
 

 

FACTORS INFLUENCING IMPLEMENTATION OF FAMILY WITNESSED 

RESUSCITATION PRACTICE AMONG NURSES WORKING IN MEDICAL-

SURGICAL UNITS IN SIAYA COUNTY REFERRAL HOSPITAL, KENYA 

 

 

 

 

 

 

ANDREW ANGUTE OKOTH 

 

 

 

 

 

 

A THESIS SUBMITTED IN PARTIAL FULFILLMENT OF THE 

REQUIREMENTS FOR THE AWARD OF MASTER OF  

SCIENCE DEGREE IN NURSING OF 

MOUNT KENYA UNIVERSITY 

 

 

 

 

 

JUNE 2023



 

ii 

  

DECLARATION AND APPROVAL 

 

 

  



 

iii 

  

DEDICATION 

I dedicate this work to my loving family for their prayers and moral support and to DAAD 

for the financial support. 

  



 

iv 

  

ACKNOWLEDGEMENT 

Thanks to the Almighty God for protection, grace, kindness, and guidance in my 

academics. I thank the MKU School of nursing for providing a favorable environment 

for learning. I am greatly thankful for Professor Ramani and Mr. Daniel Muya who are 

my supervisors for their guidance that has shaped my research work. Thanks to my 

classmates for their academic support throughout the course. My sincere thanks go to my 

brother, the late James Oduor Okoth who encouraged me to do this course, may his soul 

rest in eternal peace. Thanks to DAAD for the scholarship and financial support. Lastly, 

I thank the respondents for their willingness to participate in the study. 

 

 

 

 

 

  



 

v 

  

ABSTRACT 

The family witnessed resuscitation (FWR) is offering a family member an option to be 

present in the room while a loved one is being resuscitated to sustain life. Despite the 

recommendation by various professional bodies, FWR is not widely practiced among 

medical-surgical nurses and its implementation is inconsistent across healthcare settings. 

This study aimed to investigate nurse-related factors influencing implementation of 

FWR, identify nurses’ perceived benefits and establish their perceived risks of this 

practice among nurses in medical-surgical units in Siaya county referral hospital 

(SCRH). The study was cross-sectional analytical survey, quantitative and qualitative 

approaches of data collection were used. A total of 71 registered nurses participated in 

the study. A stratified random sampling design was used to obtain study participants from 

various units within the medical-surgical department of SCRH, Kenya. Quantitative data 

was collected using Family Presence during resuscitation benefit and risk assessment 

form and Family presence during resuscitation self-confidence scale designed by Twibel 

et al, approval to use the tool was granted by the original owner through written 

permission. Qualitative data was collected using Key Informant Interview. Quantitative 

data was analyzed using SPSS version 26 and NVIVO version 11 was applied for 

qualitative analysis. Categorical data were analyzed descriptively using graphs, 

frequency tables. Continuous variables were described using measures of central 

tendencies and dispersion. Chi-square and binary logistic regression were used to analyze 

the association between independent and dependent variables. Significance level of p-

value  ≤ 0.05 was set, confidence interval was 95%. Qualitative data were transcribed 

and  generated themes were interpreted then triangulated to increase the credibility and 

validity of the findings. To enhance understanding, themes were validated by inclusion 

of supporting quotes. The study revealed a significant association between 

implementation of FWR practice and advanced specialized training (X2 =4.125, df =1, p 

=0.042), training on FWR (X2 =6.728, df =1, p =0.009) and nurse’s perceived self-

confidence (X2 =8.060, df =2, p =0.010).The odds ratio value indicated that nurses who 

had advanced specialized training apart from basic nursing were 3.3 times more likely to 

implement the practice than those with no other training (OR=3.28, 95% CI 1.10-9.80). 

Nurses trained on FWR were 4.4 times more likely to implement the practice than those 

with no such training (OR=4.42, 95% CI 1.35-14.92). Nurses who perceived quite/very 

confident were 4.9 times more likely to implement FWR than those who were somewhat 

confident (OR=4.94, 95% CI 1.07-22.71). FWR practice was not significantly associated 

with years of nursing experience, affiliation to professional organizations, and the 

number of times one participated in resuscitation process. Regarding perceived benefits, 

83.1% of the respondents affirmed that family would accept that everything possible was 

done to save life of their loved one. However, 38.0 % of the respondents thought that 

family would disrupt the resuscitation process. Ethical clearance to conduct this research 

was obtained from Mount Kenya University Institutional of Ethics and Review 

Committee. The authorizations were obtained from appropriate offices within Siaya 

County and participating hospitals. Participation was voluntary, and participants signed 

informed consent. 
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CHAPTER ONE 

INTRODUCTION 

1.1 Background of the study 

Resuscitation is an emergency procedure aimed at restoring the vital signs of a critically 

ill patient by a means of physical, mechanical, and pharmacological means. This is 

performed in an event of sudden cessation of cardiac activities. Family members can 

choose to attend a procedure known as family witnessed resuscitation (FWR) in which 

their loved one is being revived while they are physically and visually present. 

(Tomlinson et al., 2010). Family presence during resuscitation (FPDR), family witnessed 

resuscitation (FWR), and witnessed resuscitation are all used interchangeably. (Porter et 

al., 2014). 

According to American Heart Association publications from 2020, there were over 

209,000 cardiac arrests that occurred in hospitals and more than 350,000 that occurred 

outside of hospitals per year in the United States of America. The survival rates of the 

patients are 25% for in-hospital resuscitation and 10% for out-of-hospital resuscitation, 

respectively, despite advances in resuscitation understanding (Go et al., 2013). 

Therefore, when the family are given an opportunity to be with their member could be 

the last to see their kin alive. 

Approximately 1.2% of hospital admissions in the US are adults who suffered in-hospital 

cardiac arrest (AHA 2020). In-hospital resuscitation, only 9-11% of all resuscitation 

events occur within the emergency department (Donoghue et al., 2015). Meaning, most 

cardiopulmonary resuscitations are done in various units within the hospital setting, 

medical-surgical unit being among them. An audit in cardiac arrest in the UK between 

2011 and 2013 showed that 1.6 per 1000 hospital admission were as a result of cardiac 
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arrest (Nolan et al., 2014). As a result of this, nurses are more involved in resuscitation 

procedures during their entire nursing career. 

Offering family the opportunity supports this philosophy. The nurses plays a major role 

in providing emotional support to patient and family. (American Association of Critical 

Care Nurses, 2016). Nurses should provide an environment that promotes the 

participation of the patient's family to achieve mutually beneficial collaboration and the 

best possible outcome for the patient. 

Research evidence has shown that when FWR practice is practiced routinely, it increases 

patient safety, satisfaction and patient comfort (Leske, McAndrew, & KJ, 2013)(Leske, 

McAndrew, & KJ, 2013) (Leske, McAndrew, & Brasel, 2013). It gives the family the 

option "to say goodbye" to their member in their final hours (Hassankhani et al., 2017), 

the practice decreases harmful psychological outcomes among family and patients 

(Erogul et al., 2020). The presence of the patient's family enables them to understand that 

the resuscitation team is doing everything possible to maintain life, supports the 

mourning process, and creates a professional setting that upholds the patient's sense of 

self-worth and respect (Chapman et al., 2012; Jabre et al., 2013; Tudor et al., 2014). In 

spite of this, a significant proportion of nurses and healthcare workers perceive FWR 

practice as harmful not healthy to the lifesaving process. It is still a legal, ethical and 

moral dilemma for HCWs (Bashayreh et al., 2015). 

The FWR practice has elicited debate across the globe even though several hospitals have 

successfully implemented programs to enable the family to be present when their kin is 

undergoing cardiopulmonary resuscitation. Despite the endorsement by professional 

organizations, the practice is not being implemented consistently in various healthcare 

settings across the globe (Omran et al., 2015).The concept of FWR practice has advanced 

rapidly in the previous three decades changing from the outdated practice where the 
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family was excluded from patient care during emergency procedures such as 

resuscitation. The advancement in technologies in medicine has promoted transparency 

in medical organizations. It has enabled exposure of previously censored medical 

procedures are done in an emergency and medical-surgical departments 

While previously PFCC was described in pediatrics perspective, research studies have 

shown that in adult care settings it does not only improve patient outcomes but also 

increase family and patient satisfaction ratings of care (Clay & Parsh, 2016). Therefore, 

nurses support the provision of care to family holistically and not to undermine this 

important nursing role. Current research literature shows that medical-surgical nurses 

and other healthcare professionals have divided opinions on whether to support or resist 

FWR practice (Abuzeyad et al., 2020). The health care professionals have pointed out 

lack of adequate dedicated space and family supportive person, fear of interference by 

family members, post-traumatic stress disorder among family members and health care 

workers performance anxiety as some of the reasons for the reluctance (Chapman et al., 

2012; De Robertis et al., 2017; Jabre et al., 2013; Tudor et al., 2014). Although research 

evidence to back these claims inadequate.  

In a study in Taiwan, it was established that approximately 74.8% of the health 

professionals had no policy guiding FWR practice (Lai et al., 2017). This was supported 

by a study in Jordan which revealed that there are inadequate institutional policies and 

guidelines to support FWR practice was a major hindrance to its implementation by the 

nurses (Bashayreh et al., 2015). 

A study in Kigali Rwanda showed that there was inadequate knowledge regarding FWR 

practice (Havugitanga & Brysiewicz, 2014). According to the researcher, most health 

care setting such as accident and emergency and critical care units lacked written policies 

and regulations to guide the conduct of the members of the family that chose to observe 
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the process of resuscitation their member. In a female hospital, a study among medical-

surgical nurses revealed that only 14% of the study participants had a written policy 

regarding FWR practice within their health facility or unit (Powers & Reeve, 2020). In 

the same study, 45% of the nurses were not sure of the existence of such policies within 

their health facilities. 

There are divergent opinions with policies guiding family witnessed resuscitation. The 

majority, 24% of the participant preferred the implementation of FWR practice with or 

without written policy (Beer & Moleki, 2012). No significant difference was found in 

the resuscitation processes and outcomes in studies conducted in hospitals that had 

established policies on FWR practice compared to those that did not have.  

Meaning, unavailability of such policies does not affect resuscitation care negatively 

(Goldberger et al., 2015). Contrarily, 25% of the nurses preferred a documented formal 

policy that allows the implementation of FWR resuscitation practice (Beer & Moleki, 

2012) 

In Kenyatta national hospital and Agha Khan Hospital in Kenya, a study showed that 

despite the two hospitals having resuscitation protocols and staff debriefing, the two 

hospitals did not have institutional policies to offer guidance on FWR (Omoding, 2011). 

Most healthcare organizations lack formal policies that guide how the family should 

carry out themselves when given a choice to observe the process of resuscitation of their 

kin (Omran et al., 2015). For instance, in cases where the resuscitation efforts are futile, 

the duration of resuscitations was reduced upon request by the parent’s family (Tudor et 

al., 2014) 

According to Sak-Dankosky et al., (2018) there need for well-developed protocols which 

not only describe the circumstances during which the family should be present but also 

guide communication with patient’s families for better treatment outcomes. However, a 
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study (Goldberger et al., 2015) revealed that the lack of FWR practice policies did not 

adversely affect the quality of resuscitation care. Hospitals that had FWR practice 

policies had no statistically significant on their performance and outcome on 

resuscitation. 

 

1.2 Statement of the problem 

American Heart Associations and various professional nurse organizations  

have recommended the adoption of family witnessed resuscitation practice (American 

American Heart Association, 2020). Even though the professional bodies' recommends 

the practice, is not frequently used by medical-surgical nurses, and its application varies 

depending on the type of healthcare facility and is inconsistent across various health care 

settings. 

For the optimal implementation of FWR practice, the nurses in medical-surgical units 

are required to play the leadership role in the implementation (Powers & Reeve, 2020). 

The nurses play an important role in resuscitation procedures; they are usually the first 

to arrive at the scene, assemble equipment, initiate resuscitation as well as call members 

of the resuscitation team. During this time, the patients’ families are asked to move to 

the visitors' waiting bay as the team performs resuscitation procedures only to be 

informed of the outcome (Omoding, 2011). 

In Louisville Kentucky, a study showed the nurses' participation in resuscitation events 

was 10 or higher. Yet, only 38% ever offered the family an option to be in attendance as 

their kin undergo resuscitation (Tudor et al., 2014). 

In Australia on emergency care nurses established that nurses required patients to provide 

directives in advance regarding whether the relatives should be allowed to observe the 

process of resuscitation (Chapman et al., 2012).In Korea, a study revealed that 45.5% of 
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the nurses had been approached by a family with a request to be allowed to witness the 

resuscitation of their kin. Yet only 17.2% of the nurses gave the family the option of 

being in the room during the active process of resuscitation (Kim & Kim, 2016). In 

Finland, FWR practice was accepted widely among nurses and healthcare workers with 

previous positive experiences. Nonetheless, there was generally little experience among 

nurses with family witnessed resuscitation practice which adversely affected its 

implementation (Sak-Dankosky et al., 2015) 

Studies have reported higher self-confidence levels among nurses towards the FWR 

practice. Even with these higher levels, only 25% of the nurses carried out FWR and 15%  

of the nurses reported that they had participated in FWR practice that family members 

suffer a significant level of emotional distress. (Beer & Moleki, 2012; Powers & Reeve, 

2020). 

Regionally, a research studied in Rwanda showed that most nurses in that country 

perceived FWR as a new concept even though the was first introduced over thirty year 

ago. In Rwanda, family are allowed to stay with their member but are sent away during 

resuscitation only to be called back after the procedure to revealed for the outcome 

(Havugitanga & Brysiewicz, 2014). 

In Kenyatta National Hospital in Kenya, a study to establish the level of patient’s family 

involvement in patient’s care in critical conditions demonstrated family distress worsen 

when they were not given timely and clear information regarding their loved one's 

progress and care (Muthoni Maina, 2018).A study in Agha khan hospital and Kenyatta 

National Hospital revealed that there were guidelines on witnessed resuscitation, 

grieving, and family follow-up. The two institutions have procedures in place to allow 

experienced staff to join during resuscitation, debriefing of the family members, and 

family support if required. However, there was lower compliance with the guidelines 
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regarding FWR (Omoding, 2011).The Kenyan government adopted AHA guidelines for 

training nurses and healthcare professionals on basic life support (BLS) and further 

training on  advanced cardiac life on cardiovascular resuscitation. In spite of the training, 

about 55% of the nurses in Kenyatta National Hospitals and Aga Khan Hospital had a 

negative perception towards FWR practice (Omoding, 2011). In Siaya, family witnessed 

resuscitation is not routinely practiced by registered nurses in SCRH. According to the 

information available, nurses perform several resuscitations while performing their 

duties. The hospital's policies also permit family members to see their hospitalized 

relatives. The family usually asks to be permitted to be with their relatives during critical 

hours, but despite hospital regulations permitting them to do so, their requests are usually 

denied. 

 

1.3 Study objectives 

1.3.1 Broad objectives 

To investigate factors influencing the implementation of family witnessed resuscitation 

among nurses working in medical and surgical units in Siaya county referral hospital. 

 

1.3.2 Specific objectives 

i. To investigate nurse-related factors influencing implementation of family 

witnessed resuscitation practice among nurses working in medical-surgical units 

in SCRH. 

ii. To identify perceived benefits of FWR practice among nurses in medical and 

surgical units in SCRH. 

iii. To establish perceived risks of FWR practice among nurses in medical and 

surgical units in SCRH. 
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1.4 Research questions 

i. Are there nurse-related factors that influence the implementation of family 

witnessed resuscitation practice among nurses working in medical and surgical 

units in SCRH? 

ii. What are the perceived benefits of FWR practice among nurses in medical and 

surgical units in SCRH? 

iii. What are the perceived barriers of FWR practice among nurses in medical and 

surgical units in SCRH? 

 

1.5 Hypothesis 

• There is no statistically significant relationship between years of nursing 

experience in the current role and the implementation of FWR practice  

• There is no statistically significant relationship between advanced specialized 

training of nursing staff and the implementation of FWR practice. 

 

1.6 Justification of the study 

In healthcare settings across many countries, FPCC is fundamental in nursing care.  FWR 

practice offers a means of implementing this model (Ganz & Yoffe, 2012). Giving the 

members of the family a chance to accompany their as they undergo resuscitation not 

only shows respect for the family's wishes but also allows them to get information 

promptly and also to understand the severity of their kin’s condition. FWR practice is of 

major interest, yet specific studies on factors that influence its implementation among 

medical-surgical nurses are limited (Balogh Mitchell, 2012). 

Most of the medical-surgical nurses perform resuscitation. However, relevant research 

studies involving these category of nurses concerning the implementation of FWR 

practice are limited. The public is encouraged to acquire skills in cardiopulmonary 
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resuscitation and more often they initiate this process before the emergency response 

team arrives (Bouland et al., 2017). Yet, upon arrival at the hospital the family are told 

to go away and wait for the outcome of resuscitation, the resuscitative process they 

commenced themselves. 

The nurses give their best possible care during resuscitation but when the family is 

excluded from the resuscitation area, they are left to struggle with a lack of information 

and may not appreciate the effort of the healthcare professionals in their attempt to restore 

life to their loved one (Porter et al., 2014). 

The FWR practice offers family members psychological benefits regardless of the 

outcome of the intervention. Furthermore, patients support having family members 

during resuscitation since they felt supported and comforted, and just like family 

members they prefer FWR (Twibell et al., 2015). 

Siaya County referral hospital is the largest hospital within Siaya County and it receives 

patients in critical conditions requiring critical care and resuscitation. Several 

resuscitations are performed by medical-surgical nurses in this hospital, yet there are no 

records of such a study in this county referral hospital. The FWR practice form a 

component of the AHA training manual for health professionals, a manual that has been 

adopted by the Kenyan government and is used for training nurses on BLS and ACLS. 

Despite the training and the skills, FWR is not widely carried out by medical-surgical 

nurses. Even with the overwhelming scientific evidence of its benefits, FWR practice is 

not common among medical-surgical nurses in SCRH. The poor implementation is partly 

due to low self-confidence levels among medical-surgical nurses and fear among health 

care workers because of long-term negative consequences for the healthcare worker, 

family, and the patient. 
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1.7 Significance of the study 

The researcher sought to look into what influences how FWR practice is carried out and 

determine why the practice is not optimally implemented despite its proven benefits and 

various recommendations by professional bodies. This study's findings would give 

scientific evidence on FWR practice that would be used to benchmark the optimal 

implementation of this practice and use the outcomes improve nursing care service 

delivery.  

The findings will contribute to nursing professional development and generate further 

research on this practice in medical-surgical settings to identify enablers and barriers of 

this practice. 

 

1.8 Scope of the study 

Researchers' primary interest in this study was to identify nurses’ perceived benefits and 

risks of FWR practice and nursing related factor that influence it is implementation 

among medical-surgical nurses in SCRH. Data was collected for a period of a month, 

targeted were nurses who were registered in medical-surgical units in all inpatient and 

outpatient units. Data was collected from eligible participants using self-administer 

questionnaires and interview of key informants. 

 

1.9 Study limitations 

i. Despite the measures put in place by the researcher to ensure anonomity, 

response bias could have resulted from the use of self-report tool. 

ii. The findings from this study may not be generalized as a true reflection of the 

nurese in Kenya sinced the participants were sampled from one hospital. 

Therefore, there is need to carry out further studied to identify perceptions of 

other team members that also also takes part in resuscitation. 
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1.10 Study delimitation 

i. The study was limited to registered medical-surgical nurses who were 

offering nursing care in various medical-surgical units 

 

1.11 Study assumptions 

i. It was assumed that the participant were of sound mind and gave honest 

information without any fear. The researcher assumed that study population 

was truly representated in the sample. 
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1.12 Operational definitions 

Cardiopulmonary arrest refers to sudden and complete loss of cardiac function 

Critical Care Nurses are specialized nurses registered by the Nursing Council of Kenya 

working within critical care units 

Family is a group of people that the patient shares significant relationship. 

Family members refer to those individuals that share with the patient a significant 

connection whether the bond is biological, legal, or not.  

Family presence during resuscitation is the process of trying to restore cardiac activity 

of a patient following abrupt arrest, this is done in the family presence. 

Family support person refers to a social worker, psychologist or health professional 

with medical knowledge whose role is to support and explain to the family all 

that take place during resuscitation. They always accompany the family and are 

not involved directly in inpatient care. 

Medical-Surgical unit are medical wards, accident & emergency, surgical wards 

pediatrics, outpatient, and critical care units 

Perceptions refers to how a person understands and interpret an idea or a concept 

Resuscitation refers to an effort to bring back the vital signs in case of abrupt cessation 

of cardiac functions by use of mechanical, physiological, and pharmacological 

means. 

Target population refers to the actual population from which the the researcher obtained 

the samples and to whom the researcher generalizes the finding of the study. Also 

known as accessible population. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Introduction 

The concept of FWR practice was introduced over three decades ago in the US (Porter 

et al., 2014). It was initially practiced when medical staff at Foote Hospital in Michigan 

gave the family an opportunity to see a relative being resuscitated  (American Association 

of Critical care Nurses, 2016). In the twenty-first century, there have been several 

changes made to the healthcare environment. The family can observe previously 

censored procedures, PFCC has been adopted across health organizations in 

acknowledgment of the important part the family plays in health care which results in the 

best health outcome (Clay & Parsh, 2016). The family continue to request to be allowed 

during emergencies (Barreto et al., 2017) 

Resuscitation is a lifesaving procedure associated with an increased survival rate, 

however, it is a demanding procedure whose outcome may be unsuccessful (Nolan et al., 

2014). Nonetheless, research studies have shown that 94% to 100% of the patient family 

who was in attendance during resuscitation if offered another choice they would choose 

to attend again another time irrespective of the outcome (Guzzetta, 2015).The practice of 

FWR has generated debate across various healthcare settings and the emergence of PFCC 

has increased family involvement and participation in healthcare. This has been 

promoted by relaxation in hospital visitation policies which include allowing patients 

family at the bedside for the period of resuscitation of their member and during critical  

procedures (Omran et al., 2015) 

The family presence in the course of resuscitation has several benefits to the families, 

patients, and healthcare facilities.  
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For instance, it promotes satisfaction with offered care, a strong connection among the 

family resuscitation team and upholds patients' dignity (Chapman et al., 2014; 

Goldberger et al., 2015; O’Connell et al., 2017; Twibell et al., 2015).Studies on patients 

who had survived cardiac arrest revealed that patients felt comfortable with the family 

during (Twibell et al., 2015). Patients appreciates having their families with them during 

resuscitation just like family members. (Paplanus et al., 2012). Nevertheless, some 

patients had a fear that family members could react in a manner that interfered with the 

resuscitation process partly due to emotional disruption or congestion in the resuscitation 

room (Tudor et al., 2014; Twibell et al., 2015). 

The family witnessed resuscitation practice has elicited different views, the opponents of 

this practice have cited various reasons which include suffering traumatic memories in 

case of futile resuscitation (Beer & Moleki, 2012). Studies have demonstrated that family 

presence enable see how severe the condition of their kin was and appreciate the care 

offered to the patient (De Stefano et al., 2016). For instance, 80% of the relative whose 

kin had unsuccessful resuscitation wished they could have been present should they had 

been offered an option (De Stefano et al., 2016). 

Across different regions of the world, there is an active debate across healthcare settings 

on whether the family should be in attendance for the duration of resuscitation and its 

advantages and disadvantages. There is evidence to suggest that families are getting more 

interested to be part of resuscitation, they consider it as their role to support their loved 

ones during emergencies and care for them during the end of life (De Stefano et al., 2016; 

Ferrara et al., 2016).Chapman et al (2013) affirmed that several nurses believe that the 

major advantage of this is that it’s the facilitation of better coping by the family following 

the event irrespective of the outcome. 
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Medical-surgical nurses have not fully embraced the FWR despite the data that is 

currently available. Therefore, the nurses’ perceptions regarding the risks, the benefits, 

and the perceived self-confidence need to be understood and how this impacts families' 

presence during resuscitation. 

 

2.2 Nursing-Related Factors 

2.2.1 Years of nursing experience in current role 

A study in a university teaching hospital in Louisville, Kentucky revealed that three-

quarters of the nurses reported that they had given the family an option to be in attendance 

when their kin was undergoing resuscitation (Tudor et al., 2014). Regarding evidence-

based practice, the presence of the family has a significant role in resuscitation. Studies 

have shown that nurses with extensive training in cardiopulmonary resuscitation were 

more likely to ask relatives to witness their loved ones' resuscitation.  For instance, in 

Melbourne Australia, a study revealed that clinically experienced nurses who 

participated in many resuscitation events and performed more resuscitations with the 

family present in the room than their less experienced counterparts (Chapman et al., 

2013). According to the researcher, more experienced nurses in cardiopulmonary 

resuscitation demonstrated their abilities with higher self-confidence. 

In Finland, a study (Sak-Dankosky et al., 2015) demonstrated that a positive attitude 

towards FWR practice was higher among the nurses with many years of practice as 

nurses and experience in CPR. Nurses having practiced for 11 to 20 years had tremendous 

experience in CPR. Those who had in the past invited family to witness resuscitation 

reported more advantages of the practice and would prefer family presence (Tudor et al., 

2014). Moreover, experienced nurses demonstrated greater levels of self-confidence in 

their resuscitation skills and capability with family around. 
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2.2.2 Advanced training in resuscitation 

Nurses with professional certification such as BLS and ACLS willingly invited family 

members more often to witness their loved ones' resuscitation. Tudor et al., ( 2014) 

demonstrated that nurses with specialized training invited a significant number of 

families to witness the active process of resuscitation of their kin. Training on BLS and 

ACLS influences acceptance of FWR practice (Gordon et al., 2011). The course 

promotes FWR practice, and nurses and healthcare professionals trained on them would 

willingly allow family to observe the active process of their kin resuscitation. 

In Kentucky, a study showed the nurses who were trained on CPR participated in 10 or 

higher resuscitation procedures. Yet, just 38% offered the family a chance of being with 

their loved ones who were being resuscitated. There is scientific evidence to show that 

certified nurses with specialized training in resuscitation perceived more benefits of FWR 

practice and willingly invited the family to be in attendance in the course of their kin’s 

resuscitation (Tudor et al., 2014). In Australia, a study showed that highly qualified staff 

with advanced nursing training demonstrated a higher level of self-confidence in giving 

the family a chance. Highly trained nurses were not only found to perceive more 

advantages but also supported FWR practice (Chapman et al., 2012). 

 

2.2.3 Training on Family Witnessed Resuscitationpractice 

For the safety and acceptance of family witnessed resuscitation practice, studies revealed 

that there is a need for education for the resuscitation team, and the development of 

policies to guide the practice (De Robertis et al., 2017). At the same time, there is a need 

to respect the  religious and cultural beliefs and  selection for a suitable family member 

(De Robertis et al., 2017). Research study by Sak-Dankosky et al., (2018) indicated that 

for successful implementation of FWR practice, the entire staff should be trained and 

should be professional in front of families. It also established that trained staff carry out 

cardiopulmonary resuscitation with dignity and handle patients humanely. Furthermore, 
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nurses believed that the quality of CPR will be improved by having family when 

resuscitation is being performed (Sak-Dankosky et al., 2018). According to Powers and 

Reeve (2000), a larger number of nurses were yet to be trained in FWR practice. At the 

same time, 37% have never had any experience of performing resuscitation with family 

present in the resuscitation room. 

 

2.2.4 Membership of professional organization 

Professional bodies have a mandate of maintaining the standards of nursing care in 

adherence to set nursing standards. In collaboration with other international bodies such 

as the International Council of Nurses (ICN), they offer research, education to improve 

nursing competencies. In Kentucky, nurses who were members of professional bodies 

reported great self-confidence levels in performance of resuscitation and supported FWR 

practice (Tudor et al., 2014). The study found that nurses who were members of 

professional organizations were more receptive to allowing family members access to 

the room where their loved one was receiving resuscitation in line with the professional 

standards approved by professional bodies to which they subscribe. 

Participation in professional nursing organization activities offers more exposure to 

evidence-based practice and researches relevant to the family witnessed resuscitation 

practice. For instance, NNAK in collaboration with the World Continuing Education 

Alliance (WCEA) which is a member of the ICN offers its members an online learning 

platform, journals, newsletters, and webinars on various areas including resuscitation in 

adherence to AHA guidelines which has strongly recommended FWR practice (National 

Nurses Association of Kenya, 2021). Nursing professional organization's membership 

offer opportunities for continuing nursing education, nursing-related competencies, and 

nursing educational conferences. Evidence-based practice is promoted by the 

professional organization among its members where certified trained nurses share 
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research findings that are pertinent to nursing practice(Rose, 2018; Schneide, 2015). The 

annual nursing conferences usually held by nursing professional organizations bring 

nurses across the country and the continent to share the latest best practices, policy 

statements, journals, and newsletters among its members. For instance, Rose (2018) in 

the Nursing Times journal shared with nurses how to effectively support the family that 

opt to observe the resuscitation of their member. 

 

2.2.5 Nurses’ perceived self-confidence 

The practice of FWR is affected by nurses perception of levels of self-confidence as they 

are observed by the patient's family. There is research evidence to suggest that medical-

surgical nurses with previous experience with family witnessed resuscitation were more 

favorable to implement the practice. According to a study by Tudor et al. (2014), a strong 

association exist amid nurses’ perception of self-confidence and the application of FWR. 

The perception of greater levels of self-confidence also perceive greater benefits of the 

practice compared to their counterparts who perceived lower self-confidence levels. 

With increased perceived self-confidence in CPR skills among medical-surgical nurses, 

their CPR performance is also better (Sak-Dankosky et al., 2018). In other studies having 

previously invited family during resuscitation, experience in resuscitation, and years of 

experience significantly affected nurses' and health professionals' perception of self-

confidence (Gordon et al., 2011; Mclean et al., 2016; Tudor et al., 2014). Current studies 

have highlighted high levels of perceived self-confidence among nurses towards FWR 

practice. Despite this, only 25% have reported experience with family presence when 

performing resuscitation and about 15% had participated in FWR practice(Beer & 

Moleki, 2012; Powers & Reeve, 2020). A research carried in Korea revealed that nurses 

who had perception of greater self-confidence were more willing to implement FWR 

practice (Kim & Kim, 2016). 
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2.3 Nurses’ Perceived Benefits Of Fwr Practice 

2.3.1 Acceptance of relatives death 

As a sign of respect for family wishes, they should be offered an option to be their 

relatives when they are being resuscitated and be offered a chance to take part in prompt 

crucial decisions as well as receive updated information regarding patient care. In a study 

in Saudi Arabia, nurses supporting FWR suggested that family members be let to observe 

the resuscitation procedure since it would facilitate grieving and promote healing process 

and closure (Beer & Moleki, 2012). Numerous arrest survivors claimed that having 

family members present while being resuscitated gave them support and comfort 

(Twibell et al., 2015). Patients appreciated having their families there during 

resuscitation much like family members do (Paplanus et al., 2012). 

Studies have shown that when patients' family are allowed to witness resuscitation, it 

would help them accept their relatives' death and grieve subsequently (Jabre et al., 2013; 

Tudor et al., 2014; Twibell et al., 2015). However, there are still controversies and a lack 

of optimal implementation of family witnessed resuscitation practice despite strong 

research evidence showing that its effect on the family is beneficial (Tudor et al., 2014). 

In certain instances, Upon the family's request, the length of certain cases' fruitless 

resuscitation attempts was shortened. This facilitated closure and healing  (Porter et al., 

2014; Tudor et al., 2014). 

 

2.3.2 Acceptance that everything has been done 

When the families of patients are present, they are given comfort in knowing that the 

medical team has taken all essential precautions to save their loved ones (Tudor et al., 

2014). Moreover, the family may intervene and bring to an end a futile resuscitation. The 

family presence would give them a better understanding of what transpired during the 
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resuscitation process. They will observe that all available options are exhausted, this 

enables coping and grieving process (Twibell et al., 2018). 

When the family is offered a chance to witness the resuscitation of their member, they 

can observe and understand the condition of their member and its severity. This enables 

them to remove any doubt about the condition of the patient by observing the health 

professionals do everything possible to save their loved ones' life (Elinar, 2012). 

 

2.3.3 Recognize effort of health professionals 

In the opinion of the health professional, studies have demonstrated that giving the family 

members an option to witness the resuscitation process helped them recognize the efforts 

of nurses and the healthcare team in attempting to save the life of the patient(Porter et 

al., 2014). This reduces the incidences of litigation since they were able to see that 

everything possible that could be done had been done. A qualitative study among 

emergency nurses revealed that families were able to recognize and appreciate the efforts 

of the healthcare team, this raised the confidence level of the nurses knowing they did 

everything possible they had to do during resuscitation to restore life (Elinar, 2012). 

The family presence has been shown to reduce the fear and anxiety levels about what 

could happen to their loved ones in their absence and also provide a platform in which 

they communicate vital information to healthcare professionals about the patient. The 

family fulfills the informational needs, builds a trustful relationship with healthcare 

providers, and supports the patient emotionally (Leske, McAndrew, & Brasel, 2013; 

O’Connell et al., 2017). 

 

2.3.4 Reduce post-traumatic stress disorder (PTSD) 

In a study by Massachusetts medical society in the United Kingdom, it was evident that 

families that were present when their members were being resuscitated revealed a 

decrease in the frequency of PTSD symptoms (Jabre et al., 2013). According to the study, 
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when family members watch their loved ones being actively revived, their levels of fear 

and PTSD are reduced. According to the study, when family members watch their loved 

ones being actively revived, their levels of fear and PTSD are reduced (Leske, 

McAndrew, & Brasel, 2013). When given another chance, they would stay with their kin 

during this critical call time when they are most needed. To assess the psychological 

effects of observed resuscitation a year after, family members who had the chance to 

watch their loved ones being revived reported no negative impacts, according to a study. 

In fact, psychological benefits of FWR continued among family who were at the bedside 

during the resuscitation of their relative (Jabre et al., 2014). 

 

2.3.5 Improve Grieving Process 

Australian study among critical care nurses established that accepting family to be in 

attendance when their member undergoes resuscitation helped them in the grieving 

process (Chapman et al., 2012). In a survey among healthcare providers, the majority 

agreed that giving the family a chance be in attendance when their member undergo 

resuscitation of a loved significantly helped the family in their process of grieving 

thereafter (Mclean et al., 2016; Porter et al., 2017). In wales, the Resuscitation 

Committee(2017) in its guidelines to implementation of FWR practice highlighted that 

the practice could help bring reality to the situation thus reducing the prolonged denial 

period during the process of grieving. According to the committee guidelines document, 

the family can say goodbye and any other that would prevent from feeling guilty for the 

duration of grieving. 

2.4 Nurses’ Perceived Risks Of Fwr Practice 

The practice of family witnessed resuscitation has resulted in controversy among nurses, 

healthcare workers, and patients' family members across various healthcare settings 

worldwide. In a memorial hospital at Indiana University, a study showed that decision to 
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let the family into the resuscitation room was made jointly by health care depending on 

the case situation (Twibell et al., 2015). Nevertheless, the family raised the concern of 

lack of openness during the procedure from the team. The nurses revealed that they would 

not invite family members with records of disruptive behavior in the past (Twibell et al., 

2018). The decision-making on whether one or more members of the family should stay 

with the patient when resuscitation is in progress should be a joint decision involving the 

family, primary nurse, and the doctor attending to the patient. This decision needs to be 

part of advanced directives approved by the patient (Tudor et al., 2014). 

 

2.4.1 Disruption of the process by relatives 

In Australia, a study showed that the family presence when the process of resuscitation 

was in progress was likely to cause an interruption of the resuscitation (Tudor et al., 

2014). According to the researcher, this was partly due to a disruptive response to 

emotion and overcrowding in the resuscitation area. A study done in Saudi Arabia among 

nurses demonstrated that 90% of the respondents would not offer the family a chance to 

witness the process of resuscitating their kin since they thought that it would interfere 

with the process. Nonetheless, the proponents of the practice were convinced that family 

presence would not disrupt the resuscitation efforts (Beer & Moleki, 2012). 

There was a need to assign one of the team members since the resuscitation process could 

be traumatic, confusing to the patient's relative. 

The patient relatives got agitated because they lacked understanding of the process 

(Tudor et al., 2014). Similarly, some patients had a fear that family members could react 

in a manner that interferes with the resuscitation process (Twibell et al., 2015). 

In another study, nurses were concerned that the distraction of family during resuscitation 

could alter important medical decisions as well as clinical reasoning. As a result, the 
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patient care could be compromised and the patient’s life could be threatened (Twibell et 

al., 2018). 

When the family is loudly wailing and crying, this would interfere with timely and clear 

communication among the medical staff (Twibell et al., 2018). The presence of the 

family could divert the concentration of the nurses far from the patient. This has an 

adverse effect on this vital procedure of attempting to sustain life, and the therapeutic 

outcome (Sak-Dankosky et al., 2018). According to the research inadequate working 

space, family members' emotional behavior could distract the resuscitation team's ability 

to focus. Again, the nurses feared that the family may experience emotional processes 

and impede the resuscitation process (Ganz & Yoffe, 2012). 

 

2.4.2 Discomfort by resuscitation team 

The resuscitation process is traumatic to the family, this was a result of inadequate 

knowledge among family members of what to expect in a resuscitation room and during 

the process of resuscitation (Tudor et al., 2014). Furthermore, the process may be very 

stressful and visually disturbing to the health professional including most experienced 

nurses. Current research studies to establish the beliefs of nurses, HCW concerning FWR 

practice have shown that communication among nurses and other health care 

professionals was not adversely affected the family presence. The family provided very 

vital information regarding the health of the patient to the HCW (De Stefano et al., 2016; 

Tripon et al., 2014). 

A study done in Saudi Arabia revealed that 84% of healthcare professionals supported 

that the fact that performing resuscitation with members of the family in the room would 

raise the stress levels among both the doctors and nurses (Beer & Moleki, 2012). This is 

could inhibit the performance of the resuscitation team. 
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2.4.3 Scrutinize resuscitation process 

According to Powers & Reeve, (2020), lack of concentration from other health care 

professionals due to a feeling of discomfort was highlighted as a major barrier. The 

nurses felt that their work was being scrutinized by the family members. The presence of 

family when resuscitation is in progress makes it difficult for nurses to decide to stop 

resuscitation 

When family members were present, it was challenging for nurses to decide when to 

terminate resuscitation (Beer & Moleki, 2012). The medical staff prolonged the 

resuscitation  process in the family presence and the resuscitation team did not want to 

be seen end resuscitation rapidly (Gordon et al., 2011) 

According to the researcher as the medical team is observed during the performance of 

resuscitation, they develop performance anxiety as they were scrutinized as they attend 

to the patient. The family members who may have medical knowledge analyses the 

performance of the resuscitation team. In Rwanda, research findings highlighted that 

when the family were let into the resuscitation room, the stress levels increased among 

the resuscitation team which is thought to inhibit their performance (Havugitanga & 

Brysiewicz, 2014). Yet, there is evidence to show that nurses and healthcare workers can 

back FWR practice without compromising the patients' care. 

 

2.4.4 Traumatic experience to the family members 

According to a research by Beer and Moleki (2012), the majority of nurses thought that 

allowing the family to watch a relative being resuscitated would experience would 

traumatize them and impair bereavement and coping. Nevertheless, there was no 

scientific evidence to support their claims. Concerns have been raised about family 

wellbeing following their presence during resuscitation. A study by Powers and Reeve 

(2020) demonstrated that family are affected physically and emotionally by the fact that 
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they witnessed the process of resuscitating the one they loved. They were found to have 

developed negative emotional effects that were long-term in nature. 

Contrarily, the frequency of symptoms related to PTSD was found to be significantly 

higher among patient families who never had an opportunity to observe the revival 

process of their kin (Jabre et al., 2013). The coping mechanism was much better among 

those who were in attendance during resuscitation process, FWR practice neither affected 

resuscitation procedures nor patient survival. 

 

2.4.5 Legal actions 

The nurses need to be enlightened on the FWR practice and they should understand 

policies so that they are guarded against litigation (Powers & Reeve, 2020). Opponents 

of family witnessed resuscitation have raised concerns about the likelihood of litigation. 

There is fear among health professionals that observed actions and remarks may be 

unpleasant to the patient’s relatives and this to complaints and litigation later (Beer & 

Moleki, 2012), although no evidence was found to support this claim. The possibility of 

medical errors during resuscitation and the presence of the family may increase self-

awareness on the part of the resuscitation team which could give rise to a claim against 

nurses and other healthcare providers. Contrarily, a study by Sak-Dankosky et al., (2018) 

established that FWR practice did not increase legal suits against health care workers. In 

fact, it improves professionalism and patient dignity among the resuscitation team which 

improved trust in the CPR team. Studies have reported that distressed families locked out 

of the resuscitation room are more likely to consider a lawsuit (Porter et al., 2017), 

providing the right family support is believed to reduce this legal risk. 
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2.4.6 Lack of family support person 

It has been noticed that a significant barrier to the implementation of FWR practice is the 

lack of a dedicated individual to help the family (Powers & Reeve, 2020). According to 

Sak-Dankosky et al., (2018) majority of the nurses pointed out that they did not have 

adequate time and attention to provide support to the patient’s families during a crisis. 

Moreover, the nurses highlighted inadequate skills among themselves on how to 

communicate and interact with the family as a hindrance hence they avoid it. 

Nonetheless, a lack of a designated family support person should not mean that the 

patient family members are excluded from witnessing resuscitation. There should be 

additional staff to support the family, answer families’ questions regarding the procedure 

and ensure there was no interference (Gordon et al., 2011). The family support person 

would ensure patient's family who displays inappropriate emotional behavior is removed 

from the resuscitation room. 

 

2.5 Theoretical framework 

In this study, the Theory of Planned Behavior (TPB) by Ajzen (1988) was applied. This 

theory enables researcher to understand the behavior of people, it predicts that one’s 

behavior can be deliberate or planned. According to Ajzen (1988), subjective norms 

concerning behavior and attitude are the predictors towards the intention to carry out the 

behavior. The concept has shown that a person's intention to engage in specific behavior 

influences their goal to do so. Thus, the intention to perform a practice is predicted by 

perception towards the practice and the opinion of others about the practice. Attitude in 

this study refers to nurses’ perceived benefits and risks of FWR practice. Subjective 

norms are the approvals of FWR practice by professional bodies and family perceived 

benefits of FWR practice. The perceived behavioral control is the extent to which 

medical-surgical nurses perceive self-confidence to implement the practice; when the 
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perceived benefits out ways perceived risks of FWR practice. The intention refers to the 

Intention of the nurses to implement FWR practice, and the behavior is the level of 

implementation of FWR practice 

According to TPB, the willingness of medical-surgical nurses to implement FWR 

practice (behavior) is influenced by their positive intention to do so (intent), their 

perception of the practice's advantages over its disadvantages (attitude), and their 

perceptions of their families and the approval of professional organizations (subjective 

norms). In relation to this study, the medical-surgical nurses’ intentions to implement 

FWR practice is influenced by their perceived benefits &risks, and nursing-related 

factors (such as advanced training, perceived self-confidence, etc), as well as approvals 

by professional bodies and the extent to which the nurses feel they are competent to 

perform the practice.  
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Figure 1: Theoretical Framework 

Adapted From the Theory of Planned Behavior (Ajzen, 1991). 
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2.6  Conceptual framework 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2: Conceptual framework 
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CHAPTER THREE 

RESEARCH METHODOLOGY 

3.1 Research design 

This research was a cross-sectional analytical study in design. This analysis was cross-

sectional in design. The data was collected using qualitative as well as quantitative 

techniques, and the conclusions were triangulated. The quantitative approach enabled the 

researcher to quantify the problem, understand its prevalence, and provide numerical data 

that was statistically analyzed to check for the correlation among independent and 

dependent variables. The qualitative approach enabled the researcher to understand 

opinions and experiences in regards to the practice of family witnessed resuscitation. It 

also enabled the researcher to gather insights as to why FWR practice is not optimally 

implemented despite its proven benefits. 

 

3.2 Location of the study 

Siaya County Referral Hospital (SCRH), located in Siaya County, served as the site of 

the research project. SCRH  a high-volume hospital serving approximately 842, 304 

people. To the north SCRH borders Busia county, Kakamega, and Vihiga counties to the 

northeast, and to the southeast it borders Kisumu county. The hospital offers both 

inpatient and outpatient services. The hospital offer general surgery, internal medicine, 

palliative care, maternal and child health. It has a daily patient turnover of approximately 

180. It is also a training facility for diplomas in nursing and clinical medicine. 

Approximately, the hospital has 92 nurses with varying qualifications working in various 

sections of the hospital. 
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3.3 Target population 

The population of target were registered nurses who wereoffering nursing carein both 

inpatient and outpatient departments of Siaya County Referral Hospital. 

 

3.4 Study population 

Registered nurses who provided nursing care in the medical-surgical departments at 

SCRH made up the study's target population. The departments included; surgical wards, 

medical wards, pediatric wards, accident & emergency, critical care /HDU, and 

outpatient unit. 

 

3.5 Inclusion criteria 

All registered nurses who wereproviding nursing services in medical-surgical units; 

medical wards, surgical wards, pediatric ward, accident & emergency, critical care /HDU 

and outpatient departments. 

 

3.6 Exclusion criteria 

The study excludedStudent nursesand nurses on leave during period of the study. 

 

3.7 Sampling procedure and techniques 

The researcher used a probability sampling method in which each individual eligible for 

the study was given the same, independent chance of participation in the study (Polit & 

Beck, 2010). To select study participants, a cluster sampling approach was used. The 

units were divided into clusters to ensure representativeness by obtaining samples from 

each unit within the medical-surgical department. Simple random sampling was used to 

select respondents from the various units. Applying simple random selection, the 

participants from each unit were chosen. The researcher then selected samples 

proportionately from various units using the lottery approach. 
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3.8 Sample size determination 

The sample size was determined using the Taro Yamane formula (Yamane, 1967). This 

is appropriate since the study population is finite (Adam, 2020). The confidence level 

was set at 95% and the level of precision (sampling error) at 5%. The study population 

will be 92 nurses offering nursing care in various medical-surgical units. 

Yamane formulae to estimate sample size, 

𝑛 =
𝑁

1 + 𝑁𝑒2
 

Where, 

n = minimum returned sample size 

N = the population size 

 e = level of precision (0.05) 

Therefore, 

𝑛 =
𝑁

1 + 𝑁𝑒2
 

𝑛 =
92

1+92(0.052)
  =

92

1.23
 = 75 

n= 75+9= 84 
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Table 1:Sampling frame 

Setting  Unit  No of 

nurses 

Sample size  

Siaya County Referral 

Hospital 

Medical wards 23 84/92*23=21 

Surgical wards 16 84/92*16=15 

Accident & 

emergency 

12 84/92*12=11 

High dependency unit 13 84/92*13=12 

Outpatient 

departments 

15 84/92*15=14 

Pediatric ward 13 84/92*13=12 

Total 92 85 

Source: Siaya County Referral Hospital, 2021. 

3.9 Data collection tool and Methods 

3.9.1 Quantitative data collection 

An anonymous, self-administered questionnaire was used by the researcher to gather 

quantitative data. The validated versions of the Family Presence Self-confidence Scale 

(FPSC Scale) and Family Presence Risk and Benefit Scale (FPR & B Scale) developed 

by Twibell et al. (2008) were used by the researcher (Twibell et al., 2008). The 

permission to use the original questionnaire was granted through written permission by 

the original authors upon request.  

The questionnairehad sections; A, B, C, and D. Section A gathered information on 

sociodemographic characteristics. Section B gathered data on nursing-related factors (eg 

years of nursing experience in the current role, advanced nursing training,training on 

FWR practice, membership of professional organization). Section C recorded 

information on nurses' perception of self-confidence when providing patient care while 

the patient's family were present (eg drug administration, performing CPR, upholding 

patients dignity, and communicating with the resuscitation team).  

Section D collected data on nurses' perceived benefits of FWR practice (eg better 

grieving, acceptance of relative's death, reduce PTSD, etc) and risks of FWR practice 

(family disruption, trauma to the family, lawsuits, etc).  
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This was a Likert scale with 5 points, respondents had options that ranged from 1 

(strongly disagree) to 5 (strongly agree). The responses on this scale had a range from 1 

(Not all confident) to 5 (Very confident). An average score was calculated to determine 

overall self-confidence, a higher score showed higher nurses’ self-confidence when 

carrying out resuscitation in the existence of the family. 

To further understand the preferences and opinions of the nurses, additional questions 

were added to find out whether they would want a member of their family to watch and 

be present if they were to be resuscitated. They were also asked for their thoughts on who 

should decide whether family members should watch their relatives receive CPR and 

whether this directive should be issued in advance. 

 

3.9.2 Qualitative data collection 

The researcher collected qualitative data using key informant interview (KII). KII guide 

was used to collect in-depth opinions of the resuscitation team leaders from medical-

surgical units. The key informants were team leaders from medical wards, surgical wards, 

intensive care/ HDU, pediatric ward, accident & emergency, and outpatient unit. The 

interview covered three objectives;nursing-related factors that influence the 

implementation of FWR practice, perceived benefits and risks of the practice. An audio 

recorder was used to capture the interviews. 

3.10 Instrument reliability 

The data collection instruments should be able to give similar results if the measurements 

were to be repeated under similar conditions (Bolarinwa, 2015). 10% of the sample (9 

participants) from the Busia County Referral Hospital participated in the pretest of the 

FPR & B and FPSC scales. The Internal consistency of the tool was obtained by 

calculating coefficient alpha (Cronbach’s alpha). The coefficient alpha of the tool was 
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0.7. Tavakol and Dennick (2011) recommend that the reliability of a measurement 

instrument should be 0.70 or higher. 

 

3.11 Instrument validity 

The data collection instrumentshould measure the attributes it is intended to measure 

(Bolarinwa, 2015). Peers and research supervisors evaluated the questionnaire's face and 

content validity. Research experts can assess the instrument is a valid measure of the 

construct of interest only by glancing at the items in the questionnaire. (Bolarinwa, 2015; 

Sangoseni et al., 2013). 

 

3.12 Data management 

3.12.1 Data storage 

After data collection, they were keyed in the statistical package for the social sciences 

(SPSS) version 26. Printed hard copies were kept safely under the key and lock in a 

drawer accessible only by the researcher. The data in soft copies were stored securely in 

a computerand protected by a password. Data consistency and completeness were 

checked. In case of missing data, the corresponding questionnaire was traced after which 

the value were entered appropriately 

3.13 Data analysis 

3.13.1 Quantitative Data analysis and presentation 

SPSS version 26 was used for the quantitative analysis of the data. Data was scrutinized 

for completeness, accuracy, and consistency. Categorical data were analyzed 

descriptively using graphs. Continuous variables were described using mode, mean, 

median. and range. 

The scores from FPR & B scale and that from the FPSC scale were summed, the mean 

score was calculated. In inferential statistics, the correlation between independent and 
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dependent variables was evaluated using the t-test for independence and binary logistic 

regression. The p-value cutoff for level of significance was ≤ 0.05. 

3.13.2 Qualitative Data analysis 

Qualitative data from KII was analyzed using NVIVO version 11. Audio recording were 

transcribed to text and uploaded to NVIVO. The transcribed texts were then categorized 

to represent perceived benefits, perceived barriers or nursing-related factors to family 

witnessed resuscitation. Within the three categories, themes and subthemes were 

identified.  

The interpreted and triangulated patterns and themes increased the validity and reliability 

of the findings (Noble & Heale, 2019). The researcher added supporting quotes to the 

themes to enhance understanding. 

3.14 Ethical considerations 

The Institutional Research and Ethics Committee (IREC) of Mount Kenya University 

gave its approval and ethical clearance for this study. Additionally, approval was 

received from the Siaya County Referral Hospital research and ethics committee, the 

county commissioner, the county director of education, and the National Commission for 

Science, Technology, and Innovation (NACOSTI). Before the study began, the 

participants signed a consent form. The participation in this study was voluntary and 

confidentiality of information obtained from respondents was highly maintained. 
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CHAPTER FOUR 

RESEARCH FINDINGS AND DISCUSSION 

4.1 Response Rate 

75 registered nurses were the sample for this investigation. The response rate was 94.7% 

with 71 respondents completing and returning the questionnaires. 

 

4.2 Sociodemographic characteristics of the respondents 

The majority of the respondents (71.8%) were married, female (80.3%), and between the 

ages of 25 and 39 (64.8%). They worked in the following units: Pediatrics ward (21.1%), 

Medical ward (19.7%), Intensive care/HDU (18.3%), Accident & emergency (16.9%), 

Out-patient department (12.7%), Surgical Ward (7.0%). More than three-quarters of 

them (80.3%) had received a diploma education. 

Table 2:Sociodemographic characteristics of the respondents 

Variable Category Frequency Valid Percentage % 

Gender Male 14 19.7 

Female 57 80.3 

Age 18-24 8 11.3 

25-39 46 64.8 

40-55 16 22.5 

≥ 56 1 1.4 

Variable Category Frequency Valid Percentage % 

Marital status Single 18 25.4 

Married 51 71.8 

Divorced 1 1.4 

Widowed 1 1.4 

Level of education Certificate 0 0.0 

Diploma 57 80.3 

Bachelors 13 18.3 

Masters and above 1 1.4 

 

Work unit Intensive care/ HDU 13 18.3 

Pediatrics ward 15 21.1 

Surgical ward 5 7.0 

Medical ward 14 19.7 

Accident & emergency 12 16.9 

Out-patient department 9 12.7 

Nursing Management 3 4.2 
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Median Age 30.0 Std. Deviation 8.529 Min. Age 20 Max. Age 58 Range 38.0 

4.2 Nursing related factors influencing implementation of FWR practice in SCRH, 

Kenya. 

Objective one was to investigate nursing-related factors influencing the implementation 

of FWR practice among nurses working in medical and surgical units in SCRH. 

4.2.1 Years of nursing experience 

Majority of the nurses interviewed (60.6%) had an experience of less than five years of 

nursing working in their current role. The rest had 6 -10 years (16.9%), 11-20 years 

(18.3%), and more than 21 years (4.2%) working on their current roles. 

 

Table 3:Frequency table for years of nursing experience current role 

Variable Category Frequency Percentage (%) 

Years of nursing experience 

in current role 

 

≤5 43 60.6 

6-10 12 16.9 

11-20 13 18.3 

≥21 3 4.2 

 

4.2.2 Specialized training apart from basic nursing 

More than half of them (53.5%) had specialized training, while the rest (46.5%) had only 

completed the basic nursing training. Most of the respondents interviewed explained that 

having a specialized training in resuscitation improve self –confidence in performing 

resuscitation family presence. Some participants complained that such training are very 

expensive for most of health care professionals;…It would improve quality of services 

for instance training nurses on BLS and ACLS, although those training are very 

expensive (KII #2)…BLS and ACLS training are very expensive, the county should do 

something about it (KII #1) 
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Table 4:Frequency table for specialized training apart from basic nursing (BLS, 

ACLS) 

Do you have specialized training apart from basic nursing (BLS, ACLS) 

 Frequency (n) Valid Percent (%) 

 Yes 38 53.5 

No 33 46.5 

Total 71 100 

 

4.2.3 Training on FWR practice 

Majority (66.2%) of the respondents had not received training on FWR practice. 33.8% 

of them had received training on how to support family members who choose to see a 

loved one resuscitated. Lack of this training was due to its high cost and most health care 

professionals could not afford, for instance a participant said;…It would improve quality 

of resuscitation although those training are very expensive (KII #2)Some of us just do 

their own things in the name of resuscitation, they should be trained on the right 

resuscitation procedures. (KII 1). BLS and ACLS training are very expensive, the county 

should do something about it (KII #1) 

Table 5:Frequency table showing training on FWR practice 

Do you have training on how to support family who opt to witness loved ones 

resuscitation 

 Frequency (n) Valid Percent (%) 

 Yes 24 33.8 

No 47 66.2 

Total 71 100 
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Figure 3: Pie chart table showing training on FWR practice  

 

4.2.4 Affiliation with professional organization 

Almost half of the participants (47.9%) declared membership in a professional 

association (NNAK or KPNA). The rest (52.1%) had no professional affiliation with any 

organization. This was supported during KII a participant who noted that; .. Majority of 

the newly employed nurses are not sensitized on professional organization and do not 

attend scientific conferences, NNAK leadership should sensitize nurses on its activities 

Table 6:Frequency table showing affiliation with professional organization (NNAK, 

KPNA) 

Are you affiliated with any professional organization (NNAK, KPNA) 

 Frequency (n) Valid Percent (%) 

 Yes 34 47.9 

No 37 52.1 

Total 71 100 

 

YES
34%

NO
66%

YES NO
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4.2.5 Number of times nurses participated in resuscitation in entire nursing carrier 

Most of the nurses (78.9%) had participated in more than ten resuscitations in their entire 

careers. About 11.3% have participated in 1 to 3 resuscitations while 9.9% have 

participated in 4 to 6 resuscitation in their entire nursing career. 

Table 7:Frequency table showing number of resuscitations nurses have taken in 

during their careers 

Variable Category Frequency Valid 

percentage 

(%) 

Number of resuscitations nurses 

have taken in during their careers 

 

 

1-3 8 11.3 

4-6 7 9.9 

7-9 0 0 

˃ 10 56 78.9 

4.2.6 Nurses’  percieved self-confidence in carrying out nursing tasks in the family 

presence 

According to the Family Presence Self-confidence (FPSC) Scale, which was used to 

assess nurses' perceived self-confidence, more than seven out of ten (77.5%) of them 

rated themselves as Quite or very confident. The remainder expressed modest levels of 

confidence (16.9%) and Not very confidence (5.6%). 

Table 8:Frequency table showing nurses’ percieved self-confidence in carrying out 

nursing tasks in the family presence 

Variable Category Frequency Valid percentage 

(%) 

Perceived self-

confidence 

Not at all/ not very 

confident 

4 5.6 

Somewhat confident 12 16.9 

Quite/very Confident 55 77.5 
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Figure 4: Nurses’  percieved self-confidence in carrying out nursing tasksin family 

presence 
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Table 9:Frequency table showing participants’ responses on family presence risk & 

benefit scale 

 

Self- Confidence Scale Not at all/ 

not very 

confident 

Somewhat 

confident 

Quite/ 

Very 

confident 

I could comfortably notify the family 

members present on the progress of 

resuscitation efforts. 

11 

(15.5%) 

10 (14.1%) 50 (70.4%) 

I could administer medication during 

resuscitation efforts in the presence of family. 

10 

(14.1%) 

6 (8.5%) 55 (77.5%) 

I could perform effective chest compressions 

in the presence of the family. 

7 (9.9%) 6 (8.5%) 55 (77.5%) 

I could communicate clearly with 

resuscitation team members in presence of 

family 

10 

(14.1%) 

7 (9.9%) 54 (76.1%) 

I could uphold patients' dignity when they are 

undergoing resuscitation efforts in the family 

member's presence 

7 (9.9%) 2 (2.8%) 62 (87.3%) 

I could recognize family members of the 

patient who behaved appropriately enough to 

be admitted to the resuscitation chamber. 

9 (12.7%) 9 (12.7%) 53 (74.6%) 

I could prepare members of the patient’s 

family to go into the room where their loved 

one is being resuscitation 

12 

(16.9%) 

12 (16.9%) 47 (66.2%) 

I could accompany the family into the 

resuscitation area where their loved one is 

being resuscitated 

14 

(19.7%) 

11 (15.7%) 46 (64.8%) 

I could announce to the resuscitation team 

that there were family members present in the 

resuscitation room.. 

9 (12.7%) 5 (7.0%) 57 (80.3%) 

I could make the patient's family feel at ease 

as they see their loved one being 

resuscitation. 

16 

(22.5%) 

14 (19.7%) 41 (57.7%) 

I could recognize the emotional & spiritual 

requests of the family who choose to witness 

efforts of resuscitation of their kin 

7 (9.9%) 17 (23.9%) 47 (66.2%) 

I could encourage communication between 

patient’s family and their kin being 

resuscitated 

16 

(22.5%) 

8 (11.3%) 47 (66.2%) 

I could delegate responsibilities among the 

resuscitation team members to care for the 

family whose member is being resuscitated 

9 (12.7%) 12 (16.9%) 50 (70.4%) 

I could debrief members of the patient’s 

family following resuscitation of their kin 

5 (7.0%) 11 (15.5%) 55 (77.5%) 

I could coordinate grief follow-up with the 

members of the patient’s family following 

resuscitation of their loved one, if necessary 

9 (12.7%) 13 (18.3%) 49 (69.0%) 
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4. 3 Association between Nursing Related Factors and Implementation of FWR 

Practice 

4.3.2 Multivariate Analysis 

Multivariate analysis was conducted on the variables that showed a significant 

association with the dependent variable. To create a prediction model for using the 

Family Witnessed Resuscitation process, binary logistic regression was used. Binary 

logistic regression was run using the enter method. The Omnibus Tests were statistically 

significant, showing that the model’s three predictor variables collectively influenced the 

dependent variable - implementation of Family Witnessed Resuscitation (X2 =21.360, df 

=4, p<.001).  

Nagelkerke’s R2 showed that the modeled variables contributed 34.6% of the variance in 

the implementation of Family Witnessed Resuscitation. The Hosmer and Lemeshow 

Tests were statistically insignificant (X2 =1.795, df =5, p =.877). This demonstrated that 

the model is indeed matched the the data. The model has a sensitivity of 77.1% and a 

specificity of 69.4%. It correctly predicted 77.1% of cases for having implemented 

Family Witnessed Resuscitation and correctly classified 69.4% cases for not 

implementing. This translates into an overall prediction score of 73.2%. The Wald 

criterion demonstrated that two of the three variables: specialized training (p =.033) and 

training on Family Witnessed Resuscitation (p =.017), contributed significantly to the 

model. According to the odds ratio value, nurses with advanced specialized training in 

nursing other than nursing were 3.3 times more likely to practice FWR than those without 

any further training. Those trained on Family Witnessed Resuscitation were 4.4 times 

more likely to implement than those with no training on the same. It is worth noting that 

advanced specialized training and Family Witnessed Resuscitation training were not 

correlated.  
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Perceived self-confidence did not significantly contribute to the model as a whole, but 

there was a significant difference between groups. When compared to those who were 

somewhat confident, those who were Quite/Very confident were 4.6 times more likely 

to perform FWR. 

 

Table 10:Omnibus Tests of Model Coefficients 

Omnibus Tests of Model Coefficients 

 Chi-square df Sig. 

Step 1 Step 21.360 4 .000 

Block 21.360 4 .000 

Model 21.360 4 .000 

 

Table 11:Model Summary 

Model Summary 

Step -2 Log likelihood Cox & Snell R Square Nagelkerke R Square 

1 77.053a .260 .346 

Estimation terminated at iteration number 20 because maximum iterations have been 

reached. Final solution cannot be found. 

 

 

Table 12:Hosmer and Lemeshow Test 

Hosmer and Lemeshow Test 

Step Chi-square df Sig. 

1 1.795 5 .877 
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Table 13:Classification Table a 

Classification Tablea 

 

Observed 

Predicted 

 

 Ever asked relatives to 

witness resuscitations 

Percentage Correct  Yes No 

Step 

1 

Ever invited 

Family to be 

Present During 

Resuscitation 

 

Yes 27 8 77.1 

No 11 25 69.4 

Overall Percentage   73.2 

a. The cut value is .500 

Variables in the Equation 

 B S.E. Wald df Sig. Exp(B) 

95% C.I.for 

EXP(B) 

Lower Upper 

Step 

1a 

Advanced 

specialized 

training 

apart from 

basic 

nursing(1) 

-1.189 .557 4.557 1 .033 .304 .102 .907 

Training 

on 

FWR(1) 

-1.486 .622 5.703 1 .017 .226 .067 .766 

FPSC 

Summary 

Group 

  

4.216 2 .121 

   

FPSC 

Summary 

Group(1) 

21.415 19664.927 .000 1 .999 1996340153.613 .000 . 

FPSC 

Summary 

Group(2) 

1.598 .778 4.216 1 .040 4.942 1.075 22.71

3 

Constant .743 .456 2.658 1 .103 2.103   

a. Variable(s) entered on step 1: Specialized training apart from basic nursing, Training 

on FWR, FPSC Summary Group. 

 

4.3.1 Bivariate Analysis 

The first study objective was to investigate nurse-related factors that influence the 

carrying out of FWR among nurses working in medical and surgical units. When nurse-

related factors were run on chi-square test of independence, it revealed a significant 
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association between implementation of FWR Practice and the following independent 

factors: advanced specialized training (X2 =4.125, df =1, p =.042), training on Family 

Witnessed Resuscitation (X2 =6.728, df =1, p =.009), and nurse’s perceived self-

confidence (X2 =8.060, df =2, p* =.010). Years of nursing experience, membership in 

professional organizations, and the number of times respondents took part in the 

resuscitation process were found to be independent of FWR Practice. 

The study had two hypotheses; (i) there is no statistically significant relationship between 

years of nursing experience in the current role and the implementation of FWR practice. 

(ii) there is no statistically significant relationship between training of nursing staff and 

the implementation of FWR practice. The researcher rejected the first null hypothesis 

because there was no significant association between years of nursing experience and 

implementation of implementation of FWR practice (X2 =2.401, df =3, p* =.540). The 

researcher failed to reject the second null hypothesis because there was significant 

association between specialized training and implementation of family witnessed 

resuscitation (X2 =4.125, df =1, p =.042). 
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Table 14:Cross tabulation and chi square showing association between nursing 

related factors and implementation of FWR practice 

Variable Category Implementation of FWR p-value 

Yes No 

Years of nursing 

experience in 

current role 

 

≤5 21 (48.8%) 22 (51.2%) X2 =2.401 

df =3 

p* =.540 
6-10 8(66.7%) 4(33.3%) 

11-20 5(38.5%) 8(61.5%) 

≥21 1(33.3%) 2(66.7%) 

 

Advanced 

specialized 

training apart 

from basic 

nursing (BLS, 

ACLS, etc.) 

Yes 23 (60.5%) 15(39.5%) X2 =4.125 

df =1 

p =. 042 
   

No 12(36.4%) 21(63.6%) 

Training on 

Family 

Witnessed 

Resuscitation 

Yes 17(70.8%) 7(29.2%) X2 = 6.728 

df =1 

p =.009 
No 18(38.3%) 29(61.7%) 

Affiliation to 

professional 

organization 

(NNAK, KPNA) 

Yes 19(55.9%) 15(44.1%) X2 =1.132 

df =1 

p =.287 
No 16(43.2%) 21(56.8%) 

 

Number of times 

participated in 

resuscitation in 

entire career 

1-3 3(37.5%) 5(62.5%) X2 =4.544 

df =2 

p* =.103 

 

 

 

 

4-6 1(14.3%) 6(85.7%) 

7-9   

˃= 10 31(55.4%) 25(44.6%) 

 

 

Perceived self 

confidence 

 

Not at all/ Not 

very confident 

0 (0.0%) 4(100.0%) X2 =8.060 

df =2 

 

p* =.010 
Somewhat 

confident 

3 (25.0%) 9(75.0%) 

Quite/ Very 

confident 

32 (58.2%) 23(41.8%) 

 

 

Perceived Risks 

and Benefits 

(FPR & B Scale) 

Strongly Disagree 

& Disagree 

(Perception of 

more risk & fewer 

benefits) 

0(0.0%) 2(100.0%) X2 =3.171 

df =2 

p*=.205 

Neutral 20(57.1%) 15(42.9%) 

Agree & Strongly 

Agree 

(Perception of 

15(44.1%) 19(55.9%) 
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more benefits & 

fewer risks) 

*Denotes Fishers Exact Test  

 

4.4. Perceived Benefits of Family Witnessed Resuscitation Practice 

Objective two of the study was to identify the perceived benefits of FWR practice among 

the licensed nurses in medical and surgical units. To accomplish this goal, the 

respondents were asked to answer questions regarding the perceived risks and benefits 

of FWR using a Likert scale. According to this study, the majority of nurses (83.1%) 

stated that families should be given the option of being there while a loved one is being 

resuscitated. 70.4% believed that by performing the resuscitation in the family's 

presence, the resuscitation team would forge a strong bond with those who witnessed the 

procedure. 

Most of the respondents (81.7%) felt that family members that observe the process of 

resuscitation would recognize the efforts of healthcare professionals. At the same time, 

73.2% of the study's participants said that having family members around would help 

them accept the loss of a relative. This was affirmed during KII where a participant noted 

that: … If you have been with the family throughout the journey, it would be a little easier 

to communicate death. 

Majority (83.1%) of the respondents believed that the family would accept that 

everything possible was done to save the life of their loved ones. This was affirmed 

during key informant interview where respondents reported; …in our hospital the rooms 

are so small that cannot accommodate so many people, but mother is always present to 

see whatever you are doing (KII1). Some patient are usually in critical conditions and 

for you to know information about them you will call the relatives to be able to give you 

more history about the illness.  
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71.8% of the respondents believed that family would have a better process of grieving 

when they witness the resuscitation of their kin. At the same time, less than half (49.3%) 

of the nurses interviewed thought that the family presence would reduce post-traumatic 

stress disorder. This finding was affirmed during interview when a respondent noted that: 

…If you have been with the care giver throughout the journey, it would be a little easier 

to communicate death,… the mother was always present to see what you were doing (KII 

1) 

Most of the respondents (81.7%) believed that family presence during resuscitation 

should constitute patient and family-centered care. Slightly more than half (52.1%) 

agreed that family members of the patients from the unit they work prefer being present 

during the process of resuscitation. 

The majority of respondents concurred that having family present during resuscitation 

will increase patient and family satisfaction with nursing care (73.2%) and nurse 

satisfaction with providing the best possible patient and family-centered care (77.5%). 

Overall, 47.9% of the respondents had a perception of more benefits and fewer risks of 

FWR practice. 

4.5 Perceived Risks of Family Witnessed Resuscitation Practice 

Objective three was to establish perceived risks of FWR practice among nurses in 

medical-surgical units. Additionally, data on the perceived risks and advantages of the 

FWR practice were collected using Likert scale questions. The scale had 9-point 

questions designed to give the perceived risks among nurses.  

The majority of respondents (78.9%) thought that families would get frightened out if 

they were given the chance to watch their loved ones be resuscitated. At the same time, 

more than half (57.7%) of the respondents agreed that watching the resuscitation 

procedure would have a negative emotional impact on the family. More than half of the 
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respondents (63.4%) agreed that that the process of resuscitation could be traumatic to 

the family. About half of them (50.7%) affirmed that the unit where they work usually 

lacks a designated person to support the family whose members who opt to witness their 

kin’s resuscitation. This was affirmed during key informant interview where respondents 

highlighted that the departments where they work were not adequately staffed and did 

not have a designated individual to guide the family through the resuscitation procedure 

and provide assistance to those family members who decided to watch the procedure. 

One respondent noted:…We don’t have that extra person to explain the resuscitation to 

the family, they are not medics to understanding medical procedures (KII4). With this 

shortage of nurses where will you get that extra person to care for the family? Imagine 

you are one nurse on duty, the priority is the patient 

Some sections (43.7%) thought that family members present would scrutinize the 

resuscitation process, disrupt the resuscitation process (38.0%).This was supported by 

one participants who noted that; …So relatives could be medics and would even want to 

instruct you on what to do. (KII1). Some relatives will not understand whatever you are 

doing for example performing cardiopulmonary resuscitation (KII1) 

A section of the respondents (31.0%) had opinion that the practice would make the 

resuscitation team uncomfortable and not function optimally. 26.8% respondents thought 

that the family present during resuscitation could file lawsuit against healthcare 

professionals. For instance one key informant said; when family are kept away they would 

think that the healthcare professionals did not do their job well and sue them. Some patient 

are usually in critical conditions and for you to know information about them you will 

call the relatives to be able to give you more history about the illness. Sometimes the 

healthcare workers take the blame that they do not do much to help the client (KII2). 
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Additionally, close to a third of them (28.2%) felt that patients would not prefer that their 

family be present for the period of resuscitation. Overall, 2.8% of them had a perception 

of more risks and fewer benefits of FWR practice. 

 

Table 15:Frequency table showing participants’ responses on family presence risk 

& benefit scale 

Risk-Benefit Scale Disagree/ Strongly 

disagree 

Neutral Strongly agree/Agree 

Family members ought to be offered a 

choice to be present during the resuscitation 

of their loved one. 

4 (5.6%) 8 (11.3%) 59 (83.1%) 

Family members will panic when they are 

present when their member is being 

resuscitated. 

3 (4.2%) 12 (16.9%) 56 (78.9%) 

Family members will suffer long term 

emotional effects when they witness 

resuscitation. 

12 (16.9%) 18 (25.4%) 41 (57.7%) 

The resuscitation team would form a 

stronger bond with family members who 

chose to see the procedure than with those 

who do not. 

9 (12.7%) 12 (16.9%) 50 (70.4%) 

Family members who witness the 

resuscitation process would recognize the 

efforts of healthcare professionals 

5 (7%) 8 (11.3%) 58 (81.7%) 

Family members who are present would 

scrutinize the resuscitation process 

14 (19.7%) 26 (36.6%) 31 (43.7%) 

Patients wouldn't want family members 

around while they were being resuscitated 

22 (31%) 29 (40.8%) 20 (28.2) 

The death of their loved one would be 

accepted by the family members who attend 

during resuscitation. 

2 (2.8%) 17 (23.9%) 52 (73.2%) 

Family members who observe futile 

resuscitation attempt would have a better 

process of grieving 

9 (12.7%) 11 (15.5%) 51 (71.8%) 

Members of the family experience trauma 

when their loved ones are around during 

resuscitation. 

10 (14.1%) 16 (22.5%) 45 (63.4%) 

When present, family members would 

interfere with resuscitation efforts. 

17 (23.9%) 27 (38%) 27 (38%) 

Family members' presence in resuscitation 

lowers the risk of developing post-traumatic 

stress disorder. 

15 (21.1%) 21 (29.6%) 35 (49.3%) 
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Family members who observe the 

resuscitation process are likely to file a 

lawsuit. 

28 (39.4%) 24 (33.8%) 19 (26.8%) 

The likelihood of getting post-traumatic 

stress disorder is reduced when family 

members participate in resuscitation. 

24 (33.8%) 25 (35.2%) 22 (31%) 

Family members who see their loved one 

resuscitated accept that all efforts were 

made to preserve their lives. 

2 (2.8%) 10 (14.1%) 59 (83.1%) 

Family members of the patients from the 

unit I work with prefer being present during 

the process of resuscitation. 

8 (11.3%) 26 (36.6%) 37 (52.1%) 

The presence of family when a loved one is 

undergoing resuscitation is beneficial to 

patients. 

18 (25.4%) 23 (32.4%) 37 (2.1%) 

The unit where I work usually lacks a 

designated person to offer support to the 

family during their loved ones resuscitation. 

8 (11.3%) 26 (36.6%) 37 (52.1%) 

FWR should constitute patient and family-

centered care 

4 (5.6%) 9 (12.7%) 58 (81.7%) 

FWR would raise ratings of patient 

satisfaction with nursing care 

6 (8.5%) 13 (18.3%) 52 (73.2%) 

FWR would raise ratings of family 

satisfaction with nursing care. 

2 (2.8%) 14 (19.7%) 55 (77.5%) 

Practicing FWR would increase ratings of 

nurse satisfaction with patient- and family-

centered care. 

4 (5.6%) 12 (16.9%) 55 (77.5%) 

 

4.6 Implementation of Family Witnessed Resuscitation Per Department 

Overall, the implementation of FWR among medical-surgical nurses was 49.3%, 35 out 

of 71 nurses reported that they had implemented the practice. Of the 35 nurses who had 

ever implemented FWR, the highest practice was in the pediatric Ward (28.6%) and 

Medical Ward (22.9%). Accident & Emergency (20%), and Intensive Care/HDU 

(17.1%). The outpatient department (5.7%) and Surgical Ward (5.7%) reported the 

lowest adoption rates. 
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Table 16:Implementation of Family Witnessed Resuscitation per Department 

Work Unit 

Ever Invited Family to be Present 

During Resuscitation 

Total Yes No 

Intensive Care/ HDU 6(17.1%) 7(19.4%) 13(18.3%) 

Surgical Ward 2(5.7%) 3(8.3%) 5(7.0%) 

Medical Ward 8(22.9%) 6(16.7%) 14(19.7%) 

Pediatric Ward 10(28.6%) 5(13.9%) 15(21.1%) 

Accident & Emergency 7(20%) 8(22.2%) 15(21.1%) 

Out-patient Department 2(5.7%) 7(19.4%) 9(12.7%) 

Total 35(100.0%) 36(100.0%) 71(100.0%) 

 

 
Figure 5: Implementation of Family Witness Resuscitation per department 

 

4.7 Nurses Preferences 

When questioned about their preferences, the majority of nurses (69.0%) said they 

preferred family members to be present during resuscitation. Furthermore, 38.0% of the 

respondents confirmed that they had ever been in the room while a family member was 

being revived. Almost eight out of ten respondents (78.1%) agreed that advance 

directives should include a decision about family presence. When asked who, in their 
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opinion, ought to be making that choice, 60.6% of respondents said the resuscitation team 

as a whole. The rest affirmed that it should be decided by the patient's family (11.3%), 

the nurse (9.9%), or the doctor (4.2%), and thought that the patient should make the 

decision before resuscitation (14.1%). 

Table 17:Frequency table showing nurses preferences on family witnessed 

resuscitation 

Variable Category Frequency Percentage (%) 

Would like member of your 

family to be there if you were 

to be resuscitated 

Yes 49 69.0 

No 22 31.0 

Have you ever been in the 

room when a loved one was 

being revived 

Yes 27 38.0 

No 44 62.0 

The attendance of a family 

member during resuscitation 

should be decided beforehand. 

Yes 56 78.9 

No 15 21.1 

Who gets to decide if the 

family should be there when 

the patient is being 

resuscitated. 

Patient (in 

advance) 

10 14.1 

Nurse 7 9.9 

Doctor 3 4.2 

Patient’s Family 8 11.3 

Jointly by 

resuscitation team 

43 60.6 

 

When respondents’ perceived risks and benefits were computed from Family Presence 

Risk and Benefit Scale, it revealed that 47.9% of them had a perception of more benefits 

& fewer risks (Agree & Strongly Agree). Nearly half (49.3%) had a neutral perception, 

and 2.8% of them had a perception of more risks & fewer benefits (Disagree & Strongly 

Disagree). 

In overall, the perception of  self-confidence in performing resuscitation in family 

presence revealed that 77.5% of the respondents  are quite/very confident, 16.9% were 

somewhat confident and 5.6% were not at all/ not very confident. 

Family witnessed resuscitation practice was introduced over two decades ago. However, 

the concept appeared new among many participants in this study. This practice has been 
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recommended by various professional bodies, the respondents in this study are yet to 

optimally implement the concept.  

This study has demonstrated that nurses participate in most of the resuscitations 

procedures. Majority of the nurses (78.9%) had participated in more than ten 

resuscitations in their entire careers. Meaning, medical-surgical nurses have perfect 

opportunity to implement FWR practice. However, the study found no statistical 

relationship in number of times respondent participated resuscitation attempts and the 

implementation of FWR practice. This differs from a study by Chapman (2013) in 

Melbourne Australia, which revealed that clinically experienced nurses that had 

previously participated in more resuscitation events in family presence favored the 

practice than their less experienced counterparts. 

In their current roles, the majority (60.6%) of the medical-surgical nurses who were 

interviewed had less than five years of nursing experience. The rest had 6 -10 years 

(16.9%), 11-20 years (18.3%), and more than 21 years (4.2%) working on their current 

roles. The study found no correlation between the use of FWR practice and the number 

of years of nursing experience. This finding conflicts with that of research done in 

Kentucky by Tudor et al., (2014) which showed that nurses that had 11 to 20 years of 

nursing experience in resuscitation performed resuscitation with confidence with 

patient’s family members around. 

This study has shown that about half (53.5%) of the respondents had specialized training, 

while the rest (46.5%) had only completed the basic nursing training. This variable 

showed a correlation with FWR when it was run in chi square (p =.042). 

FWR practice was performed 3.3 times more frequently by nurses who had additional 

training than those who did not. This result resembles that of Kentucky's Tudor et al. 

(2014) which showed that nurses with specialized training voluntarily gave family a 
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chance to observe resuscitation of their kin. Similar findings were also demonstrated by 

Gordon et al., (2011) which revealed in a study that specialized training on resuscitation 

influences the acceptance of FWR practice.  

One-third (33.8%) of the respondents reported that they had received training on how to 

support family who opt to watch the resuscitation of their kin. According to the study, 

that attribute and the use of the family-witnessed resuscitation procedure are related. 

According to the study, this variable and the performance of the FWR were related. 

Compared to nurses who had not received any training, those who had it were 4.4 times 

more likely to put the practice into practice.. According to De Robertis et al., (2017), 

there is need for training of nurses on FWR for the practice to accepted. 

The participants' affiliation with professional groups like NNAK and KPNA was 

confirmed by nearly half of them (47.9%). The rest (52.1%) had no professional 

affiliation with any organization. It was determined that professional affiliation had no 

bearing on how FWR was applied. This finding contradicts Tudor et al.'s (2014) finding 

that nurses who were members of professional organizations were more likely to permit 

family members to be present in the room where their loved ones were receiving 

resuscitation. This could be as a result of majority of the respondents in the study are not 

being members of professional organizations and do not attend scientific conferences in 

which research findings, journals and evidence based practices are shared among 

members.  

When their perceived self-confidence was assessed it revealed that more than three-

quarters (77.5%) of them were Quite/very Confident in carrying out resuscitation in the 

family presence. When this variable was run in X2, the perception of quite/ very confident 

was found to be associated with the carrying out of FWR practice (p = 0.010). Family-

watched resuscitation was used 4.9 times more frequently by nurses who were quite/very 
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confident than by nurses who were somewhat confident. A study in Korea by Kim and 

Kim (2016) demonstrated that a greater levels of perception self-confidence among nurse 

was strongly with the willingness to offer family a chance to observe resuscitation of 

their kins. The acceptance of FWR practice is strongly related with capability to 

confidently carry out resuscitation when the relatives are in attendance (Gordon et al., 

2011; Mclean et al., 2016; Tudor et al., 2014) 

When respondents’ perceived risks and benefits were computed from Family Presence 

Risk and Benefit Scale, it revealed that 47.9% of them had a perception of more benefits 

& fewer risks (Agree & Strongly Agree) and 2.8% of them had a perception of more risks 

& fewer benefits (Disagree & Strongly Disagree).This study established that most of the 

nurses (81.7%) believed that family members who witness the resuscitation would 

recognize the efforts of healthcare professionals. This is similar with other studies which 

have shown that the family presence reduces the fear and anxiety levels about what could 

happen to a loved ones in their absence and also provide a platform in which they 

communicate vital information to healthcare professionals about the patient. (Leske, 

McAndrew, & Brasel, 2013; O’Connell et al., 2017).  

Majority (73.2%) of the respondents believed that offering the family a chance to observe 

a loved one’s resuscitation would make them accept the demise of their member. This is 

similar to results of a study by Beer and Moleki (2012) which showed that witnessed 

resuscitation facilitates grieving, promote healing process and closure. In certain 

instances, the family presence facilitated closure in case of a futile resuscitation attempt  

(Porter et al., 2014; Tudor et al., 2014).  

71.8% of those took part in this study asserted that when family watch resuscitation,  they  

have a better process of grieving. This is similar to the findings documented by Mclean 

et al., (2016) and Porter et al., (2017) which established that giving the family a chance 
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to be in attendance during a loved one’s resuscitation significantly helped the family in 

their process of grieving thereafter. This could be because it brings reality to the situation 

thus reducing prolonged denial period. 

Most (83.1%) of the respondents reported that when the family is allowed to witness their 

loved one, it would give them an opportunity to see that all that was possible was done 

in attempt to save their kin’s ones. Tudor et al., (2014) found similar outcome in a study 

in which it was demonstrated that the presence of patient family reassures them that the 

healthcare teams have done everything possible to save their loved one. The presence of 

the family gives them a better understanding of what transpired during the resuscitation 

process.  

Less than half (49.3%) of the nurses interviewed believed that family members observing 

a kin’s resuscitation reduces post-traumatic stress disorder. Similar findings were found 

in UK where a research study showed a reduction in the occurrence of PTSD symptoms 

(Jabre et al., 2013). This is due to the fact that it lessens tension because they felt like 

they were there when they were most needed. 

Regarding the risks of FWR practice, 43.7% of those who took part in the study thought 

that family would scrutinize the resuscitation process. This could be due to the feeling 

by the resuscitation team that their work was beings scrutinized. The family member may 

also be knowledgeable of the process hence analyses the resuscitations teams 

performance. 

Nearly half (57.7%) of the respondent believed that family may suffer long-term 

emotional effects when they witness the resuscitation process. 63.4% of the respondents 

reported that the witnessed resuscitation could be traumatic to the family. Similar finding 

were reported by Beer and Moleki (2012) which showed that witnessed resuscitation 

could traumatize the family. Physical and emotional concerns among family have been 
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raised following their attendance of the resuscitation. On the other hand, a study by Jabre 

et al. (2013) found that family members who were not present during the loved one's 

resuscitation had a considerably greater frequency of PTSD symptoms. Compared to 

those who did not, families who watched resuscitation fared better. Regarding disruption 

of the resuscitation process, 38.0% of those who took part in believed that family would 

interfere with resuscitation procedure. This is lower than what Beer and Moleki (2012) 

found in a study in Kingdom of Saudi Arabia in which 90% of the respondents felt that 

family would hamper the resuscitation process. This difference could be due higher 

number of participants in this study who perceived more benefits than risks regarding 

FWR practice.  

About a quarter (26.8%) of the respondent believed that the family presence could lead 

to law lawsuit. When the respondents were asked whether the family presence would 

make the resuscitation team uncomfortable, 31% of them reported that the resuscitation 

team would be uncomfortable and not function optimally. This is lower than the finding 

by Beer and Moleki (2012) which reported that 84.2% of the participant indicated that 

FWR practice would increase levels of among the resuscitation team. 

Half (50.7%) of the respondents affirmed that the unit where they work usually lacks a 

chosen individual to assist the family whose member is receiving resuscitation. This is 

similar to the findings by Powers and Reeve (2020) who noted that absence of designated 

family support person was a hindrance to implementation of family witnessed 

resuscitation practice. Gordon et al. (2011) obtained reliable results that demonstrated 

the need for more workers to assist the family and respond to their inquiries about the 

resuscitation procedure.  
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 CHAPTER FIVE-  

SUMMARY, CONCLUSION, AND RECOMMENDATION 

5.1 Summary 

This study’s goal was to investigate nurse-related factors influencing implementation of 

FWR practice, identify perceived benefits and establish perceived risks of FWR practice 

among nurses offering nursing care in medical and surgical departments. The study 

targeted licensed nurses currently working in medical-surgical units of SCRH. This was 

a cross-sectional analytical study design. The data was collected using qualitative as well 

as quantitative techniques, and the conclusions were triangulated. Self-administered 

questionnaires and KII was used to obtain data from participants. The study aimed to 

recruit 75 registered nurses. 71 respondents filled the questionnaires, the response rate 

was 94.7%. Out the target population 4 participants did not return the questionnaires.  

When nursing-related factors were run on chi-square test of independence, it revealed a 

significant association between implementation of FWR Practice and advanced 

specialized training (X2 =4.125, df =1, p =0.042), training on Family Witnessed 

Resuscitation (X2 =6.728, df =1, p =0.009) and nurse’s perceived self-confidence (X2 

=8.060, df =2, p =0.010). Implementation of FWR Practice proved to be independent of 

years of nursing experience, affiliation to professional organizations, and the number of 

times respondents took part in the resuscitation process. 

Multivariate analysis was performed on the factors that had a significant correlation with 

the dependent variable. To create a prediction model for using the FWR practice, binary 

logistic regression was used. The Omnibus Tests were statistically significant, showing 

that the model’s three predictor variables collectively influenced the dependent variable 

- implementation of Family Witnessed Resuscitation (X2 =21.360, df =4, p<0.001). The 

model has a sensitivity of 77.1% and a specificity of 69.4%. It correctly predicted 77.1% 
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of cases for having implemented Family Witnessed Resuscitation and correctly classified 

69.4% cases for not implementing. This translates into an overall prediction score of 

73.2%.  

The Wald criterion demonstrated that two of the three variables: specialized training (p 

=.033) and training on Family Witnessed Resuscitation (p =0.017), contributed 

significantly to the model. The adjusted odds ratio value indicates that nurses who had 

specialized training apart from basic nursing had a 3.3 times greater likelihood of 

implementing FWR compared to those who received no additional training. (OR=3.28, 

95% CI 1.10-9.80). Those trained on Family Witnessed Resuscitation were 4.4 times 

more likely to implement than those with no training on the same (OR=4.42, 95% CI 

1.35-14.92). It is worth noting that specialized training and Family Witnessed 

Resuscitation training were not correlated.  

Perceived self-confidence did not significantly contribute to the model as a whole, but 

there was a significant difference between groups. Compared to nurses who were 

somewhat confident, those who were quite/very confident performed FWR 4.9 times 

more frequently (OR=4.94, 95% CI 1.07-22.71). 

 

5.2 Conclusion 

The implementation of FWR among medical-surgical nurses at SCRH is at 49.3% as 35 

out of 71 participants reported they had invited family to be present during resuscitation. 

This concept appeared new among many participants despite having been introduced 

over a decade ago. Findings of this study shows that an association between 

implementation of family witnessed resuscitation practice and specialized training other 

than basic nursing, training on Family Witnessed Resuscitation and nurse’s perceived 

self-confidence.  
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In comparison to nurses without any additional training, those with specialized training 

outside of nursing had a 3.3-fold higher likelihood of implementing FWR (OR=3.28, 

95% CI 1.10-9.80). Family Witnessed Resuscitation training increased implementation 

rates by 4.4 times compared to individuals who did not get it (OR=4.42, 95% CI 1.35-

14.92).When nurses perceived risks and benefits were computed from Family Presence 

Risk and Benefit Scale, it revealed that 47.9% of them had a perception of more benefits 

& fewer risks (Agree & Strongly Agree). Using the Family Presence Self-confidence 

(FPSC) Scale to gauge the nurses' perceived self-confidence, the study found that more 

than seven in ten (77.5%) of them were Quite/Very Confident in doing resuscitation in 

family presence. The odds of implementing FWR were 4.9 times higher for nurses who 

felt quite/very confident than for those who felt somewhat confident (OR=4.94, 95% CI 

1.07-22.71). 

 

5.3 Recommendation 

The county government to facillitate and specialized training on BLS and ACLS among 

medical-surgical nurses to improve their resuscitation skills and to maximize the practice 

of FWR. 

The hospital to organise continous medical education among medical-surgical nurses to 

create awareness on how to support the family who opt to witnessed the resuscitation 

attempt of their loved ones in the context of patient- and family-centered care and 

improve implementation of FWR practice from current 49.3%. 

The medical-surgical nurse are to improve their  perceived self-confidence in carrying 

out resuscitation through advanced education, attending professional scientific 

conferences, seminars and workshops. 
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Hospitals to put in place institutional policies and guideline on implememtation of family 

witnessed resuscitation. 
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Appendix I: Consent Form 
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Appendix II: Self-Administered Questionnaire 

SECTION A 

DEMOGRAPHIC DATA 

1. Gender   Male    Female 

   

2. How old are you?   

  

3. Marital status:   Single     Married   

Divorced    Widowed 

 

4. Level of education:  Certificate  Diploma   

     Bachelors   Masters and above 

 

5. Work unit:  Intensive care/ HDU   Surgical ward  

    Medical ward    Pediatrics ward 

Accident & emergency  Out-patient department 

   

SECTION B 

NURSING RELATED FACTORS 

6. Years of nursing experience in current role 

 

7. Do you have specialized training apart from basic nursing (BLS, ACLS)  

Yes    No  

 

8. Do you have any training on how to support patient’s family member who opt to 

witness the resuscitation of their loved one? 

Yes    No 

 

9. Affiliated with any professional organization (NNAK, KPNA) 

Yes    No  

10. How many times have you participated in resuscitation in your entire career? 
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11. Have you ever invited a member of the patient's family to see when you were 

performing resuscitation? 

Yes      No  

     

12. Number of  times you invited patient’s family to see when you were performing 

resuscitation during your entire nursing career 

  

13. Have you ever been in the room when your relative was being resuscitated? 

Yes     No  

 

14. Decisions on whether a member of patient's family should be present during 

resuscitation should be made in advance. 

Yes      No 

 

15. Who should make decision on FWR? (Choose one option) 

 

Patient (in advance)   Yes    No 

Nurse     Yes    No 

Doctor    Yes    No 

Family    Yes    No 

Jointly by resuscitation team. Yes   No 
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SECTION C - PERCEIVED SELF-CONFIDENCE 

 Using a tick (√) 

rate your level 

of confidence in 

the 

performance of 

the listed 

nursing 

procedures in 

resuscitation 

effort in the 

presence of 

family. 

Not at all 

Confident 

Not Very 

Confident 

Somewhat 

Confident 

Quite 

Confident 

Very 

Confident 

17. I could 

comfortably 

notify family on 

the progress of 

resuscitation 

efforts. 

     

18. I could 

administer 

medication 

during 

resuscitation 

efforts in the 

presence of 

family. 

     

19. I could perform 

effective chest 

compressions in 

the presence of 

the family. 

     

20. I could 

communicate 

clearly with 

resuscitation 

team members in 

presence of 

family 

     

21. I could uphold 

patients' dignity 

when they are 

undergoing 

resuscitation 

efforts in the 

family member's 

presence. 
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22. I was able to 

recognize family 

members of the 

patient who 

behaved 

appropriately 

enough to be 

admitted to the 

resuscitation 

chamber. 

     

23. I could prepare 

members of the 

patient’s family 

to go into the 

room where their 

loved one is 

being 

resuscitation. 

     

24. 

 

I could 

accompany the 

family into the 

resuscitation area 

where their loved 

one is being 

resuscitated. 

     

25. I may inform the 

resuscitation 

team that the 

patient's family 

members were 

there in the room 

while the patient 

was being 

undertaken 

     

 Using a tick (√) 

rate your level 

of confidence in 

the 

performance of 

the listed 

nursing 

procedures in 

resuscitation 

effort in the 

presence of 

family. 

Not at all 

Confident 

Not Very 

Confident 

Somewhat 

Confident 

Quite 

Confident 

Very 

Confident 
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26. I could make the 

patient's family 

feel at ease as 

they see their 

loved one be 

revived. 

     

17. I could recognize 

the emotional & 

spiritual requests 

of the family who 

choose to witness 

efforts of 

resuscitation of 

their kin. 

     

28. I could 

encourage 

communication 

between patient’s 

family and their 

kin being 

resuscitated 

     

29. I could delegate 

responsibilities 

among the 

resuscitation 

team members to 

care for the 

family whose 

member is being 

resuscitated  

     

30. After the 

patient's family 

members were 

resuscitated, I 

could give them a 

report. 

     

31. I could organize 

grief follow-up 

with the 

members of the 

patient’s family 

following 

resuscitation of 

their loved one, if 

necessary. 
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SECTION D – PERCEIVED RISKS AND BENEFITS 

Using a tick (√) please rate the 

statement that best represents 

your opinion. 

Strongly 

Disagree 

Disagree Neutral 

 

Agree 

 

Strongly 

Agree 

32. Family members should 

have the option of watching 

the resuscitation of their 

loved one. 

     

33. Family members will panic 

when they are present when 

their member is being 

resuscitated. 

     

34. There will be long term 

suffering of emotional 

effects when they witness 

the resuscitation process 

     

35. There will be a close 

association between 

resuscitation team and 

family who choose to 

witness the resuscitation 

process than those who do 

not. 

     

36. Family members who 

witness the resuscitation 

process would recognize the 

efforts of healthcare 

professionals. 

     

37. 

 

Family members who are 

present would scrutinize the 

resuscitation process. 

     

38. Patients might not want 

their loved ones present 

while they are being 

resuscitated. 

     

39. The death of their loved one 

would be accepted by the 

family members who saw 

resuscitation. 

     

40. Family members who 

observe resuscitation 

attempt would have a better 

process of grieving. 

     

41. The presence of the family 

for the duration of 

resuscitation is traumatic to 

the family members 
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42. There will be disruption of 

resuscitation process by 

family the when they are in 

attendance during 

resuscitation. 

     

 Using a tick (√) rate the 

statement that best 

represents your opinion. 

Strongly 

Disagree 

Disagree Neutral Agree Strongly 

Agree 

43. There is reduction of post-

traumatic stress disorder 

when family observe there 

kin’s observe resuscitation 

     

44. Family members who 

observe the resuscitation 

process are likely to file a 

lawsuit. 

     

45. There would be discomfort 

and hindrance of optimal 

functioning by resuscitation 

team when family member 

observe resuscitation 

attempt 

     

46. Family who witness the 

resuscitation of their 

member accept that all that 

was possible was done to 

preserve loved ones’ life. 

     

47. My coworkers' families 

prefer to be there when the 

patient is being resuscitated. 

     

48. The presence of family 

when a loved one is 

undergoing resuscitation is 

beneficial to patients. 

     

49. The unit where I work 

usually lacks a designated 

person to offer support to 

the family whose member is 

being resuscitated. 

     

50. Family involvement during 

CPR should be considered 

patient and family-centered 

treatment. 

     

51. Presence of family during 

resuscitation would raise 

ratings of patient 

satisfaction with nursing 

care. 
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52. Family satisfaction with 

nursing care would increase 

in FWR 

     

53. FWR would make nurses 

more likely to be rated as 

providing excellent patient 

and family-centered care. 

     

 

 

Courtesy of Twibel et al, (2008)  
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Appendix III: Key Informant Interview Guide 

1. What nursing-related elements do you believe play a role in the decision to allow 

a patient's family to be present during resuscitation of a loved one? 

 

2. What are the main justifications for inviting a family member to watch when their 

loved one’s resuscitation? 

 

 

3. What are the justifications for not inviting a family member to see their loved one 

undergo resuscitation? 

 

Courtesy of Twibel et al, (2008) 

 

 

 Thank you for your responses  
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Appendix IV:  Approval Letter For Data Collection Tool 

 

 



 

83 

  

Appendix V: Emergency Nurses Association Practice Guideline 
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Appendix VI: American Association of Critical Care Nurses Practice Alert 

  



 

85 

  

Appendix VII: European Federation Approval of FWR Practice 
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Appendix VIII: American Heart Association Recommendation of FWR Practice 
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Appendix IX: ERC Certificate 
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Appendix X: Introduction letter to NACOSTI 
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Appendix XI: NACOSTI LICENSE  

 

 

 

  



 

90 

  

Appendix XII: Siaya County Referral Hospital Permit 
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Appendix XIII: Siaya County Government Permit 
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Appendix XIV: County Director of Education Permit 
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Appendix XV: County Commissioner Permit 
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Appendix XVI: Map of The Study Area 

 

Source: Siaya County County and Sub County boundaries 
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Appendix VIII: Similarity Index  

 



 

96 

  

 

 



 

97 

  

 

 

 

 


