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Background. The process of actively attempting to revive a patient in cardiac arrest while in the presence of family members is known
as family-witnessed resuscitation (FWR). The positive benefits of having family members present during resuscitation have been
documented.
Objective. To explore the perceptions of healthcare professionals regarding FWR in an intensive care unit (ICU) and an accident and
emergency (A&E) unit in a hospital in Kigali, Rwanda.
Methods. A qualitative approach was used to explore the participants’ perceptions regarding FWR, using two semi-structured indivi
dual interviews conducted with each participant. The principle of saturation was applied, and a total of eight participants from two
departments (ICU and A&E) in a hospital in Kigali were included in this study.
Results. From the participants’ responses at the beginning of the interview, it was evident that FWR was a new concept for them. The
participants welcomed the idea by expressing their perceived benefits of FWR. They established that the hospital where the research
was conducted did not have any policies or procedures currently in place, but felt that this practice might be beneficial to the families,
the patient and the medical team. However, participants did raise various concerns related to the challenges of implementing the
practice of FWR.
Conclusion. FWR is not currently practised in Rwanda and a number of recommendations are suggested in an attempt to introduce
this practice as an option for Rwandan families.
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The process of actively attempting to revive a patient in
cardiac arrest while in the presence of family members
is known as family-witnessed resuscitation (FWR). [1]
The positive benefits of having family members pre
sent during resuscitation have been documented in
the literature. These benefits include the development of a bond
with the resuscitation team, the provision of a more humane
atmosphere allowing for closure, and the family’s satisfaction of
knowing that their family member is in safe hands.[2] A prospective,
randomised controlled trial found a trend towards lower levels of
anxiety, depression and grief after witnessed resuscitation among
relatives. [1] Proponents of FWR argue that distressed family mem
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bers should not be denied the opportunity to be with their loved
ones during their last moments.
Two European surveys, undertaken in collaboration with the Euro
pean federation of Critical Care Nursing associations and the European
Society of Paediatric and Neonatal Intensive Care[3,4] have shown that,
given a choice, most relatives of patients in the USA and the UK would
choose to be present during resuscitation.
Research studies conducted with regard to the opinions of
health professionals have showed that those approving of family
presence said that it helped relatives to see the effort of the
resuscitation team and that everything that could have been done
had been done, which may lower the risk of litigation surrounding

the resuscitation. [5] Another idea was that it facilitated the
grieving process, gave family members the opportunity to say
goodbye, and promoted the family’s acceptance of the death of
their loved one. [6]
This practice has, however, sparked some controversy among
emergency medical and intensive care staff worldwide[1] and
healthcare professionals are divided on whether family members
should be present.[7] Findings opposing FWR practice emphasise
the increase of staff stress, inhibition of staff performance, legal
implications and complaints from relatives.[8] However, a review of the
literature suggests that the advantages of FWR for families outweigh
the disadvantages, and that health professionals can support the
practice without hindering the clinical care of patients.[9]
From the researcher’s experience, allowing family members to
remain with patients during resuscitation efforts is a relatively new
concept in Rwanda. Common practice in most hospitals is that the
patient is taken into a resuscitation room and the relatives are escorted
outside the unit or to the visitors’ corridor while health professionals
work to resuscitate the patient. The health professionals update
relatives on the patient’s progress afterwards. In a case of death during
resuscitation, the healthcare professionals try to make the body as
presentable as possible by removing tubes, switching off the cardiac
monitor and ventilator machine and covering the body before allowing
the relatives to say goodbye to their loved one. In many hospitals, the
resuscitation team does not return to meet the relatives.

Objective
The objective of this study was to explore the perceptions of health
care professionals in the intensive care unit (ICU) and the accident
and emergency (A&E) unit regarding the practise of FWR.

Methods
A qualitative inquiry approach, using content analysis, was used. Two
semi-structured interviews were conducted with each participant to
explore their perceptions regarding FWR.

Setting
The study was conducted in ICU and A&E unit in a 200-bed tertiary
hospital in Rwanda. Resuscitation procedures are frequently carried
out in the ICU and A&E unit, and physicians and nurses working in
these units also play an active part in the hospital resuscitation
team. Hospital records indicate that a total of 46 resuscitations
occurred within the hospital in the first 6 months of 2011. Of these
resuscitation procedures, 27 (59%) were conducted within the ICU
and A&E unit (M Joseph, personal communication, Jul 2011).

Participants
The participants included physicians and nurses (working both
day and night duties) from the ICU and A&E unit in the hospital.
In the context of this study, a physician is a medical professional
permanently working in either the ICU or A&E unit as a general
practitioner or specialist. A nurse is a person educated and licensed
in nursing practice, registered by the Rwandan Nursing Council and
working in the ICU or A&E unit.
Purposive sampling was used to identify the physicians and nurses
to be included in the study. The inclusion criteria were that the
participants had to have been employed in either of the units for more
than 6 months, and that they had been exposed to the resuscitation
procedure more than twice in order to make sure that the participant

had sufficient exposure. Specialised emergency and ICU training
was not a criterion. Although data collection continued until data
saturation was reached, it was anticipated that the researcher would
interview at least three nurses and one physician from each unit.
It was noted that the researcher was known to participants as he
conducted his clinical practice in the same hospital.

Data collection procedure
After obtaining permission to conduct the research, appointments
were made with the respective unit managers and heads of
departments for the purpose of self-introduction, explaining the
research topic and obtaining permission to meet with the staff
members. Another appointment was then made with selected staff
members of the ICU and A&E unit who were willing to participate
in this study, to obtain their written consent. It was agreed, at
the researcher’s request, that the interviews would be conducted
while the participants were on duty and a quiet venue, free from
distractions, was provided. A semi-structured interview guide was
utilised to guide the interviews with each participant, and permission
was obtained from the participants to record the interview on a voice
recorder. The data recorded were later transcribed verbatim into
written text for data analysis. At the beginning of each interview,
the participants chose a pseudonym to ensure that their identity
remained confidential. Between August and September 2011, two
semi-structured interviews were conducted per participant; all
interviews, each lasting approximately 30 minutes, were carried
out by the researcher. First interviews were based on the interview
guide, and second interviews were used to verify the interpretation
of the data collected in the first interview. The interviews were all
conducted in English as there is mandated use of English by staff in
this hospital. The recorded interviews were transcribed into written
text by the researcher, and a person with language expertise from a
local university checked the transcripts for language. The data were
then manually analysed using qualitative inductive content analysis
to derive categories from the recorded data. [10] The res earche r
identified and classified the data into different categories.

Trustworthiness
The researcher attempted to establish trust with participants so that
they would contribute useful information during the data collection
process. [11] Participants were given the opportunity to refuse to
participate in the study. Those who agreed to participate were
interested and willing to take part in the study. The researcher aimed
to establish a rapport in the opening moments of each session by
indicating that there were no right or wrong answers to the questions
and by encouraging the participants to be frank. Feedback on the
categories emerging from the data was provided to the participants
in the second interview in order to record their reactions and to
explore whether the interpretations were a true representation of
the participants’ reality, thus validating the findings.[11]

Ethics
Permission to conduct the study was obtained from the research
committee of the Kigali Health Institute and the study was approved
by the ethics research committee of the hospital. Permission was
also obtained from the management of the hospital. Participation
was voluntary and prior written consent was obtained from the
participants, who were informed of their right to withdraw from
the research at any time. Confidentiality was assured through use of
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pseudonyms so that data could not be traced back to individuals. The
data were kept in a secure place available only to the research team.

Results
Eight participants were interviewed. A profile of the participants is
presented in Table 1.
Three categories emerged from the data:
• Participants’ knowledge of FWR
• Perceived benefits of the practice of FWR
• Perceived challenges of implementing the practice of FWR.

Participants’ knowledge of FWR
Participants’ responses demonstrated that most of them were unsure
of the meaning of the concept ‘family-witnessed resuscitation’ and
how it was implemented in practice. The researcher asked each of the
participants to explain what they understood by the term, and whether
or how this practice is performed in their unit. There were a variety of
responses and there appeared to be some confusion regarding the
concept.
One participant explained: ‘Witnessed resuscitation is when you
have a patient who collapses in front of you and you are there when
the arrest occurs in your presence.’ (MAI)
Others explained that it is resuscitation initiated by health
professionals: ‘Witnessed resuscitation is resuscitation conducted by
qualified persons or qualified group initiated and conducted by that
same group.’ (MUJADO)
Another participant defined FWR as doing resuscitation in the presence
of colleagues (nurses or physicians): ‘Witnessed resuscitation is doing
resuscitation with other staff – a nurse or doctor watching what you
are doing.’ (KALISA)
The researcher then explained to each participant what FWR
entailed before asking further questions and noted various emotional
reactions displayed by the participants. While the researcher was
clarifying the concept, he noticed various non-verbal cues (e.g.
surprise, smiles and determination) on the faces of the participants.
Once they knew what FWR meant, all of the participants said that
there was no policy regarding FWR in the hospital. Some of the
participants asked why the hospital did not have such a policy, which
would allow the use of this practice in the hospital.

Perceived benefits of the practice of FWR
The researcher asked participants if they could identify any possible
benefits of FWR in the ICU and A&E unit.
‘I think when you have a relative near to you when you are
resuscitating … the benefits firstly include [the] fact that relatives
are watching whatever you are doing, and secondly it helps them
psychologically because they are witnessing that you did the best
you could’. (MAI)
‘The benefits? Let me stand on the side of relatives. I can say that
when relatives are witnessing the care given to the patient and all
efforts made by medical team, it will help them to overcome their
internal conflicts.’ (JC1)
One participant suggested that a benefit of FWR would be reduced
conflict between the medical team and the families, and it could
possibly make it easier to break bad news to the families afterwards.
‘I see that it can reduce conflicts between relatives and medical
team and it can also help to give information at the end of resuscitation
procedure because the family has followed the extraordinary efforts
made by the resuscitation team.’ (MUJADO)

Perceived challenges of implementing the
practice of FWR
The participants also described the many challenges they perceived
in relation to FWR.
‘As health professionals, we can’t feel comfortable when we are
doing a procedure and someone else is observing the team. One can
have … or be stressed because there is another person watching him.
So we don’t feel well … we wish next of kin to stay far away from the
resuscitation room such that we can perform our procedures very
peacefully.’ (KALISA)
Participants raised another challenge of implementing FWR,
saying that families may feel uncomfortable or be traumatised while
observing the different procedures that the medical team performs.
‘Other thing is that during resuscitation we are doing invasive
procedures to the patient: CPR, defibrillation and intubation … those
may traumatise relatives.’ (MAI)
‘There are some manoeuvres seen by relatives as harmful, like chest
compressions … the next of kin will perceive it like you are killing the
patient.’ (KALISA)

Table 1. Profile of participants
Pseudonym

Professional position
in the unit

A&E or ICU
experience (years)

Approximate number
of resuscitations last
year

General comments

MAI

Registered nurse

6

8

Has experience in ICU and A&E

ZEC

Registered nurse

4

6

Only has ICU experience

XENO

Registered nurse

5

10

Completed a course on postcardiac surgery
care in ICU

MUJADO

Registered nurse

6

10

Has experience in A&E and high dependency
unit

JC1

Medical officer

2

6

Only has ICU experience

KALISA

Medical officer

3

7

Only has A&E experience

KATU

Registered nurse and
unit manager

10

>10

Completed course in high-care nursing and
has experience in ICU

NINA

Registered nurse and
unit manager

5

8

Completed short course in emergency
trauma nursing and has experience in A&E

A&E = accident and emergency; ICU = intensive care unit.
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Other participants raised the concern that families witnessing the
resuscitation could impede the performance of the resuscitation
team and their presence may delay the decision of ending the
resuscitation:
‘From what I have observed … when the relatives are around,
they even jump on the patient … crying, making noise and shaking
the medical team asking them to continue … even when the doctor
decides to stop resuscitation.’ (XENO)
Some of the participants expressed the concern that the resus
citation team may end up faced with a second casualty that they
would be unable to handle while trying to resuscitate the patient.
‘Relatives are not conversant with medical actions so they can be
scared witnessing resuscitation, and the relative can be traumatised
when the medical team is busy resuscitating the patient. If there is
no one to help the relatives in case they collapsed, this could create
another job which you are not able to handle at the time.’ (MUJADO)

Discussion
The results of this study could provide useful information with regard
to FWR within Africa, and especially in Rwanda. The study introduced
the concept of FWR to the doctors and nurses involved in the study and
highlighted its possible application in Rwanda. The findings reflected
the current lack of knowledge regarding the concept as well as the
lack of policy and strategies to guide staff practices related to FWR
in the A&E unit and ICU of the hospital. Although it is some 30 years
since its inception, FWR proved to be a new concept for most of this
study’s participants. While healthcare professionals and families have
many different opinions on this concept, the movement to FWR has
progressed because of the ongoing public demand from families to
be present during resuscitation efforts, and an increasing body of
knowledge about its benefits.[8] Regardless of this vast body of support,
FWR is not a widespread practice and has not been universally accepted
among healthcare professions.[12,13] In the clinical settings of Rwanda,
family members are often allowed to stay at the bedside of a patient
to help care for them, but the family is excluded during resuscitation,
and if the resuscitation effort fails, the doctors and nurses announce
the death.
The findings of this study revealed that although the participants
were not aware that such a practice existed, most of them were
receptive to the idea of families being present during resuscitation
and readily expressed their views on the possible benefits. Similar
views have been documented in the literature where it was noted
that FWR helps families to see the efforts of the resuscitation team
and that everything that could have been done was done.[1,5] Many
researchers support that idea that FWR facilitates the grief process in
the case of unsuccessful resuscitation.[6,7,12]
However, even though participants identified various beneficial
aspects of FWR, they also identified many challenges to implementing
this practice, which were in accordance with those documented in
the literature. Studies have shown that FWR can have an effect on
the resuscitation team, and concerns of increased stress for health
professionals and the fear of litigation exist.[12-14] Many researchers
have highlighted that the presence of family members could increase
the stress on healthcare professionals,[1,13-15] family presence during
resuscitations could lead to an increase in complaints and/or litigation,
and FWR of a loved one could lead to psychological trauma in the
witness.[13] Furthermore, it has been documented in the literature that

family members who witness resuscitation might attempt to delay
making the decision to end the resuscitation procedure.[15]
In today’s healthcare environment, involving the family in the
care of the patient is important for quality healthcare. Participants in
this study showed willingness to share their views and perceptions
on benefits and challenges of implementing the practice of FWR
and appeared interested regarding FWR. Some participants asked
the researcher why their hospital did not have policies to govern
this.

Recommendations
Implementation of training related to FWR for health professionals
working in A&E unit and ICU is needed, and the formulation of realted
policy and procedure should help as guidance of this practice.
Further research regarding FWR needs to be done in Rwanda with
more focus on the views and perceptions of the patients and their
families.

Study limitations
The presence of the researcher could have influenced the
participants’ responses, in that the participants may have provided
answers in accordance with what they thought the researcher
wanted to hear. The use of a tape recorder during the interviews
could have caused the participants to be less spontaneous in their
responses.

Conclusion
FWR appears to be a new concept in Rwanda and participants
expressed caution about the practice for a number of reasons. FWR
is not currently practised in Rwanda and it is recommended that the
practice is introduced as an option for Rwandan families.
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