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OTHOLWEHWE YNEeHOB peaHNMaLUNOHHOW Bpuradbl M COMPOBOXKAAIOLLMUX
nauneHTa anu, K NpUcyTCTBUIO POACTBEHHUKOB NauyeHTa nepBou
cTeneHn poacTea BO BpeMs CepaeyHO-1ero4HOM peaHMmauum

B OTAE/IEHNAX HEOT/IOHOM NMOMOLLIU

M. N. ISFAHANI, F. B. BOROJENI, F. PAKRAVAN, B. MASOUMI

UcchaxaHCKU YHUBepcUTET MeAULIMHCKUX HayK, UchaxaH, UpaH

IIpucyrcTBre ceMbu TAIMeHTa Y €ro MOCTEIN BO BPeMs IPOBe/ieHns cepiiedHo-yerounoit peannmain (CJIP) sBisiercst oHIM U3 BOIPOCOB,
npHBJIeKaoINX BHUMaHe. Hacrostiee ncciieoBanye ObLIO TIPOBEIEHO € IEbIO OIPEeJIEHNS] OTHOIIEHUST YJIEHOB PEAHUMAIIMOHHO T OpUTabl u
COITPOBOSKIAIONIIX MAIlMEHTAa JIUI] K IPUCYTCTBUIO POJCTBEHHUKOB TTAI[EHTa TIEPBOII cTelieHn pojicTBa Bo Bpems nposezerns CJIP.

Marepuaisl 1 MeTo/bl. OnrcaTe/bHO-aHATMTHYECKOE TIEPEKPECTHOE UCCIIEI0BAHNE TIPOBEAEHO B 2 YHUBEPCUTETCKUX OOJBLHUIAX C yIACTHEM
100 unenos komanz, posogaux CJIP, u 120 61u3KUX POACTBEHHUKOB NaMeHToB, KOTOpbiM mposoansn CJIP B 2021 r. [lanubie 6bii coOpaHbl
€ TTOMOIIBIO Pa3pabOTAHHOTO HICCIEI0BATEIEM OIPOCHIUKA 1 MIKAJBI cTpecca, TpeBorn u Aenpeccun (DASS) Bo Bpemst CJIP. CoGpanble 1aHHbIe
ObLJIN TIPOAHAINBUPOBAHBI € TIOMOIIBIO CTATHCTUYECKOTO TIPOrpaMMHOTo obectiederus: SPSS (Bepeus 22).

Pesyabrarsl. C TOUKH 3pennst Kak 4ienoB koMarsl, mposozsuieii CJIP, tak i 6IM3KNX marenTa, Hanbosee 3HaYNMBIM OBLI BOIIPOC O TOM, 94TO
CaMOMY TIAIMEHTY OBLIO ObI JIy4Ille JOTOBOPUTHCS O MPUCYTCTBUU WM OTCYTCTBUU CBOEH CEMbH €IIe 10 MOMEHTa TOCIIUTATN3AIMU U BbISICHUT,
HACKOJIBKO JIJIsI 3TOTO CO3/IaHbI GIIaronpusiTHbIe ycioBst. OTHOIIEHNE K TTPUCYTCTBUIO ceMbl marmenTa Bo BpeMst CJIP GbLI0 CTAaTHCTHYECKN 3HAYNMO
CBABAHO € T0JIOM conpoBozkaaioniero (p < 0,05) u ¢ ombrrom pabors u yuactust B CJIP wienos peanmnmarontoii 6purazst (p < 0,05).

BbiBoz. YuuTbiBas pasjiyHble MHEHUS YIeHOB KoMaH/bl, TpoBosaiieil CJIP, n 6Ju3KuX nainuenTa OTHOCUTEILHO MPUCYTCTBUS CEMbU BO BPEMsI
peannMaliiu, CIeLyeT MPOBECTH JOTOMHUTEbHBIE UCCIEA0BAHNST ¢ HOMBITUM 06HEMOM BEIGOPKH.
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The attitude of the resuscitation team members and the patient’s companions
toward the presence of the patient’s first-degree relatives during cardiopulmonary
resuscitation in the emergency departments
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The presence of the patient’s family at their bedside during cardiopulmonary resuscitation (CPR) is one of the challenging issues that has been
frequently taken into consideration. Considering the importance of this topic. The objective of the present study was conducted to determine the
attitude of the CPR team members and the patient’s companions toward the presence of the patient’s first-degree relatives during CPR.

Materials and methods. The descriptive-analytical cross-sectional study was conducted on 100 CPR team members of two University Hospitals
and 120 near relatives of patients undergoing CPR in 2021. The data were collected by the researcher-made questionnaire and depression, anxiety,
stress scale (DASS) during CPR. The collected data were analyzed by SPSS (version 22) statistical software.

Results. From the perspective of both the CPR team members and the patient’s companions, the highest mean response was related to the fact
that it would be better for the patient to agree on the presence or absence of their family before hospitalization and whether they have favorable
conditions. The attitude toward the presence of the patient’s family during CPR was statistically significantly associated with the companions’
gender (p < 0.05) and with the experience of work and participation in CPR of the CPR team members (p < 0.05).

Conclusion. Taking into account the different opinions of the CPR team members and the patient’s relatives about the presence of family during
resuscitation, additional studies with a large sample size should be carried out.
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Introduction participate in care decisions related to the treatment

of their relatives [11]. Even during cardiopulmonary

The healthcare system has shifted from a paternalistic ~ resuscitation (CPR), patients prefer to have their
attitude to the principle of personal autonomy, relatives near them, and many relatives also tend to
and family members are often expected to actively  be there [22]. This is why, even if most of the evidence
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shows poor quality, lack of examination of psychological
consequences, as well as the impact on morbidity and
mortality, the presence of family during CPR is still
the practice that has been addressed and taken into
account in today’s world [17].

CPR can be generally described as the process of
correcting physiological disorders in a critically ill
patient or resuscitating an individual from anesthesia
or apparent death [21]. However, survival decreases
by 7 to 10 percent per minute without CPR. The
observed CPR rate varies from country to country and
ranges from 20% to 70% [22]. Family presence during
resuscitation (FPDR) is described as the presence of
the patient’s family members (such as siblings, parents,
spouses, children, or close friends) in the CPR room.
This presence may be supported by a person from the
hospital staft [15].

The presence of the patient’s family members during
CPR may affect their mental state, caring method, and
the performance of healthcare professionals [3]. Some
concerns show that the presence during CPR can lead
to post-traumatic stress disorder in relatives. Patient
privacy may also be compromised. When the family is
presented during CPR, relatives are in direct contact
with the patient and healthcare professionals [10].
On the other hand, they can interact with the patient
whenever needed (e. g., they can take the patient’s hand
or talk to them) [25].

Much of the evidence on family presence during
resuscitation (FPDR) is qualitative, and various issues
arise regarding relatives’ perceptions while reviewing
the literature [12]. Some doctors believe that FPDR
may have more advantages than disadvantages because
it allows relatives to provide the patient with a sense
of need and comfort. In the case of death, in particular,
it may help relatives to acknowledge that all possible
measures have been taken to save the patient [6].

Opposing opinions in this domain may be due to fear.
The anticipated fear of negative or positive reactions
has been mentioned as the reason for choosing to
attend or not attend CPR [18]. Whether family
members should be allowed to be during CPR or not
is the question that still has no answers. Moreover, it
is highly important to examine how the family should
be presented. Accordingly, the present study was
conducted to determine the attitude of the CPR team
members and the patient’s companions toward the
presence of the patient’s first-degree relatives during
CPR in the emergency departments of two University
Hospitals.

Materials and Methods

This descriptive-analytical cross-sectional study was
carried out on all CPR team members and patients’
companions in the emergency departments of public
hospitals over one year. The necessary permits were
obtained from the Vice Chancellery for Research
and the Research Ethics Committee. According to
the number of the statistical population, sampling
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was done by census method from all the CPR team
members of both hospitals (z = 100) and the patients’
companions (n = 120).

The inclusion criterion for the CPR team members
and the patient’s companions was willingness to
participate in the study. Further, if the desired person
from the CPR team had not performed CPR until then,
they were excluded from the study. In both groups,
respondents did not have a psychological history.
It should be noted that only one person from each
patient’s companions (first-degree relative) answered
the questions. The first-degree relative included the
father, mother, and siblings.

Firstly, the researcher referred to the emergency
departments of Isfahan public hospitals. Then, the
researcher explained the research objectives to the CPR
team members and the patient’s companions, and if they
agreed to participate in the study, they were given the
informed consent form to sign. Next, in coordination
with concerned officials, the questionnaire was given to
the CPR team members and the patient’s companions
to complete. During the data collection process, if
the respondents had any questions, the researcher
answered the questions. Data were collected by the
researcher-made questionnaire.

This questionnaire was taken from the studies of
Taraghee and Dabirian [7, 23]. The questionnaire
designed for the patient’s companions consisted of
7 items on the Likert scale (disagree = 1, agree = 3).
It consisted of a demographic section (age, gender,
education level, etc.) and an attitude section regarding
the presence of the patient’s family from the perspective
of the patient’s companions. The minimum score was
7 and the maximum score was 21. The questionnaire
designed for the CPR team members included 10 items
on the Likert scale (disagree = 1, agree = 3). The
minimum score was 10 and the maximum score was
30. The higher score indicated more willingness to be
during the resuscitation.

Before distributing the questionnaire among the
patients, the validity of the questionnaire was evaluated
through the opinions of experts and professors. The
content validity ratio (CVR) was equal to 0.99, and the
content validity index (CVT) was equal to 0.81, which
confirmed the validity of the questionnaire.

Moreover, to calculate reliability before starting
the study, the questionnaire was given to 10% of the
participants (10 team members and 10 companions) to
complete. Its Cronbach’s alpha coeflicient was calculated
to be 0.86, which indicated an acceptable index.

Moreover, after CPR and under suitable conditions,
the patient’s companions were asked to complete the
depression, anxiety, stress scale (DASS) during CPR if
they were willing and were in the favorable state of mind.

The 21-item depression, anxiety, stress scale
(DASS-21) was constructed by S. H. Lovibond and
P. E. Lovibond in 1995 to measure depression, anxiety,
stress. The questionnaire has 3 components, each of
its sub-scales contains 7 items, and the final score of
each is obtained through the sum of the scores of the
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Table 1. The severity of each subscale

Severity Depression Anxiety Stress

Normal 0-9 0-7 0-14

Mild 10-13 8-9 15-18

Moderate 14-20 10-14 19-25

Severe 21-27 15-19 26-33

Very severe >28 >20 >33

Table 2. Demographic characteristics

Variables Mean+SD Frequency ( %)

Patient's companion

Age (year) 55.67+19.36

Gender (male) - 43 (35.8)

Participation in CPR (yes) - 42 (35.6)

Patient condition after CPR (survived) - 82 (68.3)
CPR team members

Age (year) 34.19+6.19

Gender (male) - 68

Frequency of participation in CPR (more than once) - 84

Work experience (year) 6.06+9.20

related items. Each item is scored from 0 (does not
apply to me at all) to 3 (applies to me completely).
Since DASS-21 is the shortened form of the original
scale (42 questions), the final score of each subscale
should be doubled. The severity of each subscale is
shown in Table 1.

S. H. Lovibond and P. E. Lovibond reported the
validity index of 0.77 for DASS-21. The reliability
indices of the questionnaire subscales were 0.89,
0.84, and 0.82 for the depression, anxiety, and stress
subscales respectively.

Statistical analysis. Data were analyzed by SPSS
(version 22) statistical software using descriptive
statistics (distribution and frequency percentage for
qualitative data and mean and standard deviation for
quantitative data). The chi-square test and independent
t-test were used to compare nominal variables. The
significance level was set at < 0.05.

Ethical approval. The study was conducted in
accordance with the Declaration of Helsinki, and after
approval of the Ethics Committee of our University
of the Faculty of Medicine (IRMUILMED.REC.
1399.1013).

Informed consent. Written consent was obtained
from all the patients’ companions or family members.

Results

Table 2 shows the demographic characteristics
of the participants. As indicated, 42 (35.6%) of the
patient’s companions had a former experience with
CPR. Further, 84 (84%) of the CPR team members had
already participated in CPR more than once. Moreover,
82 patients (68.3%) survived after CPR.

The mean scores of the attitude toward FPDR are
presented in Table 3.
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As shown, the mean score of attitudes toward FPDR
was 12.05£3.11 for the patient’s companions and
18.6+4.66 for the CPR team members. Since the mean
score of the patient’s companion questionnaire was 5.10
and that of the CPR team questionnaire was 15, the
attitude toward FPDR was higher than the average
level for both groups. From the viewpoint of both the
CPR team members and the patient’s companions, the
highest mean response was related to the fact that the
patient should express their opinion about the presence
or absence of their family before hospitalization and
whether they had favorable conditions.

The attitude score of FPDR for the patient’s
companions was significantly associated with the
companion’s gender and the experience of participation
in CPR (P <0.05). On the other hand, more men than
women provided a positive response to FPDR, and also
people who had previous experience of participation in
CPR expressed less agreement with FPDR. Moreover,
the attitude score of FPDR for the CPR team members
was significantly associated with work experience and
experience of participation in CPR (P < 0.05). On
the other hand, the more the work experience and
frequency of participation in CPR for the treatment
team, the less their desire to have their companions
present (Table 4).

As indicated in Table 5, 4 (4.65%) of the patient’s
companions had severe and very severe stress, 15
(17.44%) had severe and very severe anxiety, and 12
(13.95%) experienced severe and very severe depression.

Discussion
There was the rule stated that it would be better for

the patient’s family not to be during CPR. Perhaps one
of the reasons for this behavior was the paternal behav-
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Table 3. The mean attitude scores of FPDR

Variables Mean+SD
Patient’s companion 12.054£3.11
Resuscitation team members 18.6+4.66

Table 4. Relationship between demographic variables and attitude scores of patient’s companions and CPR team members

Variables Patient’s companions CPR team members

Gender p=0.014 p=0.331
Age p=0.326 p=0.752
Experience of participation in CPR p=0.023 p=0.026
Kinship with patient p =0.089 -
Work experience - p=0.003
Table 5. Frequency of depression, anxiety, stress in patient’s companions

Severity Depression Anxiety Stress
Normal 32(37.21) 26 (30.23) 21(24.42)
Mild 19 (22.09) 36 (41.86) 23 (26.74)
Moderate 23 (26.74) 9(10.47) 38(44.19)
Severe 8(9.3) 12 (13.95) 4 (4.65)
Very severe 4 (4.65) 3(3.49) 0

ior of the medical staff, which complicated the presence
of the loved ones, prevented the correct implementa-
tion of this procedure, and concurrently increased
the anxiety level of the family and the patient [2, 18].
Moreover, another reason for justifying the absence of
the patient’s companions is the issue of maintaining
patient privacy because, in an emergency, there is no
opportunity to get the consent of the patient on the
presence or absence of companions, or the patient is a
small child, which is ruled out. In line with maintaining
patient privacy, there are issues such as addiction and
drug use or the specific illness of the patient, in which
case three is no need for the companions to find out
about. In addition, the crowded, dangerous, and messy
environment of the emergency room, especially during
CPR, and the increased risk of injury to the patient and
their companions (such as needle-stick injury) are also
justifications of the opponents of FPDR.

Furthermore, another important and noteworthy is-
sue is which of the patient’s companions is more quali-
fied to participate in CPR. The patient’s home health
nurse, legal guardian, or family member should also
be mentally qualified to accept the events that happen
during CPR and be aware of the current and previous
conditions of the patient. However, public research and
surveys have indicated that most patients and their
families believe that the family should be allowed to
be during CPR and at the moment of the death of their
loved ones [24, 13]. Hence, the European Resuscitation
Council (ERC) recommended that professionals allow
family members to be during CPR. Although many
benefits of FPDR have been identified, this practice
still causes ethical and legal dilemmas.

In this study, the patient’s companions and the CPR
team members had the moderate view regarding FPDR.
In the study in Poland, E.Niemczyk et al. [16] found
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that patients and their relatives were more willing to
be during the CPR of their loved ones. The majority of
patients did not know about patient rights regarding
FPDR. The interest in FPDR was present in 29% of
patients and 27.6% of patients’ family members. In the
study in France, C. De Stefano reported that FPDR
could help relieve pain by supporting the patient in the
transition from life to death and participating in this
critical moment [8]. Therefore, the central role of the
family and healthcare team during CPR is confirmed.
In another research in Malaysia, Chew showed that re-
spondents strongly supported FPDR [4]. They showed
that 76.1% of the participants supported the FPDR.
M.E.H.Ong et al. in Singapore also showed that 73.1%
of the surveyed population supported the FPDR [20].

The results of K. Mcmahon’s study in England showed
that both patients and their family members had the
negative attitude toward FPDR [14]. S.Campton et al.
also acknowledged that 29% of patients and 47% of their
families were willing to be during CPR [5].

7.D. Goldberger in America indicated that the aver-
age duration of CPR in hospitals with and without the
implementation of the FPDR policy was not signifi-
cantly different. The same results were also found for
CPR quality, pharmacological and non-pharmacolog-
ical interventions, and potential CPR errors [9].

A. A. Al Bshabshe (Saudi Arabia) showed that 80%
of doctors opposed FPDR. The majority of them be-
lieved that FPDR could reduce the bedside space, dis-
tract the staff, cause performance anxiety, interfere with
patient care, and violate patient privacy. Moreover,
FPDR can cause unnecessary CPR operations, psycho-
logical damage to family members, professional stress
among personnel, and numerous complaints. Further,
77.9% disagreed that FDPR could help reduce the fam-
ily’s anxiety about the patient’s condition or eliminate
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their doubts about the provided care, improving family
support and participation in patient care, or the profes-
sional status of the personnel [1].

Based on the results of various studies, people in
various countries have different views about the ad-
vantages or disadvantages of FPDR.

Conclusion

In conclusion, both the patient’s companions and the
CPR team members have the positive attitude toward
FPDR. The most important factor for both groups is
the patient’s opinion about the presence or absence
of family members during resuscitation. Gender, expe-
rience of participation in CPR, and work experience
also influence attitudes toward FPDR for both groups.

The authors suggest that educating patients, compan-
ions, and CPR team members about the benefits and
risks of FPDR may help to improve communication
and decision-making regarding family presence dur-
ing resuscitation. Observing the resuscitation attempt
may provide benefit to family members by reducing
guilt or disappointment, allowing time to accept the
reality of death and help the grieving process. Future
studies should also investigate ways to optimize the
use of FPDR, such as through developing standardized
protocols and guidelines for accessing and interpret-
ing the data, and providing training and support to
healthcare providers. Additionally, it is important to
involve patients and their families in the development
and implementation of FPDR initiatives to ensure that
their needs and concerns are taken into account.
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