Intensive & Critical Care Nursing 46 (2018) 44–50

Contents lists available at ScienceDirect

Intensive & Critical Care Nursing
journal homepage: www.elsevier.com/iccn

Research article

Family presence during resuscitation – The experiences and views
of Polish nurses
Aleksandra Gutysz-Wojnicka a,⇑, Dorota Ozga b, Danuta Dyk c, Wioletta Me˛drzycka-Da˛browska d,
Marek Wojtaszek b, John Albarran e
a

Department of Nursing, Faculty of Health Sciences, University of Warmia and Mazury in Olsztyn, Poland
Department of Emergency Medicine, Faculty of Medicine, University of Rzeszow, Poland
Department of Anaesthesiological and Intensive Care Nursing, Poznan University of Medical Sciences, Poznan, Poland
d
Department of Anaesthesiology Nursing and Intensive Care, Medical University of Gdańsk, Poland
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a b s t r a c t
Understanding healthcare professionals perceptions of family presence during resuscitation (FPDR) may
help in choosing an effective strategy of implementing this concept in everyday clinical practice.
Objectives: To determine the experiences and views of Polish nurses about family witnessed
resuscitation.
Design: A cross sectional survey study.
Setting: Delegates (n = 720) attending the Polish Association of Anaesthesia and Intensive Care Nurses
conference participated in the study. A total of 240 questionnaires were correctly completed and
returned.
Main Outcome Measures: Validation of the Polish version of the tool was undertaken. Exploratory factor
analysis extracted three main factors: staff opinions on the benefits of FPDR (a-Cronbach 0.86), opinions
on the negative effects (a-Cronbach 0.74) and general views on this practice (a-Cronbach 0.54). These
three extracted factors were defined as dependent variables.
Results: Out of the sample, 113 (47%) nurses worked in adult intensive care units (ICUs) and 127 (53%) in
other acute clinical settings. ICU nurses reported having experiences of FPDR (n = 66, 54%); out of this
group 12 (10%) had positive encounters and 46 (38%) reported negative ones. ICU nurses had undetermined opinions on the benefits and potential negative effects of FPDR. Having positive experiences with
FPDR influenced ICU nurses’ views on the negative effects of FPDR (Z = 2.16, p < 0.03).
Conclusion: A positive experience of FPDR influences a nurse’s views and attitudes in this evolving area of
practice.
Ó 2018 Elsevier Ltd. All rights reserved.

Implications for Clinical Practice
 The process of changing attitudes towards family presence during resuscitation requires positive work environments where
positive experiences would be acquired by health care professionals.
 Evidence supports that introducing educational strategies and building healthcare professionals’ self-confidence are important
factors influencing opinions and attitudes towards family presence during ressuscitation.
 The results of this study suggest that there is a need for a wide-spread professional debate on in Poland in order to reassure health
care professionals.
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Introduction

Background

The concept of family presence during resuscitation (FPDR) has
been presented and analysed in research since the 1980s. The idea
of FPDR originated in 1982 in Foote Hospital in Jackson, Michigan,
the United States of America (USA) after a patient’s family
requested it (Doyle et al., 1987). It was the patient’s family and
the awareness of their expectations that inspired Doyle et al. to
initially take steps to scientifically verify the benefits and dangers
connected with FPDR. Since then, a number of studies have
examined issues associated with FPDR mostly in terms of benefits
and possible harms that it may cause to healthcare staff, family
members or patients.
Many authors have reported evidence suggesting benefits of
family witnessing resuscitation. Robinson et al. (1998) claimed
that there were no detrimental psychological effects of FPDR and
that family members were satisfied with the opportunity to be at
the patient’s bedside during cardiopulmonary resuscitation (CPR).
The study of Holzhauser et al. (2006) supported the findings of
Robinson et al. (1998), identifying that relatives find it beneficial
to be present in the resuscitation room. They identified FPDR
helped communication between staff and family and helped relatives to cope with the situation. They also found that family members present during CPR were satisfied with being offered such a
chance and there were no complaints made about the experience.
Research identifying FPDR may also help families to build trust
with health professionals and fulfil their needs for information
(Leske et al., 2013).
Studies exploring the intensity of post-traumatic stress disorder
(PTSD) symptoms and depression between the families who were
present and those who were absent during CPR, found no significant
differences between the two groups (Compton et al., 2011). Jabre
et al. (2013) also observed that PTSD symptoms occurred
significantly more often in family members who declined to be present than those who attended CPR. Moreover, at one year following
the event, those who agreed to witness the resuscitation of a family
member adjusted emotionally and in terms of bereavement,
adjusted to the loss (Jabre et al., 2014). Additionally, a recent systematic overview and meta-analysis of three studies (Oczkowski
et al., 2015a) concluded that moderate quality evidence indicates
that FPDR for adult patients does not translate to long term emotional problems, but may improve the process of bereavement.
As a consequence of a growing international body of evidence, a
number of societies have developed or revised their practice guidelines related to family presence during resuscitation (Table 1).

The analysis of literature indicates that healthcare professionals
(HCPs) recognise the benefits and risks of FPDR, but views vary
between countries. The practice has become accepted to some
extent in Canada (McClement et al., 2009), USA (Tudor et al.,
2014), the United Kingdom (Grice et al., 2003) and Australia
(Chapman et al., 2013). However, in Iran (Kianmehr et al., 2010),
Jordan (Hayajneh, 2013), Germany (Koberich et al., 2010), Israel
(Wacht et al., 2010), Turkey (Günesß and Zaybak, 2009), Hong Kong
(Leung and Chow, 2012), Spain (Enriquez et al., 2016), and Singapore (Ong et al., 2007) the practice of FPDR is not viewed as clinically acceptable due to potential physical threats of harm to staff.
The views on FPDR also vary between healthcare professionals,
for example, nurses tend to be more positive about FPDR than doctors (Grice et al., 2003; McClenathan et al., 2002; Weslien and
Nilstun, 2003).
Despite existing worldwide recommendations, the practice of
FPDR remains challenging to implement in Poland (Sak-Dankosky
et al., 2015).
Aims of the study
The aims of the study were:
1) To determine the experiences of FPDR from anaesthesia and
intensive care nurses attending the conference of the Polish
Association of Anaesthesia and Intensive Care Nurses
(PTPAiIO).
2) To explore delegates’ perceptions of the risks and benefits
associated with FPDR.
3) To establish factors influencing delegates’ general view of
the risks and benefits of FPDR.
Methods
Study design
A cross-sectional survey study design was used among anaesthesia and intensive care nurses attending a national conference
to determine their experiences and opinions on FPDR. No
nationwide studies have yet been carried out in Poland on the
concept of FPDR, so the survey technique was used to provide a
wide view of the issue.

Table 1
Practice guidelines and recommendations related to family presence during resuscitation.
Society

Recommendations

Source

American Association of Critical-Care Nurses

Family Presence During Resuscitation and Invasive
Procedure. AACN Practice Alert

American Association of CriticalCare Nurses (2016)

American Heart Association

Guidelines for Cardiopulmonary Resuscitation and
Emergency Cardiovascular Care Part 3: Ethics

Morrison et al. (2010)

Canadian Association of Critical Care Nurses

Position Statement Family Presence During Resuscitation

The Canadian Association of
Critical Care Nurses (2005)

Canadian Critical Care Society

Family presence during resuscitation: A Canadian
Critical Care Society position paper

Oczkowski et al. (2015b)

Emergency Nurses Association

Clinical Practice Guideline: Family Presence During
Invasive Procedures and Resuscitation

Emergency Nurses Association
(2012) Revised 5/2014

European Federation of Critical Care Nursing Associations,
European Society of Pediatrics and Neonatology
Intensive Care, European Society of Cardiology
Council on Cardiovascular Nursing

Join Position Statements: The Presence of Family
Members During Cardiopulmonary Resuscitation

Fulbrook et al. (2007)

European Resuscitation Council

Guidelines for Resuscitation 2015 Section 11.
The ethics of resuscitation and end-of-life decisions

Bossaert et al. (2016)
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Participants’ selection

The study tool

The study was conducted during the conference of the PTPAiO
in September 2013, in Poland. The study’s research protocol was
presented to the executive board of the PTPAiIO and to the head
of the conference organising committee for approval. Written
approval dated 1st of September 2013 and permission to collect
the data were obtained.
The conference programme included a lecture on the current
state of knowledge on the concept of FPDR. This fact was considered in the analysis of the risks and burdens for the participants
and potential influence on the study results. However, taking into
account the purpose of the study and the nature of the research
problem, it was concluded that the benefits outweighed the potential risks.
Delegates attending the PTPAiIO conference in Poland were all
given a self-administered questionnaire to complete. In the delegate pack, each participant received a copy of the questionnaire
and an information letter outlining the aim of the study and its voluntary and anonymous character. Completion of the questionnaire
implied consent.
In total 720 questionnaires were distributed to participants; of
these 352 were returned; 240 were completed by registered
nurses. Due to the fact that in Poland, anaesthesia nurses and
intensive care nurses function as one nursing speciality and are
employed in various hospitals’ departments providing care in critical, intensive and acute settings, the analyses included questionnaires filled in by nurses working at intensive care units (ICUs)
and other hospital departments where intensive monitoring of
patients’ health status is provided. However, data concerning ICU
nurses were analysed separately. Excluded questionnaires were
either those returned by paramedics, doctors, midwives, paediatric
nurses or those incorrectly filled in.

The study tool used, with permission, was a previously designed
instrument – the Family Presence during CPR in intensive/critical
care setting: a European perspective (FP-CPR) questionnaire by
Fulbrook et al. (2005), which was translated into Polish. The
approved Polish version of the FPDR questionnaire was translated
back to English and reviewed by the leader author of the research
that first published this tool.
Like the original, the Polish version of the FP-CPR questionnaire consists of three parts: 1) biographical details, 2) family
presence: experiences and 3) family presence: attitudes. In the
second section (experiences) respondents answered six Yes/No
questions, whilst in the third section (attitudes) they expressed
their attitudes towards each of 30 statements in the five
point Likert scale, ranging from ‘strongly disagree’ to ‘strongly
agree’.
Construct validity was analysed for the third part of the questionnaire, which referred to the attitudes of nursing staff towards
FPDR, with the use of exploratory factor analysis; the extraction
method used was principal axis factoring and Varimax rotation
with Kaiser normalisation. The Varimax methods used orthogonal
rotation of extracted factors to obtain more precise factor loadings
of the original variables, which helps in the interpretation of factors. Factor loadings are the correlations of each scale item with
a factor and reflect the importance of a particular item to the
factors. Scale items with a loading below 0.4 were rejected.
Exploratory factor analysis extracted three main factors: 1)
opinions on the benefits of FPDR, 2) opinions on the negative
effects and 3) general views on FPDR (Table 2). Both the reliability
of particular factors and the entire third part of the questionnaire –
family presence: attitudes were evaluated using the a-Cronbach
coefficient.

Table 2
Main factors selected in the Polish version of Family Presence during CPR in an intensive/critical care setting: a European perspective (FP-CPR) questionnaire.
Factor 1*. Opinions on the FPDR benefits eigenvalue 6.5,
a-Cronbach 0.86
In the situation when the patient does not survive, the fact that they were present during CPR helps the family in the grieving process
Family members should always be offered the possibility to accompany the patient during CPR. It should be their decision
The presence of family during unsuccessful CPR is important as it enables the family to spend together the last moments of patient’s life
Being present during CPR helps family members to conclude that everything possible has been done for the patient
Family members who are present during CPR are more likely to accept the decision to withdraw from persistent treatment
Family members should be present during CPR, as it will enable them to take decisions concerning the patient
Family presence during CPR is beneficial for the patient
Family presence during CPR creates stronger bond between family and nursing staff
Family presence during CPR prevents the relatives from creating distorted images or incorrect views of the resuscitation process
The presence of family members during CPR has positive effects on the performance of the team

Factor Loadings

Factor 2*. Opinions on the negative effects of FPDR eigenvalue 3.1, a-Cronbach 0.74
Family presence during CPR can infringe confidentiality of discussing details about the patient
Family members do not understand the need to use specific interventions so they might argue with the resuscitation team
There will be an increase in legal actions against medical staff because the family members present during CPR might
misunderstand the course of resuscitation process
It is difficult for medical staff performing CPR to concentrate if they are observed by family members
During CPR the resuscitation team might say things that are upsetting for family members
Family members should not be present during CPR because it is too stressful for them
Family members are very likely to hinder the resuscitation process
Family members present during CPR will suffer long-term negative emotional effects

Factor Loadings
0.65
0.53
0.70

Factor 3*. General view on FPDR eigenvalue 1.6, a-Cronbach 0.54
Most patient rooms in my workplace are too small to have relatives of the patient during resuscitation
Family member presence during CPR should not be a standard practice

Factor Loadings
0.35
0.54

FP-CPR questionnaire in general a-Cronbach 0.87
*

Factor analysis (n = 240) extraction method: principal axis factoring, rotation method: Varimax with Kaiser normalisation.
FPDR – Family Presence During Resuscitation (FPDR).
CPR – cardiopulmonary resuscitation.
FP-CPR – The Family Presence during CPR in intensive/critical care setting: a European perspective (FP-CPR) questionnaire.

0.72
0.72
0.70
0.68
0.67
0.65
0.63
0.63
0.61
0.59

0.68
0.51
0.49
0.45
0.42
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Data analysis
The analysis was conducted using a statistical package Statistica
10 Polish version. The study adopted the demographic data and the
nurses’ experience with FPDR as independent variables. The
dependent variables were factors extracted in the course of
exploratory factor analysis. However, due to the fact that internal
consistency of factor 3 general view on FPDR was below accepted
value (a-Cronbach 0.54), further analyses related to this factor
were not conducted. The Lilliefors test was used for verification
of data distribution normality. The distribution of data related to
particular extracted factors was not compatible with a normal distribution (p < 0.01), therefore, non-parametric tests were used in
further analyses. The distribution of other data was normal.
Descriptive analysis using median (Mdn) and quartiles (Q25Q75) was used to describe each of the extracted factors; number
and percentage were used to describe the respondents’ demographic characteristics. The significance of differences between
the demographic features of ICU and non-ICU nurses’ and their
experiences related to FPDR were analysed using the chi-square
test (Χ2).
An analysis of the significance of differences between the experiences related to FPDR in the particular ICU and non-ICU nurses’
groups and the individual extracted factors was carried out using
the non parametric Mann-Whitney U test and reported using z values (Z). Additionally, the relationship between the demographic
variables and the extracted dependent variables was analysed
using the Kruskal-Wallis test (H).
Answers to particular questions regarding attitudes towards
FPDR were rated on the scale from 1 to 5. The median value constituted the score range awarded for the particular answers to statements included in the each factor. The statistical significance level
was set at p < 0.05 in a two-tailed test.
Results
Study group
The study population included 240 nurses, 10 (4%) men and 230
(96%) women. Out of this, 113 (47%) nurses worked in adult intensive care units (ICUs). Other nurses (n = 127, 53%) worked outside
of ICU, including emergency departments (n = 9, 4%), anaesthesia
stations (n = 54, 22.5%), operating theatre (n = 13, 5.5%), recovery
rooms (n = 11, 4.5%) and other hospital departments where intensive monitoring of patient health status is provided (n = 47, 9.5%).
Most nurses were older than 35 years (n = 201, 84%), had more
than 10 years of experience in their current speciality (n = 179,

75%) and worked more than 10 years in nursing (n = 206, 86%).
No significant differences between ICU and non-ICU nurses were
found in age (v2 = 1.96p = 0.37), work experience in current
speciality (v2 = 0.07p = 0.79) and work experience in nursing
(v2 = 1.43p = 0.23).
Analysis of nurses’ experience concerning family presence during CPR
More than half of the nurses working in ICU (n = 66, 54%)
reported having experiences of FPDR; additionally, out of this
group 12 (10%) had positive encounters and 46 (38%) reported
negative ones. Moreover, 23 (19%) of ICU nurses have been asked
by a family member if they could be present during CPR, although
only 7 (6%) had ever invited a family member to be present during
CPR. When compared to ICU nurses, non-ICU nurses experienced
FPDR less frequently (v2 = 7.97 p = 0.004) and reported fewer negative experiences related to family members being present during
CPR, v2 = 5.2 p = 0.03, (Table 3).
Analysis of nurses’ attitudes towards family presence during CPR
Descriptive statistics of the extracted factors are presented in
Table 4. Due to significant differences between the experiences
with FPDR of ICU and non-ICU nurses, analyses were carried out
for these two groups separately.
Factor 1: Opinions on the benefits of FPDR were formed from ten
statements which listed potential benefits to family, patients and
healthcare providers related to FPDR (Table 2). For this factor, the
higher median values indicated more positive opinions on FPDR
benefits, from 1 (strongly negative opinions) to 5 (strongly positive
opinions). For ICU nurses, the median value was 2.50 (Q1–Q3 =
2.20–2.90) compared to 2.60 (Q1–Q3 = 2.30–2.90) for non-ICU
nurses (Table 4); there were no statistically important differences
in the perception of the benefits of FPDR between the two groups
of nurses (Z = 0.77, p < 0.44). Overall, the results indicated that
nurses had neither positive nor negative opinions on FPDR
benefits.
Factor 2: Opinions on the negative effects of FPDR were formed
from eight statements which listed potential risks and negative
effects of FPDR (Table 2). For factor 2, the lower median values
indicated more positive attitudes towards FPDR, from 1 (strongly
positive attitudes) to 5 (strongly negative attitudes). The ICU
nurses’ median value was 2.13 (Q1–Q3 = 1.88–2.50) compared to
2.55 (Q1–Q3 = 0.89–2.63) for non-ICU nurses (Table 4). The results
indicated that nurses working in ICU supported the negative statements about FPDR less frequently than non-ICU nurses; additionally their attitudes towards FPDR were neutral or rather positive.

Table 3
Family presence during resuscitation experiences of ICU and non-ICU nurses.
Family presence: experiences

Have you experienced a situation in which family members were
present during CPR?
Has a family member ever asked you if they could be present
during CPR?
Have you ever invited a family member to be present during CPR?
Does your unit/ward have a protocol or policy document on
family presence during CPR?
Have you had one or more positive experiences of family
members being present during CPR?
Have you had one or more negative experiences of family
members being present during CPR?
CPR – cardiopulmonary resuscitation.
ICU – Intensive care unit.

ICU nurses

Non-ICU nurses

Test v2

p value

Yes
N (%)

No
N (%)

Yes
N (%)

No
N (%)

66 (54.1)

47 (38.52)

51 (27.13)

76 (40.43)

7.97

0.004

23 (18.85)

90 (73.77)

28 (14.89)

99 (52.66)

0.05

0.82

7 (5.74)
26 (21.31)

106 (86.89)
84 (68.85)

2 (1.06)
23 (12.23)

125 (66.49)
102 (54.26)

2.71
1.8

0.09
0.17

12 (9.84)

101 (82.79)

10 (5.32)

117 (62.23)

0.66

0.41

46 (37.7)

67 (54.92)

34 (18.09)

93 (49.47)

5.2

0.03
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Table 4
Descriptive statistics of the extracted factors related to attitudes towards FPDR.
Factors

N

Median

Q1

Q3

IQR

Attitudes of all nurses in general
1.Opinions on the FPDR benefits
2.Opinions on the negative effects of FPDR

240
240

2.55
2.13

2.20
1.88

2.90
2.56

0.70
0.68

Attitudes of ICU nurses
1.Opinions on the FPDR benefits1
2.Opinions on the negative effects of FPDR2

113
113

2.50
2.13

2.20
1.88

290
2.50

0.70
0.62

Attitudes of non-ICU nurses
1.Opinions on the FPDR benefits1
2.Opinions on the negative effects of FPDR2

127
127

2.60
2.25

2.30
1.89

2.90
2.63

0.60
0.74

FPDR – Family Presence during Resuscitation (FPDR).
ICU – Intensive care unit.
Q1 – the first quartile.
Q3 – the third quartile.
IQR – the interquartile range.
1
The median value constitute the score range from 1 to 5. higher median values indicate more positive attitudes towards FPDR, from 1. (strongly negative attitudes) to 5.
(strongly positive attitudes).
2
The median value constitute the score range from 1 to 5. higher median values indicate more negative attitudes towards FPDR, from 1. (strongly positive attitudes) to 5.
(strongly negative attitudes).

Also, non-ICU nurses had neutral attitudes towards FPDR with the
results indicating that they chose the ‘‘do not know” option when
they were answering statements which listed negative effects of
FPDR. However, a significant difference between ICU and non-ICU
nurses was not found (Z = 0.45, p < 0.64).
Impact of nurses’ experience on their attitudes and views
The study analysed whether nurses’ experience of FPDR
influenced their opinions on the FPDR benefits (factor 1) and opinions on the negative effects of FPDR (factor 2). No significant
relationships were observed between ICU nurses’ answers to the
question: Have you experienced a situation in which family
members were present during CPR and opinions on the FPDR benefits
(Z = 0.56 p < 0.57) and the negative effects of FPDR (Z = 1.87
p < 0.06); this was also the case for non-ICU nurses’ opinions on
the FPDR benefits (Z = 0.10 p < 0.92) and negative effects of FPDR
(Z = 0.01 p < 0.99).
Analysis of the impact of having one or more positive or negative experiences related to FPDR on each extracted factor was conducted for ICU and non-ICU nurses’ groups separately. For ICU
nurses, having one or more negative experiences of FPDR (n = 46,
38%) was not significantly related to opinions on the negative
effects of the FPDR (Z = 0.19, p < 0.85) (Table 5). What was noted
was that having one or more positive experiences related to FPDR
significantly influenced the ICU nurses’ views on the negative
effects of FPDR (Z = 2.16, p < 0.03) (Table 5). ICU nurses who
had positive experiences of FPDR (n = 12, 10%) had a lower score
in perception of negative effects of FPDR (Mdn = 2.12) than nurses
without positive experiences (Mdn = 2.5); this means that having a

positive experience of FPDR results in a more positive attitude
towards this procedure.
For non-ICU nurses, there were no significant relationships
between answers of nurses who had positive experiences of FPDR
(n = 10, 5%) and their opinions on the FPDR benefits (Z = 0.37 p <
0.71) and the negative effects of this procedure (Z = 1.66 p < 0.10);
additionally there were no significant relationships between
answers of non-ICU nurses who had negative experiences of FPDR
(n = 34, 18%) and their opinions on the FPDR benefits (Z = 0.69
p < 0.49) and the negative effects of FPDR (Z = 0.42 p < 0.68).
An analysis of the relationship between the respondents’ demographic characteristics and the extracted factors was conducted for
both groups of nurses together. The Kruskal-Wallis test revealed no
statistically significant differences (p > 0.05) between nurses’
attitudes and respondents’ age (H = 0.37, p < 0.83), place of work
(H = 0.82, p < 0.86), position (H = 0.23 p < 0.42) and work experience (H = 0.35 p < 0.54).

Discussion
The aim of the study was to determine the experiences of FPDR,
perception of its risks and benefits and also establish a general
view on factors influencing the attitudes of Polish anaesthesia
and intensive care nurses towards FPDR.
As shown in our study, 54% of Polish nurses working in ICUs and
27% of nurses working in other clinical settings had experienced
FPDR; however only 10% of ICU and 5% of non-ICU nurses had
one or more positive experiences in FPDR, whilst 38% of ICU nurses
and 18% of other nurses had negative experiences.

Table 5
Impact of ICU nurses’ experience on their opinions and attitudes towards FPDR.
Test U Manna-Whitneya

Have you experienced a situation in which family members were present during CPR?
Has a family member ever asked you if they could be present during CPR?
Have you ever invited a family member to be present during CPR?
Does your unit/ward have a protocol or policy document on family presence during CPR?
Have you had one or more positive experiences of family members being present during CPR?
Have you had one or more negative experiences of family members being present during CPR?
FPDR – Family Presence During Resuscitation (FPDR).
CPR – cardiopulmonary resuscitation.

Opinions on the FPDR
benefits (factor 1)

Opinions on the negative
effects of FPDR (factor 2)

Z

p

Z

P

0.56
0.59
3.25
2.05
1.21
1.29

0.57
0.56
0.001
0.04
0.23
0.20

1.87
1.64
0.67
1.05
2.16
0.19

0.06
0.10
0.50
0.29
0.03
0.85
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A study on the experiences and attitudes of nurses and physicians working in ICU and ED towards adult FPDR in hospitals in
Poland and Finland was conducted by Sak-Dankosky et al.
(2015). This was the first study to analyse the experiences and attitudes towards FPDR of Polish HCPs. Moreover, Sak-Dankosky et al.
also used the FP-CPR questionnaire translated into Polish. The
comparison of results reported by them with data of our study is
difficult because we examined only nurses, whereas they included
nurses and physicians from Poland and Finland. Sak-Dankosky
et al. reported that 35% of HCPs in the study experienced FPDR,
out of which 12% had one or more positive experiences and 23%
had one or more negative experiences. They also reported that
Polish HCPs more often had had negative experiences of FPDR
when compared to Finnish HCPs; these findings are similar to
our findings highlighting Polish nurses’ negative experiences of
FPDR.
We also found that nurses in Poland lack positive experiences in
FPDR. Bassler (1999) demonstrated that a lack of experience or
education on FPDR may affect staff’s attitudes and perceptions.
He found out that nurses’ beliefs regarding FPDR changed to a
statistically significant level after attending the FPDR education
programme. Similar results were reported by other authors identifying that further education and increasing experience with FPDR
are associated with increased support for FPDR (Oczkowski et al.,
2015b), that introducing the topic of FPDR within nursing curricula
helps resolve concerns and objections towards FPDR (Koberich
et al., 2010) and that nurses’ self-confidence and perceived benefits
of FPDR are significantly related (Tudor et al., 2014). This evidence
suggests that the process of changing attitudes towards FPDR
requires education on FPDR and a positive work environment
where positive experiences of FPDR would be acquired by HCPs.
Our findings indicate that having positive experiences results in
more positive opinions towards FPDR. Similar results were
reported by Sak-Dankosky et al. (2015); additionally, SakDankosky et al. reported that having one or more negative experiences of FPDR results in having more negative opinions on this
matter. Although, many of Polish nurses working in ICU had the
negative experiences of FPDR, we identified that ICU nurses had
undetermined/neutral opinions on the benefits and potential negative effects of FPDR; we found no relationship between having the
negative experiences of FPDR and opinions on the negative effects
of FPDR. These findings suggest that having positive experiences of
FPDR may be a more important factor influencing positive opinions
on FPDR than having negative experiences. All these findings indicate that in Poland there is a need for a wide-spread professional
debate on this subject in order to reassure HCPs in FPDR.
Limitations
The results of our study must be interpreted with caution,
mostly because of the sampling method used in the study; generalisation of findings might be limited because only delegates of the
national conference of PTPAiIO were eligible to participate in the
study. Also the representativeness of results might be questioned
because the study group was composed of anaesthesia and intensive care nurses working in various clinical settings. Cardiopulmonary arrest does not occur with the same frequency in all of
these settings, therefore the concept of FPDR might be unfamiliar
to nurses who work outside of ICUs. The authors tried to solve this
problem by extracting the data from the ICU and non-ICU nurses’
groups. The majority of statistical analyses were conducted for
these groups separately. Yet our results still provide a global view
of Polish nurses’ opinions and attitudes towards FPDR. Finally, we
were not able to analyse educational factors that might influence
nurses’ attitudes towards FPDR, such as completed postgraduation training, speciality certification or being a member of
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nurses’ professional organisations as these data were not collected;
this once again limits interpretation and generalisation of the
results.
Conclusions
Despite growing evidence on the benefits of FPDR, the implementation of the recommendations on FPDR remains controversial
in Poland. The data suggest that most anaesthesia and intensive
care nurses in Poland have negative experiences related to FPDR
and neutral or slightly positive attitudes towards FPDR. Our findings indicate that having positive experiences in FPDR significantly
influences opinions on the negative effects; the more positive the
previous experience on FPDR, the less negative opinions nurses
have. Factors such as education, an increasing number of positive
experiences and building self-confidence on FPDR seem to be crucial in the process of successfully introducing FPDR into clinical
practice.
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