USA Interviews 21 Qualitative descriptive interview study
of parent experience

Overwhelming chaos (not always heard; anx-
ious when separated; need for more informa-
tion); so much coming at you (86% felt a sense
of panic; unfamiliar with resuscitation yet knew
childs life was in danger; half experienced
negative impressions; chaplaincy appearing
very distressing); making life and death deci-
sions (burden of having to know what to do); not
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Table 1 (continued)

Authors Year Country Main
method

N Study description Summary of main findings

feeling heard (25% felt staff ignored them);
getting through it (being present helped,
personal connections helped them feel secure;
importance of a family-centred approach; de-
velops confidence and trust). All parents in the
study wanted to be with their child, only 76%
were given the option. Parents want to deter-
mine the level of closeness; keenly aware of not
getting in the way; Seeking information (71%
longed for more information); allow us hope;
cognitive presence (protection through alter-
nate realities or facing reality head on; talking
themselves out of the reality of the situation);
different depending if it is sudden or after
prolonged illness

Tinsley et al. 2008 USA Survey 10 Qualitative descriptive interview study
of families’ experience during CPR in a
PICU

Compared those present and not present; for
NPG, majority believed that their presence would
have comforted their child; half felt being present
would have made acceptance of the death
easier; half would recommend to another family
to be present. In the PG most were happy with
where they were located, some would have liked
physical contact; majority felt their presence
comforted their child; majority felt it helped
acceptanceof thedeath;majoritysaid theywould
recommend that other parents be present.

HCP opinion
Beckman et al. 2002 USA Survey 105/ All staff working in ED that month (MD,

RN, residents); Six clinical scenarios
95�105/298�295 (32�36%) of doctors and
135�178/326�328 (41�54%) of nurses would
allow family presence in case of CPR. More
likely if the likely outcome was death. 44% of
doctors thought that they should decide com-
pared to only 10 & of nurses. 20�25% thought
that the parent should decide.

Bradford et al. 2005 USA Survey 76 Residents years 1�4 completed sur-
vey; 4 Likert scale questions; 5th
question with reasons why they might
have reservations about FP

Higher acceptance for less invasive procedures
(overall 78%), lower acceptance for CPR (57%);
residents with more advanced training status
tend to display higher acceptance (n.s.). Major
reservation to FMP: anxiety of failing during the
procedure.

Carroll 2004 USA Scales 525 HCPs from 9 ICUs including pediatric
ICU (peds and neonatal); 207/592 re-
sponded; 35 from pediatric ICUs —

pediatric results data separated out;
Family Presence Self-Confidence
Scale for Resuscitation; Family Pres-
ence Risk-Benefit Scale for Resuscita-
tion; Family Presence Self-Confidence
and Risk Benefit Scale for Invasive
Procedures

Higher self-confidence and ratings of risk-
benefit ratings by pediatric ICU nurses (FMP in
36�41%)

Corniero et al. 2011 Spain Survey 222 Survey of physician and nurse opinion
13 multiple choice questions, scenario
based one of which was CPR.

Rather low FMP in practice (1%, resus., to 36%,
taking blood), more FMP in less invasive
procedures. Reasons for no FMP: invasiveness
(76%), parents’ anxiety (88%), worsened per-
formance of teams (66%) Comparing HPS:
‘older physicians are more likely to support FMP
than nurses’

Crowley et al. 2015 UK Interviews 9 Qualitative Interviews with ICU Nurses
with lived experience of FP

“Chaos reigns, no two cases alike”; “internal
struggles of benefits and harms for each
situation”; “concern whether they did everything
they could”; “dichotomy between professional
and personal distress about FP” ED RNs with at

(continued on next page)
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Table 1 (continued)

Authors Year Country Main
method

N Study description Summary of main findings

least 1 year experience: torn between care of
child and supporting parents; you do need them
— for information and the child's point of view;
make the decision to have parents present in the
moment often guided by senior colleagues,
protect parents while respect their rights,
choosing words carefully when telling them
what's happening; note risk of distracting the
team; RNs who are parents would want to be
present but desire to protect parents from
witnessing the graphic features of a resuscitation

Curley et al. 2012 USA Pre-Post survey 124/21 Clinician and parental survey in ICU at
Boston Children’s Hospital; Clinician
Perception Survey � based on most
invasive procedures the clinician had
performed in the last 3 months.

Intervention: parent facilitator role created with
training (any professional), guidelines created.
Post: more clinicians offered parents to stay,
according to clinicians — more parents dem-
onstrated active behaviours, calmer, less dis-
traught, 9% of clinicians would not allow parents
to stay next time. Pre and Post: presence
affected technical performance in 4%, decision-
making in 5%, and ability to teach 9%. Parents:
most offered option to stay, most chose to stay,
did not change pre-post intervention, believed
presence helped child, prefer to stay if asked
again; clinician: parents more upset than other
high invasive procedures, affected their ability
to teach, 12% affected technical performance,
therapeutic decision-making, helpful to patient
in 12% and parent in 57. 65% would offer again,
25% unsure, and 10% would not. Parent: 78%
stayed, 76% want the option, and 57% would
stay in future

Egemen et al. 2006 Turkey Survey 109 Questionnaire of physicians and nurses
of the Dept. of Pediatrics at a University;
6 categories of invasive procedures
described of increasing invasiveness;
Also asked who should decide about the
mother’s presence; reasons for allow-
ing FP and advantages and disadvan-
tages to FP during invasive procedures

Higher acceptance for less invasive procedures
(overall approval 28�73%), lower acceptance
for more invasive procedures (67�100%).
Comparing HPS: ‘no relevant/inconsistent dif-
ferences between physicians and nurses’:
Major resuscitation data separated; zero of the
HCPs agreed with FP in these categories.

Enriquez 2017 Argentina Survey 3134 Cross-sectional, multicenter, descrip-
tive, national, and international study
using a voluntary survey distributed
through a medical website in Spanish.

Results not separated by experience or by
pediatrics; Argentine Responders: 15.8% only
children, 68.2% only adults; 16% all ages; 23%
Argentinian and 20% other favour family
presence. More common in those treating
paediatric and neonatal. Most common fear was
of family reaction or interference with lesser
concerns for miscommunication and litigation.

Fein et al. 2004 USA Survey 146 Written cross-sectional survey of all
emergency department (ED) faculty,
ED nursing staff, and pediatric residents
of The Children’s Hospital of Philadel-
phia; during procedures or
resuscitations

High acceptance for less invasive procedures
(overall 70�100%), lower acceptance for more
invasive procedures (30�40%). Comparing
HPS: ‘attending physicians and nurses were
more likely than residents to approve FMP’

Fulbrook et al. 2007 Europe Survey 98 Survey of Nurses attending the ESPNIC
symposium; 70.1% had experienced a
situation in which parents were present
during resuscitation; of CPR

70% had prior experience with FP during CPR.
74% of those with FP experience noted positive
experiences; 41% noted at least one negative
experience. 63% believe parents should always
be offered the option of FP.

Jarvis 1998 UK Survey 56/60 Surveys completed by doctors and
nurses; all providers included regard-
less of experience with parental pres-
ence; 10 closed-ended dichotomous
questions

Most (89%) felt parents should have the option
for FP, and 79% had experience with FP. 61% of
those with previous FP experience would give
parents the option of FP in the future.
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Table 1 (continued)

Authors Year Country Main
method

N Study description Summary of main findings

Jones et al. 2005 USA Survey 300 Ethnic differences in parent preferen-
ces re presence for painful procedures;
Interviews with convenience sample of
parents from 4 ethnic backgrounds;
chosen randomly from the ED. Partic-
ipants shown a picture and read a
description of 5 hypothetical situations

Parental wish to be with child: Venipuncture
94% (91�96); Suturing 88% (84�92); LP 81%
(76�85); #reduction 81% (76�85); Resuscita-
tion 81% (76�85); Hispanic (relatively less
educated group) less likely to want to be present
for resuscitation p = 0.01 1. Few differences
across 4 ethnic groups 2. Only one group
relatively less educated 3. Some parents 9
�22% wanted physicians to decide whether
they should remain 4. Reasons for staying: “Will
help child” “Want to know what doctor is doing”
“Child wants me” 5. Reasons for not staying: “I
would be too nervous” “Child more distressed”
“Trust Doctor” “Make Doctor nervous”

Jones et al. 2011 USA Survey and
interviews

137/12 Healthcare Provider survey about their
views and their perception of those with
opposing views

95 in favour; 42 against 1. Legal concerns for
both pro and con. Each felt the other group was
too influenced by this concern. 2. Risks involved
concerned both groups 3. Concern for other
health providers in both group. There is nothing
concrete in the views of professionals to prevent
parents being present. In fact a majority feel it is
appropriate; concerns amongst health profes-
sionals about the risks of parental presence.

Kuzin et al. 2007 USA Survey 211 International survey distributed to at-
tendees of the 2004 PCICS; 20 item
survey

Parents have a right to be present for:
Resuscitation 75%; Rounds 77%; Invasive
procedures 57% Most had witnessed a positive
event because of family presence: 86% in
rounds; 60% in procedures; 74% during
resuscitation Negative effect: 47% in rounds;
54% in procedures; 45% during resuscitation;
Most respondents (64%) came from units where
family presence was allowed. Concerns: 1.
Stress to operator during procedures 2. Dis-
traction and stress to team during resuscitation
3. Most do not feel that presence would increase
litigation 4. More non-physicans than physi-
cians believe that parents should have the right
to be present. 5. Non-physicians see more
positives and less negatives than physicians

Lam et al. 2007 Hong Kong Survey 169 Survey administered to all doctors and
nurses in Paediatric dept. at hospital in
Hong Kong; 28% had experience with
FPDR

10.1% agreed or strongly agreed to FP; 55.1%
disagreed of strongly disagreed to; concerned
because: 1. It might be difficult to stop
resuscitation if the relatives disagreed 2.
Relatives might think that the resuscitation was
chaotic 3. Relatives’ presence might increase
the risk of litigation 4. The practice would be a
breach of confidentiality if there was no prior
consent from the patient 5. The emotional
disturbance of the resuscitation team would be
too great.

McClenathan
et al.

2002 USA Survey 554 Surveyed HCPs attending the Interna-
tional Meeting of the American College
of Chest Physicians in 2000; only
analyzed those with FP experience;
6 questions on CPR experience, their
opinions on FPDR

85% were not in favor if family witnessed
resuscitation if patient a child; 28 nurses: 83%
not in favor; All: no international differences,
concern for psychological trauma 79%, medico-
legal 24%, performance anxiety (27%), 9%
other (including distraction)

McLean 2016 Australia Survey 99 Survey of members of 1500 critical care
nurses who were members of the
American Association of Critical Care
Nurses and 1500 emergency nurses
who were members of the ENA; 30 item
questionnaire including 1 open text
section

Compared to health professionals (HP) who
had never invited family members to be present
during paediatric resuscitation, those who had
experience of inviting family to be present
perceived fewer risks and more benefits in
facilitating family presence as measured with
FPR-BS (mean scores = 3.31 [sd = 0.33] and

(continued on next page)
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Table 1 (continued)

Authors Year Country Main
method

N Study description Summary of main findings

2.96 [sd = 0.34] for HP with family presence and
those without FP, respectively; p = <0.001).
Similarly, self-confidence in facilitating family
presence during paediatric resuscitation was
higher in health professionals who had experi-
ence in inviting families to be present during
paediatric resuscitation than those who had
never experienced family presence as mea-
sured with FPS-CS (mean scores = 3.11 [sd =
0.5] and 2.51 [sd = 0.55] for HP with family
presence and those without FP, respectively; p
= <0.001).

O’Brien et al. 2002 USA Survey 245 A 10-question survey was distributed to
attendees of the American Academy of
Pediatrics annual Uniformed Services
Pediatric Seminar meeting, as well as
pediatric staff and residents at both
Tripler Army Medical Center and Ka-
piolani Women’s and Children’s Medi-
cal Center, Honolulu, Hawaii; 43% had
experience with FP during a pediatric
code;

Only 1 or 2 data points reported separately for
those with experience; 65% indicated they
would not allow FP. Of the 43% that had
experienced FP during CPR, 63% said they
would be willing to repeat the practice. Physi-
cians who routinely care for inpatients were
more likely to support FP than other types of
HCPs

Perry 2009 UK Survey 32 Postal survey of a convenience sample
of children’s nurses; Structured ques-
tionnaire with some open ended re-
sponses; 15 statements with 5 point
Likert scale of agreement on positive
and negative aspects of FP

Overall, 69% of the nurses had a positive
attitude to family-witnessed resuscitation based
on a Likert scale questionnaire specifically
developed for the study by the author. However,
outcome data (i.e. attitudes to the concept of
family-witnessed resuscitation) obtained from
those who had experience with paediatric
resuscitation were neither presented separately
from those of inexperienced, nor compared
between those who had family presence and no
family presence during the resuscitation. The
authors also stated that ‘these with more
experience of paediatric resuscitation . . .
were more likely to favour FWR’, but this
statement was not supported by qual nor quant
data.

Sacchetti et al. 2000 UK Survey 85 HCP from three different emergency
departments completed a written
survey.

60% of those who had experienced FP during
CPR supported the concept vs. �20% of those
who had not experienced it. Identified lack of
previous experience as a barrier to more
widespread adoption. Interesting editorial ob-
servation: the institution with the least experi-
ence and support was an academic pediatric
ED, likely influenced by era of survey.

Tripon et al. 2014 France Survey 343 Survey of HCP who had taken Paedi-
atric Emergency Procedure university
course

Of 343 total health professionals working in
emergency teams, only 17% (n = 59) favoured
parental presence during child CPR, 73%
(n = 251) were not in favour of it, and 10%
(n = 33) were indifferent. The rate of favourable
opinions was higher for those who had experi-
ence with parental presence during CPR (24%
n = 39) compared to those without experience of
parental presence during CPR (13%, n = 20);
the difference was statistically significant, while
adjusting for potential confounding factors
(gender, occupation, professional experience,
parenthood, religion considered important)
(OR = 1.96, 95% CI = 1.06�3.65, p = 0.033).
“The reasons against parental presence were
psychological trauma for the parents, risk of
interference with medical management and
care team stress” (p. 310).
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Table 1 (continued)

Authors Year Country Main
method

N Study description Summary of main findings

Vavarouta et al. 2011 Greece Survey 111 Physicians and nurses working in neo-
natal-pediatric departments and inten-
sive care units; data reported separately
based on experience with FP.

The majority of the participants (73.6%) were
not familiar with FPDRAIP, were neither edu-
cated (72.7%) nor did they agree with the issue
(71.9%) Overall, the majority of respondents
had negative attitude towards family presence
(FP) during paediatric resuscitation and inva-
sive procedures (e.g. 71.9% disagreed or
strongly disagreed with a statement that
‘parents should be offered the choice to be with
the patient during resuscitation or invasive
procedures’. Results show that those who were
familiar with existing guidelines on FP, or those
who had relevant personal experience, had
more positive attitudes towards FP compared to
those who were unfamiliar with the guideline or
without experience (difference was statistically
significant at p = <0.05). However, the com-
parison was not made between those with
experience of FP during resuscitation and those
without. The reasons given for negative atti-
tudes were the following: FP would be too
traumatic for the family (86%, n = 104), and may
interfere with the procedure (84.3%, n = 102),
FP could be stressful to the person performing
the procedure (81%, n = 99), healthcare per-
sonnel would find it difficult to concentrate and
would make them nervous (79.3%, n = 96), and
would lead to increased rates of legal action
against the team (74.4%, n = 90).

Zavotsky et al. 2014 USA Survey 660 Single academic medical center survey
of 3000 health care workers including
physicians, nurse, all types of ancillary
staff, chaplains, security guards; 22%
response rate.

Some of the pediatric data reported separately
but not by experience with FPDR; Pediatric
health care providers (65%) were more likely to
support FP than adult HCPs (50%); those
involved in direct care (MDs, RNs) were also
more likely to support FP than other groups.
Most were unaware the institution had a policy
on FP during resuscitation.

Neonatal population
Harvey 2013 UK Interviews 37/49 A large UK Teaching hospital; Qualita-

tive descriptive retrospective, using
critical incident approach. Impact of
father’s presence on newborn
resuscitation

Participants felt the midwife was the most
appropriate person to support the father. All said
they did not know what to say top fathers during
a prolonged resuscitation. Teamwork essential.
Absence of training in how to deal with it.
Incidents when the baby did not survive were
not addressed.

Harvey 2012 UK Interviews 23 A large UK Teaching hospital;A de-
scriptive, retrospective design using
tape-recorded semistructured inter-
views with fathers present during the
resuscitation of their baby at delivery

1. Preparation: Just over half the fathers (12)
knew during the antenatal period that their baby
may require NNU admission and sought
information about pre-eclampsia, congenital
abnormalities or prematurity. In most cases,
they did not realise their baby might require this
level of support at delivery.
2. Knowing what happened: Most fathers did
not know what specific resuscitation their baby
had received; they were unaware at the time and
most had not been told subsequently. A father’s
lack of awareness was influenced by his position
in the room, his not asking questions either at the
time or afterwards. Although most fathers did not
attempt to watch the resuscitation because they
were focusing on their partner.

(continued on next page)
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Table 1 (continued)

Authors Year Country Main
method

N Study description Summary of main findings

3. His response: Fathers’ focus of concern,
whether they stayed with their partner or went to
the baby and the coping strategies they used. All
fathers talked about the conflict they felt over
their focus of concern; their partner or their
baby.
4. Impact on him: Fathers said they were
worried, distressed, petrified, panic-stricken or
scared. However, none regretted being present.
None of the fathers felt they received emotional
support from HCPs during the resuscitation and
none were chaperoned. Several wanted to talk
to someone about their feelings and experi-
ences afterwards, but most had not done so.

Yoxall 2015 UK Interviews 20 Qualitative interview study with semi-
structured interviews after resuscitation
stabilsation; 20 clinicians views of
newborn care immediately adjacent to
mother

1. Of the 16 participants who spoke about the
impact on clinicians, the majority had no
reservations about being watched by parents,
but 5 thought that staff with less experience
might feel insecure being watched
2. 8 clinicians reported on positive comments
made by parents as a result of being close to
their baby when he/she was being cared for
3. 18 clinicians mentioned that bedside care at
birth allowed parents to see and touch their
baby, and to see what the clinical team were
doing. They felt this was especially important for
babies subsequently admitted to the neonatal
unit, as the parents were able to see and be with
their baby before transfer. This is in contrast to
usual ‘room-side care’, where the mother might
not have been able to see the baby until the
mother visited the neonatal unit
4. Twelve clinicians commented on the impact
that watching neonatal care at birth might have
on parents. Five felt that it would be beneficial,
while four were unsure or thought that parents
might be scared, but in reality found that they
were not

Sawyer 2015 UK Interviews 30 Qualitative study with semistructured
interviews. Results were analysed us-
ing thematic analysis. 30 participants
from 19 deliveries with initial neonatal
care next to mother.

1. Reassurance, which included ‘Baby is OK’,
‘Having baby close’, ‘Confidence in care’,
‘Knowing what’s going on’ and ‘Dad as
informant’

2. Involvement of the family, which included
‘Opportunity for contact’, ‘Family involvement’
and ‘Normality’
3. Staff communication, which included ‘Com-
munication’ and ‘Experience’
4. Reservations, which included ‘Reservations
about witnessing resuscitation’, ‘Negative
emotions’ and ‘Worries about the impact on
staff’
5. This not relevant to us

Katheria 2018 US Survey 60 Private questionnaires post resuscita-
tion filled in by professionals and
parents; 60 resuscitations/stablisations
by the side of parents

No parents were uncomfortable with newborn
interventions/resuscitation at the bedside

Lindburg 2007 Interviews 8 Narrative interviews with thematic
analysis in Tertiary maternity unit

At birth: Fathers had their own needs and
required care. Little relevant for this review.

Arnold 2012 UK Interviews 39 3 tertiary care neonatal units South East
UK; Qualitative study with semistruc-
tured interviews. 44�344 days after
birth; 32 mothers, 7 fathers (of 123 in-
vited). 21 couples saw their baby at birth

1. The first contact between parent and baby
was characterised by turbulent emotions,
whether it occurred immediately after birth or
later in NICU
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162 few included a copy of the actual survey for review so it was not
163 possible to assess the content validity and appropriateness of the
164 questions related to the reported findings.

165 Parental/family experience and opinion

166 Eight of the papers focused on the parental or family opinion of being
167 present (or not) during their child’s resuscitation.12�19 Five of these
168 papers sampled parents or family members who were present during
169 a resuscitation.14,16�19 The other three papers included a random
170 sample of parents in an emergency department waiting room,12 a
171 general population survey13 and a survey of parents which did not
172 specifically require first-hand experience.15

173 The papers which reported data collected from parents who had
174 experienced being present at a resuscitation of their child were from
175 Canada, Australia and the United States; and they were conducted
176 between 2008�2019.14,16�19 One qualitative interview study com-
177 pared experiences of parents who had been present and those who
178 had not been present for various reasons.19 Overall, the findings in
179 these studies reflected that being present during the resuscitation of
180 their child was a very helpful experience for parents. In all studies,
181 parents who were present discussed their belief that their presence
182 brought their child comfort and that it helped them to adjust to the loss
183 of their child.
184 Qualitative themes reported were very similar across studies
185 which used interviews or open-ended survey questions. Parents
186 desire to be present, to understand what was happening, the need for
187 physical contact with their child, that witnessing helped them to know
188 that all had been done was very prominent.16�18 As was stated in one
189 study “Being there for their child, providing comfort and support and in
190 doing so, comforting themselves, was an inherent need for parents”.16

191 Many studies discussed how the process of accepting their child’s
192 death began for family members while they were present during the
193 resuscitation; seeing the resuscitation allowed them to realize the
194 severity of their child’s condition.17 Another common theme was the
195 sense of chaos and panic parents recalled during the resuscitation but
196 that they placed tremendous importance on the relationship with the
197 staff during the process.18

198In the study that compared the experiences of parents who had
199been present and those that were not, 40% were absent because they
200had not been invited to be present during CPR and 10% had declined
201to be present when invited (the remaining 45% were not in the hospital
202at the time of CPR).19 Of those that were not present (regardless of
203reason), 55% wished they had been given the opportunity to be there.
204They felt their presence would have comforted their child, that in some
205way their child might still be alive if they had been there, and many still
206had unanswered questions about the resuscitation situation. These
207missing experiences almost directly mirrored the elements felt to be
208helpful by parents who were present. The majority of parents in both
209the present and non-present groups would recommend being present
210during resuscitation to other families if given the option.
211In those papers which measured the hypothetical opinion of
212parents/families,12,13,15 two used scenarios of different procedures
213and clinical situations which increased in invasiveness from
214venipuncture to resuscitation.12,15 A third study used computer-
215assisted phone interviews with random, adult members of the public
216from a national omnibus group.13 Overall, there was a decreasing
217trend regarding the desire to be present for more invasive procedures
218except if there was a risk of the patient dying. Overwhelmingly in the
219included studies parents believed it should be their decision whether
220or not to be present (>80%).

221Health care provider experience and opinion

222Similar to the papers reporting on family opinion, the literature focused
223on health care provider opinions that included studies which sampled
224participants’ experience of family presence in their child’s resuscita-
225tion (n = 7) and those that could only provide a hypothetical opinion
226(n = 15). These papers typically combined health care provider
227respondents21�23,25,26,28,30�32,34,36�40 and three included train-
228ees.23,24,28 Four surveyed nurses only20,29,33,35 and one focused
229solely on physicians.27

230Of those that reported results for HCPs with experience with
231having family present during resuscitation, one study used qualitative
232interviews,20 one surveyed staff before and after the introduction of a
233family navigator intervention,21 and the remaining studies used

Table 1 (continued)

Authors Year Country Main
method

N Study description Summary of main findings

2. Several mothers and some fathers referred to
the experience of childbirth being a sudden or
surreal experience which they did not feel part of
3. When anticipating seeing the baby, parents
were divided between those who were eager
and even desperate to see them, and those who
dreaded the experience. Some wished to stay
naive to health problems that might be made
obvious by the sight of the baby. Their fear was
not of the baby itself, but rather of witnessing the
seriousness of a situation they would rather
avoid. This contrasted with the excitement felt
by other parents. Being separated from their
newborn baby frustrated some mothers who
were not only desperate to see their baby but
angry and confused about why they could not
see them earlier
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234 different survey methods to collect data.21,32,33,35,37,38 The results
235 were mixed, ranging from 85% disagreement with FP38 during
236 resuscitation to >60%30,35,36,39 acceptance. However, overall
237 agreement with, and confidence in facilitating family presence during
238 paediatric resuscitation, was higher in health professionals with
239 experience in inviting families to be present during paediatric
240 resuscitation. In those surveys which included open ended responses
241 to assess why HCPs were against FP during pediatric resuscitation,
242 the most common themes included concern for psychological trauma
243 for the parents, the risk of interference with medical management, and
244 the stress on the attending care team including performance-related
245 anxieties.
246 An additional fifteen articles reported on the opinions of various
247 HCPs but did not require participants to have had actual experience
248 with family presence during resuscitation.22�30,34,36,39,40 Many of
249 these studies also used clinical scenarios of varying invasiveness to
250 assess clinician agreement, ranging from parental presence in team
251 rounds to parental presence during cardiopulmonary resuscita-
252 tion.23,25,26,28,36 Others used tools that were more oriented towards
253 general attitudes and beliefs as well as potential barriers and
254 facilitators to using FP in practice.22,24,27,29,31,32�34,35,37�39,40

255 Overall, the acceptance of family presence during resuscitation
256 varied from 35 to 85%. There did not seem to be any relevant
257 differences between physicians and nurses. However, experience
258 with family presence and clinical seniority appeared to positively
259 influence acceptance. For example, attending physicians and senior
260 nurses were more likely than residents to approve of family
261 presence.24,26,28 Almost all studies that surveyed nurses about their
262 attitudes toward FPDR in pediatrics found the nurses were supportive
263 of the practice, especially in the intensive care context.
264 Hypothetical concerns reported were similar to those in the
265 experience-based group and included care team stress, the potential
266 for distraction, adverse psychological impact on parents/family
267 members and the potential for litigation.

268 Neonatal studies of family presence during immediate
269 resuscitation after birth

270 The literature on family presence during neonatal resuscitation
271 includes seven papers, six of which were qualitative41�46 and one
272 used survey methodology.47 Two of the qualitative papers focused on
273 the experience of fathers during their baby’s resuscitation,42,43 two
274 focused on the experience of both parents41,45 one looked at provider

275opinion46 and one included both parent and provider opinions.47

276These are very different types of studies; hence the evidence is not
277easy to synthesize but the key findings were that:

� 278the experience of fathers is unique, particularly around their
279knowledge of what happened and their focus, at the time of the
280event, being on their partner;

� 281parents felt that being present provided reassurance and
282opportunities for involvement and communication, but parents
283also reported some reservations about the emotional toll of
284witnessing the resuscitation;

� 285there is a need for staff training for support and debriefing;
� 286first contact between parent and baby was characterised by

287intense but polarized emotions ranging from desperation to see
288the baby immediately, to fear of witnessing a situation around their
289baby they would rather have avoided.

290Figurative summary of findings

291A bullet-point summary of the findings in each group (parents/families,
292health care providers, neonatal papers) as well as some areas of
293actual overlap are represented in Fig. 2.

294Discussion

295Overall, the findings of this review reveal four key findings; firstly, there
296is no evidence available to assess the direct or indirect impact of family
297presence on any patient outcomes (patients short/long-term survival
298and neurological outcome; stress or mental health outcomes for
299health care providers and parents) for pediatric or neonatal
300resuscitation. Secondly, parents tend to support family presence
301being offered to all parents, although not all parents wish to be present.
302Thirdly, health care providers remain divided in their approval of family
303presence during pediatric resuscitation, however, positive percep-
304tions seem to be facilitated by previous experience with FPDR and
305level of seniority in practice. Lastly, staff and some parents felt that
306education and training were needed for those staff expected to
307support parental presence during pediatric and neonatal
308resuscitation.
309Based on this comprehensive review, existing recommendations
310about family presence during pediatric resuscitations do not seem to
311be based on evidence of measurable outcomes. The evidence from

Fig. 2 – Figurative summary of findings.
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312 neonatal studies, where parental presence is far more common and
313 widely accepted, was sparse. However, the themes reported in the in-
314 depth qualitative research, especially regarding the emotional toll and
315 the intense but polarized emotions, should inform further comparative
316 research in both pediatric and neonatal contexts. The findings of our
317 review agree very closely with several related systematic reviews that
318 have been conducted in the last few years in specific populations (i.e.
319 onlyparents orsolely critical carenurses,etc.).52�54These reviewsalso
320 found that parents largely wish to be present, they expect to be offered
321 the opportunity to be present and that it is important to them that they are
322 there for their child. In contrast, there is tremendous variation in health
323 care provider perception and judgment on this issue.
324 Despite the agreement with other reviews, there are particular
325 findings from this systematic review that warrant discussion. Firstly, the
326 tremendous variability in methodologic rigor for most of the included
327 studies, particularly in how the survey tools were developed and
328 administered was surprising and disappointing. None of the ques-
329 tionnaires reported appear to have been subjected to any forms of
330 validation testing, and all surveys were highly subject to response bias.
331 More importantly, several were based only on hypothetical case
332 scenarios which may not equate to real-world practice. It was
333 unfortunate that there was insufficient evidence to make any
334 recommendation for a change in practice or policy either for or against
335 families being present during pediatric resuscitation. However, this
336 review does highlight two important methodologic recommendations:
337 (a) this is an area ripe for comparative effectiveness research to truly
338 understand what would be beneficial for patients, families and health
339 care providers in this situation and (b) a reminder to researchers of the
340 importance for ensuring rigor and validity in survey methods.
341 Nonetheless, the fact that the evidence included in this review was
342 entirely descriptive and qualitative in nature perhaps should not be
343 surprising. The concept of allowing families to be present during
344 resuscitation, and in particular, the resuscitation of their child,
345 encompasses much more than clinical outcomes. Issues such as
346 the parent-child bond, parental responsibility, the importance of control
347 and information in chaotic situations, ethical principles of autonomy and
348 justice, family-centred care, shared decision-making in health care, and
349 the hierarchical relationship between health care providers, patients
350 and families all enter into a decision to incorporate family presence.
351 These are significant psycho-social issues which are not easily
352 categorized into measurable variables for statistical analysis. Large
353 scale, validated survey work and robust qualitative research is urgently
354 needed to understand the effect and value of family presence, to fully
355 map the complexity of perspectives on this issue.
356 Health care providers who did not support family presence were
357 most often fearful of increasing parental/family trauma and distraction/
358 negative impact on performance of the health care team. However,
359 evidence of these negative implications is not available in the
360 published literature. Furthermore, those HCPs who were more senior
361 and had actual experience with families being present during a
362 pediatric resuscitation were more supportive, suggesting it is more a
363 fear of the unknown impact of a new practice which leads to
364 assumptions about negative impact from those who have little or no
365 experience. This line of inquiry would benefit from research
366 investigations with appropriate outcome measures. In addition,
367 research to further elucidate other factors which may modify HCPs
368 experience, as well as key differences in provider perceptions by care
369 location (i.e. ED compared to ICU compared to ward, etc.) will be
370 important to gain knowledge about how we might further target
371 knowledge translation activities regarding family presence policies

372during pediatric resuscitation. Unfortunately, a large portion of the
373studies in this review sampled HCPs from broad or undifferentiated
374populations (conferences, “pediatric departments”, etc.) so we were
375unable to properly conduct this level of comparison.
376Finally, the evidence examined in this review spans a twenty-year
377timeframe and originates from 11 different countries. Owing to the
378nature of the studies, we were not able to analyze the effects of time
379and geography, although we suspect these would influence results. In
380addition, the opportunity for parents/families to be present during
381resuscitation in contagious disease situations (e.g. COVID-19 pan-
382demic) is certainly subject to different protocols as extra precautions
383are necessary.55

384Strengths and limitations

385The key strength of this review is that it was both systematic and
386comprehensive. Had we chosen to conduct a standard systematic
387review and meta-analysis, i.e. only included those papers which used
388a comparative interventional design, we would have lost the richness
389of literature that has led to providing these summary findings.
390The majority of the evidence we reviewed is considered of very low
391quality by typical evaluation standards because of the lack of rigour in
392the observational and qualitative approaches. Randomized controlled
393trials may not be ethically possible, however, new methodologic
394approaches which allow for controlled measurement of clinical
395outcomes while maintaining ethical responsibility are recommended
396as a crucial future direction for research in this area.

397Conclusions

398There remains variation in opinion and practice, the evidence is of very
399low certainty and there is no outcome-oriented evidence to inform a
400recommendation for practice or policy either for or against families
401being present during pediatric resuscitation. This review highlights
402that this is an area in urgent need of high quality, comparative research
403for the impact of family presence to be fully understood.
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