
[image: ]

Task Force Synthesis of a Scoping Review for www.ilcor.org posting

EIT 6316 Mental health and supportive interventions in healthcare professionals involved in cardiac arrests 
















Scoping Review – Template for Reporting – SAC approved - v2.0 - 7 January 2022








Data tables
Studies reporting attendance at resuscitation attempts  
	Author, Year, Country
	Study Design
	Population (n)
	Setting
	Assessed Outcomes and Results
	Limitations
	Notes / Comments

	El-Ashry, 2023, 
Egypt1
	Descriptive-correlational study
	Critical care nurses (n=300)
	Five intensive care units in 2 governmental university hospitals
	The mean score for internal sources of postcode stress that measured stress results from conflicting expectations within the individual nurse was 35.50, with a standard deviation of 9.21 and a mean percent score of 55.69% - moderate post-code stress.
The mean score for external sources of postcode stress that measured conflicting expectations between the nurses and another source was 32.48, with a standard deviation of 8.46 and a mean percent score of 65.21% - high postcode stress.
The total score for overall postcode stress is 67.98, with a standard deviation of 16.39 and a mean percent score of 59.98% - moderate postcode stress.

The mean score for the burnout subscale is 32.60, with a standard deviation of 8.91 and a mean percent score of 56.51% - moderate burnout.

The mean score for the secondary traumatic stress subscale is 32.80, with a standard deviation of 6.41 and a mean percent score of 57.0% - moderate to high levels of secondary traumatic stress.

Moderate level of compassion fatigue.

Positive correlation between the burnout subscale and internal sources of postcode stress (r = 0.372, p < 0.001), external sources of post-code stress (r = 0.274, p < 0.001), and overall postcode stress (r = 0.350, p < 0.001). This indicates that as the postcode stress experienced by CCNs during code situations increased, burnout also increased. 
Positive correlation between secondary traumatic stress and internal sources of postcode stress (r = 0.469, p < 0.001), external sources of postcode stress (r = 0.494, p < 0.001), and overall postcode stress (r = 0.518, p < 0.001). 
Positive correlation between postcode stress and compassion fatigue (r=0.449, p=0.001).

Postcode stress has a statistically significant positive impact on burnout. Specifically, for every unit increase in postcode stress, there is a corresponding increase of 0.381 units in burnout. Postcode stress explains approximately 12 % of the variance in burnout.

For every unit increase in postcode stress, there is a corresponding increase of 0.405 units in secondary traumatic stress. Postcode stress accounts for approximately 26.6% of the variance in secondary traumatic stress

A unit increase in postcode stress corresponds to a 0.462-unit increase in compassion fatigue. Postcode stress explains approximately 19.9% of the variance in total compassion fatigue.
	1/5 ICU was a trauma ICU
	Response rate 84.5%
Females (58%) compared to males (42%)

	Hao et al., 2023 (China)2
	Descriptive phenomenological qualitative study
	15 emergency department healthcare professionals who participated in CPR in the previous 2 weeks (9 nurses, 6 physicians)
	Four general hospitals of varying grades in Lanzhou, Western China
	Physiological experience, psychology (emotional response), society (impact on personal life, family, interaction), coping styles, and needs.
3 themes and 11 subthemes identified:
Emotional experience (sense of achievement, sense of powerlessness and trauma, stress, empathy, strengthened psychological resilience)
Cognitive growth (rational understanding of CPR, increasing concern for personal and family health, mastering self-relaxation methods)
Desire for continued development (seeking professional development, hoping for professional psychological assistance, strengthening team support)
	Small sample size; participants from a single region limiting cultural diversity; authors all had emergency setting experience potentially introducing bias relating to personal experience
	

	Kolehmainen, 2015, US3
	Mixed methods (interview and questionnaire)
	25 (qualitative analysis) and 42 (quantitative analysis) internal medicine residents

	Sample from teaching hospitals in different geographic regions within
the US.
Study carried out at University of Wisconsin-Madison.
	Post-traumatic stress disorder (PTSD) after CPR participation.
Semi-structured telephone or in-person interviews.
Anonymous online survey with four items (≥2 = positive): 1) had nightmares, 2) tried hard not to think about the event, 3) were constantly on guard, watchful, or easily startled, 4) felt numb or detached from others, activities, or their surroundings.

Interview: 7/25 (28%) characterized CPR as traumatic events or described PTSD symptoms. Themes generated: 
Residents described codes as trauma, specifically referencing PTSD in describing code experience.
Residents described symptoms in 1 of 3 clusters characteristic of PTSD: Reexperiencing, Avoidance and numbing, and Hyperarousal.
Residents described factors that mitigated or aggravated symptoms.

Questionnaire: 36/42 (86%) reported no PTSD symptoms; 6/42 (14%) endorsed 1 or more scale items; 3/42 (7%) endorsed 2 or more scale items; Residents who screened positive for PTSD reported that CPR participation had a significantly greater negative impact on their work performance (P = 0.02; 95% CI –1.33 to –0.16).
	Single site for the survey.
Self-report questionnaire (not validated in this population).
Low response rate and potential sampling bias.

	Population restriction: only internal medicine residents.
Positive PTSD was reported only by women.
Qual and quat samples were non-overlapping.

	Laws, 2001, Australia4
	Mixed methods (interview and questionnaire)
	18 (qualitative analysis) and 31 (quantitative analysis) critical care nurses

	Major metropolitan hospital in Adelaide, South Australia
	Critical incident stress (CIS) analysed by:
Interview: first CPR exposure, most distressing CPR incident(s) and current feelings about performing CPR.
Impact of event scale (IES): 16 Likert statements rating the experienced distress over the past 12 months in relation to having performed CPR (scale: not at all; rarely; sometimes; often).

Interview: 83% felt the need to control their fight of flight when performing CPR; 83% referred to a “messy arrest” regarding past and recent CPRs; lack or poor quality of equipment was cited as a source of emotional stress; 89% mentioned problems associated with unclear “not for resuscitation” orders, causing emotional distress.
Survey Results: IES: Across the 16 statements, the item-level responses were 3.1% for “often”, 14.9% for sometimes, 26.5% for “rarely” and 55.5% for “not at all”. Only 2 (6.5%) participants responded “not at all” across all the IES; 15 (48%) reported disturbances because of visual images or thoughts of the CPR procedure.17 (55%) experienced dreams related to the CPR.

	Single-center and small sample. Self-reported IES adapted to CPR and not validated in this population.
12-month recall window (recall bias); cross-sectional (no causality); nurses-only (generalizability).
	Qualitative sample is a subset of quantitative (18/31)
31/43 (71%) questionnaires returned.

	McMeekin, 2017, US5
	Cross-sectional survey study (self-report questionnaires)
	490 adult critical care nurses with at least 2 years of experience.

Only about two-thirds (≈68%) of these participants answered all the survey items. Female (91%).

	Subscribers to the American Association of Critical-Care Nurses
	Postcode stress, coping behaviours and PTSD symptom severity:
Post-Code Stress Scale (PCSS) to psychological stress associated with CPR. 14-item questionnaire: 5-point Likert scale (“does not bother at all” (1) to” bothers a lot” (5)). Post-Code Stress Score from 14 to 70.
Brief COPE inventory to coping behaviours: 7 subscales of 2 items. 4-point Likert scale (“I have not been doing this at all” (1) to “I have been doing this a lot” (4)).
IES-R to PTSD symptoms: 22-item self-report measure. 5-point Likert scale of the severity of a specific distressing event (“not at all” (0) to “extremely” (4)). Range from 0 to 88.

Post-Code Stress Score was 52.4±9.5 and the IES-R score was 23.7±19.6. Both scores were significantly higher for female participants.
The association between post-code stress score and IES-R score was weak (r=0.20, p=0.01).
Post-Code Stress Score was significantly associated with 3 coping behaviours (acceptance (effective), self-distraction (ineffective), and self-blame (ineffective)); IES-R score was significantly associated with all coping behaviours.
Participants who had institutional debriefing support available reported significantly lower Post-Code Stress Score (50.5±9.2 vs. 53.5±9.5; t = 2.91; p=0.001) and higher IES-R score (32.8±21.4 vs. 19.0±16.9; t=6.30, p=0.001).
	Convenience and nonprobability online sample with very low overall response. Bias derived from sample selection.
Abbreviated Brief COPE (7 subscales) reduces comparability and dimensionality.

Of the 490 nurses who accessed the survey, about two-thirds (≈68%) completed all items; analyses used available cases and, when appropriate, mean substitution for missing data.


	Debriefing paradox: Lower PCSS but higher IES-R where debriefing available

	Namgung, 2025, South Korea6
	Two-phase mixed-methods study (Phase 1: quantitative survey, Phase 2: qualitative interview)
	Phase 1: survey study
305 healthcare providers (77 doctors, 228 nurses) completed the survey (286 completed trauma screening questionnaire (TSQ).

Phase 2: Interview study

8 healthcare providers (two doctors and six nurses)
	Single tertiary hospital, Seoul, South Korea (785-bed capacity).
	Phase 1: Trauma Screening Questionnaire (TSQ) used to measure post-traumatic stress symptoms (PTSS) and probable PTSD after performing CPR.

Phase 2: Semi-structured interviews exploring experiences and emotional responses after performing CPR.

Main outcomes: Prevalence and factors associated with PTSD/PTSS after CPR; qualitative themes on emotional impact and coping.

Findings phase 1: 
11.2% experienced PTSD after CPR; nurses more affected than doctors in both the PTSS (75.7%vs. 24.3%, p=0.049) and probable PTSD groups (90.6% vs. 12.5%, p=0.013). N0urses with 2–5 years’ experience most vulnerable; performing CPR in general wards associated with higher PTSS risk.

Most people with trauma symptoms responded that they endured them without taking any special action (44.5%), talked to acquaintances such as family, friends, and colleagues, (44.5%), or took a break from work (29.7%). Even in the probable PTSD group, only one participant answered that they had consulted an expert.

Findings phase 2: 
four themes with twelve subthemes emerged;

Qualitative themes: (1) Healthcare providers unprepared for CPR, (2) Difficulties faced during CPR administration, (3) Negative emotions after performing CPR, (4) Overcoming stress and moving forward.
	Small sample size limiting generalizability; recall bias regarding past traumatic events; small number of interviewees (n=8) may limit representativeness.
	NA

	Spencer 2019, United Kingdom7
	Cross-sectional survey study
	517 staff invited; 414 responded (80.1%); 312 had attended at least one in-hospital cardiac arrest (IHCA) in the past 12 months. 

Participants included doctors (FY1–consultant level), nurses, and healthcare assistants (HCAs) working in the emergency department (ED), acute medical unit (AMU), and intensive care unit (ICU).
	Single 732-bed district general hospital in the UK.

Between April and August 2018
	Trauma Screening Questionnaire (TSQ) to assess post-traumatic stress symptoms (PTSS) and probable PTSD; survey questions on debriefing practices and work-related impacts.
Cardiac arrest and debriefing results
Out of 1463 cardiac arrest attendances, 258 were followed by a debrief (17.6%). 116/312 (37.2%) people who had attended at least one resuscitation attempt followed by a debrief.  There were 1079/1463 (73.8%) attendances to fatal IHCAs; 202/1079 (18.7%) were followed by a debrief.

Out of 384 attendances to non-fatal IHCAs, 56 (14.6%) were followed by a debrief. 
There was no statistical difference between the chances of a debrief attendance occurring after a fatal (18.7%) compared with a non-fatal (14.6%) resuscitation attempt (p = 0.07, x2 = 3.34, OR = 1.35, 95% CI: 0.97–1.90).

The majority of staff found a debrief to be a positive experience; the most frequently stated reasons were feeling more supported (72.4%). 

The Trauma screening questionnaire (TSQ) was answered by 302/312 (96.7%) staff who had been involved with a cardiac arrest and 29/302 (9.60%) screened positively for PTSD (TSQ score 6; Fig. 1).

There were 132 (43.7%) people who had no symptoms of psychological trauma and141 (46.7%) reported between 1–5 symptoms of psychological Trauma. Patient outcome following the arrest was not associated with TSQ score (p = 0.92, Spearman’s rho = 0.01) or risk of PTSD (p = 0.28, Spearman’s rho = 0.06). 

No association between PTSD risk and debriefing (p = 0.98), or between PTSD risk and debriefing following either non-fatal or fatal IHCAs (p = 0.77, p = 0.98, respectively).

Whilst there was no correlation between TSQ score and debriefing following all IHCAs (p = 0.92, Spearman’s rho 0.01,), there was a significant negative correlation between debriefing and TSQ score following non-fatal IHCA (p = 0.02, Spearman’s rho = 0.15; Table 3).

Effect of role on TSQ and PTSD risk: FY1 doctors and HCAs were at higher risk of PTSD than nurses (p = 0.01 x2= 6.02, p = 0.01 x2 = 6.28, respectively; Table 1).

There were no differences in the prevalence of those at risk of PTSD between doctor roles (p = 0.50). In addition, FY1 doctors had higher TSQ scores than more experienced doctors (p = 0.02) and HCAs had higher TSQ scores than nurses (p = 0.02).

Effect of post-IHCA rests on TSQ and PTSD: Staff who never took a break after an IHCA had a higher frequency of PTSD than staff who did take a break after an IHCA (p = 0.04; Table 1). Staff who rested after IHCAs also had lower TSQ scores than those who did not (p = 0.05).

Work related impacts: Of the staff who participated in the survey, 60/312 (19.2%) said they resented having to return to work immediately after an IHCA. Fifty-one of 312 (16.3%) staff stated they had considered leaving NHS work altogether because of the traumatic effect of the IHCA, and 81/312 (26.0%) stated they experienced significant loss in their confidence in their professional abilities following the IHCA.

	Single-centre; self-reported data subject to recall and response bias.
	NA

	Wang, 2024, China8
	Qualitative study
	27 ‘novice nurses’
	A teaching hospital in China 
	Questions:
(1) Can you describe a recent rescue situation you encountered? 
(2) How did your psychological state change throughout the rescue process (before, during, and after)? 
(3) How did you manage your psychological changes at that time? 
(4) What were your feelings during the entire rescue process? 
(5) What do you think was the most significant lesson you learned during the rescue process? 
(6) What kind of assistance do you hope to receive regarding rescue? 
(7) Do you have anything else to share about rescue?

Themes identified:
The authentic psychological experiences of novice nurses participating in emergency rescue events mainly include six aspects: lack of rescue knowledge reserves and related abilities, psychological and emotional changes, psychological stress after the rescue, rational arrangement of manpower, team cooperation, and post-event reflection and learning. Their authentic psychological experiences directly affect whether novice nurses can effectively respond to emergency rescue events.
	Other factors not considered such as educational background and gender.

	

	Weill-Lotan, 2024, 9
	Cross-sectional prospective survey
	265 (64 physicians and 201 nurses working in in-patient medical departments)
	Three hospitals in Israel
	Resuscitation Related Moral Distress Scale (RRMDS), -However I think they used the revised 21 item version called the Moral Distress Scale Revised (MDS-R).
An investigator designed measure of departmental culture related to end-of-life 
Demographic and work characteristic questionnaire.

The total level of moral distress intensity and frequency were 89.6 (SD=12.4)(range:52–105) and 52.5 (SD=11.3)(range:25–83), respectively. The moral distress item mean intensity and frequency scores were 4.3 (SD=0.59) (range:2.5–5.0) and2.5 (SD=0.54) (range:1.2–4.0), respectively.

No differences were found in mean moral distress frequency or intensity scores based on profession, marital status, or education. An independent samples t-test showed that female participants reported significantly higher intensity scores than male respondents (t (263) =2.072, p = 0.039). No statistically significant correlations found between moral distress frequency or intensity and age, professional level or unit experience. Moral distress frequency was associated with the number of times of exposure to a resuscitation (r = 0.249, p < 0.001).
No statistically significant correlations were found between moral distress intensity and any of the departmental culture items while six of the eight items were weakly correlated with moral distress frequency. Intent to leave the ward was statistically significantly correlated with both moral distress frequency and intensity
	Limited generalisability (conducted in 1 country/culture)

Says moral distress and departmental culture surveys were designed by the authors and not tested in other populations-but in methods they state MDS-R was developed by other authors and validated elsewhere.
	



Studies reporting attendance at resuscitation with DNACPR order and/or unsuccessful resuscitation
	Author, Year, Country
	Study Design
	Population (include number of participants)
	Setting
	Assessed Outcomes and Results
	Limitations
	Notes / Comments

	Babakhani, 2024, Iran10 
	Cross-sectional, descriptive, correlational, multicenter study
	Emergency technicians (n=359)
	Pre-hospital, road, and aerial Emergency technicians working in 44 urban, road, and aerial pre-hospital emergency stations in 22 counties of Ilam Province, west of Iran.
	The mean perceived stress after unsuccessful CPR was 65.56 ±14.21. More than half of the participants experienced moderate stress levels, only 11.7 % reported low stress levels, and 32 % reported high stress levels.
Problem-focused coping had the highest and denial had the lowest mean value among coping strategies (3.01 versus 1.94).
A significant direct correlation was found between perceived stress and five coping strategies, including problem-focused, support-focused, and emotion-focused coping, self-distraction, and religion (p <0.05). The strongest correlation was between perceived stress and self-distraction with a correlation coefficient of 0.377, followed by emotion-focused coping with a correlation coefficient of 0.327. No significant correlation was found between perceived stress and denial (p >0.05).
	All participants were male.
	Perceived stress and coping strategies after unsuccessful CPR
Response rate 97%


	Lima, 2017, Portugal11
	Mixed methods (interview and questionnaires)
	6 (qualitative analysis) and 62 (quantitative analysis) nurses.

	Critical care services in two district hospitals (Funchal and Porto).
	Secondary traumatic stress:
Semi-structured interview addressing the experience of the impact of sudden death in paediatrics: personal experiences with children/adolescent sudden death; impact of the events; circumstances surrounding and influence of the impact experienced.
IES-Revised (IES-R): 22-item self-report measure. 5-point Likert scale of the severity of a specific distressing event (“nothing” (0) to “extremely” (4)). Range from 0 to 88.

Interviews:
Emotional impact: Several experiences that led them to “ruminate” over the event; avoidance to talk about the event and distancing from people and places associated with the event; changes in sleep; hypervigilance.
Circumstances affecting the emotional impact: the age was an important factor mentioned (adolescent or preteen more devastating); unpredictability of death; extremely affected by family reactions; experience of the healthcare professional was a protective factor; motherhood/fatherhood was a potentiator of suffering.
Quantitative part: Low mean values were found, the highest being for intrusion; IES-R: Low impact for most of the participants; 12 (19.4%) presented high IES scores.
	Small, two-site convenience sample; recruitment via lead nurse and first six volunteers (selection bias); self-report and cross-sectional design with retrospective recall; limited generalizability.
	Qualitative sample is a subset of the quantitative sample (6/62)

Population: pediatric ED/ICU nurses with experience of sudden pediatric death, not specifically healthcare professionals who responded to a cardiac arrest/CPR event.

Context: exposure is sudden death rather than cardiac arrest/resuscitation, with no necessary CPR/resuscitation involvement.

	Tanabe, 2022, Japan12
	Retrospective registry cohort to identify OHCA/CPR and nested cross-sectional survey
	243 Emergency medical technicians (EMTs)
	Emergency Medical System (Okayama, Japan)
	EMT stress experienced from transporting OHCA/DNACPR patients with a visual analog scale (0 - no stress, 10 - worst imaginable stress) and whether they performed a ‘slow code’.
High stress =VAS>7.

Based on responses from 243 EMT participants involved in OHCA/DNACPR transports, we divided EMTs into high stress (73/243, 30%) and low stress (170/243, 70%) groups. EMTs experienced emotional high stress from treating patients with family physician orders to transport (AOR: 4.74, 95% CI: 2.35–9.56) and those for whom prehospital defibrillation was performed (AOR: 20.7, 95% CI: 3.10–137.9). Median VAS in high stress group=9 and low-stress group=2.
EMTs in high-stress group more likely to perform slow-code in DNAR resus (76% vs. 61%).
	Only DNACPR OHCA

Non-validated questionnaire (single item measuring stress)

Single centre

Potential Hawthorne effect
	

	Tanabe, 2023, Japan13
	Cross-sectional survey
	107 ED clinicians (Physicians, Residents, Nurses) treated OHCA/DNACPR in previous 6/12.

(187 treated OHCA in last 6/12 -relevant to first result comparing OHCA/DNACPR vs OHCA no DNACPR)
	Nine acute care hospitals in Okayama, Japan
	Assessment of clinician stress during or after treatment of OHCA/DNACPR patients in last 6 months using a visual analog scale (VAS) from 0 to 10.

Moral distress on a scale of 1 to 5

Post-traumatic stress disorder (PTSD) using a short version of the Post-traumatic Diagnostic Scale. (High risk for PTSD≥3/9).

Burnout using a short version of the Maslach Burnout Inventory (High risk for burnout =’more than once a week’ to the single item measures.

Emotional stress levels during or after treatment of an OHCA/DNACPR patient were lower than those associated with treatment of an OHCA patient without a DNACPR order (5 vs 6; P = 0.004). During or after treatment of OHCA/DNACPR patient, female clinicians had higher VAS score for emotional stress (5 vs. 3; P = 0.007) and higher moral distress score (3 vs. 2; P = 0.002) compared with male clinicians. Nurses had higher moral distress score compared with physicians (3 vs. 2; P < 0.001). The VAS score for emotional stress and the moral distress score were similar, regardless of whether a briefing or debriefing had been conducted.

We compared two groups of clinicians: high stress group and low stress group. A multiple logistic regression analysis revealed that having performed a “slow code” (adjusted OR, 5.09 [95% CI, 1.68–17.87]) and having stronger ethical concerns about performing a “slow code” (adjusted OR, 0.35 [95% CI, 0.19–0.58]) were associated with high stress levels.
A short version of the Post-traumatic Diagnostic Scale revealed that 5 out of 107 (5%) participants were identified as being at high risk of PTSD. When assessed a short version of the Maslach Burnout Inventory, 5 out of 107 (5%) and 2 out of 107 (2%) participants were determined to be at high risk of burnout in terms of emotional exhaustion and depersonalization domain, respectively.


	Non-validated questionnaire

Single centre
Potential response & recall bias

Questionnaire did not account for other potential causes of outcomes

Small sample size
	


	Fernandez-Aedo, 
2017, 
Spain14
	Exploratory qualitative study
	Seven emergency medical technicians and six emergency nurses
	BLS and ALS units of the emergency ambulance transport network of the Basque Country.
	3 themes identified
Fluctuating personal impact after failed resuscitation maneuvers: 
Sadness for not being able to save a patient’s life, and ease of mind due to the certainty of having made every possible effort. Feelings of uncertainty, doubt or stress. Being aware that the maneuvers were performed with the utmost technical rigor is one of the factors that most reassure health professionals when resuscitation techniques do not result in the desired outcome. Presence of medical staff offers a generalized feeling of professional support. Immediate emotional responses in the form of sadness or emotional trauma and personal involvement that may arise are primarily determined by their relationship with the patient or their degree of empathy with the specific situation and not expressly by the death itself. Events experienced during their work shift relate to changes in their perception of different aspects of their extra-professional life. Non-systematized strategies, such as going on walks or meditating, generally on their own. Most participants relied upon co-workers to share their impressions and mitigate negative feelings, confined to relationships between co-workers who have a close trust bond. None made use of psychological care services even if available. Participants considered their family setting as an aseptic place of rest and disconnection from their work. Their family should not be aware of their emotions, concerns or dilemmas, but if another family member is also a health professional it seems more feasible to talk about such events.

Difficulty to communicate with family members in cases of failed resuscitation maneuvers: 
Some participants claimed that their presence is positive for the family members when it comes to start dealing with the loss of their loved one, and that this is how most professionals prove that they made every possible effort to save the life of the patient. It can have a negative impact on the conduct of the maneuvers, increasing the rescuers’ stress or hindering their performance. Notifying the family about the patient’s death is the most uncomfortable and critical moment. Expressed need for further training in order to acquire skills to communicate such bad news. Notification of losses is not done properly in practice, that health workers often refuse to inform family members, delaying this task until the arrival of a doctor.

Greater personal impact when the deceased is a child or a young individual:
Certain peculiarities and differences, both in terms of the immediate course of action and of the subsequent repercussion on their mood when the resuscitation attempts have failed. Degree of empathy, and the emotions and sensations following the cessation of
resuscitation maneuvers, are more intense than those experienced with adult patients. It is harder for to accept the failure, and it entails an exaggerated sense of responsibility that leads them more often to initiate resuscitation maneuvers or delay their termination in cases of certain futility. Dealing with the family members of a pediatric patient is very difficult and extremely
delicate, they tend to avoid notifying such loss, a task which should be carried out by medical staff.
	Non-probability sampling
Six individual interviews and one focus group

	After performing cardiopulmonary resuscitation resulting in death
At least 5 resuscitations resulting in death over their entire professional career
Content analysis

Saturation was reached






Study reporting attendance at premature infant resuscitation

	Author, Year, Country
	Study Design
	Population (n)
	Setting
	Assessed Outcomes and Results
	Limitations
	Notes / Comments

	Molloy,2015,  Canada15 
	Qualitative secondary analysis (supplementary analysis of an earlier grounded theory study)
	15 registered neonatal nurses (all female; average 24.8 years of experience) who were directly or indirectly involved in resuscitating extremely premature infants.
	Regional tertiary academic referral hospital, Ontario, Canada (perinatal program).
	Interview transcripts from the original study were re-analyzed using inductive content analysis to explore factors associated with moral distress in neonatal nurses during resuscitation decision making for extremely premature infants (22–25+6 weeks gestation).

The study identified five overarching themes describing the sources and nature of moral distress among neonatal nurses involved in the resuscitation of extremely premature infants:

Uncertainty
Nurses experienced deep uncertainty about when it is morally acceptable to initiate or discontinue resuscitation for extremely premature infants.
The absence of clear guidelines and unpredictability of long-term outcomes created moral tension.
They struggled with balancing gestational age, birth weight, and signs of life, questioning “just because you shouldn’t, should you not?”

Questioning of Informed Consent
Nurses doubted parents’ ability to provide informed consent during highly emotional and time-critical situations.
They felt parents were overwhelmed by information and forced to make life-and-death decisions under distress.
Participants described frustration when decisions about withdrawing or withholding treatment were left entirely to parents, arguing that clinicians should provide clearer recommendations.

Differing Perspectives
Conflicts arose from inconsistent opinions among healthcare providers and parents about when to initiate or continue life-sustaining treatment.
Nurses reported frustration and helplessness when asked to follow orders they felt were not in the infant’s best interest.
They described being excluded from decision-making yet emotionally burdened with implementing difficult clinical decisions and supporting families afterward.

Perceptions of Harm and Suffering
nurses questioned whether resuscitative efforts and aggressive treatments caused unnecessary suffering.
They described the moral weight of feeling they were “harming” infants by prolonging life with poor prognosis, especially when infants endured ongoing pain or parents could not hold them.

Being with the Family
Continuous emotional involvement with distressed families led to compassion fatigue and cumulative stress.
Nurses found it difficult to maintain emotional boundaries and “not to feel their emotions.”

	Secondary data limited by scope of original study; small sample (n=15); findings may not generalize beyond NICU nurses.
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