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ABSTRACT 

Nurses are frequently exposed to the phenomenon of post–cardiopulmonary resuscitation 

(CPR) deaths of inpatients, which has a stress-related influence that negatively impacts nurses’ 

well-being and subsequently, patient safety. The extant literature does not separate male nurses’ 

experiences from those of female nurses regarding the stress caused by a CPR event that results 

in patient death, but such stress may present differently based on gender. Using a descriptive 

phenomenological design, this study explored the lived experience of male medical-surgical 

registered nurses (MS RNs) with a CPR inpatient death. This qualitative approach centered on 

the reality of the phenomenon experienced and aided in exploring a topic about which little is 

known. A purposive sample of 6 male MS RNs who had experienced a patient death with a CPR 

attempt were recruited from a large urban academic hospital in the midwestern United States, 

where nurses actively participate in CPR events in the inpatient setting. In-depth interviews were 

conducted with a semistructured interview guide to explore the research question: “What is the 

lived experience of the male MS RN with a CPR inpatient death?” Bevan’s phenomenological 

approach to interviewing was used to inform the structure of the interview questions. 

Additionally, Ahern’s recommendations for phenomenological bracketing and reflexive 
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journaling were applied. The data analysis, conducted with Colaizzi’s (1978) seven-step method, 

resulted in identification of 10 emergent themes. The use of theory was excluded from the study 

design; however, a theory became relevant after the data analysis was initiated. The findings of 

this study supported Lazarus and Folkman’s (1984) stress and coping theory. Six of the 10 

emergent themes aligned with Folkman et al.’s (1986) established coping strategies. The coping 

strategy definitions were expanded to encompass the participants’ full descriptions. The 6 themes 

related to coping strategies were as follows: (a) when I know better; I do better (planful problem 

solving); (b) was it me (accepting responsibility); (c) my patient needs me to control 

emotions (self-controlling); (d) finding my support (seeking social support); (e) doing my best 

and learning (positive reappraisal); and (f) I use distancing, but what’s that (distancing). Four 

additional themes were identified: (a) being an MS RN – to lead or to follow; (b) with this patient 

it’s different; (c) my experience with emotions; and (d) male nurse – it’s just nurse. Practice 

recommendations involve implementing evidence-based interventions known to be effective 

learning and coping strategies with nurses, including in-situ simulation, structured operational 

debriefing, resilience and emotional intelligence training, and peer support programs. 

Recommendations for further research include mentor-based observational learning of real-life 

CPR events for less experienced MS RNs who desire guided CPR learning exposure and 

supplements to CPR training programs, such as setting realistic expectations for patient death, 

discussing appropriate distancing, establishing professional-patient boundaries, and normalizing 

the use of humor. Furthermore, interventions such as contextualized CPR training, resilience 

training, and support programs that meet the needs of male MS RNs must be developed and 

tested to assess their effectiveness in terms of CPR-related preparedness and well-being. 
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CHAPTER 1 

INTRODUCTION 

 Nurse exposure to patient death is common in hospital-based settings, where such 

deaths are often preceded by a cardiopulmonary resuscitation (CPR) attempt. In 2019, the 

Centers for Disease Control and Prevention (CDC) reported that over 2.8 million deaths 

occurred in the United States (US), approximately one-third of which occurred in the 

acute hospital setting (CDC, 2021; Hall et al., 2013). Annually in the US, 290,000 in-

hospital CPR attempts are reported, and 75% of those patients do not survive (Andersen 

et al., 2019). Furthermore, the American Association of Colleges of Nursing (2019) fact 

sheet states that nurses comprise the largest healthcare profession in the US that provides 

primary care in the hospital setting. Determining how many nurses participate in CPR is 

difficult as their roles are numerous (Prince et al., 2014), dynamic (Clements & Curtis, 

2012), and vary by institution. Over 217,000 U.S. nurses per year are involved in a CPR 

event that results in patient death. This conservative estimate increases nurse exposure 

beyond the estimated 217,000 in-hospital CPR patient deaths.  

Medical-surgical registered nurses (MS RNs) comprise the largest nursing 

specialty (Academy of Medical-Surgical Nurses [AMSN], 2017). They are often the first 

responders to in-hospital CPR events, where they frequently manage care independently 

during the critical first minutes before receiving assistance from designated resuscitation 

teams (O’Donoghue et al., 2015; Roh et al., 2013). Perman et al. (2016) found that 41% 

of CPR events occur in medical units that are in noncritical care areas. As CPR 

responders, MS RNs participate in the stressful event of performing CPR and frequently 

witness patient death. Nurses perceive participating in a CPR event that results in death to 
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be a stressful part of their job (Al Fatih & Fitriani, 2019). Stressful events at work affect a 

nurse’s quality of life (e.g., well-being, job satisfaction, and communication skills) and 

can also negatively impact organizational outcomes, such as patient satisfaction and 

employee retention (Pipe et al., 2009). For example, Spencer et al. (2019) conducted a 

cross-sectional survey of male and female nurses (N = 312) and found that approximately 

10% of in-hospital healthcare providers screened positive for posttraumatic stress 

disorder (PTSD) and that 47% reported trauma symptoms after a CPR event. The authors 

also investigated nurse retention and found that approximately 16% of nurse participants 

had considered leaving the profession due to the negative effects of a CPR experience.  

Professional nurses are predominantly female, and thus, nursing is typically 

considered a female-dominated profession (O’Connor, 2015), with just under 13% of 

nurses identifying as male (U.S. Bureau of Labor Statistics, 2021). It is unclear how 

accurately or how often male nurse perspectives are reflected in the nursing literature. 

Polit and Beck (2013) affirmed a female gender bias in nursing research that potentially 

skews the nursing literature toward female-centered experiences. Male MS RNs’ 

experiences with CPR patient death no doubt involve displays of stress and emotional 

trauma similar to those of their female counterparts. However, male nurses may also 

appraise and react to situations differently than female nurses. The American 

Psychological Association (APA; 2017) summarized data from the Stress in America from 

2007 to 2010 survey (N = 2819 men and 3522 women) and reported that men and women 

perceived, managed, and described different reactions to stress. In the current study, I 

explored male MS RNs lived experience with participating in a CPR event that resulted 

in a patient’s death, thus providing insight into this understudied nurse population and 
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laying the foundation for future preventive and supportive intervention research targeting 

male MS RNs. 

Background and Significance 

 Few studies have addressed MS RNs’ appraisals and adaptive coping behaviors 

following CPR events, and even fewer have studied these experiences in male MS RNs. 

This study addressed these gaps by exploring male MS RNs’ lived experiences with a 

CPR inpatient death. The following two sections describe CPR appraisals, coping 

behaviors, and male MS RNs.  

Cardiopulmonary Resuscitation Appraisals and Coping Behaviors 

Exposure to patient death is an occupational stressor for nurses. According to a 

descriptive correlational study by Wakim (2014), the two most frequently reported 

occupational stressors for RN participants (N = 161) were patient death and workload. 

Through a comparative scoping literature review, McVicar (2016) similarly revealed that 

patient death and dying are sources of occupational stress for nurses. Coping with patient 

suffering and death is a significant stressor for nurses, which may have a negative effect 

on their psychological health (Sarafis et al., 2016). As of 2020, patient death continued to 

be one of the most reported occupational stressors by nurses (Dighe, 2020). Patient death 

is often the end result of CPR, and such deaths influence nurses’ emotional well-being 

and coping strategies, which are described in the following two subsections. 

Emotional Well-Being  

Nurses have reported an emotional response of stress or distress after a CPR event 

(Castro et al., 2014; Citolino Filho et al., 2015; Cole et al., 2001; Gamble, 2001; Isaak & 

Paterson, 1996; Lee & Cha, 2018; Mastey & Cole, 1992; McMeekin et al., 2017; Pups et 
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al., 1997; Ranse & Arbon, 2008; Sjöberg et al., 2015; Vindigni et al., 2017). In addition to 

stress, nurses report feelings of incompetence and adversity after participating in CPR 

(Lee & Cha, 2018; Sjöberg et al., 2015). Mastey and Cole (1992) described these 

emotional feelings as the nurse experiencing a sense of inadequacy and failure related to 

the CPR event. Moreover, Fernández-Aedo et al. (2017) found that nurses and emergency 

medical staff express feelings of sadness when they fail to save a patient’s life as well as 

a desire to know that they did their best during the resuscitation attempt, despite the 

patient’s not surviving. Nurses have described more positive emotions (e.g., pride) when 

a patient’s life is saved through CPR and negative emotions when a patient dies (Clark & 

McLean, 2018; Lee & Cha, 2018; Page & Meerabeau, 1996; Pups et al., 1997). Feelings 

of inadequacy and failure to save the patient’s life along with questions about personal 

performance influence how nurses cope with stress after a CPR patient death experience. 

Coping Strategies 

Emotions associated with CPR events lead nurses to develop  self-protective 

coping measures. Nurses have reported blaming themselves for causing the need for CPR 

and concern regarding how their emotional and physical reactions affect their 

performance during CPR events (Isaak & Paterson, 1996; Laws, 2001). For example, 

McMeekin et al. (2017) conducted a study with nurses (N = 393 females and 39 males) 

that found denial, self-blame, behavioral disengagement, self-distraction, and a high level 

of postcode stress were predictors of PTSD symptom severity. The research on how 

nurses cope tends to be heavily skewed toward female experience: Isaak and Paterson’s 

(1996) study included one man and eight women, whereas Lee and Cha’s study included 

one man and 16 women. Gender-specific responses of male MS RNs following a failed 
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CPR event have not been the focus of previous studies on nurses’ CPR experiences, as 

none has explored the question using a gender-based approach. A study focused on male 

nurses’ experiences of unsuccessful CPR events is necessary to benefit the well-being of 

male nurses, which may influence the care they provide to their patients. 

Male Medical-Surgical Registered Nurses 

Gender analysis has not been commonly applied to the predominantly female 

nursing profession (O’Connor, 2015). As male MS RNs come to have an increasing 

presence in the nursing workforce, it becomes important to understand their experiences 

so that their needs may be addressed (Center for Interdisciplinary Health Workforce 

Studies, 2017). According to the US Bureau of Labor Statistics (2021), male RNs 

represented approximately 9% of the nursing workforce in 2010, increasing to almost 

13% by 2020. This represents an increase from 284,300 male RNs in 2010 to 423,280 in 

2020; thus, the number of male RNs in the nursing profession almost doubled in the 

space of a decade (U.S. Bureau of Labor Statistics, 2020; U.S. Bureau of Labor Statistics, 

2021). 

People of different genders perceive and manage stress differently as well as 

display self-evaluation and self-reported variances in stress and emotional expressiveness 

(APA, 2017; Cohen & Janicki-Deverts, 2012; Deng et al., 2016; Lazarus & Folkman, 

1984); therefore, because male nurses have not been targeted in the current nursing 

literature, said literature rarely reflects their experiences or perspectives. A lack of male 

nurse representation is also a characteristic of the CPR literature, which encompasses 

research that addresses diverse health professions as well as healthcare settings and 

ranges, in which samples comprise 62.5–100% female participants (Hunziker et al., 2011; 
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Isaak & Paterson, 1996; Kolehmainen et al., 2015; McMeekin et al., 2017; O’Donoghue 

et al., 2015; Ranse & Arbon, 2008; Roh et al., 2013; Sjoberg et al., 2015). The literature 

generally does not focus on MS hospital settings nor on specific aspects of male MS 

RNs’ experiences.  

Purpose 

The purpose of this descriptive phenomenological study was to explore the lived 

experience of male MS RNs participating in an inpatient CPR event that resulted in 

patient death. Experiencing a patient death is traumatic for nurses, and death with a failed 

life-saving attempt can be even more traumatic. Studies examining the lived experiences 

of MS RNs participating in a CPR event resulting in patient death are rare. Furthermore, 

few studies have addressed MS RNs’ appraisal and adaptive coping behaviors following 

traumatic CPR events, and no studies have addressed these experiences specifically in 

male MS RNs. Gender analysis focused on male experience has not been commonly 

applied to the nursing profession, despite evidence that the proportion of male nurses is 

growing (Center for Interdisciplinary Health Workforce Studies, 2017; O’Connor, 2015; 

U.S. Bureau of Labor Statistics, 2021). There are more than 423,000 male RNs in the US, 

most of whom work with MS hospitalized patients (Center for Interdisciplinary Health 

Workforce Studies, 2017). Due to male MS RNs’ increasing presence in the nursing 

workforce, it is imperative to recognize their perspectives and health needs. Therefore, 

the rationale behind specifically studying male lived experiences with a CPR patient 

death lies in the lack of research into male MS RNs’ experience as well as the fact that 

the literature supports a difference between male and female responses to stress (Lazarus 

& Folkman, 1984). 
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Research Question and Aim 

The research question I sought to answer in this study was:  

“What is the lived experience of male MS RNs with  participating in CPR that resulted in 

patient death in the inpatient hospital setting?” The specific aim of this study was to 

describe the lived experiences of male MS RNs with a patient death following CPR in the 

inpatient hospital setting. 

Qualitative Research and Descriptive Phenomenology 

A qualitative research design using descriptive phenomenology was selected for 

answering the research question. When little is known about a phenomenon, the 

descriptive phenomenological approach is used to understand participants’ perspectives 

(Giorgi, 1997). Descriptive phenomenology is grounded in philosophy, with an approach 

that explores individuals’ lived experiences (Beck, 2021; Jones, 2015; Terry, 2015). In 

qualitative research, lived experience is the understanding of the study participants’ 

experiences and how they affect the participants’ perceptions through their choices and 

appraisals (Given, 2008). The central phenomenological concept of lived experience 

implies an epistemology that favors the individual account as the basis for knowledge 

about a phenomenon.  

In nursing, phenomenology is commonly used as a research method for exploring 

human experience (Wimpenny & Gass, 2000). A phenomenological approach has been 

used in studies of healthcare workers’ lived experiences with CPR (Barton, 2017; Isaak & 

Paterson, 1996; Ranse & Arbon, 2008). Given the intense nature of providing acute care, 

it is not surprising that many studies have used a phenomenological methodology to 
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explore healthcare workers’ experiences with CPR events (Barton, 2017; Isaak & 

Paterson, 1996; Ranse & Arbon, 2008; Shelton-Chappell, 2016).  

There are at least 18 forms of phenomenology, which include various schools of 

thought on the role of theory in a phenomenological study (Bendassolli, 2014; Caelli, 

2000). One characteristic often attributed to a phenomenological inquiry is the eschewal 

of theory. In phenomenology, where the focus is on providing an unfiltered view of 

experience, some researchers have argued that theory may prevent a researcher—and 

later, readers—from gaining an unfiltered account of individuals’ perception of their lived 

experience. Largely, phenomenologists avoid applying a priori theories due to the 

potential influence on the approach to the phenomena, distancing from the lived 

experience, and risk of predefined analytical categories (Bendassolli, 2014; Polit & Beck, 

2017; Sandelowski, 1993; Smith et al., 2009). Predominantly, the theoretical framework 

used to guide phenomenology is phenomenological philosophy (Peoples, 2021; Qutoshi, 

2018). While a formal theory was not used to formulate the research questions and did 

not influence the interviews and initial analysis in this study, it did become evident during 

Step 4 of the Colaizzi-led analysis that the findings were often strikingly coordinate with 

Folkman et al.’s (1986) ways of coping, based on Lazarus and Folkman’s (1984) theory 

of stress and coping. That theory was consequently introduced in the subsequent analysis 

to frame what we were hearing about the lived experience. The application of theory in 

this way as part of phenomenological inquiry aligns with  Reeves et al.’s (2008) 

approach. Reeves et al. argued that while phenomenological interviews are conducted to 

allow meanings to emerge, an examination and clustering of themes is required to 

understand those meanings. That examination and clustering may include concepts 
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identified in previous research, such as that which has explored healthcare providers’ 

appraisal and coping after a CPR event. Examples include how nurses appraise 

preventive and supportive measures as well as ways of coping that influence their well-

being (Isaak & Paterson, 1996; Laws, 2001; Lee & Cha, 2018; Ranse & Arbon, 2008; 

Sjöberg et al., 2015). (Isaak & Paterson, 1996; Laws, 2001; Lee & Cha, 2018; Ranse & 

Arbon, 2008; Sjöberg et al., 2015). Chapter 3 describes a more comprehensive approach 

to the use of phenomenology, which was selected as the research methodology for this 

study.  

Definition of Terms 

Key terms in this dissertation include lived experience, unsuccessful CPR, MS 

RN, stress, and coping. They are defined as follows: 

Lived Experience  

Lived experience is a term derived from Husserlian phenomenology, which 

centers on the subjective account of a participant’s “experience as lived” (Willis et al., 

2016, p. 1188). In qualitative research, the lived experience represents the understanding 

of the study participants’ experiences and how those experiences affect their perception 

through their choices and appraisals (Given, 2008). 

Unsuccessful Cardiopulmonary Resuscitation 

Jacobs et al. (2004) defined resuscitation as performing CPR and other lifesaving 

techniques to restore an individual’s circulation and breathing. To clarify the use of 

“unsuccessful” in the context of a resuscitation attempt, Jacobs et al. (2004) specified a 

declared death as the end result. The definition of unsuccessful resuscitation is a CPR 
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event that ends in the death of the patient. Nurses in the US use the terms “coding” and 

“code blue” interchangeably with the term CPR.  

Medical-Surgical Registered Nurse 

For the purposes of this study, an MS RN is defined as a hospital-based inpatient 

RN who practices in adult non-telemetry or non critical-care telemetry settings. MS RNs 

care for acutely ill patients in a wide range of settings (AMSN, 2017), not including 

critical, emergency, or operating room care settings.  

Stress 

Stress is divided into two main categories of physiological and psychological. 

Selye coined the term “stress” but meant it only in the physiological sense, rather than in 

the more commonly used psychological sense (Baqutayan, 2015). Selye (1950) claimed 

that the body produces defenses to stressors that are imposed upon it; these adaptations 

occur in three stages: alarm reaction, resistance, and exhaustion. This description is useful 

in describing the fear of resuscitation events through a physiological lens, as Badger 

(1996) did in his article on the physiology of fear for nurses and CPR events. Huggins 

(2008) used a descriptive correlational design to study critical care nurses’ personality 

and coping after a critical incident and referenced Selye’s general adaptation syndrome 

(GAS) to identify various stressors—including unsuccessful resuscitation—and their 

effects on nurses. Huggins (2008) used Lazarus and Folkman’s definition, not Selye’s, 

likely because Selye’s definition did not include the individual’s coping mechanism 

associated with psychological stressors (Krohne, 2002). For the purposes of this study, 

the term “stress” refers to psychological stress, which is defined as “a particular 

relationship between the person and the environment that is appraised by the person as 
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taxing or exceeding his or her resources and endangering his or her well-being” (Lazarus 

& Folkman, 1984, p. 19).  

Coping  

Blum et al. (2012) asserted that the two predominant theories in coping are 

“coping as a personality disposition and coping as a person-situation process” (p. 596). 

Considering the lived experience of an MS RN with an unsuccessful CPR experience, a 

definition of coping as a person–situation process is used in this dissertation. Coping is a 

“constantly changing cognitive and behavioral effort to manage specific external and/or 

internal demands that are appraised as taxing or exceeding the resources of a person” 

(Lazarus & Folkman, 1984, p. 141). The authors further noted that coping with a 

psychological stressor may take two forms: (1) the regulation of emotions from a 

stressing situation and (2) the management of a problem causing psychological stress.  

The remainder of this dissertation is organized as follows. Chapter 2 presents a 

review of the literature. Chapter 3 explains the methodology. Chapter 4 presents the 

results and chapter 5 is the discussion of the findings.  
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CHAPTER 2 

LITERATURE REVIEW 

This chapter is organized into two parts. The first part begins with a published 

study entitled “Nurses’ coping strategies during and after an adult in-hospital 

resuscitation attempt: A scoping study” (Blomquist & Lasiter, 2021). In this scoping 

study, literature about nurse coping strategies during and after cardiopulmonary 

resuscitations was synthesized and reported. References from the scoping study are 

included in this study’s references. In the second part, further review of the literature to 

describe the rationale for focusing on the experience of male nurses is provided. 

Literature Review, Part 1: The Scoping Study 

Abstract 

Aim 

 A scoping study was conducted to identify and synthesize literature about nurse 

coping strategies during and after cardiopulmonary resuscitations (CPRs). 

Background 

 Nurses frequently engage in CPR events that often lead to patient deaths thereby 

negatively impacting nurses’ mental and physical health compromising patient safety. 

Little research has been conducted to explore coping strategies nurses use during and 

after a CPR event. 

Design 

 Arksey and O’Malley’s framework was used to guide the review process and 

PRISMA-ScR checklist for reporting the study. 

Methods 
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 A comprehensive search (January 1, 1996 - August 1, 2021) using ProQuest, 

PsychINFO, CINAHL, and PubMed databases to locate peer-reviewed publications that 

met the study’s inclusion criteria. We included publications of data collected from nurses 

who experienced a non-simulated adult CPR event in an acute or critical care hospital 

setting. Lazarus and Folkman’s Ways of Coping Checklist, based on the transactional 

theory of stress and coping, was used to guide data analysis and categorize and label the 

coping strategies used by nurses. 

Results 

 The search returned 2,689 articles, and nine articles comprised the sample after 

excluding duplicates, titles, abstracts, and full-text articles not meeting the inclusion 

criteria. Nine articles were reviewed to identify the coping strategies used by nurses 

during and after a CPR event. These strategies were grouped into eight categories. 

Conclusion 

 When resuscitation was successful, the experience carried little to no stress. The 

coping strategy most often used during a resuscitation attempt was planful problem 

solving. The coping strategies used after a failed resuscitation attempt were planful 

problem solving and seeking social support. Nurses reported that debriefing sessions 

were not desirable venues for discussing post-resuscitation stress. 

Relevance to Practice 

 The provision of support by employers and colleagues must be intentionally 

planned and offered to nurses exposed to the stress induced by unsuccessful attempts at 

CPR. 
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Nurses’ Coping Strategies During and After an Adult In-Hospital 

Resuscitation Attempt: A Scoping Study 

The American Nurses Association (ANA) initiated a national movement in 2017: 

the Healthy Nurse, Healthy Nation™ Grand Challenge. This national movement has 

focused on improving the health and well-being of nurses. Accordingly, the organization 

believes that improving nurses’ well-being will promote healthy nurse lifestyles, 

positively influencing the care they deliver (ANA, 2021). Improved psychological well-

being has positively influenced the quality of the patient care a nurse provides and their 

intention to stay in the nursing profession (Badu et al., 2020; Hämmig, 2018). Hall et al.’s 

(2016) systematic review revealed that 16 of 27 quantitative studies measuring well-

being demonstrated a significant correlation between decreased patient safety and poor 

healthcare provider well-being. Healthcare providers and nurse researchers are charged 

with exploring how the nursing field can improve well-being in a profession that is often 

stressful. Indeed, providing effective coping strategies in a fast-paced environment is 

challenging. One particularly stressful nurse experience is their patient’s sudden death. 

Research has supported the claim that patient death is an occupational stressor for 

nurses. How a patient death negatively influences nurses is presented in several ways, 

including increased risk of developing post-traumatic stress disorder (PTSD) (Mealer & 

Jones, 2013). In Wakim’s (2014) study, registered nurse participants (N = 161) reported 

that the two most frequent occupational stressors were patient death and heavy 

workloads. Similarly, McVicar’s (2016) scoping study found that patient death and dying 

were sources of occupational stress for nurses. Sato (2015) found that abrupt changes in a 

patient’s stability resulting in unexpected death caused nurses to experience grief. The 

nursing literature confirms that patient death is a stressful experience for nurses. 
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However, few studies have explored how nurses cope specifically during (recognition of 

cardio-pulmonary arrest through cessation of CPR efforts) and after (post cessation of 

efforts and thereafter) CPR events, which often result in unexpected patient deaths. 

According to the National Hospital Discharge Survey, there were 715,000 

inpatient hospital deaths in 2010 (Hall et al., 2013). In 2016, the American Heart 

Association (AHA) reported 209,000 in-hospital CPR events, with 75.2% ending in 

inpatient deaths. The AHA further revealed that over 150,000 US nurses are involved in a 

CPR event patient death per year. Morrison and Joy (2016) identified CPR and patient 

deaths as influencing factors for occupational stress in their mixed-methods study of 210 

nurses. Others have linked CPR and patient death to indirect trauma (Mealer et al., 2007) 

and precursors for PTSD in the nursing population (Mealer & Jones, 2013; Mealer et al., 

2007). McMeekin et al. (2017) conducted a study (N = 490) and found that denial, self-

blame, behavioral disengagement, self-distraction, and post code stress severity were 

predictors of the severity of PTSD symptoms. The nursing profession is charged with 

providing support for nurses exposed to traumatic occupational events, knowing that 

stress can negatively affect well-being, satisfaction, communication skills, organizational 

outcomes, and nurse retention (Pipe et al., 2009). The CPR experience is one of these 

traumatic occupational events. It is unclear what coping strategies are used during and 

after a CPR event and if coping associated with CPR differs from other stress related 

events in nursing. Hence, a comprehensive appraisal of the nursing literature to clarify 

nurse coping strategies during and after a CPR event is warranted as well as to reveal any 

gaps in knowledge.  
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Purpose 

The purpose of this scoping study was to describe the breadth of research findings 

related to coping strategies used by nurses during and after involvement in an in-hospital 

CPR event. An additional aim was to summarize the findings to identify interventional 

research opportunities and evidence useful for developing programs that support nurses 

who provide CPR to hospitalized patients. Consequently, the following research question 

was formulated: What coping strategies do nurses use during and after an in-hospital 

CPR? 

This study used coping strategy categories informed by Lazarus and Folkman’s 

(1984) theory of stress and coping. Based on their theory, Folkman et al. (1986) identified 

ways of coping categories which were used to organize and display the study findings. 

The nurse coping strategies identified in the literature easily fit into Folkman’s eight 

forms of coping categories, including problem- and emotion-focused coping. The 

definitions of Folkman et al. (1986) coping categories are detailed and expanded in 

selected areas in the results section.  

Methods 

The Preferred Reporting Items for Systematic Reviews and Meta-Analyses - 

Scoping Reviews (PRISMA-ScR) checklist (Tricco et al., 2018) was used to guide 

reporting the study process (Supplementary File 1). Arksey and O’Malley’s (2005) 

scoping study method was used to guide the conduct of the study because it provides a 

stepwise structure for identifying and summarizing a broad range of literature in a 

specific research area. This method was used to identify and summarize research 

evidence areas that needed organization for practice and further research. In this scoping 
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study, researchers report findings in a comprehensive yet manageable format to provide 

nurse educators, leaders, and practitioners with evidence to advance nursing science. 

Identifying Relevant Studies 

We were interested in journal publications that were conducted in inpatient acute-

care hospital settings where CPR was performed on adults (age > 19 years) and that 

reported coping strategies used by registered nurses to mitigate stress before, during, or 

after a CPR event. To be inclusive of international publications, we selected articles 

whose authors designated participants as nurses, with or without identifying specific 

education levels or certifications. Articles about CPR events related to neonatal and 

pediatric patients (age 0-18 years), CPR events occurring outside of acute care hospital 

settings (e.g., community, urgent and primary care clinics, and residences), and coping 

strategies used by non-nurse CPR participants (e.g., assistive personnel, physicians, first 

responders, respiratory therapists, and lay persons) were excluded. These inclusion and 

exclusion criteria were used to construct our search strategy. 

An experienced university medical librarian was consulted to assist with panning, 

conducting, and reviewing the search strategy. An in-depth search was conducted to 

identify all peer-reviewed, journal articles published from January 1, 1996 to August 1, 

2021, regardless of the research method or tradition; therefore, both quantitative and 

qualitative designs were included. The search did not include gray literature. 

The CINAHL, PubMed, PsycINFO, and ProQuest databases were accessed to 

identify relevant studies using the following search terms: “(nurse OR Nurses OR 

Nursing) AND (CPR OR cardiopulmonary resuscitation OR cardiac arrest OR code blue) 

with 1996 to 2021, English AND (Hospital OR inpatient) NOT (Out-of-hospital) NOT 
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(pediatric OR child OR baby OR neonate), NOT (simulation OR mock code) NOT 

(family witnessed OR family presence).” The search terms were reviewed and discussed 

by the authors and librarian, and the search was conducted a second time to verify that all 

possible publications were found. Nine additional articles were found using reference 

mining (a hand search).  

Study Selection 

The database search returned 2,689 studies and, after duplications were removed 

and the nine additional articles found using reference mining were added; 2,105 articles 

remained for screening (see Figure 1). Titles were screened, and 1,773 articles were 

excluded because they did not meet inclusion and exclusion criteria. Next, abstracts of 

the 332 remaining articles were reviewed, and 284 were excluded, leaving 48 

publications for full-text review. Each author reviewed one-half of the articles (24 articles 

each). If an independent decision for an article could not be made, the authors engaged in 

discussion until a consensus was reached. Nine articles were determined to have met all 

inclusion and exclusion criteria and comprised the sample (see Table 1). 

Synthesis 

After identifying the studies meeting inclusion criteria, we summarized the 

countries of origin, type of settings, populations, and study designs, along with the 

measures used and key findings (see Table 1). Keeping with our purpose and study 

question, we extracted coping strategy data from the findings of each article, determined 

the temporal aspects of the strategies, grouped them according to Lazarus and Folkman’s 

(1986) ways of coping categories. These categories provided a structure for reporting the 

study findings: planful problem solving, seeking social support, distancing, escape 
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avoidance, self-controlling, accepting responsibility, confrontive coping, and positive 

reappraisal.  

Charting the Data 

Similar to qualitative research analyses and aligning with Arksey and O’Malley’s 

(2005) stages of scoping studies, data were collated, summarized, and reported. Based on 

the study purpose and search terms determined by the study team, a data charting form 

was developed, tested, and revised for use when recording extracted data variables. 

Authors independently reviewed the articles, charted the data, and discussed the results 

using an iterative process. Folkman et al.’s (1986) ways of coping categories were used to 

organize and provide a theory-based structure to the findings. These categories were used 

to construct a frequency table for recording each of the coping strategies reported in the 

article findings. Coping strategies used by the nurses during and after CPR events were 

independently extracted by the authors from each of the study articles and numerically 

recorded (see Table 2). Discrepancies were discussed until a consensus was reached. 

Results 

The nine articles included in this scoping study were published between 1996 and 

2018 (see Table 1). Geographical locations varied, with most studies being from the 

United Kingdom (n = 3) and Australia (n = 2). The remaining four publications were 

from Canada, South Korea, Sweden, and the United States, respectively. 

Authors predominately used qualitative methods, with one study using a 

combined quantitative and qualitative design (Laws, 2001). The remaining eight 

qualitative studies utilized interview guides and were reported as descriptive or 

exploratory (Clark & McLean, 2018; Gamble, 2001; Lee & Cha, 2018; Page & 
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Meerabeau, 1996; Pups et al., 1997; Sjöberg et al., 2008). One qualitative study (Pups et 

al., 1997) used an open-ended questionnaire with room for narrative descriptions of the 

CPR event. The remaining two qualitative studies used phenomenological methods (Isaak 

& Paterson, 1996; Ranse & Arbon, 2008). Laws (2001) combined the Impact of Event 

Scale (EIS) with subsequent interview questions (see Table 1). 

Planful Problem Solving 

Folkman et al. (1986) described the category of planful problem solving as coping 

by purposefully focusing on the problem to modify the situation through a reasonable and 

logical approach. Planful problem solving was used by nurses during and after the CPR 

event. Three of the included studies reported nurses utilizing planful problem solving 

during their CPR event (Isaak & Paterson, 1996; Lee & Cha, 2018; Ranse & Arbon, 

2008). Nurses actively used the knowledge they had acquired from past CPR events and 

situated themselves during the CPR event to learn new procedures or treatments to 

improve future practice. They further took a logical approach in gravitating toward roles 

that aligned with their perceived experience level (Isaak & Paterson, 1996; Lee & Cha, 

2018; Ranse & Arbon, 2008). All the included studies involved planful problem solving 

after the CPR event (Clark & McLean, 2018; Gamble, 2001; Isaak & Paterson, 1996; 

Laws, 2001; Lee & Cha, 2018; Page & Meerabeau, 1996; Pups et al., 1997; Ranse & 

Arbon, 2008; Sjöberg et al., 2015). Nurses actively sought to learn from the CPR event, 

with an improvement in performance being the predominant theme. After the CPR event, 

nurses used or sought to use planful problem solving by assessing their performance, 

reviewing the CPR event’s mistakes or omissions, decision-making, areas for 

improvement, aspects that went well, and a desire to practice, planning to implement 
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learning towards future CPR events (Clark & McLean, 2018; Gamble, 2001; Isaak & 

Paterson, 1996; Laws, 2001; Lee & Cha, 2018; Page & Meerabeau, 1996; Pups et al., 

1997; Ranse & Arbon, 2008; Sjöberg et al., 2008). 

Seeking Social Support 

Folkman et al. (1986) described the seeking social support category as seeking 

informational or emotional support from another individual. None of the articles included 

in this study reported that nurses sought social support during the CPR event. In this 

study, if nurses sought to debrief the CPR event for emotional or coping support, it was 

included in the seeking social support category. Meanwhile, if they sought debriefing 

support for a performance review or learning opportunities, it was included in the planful 

problem solving category. In Clark and McLean’s (2018) study, one nurse participant 

shared the difference between debriefing for emotional support and debriefing for 

performance skills, and the authors of this study agree. 

Eight of the nine studies reported that nurses sought others for emotional support 

after the CPR event. Nurses reported needing to discuss their feelings after the CPR event 

(Clark & McLean, 2018; Gamble, 2001; Laws, 2001; Lee & Cha, 2018; Page & 

Meerabeau, 1996; Pups et al., 1997; Ranse & Arbon, 2008; Sjöberg et al., 2015). Nurses 

felt distressed and anxious after the CPR event and reported desiring reassurance and a 

venue to reflect and cope with their associated emotions (Clark & McLean, 2018; Pups et 

al., 1997) or a forum to resolve their emotional responses to the CPR event (Laws, 2001; 

Sjöberg et al., 2015). Nurses predominantly sought fellow nurses, family, or friends as 

resources to help cope with the CPR event’s emotional consequences (Laws, 2001; Lee & 

Cha, 2018; Pups et al., 1997; Ranse & Arbon, 2008; Sjöberg et al., 2015). Often, nurses 
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gravitated to those that might have understood their CPR event and the emotional impact 

the event had on them. Nurses reached out not only to co-workers but to any nurse. For 

example, if a spouse or family member was a nurse, they were seen as a safe resource to 

understand CPR-related emotions (Laws, 2001; Lee & Cha, 2018; Pups et al., 1997). 

Moreover, experienced nurses sought to provide post-CPR reassurance (Ranse & Arbon, 

2008). Seeking social support was determined to be a reactive measure after the CPR 

event and further research regarding how nurses provide each other tangible social 

support during the event may be beneficial as nurses support professional well-being.  

Distancing 

Folkman et al. (1986) described the category of distancing as removing oneself 

from the situation by downplaying the event, avoiding reflecting on the gravity of the 

situation, or constructing a more positive viewpoint. The terms “detachment” and 

“distancing” are often used interchangeably in the literature (Lazarus & Folkman, 1984). 

In this study, the distancing category aligns with Lazarus’s (1999) view on distancing. He 

described that emotional distancing could be an appropriate tool for nurses to prevent 

burnout and feeling overcome by their profession’s constant stressors, thereby allowing 

them to remain effective and caring in their interactions with patients. In our study, Isaak 

and Paterson’s (1996) nursing participants utilized emotional distancing during and after 

the CPR event. During the CPR event, they described a desire to engage in emotional 

distancing when they anticipated the patient’s death or perceived that the patient’s 

significant others would be distraught. Another form of emotional distancing reported 

during and after the CPR event was laughter (Gamble, 2001; Page & Meerabeau, 1996). 

Using laughter aligns with Folkman et al.’s (1986) description of distancing by making 
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light of the situation when trying to cope. Moreover, Sato (2015) found that the use of 

professional boundaries aids the nurse in emotional self-protection.  

After the CPR event, nurses used many forms of distancing. Some nurses 

attempted to normalize the situation by engaging in tasks such as focusing on cleaning 

and managing room supplies or increasing their work activity (Gamble, 2001; Isaak & 

Paterson, 1996) following the CPR event. In contrast, other nurses shifted their emotions 

away from the event and towards CPR equipment problems or the CPR performance of 

their peers (Page & Meerabeau, 1996). Beyond shifting emotions to the CPR event’s 

nonpersonal aspects and other individuals, nurses strived to emotionally let go or forget 

the experience and move on (Isaak & Paterson, 1996; Lee & Cha, 2018). Some nurses 

reported needing to distance themselves from the environment completely to move 

through the experience. For example, nurses shared they needed to be away from work 

and go home after a CPR event to emotionally work through the experience (Clark & 

McLean, 2018) or simply have time alone to process the experience (Ranse & Arbon, 

2008). Additionally, other nurses reported feelings of indifference towards the CPR event 

(Gamble, 2001). 

Escape Avoidance 

Folkman et al. (1986) described the category of escape avoidance as coping when 

an individual attempts to wish the situation away or engage in behaviors to avoid or 

escape the situation. In this study, escape avoidance differs from distancing. Indeed, the 

individual goes beyond distancing to completely detach from the situation during escape 

avoidance coping. They do not try to distance themselves from but seek to actively avoid 

or escape the situation. Several of the included studies used the term “detachment” as a 
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coping strategy for nurses after a CPR event (Clark & McLean, 2018; Gamble, 2001; 

Isaak & Paterson, 1996; Laws, 2001; Lee & Cha, 2018; Page & Meerabeau, 1996; Pups 

et al., 1997). Due to the interchangeability of the terms “distancing” and “detachment,” 

we will provide examples to illustrate the difference. 

Clark and McLean’s (2018) nurse participants reported other nurses who had 

terminated their hospital employment because of a specific CPR event. Additionally, 

nurses shared that they wanted to avoid talking about the situation altogether, they felt 

numb to the CPR event, they had become accustomed to death, the CPR event felt 

surreal, or they turned to alcohol as a coping strategy (Isaak & Paterson, 1996; Laws, 

2001; Lee & Cha, 2018). Stanislawski (2019) asserted that feelings of helplessness were 

associated with problem avoidance. Nurses in two studies used helplessness as an 

avoidance coping strategy. They reported experiencing feelings of helplessness because 

their actions had seemingly not influenced the patient CPR outcome and they felt that 

they were merely lucky if the patient survived (Page & Meerabeau, 1996; Pups et al., 

1997). 

Self-controlling 

Folkman et al. (1986) described the self-controlling category as an individual’s 

attempt to control their emotions and subsequent actions. During CPR, nurses tried to 

control their fight and flight responses (Laws, 2001) which is often associated with anger 

and fear (Lazarus, 1999). A nurse’s attempt to self-control this response is also seen in 

Sjöberg et al.’s (2015) study where nurse participants reported experiencing cognitive 

and physical reactions during the CPR event that manifested as tunnel vision and 

difficulty with estimating time. After the CPR event, nurses experienced negative 
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emotions but tried to restrain, control, or push away their feelings associated with the 

experience (Gamble, 2001; Isaak & Paterson, 1996; Laws, 2001; Lee & Cha, 2018). Even 

when emotions were experienced, nurses shared that they tried their best to prevent others 

from witnessing their emotions by seeking, instead, to keep their psychological conflicts 

to themselves (Lee & Cha, 2018; Page & Meerabeau, 1996). This type of self-control also 

assisted nurses in managing their interactions with families and other patients. For 

example, they shifted from pushing away emotions during and after the CPR event to 

remaining calm-and- collected in front of the family and other patients in an attempt to 

re-engage their emotions while talking with the patient’s family (Isaak & Paterson, 1996; 

Lee & Cha, 2018). 

Accepting Responsibility 

Folkman et al. (1986) described the category of accepting responsibility as an 

individual recognizing their role in a situation or attempting to reflect on fixing the 

situation. Accepting responsibility can present itself as making a pact with oneself to go 

about a future situation differently or accept responsibility through behaviors, such as 

self-criticism or self-blame (Folkman et al., 1986). Everly and Lating (2017) 

acknowledged that medical providers often accept responsibility for uncontrollable work-

related circumstances and use self-blame when mistakes are made. This self-imposed 

guilt occurs when reflecting on what should have been done to prevent the untoward 

event or what they could have done to improve its outcome (Everly & Lating, 2017). We 

found that accepting responsibility was predominantly demonstrated by nurses 

experiencing feelings of post-CPR guilt, with no reports of accepting responsibility 

during the CPR event. Nurses shared that when contemplating their contribution to an 
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unexpected CPR event, they asked themselves why the CPR event had even occurred and 

what they had potentially missed (Isaak & Paterson, 1996; Lee & Cha, 2018; Pups et al., 

1997). Nurses also accepted responsibility by reflecting on their personal and team’s CPR 

performance. For example, they wondered what they did wrong or self-determined that 

the CPR event was performed incorrectly due to their own or the team’s inadequate skills 

or practice (Clark & McLean, 2018; Gamble, 2001; Page & Meerabeau, 1996). 

Confrontive Coping 

Folkman et al. (1986) described the confrontive coping category as seeking to 

modify a situation, usually expressed through hostility or aggressive behaviors. Our study 

found that the confrontive coping after a CPR event was not present in the literature. 

However, nurses would avoid interacting with hostile members after the CPR experience 

due to aggressive behaviors during the event (Lee & Cha, 2018) such as offensive and 

abrasive forms of communication and anger towards other members of the resuscitation 

team (Lee & Cha, 2018). Nurses reported having challenging experiences when 

participating in a CPR event where physicians would use confrontive coping to discount 

nurses’ input and raising their voice during the event (Pups et al., 1997). However, this is 

not reflected in Table 2 on how nurses cope. 

Positive Reappraisal 

Folkman et al. (1986) described the positive reappraisal category as coping when 

an individual focuses on personal growth to generate a positive meaning from their 

situation. In this study, none of the included studies reported positive reappraisal during 

the CPR event. After the CPR event, nurses reported euphoria, satisfaction, coming to 

terms with the event, growing professionally, pride, and improved confidence after a CPR 
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event (Gamble, 2001; Isaak & Paterson, 1996; Lee & Cha, 2018; Ranse & Arbon, 2008). 

However, most of the positive reappraisals were associated with the resuscitation 

outcome. Folkman et al. (1986) stated that the outcome of a situation could influence a 

positive reappraisal. For nurses, the CPR outcome was viewed more optimistically when 

the patient survived or when death was an acceptable outcome based on their poor quality 

of life. 

Discussion 

This scoping study identified published literature from the last 25 years on nurses’ 

coping strategies during and after a CPR event. Research reports included in this study 

described nurses’ CPR events as distressing and stressful (Clark & McLean, 2018; 

Gamble, 2001; Isaak & Paterson, 1996; Laws, 2001; Lee & Cha, 2018; Page & 

Meerabeau, 1996; Pups et al., 1997; Ranse & Arbon, 2008; Sjöberg et al., 2015). Current 

research on nurses’ experiences with CPR events mainly focuses on their stress 

symptoms rather than how they emotionally manage during and after the CPR event. 

These studies align with other publications that have determined CPR events as an often 

distressing and stressful experience for nurses (McMeekin et al., 2017; Navalpotro-

Pascual et al., 2019). Evidence to support the stress experienced by nurses during and 

after CPR is strong. It is time to shift the focus from the stress experience to how nurses 

cope with stress during and after CPR participation and to test supportive interventions 

for efficacy and effectiveness. 

One aspect that has received considerable focus in the nursing literature is 

debriefing after the CPR event. However, there are conflicting viewpoints on the type of 

debriefing that must occur. The AHA (2021) has suggested that an operational debriefing 
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that occurs immediately following the event offers an opportunity to assess the actions 

and intervention that occurred in the CPR event, focusing on quality improvement. This 

type of debriefing aligns with the coping strategy of planful problem solving, where 

nurses seek to learn from their CPR performance to improve future practice. However, 

when the objective of debriefing is to aid in emotional or psychological support, the 

literature varies on the effectiveness of this approach (Van Overmeire, 2020). The 

American Red Cross Advisory Council on First Aid, Aquatics, Safety, and Preparedness 

conducted a scientific review in 2011. The organization found no compelling evidence 

that psychological debriefing decreases the risk for PTSD. This includes critical incident 

stress debriefing (CISD) and critical incident stress management, which are forms of 

psychological debriefing used after a stressful incident. The council recommended these 

strategies should not be used for providers after a traumatic event and may even be 

harmful (Pia et al., 2011). The World Health Organization (2012) strongly recommends 

that psychological debriefing not be used as an intervention after a traumatic event to aid 

in reducing PTSD, anxiety, or depressive symptoms. In the DSM-5 update, the authors 

stated that psychological debriefing and CISD had not been shown to decrease stress or 

PTSD occurrences (Briere & Scott, 2015). Some scholars may push against the non-

benefits or unclear benefits of psychological debriefing. However, the literature supports 

an ongoing debate on the effectiveness and benefits or lack thereof of psychological 

debriefing. 

In this scoping study, eight of the nine studies found that seeking social support 

helped nurses emotionally recover and cope after a CPR event. These findings suggest 

that nurses gravitate toward peer support and support from those who may understand 
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their feelings associated with a CPR event. Lim et al.’s (2010) systematic review on 

stress and coping identified that seeking informal social support was the predominant 

coping strategy for nurses. Blum et al. (2012) found that social support is one of the most 

important external coping strategies. Authors proposed that it may be beneficial to steer 

away from psychological debriefing (due to conflicting evidence about its effectiveness) 

and towards promoting peer support interventions. Hospital-based peer support and 

wellness programs are supported by The Joint Commission (Braun, 2020) and have been 

developed with reported success (Lane et al., 2018). However, they have not been widely 

adopted in hospitals to support nurses. The authors speculate how staffing, financial 

aspects, and hospital executive support influence the development of peer support 

programs. 

The distancing and escape avoidance coping strategies are quite different. 

Distancing is used as a protective measure, aiding nurses in managing and coping with 

the CPR event’s stress. The escape avoidance coping strategy involves numbing and a 

complete detachment from the CPR event. Dolan et al.’s (2012) study investigated 

stressors and coping strategies in nurses. Their findings revealed that emotional 

distancing was the primary coping strategy used and suggested distancing promotes nurse 

resilience. Conversely, using detachment was associated with transient reports of burnout. 

Chang et al. (2006) asserted that nurses who use distancing had improved mental health, 

especially compared to those with escape avoidance coping behaviors. It is essential to 

illustrate a distinction between distancing and escape avoidance since emotional 

distancing aids the nurse in self-protection and promotes professional care (Kim et al., 

2020). It is challenging to determine the appropriate amount of distancing before one 
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becomes detached, and there is still some debate on using distancing as a coping strategy. 

However, nurses used distancing as an emotionally appropriate protective measure in this 

study. Therefore, exploring measures that promote emotional distancing is warranted. For 

example, hospital-based leaders need to adopt processes that provide time after the CPR 

event for nurses to leave the unit and reflect on their experiences thereby creating a 

culture where the use of humor, as a protective coping measure, could be accepted. 

Training involving setting professional boundaries, learning healthy emotional 

distancing, and identifying signs of detachment would benefit nurses in coping after a 

CPR event. 

Nurses used the self-control coping strategy to help maintain a sense of control 

over their fight or flight response during a CPR event and control their feelings after the 

CPR event. Interestingly, nurses often attempt to control how they respond during and 

after the CPR event, where they have limited control over the outcome. During the CPR 

event, nurses attempt to navigate their physiological stress response. Experiencing 

frequent or significant fight or flight responses has negative health consequences 

(Schneider & Riffle, 2012). Certain relaxation and breathing techniques proposed in the 

literature may aid nurses in managing their fight or flight responses. Still, we speculate 

that resiliency training focusing on improving competence, self-efficacy, and control will 

provide nurses with the ability to appraise the CPR event as less stressful. This training 

might further aid in managing the fight or flight response and potentially influence the 

emotions they attempt to control. 

Resilience encompasses many personal and protective aspects that positively 

influence the appraisal of negative stressors and aid in managing the cognitive process 
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towards felt emotions, thus influencing how individuals choose their coping strategy 

(Fletcher & Sarkar, 2013). Resilience concerns the nurse’s ability to adapt, manage, and 

resolve problems and identify solutions (Yu et al., 2019). Various methods have been 

discussed earlier for assisting the nurse after the CPR event; however, promoting 

resilience in nursing may have beneficial protective aspects before a CPR event occurs. 

Yu et al. (2019) conducted a systematic review (N = 38) on factors associated with nurse 

resilience. Findings revealed that self-efficacy, improved coping skills, and social support 

are factors that improve resilience. Meanwhile, stress, burnout, anxiety, PTSD, and 

depression are factors negatively associated with nurse resilience. Yılmaz (2017) 

described eight characteristics that resilient nurses display: competence, control, self-

efficacy, coping, a sense of humor, optimism, spirituality, and hope. The author asserted 

that these characteristics aid in problem solving and staying in control during stressful 

events. Providing contextualized CPR training that mimics clinical events and 

psychologically safe opportunities for nurses to observe a CPR event may give them a 

sense of control and improve self-efficacy and perceived competence. Blum et al. (2012) 

stated that a certain level of experience with a specific event could influence how 

individuals appraise a stressor. If the stressor is a new experience, it requires additional 

resources and energy. However, if the individual has had repeated exposure to a stressor 

and developed mastery of the event, the stressor is often met with deceased stress (Blum 

et al., 2012). CPR training and psychologically safe exposure before participating in the 

event might initiate their path to mastery. 

As previously mentioned, CPR event mastery contributes to feelings of self-

efficacy. Self-efficacy involves confidence to act on one’s skills, believe in their 
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capabilities, cope with stress, and draw from their resources to manage a stressful event 

(Luszczynska & Durawa, 2012). Nurses who obtain self-efficacy through training and 

psychologically safe exposure are increasingly able to appraise the CPR event as 

challenging and controllable (Luszczynska & Durawa, 2012). Accordingly, nurse 

educators and leaders need to design CPR training programs that promote nurse self-

efficacy. This action could help nurses reframe CPR experiences and reconstruct self-

perception into a controllable and challenging event rather than a threat that then requires 

the nurse to manage their post-CPR associated psychological conflicts.  

Nurses who utilized the accepting responsibility coping strategy predominately 

did so in the form of guilt (self-blame), questioning their ability to recognize precursors 

to the CPR event and if they or the CPR team provided quality care. Contextualized 

training may benefit a nurse questioning the quality of care delivered by allowing the 

nurse to realize they did all they could for the patient by adhering to best practice, also 

potentially influencing feelings of guilt. Guilt is an evaluation of the self where the 

individual believes they have committed wrongdoing and accepts responsibility (Maiti & 

Latzko, 2012). When reflecting on a nurse’s feelings of guilt and their ability to recognize 

an impending CPR event, we assert that educational interventions that review and set 

realistic expectations of CPR events would benefit nurse coping. For every four CPR 

events, a nurse will witness a patient’s death in three out of those four events (AHA, 

2016). Adhering to evidence-based standards in CPR management would influence 

patient outcomes; however, the patient may still die, even when nurses do everything 

right. Setting realistic expectations would tackle this illusion of control, where nurses 

believe they have an influence on patient outcomes when often they do not (Chipperfield 
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et al., 2012). These realistic expectations may aid in accepting responsibility in a more 

positive light. 

Nurses using confrontive coping as a coping strategy was not reported in the 

literature from this study. While confrontive coping might be used as a coping strategy 

during a CPR event, no mention of confrontation behaviors by nurses during or after a 

CPR event was discussed in the study findings. Further research specifically addressing 

confrontive coping during a CPR event is warranted since nurses may or may not use this 

coping strategy but might witness to or experience this type of behavior during or after a 

resuscitation attempt from colleagues. 

 Using positive reappraisal by nurses was reported when the focus was on the 

meaning of and growing personally from the CPR event. Future research in nurse coping 

may benefit from taking a positive psychology approach to research by focusing on 

positive aspects. Therefore, if nurses report positive growth after a potentially stressful 

event, this should be a research focus. Research should further evaluate what 

characteristics these nurses hold and why certain nurses can grow from the experience. A 

research focus on nurses who cope and grow from CPR events would aid in determining 

what interventions may assist other nurses. Another area for improvement in the CPR 

nursing literature would be a clear delineation between CPR events that end in death and 

those where the patient survives. As stated earlier, a positive reappraisal can be 

influenced by the situation’s outcome (Folkman et al., 1986). Failure to save a patient’s 

life after a CPR event is associated with negative feelings (Gamble, 2001; Navalpotro-

Pascual et al., 2019). It is challenging to determine if positive reappraisals were 

associated with a patient’s CPR death or CPR survival in this study. 
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Limitations 

We sought to identify all published articles related to nurses’ coping strategies 

during and after a CPR event by consulting an expert in library science and using relevant 

search terms, a reference (hand) search, and databases to avoid the risk of inadvertently 

excluding publications. Additionally, we excluded articles published in languages other 

than English, which also narrowed the search. Other health disciplines were recognized 

as having critical roles in CPR events. This study’s focus was on nurses, so research on 

stress experiences in other disciplines was excluded. It is possible that data were excluded 

by not including gray literature in our search. Lastly, a quality assessment was not 

employed, nor is it expected in a scoping study, due to the broad nature of the methods 

used in the articles. 

Conclusion 

Although studies investigating nurse CPR events have existed for over 25 years, 

few have explored the coping strategies used by nurses after the CPR event and rarely 

during the event. Reviewing the literature, we can confidently establish that the CPR 

event can be stressful or distressing for the nurse. This study has identified coping 

strategies used exclusively by nurses during and after the CPR event. Exploring and 

understanding how nurses cope with and manage the stress of participating in a CPR 

event provides much-needed insight into nurse coping strategies, laying the foundation 

for future preventive and supportive intervention programs and research for the nursing 

profession. 
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Relevance to Clinical Practice 

This scoping study has identified various coping strategies nurses use during and 

after a CPR event. Problem-solving coping and seeking social support were found as the 

most frequent coping strategies used by nurses. Nurse leaders and researchers should use 

this evidence to inform how they debrief after a CPR event, investigate peer support 

programs, accept certain professional distancing as normal, promote/support 

contextualized CPR training programs, offer CPR educational programs that provide 

realistic expectations, note the potential coping differences between patient survival after 

CPR and patient death after CPR, and explore resiliency-based training to aid in 

preventative coping. 

Finally, this study noted that gender differences of nurses were overlooked, and 

gender may make a difference in responses to CPR events. Male nurses were often 

underrepresented in studies exploring nurses coping with CPR events. Further research 

should be conducted to identify the coping differences, if any, between male nurses and 

female nurses after experiencing a CPR event. 
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Table 1.  Article Summary 

Author 

(year) 

Country 

Participants 

and Setting 

 Gender Sampling Study Aims or 

Purpose 

Data Collection 

and Analysis 

Unsuccessful 

CPR  

Findings Relevant to 

the Review 

Clark & 
McLean 
(2018) 
UK 

Nurses – 
Medical Wards 

Female: 
100% 

Purposive 
sampling; 
n = 7 
 

Identify needs 
and barriers for 
debriefing after 
participating in 
CPR 

Qualitative  
Semi-structured 
interviews; 
Framework analysis 

Nurses' needs 
were greater 
when patient 
died after CPR 

Nurses need 
reassurance, 
validation, and 
opportunity to improve 
practice. Debriefing 
barriers: understanding 
purpose, time, lack of 
debriefing protocols.  

Gamble  
(2001) 
UK  

Nurses – 
Medical 
assessment, 
cardiac, and 
medical wards.  

Gender 
not stated 

Purposive but 
not stated; n = 
not stated 

To determine if 
debriefing after 
participating in 
CPR reduces 
physical and 
psychological 
stress 

Qualitative  
Semi-structured 
interviews 
 

Not clearly 
stated; guilt 
was linked to 
subsequent 
death 

Psychological stress 
was identified. 
Debriefing, especially 
inexperienced nurses, 
was beneficial in 
identifying learning 
needs and managing 
stress and coping. 

Isaak & 
Patterson 
(1996) 
Canada 

Nurses – 
Cardiac or 
intensive care 
unit  

Female: 8 
Male: 1  

Purposive but 
not stated 
n = 9 

Describe the 
lived experience 
of nurses after 
participating in 
an unsuccessful 
CPR 

Phenomenological 
interviews and 
paradigm exemplars. 
Colaizzi framework 

Nurse 
participation in 
at least one 
unsuccessful 
CPR attempt  

Nurses used emotional 
protective measures, 
felt a sense of loss, and 
noted that a 
connection with the 
patient/family 
influenced their CPR 
experience 

Lee & Cha 
(2018) 
South 
Korea 
 
 

Nurses - 
Emergency 
Department 
(ED) 

Female: 
16 
Male: 1 

Purposive but 
not stated 
n = 17 
 
 

To explore ED 
nurses 
experiences with 
performing CPR 

Qualitative 
Interviews 
Content-analysis  

Not stated  Nurses felt anxious 
about CPR and 
reported psychological 
distress post CPR. 
Emerging themes: 
Pressure from the 
urgency of CPR, sharp 
tempered, keeping 
psychological conflicts 
to oneself, and 
growing as an ED 



   

 
 

37 

nurse through CPR. 
Laws  
(2001) 
Australia 

Nurses - 
Critical care  

Female: 8 
Male: 10  

Purposive 
sampling but 
not stated 
n = 31 
18 of 31 
participants 
interviewed 

To investigate if 
nurses’ 
emotional 
responses after 
performing CPR 
were associated 
to critical 
incident stress 

Quantitative and 
Qualitative 
Survey followed by 
supportive semi-
structured interviews 
Thematic analysis 

Not Stated  Nurses who perform 
CPR are subject to 
critical incident stress 
which has implications 
for provider well-
being.  

Page & 
Meerabeau 
(1996) 
UK 

Nurses and 
student nurses, 
Cardiology 
Ward  

Not stated  Purposive 
sampling but 
not stated. 
7 student 
nurses, and 
nurses 
N=20 

To identify 
processes and 
outcomes of a 
CPR event on 
learning, 
practice, coping, 
and feelings. 

Qualitative 
Interview 
“debriefing 
sessions” 
Focus groups 

 Discussed 
threat of patient 
death, classified 
CPR as a 
success or 
failure 

Highlighted the 
difference between the 
CPR curriculum and 
actual practice. 
Nurses’ experienced 
feelings of anxiety due 
to emotional and 
physical demands 
which inhibited their 
performance and 
learning. 

Pups et al. 
(1997) 
US 

Nurses - 
All units  

Female:27 
Male: 2 

Convenience 
sample 
n = 29 
 

To describe nurse  
perceptions and 
reactions after 
experiencing a 
CPR event and to 
describe nurse 
stress-reducing 
measures.   

Qualitative 
Exploratory  
Questionnaire 
with open-ended 
questions.  Nurses’ 
narrative 
descriptions of CPR 
experience. 

Successful and 
unsuccessful 
events: 
59% were 
unsuccessful. 

Factors specific to 
CPR stress  
included 
status/outcome of the 
patient; nurse-patient 
relationship, 
availability of relevant 
patient information; 
organization and 
conduct of the code, 
how the team worked 
together, and  
nurse support post 
resuscitation.  

Ranse & 
Arbon 
(2008) 
Australia 

Nurses in all 
hospital units 
except ED, 
surgery, 
intensive care, 

Female: 6 
Male: 0 

Convenience  
n = 6 
(Less than 12 
months of 
nursing 
experience) 

To explore and 
describe the lived 
experience of 
nurses after CPR.   

Hermeneutic 
Phenomenology 
with focus groups 
Thematic analysis  

Successful and 
unsuccessful 
 

Themes: needing to 
decide, having to act, 
feeling connected, and 
being supported. 
Nurses found CPR to 
be stressful and 
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coronary care 
departments 

 challenging and sought 
personal coping 
strategies with little 
external support 
 

Sjoberg et 
al. 
(2015) 
Sweden 
 

Nurses 
Intensive care 
units  

Female: 5 
Male: 3 

Convenience  
n = 8 

To describe the 
nurses’ 
experiences with 
CPR. 

Qualitative  
Descriptive  
Semi-structured 
interviews 
Content Analysis 

Successful and 
unsuccessful 
 

Nurses described the 
CPR event as stressful 
and needed 
opportunities to train, 
have an orderly CPR 
event, and a means to 
discuss their feelings 
after the event.   
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Table 2. Coping Strategies by Publication 

Publication Confrontive 

Coping 
  

Distancing 
  

Self-

Controlling 
  

Seeking Social 

Support 
  

Accepting 

Responsibility 
  

Escape-

Avoidance 
  

Planful 

Problem  
Solving 
  

Positive Re 
appraisal 
  

  During After During After During After During After During After During After During After During After 

Clark & 
McLean 
(2018)     

      X        X     X  
 

   X  
 

  X       

Gamble  
(2001) 

      X 
 

  X 
 

  X  X 
 

  X    
 

X 
 

  X 
 

Isaak & 
Patterson 
(1996) 

     X 
 

X 
 

   X  
 

       X   X 
 

 X  
 

X 
 

  X 
 

Lee & Cha 
(2018) 

X 
 

    X    X 
 

  X 
 

  X 
 

  X 
 

 X  
 

X 
 

 
X  
 

Laws  
(2001) 

      
 

     X 
 

 X 
 

  X 
 

      X 
 

  X 
 

    

Page & 
Meerabeau 
(1996) 

    X  
 

X  
 

 
X 
 

  X 
 

  X    X 
 

  X 
 

    

Pups et al. 
(1997) 

 
      

 
    X 

 
  X  

 
 

  X   X 
 

  
 

Ranse &  
Arbon 
(2008)     

      X  
 

 
    X        

 
 X  X  

 
  X 

 

Sjoberg et 
al. 
(2015) 

            X  
 

 
  X 

 
        

 
X 
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Totals  1 0 2 6 2 5 0 8 0 6 0 7 3 9 0 4 
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Literature Review, Part 2: Gender Differences 

The comparison between men and women in research can be a politically charged 

topic. The study of gender is complex and multifaceted. There are many varying 

perspectives on gender differences, what those differences are, and why those differences 

exist (Helgeson, 2017). The purpose of this study does not include the direct examination 

of biological or social factors influencing gender similarities, differences, gender as a 

social construct, or how social roles influence gender. There are two main premises for 

the study of male MS RNs in this research. The first premise is that nursing literature 

lacks representation of male nurses as study participants, including study of male MS 

RNs' lived experience after a CPR patient death (Helgeson, 2017). The second premise is 

that males and females react to stressful events differently and seek out different forms of 

coping to that stress (Helgeson, 2017; Lazarus & Folkman, 1984). The conclusion to be 

drawn is that studies that only, or primarily, address coping in one gender likely overlook 

or can falsely ascribe conclusions to the non-studied gender. 

As mentioned previously, the nursing profession is not alone in its lack of 

research on gender differences. Eagly and Wood (2012) noted in their work on gender 

that the field of social psychology would also benefit from more attention on gender 

studies. An arguable difference between social psychology and nursing is that unlike in 

social psychology, a large percentage of female participants in nursing research is 

appropriate based on the dominant presence of female nurses in the profession (i.e., 

approximately 90% of nurses are female; Center for Interdisciplinary Health Workforce 

Studies, 2017). Thus, male nurses’ views have not generally been reflected in previous 

research.  
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Male MS RNs, in the role of a nurse, are exposed to the same occupational events 

and tasks as their female counterparts, though they may or may not experience stress and 

cope with them differently. Regarding the relationship of CPR stress to coping, Al Fatih 

and Fitriani (2019) conducted a descriptive correlational study (N=50) and determined 

that a nurse’s stress level had a significant relationship with how they coped. A novel 

finding of that study was the gender difference in how nurses perceived stress associated 

with a CPR experience. Females were more vulnerable to their emotions and used 

adaptive coping strategies that helped reduce stress, while men were more likely to avoid 

stressful problems. The lack of literature on male MS RNs’ CPR experiences and the 

findings of Al Faith and Fitriani (2019) related to gender differences in stress and coping 

in general points to the need for further in-depth exploration. It is critical to male nurses’ 

health to understand gender-specific responses to stress, especially following an 

unsuccessful CPR event.  

Understanding male gender-specific stress is necessary to inform interventions to 

mitigate the negative effects of patient death after a CPR attempt and support the health 

and well-being of male nurses. For example, in-depth insight into the lived experience of 

the male MS RN may reveal how they cope and what type of coping strategies they seek 

out. In our scoping study (Blomquist & Lasiter, 2021), we found that nurses sought out 

social support as one of their primary coping strategies. It is important to note that the 

included studies were overwhelmingly comprised of female participants. Females are 

more likely than males to engage in all coping strategies and seek out social support 

(Helgeson, 2017). Gender-specific interventions that relieve stress could enhance the 

quality of patient care they deliver by improving a male nurse’s psychological well-
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being. Improved psychological well-being has been shown to positively influence both 

the quality of patient care a nurse provides and their intention to stay in the nursing 

profession (Badu et al., 2020; Hammig, 2018; Wei et al., 2019). Moreover, the factors 

associated with an intention to leave the nursing profession include being a male nurse, 

emotional exhaustion, and high stress (Borkowski et al., 2007; Flinkman et al., 2010; 

Sasso et al., 2019; Stewart et al., 2011). Males in general complete more suicide than 

females and are more likely to engage in risky health behaviors such as alcohol 

consumption as a way of coping (Helgeson, 2017). By closely investigating male MS 

RNs’ lived experience of a well-known, work-related stressor, my study responds to the 

nursing profession’s calls to promote a healthier work environment (Wei et al., 2019). 

The work casts much needed light on the largely uninvestigated male MS RNs’ 

experience and underscores the need to acknowledge and support their needs as a 

growing part of that workforce. 

Burlison et al. (2016) have claimed that healthcare institutions are beginning to 

allocate more financial capital to resources that aid healthcare providers’ well-being. 

Knowing this, it is essential that financial means are applied effectively to reduce ill-

health for male MS RNs who experience stress related to patient resuscitation efforts. 

Insights gained through research into male MS RN’s perceptions and appraisal of a 

patient’s death after a CPR attempt could contribute to interventions focused on 

preventing related distress and promoting well-being, resulting in improved patient care. 

Using a phenomenological method to study the lived experiences of male MS RNs with 

an unsuccessful CPR event provided a deep exploration of this phenomenon.  
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CHAPTER 3 

METHODOLOGY 

This chapter defines and provides the rationale behind the design and methods 

employed for this descriptive phenomenological study. The chapter addresses the 

research design, data collection procedures, data analysis, rigor, and procedures and 

ethical measures taken to meet human subject protection requirements.  

Research Design  

There is an ongoing debate over the various theoretical stances within 

phenomenology. A researcher must be aware of these currents in order to situate themself 

appropriately based on the goals of the research and the researcher’s assumptions about 

what is and what can be known about what is (Kahlke, 2014; Mackey, 2005). In 

phenomenology, the philosophies of Edmund Husserl (i.e., descriptive) and Martin 

Heidegger (i.e., interpretive) are the two predominant philosophical approaches (Peoples, 

2021; Polit & Beck, 2017; Walters, 1995). Heidegger sought to understand through an 

ontological lens what “being” is and the nature of existence (Van Manen, 1997) and held 

the philosophy that consciousness is not autonomous from the world (Moskowitz & 

Wrubel, 2005). Unlike Husserl, Heidegger believed that the “methodological meaning of 

phenomenological description is interpretation” (Heidegger, 1996, p. 33). Husserl’s 

descriptive phenomenology holds an ontological assumption that an individual’s reality is 

internal and an epistemological assumption that the researcher should separate 

themselves from the world, be bias-free, and comprehend a phenomenon through 

descriptive means (Neubauer et al., 2019). Descriptive phenomenology requires the 

researcher to control their own opinions, beliefs, and assumptions to concentrate on the 
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participants’ experience of a phenomenon. This suspension of previous perceptions, past 

experiences, and ideas about the phenomenon is accomplished through bracketing 

(Neubauer et al., 2019), which is discussed in more detail in the next three sections. This 

study was conducted within the descriptive phenomenological philosophy of Husserl, 

who believed a presupposition-free description of the essence of an experience to be vital 

(Beck, 2021). Husserl’s phenomenological approach centers on the relationship between 

an individual (i.e., the male nurse) and the object (i.e., the CPR event and inpatient death) 

as experienced (Beck, 2021; Vagle, 2014). This relationship led to a research design that 

aligned with the study’s research question, which was as follows: “What is the lived 

experience of male MS RNs participating in a CPR that resulted in patient death in the 

inpatient hospital setting?” 

Role of the Researcher  

I am a male nurse who has participated in numerous CPR events over 16 years of 

working as a member of a resuscitation team, some of which resulted in the patient’s 

death. These personal CPR experiences have led to my interest in this research question 

and study. These personal experiences and my predetermined beliefs increased the 

possibility that I might unintentionally mistake my perceptions and emotions with those I 

collected and analyzed. The use of descriptive versus interpretive phenomenology aided 

in producing more straightforward descriptions and limited my interpretive projections 

into the data collection and analysis. In congruence with Husserl’s descriptive 

phenomenology, epoché (achieved through bracketing or phenomenological reduction) 

assisted me in describing the participants’ experience as I consciously noted and set aside  
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my own experiences and attitudes related to the phenomenon (Dowling & Cooney, 2012; 

Willis et al., 2016). 

Complete bracketing of personal experiences is challenging for any researcher 

(Bloomberg & Volpe, 2012), and I did not expect to completely withhold my values or 

beliefs. However, I aimed to be consciously aware of my values and beliefs and to 

monitor for their influence on how I understood the study data. Ahern’s (1999) 

recommendations for bracketing, which are detailed in the data collection section, 

provided a framework that I used to bolster my self-awareness. My previous experience 

as a trained resilience instructor also aided me in maintaining self-awareness while 

bracketing, since that training incorporates awareness, meditation, self-reflection, and 

mindfulness. Producing rigorous or high quality qualitative research means attending to 

the position of the researcher in the work. By using resilience tools, following Ahern’s 

recommendations, and conducting in-depth descriptive phenomenological interviews, I 

aimed to remain aware of where and how I was present in the research in order to 

enhance the trustworthiness of the study.  

I also conducted a practice interview prior to conducting interviews with the study 

participants. The practice interview was with a male nurse who had experienced a CPR 

patient death. During the practice interview, an expert in qualitative interviewing was 

present to observe and review my mannerisms, tone, and body language with me, 

providing feedback on the interview questions and prompts. 

Sample  

A purposive sample of six male MS RNs who had experienced an unsuccessful 

CPR event was recruited. Purposive sampling was used to select participants who 
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possessed the desired experience to provide insight into the phenomenon of interest 

(Bloomberg & Volpe, 2012; Polit & Beck, 2017). When using a phenomenological 

method, 6–10 interviews are generally sufficient (Morse, 1994; Polit & Beck, 2017) for 

reaching data saturation (i.e., the point where no new information is revealed in the data). 

Participants were recruited from a large, urban teaching hospital that employs 182 male 

nurses and 78 male MS RNs, which were sufficient numbers for achieving the required 

sample. Peoples (2021) asserted that a small sample size and purposive sampling are not 

limitations but rather common characteristics of qualitative research. Although small 

sample sizes are common in qualitative studies and vary in the final sample size, 

participant recruitment continued until the research team, myself and my PhD chair, had 

reached a consensus that data saturation had been reached.  

In addition to purposive sampling to ensure experience of the target phenomenon, 

I included participants based on the following criteria: (a) male MS RNs, (b) employed at 

the Institutional Review Board (IRB)-approved hospital, (c) provides direct patient care 

for MS patients (including male nurses who work in an as-needed [PRN] pool), and (e) 

has actively participated in at least one in-hospital unsuccessful CPR attempt. The 

exclusion criteria were as follows: (a) RNs who provide nursing care for patients 

admitted to hospital units other than MS units; (b) advanced practice RNs, licensed 

practical nurses, and nurses who work in outpatient facilities; (c) any MS RN who has 

actively participated in a CPR event with a member of the research team; and (d) any 

nurse who identifies as a gender other than male.  
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Setting 

Participants were recruited from a large hospital, specifically a 915-bed academic, 

Magnet-designated hospital located in a large metropolitan area in the Midwestern US. 

This hospital provides medical and surgical care to all populations, and in 2020 the 

institution had 62,715 inpatient discharges and performed 36,653 surgical procedures 

(Institution, 2020). Of its more than 4,000 RNs, the hospital employs approximately 

1,000 who work as MS RNs in 16 MS units (Institution, 2020) with about 100 of those 

being male MS RNs. This facility granted a letter supporting the recruitment of 

participants for this study (see Appendix E). 

Data Collection Procedures 

Phenomenology focuses on appreciating the perceptions of a lived experience 

while exploring how an individual experiences it (Bevan, 2014). A semi-structured 

interview guide developed specifically for this study was used for each participant’s in-

person or video conference interviews (see Appendix A). The interview guide adhered to 

Bevan’s (2014) approach to descriptive phenomenological interviewing. This interview 

method provides a systematic means to describe lived experiences. Bevan (2014) 

explained that his phenomenological interviewing consists of “three main domains: 

contextualization (natural attitude and lifeworld), apprehending the phenomenon (modes 

of appearing, natural attitude), and clarifying the phenomenon (imaginative variation and 

meaning)” (Bevan, 2014, p. 24). This interview method guides the formulation of 

interview questions, transcends the debate between interpretive and descriptive 

phenomenological approaches, and adds methodological consistency and thus 

trustworthiness to the interview process (Bevan, 2014).  
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The first step involves contextualizing the phenomenon, exploring the 

participants’ personal experience to elucidate meanings through their individual 

circumstances and particular settings. In the second step, apprehending the phenomenon, 

the researcher focuses on the experience by asking descriptive questions but not always 

accepting participants’ responses as fully understood. If the researcher discovers that they 

are interpreting a participant’s response regarding their experience, the listener/researcher 

must ask a structural type of question, which is similar to a probing question with an 

emphasis on seeking clarity of the experience (Bevan, 2014). For example, in this study, 

participant 2 was asked a descriptive question, to which his response included, “and just 

you have to be ready, because you don’t know when the next one is happening.” I asked a 

structural question – “You said you’ve got to be ready?” – to clarify what the interviewee 

meant by ready. This was necessary because it could have been interpreted in many ways 

that might not have reflected the participant’s experience. For example, ready could be 

used in terms of emotions, equipment setup, or training.  

Bevan’s (2014) last step involves clarifying the phenomenon by using imaginative 

variation. Imaginative variation is a Husserl-based reflective process in which the 

researcher explores different possibilities and perspectives to more accurately uncover the 

meaning of the experience (Beck, 2021). When using imaginative variation in the 

interview process, the researcher guides the participant through imaginative variation 

through clarifying questions to enhance the detail of their descriptions (Bevan, 2014; 

Turley et al., 2016), especially if those details are sensitive in nature (Turley et al., 2016). 

When employing imaginative variation, Bevan (2014) avoided any predetermined line of 

questioning by grounding the question in the participant’s responses through active 
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listening and reflection. For example, if a participant responded that the code blue team 

did not arrive quickly to their CPR experience, the researcher would ask the participant to 

describe what the situation looked like when the CPR team did not arrive quickly; then, 

the researcher would introduce a second line of questioning – namely a variation 

question. This would involve asking the participant to describe what the situation looks 

like when the CPR team does arrive quickly. This further line of questioning would assist 

in clarifying the participant’s lived experience. Bevan’s (2014) interviewing process aids 

researchers in achieving consistency in data collection across multiple participants, 

clarifying the lived experience, and obtaining an in-depth interview that enhances the 

research credibility. Credibility refers to the researcher’s ability to accurately represent 

participants’ perceptions (Bloomberg & Volpe, 2012).  

In addition, this phenomenological interviewing approach employs bracketing 

(Bevan, 2014; Willis et al., 2016) to minimize the researcher’s influence in the 

phenomenon being studied (Bacon, 2017; Clements, 2013; Hinderer, 2012). In a 

descriptive phenomenological study, bracketing is a tool used by the researcher to assist 

in identifying any preconceived viewpoints or attitudes about a phenomenon to ensure 

that their influence on the study is minimal (Polit & Beck, 2017). I conducted bracketing 

using reflexive journaling, guided by Ahern’s (1999) recommendations. These included 

journaling about my interests, clarifying my value system, describing potential role 

conflicts, identifying gatekeepers’ interests, identifying any lack of neutrality in feelings, 

reviewing the data collection for novel findings or potential saturation, and reframing my 

mental blocks. Lastly, I reviewed participant quotes post-analysis and aligned the 

research findings with current literature. My practice was consistent with Ahern’s (1999) 
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description of bracketing as an iterative process that starts at the initiation of the research 

process and continues through the data analysis and write-up of the study.  

After obtaining IRB approval, I distributed study invitations (see Appendix B) to 

the male MS RN population through the hospital-based GroupWise email system. Male 

MS RNs were identified through hospital human resources employee email lists for MS 

units. I obtained this employee list from the institution’s Human Resources Department. 

The list differentiates between male and female employees and indicates the hospital 

units in which they are employed. The study invitation and emailing process was 

overseen by the Director of Nursing Practice, Research, and Professional Development at 

the institution to ensure that recruitment was performed in congruence with its research 

standards. I sent three recruitment reminders approximately every 2 weeks by email (see 

Appendix C). In addition, flyers that described the research study were posted in MS 

nursing unit breakrooms (see Appendix D). MS RNs expressed interest in volunteering to 

participate in the study by contacting me using the phone number or email address listed 

on the recruitment materials; then, an appointment was made to confirm their eligibility, 

explain the study procedures, and obtain their consent. Consent was obtained prior to 

conducting the interview. A consent form for minimal-risk studies was explained to the 

participant, a signature was obtained, and a copy of the consent given to the participant. 

Participants were assigned a random number and identifying materials were kept locked 

in a secure file in the investigator’s office, including the consent forms and demographic 

data. (i.e., age, race, sexual orientation, and years of experience). I conducted all 

interviews using a semistructured interview guide developed specifically for this study 

(see Appendix A). Each interview was estimated to last approximately 60–90 minutes. 
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The audio recordings were sent by secure electronic transmission to a secure transcription 

service (i.e., Rev.com, an IRB-approved transcription service). Once the interviews were 

transcribed, the audio recordings were deleted. The participant transcripts were assigned a 

random number, uploaded to a password-protected computer, and organized using the 

ATLAS.ti qualitative data software package, which is also password protected. ATLAS.ti 

fully encrypts the data exchanged between the browser and the ATLAS.ti Cloud. During 

data analysis, interview data were exchanged with my chair using IRB approved outlook 

email. A $40 gift card was offered to participants who completed the interview to thank 

them for their time. 

Data Analysis 

I analyzed the data using Colaizzi’s (1978) seven-step method. This method is 

often used in nursing research to analyze descriptive phenomenological interviews (Beck, 

2021; Shosha, 2012; Wirihana et al., 2018). Shorey and Ng (2022) conducted a scoping 

study (N = 103) that investigated methodological consistency in descriptive 

phenomenological nursing studies. They found that 53% used Colaizzi’s (1978) method 

for data analysis, making it by far the most used method of data analysis. Colaizzi’s 

(1978) seven-step method is congruent with the descriptive phenomenological design, 

which is imperative when conducting a study (Balls, 2009; Shorey & Ng, 2022). 

Moreover, Colaizzi’s method is linked with Husserl’s philosophy (Trainor & Graue, 

2013; Wirihana et al., 2018) and aims to provide “a descriptive understanding of 

psychological phenomena” (Colaizzi, 1978, p. 68). Colaizzi’s (1978) steps are as follows: 

(a) become familiar with the data by reading and rereading the transcripts; (b) extract 

significant statements related to the phenomenon; (c) formulate the meaning of the 
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significant statements that hold true to the participants’ original accounts; (d) cluster the 

statements into themes and validate them with the original protocols; (e) develop an 

exhaustive description of the phenomenon; (f) condense the exhaustive description to a 

fundamental structure; and (g) verify the fundamental structure through member checking 

and incorporate any pertinent data collected during the process into the research (Beck, 

2021; Morrow et al., 2015). Colaizzi’s steps may overlap and are not necessarily in 

chronological sequence (Beck, 2021). Morrow et al. (2015) described Colaizzi’s method 

as a rigorous analysis that results in an all-embracing and succinct description of the 

phenomenon, which the participants then validate through member checking to ensure the 

trustworthiness of the findings. Table 1 lists the Colaizzi’s steps with a description of 

each step.  
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Table 1 

Steps in Colaizzi’s Descriptive Phenomenological Method 

Step Description  

1. Becoming 
familiarized 

The researcher familiarizes themselves with the data by reading 
through all the participant accounts several times. 

2. Identifying 
significant 
statements 

The researcher identifies all statements in the accounts that are of 
direct relevance to the phenomenon under investigation. 

3. Formulating 
meanings 

The researcher identifies meanings relevant to the phenomenon 
that arise from a careful consideration of the significant 
statements. The researcher must reflexively “bracket” their  
presuppositions to stick closely to the phenomenon as experienced 
(although Colaizzi recognizes that complete bracketing is never 
possible). 

4. Clustering 
themes 

The researcher clusters the identified meanings into themes that 
are common across all accounts; again, bracketing of 
presuppositions is crucial, especially to avoid any potential 
influence of existing theory. 

5. Developing an 
exhaustive 
description 

The researcher writes a full and inclusive description of the 
phenomenon, incorporating all the themes produced in step 4. 

6. Producing the 
fundamental 
structure 

The researcher condenses the exhaustive description down to a 
short, dense statement that captures only those aspects deemed 
essential to the structure of the phenomenon. 

7. Seeking 
verification of the 
fundamental 
structure 

The researcher returns the fundamental structure statement to all 
participants (or sometimes a subsample in larger studies) to ask 
whether it captures their experience. The researcher may return to 
and modify earlier steps in the analysis in the light of this 
feedback. 

 
Note. Adapted from Morrow, R., Rodriguez, A. and King, N. (2015). Colaizzi’s 

descriptive phenomenological method. The Psychologist, 28(8), 643–644. 
 

Data analysis was conducted using the following process: (a) a timeline was 

established based on Colaizzi’s method; (b) three interviews were analyzed 
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independently with a second reader (i.e., dissertation chair) using Colaizzi’s first three 

steps; (c) the analyses were compared until a consensus was reached, and if a consensus 

could not be reached, a third reader with experience in phenomenology was consulted; 

(d) the subsequent interview transcripts were analyzed and all of Colaizzi’s steps were 

completed, including the final one (member checking); and (e) weekly data analysis 

meetings were conducted with my chair until the data analysis was complete, including 

member checking. 

Protection of Human Subjects 

Approval was obtained from the study facility’s IRB in collaboration with the 

University of Missouri-Kansas City’s IRB before commencing the study. The IRB was 

provided with the proposal, participant informed consent forms, interview guide 

questions (Appendix A), recruitment email (Appendix B), recruitment reminder email 

(Appendix C), recruitment flyer (Appendix D), and letter of support from the study 

institution (Appendix E).  

The potential risks of this study were minimal. They would mainly entail a breach 

of confidentiality. Materials obtained from participants included demographic data and 

interview responses. Participants’ interview responses were de-identified by assigning a 

random number to the interview, which was stored in a separate secure file. Access to 

participants’ personal data was restricted to study staff and secured on an IRB-approved 

device. There is a minor confidentiality risk with using a transcription service for the 

participant interview. At the beginning of the interviews, the participants were given a 

copy of the consent form and were informed that they could discontinue the interview 

process at any time. Moreover, they were informed that they had the opportunity to pause 
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and resume the interview at their discretion. Although it was unlikely that discussing a 

past CPR death accompanied by the memories of the event would invoke psychological 

harm, at the beginning of the interview (i.e., on the consent form), a phone number for 

contacting a counselor was provided for participants who might require counseling. This 

existing counseling service for employees offers six free sessions from a licensed 

counselor.  

Rigor of the Research 

Lincoln and Guba (1985) established criteria that detail how a researcher can help 

to ensure the trustworthiness of their qualitative research. The criteria included the four 

components of credibility, dependability, transferability, and confirmability. In the 

following sections, I detail how the study was designed to meet the criteria for 

trustworthiness.  

Credibility 

Credibility refers to the researcher’s ability to accurately represent participants’ 

perceptions (Bloomberg & Volpe, 2012). Lincoln and Guba (1985) stated that to achieve 

credibility, research must be conducted to enhance the believability of the findings. The 

researcher should articulate the steps taken to demonstrate that believability. To further 

add to this study’s credibility, Ahern’s (1999) reflective journaling was used throughout 

the study to uncover any researcher bias, and the journal was maintained as an audit trail 

(Bloomberg & Volpe, 2012). Prolonged engagement added to the study’s credibility and 

was achieved through Colaizzi’s first step as well as my background in leading CPR 

responses, which enabled me, at the very least, to relay a sense of understanding of the 

phenomenon. During the data collection, credibility was also enhanced through audio 
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recording and verbatim transcriptions of the interviews as well as data saturation 

(Bloomberg & Volpe, 2012). During the data analysis, the analysis was compared until a 

research team consensus had been met and member checking was performed, which also 

aided in achieving credibility (Bloomberg & Volpe, 2012).  

Dependability  

Dependability refers to the process of accurately tracking the data collection and 

analysis (Bloomberg & Volpe, 2012). An audit trail was established through journaling 

and careful documentation of the analysis through the use of qualitative coding software 

(ATLAS.ti). In addition, while acting as an independent researcher, I received advice 

from a dissertation chair and committee. 

Transferability 

Transferability enhances the degree to which the study findings can be applied to 

other contexts (Bloomberg & Volpe, 2012; Polit & Beck, 2017). This is achieved by 

providing the reader with sufficient details about the study setting as well as detailed 

descriptions of the participant interviews (Bloomberg & Volpe, 2012). As described 

earlier, Bevan’s (2014) method for phenomenological interviewing aided in collecting 

detailed accounts of participants’ lived experience, thereby enhancing transferability.  

Confirmability 

Confirmability refers to the way a researcher maintains objectivity when 

describing the participants’ lived experiences (Bloomberg & Volpe, 2012; Polit & Beck, 

2017). Collecting detailed accounts of the participants’ lived experiences and ensuring 

that the findings aligned with their accounts also ensured confirmability. Ahern’s (1999) 

tips for reflexivity and steps assisted with researcher objectivity and provided a journal 
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audit trail that detailed the research process, including the researcher’s thoughts and 

rationale during the data collection and analysis (Polit & Beck, 2017).  

In addition to study trustworthiness, in my role as the study instrument, I was 

cognizant of the interview location and my attire during the one in-person interview. I 

conducted the interview at the participant’s place of employment but outside of the 

clinical setting to facilitate a comfortable and private environment away from the 

participant’s nursing unit. I wore scrubs to prevent hierarchical assumptions and 

anticipated that this would provide a certain level of camaraderie that would positively 

influence the openness of the participants’ responses to the interview questions. I 

reminded the participants that all responses to the interview questions were confidential 

and would not be shared by members of the research team with anyone outside of the 

team. A video conference option was offered if the participant had concerns for their 

safety due to potential COVID-19 transmission, with five of the six choosing a virtual 

platform.  

This chapter described the research design, data collection, data analysis, 

protection of human subjects, and study rigor. An appropriate study design for the 

research question with congruent data collection and analysis procedures assists in 

establishing confidence in the study findings. The next chapter with detail the study 

results.  
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CHAPTER 4 

RESULTS 

The purpose of this descriptive phenomenological study was to explore the lived 

experience of male MS RNs with a CPR inpatient death. Few studies have addressed MS 

RNs’ appraisals and adaptive coping behaviors related to CPR events, and even fewer 

have addressed these experiences in male MS RNs. Based on this existing gap in the 

literature, the following research question was posed: “What is the lived experience of 

male MS RNs after participating in a CPR that resulted in patient death in the inpatient 

hospital setting?” 

This chapter presents the recruitment outcomes, data collection, participant 

demographics, and study findings. The study findings are presented in the form of 

emergent themes accompanied by an exhaustive description. Following description of the 

participant emergent themes, a brief but dense statement concerning the fundamental 

structure of the phenomenon is offered. Then, participant validation is addressed, which 

is congruent with the methodology, namely, Colaizzi’s (1978) analytic method.   

Recruitment Outcomes  

Study recruitment began in January 2022 after IRB approval had been obtained. 

Study invitations (see Appendix B) were sent to all male MS RNs through the hospital-

based GroupWise email system using the hospital human resources employee email lists 

for MS units. The study invitation and emailing process was overseen by the Director of 

Nursing Practice, Research, and Professional Development to ensure that recruitment was 

performed in congruence with institution-specific research standards. Three recruitment 

reminders were sent approximately every two weeks by email (see Appendix C). In 
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addition, flyers that described the research study were posted in MS nursing unit 

breakrooms (see Appendix D).  

An interview appointment was scheduled when an MS RN contacted the 

researcher by email and expressed interest in volunteering to participate in the study. A 

total of 10 participants responded to the recruitment email and zero responded to the 

flyers. Four participants who responded by email stated that they had not participated in a 

CPR event where the patient had died. An email was sent back to these four participants 

thanking them for their response and informing them that they did not meet study 

inclusion criteria. One participant did not attend the scheduled interview and later 

emailed to reschedule; his interview was rescheduled and he completed the interview. 

The six male MS RNs who met the inclusion criteria gave their consent and completed 

the study. After six participant interviews, a robust and clear understanding of the 

phenomenon had developed and thematic saturation was achieved with no new themes 

emerging. 

Data Collection  

All six participants were asked screening questions prior to the interview to 

ensure that they met the inclusion criteria (see Appendix F). The informed consent forms 

were reviewed and obtained (see Appendix G) and demographic information was 

collected (see Appendix H) prior to the interview. Participants were made aware that they 

would be audio-recorded in the review of the consent form, which contained this 

information. Each interview began with a brief introduction and proceeded with open-

ended question from the semistructured interview guide (see Appendix A). The average 

interview length was 62 minutes. Both an in-person and virtual interview platforms were 
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offered to each participant. All but one participant elected to have their interview through 

the virtual platform Zoom. After the interviews, the audio recordings were sent by secure 

electronic transmission to a secure transcription service (i.e., Rev.com, an IRB-approved 

transcription service). Once the interviews had been professionally transcribed and 

compared with the audio recordings for accuracy, the audio recordings were deleted. The 

participant transcripts were retained, assigned a random number, and stored in a secure 

file. 

Demographics  

Bloomberg and Volpe (2012) explained that in a qualitative study, demographic 

information is collected to potentially aid in explaining what might form the participants’ 

perception of a certain experience. In this dissertation, the findings are presented in a 

descriptive manner without attempting to explain the participants’ underlying perceptions 

that have formed their lived experiences. However, in the discussion chapter (Chapter 5), 

attempts are made to draw on the demographic information to discuss similarities and 

differences in the participants’ perceptions of their lived experience after a CPR patient’s 

death. A subsequent section speculates on areas of future research or education that may 

benefit male MS RNs. Bloomberg and Volpe (2012) asserted that demographic 

information in a qualitative study helps to explain similarities and differences in 

participants’ experiences. The six study participants all identified as male. Their ages 

ranged from 24 to 47 years with an average age of 32. To protect the identity of the 

participants, only two descriptions of white or non-white were used. Three participants 

described themselves as White and three participants described themselves as non-white.  



   

62 
 

Furthermore, two participants were married, two were single, and two were cohabiting. 

Four participants worked full-time, one part-time, and one PRN (pro re nata, or as 

required). All participants worked on an MS unit, with five of the participants working on 

telemetry units and one on a nontelemetry unit. Two held relief charge nurse positions, 

and one was preparing to change to a relief charge nurse position. Five of the participants 

held a Bachelor of Science in Nursing (BSN) and one held both an associate degree in 

nursing and a master’s degree in education. Four participants had been practicing as an 

RN for 1–2 years, while two participants had been practicing for 8 and 8.5 years. The 

participants’ exposure to code blue events ranged from two experiences to 13 over their 

years as an RN. Three participants had experienced 10–13 CPR events, whereas three 

participants had experienced two to four. While not purposefully pursued, there were an 

equal number of highly experienced providers and less-experienced providers (three of 

each). Years of experience holding a relief charge nurse position and CPR event exposure 

were considered when determining experience levels. However, CPR event exposure 

revealed the most similarities and differences in the participants’ lived experiences 

related to the research question. The more experienced MS RNs were participants 2, 3, 

and 5 with an average of 11 CPR event exposures. The less experienced MS RNs were 

participants 1, 4, and 6, with an average of three CPR event exposures. Again, the 

participant numbers were randomly assigned and only serve to anonymously identify 

participants; they do not reflect any demographics or data. Table 2 presents a semi-

complete description of the participant demographics. A complete combination of the 

demographics could be identifying.  
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Table 2 

Participant Demographics 

MS 
RN 

Age RN 
Years 

CPR 
Events 

Charge/Relief Charge 

1 
 

30–39 1-2 4 No 

2 
 

40–49 8-8.5 10 Yes – Relief Charge 

3 
 

21–29 1-2 13 No 

4 
 

21–29 1-2 2 No 

5 
 

30–39 8-8.5 10 Yes – Relief charge 

6 
 

21–29 1-2 3 No 

 

 

Thematic Findings  

Coding 

After the interviews were transcribed, Step 1 of Colaizzi’s (1978) method was 

initiated by reading the transcripts multiple times to obtain a sense of the whole 

participant experience. The researcher bracketed personal feelings and thoughts in a 

reflexive journal prior to and throughout this process. This bracketing process was 

iterative, and the researcher returned to the transcripts and reflexive journal often 



   

64 
 

throughout the data analysis. Step 2 was conducted by extracting significant statements 

from the participants’ transcripts that addressed the research question. A total of 680 

significant statements were extracted from the six transcripts. Step 3 was conducted by 

formulating meanings for the 680 significant statements. The formulated meanings were 

carefully constructed to maintain the experience as the participant described it and then 

aligned with Colaizzi’s (1978) recommendation to generate generalized participant 

restatements. This study aligned with scholars such as Beck (2021), who stated that when 

formulating the meanings in descriptive phenomenology using Colaizzi’s (1978) method, 

staying close to the participants’ words without interjecting interpretation into their 

significant statements is key. Following Colaizzi’s (1978) fourth step, the formulated 

meanings were organized into clusters of themes that represented commonalities in the 

participants’ experiences, and those theme clusters formed the resulting emergent themes. 

Once the emergent themes had been identified, they were compared with the formulated 

meanings and significant statements to ensure that the participants’ experiences had been 

accurately depicted. A process example of how the participants’ significant statements 

eventually formed an emergent theme is provided in Appendix I. Colaizzi’s method was 

conducted with the dissertation chair, an experienced qualitative researcher,  for the first 

three participant transcripts. Once a consensus was reached, work was conducted 

independently on the subsequent transcripts while meeting weekly to discuss and receive 

expert feedback on the data analysis and findings. The following section explains how I 

organized the emergent themes and how Lazarus and Folkman’s theory of coping 

strategies explained  the themes. 
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Theme Organization and Theory 

The following 10 themes were identified in the data: (a) when I know better, I do 

better; (b) being an MS RN – to lead or to follow; (c) was it me; (d) my patient needs me 

to control my emotions; (e) with this patient it’s different; (f) my experience with 

emotions; (g) finding my support; (h) male nurse – it’s just nurse; (i) doing my best and 

learning; and (j) I use distancing, but what’s that. The 10 themes are presented in order 

of frequency, from the theme most discussed by the participants to the least discussed 

theme. This was determined by the number of significant statements made by each 

participant to support each theme. Providing the number of significant statements per 

theme allows the reader to understand where the participants chose to focus their 

discussion of their CPR event experience. 

Derived from Lazarus and Folkman’s (1984) theory of stress and coping, 

Folkman et al.’s (1986) ways of coping categories were found in six of the themes. The 

six themes that aligned with Folkman et al.’s (1986) coping strategies were: (a) when I 

know better, I do better (planful problem solving); (b) was it me? (acceptance of 

responsibility); (c) my patient needs me to control my emotions (self-control); (d) finding 

my support (seeking of social support); (e) doing my best and learning (positive 

reappraisal); and (f) I use distancing, but what’s that? (distancing). Folkman et al.’s 

(1986) ways of coping strategies also include confrontive coping and escape-avoidance 

coping, which did not emerge as study themes. Four additional themes not in Folkman et 

al. included (a) being an MS RN – to lead or to follow; (b) with this patient it’s 

different; (d) my experience with emotions; and (e) male nurse – it’s just nurse. The 

identification of four additional coping strategy themes and exclusion of two of Folkman 
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et al.’s coping strategies highlight how the theory proved useful in understanding patterns 

in some of the data but were not sufficient to explain all of it. Indeed, often I expanded 

Folkman et al.’s (1986) ways of coping category definitions to encompass the 

participants’ full description of their lived experience; thus, I applied theory to 

complement rather than obstruct the meanings that emerged through phenomenology. 

The MS RNs’ descriptions of lived experience extended beyond existing theory . 

Themes 

The emergent themes are presented below along with exhaustive thematic 

descriptions, as guided by Colaizzi’s (1978) fifth step; the ways of coping strategies 

(Folkman et al., 1986) aligned with each theme; and an expanded coping strategy 

definition, when indicated by the data, to complement the thematic descriptions. 

When I Know Better, I Do Better 

This theme was identified in numerous participant descriptions and aligned with 

Folkman et al.’s (1986) planful problem-solving coping strategy. Blomquist and Lasiter’s 

(2021) scoping study noted that, according to Folkman et al. (1986), planful problem 

solving involves reasonably approaching a problem with a focus and desire to modify the 

circumstances. In the current study, Folkman et al.’s (1986) definition was expanded to 

incorporate the participants’ statements about an awareness of knowledge, training, 

experience and the acknowledgment of a need to address the problem. However, 

participants did not always seem to be able to pinpoint a logical solution for resolving 

their circumstances. 

Approximately 119 significant statements from all six participant transcripts were 

used to formulate the when I know better, I do better theme. Five of the six participants 
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discussed how previous knowledge and exposure to CPR are used during a CPR event. 

Two of the three MS RNs who had more experience with CPR events shared that they 

used that exposure to guide them during events and suggested that the previous 

experiences helped to decrease their anxiety. Moreover, they gravitated toward 

mentorship roles to assist less experienced MS RNs, which Participant 5 explained:  

And I remember talking about that with that nurse that was the primary nurse. 

And I could see the hesitation where I said, “Do you want to try some 

compressions?” And she was like, “Yeah, yeah.” So, she got in, she did great… 

because it’s good to maybe get your first code out of the way and get those first 

jitters and then see how it feels?  

Participant 3 commented on the importance of mentoring less experienced nurses: “We 

have a lot of new nurses on our unit right now, so they’re relying on some of us to have a 

little bit more experience to help them with really how to approach these situations.” The 

third, more experienced MS RN did not mention whether he did or did not use previous 

knowledge and experience to guide his CPR experience, only that it was essential to have 

correct as opposed to incorrect operational CPR knowledge during an event.  

 Additional supporting statements from experienced MS RNs are provided: 
 

• Participant 5: “Having that knowledge and having seen it before takes 
away a little bit of that anxiety.”  

• Participant 3: “So you’re just constantly anxious and it kind of brings back 
your mindset to be prepared if it happens. So think of your prior 
experience, you’re trained for this, and just kind of get in the zone […].” 
“Everyone’s going to experience death at some point in their life, so you 
might as well as a nurse be semi-comfortable with it to be able to help 
others go through the process as well. It’s just part of the job.” 

 MS RNs with less experience noted that they relied on more experienced nurses 

during the CPR event: “I just think, given that there were so many experienced bodies in 
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the room when I arrived, I just let them to do their thing […]” (Participant 4). Participant 

1 emphasized that exposure to such events likely outweighs knowledge when navigating 

the experience: “[I]n the back of my mind, I’ll always think the older nurses know more 

than me, even if I know more on paper. They’ve done it, they’re more confident with 

things.” 

Additional supporting statements from less experienced MS RNs are provided: 

• Participant 4: “Well, like I said, it was my first one as a registered nurse 
that I’d been in.” “It just comes down to experience. The more experience 
I can obtain the better off I’ll be, the better off my patients will be as 
well.” 

• Participant 6: “[I]f you have experience you tell people you call the code 
team, you do chest compressions you do the bag you check for a pulse that 
helps so much more with individuals that don’t have that previous 
experience or they haven’t been through it as many times.” “I mean, first I 
feel like it’s bad to say, but the more codes you have, the better you get at 
them.” 

 
All six of the MS RN participants discussed a desire to be prepared and offered 

areas of self-improvement. Participant 1 provided his perspective by stating, “I just want 

to be more prepared for it and to anticipate things and not fumble with stuff.” 

 In their desire to be prepared, the participants described self-improvement 

measures such as taking classes, self-assessing what went well during the CPR event, and 

identifying areas that might need improvement. Being prepared for future events was 

summed up by Participant 1: “I’m taking everything that’s offered to me and I’m coming 

in with an expectation of learning and then of reflection on my things.” He continued: 

“I’m always thinking every experience I have, especially the critical things like this, 

‘What am I doing? What should I have done? And can I learn more and do better?’” 

 
Additional supporting statements regarding preparedness: 
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• Participant 2: “Willingness, responsibility, and just you have to be ready, 
because you don’t know when the next one is happening.” 

• Participant 3: “[S]o just getting mentally prepared. Like, on the snap of 
fingers, just know, ‘Okay, react now.’ So definitely having that.” 

• Participant 4: “Just prepared for the situation itself. The better off I’ll feel 
from a comfort perspective, preparation perspective, quality of care 
perspective, team player perspective. Just want to be sure that if I’m there, 
I’m useful.” 

• Participant 5: “But I always remember feeling like I should [prepare], 
because if anything, a code is not like other emergency situations where 
it’s very unpredictable” 

• Participant 6: “[J]ust being able to know what to do in such a more intense 
situation is, as some people say, practice makes perfect or what not. So the 
more practice you have, the more ready you are.” 

 Regarding improvement following an event, planned improvement was self-

directed and lacked organizational structure and consistency. The self-directed approach 

was expressed by Participant 6: “When I think back to the codes and all that, I kind of 

think of what I did and what maybe I could have done better to streamline just doing CPR 

[…] [S]o just talking things out and just looking at it and analyzing it.” Only one 

participant described a structured, organization-sponsored, post-debriefing session, while 

another participant described the lack of such sponsored debriefings and a need for them.  

 Additional supporting statements are provided: 

• Participant 2: “What were things that worked well? What were things that 
could have been done better? That’s a standard thing you go through and 
try to always look for areas of improvement and what things were done 
well. Certainly, something to keep in mind, okay, if I’m going to code 
with this person again, this is a person that can be very good in this role 
type of thing.” 

• Participant 3: “For cases where the patient doesn’t make it, I’ll try to make 
mental notes of my mistakes. Like maybe I wasn’t doing compressions 
100% effectively, so working on my technique.” In the context of 
preparing toward the advanced cardiovascular lifesaving (ACLS) 
algorithm: “Just kind of implanting in my mind so that if those situations 
come up, I don’t need to rely on a piece of paper or anything. I already 
know.”  
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• Participant 4: “I actually signed up for some sort of code class through 
[my institution] that I’m going to take just to get more comfortable and I’ll 
be really charging. I’ll kind of be the head honcho person in charge if one 
of those events were to occur. So I want to feel more comfortable.” 

• Participant 5: “Let’s take just 5 minutes and just review how that went. Is 
there anything we could have done differently?” 

 Additional supporting statements about debriefing are provided: 
  

• Participant 2: “But you still want to think back on that. There’s a 
debriefing that happens for that.” 

• Participant 5: “It’s very, very rare that we’ve had a thorough debriefing 
that’s very purposeful and intentional during that same shift and really not 
in the shifts afterwards. You talk about it with your peers, maybe a little 
bit […].” 
 

 All three of the less experienced participants stated that their current CPR training 

might not be enough to prepare them and expressed desire for additional training or 

exposure to a real-world CPR events. These participants acknowledged that exposure to a 

real-world CPR experience would likely differ from the training they received, and 

Participant 1 suggested that, short of real-world experience, no training could sufficiently 

prepare an RN for a real code event. 

• Participant 4: “So, it’s funny because our RQI training [a form of CPR 
training] that we do only gives you so much. It’s great. I like that we do it 
four times a year. It’s better than a once a year thing, but it still doesn’t do 
justice. I feel like you got to run through simulations.” 

• Participant 1: “I don’t know if there’s any other thing that they could... I’m 
doing everything [my institution] is offering me. And I happily did what 
was required of me as far as the code training and then the ACLS.” “So I 
don’t know if there’s much else I can think of that could prepare us. Like I 
said, not everybody’s seen a code or has seen a code in a while […].” 

• Participant 6: “Just going through like BLS [Basic Life Saving] and also 
the ACLS courses, also going through the RQI on the floor, but I would 
say... I mean, first I feel like it’s bad to say, but the more codes you have, 
the better you get at them.” 

 
Being an MS RN – To Lead or To Follow 



   

71 
 

The being an MS RN – to lead or to follow theme accounted for 106 of the 

significant statements. This theme was the second most discussed theme by the 

participants and was one of the four non-coping strategy themes. When discussing their 

MS RN role in a CPR event, all participants divided the event into a two-part experience, 

concerning their role before and after the code team arrived. Notably, the participants 

spent approximately twice as much time discussing their role before the code team 

arrived than they did discussing their role after its arrival. A total of 74 and 32 significant 

statements described roles before and after the code team arrived, respectively. 

In this section, participants’ experiences are individually summarized to highlight 

their described experiences before and after the code team arrived. Since commonalities 

were noted in the participants’ responses relative to their years as an MS RN and/or their 

amount of exposure to CPR events, I organized the responses in a manner that 

demonstrates commonalities and differences by experience. The approach highlighted 

how participants’ statements point to a novel finding, that of a leader–follower transition 

which occurs as part of the experience of CPR and is discussed in more detail in Chapter 

5. The rationale for providing a detailed representation of each participant’s description is 

transparency: the full descriptive statements provide ample evidence of how the MS RN 

transition from leader to follower takes place. Figure 1 maps the transition of leaders and 

followers in the context of a CPR event.  
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Figure 1 

Leader–Follower Transition During CPR Events 

 

 

Participant 2 had worked for 8.5 years as an MS RN, had 10 CPR experiences, 

and held a relief charge RN position. He was focused on playing a part in the CPR event 

or fulfilling a CPR role. He discussed how roles were typically assigned and that he 

helped to run the code and assign roles. It was critical to start CPR, give meds, and turn 

the defibrillator on while directing others. There was a desire to follow the ACLS 

protocol with a focused assessment. His drive stemmed from a wish to ensure that he 

fulfilled his role to the best of his ability and met the patient’s needs in the context of a 

code blue event. However, when the code team arrived, the role was to be present and 

supportive and to provide the resources that the code team might require. Nevertheless, 

he described a need to take a step back when the “professionals” arrive. 

Participant 5 had worked for 8 years as an MS RN, had 10 CPR experiences, and 

held a relief charge RN position. He had focused on starting the process of CPR and 

calling the code blue team, although he took more of a leadership position by directing 
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others to check the code status, assigning chest compressions, placing the defibrillator 

pads, assigning a documenter, and informing the primary provider team. He shared that 

everyone should jump in to help the patient and do their best. He discussed the 

importance of staying present when the code team arrived and providing an excellent 

handoff. Besides rotating into chest compressions, he also discussed the importance of 

other roles. For example, he checked in on the other patients in the nursing unit. 

Furthermore, he had felt a great sense of relief when the code team arrived and referred to 

them as the cavalry because of the expertise and knowledge they brought, which would 

increase the patient’s chance of survival. 

Participant 3 was an MS RN with the most CPR experience at 13 events, was 

preparing to relieve charge, and had 2 years of experience as a nurse. He was focused on 

helping out and promptly initiating the whole CPR process, including pulling the code 

button to get help in the room. He assigned importance to getting on the chest and getting 

the team together, which included ensuring that the code team was called. He self-

assessed that he was good at chest compressions, medications, and use of the defibrillator 

when discussing his role. However, he noted that he was not initially involved in CPR 

events. He mentioned that during CPR events, he would gravitate to what he was good at, 

namely chest compressions, and could hang back and respond to what was required. He 

did not have much experience of leading the initial aspects of the codes. However, on a 

couple of occasions, he noted that if one is trained in ACLS, one can move further into 

the ACLS protocol, such as identifying rhythm, shocking the patient, and delivering 

epinephrine and amiodarone if required. He discussed limits to what could be done before 

the code team arrived. However, he said his duty was to save the patient’s life and he 
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stressed that good teamwork was essential. When the code team arrived, his role was to 

be present and supportive, take direction from the physician leader, and provide resources 

that the code team might require. Besides rotating in on chest compressions, he 

mentioned that he sought to fill roles that may be overlooked, such as updating the family 

and running to get intubation equipment. He shared that the situation is smoother once 

the code team arrives because of their experience and knowledge of coding a patient and 

that he sees it as his job to support them. 

Participant 6 had 1.5 years of experience as an MS RN and three CPR 

experiences, and he reported having experienced several friends, acquaintances, and 

family member deaths prior to becoming a RN. He also focused on initiating the CPR 

process by assessing responsiveness, checking for a pulse, starting chest compressions, 

and calling the code team. He commented on the importance of checking IV access and 

placing the defibrillator pads. He had helped with chest compression in all of his codes 

but did not mention participating in other roles. He felt that the expectation for MS RNs 

was to get the basics of the code started and rudimentary CPR going. When the code 

team arrives, they provide advanced interventions, including intubation, which required 

him to exit the room during the period of COVID-19 precautions; however, he shared 

that the room can typically become crowded and, without a role, he would exit the room 

to avoid getting in the way.  

Participant 1 had two years of experience as an MS RN and four CPR 

experiences. He was also focused on initiating the CPR process by starting chest 

compressions, checking the code status, calling for help, and bringing the code cart to the 

room to place the defibrillator pads. He mentioned specific roles for a code blue attempt, 
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such as leader, chest compressor, medication nurse, and someone to manage the airway. 

He did not mention leading a code blue but gravitated to the roles of performing chest 

compressions, placing defibrillator pads, and starting an IV if required. He felt that the 

expectation for MS RNs is to get the basics of the code started before the code team 

arrives with more resources and the ability to perform more advanced interventions. He 

noted also that the code team arrives quickly, which limits MS RNs’ advancement into 

the ACLS protocol.  He felt that his next steps are to exit the room and assist in possibly 

facilitating transfer to a higher level of care, update the physician team if they are not 

present, and update the family. He stated that the job of the code team is to stay present, 

think about Hs and Ts (underlying CPR causes), and provide advanced support for the 

patient. 

Participant 4 had one year of experience as an MS RN and two CPR experiences. 

He was also focused on starting the process of CPR with chest compressions, checking 

for a pulse, pulling the code alarm, and bringing the code cart to the room. He mentioned 

that once the initial process of the code was in progress, he remained present in the room 

but was not hands-on. Then, he was assigned to document the code interventions. He 

shared that this was how he could be the most useful, letting the more experienced nurses 

run the code. He felt he could perform CPR tasks, but he deferred to more experienced 

providers when they were available. He shared that he would have left the room had he 

not been assigned a task because it was already crowded and he did not want to take up 

space. He concentrated on staying calm, focusing on the patient, and supporting the other 

providers when assigned a task. When the code team arrived, he would ask if anything 

was required of him and then exit the room. He mentioned that he was there to answer 
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their questions about the patient, provide a handoff report, and attend to other nursing 

duties in the nursing unit. He shared that it was his job to intervene in the code blue event 

until the experts (code team) arrived. He described a “switch out” of the teams from the 

MS RNs and the code team providers and described that the code team is comprised of 

experts with more experience, which allows for a smooth code, and unless one is helping 

in the code event, it is likely best to step out of the room. In one specific CPR event, he 

shared that he did not have more experience than anyone on the code team; therefore, it 

was time to step out of the room because he was no longer vital to the patient’s situation. 

All six of the participants described initiating the basics of the CPR process, 

which involve starting chest compressions and calling the code team or ER physician 

(code team personnel vary per institution), and all six emphasized that effective 

communication was essential during a code blue event. MS RNs initiate CPR because 

they are the nurses in the hospital unit, as described by Participant 4 who recalled how he 

found “the patient unresponsive. Right after that, we pulled the code blue alarm and then 

initiated CPR.” Participant 1 described the process: “the main thing we need to do is just 

call the code and start compressions, after we verify their code status. That’s what’s 

expected of us, I guess.”  

Additional supporting statements are provided: 

• Participant 2: “[S]tart CPR…” “ER doctor arrived.” 
• Participant 3: “[W]e’re starting a code, and I told her to pull the code blue 

alarm. So during it, I was doing compressions […].” “We had to help get 
the code blue team.” “[S]o you’re immediately hopping on the chest 
[…].” 

• Participant 5: “Have you called the doctor? Let’s start compressions.” 
• Participant 6: “Hey, did we call primary team? Call primary team. Telling 

someone, call the code blue.” “[T]hen of course checked pulses and also 
helped with one round of compressions.” 
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 Additional supporting statements about communication are provided: 

• Participant 1: “[J]ust need to get better assessment, critical thinking and 
communication.” 

• Participant 2: “You have closed loop communication and just going 
through the protocol […].” 

• Participant 3: “[J]ust communicate everything you’re doing, whether if 
you’re repeating yourself. People will appreciate that you’re 
communicating.” 

• Participant 4: “Be able to communicate effectively, given the multiple 
things that are going on in the room.” 

• Participant 6: “Say if there’s a previous person who’s doing compressions 
vocalizing that I will take over the next round of that, making sure, ‘Hey, 
did we call primary team? Call primary team.’ Telling someone, ‘Call the 
code blue.’” 
 

As MS RNs’ experience level, years as an MS RN, and exposure to CPR events 

increase, they lead more and move further into the ACLS protocol steps. If the MS RN is 

less experienced, they gravitate to more of a tasking or assigned role that focused on the 

basic first steps of CPR before the code team arrives. Participant 3 described his 

transition to a more experienced MS RN and how that influenced his CPR role: “I’ve had 

to help lead, I think, just one or two. Most of the other ones, I’ve just been extra hands.” 

He added the following:  

Yeah. I mean, my first codes, I would never be put on positions of medicines or 

ZOLL [defibrillator] and stuff, not until I had my ACLS, which I have currently. 

So you just kind of build yourself to find roles that work for you. So I found 

where mine is ... I mean, I can get medicines and stuff together really fast, so I’ve 

been on med cart and ZOLL a lot. You improve on your technique and it’s 

already proven and researched if you stick with these basics, you follow your 

algorithms for this, you’ll have a good outcome. 

 Experienced MS RNs’ statements are provided: 
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• Participant 2: “So you focus on what your role is and what your job is and 
the protocol. Okay? What are the things that I need to do? Okay? What are 
we measuring here? So what do we need to focus on? And protocol said 
that he gets epinephrine. So did that, continuing CPR, directing people 
through, making sure assigned roles are happening. You have closed loop 
communication and just going through the protocol.” “I was the charge 
nurse. I had responsibility to be in there and lead that team.” 

• Participant 5: “Let’s check for the bracelet.” It was coded code blue. 
“Have you called the doctor? Let’s start compressions. Can someone get 
some pads on him? Can someone keep time?” 

 Less experienced MS RNs’ statements are provided: 
 

• Participant 1: “But the first few minutes, like I said, it goes very quick 
because there’s not much we can do, compressions, pads. If I’m feeling 
frisky, I’ll start a 20 in their other arm.” 

• Participant 4: “Someone told me to start writing down and I just thought at 
the moment that was how I could make myself most useful. And I just 
kept my cool and did what was told.” 

• Participant 6: “I checked the code status. Yeah. So code status, I had 
remarked that their IV was patent and then of course checked pulses and 
also helped with one round of compressions.” 

 Primarily, the three less-experienced MS RNs’ statements emphasized the 

importance of initiating the basics of CPR (as seen in their previous quotes) and being in 

a supportive role to others. The three most experienced MS RNs also discussed the 

importance of teamwork, fulfilling a role, doing their duty, and doing their best. 

Moreover, as their experience level grew, the participants perceived responsibilities in 

code blue events. These perceived responsibilities may be influenced by years of 

experience; however, one MS RN with limited years of nursing experience but several 

codes discussed the importance of teamwork and ensuring that he was performing his 

duties during the code blue event: “So just being a part of that and working as a team to 

really change reality of, ‘No, we’ll bring somebody back from the dead.’” He later said, 

“Just you do all this work to help out and to do our duty, and that’s just to save a life.” 
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 Additional statements of more experienced MS RNs are provided: 

• Participant 2: “You’re going to go in, and your assessment needs to be 
focused on finding those things out and then fulfilling whatever need that 
patient needs… and focused on communicating well with the other 
members of that team and fulfilling your role to the best you can.” 

• Participant 5: “We all jumped in and everyone was at least responding to 
the best of their abilities.” 

 When the code team arrived, the three more experienced MS RNs stayed present 

but took on a more supportive role to help the code team or sought to assist the patient by 

taking on other tasks that might be overlooked. There was a sense of relief when the code 

team arrived, which was partly due to their experience and knowledge of managing a 

code blue event. Participant 3 shared his role when the code team arrived: “[T]his is their 

work, this is what they respond to every day, so they already have their rhythm. Now we 

just need to focus on how can we help them.” He also said, “I feel like it goes smoother 

when the team gets there.” 

 Additional statements of more experienced MS RNs are provided: 

• Participant 2: “When the other professionals come in, you take a step 
back. You’re there to observe and fulfill whatever need they ask for. Like 
if they are saying, I need you to get me this, then your responsibility at 
that point is I am going to get you this, close loop [communication], make 
sure that things are effective.” 

• Participant 5: “And they really have always had a great sense of being able 
to jump in and take over so that I feel like, ‘How great, the cavalry is 
here.’ And so usually they ask, ‘Who’s the primary nurse?’ ‘I am.’ ‘What 
happened?’ And you walk them through it. And then I don’t think I’ve 
ever had a code where it was my patient that I was charging, but if I was, I 
would stay there.” “And so it’s just this massive sense of relief. Because I 
know if that patient has the best chance to survive, it’s probably when the 
code team is there.” 

 The three MS RNs with less experience transitioned out of the room to take care 

of other nursing responsibilities. Participant 1 shared his view of his role when the code 

team arrived:  
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I usually try and get out of there as quick as I can, because they’re there. Then I 

need to prepare my report, make sure the doctor’s aware, talk to the doctor when 

they come in, and then prepare to call family and just organize my things. 

 Additional statements of less experienced MS RNs are provided: 

• Participant 4: “Once the code team arrived, I wouldn’t say I was as vital. 
And that’s when I removed myself from the room, just because there 
wasn’t a single person on that code team that I had more experience than 
in any of this stuff.  

• Participant 6: “[B]ecause when the code blue arrives, at least for nights, 
majority of the anesthesiologist residents come, cardiology comes, of 
course we have the ICU [intensive care unit] nurses there. And that was 
my only patient that I was primary on. Typically, at least the primary 
nurse is either in the room or within a reach while that’s going on. So 
within being so crowded, I take myself out of there just because I don’t 
want to create more of a crowd that it’s like, okay, whatever of being 
around there and maybe getting in the way or whatnot.” 
 

Was it Me? 

 The Was it me? theme accounted for numerous participant descriptions and was 

aligned with Folkman et al.’s (1986) accepting responsibility coping strategy. Blomquist 

and Lasiter’s (2021) scoping review defined Folkman et al.’s (1986) coping strategy of 

accepting responsibility as a person self-identifying their role in a problem, often with 

associated attempts or reflection to make it right . Folkman et al.’s (1986) own definition 

specified that behaviors of self-blame and self-criticism are ways to accept responsibility. 

Even in uncontrollable situations, healthcare workers self-assign blame and guilt if they 

do not prevent harm to their patient and many question whether they could have done 

more to influence their patient’s outcome (Everly & Lating, 2017). 

       In this study, approximately 104 significant statements were used from all six 

participant transcripts to formulate the Was it me? theme. Male MS RN participants 

reported feeling responsible for preventing the CPR event and believed that they may or 
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may not have influenced the outcome. The MS RNs in this study discussed feeling 

responsible in relation to prevention of CPR almost twice as much as to the outcome of 

CPR. Sixty-one of the significant statements that formed the Was it me? theme stemmed 

from participants’ perceived responsibility for preventing patients from requiring a CPR 

event, while 37 were associated with perceptions of responsibility for the patient’s 

outcome after the CPR event. The other six significant statements were associated with 

both prevention and outcome. 

MS RNs described multifaceted reflections concerning prevention. The 

participants described what they might have done that created the need for CPR or what 

they should have done to prevent the CPR event. Many participants shared self-criticism 

or self-blame for missing or not recognizing that a patient was at risk of needing CPR. 

Many of those same participants also described not being able to prevent a certain CPR 

event, especially if they were caring for patients who exceeded their personal MS 

resources.  

       Moreover, all six participants reported accepting their responsibility for 

preventing the patient experiencing a CPR event. Participant 6 summed up what he 

believes is the MS RN mentality as follows: “I was going to say, so I can tell you 

frequently what comes up a lot in these [post-code] interviews is this med surg mentality 

of that, ‘Hey, we’re supposed to prevent the patient from coding.’” 

 Additional supportive statements are provided: 

• Participant 5: “What could you have done to prevent this, or how could it 
have gone differently?” 

• Participant 1: “I was just thinking, ‘Could I have stopped this in any way? 
Could I have prevented it? Should I have been more insistent?’” 

• Participant 2: “So, here I am thinking that this is something I’ve done 
[…].” 
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• Participant 3: “You can start to now recognize certain signs well so it 
doesn’t get to that point. So you can avoid that situation if I am watching 
their vitals more, if I’m seeing how they’re doing mentally as well, and 
just every underlying factor that all relates to your initial job, which is 
assessing patients and treating them.” 

• Participant 4: “I know coming on a nurse school, one of my greatest fears 
still is medication error or something that causes harm to the patient. A fall 
because I didn’t set the bed alarm or something. So, to have some sort of 
negligent act that myself or another nurse would perform that would cause 
a code event versus the body doing whatever the body does to put the 
person in that situation. I think the big difference would be guilt that you 
have caused it and it wasn’t a natural pathologic response.” 

 Four of the six  MS RN participants expanded on their desire to prevent a patient 

from having a CPR experience and shared how they accepted responsibility for missing 

or not recognizing that the patient may experience a CPR event. Participant 2 shared how 

he internally assigned fault: “I just was thinking, okay, this is my fault. I’m the person 

who caused this. Was there something different that could’ve been done? Was there 

something more that could’ve been done? Was it the right time for them?” 

 Additional supportive statements: 

• Participant 5: “If it’s my patient and they code, I’m always during the 
recap going to feel this feeling of shame and guilt about there’s got to be 
something I missed. While I was talking at the pod with my friends, I 
should have been watching the monitor more closely. I bet I could have 
caused something or just something.” “And then there’s this human side of 
me or whatever you want to call it that just still feels that sense of guilt 
and is thinking, but maybe if you had caught something, then he would’ve 
been here for another month or two and he could have said goodbye to his 
granddaughter that he wanted to see. Whatever things I can think of that 
relate to that specific patient. So it’s this battle in my mind all the time.” 

• Participant 1: “I’ll feel bad either way because, if they’re successful, I 
could have missed something. If it’s successful, I still think, nobody 
suddenly decompensates, people suddenly notice that they’re 
decompensating. There’s always signs for everything.” “And I feel like 
she died because of something that could have been helped by us. It’s not 
that we made a mistake, necessarily. Maybe we did, but she died more 
unexpectedly.”  
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• Participant 6: “Definitely in the first month that you’re working you’re 
like the whole imposter syndrome like am I good enough to be a nurse am 
I doing right by the people I am being a nurse for by recognizing the signs 
for this person is decompensating and lets call a rapid versus letting it 
exacerbate to the point that they get to a severely bad way and should have 
caught it earlier if I had been more experienced or more attentive or 
something like that.” “I would honestly say future improvement for the 
next time because who knows, if you’re able to recognize that they’re 
about to cardiac arrest, you start as soon as you can.” 

 Four of the six participants reported that they may not always be able to prevent 

patients from having a CPR experience. Even in those cases, some participants still 

assigned responsibility to themselves for not preventing an event. Participant 5 shared his 

struggle to reconcile the impulse to accept responsibility and his knowledge that not 

every code can be prevented:  

[E]ven if you had the most knowledge and the most training and everything, you 

still couldn’t prevent every single code. And so I know that, and I’ve probably 

always known that on some level, but at the same time, it’s just strange how you 

internalize this sense of responsibility for your patients and you’re their guardian 

for whatever shift you’re on so you don’t want any harm to come to them. 

 Additional supportive statements are provided: 

• Participant 1: “And I don’t know if it could have been preventable or not.” 
“I did all that stuff correctly, but you always go back to, there’s 
something, always something.” 

• Participant 3:”All my skills weren’t enough. Or some people have regrets, 
or, maybe if I wasn’t trapped up in this room [...] You can’t blame it on 
that. What happened, happened, so you made the best of it, but sometimes 
it doesn’t get the outcome we want.” 

• Participant 4: “I don’t think there’s anything we could have done to 
prevent this aside from maybe the patient being in a more closely 
monitored unit like an ICU.” 

 When discussing the acceptance of responsibility through a lens of prevention, the 

MS RNs reported that sometimes they have patients who exceed their personal resources 
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as MS RNs, either because the setting is not equipped or their training does not equip 

them to meet all needs. Some described how the mismatch hampers their ability to 

prevent some patients from a CPR event. Participant 4 described his experience with 

patients who may require a higher level of care:  

I don’t think there’s anything we could have done to prevent this aside from 

maybe the patient being in a more closely monitored unit like an ICU. But at the 

time, the patient wasn’t necessarily appropriate for ICU level care. But that 

happens a lot of the time in the hospital. We get patients that maybe should be 

ICU level care, but to get them there, sometimes they have to be responded [a call 

to the rapid response team] or something. 

 Additional supportive statements: 

• Participant 3: “A couple of times on a patient where we expect it. Because 
there’s no room in the ICUs and they just say, ‘Look, we’ll keep a close 
eye on them up here, but this is really our only option’[…] they’re a little 
hard to accept because you’re just constantly stressed or anxious about 
them, seeing, ‘Okay, are they still going?’ It can be tough… because if 
that’s the case, your best hope is something shows you before it happens.” 

• Participant 6: “Because like that first one, honestly, in a reflective manner, 
he honestly should have had even more closer monitoring just because of 
everything going on with him. Like I said, I literally came on and he was 
getting his second unit of blood and he also had FFP going and he had 
been short of air and of course he had end-stage liver… so that’s my 
personal thought of what may have happened to leading to that. But in 
general, he was very sick.” “The most recent code we had was an 
individual, honestly, one of the most inappropriate admissions to our floor 
I’ve seen.” 

• Participant 2: “Oh, this patient is not doing well. We could have a rapid 
response go on here, a possible code, but being on a non-tele unit right 
now, they’re much more likely to get transferred to another unit before 
that’s going to take place.”  

 Participants also often reported feeling responsible for the CPR patient’s outcome 

in a code event as well, though the degree to which they felt they influenced such 
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outcomes varied by experience level. More experienced MS RNs described having an 

influence on their patient’s outcome, while the less experienced MS RNs were less apt to 

see themselves having an influence on their CPR patient’s outcome.  

       Four of the six participants described views on their experience with CPR patient 

outcomes. Participants 1 and 3 stated that they could have done more during the CPR 

event to improve the patient’s outcomes. Participant 3 reviewed his CPR mistakes: “For 

cases where the patient doesn’t make it, I’ll try to make mental notes of my mistakes. 

Like maybe I wasn’t doing compressions 100% effectively, so working on my 

technique.” Participant 2 described how they still felt responsible for the patient’s 

outcome even when they considered themselves to have performed the protocol correctly. 

Participant 5 described how he felt guilt regardless of the outcome.   

Additional supportive statements are provided: 

• Participant 1: “It wasn’t my first code that I’d been in, but it was the first 
one where I was like, ‘I knew more. I could have done more. And I’ll do 
better […].’” 

• Participant 2: “You can tell yourself you can go through everything and 
say, ‘I did everything as I was trained to do per the protocol.’ Okay? And 
you can have bad outcomes despite that, but that doesn’t make you feel 
less responsible.” 

• Participant 5: “For me, probably honestly, guilt. And now as I’m reflecting 
on it, it’s so funny that. I don’t think it really ever matters the outcome of 
the code or how much I was involved in it.” 

 Among the three more experienced MS RNs, participants described having clear 

roles could positively influence the patient’s outcome during a CPR event. The 

participants observed that a well-organized CPR event with correct techniques and 

adherence to CPR protocols could make a difference to the patient outcome and assist the 

MS RN is knowing they did everything they could for their CPR patient, giving them the 

best chance to save their patient.  Participant 5 summed up the roles and organization:  
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I think it can make a difference. If you have a well-organized code where 

everyone knows their roles and you know exactly what you should be doing and 

for how long. Everything is firing on all cylinders where each person knows their 

role very quickly, is doing the technique correctly and efficiently, then I think it 

takes a lot of the guesswork or at least some of the guesswork out of, did we do 

everything we could? 

 Additional supportive statements: 

• Participant 2: “It varies. There’re times where you can have a [CPR event] 
role that gives you more influence or less influence.” 

• Participant 3: “You improve on your technique, and it’s already proven 
and researched if you stick with these basics, you follow your algorithms 
for this, you’ll have a good outcome. That’ll be your best chance.” 

 The three less experienced MS RNs described having less influence on a CPR 

patient’s outcome. They described their lack of a CPR event role, evaluation of their 

utility, and limited control of the outcome during a CPR experience. Participant 1 

explained, “I want to have the experience of an ICU nurse so I can have better patient 

outcomes,” and continued:  

So I don’t know if there’s much else I can think of that could prepare us. Like I 

said, not everybody’s seen a code or has seen a code in a while, and we don’t 

have a role in it, at [this institution], which is probably a good thing for patient 

outcomes. 

 Additional supportive statements are provided: 

• Participant 4: “Not that I was scared or nervous, I didn’t want to seem like 
it because then if they can’t rely on me to do my task, they’re going to 
think, ‘Okay. Do I need someone else? Can someone else do this? Is 
[Participant 4] going to make it through the... Can he do the situation with 
a simple task?’” 
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• Participant 6: “Honestly, I feel like at least with the code blues that we did, 
I felt like we didn’t have... Other than doing the typical CPR and 
compressions and giving EPI a few times before the doctors get there, I 
personally really don’t think I have much control on that outcome […].” 
 

My Patient Needs Me to Control Emotions  

This theme accounted for numerous participant descriptions and aligned with 

Folkman et al.’s (1986) self-controlling coping strategy. Blomquist and Lasiter’s (2021) 

scoping review defined self-control as a person’s attempt to control their emotions and 

actions.  

Approximately 78 significant statements were identified across the six participant 

transcripts that formed the my patient needs me to control emotions theme. In passages 

exemplifying this theme, MS RNs predominantly focused on the need to control their 

emotions during the CPR event. Forty-six significant statements concerned the need to 

control one’s emotions by being dispassionate and suppressing feelings during a CPR 

event; 18 significant statements concerned controlling one’s flight, fight, or freeze (FFF) 

response during and after a CPR event; and the other 14 concerned controlling one’s 

emotions after a CPR event. 

 Generally, the desire to control emotions stemmed from the participants’ 

perceptions that emotion might impede the ability to focus on patient care during a CPR 

event. All participants described how they controlled their emotions during a CPR event, 

except for Participant 6 who revealed that he felt no emotion during or after CPR 

event(s):  

It is just like not having emotion or, you know, maybe a considered a typical 

human thought. Just because other than healthcare workers, a typical individual 
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who see someone that dies is honestly traumatic for people. But then again, I try 

to maybe justify my current feelings and all that with just the fact that I have this 

other experience of being around individuals who are elderly or who are sick, 

dealt with knowing that growing up that people die and it happens and everything. 

For this participant, he is able to control his emotions, but he describes this control or 

lack of emotion stems from previous life experiences and is not actively performed 

during the CPR event as the other participants have described. 

The three more experienced MS RNs shared that emotional control aided them in 

focusing on the CPR event at hand. These participants specified how controlling 

emotions enabled them to maintain appropriate protocols or algorithms, help others, and 

think critically. Participant 3 shared how and why he managed his emotions in the CPR 

event: “During [a code], I’m without emotion.” He added the following:  

I’ve just found if I suppress that for now and just do this task and help out in 

whatever way I can, I’m a lot more ... I can critically think more, I react better, I 

don’t get caught up with just kind of staring off or getting all in my head of just 

where you can’t function. 

Additional supportive statements are provided: 

• Participant 2: “Because you can’t be any use to anyone, you can’t observe, 
hey, need to slow down a little bit on your chest compressions there, if 
you’re focused on how you’re feeling. You need to be in a sensory 
responding type of place.” “[Y]our assessment needs to be focused on 
finding those things out and then fulfilling whatever need that patient 
needs and being ready to be as dispassionate as you can in the event and 
focused on communicating well.” 

• Participant 5: “But now at least in my last couple codes, you at least know 
the algorithm well enough and that shock isn’t quite as much there. So you 
can spring into action, even though maybe you’re still having that 
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underlying feeling of, I don’t want to say panic, but just that anxiety. So 
that helps.” 

The less experienced MS RNs shared that those who cannot control their 

emotions should not be on the CPR team and that to do well in an emergency one must 

stay calm and not panic. 

• Participant 4: “I think if you were a person that got easily flustered or 
broke down under pressure, I don’t think that the code team would 
probably be a place that you would thrive in. But that’s just me.” 

• Participant 1: “I do well during emergency situations. I don’t panic or get 
frustrated very easily because I stay pretty calm.” 

 Three of the six participants specifically mentioned controlling their emotions 

during the CPR event with the intention of focusing on the patient and/or patient 

outcome. 

• Participant 2: “I think in that role, you need to be able to focus on other 
people, on the patient, on the other members of your team instead of how 
you’re feeling, how you’re taking that in.” 

• Participant 3: “During it, I feel like I don’t really feel remorse or anything, 
because I feel if I am sitting here thinking the worst, then that’s going to 
be the [patient] outcome. But if you keep an attitude to say, ‘All right, get 
on it, let’s do this. This is what I’m trained for,’ you’ll function a lot 
better.” 

• Participant 4: “Everyone’s got to be on their toes. If I was getting flustered 
or freaking out, that’s not going to help the patient or anybody else in the 
room that’s trying to help them. So I just kept a blank face and when I was 
told to do something, I did it…So not like literally blank face, but just 
keep my cool. I’m a trained healthcare professional. This isn’t my area of 
expertise, but we all know what we’re doing in this room. We just need to 
stay calm, focus on the patient and wait till the coding rush.” 

 Some MS RNs described controlling their emotions as part of their job. Three of 

the six participants specifically mentioned that controlling their emotions during the CPR 

event helped them do their job or was an important aspect of it. 
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• Participant 2: “[S]o you focus on what your role is and what your job is 
and the protocol. Okay? What are the things that I need to do? What are 
we measuring here? So what do we need to focus on?” 

• Participant 3: “I think the stereotype is it shows weakness. People feel 
vulnerable when they’re sad. It’s okay for ... If they’re in the middle of a 
code, I don’t want to see people standing around doing nothing, crying. 
We have a task to do. Let’s do it. But if your emotions are controlling you 
to be able to do your job, then you need to let someone else take over, or 
else that person’s not going to have the best chance.” “I have the mindset 
of, take it one step at a time and just communicate everything you’re 
doing.” 

• Participant 4: “Obviously, emotions are going to come into play whether 
you’re at work or a code or really any situation. Being able to control them 
is a huge part of remaining calm and keeping your composure… I think 
that’s important for any healthcare job.” 

 The participants shared various thoughts on controlling their emotions after the 

CPR event. Some believed it to be acceptable to release or experience emotion and that 

crying could be part of that emotional release. Four of the six participants described a 

release of their emotions or thoughts on emotions after the CPR event was over. 

Participant 4 shared that emotional release is okay within healthy parameters, such as not 

impacting others. He described this balance as follows: “Yeah. And I think you can show 

emotion. There’s nothing wrong with having it, but I think keeping it within those 

parameters, a healthy amount. You get outside of that and it starts to affect you and 

everybody else.”  

 Additional supportive statements are provided: 

• Participant 3: “I kind of realized that the macho, don’t let yourself get 
vulnerable, and whenever you’re not in those [CPR experiences] situations 
is completely normal. It’s okay to express yourself.” “Maybe let a few 
tears go. I feel like they choke you up a little bit, so you might as well just 
let them down and wipe them down... If you don’t express your emotions, 
you’re not doing yourself any good. It just suppresses them. Because it’s 
only going to wear on you.” 
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• Participant 2: “It was awful. And so I was in the CT suite, just crying… 
And somebody came in and said, you’ve got to get back down there. We 
got a heartbeat.” 

• Participant 6: “But I remember taking some reflective time after that to 
think how did I feel, probably about a day or so. And as I kept on poking 
and prodding at my own emotions, all that, that helped develop what I 
previously said about how I view the codes and how I have dealt with my 
emotion/the aftermath of a code and everything.” 

 Most participants also described a need to control their FFF response during or 

after the CPR event. Five of the six participants described their FFF response or 

symptoms of one during or after a CPR event. Most of these participants also reported an 

attempt to control their FFF response and shared their subsequent actions for how they 

might accomplish control during or after a CPR event. Participant 6 described the 

situation that led to his FF response:  

[I]t’s like talking with him and all of a sudden he was…And you look up and his 

face is going black and blue, unresponsive, no pulse, code… Definitely felt like a 

little bit of a freeze to me… In general, trying to think with scrambled thoughts of 

trying to think what do I need check that is part of the whole CPR and do it is a 

little tough but you know okay I haven’t seen someone do this so I will do this 

[…] it’s like a little bit of a rush an adrenaline because it’s like oh shit her we go . 

 Additional supportive statements are provided: 

• Participant 3: “Well, your adrenaline first sets in so you’re immediately 
hopping on the chest, trying to get everyone together, get everybody to 
one spot so this person has a good chance. It’s just a lot to process. Time 
seems like it goes by so slow, but it’s going by fast and time is tissue. So 
you just get kind of caught in your head to where you aren’t really aware 
of your surroundings. You’re literally just focused on this one thing, and 
whether that be you’re the compressor, or airway, medicines, ZOLL, 
anything, you’re literally just giving it your all for this person, for what 
they deserve.”  
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• Participant 4: “I think that was important that I didn’t freeze. I’ve heard 
stories about people freezing and going blank in the head. But it almost 
felt like I’d done it like a hundred times. I knew pull the code, get the cart, 
come back and go from there.” “Patients are supposed to have a pulse and 
wake up when you arouse them or talk to them. And I was like, ‘Okay, 
that’s not right.’ And then it lasted a second [shock]. There wasn’t a whole 
lot of room for, ‘Wow. This patient doesn’t have a pulse. What do I need 
to do?’ There was just, ‘Okay. No pulse. Let’s go.’” 

• Participant 5: “It’s not like I hear that staff emergency alarm and I think, 
‘Eh, I got this.’ There’s still just that rush of adrenaline, and it’s usually 
not a good feeling at all. It’s never a good feeling. I shouldn’t say 
usually.” 

• Participant 1: “If it’s especially traumatic afterwards, my hands will shake 
and, like I said, I don’t freak out or anything. I don’t panic or whatever, 
but my hands will shake afterwards sometimes.” 
 

 The participants also described how having more experience may assist novice 

nurses with their CPR event FFF response. Two of the more experienced MS RNs 

described how they have given advice or helped novice nurses with their FFF response, 

while one less experienced MS RN (Participant 6) reported how he was helped with his 

FFF response by a more experienced nurse: 

I would say I dealt with that [freeze] by in a manner by taking a step back just 

because it’s like we did have more experience nurses on the floor that did come—

and also the unit coordinator, who, like I said, is the unit mom, the person that a 

lot of people can go to—she was working that night. So, in general, her coming in 

and just telling us things to start doing makes it easier to inherently start doing 

things versus not doing things. 

 Additional statements of more experienced MS RNs are provided: 

• Participant 5: “I remember about it is that by the time I was on the second 
round of compressions, it was a very bloody and a lot of fluids. And that 
was a very interesting sensation of his chest cavity was very sloshy and a 
lot of fluids were coming out of his mouth. And I remember talking about 
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that with that nurse that was the primary nurse. And I could see the 
hesitation where I said, ‘Do you want to try some compressions?’ And she 
was like, ‘Yeah, yeah.’ So she got in, she did great.” 

• Participant 3: “So I think with how I express to people I’ve been teaching 
or help them begin their nursing career, I just said, ‘If you’re panicking or 
you can’t think straight, get out of the room and come back whenever 
you’ve got everything settled.’ Because there’s no room for panicking in 
that situation.” 

With This Patient, It’s Different 

This emergent theme highlighted the importance assigned by the MS RNs to CPR 

patient survival and how their interpretation of the patient’s condition and relationship 

influences how they perceive their experience. This theme accounted for 69 of the 

participants’ significant statements and was one of the four non coping-strategy themes. 

The MS RN participants described the difference they feel if the CPR patient survived or 

if they died. This difference is influenced by the patient’s condition and their patient 

relationship. They expressed a desire to bring the patient “back,” and when the patient 

survived, some MS RNs felt lucky and described it as doing a good job. Participant 2 

described his experience when a CPR patient lived as follows: “I was very, very happy 

that she had a second chance…You feel like, okay, job well done.” 

Additional supportive statements are provided: 

• Participant 6: “You never know and maybe you can end up having them 
come back from a cardiac arrest.” 

• Participant 4: “Yeah, just have to do the best you can to bring them back.” 
• Participant 3: “They ended up getting him back, but knowing that in the 

future, I could have one where I’m not so lucky.” “During, if they lived, I 
usually don’t feel sad about it. I feel like in these days, you have a good 
chance as long as we can get everything rolling again, so I feel a lot more 
positive. Versus when it doesn’t, I do feel sad. It’s natural.” 

• Participant 1: “I’ve been lucky that, as a nurse, I haven’t had one of my 
patients die during a code [meaning the patients died after being 
transferred to higher level of care].” 
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 When patients died after a CPR event, all six MS RNs evaluated the patients’ 

condition. Participant 5 described how the patient CPR event was not unexpected by 

sharing the following: “This was an end-stage patient. It was probably expected. That he 

didn’t have the best prognosis, so it wasn’t a complete shock to us.” 

 Additional supportive statements are provided: 
 

• Participant 2: “Was it a good thing for this patient to survive? Okay? Is 
this going to give this patient a good life going forward? Is this patient 
someone that has a reasonable expectation at a good recovery in a good 
quality of life?” “Was this a person that was better served by them 
passing, or was this a person that still had a lot left out there?” 

• Participant 3: “Because I feel like I’m a firm believer in quality over 
quantity of life. So if a patient’s not going to have any function afterwards, 
I’m a believer of it’s time.” 

• Participant 4: “So, when I say that I wasn’t surprised by it, but not in the 
fact that I would expect this patient to code, if that makes sense. It wasn’t 
like a healthy adult who out of the blue went to V-tach and coded and holy 
cow or something like that. They did have a pertinent cardiac history that 
at first glance could put the patient at risk for such event.” 

• Participant 1: “[…] a woman that was in her mid-twenties who had 
overdosed. And I felt more upset about that, seeing that woman than that 
elderly woman passing away, because I felt as if she was more natural, 
just the naturalist death you can see… To my understanding she wasn’t 
really having good quality of life anyways, at that time.” 

• Participant 6: “I will say, all the codes I have participated in, I honestly 
don’t see how they could come back, in all honesty. Because with my first 
code as a nurse, this individual is extremely sick […].” 

 Furthermore, five of the six participants reflected on their relationship with the 

patient to determine their emotional or nonemotional reaction to the experience of their 

death. There was a contrast between two of the participants’ statements regarding 

whether they do or do not have a relationship with their patient. Participant 1 did not have 

a relationship with the CPR patient that he discussed, describing it as follows: “I didn’t 

feel very bad about that one. Like I said, it wasn’t my patient, not much I could do […].” 

Participant 3 had a relationship with his CPR patient and described it as follows:  
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So when you feel that connection, especially if you’ve had them for a few days, 

and you see them go, it makes you choke up because now you’re like, “Well, I 

actually legitimately know this person now,” instead of somebody coming into the 

trauma bay in the ER when a code happens. We don’t know this person, so 

everybody’s just kind of scrambling around to see what’s happening. I feel like 

those ones, if you’ve been communicating with somebody and have known them, 

it’s harder, naturally. Just like it is for a family member, a close friend, anything 

like that. 

 Additional supportive statements are provided: 

• Participant 2: “I’ve had people pass that I thought this one’s really going 
to hit me hard when they go.” 

• Participant 5: “I would say, especially if it’s my patient, I’m feeling of 
some kind of guilt afterwards, and that’s making me loop these either 
thoughts or recaps of what was going on leading up to.” “How close I am 
with them makes a huge difference.” 

• Participant 6: “I did not have a relationship that was close enough to 
constitute saying we were really good friends, or it was just something 
where with their passing or whatnot, it caused at that time an emotional 
reflection distress.” 

 
My Experience with Emotions 

This emergent theme detailed how participants described their emotions in 

remembering their CPR experience. Through their descriptions, it became evident that 

these emotions were not just past feelings but were still present for them in the moment 

of their interview. In this study, emotional expressiveness or the use of emotional terms 

was observed more in the three more experienced MS RNs, two of whom displayed 

emotions during certain parts of the interview.  
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The theme accounted for approximately 55 of the participants’ significant 

statements and was one of the four non coping-strategy themes. All six participants 

described their CPR experience where a patient died as stressful. Furthermore, all used at 

least one of the terms stressful, stress, or stressed to describe their CPR experience. The 

more experienced MS RN participants expressed multiple emotions. However, the 

predominant emotions that comprised this theme were experienced as feelings of guilt, 

failure, fault, regret, shame, and sadness related to their CPR experience. Primarily, these 

emotions were related to not preventing the CPR event or not influencing the outcome 

more for the better when a patient died.  

While of the less experienced MS RNs discussed self-blame, all of the less 

experienced MS RNS reported being flustered, pressured, or frustrated. These 

descriptions were not used to formulate the theme due to the limited number of 

corresponding, significant statements and are not considered emotions (Lazarus, 1991). 

The three more experienced male MS RN participants expressed their emotions 

during the interviews more than the MS RNs with less experience did. They described 

feelings of defeat and inadequacy and struggled to accept the CPR experience. The 

feelings of inadequacy and defeat stemmed from a desire not to let bad things (e.g., 

death) happen to their patients. When bad things did happen to patients, the participants 

questioned their own skills and actions as well as the associated patient outcome, if that 

outcome was death. The questioning manifested as feeling a lack of control and guilt. For 

example, Participant 3 questioned his skills when navigating a feeling of defeat after a 

CPR patient death, stating, “You feel like you’re defeated sometimes, like, all my skills 

weren’t enough.” 
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Additional supportive comments are provided: 

• Participant 5: “[…] just don’t want anything bad to happen to any of our 
patients. And when it does, that feeling of lack of control just makes you 
feel like you are just less than.”  

• Participant 2: “And he said, you could not have done anything differently. 
This was not your responsibility. It was not your fault…Rationally, I 
already knew and understood that, but it’s still really, really hard.” 

 A feeling of guilt was the predominant emotion expressed after feelings of stress. 

The participants often used the term guilt. However, guilt was also described when they 

reflected on the code possibly being their fault, when they believed they had “failed” the 

patient, or when they felt regret and shame. Predominantly, the more experienced MS 

RNs expressed feelings of guilt. Participant 5 expressed both shame and guilt as he 

questioned whether he missed a key care aspect for his patient, stating that “this feeling 

of shame and guilt about there’s got to be something I missed.” 

 Additional supportive statements are provided: 

• Participant 1: “And then I felt like it was my fault. I know it wasn’t… I 
could have seen this coming.” 

• Participant 2: “I’m the person who caused this? And it was about the worst 
feeling I’ve ever had.” 

• Participant 3 [when asked about regret]: “It definitely shows up. I try to 
hide away.” 

 Regarding the emotion of sadness, the participants specifically used this term to 

describe their emotional state after a CPR experience. The three more experienced MS 

RNs used the term sad or sadness 20 times (Participant 2 = eight times; Participant 3 = 

five times; and Participant 5 = seven times) in their interviews to express how they felt 

about their CPR experience, in contrast to the three MS RNs with less experience who 

did not use the term sad or sadness in their interviews. 

• Participant 2: “[W]hen I sit down and I think about it, it makes me sad.” 
• Participant 3: “I still get a little bit emotional, sad, […].” 
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• Participant 5: “[…] think even just the overall feeling is one of sadness.” 

 While crying is not an emotion and is often considered a release of emotion, two 

of the more experienced MS RNs said that they cried as a release, and one less 

experienced MS RN (participant 1) claimed that he does not cry.  

• Participant 3: “[G]o get something for a patient in the supply room, and let 
it out real quick and then dry up.” 

• Participant 2: “And so I was in the CT suite, just crying.” 
• Participant 1: “I don’t cry in the shifts like everybody else did, when they 

first started […].” 

 Moreover, some of the participants had emotions resurface during their interview 

while discussing their CPR experience. I included the interviewees’ emotions because the 

CPR experience extended into the present moment. During their reflections, a feeling of 

sadness and anxiety reappeared for two of the more experienced MS RNs: 

• Participant 2 [when asked about his emotion in the present moment 
because his eyes were watering]: “So yeah, that makes me sad. That 
makes me anxious.” 

• Participant 3: “I just feel like talking about bad codes, I still get a little bit 
emotional, sad, and feel tears back here. Some words, I feel a little 
tightness right here [points to throat area].” 

One participant found it worrisome that he was not feeling any emotion during the 

interview when reflecting on his code blue experiences, but he felt that he had a reason 

for not doing so. The participant explained that he had not formed a relationship with any 

patients involved in CPR experiences in which the patent had died. All of the patients had 

significant underlying comorbidities or were perceived to require a higher level of care. 

Notwithstanding his reasons for feeling no emotion in the CPR events in which he had 

been involved, the participant expressed concerned about how his lack of feeling make 

him appear to others:  
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 “I just worry for like right now. For some reason, because I don’t have a very 
emotional attachment of something like that, I come off as a sociopath. It is 
just like not having emotion or you know, maybe a considered a typical 
human thought. Just because other than healthcare workers, a typical 
individual who see someone that dies is honestly traumatic for people. But 
then again, I try to maybe justify my current feelings and all that with just the 
fact that I have this other experience of being around individuals who are 
elderly or who are sick, dealt with knowing that growing up that people die 
and it happens and everything.” 

 
Finding My Support 

This emergent theme accounted for numerous participant descriptions that aligned 

with Folkman et al.’s (1986) seeking social support coping strategy. Blomquist and 

Lasiter’s (2021) scoping review defined the coping strategy of seeking social support as 

involving reaching out to another individual for emotional or informational support 

(Folkman et al., 1986). 

In this study, 51 significant statements were used from all six participant 

transcripts to formulate the finding my support theme. All six MS RN participants found 

support from peers, friends, family, and partners after a CPR experience. They shared a 

desire for reassurance and stated that it was vital for them to discuss their CPR 

experience with someone. Five of the six MS RNs reported receiving some form of 

reassurance. When it came to finding support, the participants shared the importance of 

relationships. They found themselves discovering support from certain leaders, their 

loved ones, and peers where a bond or connection was present. The participants also 

described a yearning to share their experiences through expressing themselves and 

hearing other perspectives.  

 Furthermore, five of the six participants specifically stated that they had sought 

out peers for support. The one participant who did not report seeking out peers had strong 
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social support from his partner, who is a therapist. Some participants described how they 

sought out peers because they had a shared experience and had built bonds with them. 

Participant 3 revealed his relationship with his peers by expressing how he manages after 

a CPR event as follows:  

Talk with everybody else that was involved. They experienced the same thing you 

did, so making sure you’re keeping up to date with everybody you work with, that 

really shows that you care and not just about your patients, but as well as your 

coworkers. You can always rely on your coworkers to help out. They’re the ones 

that are going to see it the best of how you’re viewing it, since they’re right there. 

 Additional supportive statements are provided: 

• Participant 2 [in the context of social support]: “Colleagues that I work 
with […]” 

• Participant 4: “It’s more just to relax and have a nurse to just relax and 
share experiences.” 

• Participant 5: “[N]ot to quantify it, but if I had to, maybe 90, 95%, it’s at 
work, for sure. It’s among my coworkers and peers.” 

• Participant 6: “And then who you can talk to and then also when you’re on 
nights, we jokingly say, and it’s probably true is like we trauma bond on 
nights of just dealing with the different things that we have to deal with.” 

Moreover, three of the six participants shared the importance of their leaders as a 

resource for support. Participant 6 described a leader on his nursing unit who embodies 

approachability and leadership, and that he seeks out that leader for advice. He described 

his leader as follows: “[Y]ou might have the unit mother or person where everyone just 

loves to be around that person because they’re very knowledgeable and you can go to 

them for advice and all that.” 

 Additional supportive statements are provided: 

• Participant 3: “[I]f we had one happen, our charge would sit with us at the 
nurse’s station saying, ‘Okay, tell me how you’re feeling. What could 
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have been better? Let’s evaluate.’ That way, everybody can express 
themselves. I think that’s an important thing to have as a unit, for sure, is 
to be there for each other.” 

• Participant 5: “But I would say mostly it’s my peers and coworkers and a 
big part of that is my charge if I needed it or when I needed it, and my 
manager and educator.” 

 The MS RNs also found various other people for support. Their support was 

predominantly described as coming from those with whom they had close relationships. 

Statements supporting these relationships: 

• Participant 1: “And then, I’ll go home, my wife’s a therapist, I’ll talk to 
her about what happened. And then it takes about a day or two and then 
I’ll start really ruminating on everything that happened.” 

• Participant 2: “Colleagues that I work with, friends that I don’t necessarily 
work with or work in different fields, certainly my wife. I use all of those 
and have conversations with all those people.” 

• Participant 3: “Your family should always be there for you, whatever your 
circumstance, just relying on the ones close to you that you care about and 
knowing how to know that you’re not alone and you can get through 
anything.” 

• Participant 4: “My girlfriend’s in nursing school. She understands a lot of 
it as well. I’d say those people they kind of just fall back to chit chat with 
if I would need to talk about something like that.” 

• Participant 5: “[P]robably a very, very little bit at home just because my 
partner’s not in healthcare. So he can understand probably the emotions of 
it, but not the logistics of it. And that’s been fine for me.” 

• Participant 6: “I would say also hearing some of my brothers things that 
he’s dealt with just because the ICU, people are extremely sick when it 
comes ICU. So just hearing how he’s dealt with it and maybe inherently 
processing how I would deal with it, all that.” 

 In addition, five of the six participants shared that they received post-CPR 

reassurance from another healthcare provider—a different support direction where the 

support found them. Three of the reassuring statements were contextualized to let them 

know they did all they could for the CPR patient. Participant 2 described the support that 

he had received from a colleague, which he knew to be true but he still had difficulty with 

the CPR patient death. He shared the reassurance as follows:  
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[T]he ER doctor came and spoke with me about the situation. And he said, “You 

could not have done anything differently. This was not your responsibility. It was 

not your fault.” And he says, “Anybody who practices medicine after a long 

enough time is going to go through days where they feel like this, okay?”  

 Additional supportive statements are provided: 

• Participant 1: “I’ve had even like the ICU charge nurse telling me I did a 
good job and I was thorough and did what I could.” 

• Participant 5: “[B]ut we all just said, ‘No pulse. You did exactly what you 
were supposed to do […] and get a little bit of feedback and maybe some 
positive affirmation from it.” 

 For the other two participants, one received reassurance in the form of a CPR 

review, while the other received a straightforward type of normalization of the CPR 

patient’s status: 

• Participant 6: “[T]alk with my brother [ICU RN] who has more 
knowledge and can better explain certain things to me. And I’ll do a 
review with him, an independent review, of the facts that I know and talk 
with him about it. So that’s part of talking and maybe being a therapeutic 
way of processing and everything as well.” 

• Participant 3: “I remember asking a provider once, ‘How do you remain so 
calm in these situations?’ And they just look at me and go, ‘Well, they’re 
already dead. You can’t do anything worse.’” 

 Furthermore, four of the six participants explained why support was crucial to 

them. They discovered hearing other perspectives, being able to express themselves, and 

sharing experiences to be necessary for them. One MS RN, participant 5, described some 

uncertainty associated with the expectation that the nurse is supposed to manage their 

support and reach out for help if they need it, describing it as follows:  

And I don’t know why that is, if that’s just something where it just goes along 

with this unspoken expectation that everyone handles it okay and is expected to 
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deal with it in their own way, on their own time. And it’s up to them to reach out 

if they need it, or they look fine so you assume they’re fine. 

 Further supportive statements are provided: 

• Participant 2: “So the way to get past that is to get other people’s 
perspectives. And so entertaining as many different perspectives as often 
as possible, I think, is the best way for us to grow as human beings.” 

• Participant 3: “I just kind of helped with talking through what I did and 
how I felt, saying I was pretty disappointed, just to make sure those 
feelings are being expressed.” 

• Participant 4: “Just sharing experiences… just relax and share 
experiences.” 

 Moreover, four of the six participants described why relationships and 

approachability were meaningful when working with their peers: 

• Participant 3: “I think it’s important to keep a good relationship with your 
coworkers… We’ll support each other through thick and thin. And it just 
helps you feel more comfortable with what you have to deal with shift by 
shift.” 

• Participant 5: “My charge nurses are always usually pretty approachable 
as well as my manager, but they’re not super proactive.” 

• Participant 6: “[W]e trauma bond on nights of just dealing with the 
different things that we have to deal with.” 

• Participant 2 [in response to “Who are those that you seek out?”]: 
“Connections to me.” 

 

Male Nurse – It’s Just Nurse 

This emergent theme detailed how the male MS RN participants described their 

experience of being a male MS RN during a code blue experience and in their daily work. 

While the focus of this study was their CPR lived experience, most of the male MS RNs 

expanded on their lived experience of being a male MS RN. Being a male nurse does not 

begin or end with a CPR event; therefore, their expanded descriptions were included.  
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This theme accounted for approximately 44 of the participants’ significant 

statements and was one of the four non-coping strategy themes. The participants shared 

two main viewpoints that comprised the theme of a male nurse – it’s just nurse. They 

offered varying descriptions concerning whether gender influences being an MS RN and 

a perception that career advancement is an external and/or personal expectation for them.  

Genders’ influence on being an MS RN ranged from their belief that gender does 

not define them or their nurse role to describing how being male may influence gender 

differences in displays of vulnerability, their role in a CPR event, and interactions with 

patients, families, and other healthcare professionals. The differences that the male MS 

RNs described were that they are less likely to experience sexual harassment from 

patients, less likely to express emotions (but that it is okay to do so), and more likely be 

asked to assist with obese and unruly patients. Furthermore, they mentioned that working 

with other male nurses happens infrequently, that they are more likely to be assigned 

chest compressions, and that they are more likely to be mistaken for a physician by other 

healthcare professionals, patients, and families. All six participants shared various 

perceptions and experiences on whether any differences in gender existed for the role of 

the MS RN. However, there was no strong consensus on any one difference, only that 

those differences are present for them. Participant 2 shared his beliefs on gender as 

follows: “I don’t think we’re defined by any one thing. There’re so many different parts 

that go into us. Gender is just one of those.” 

Additional supporting statements are provided: 

• Participant 5: “The things that pop into my mind as a male nurse is I think 
that you are probably less predisposed to sexual harassment and lewd 
comments as a male, although I’ve gotten some of those too from both 
genders as patients… but I just notice that patients sometimes take 
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probably a few more liberties based on not only the gender, but the size 
and maybe the appearance of the nurse.” 

• Participant 3: “I feel men, I don’t see a lot of them crying. They’re usually 
just kind of blank stares, not talking much, short sentences, just not really 
wanting to be vulnerable. I kind of realized that the macho, don’t let 
yourself get vulnerable, and whenever you’re not in those situations is 
completely normal. It’s okay to express yourself.” 

• Participant 4: “Unfortunately, I think difficult family members and 
patients are more likely to listen to a male than a female. I don’t think it’s 
right, but... And I’ve experienced that multiple times on the floor where a 
family member that was causing a disturbance or something was asked to 
leave by female staff and it takes male staff for them to get it through their 
head […].”  

• Participant 6: “Honestly it feels more like they want me to stay on the 
floor, just because if you have a male on the floor, it’s easier. At one point 
we had three patients over 525 pounds, so help moving and being there to 
help out when say, we have an altered and unruly patient.” 

• Participant 2: “Looked around, and we all remark that hey, check this out, 
there’re five dudes on this shift. When does that happen?” “Men are 
almost always assigned to do chest compressions first […].” “I don’t know 
how many times a patient assumes that I’m a physician. It’s a regular 
occurrence, where you’re a doc, and I’m like, I’m your nurse.” “Men are 
almost always assigned to do chest compressions first, almost always.” 
“Yeah. And I can understand that. If you have a 6-foot-tall guy versus a 5-
foot-4-tall woman, it’s a lot easier for a man to get up there and do good 
chest compressions, especially on an obese patient, than it is for that 
woman who is going to need a step stool to get in there and get in a good 
position to do good CPR. So there’re just certain roles that are assigned 
because I know it fits this person physically better maybe.” 

• Participant 1: “I don’t think there’s much of a difference besides people 
thinking you’re a doctor.” 

The male MS RNs described that career advancement as an external and/or 

personal expectation for them. They perceived a pressure to seek advancement to a 

leadership position as well as to seek advanced nursing roles through education or a 

transition to critical care. Three participants shared that they felt pressure to advance their 

career beyond the MS RN role while in nursing school from family, and also 

professionally while in their role as an MS RN. The participants revealed that despite 
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feeling this pressure, they were unsure whether it was due to their gender. When 

discussing pressure to advance his career, Participant 5 stated the following: 

I can’t tell you where that pressure came from... And I even still feel it now, but 

I’m not totally sure that’s because I’m a male. It just seems like the impression 

that sometimes is there, wherever it’s from, is that the real nurses go to the ICU, 

into the emergency room, into the OR, or onto graduate school or whatever. 

Notably, this participant stated “real nurses” and not “real male nurses,” which 

may suggest a particular culture in nursing that promotes a pressure to advance; however, 

some participants’ statements revealed that gender plays a role specifically in the 

transition from MS units to the intensive care unit (ICU) or emergency department (ED). 

Noteworthily, all six participants shared that they had or were seeking a leadership 

position in their nursing unit, desired to advance their education, or had an aspiration to 

work in critical care or the ED. 

Furthermore, two participants shared their desire or previous desire to seek 

advanced nursing roles: 

• Participant 5: “I went to nursing school with the goal of being a CRNA, 
actually […].” 

• Participant 3: “I’ve been debating CRNA versus NP.” 
 

Moreover, four of the participants revealed that they wanted to transition to the 

ICU or ED or felt a perception that they should do so. Three of the four participants’ 

descriptions specifically related this transition to being a male MS RN. Participant 5 

revealed that an external perception exists that he should be an ICU RN: “I did notice that 

most of my classmates who were male were going into either the ED or in the ICU, or 
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wanted to go to nursing anesthesia.” He also stated, “[a]nd I’ve gotten some comments 

before of, you’re still on [a MS unit]?” 

Additional supportive statements are provided: 

• Participant 1: “I think there’s an expectation of male nurses to be ICU 
nurses, or to be ER nurses… I didn’t become an ICU nurse, and I was a 
regular nurse.” 

• Participant 4: “ICU has been something I saw for a while, but I don’t 
know that I feel pressured to go. I know all my family, ‘Are you going to 
go to the ICU? You’re going to go to the ICU? I heard the ICU’s fun.’ I’m 
sure it is. And I know you know that there’s like a preexisting notion that 
all male nurses are ICU nurses. At least a lot of the male nurses I know 
prior to getting to school are ICU or ED.” 

• Participant 6: “I’ve been thinking about doing ICU. My pressures, I’d say 
my mom is telling me to go to ICU so that if I want to travel or something 
like that, I have that that rudimentary skill that you get from ICU. Because 
I mean, it has good... It definitely will teach you a lot, but I don’t know. I 
haven’t made up my life thoughts yet to maybe go to ICU, not yet… And 
of course it’s just the whole, is that what I really want first? Am I ready 
for it? Versus do I think I could handle it?” 

 The two participants who discussed a push toward management roles thought that 

this was likely to be more related to their nursing qualities than to being male. 

• Participant 2: “I find that I get pushed more towards management roles, 
and I’ve been asked a number of times, hey, do you want to be a charge 
nurse here? Do you want to do this? And I have this repeat, I don’t want to 
do anything that’s going to take me away from patient care. Being 
involved in patient care is very important to me. So when asked to be a 
charge nurse, I’ve always said, ‘I’m okay with that as long as it’s not my 
primary role. I don’t want to be a person that doesn’t go out there and get 
to make a difference one-on-one in patient’s lives.’ So I think there is 
pressure, whether it’s because of my gender or because of my age that 
pushes me towards that, I don’t know. Maybe people see leadership 
qualities in me.” 

• Participant 4 [when discussing if he was asked to be a charge nurse based 
on his gender]: “I think my personal qualities probably more but […] My 
personal qualities being that I can stay calm under pressure, my maturity, 
my willingness to help others, leadership qualities, just my overall 
knowledge of the floor… I think it kind of comes down to that.” 
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Doing My Best and Learning 

This emergent theme accounted for numerous participant descriptions aligned 

with Folkman et al.’s (1986) positive reappraisal coping strategy. As defined in 

Blomquist and Lasiter’s (2021) scoping review, the positive reappraisal coping strategy 

involves a person creating positive meaning and discovering personal or professional 

growth from a situation (Folkman et al., 1986). A differentiation must be made between 

previous participants’ statements located in the with this patient it’s different theme, 

where participants described feeling lucky and positive and appraised their CPR 

experience as a job well done. Their statements about their CPR experience were in the 

context of where the patient lives. Therefore, they were not included in the doing my best 

and learning theme due to the research question, which focused on the patient dying after 

a CPR event. 

In this study, 27 significant statements were used from five participant transcripts 

to formulate the doing my best and learning theme. This theme was unlike the other 

themes where the significant statements made by the participants were reasonably 

distributed. Notably, two participants did not contribute a significant statement to this 

theme. This is possibly not an anomaly when excluding patient CPR survival versus 

death. However, one participant accounted for approximately half of the significant 

positive reappraisal statements. This contrast is discussed more through a positive 

psychology lens in the discussion chapter (Chapter 5). 

Four of the six participants reported various forms of positive reappraisal. They 

discussed having a positive outlook due to the team doing their best, saving lives, doing 

everything they could, taking the CPR event as a learning experience, and coming to 
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terms with giving up control of the unknown. Participant 3 described why he became a 

nurse and that he is thankful as follows: 

[T]he main reason why I joined, and that’s just to help improve people’s lives as 

well as save them. So as long as I can walk away knowing I did everything I 

could correctly, I’ve helped out, I’ve communicated, I gave it my all, I just feel a 

sense of relief or just kind of a thankfulness kind of thing with my religion as 

well, just being thankful for the opportunities I get and just really learn. 

Additional supporting statement are provided: 

• Participant 5: “I notice that people are usually very ... I think we’re all 
very not congratulatory, but just very positive about how it went. I think 
that’s great, and I think that’s very true. I’ve always felt like every code, 
everyone did the best of their abilities.” 

• Participant 2: “I don’t think there’s such a thing as a bad experience. I 
think there can be experiences that feel bad to you, but if you learn from 
them, you can take the worst thing and turn it into something positive.”  

• Participant 6: “In a little bit of a summed up manner is the whole, you only 
live once, YOLO, if things are going to happen, they will happen. You can 
only control so much. And then there’s the unknowns that come around. 
And in my own personal belief and all that, if it’s going to happen, it’s 
going to happen, you just do your best.” 

I Use Distancing – But What’s That?  

 This emergent theme accounted for numerous participant descriptions that aligned 

with Folkman et al.’s (1986) distancing coping strategy. As defined in Blomquist and 

Lasiter’s (2021) scoping review, the distancing coping strategy involves an individual 

making light of an event, steering away from reflecting on the seriousness of the 

situation, or attempting not to think about the situation. In addition to Folkman et al.’s 

(1986) definition, this theme also had forms of distancing that were derived from a 

participant’s belief in fate and a pre-distancing of sorts with their patient relationships. 
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      In this study, 22 significant statements were located, representing all six participant 

transcripts, to formulate the I use distancing – but what’s that theme. Distancing was 

reported by two of the six MS RNs through their use of humor or an acknowledgment of 

the appropriateness of humor during and after a CPR experience. Three participants 

distanced by steering toward tasks after the CPR experience; two participants described 

previously held beliefs or ideas that allowed for distancing from the CPR experience; and 

half of the participants shared that they worked to not-think about their situation. 

However, the participants were unsure of what was normal or if they would consider their 

approach to handling the situation a coping strategy. 

 Two of the six participants reported using humor or observing humor: 

• Participant 3: “Some people hide behind humor as well to deal with 
things, too, even if it’s in a not comfortable setting for it.” “During 
sometimes. But afterwards, yes. I like humor. It’s one of my things.” 

• Participant 2: “I think there’s humor out there to be seen in just about any 
situation. And I think a use of humor is probably a coping mechanism.” 
“And I just remember thinking, this is probably not a good outcome 
eventually for this patient. We get them back, but is this in the end going 
to be successful? And just, I don’t know, I guess I have a dark sense of 
humor about stuff like that. I think a lot of nurses do. It’s just that we’re 
putting in a lot of work here for what’s not necessarily going to be a good 
outcome for that patient.” 

 Furthermore, three of the six participants reported staying busy with tasks or other 
duties: 

• Participant: 5: “[I]t’s probably just on to the next thing at this point.” 
• Participant 2: “I was just so busy with stuff going on at work that I just 

was focused and didn’t really even get to reflect on it until after work.” 
• Participant 3: “Put happier thoughts in your mind, I guess. Go check on 

another patient real quick, get a reset, something new. Just I feel if you 
get your mind busy and you focus on one thing at a time, then you can 
kind of collect yourself a little better.” 

 Moreover, two participants shared preheld beliefs or established a cordial patient 

relationship to aid in distancing from the CPR experience: 
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• Participant 5: “[…] feels very much up to chance on whether we’ll be able 
to bring them back or not. That seems very much up to fate.” “I just 
remember thinking, this is what we need to do, but it’s a coin toss, 
whether it’s going to work or not.” 

• Participant 6: “So growing up in that [exposure to death] environment, and 
this is just more of a self-reflection, you create a cordial interaction and 
learn about people and all that. But in the times that I’ve had codes and 
everything, I’ve never had a direct, heartfelt emotional tie with any of the 
individuals that I’ve ended up coding. I feel like it created inherent 
exposure to death and me understanding, I guess in my own personal 
ideology that you can only do so much.” “And in my own personal belief 
and all that, if it’s going to happen, it’s going to happen, you just do your 
best.” 

 In addition, three of the six participants reported other forms of distancing that 

helped them not think about the situation: compartmentalizing the experience versus 

acknowledging the experience and letting it go, discussing the CPR experience and 

separating from it, and holding themselves to what they perceive as a normal way to 

process the CPR experience. All three participants seemed at a loss to define their way of 

coping but were able to describe their actions. Participant 4 shared how he manages after 

a CPR event and that he is unsure whether what he does is a coping strategy. He stated, “I 

thought about it, like, ‘Holy cow, that was pretty crazy way to end my day.’ But I try not 

bring work things home and I try not to bring home things to work. I try to keep them 

separate.” He continued: “I don’t know that I would consider that a coping strategy for 

stressful events that I experience. I don’t know that I necessarily have one, I guess. I 

don’t think I’ve ever been asked that before.” 

 Additional supporting statements are provided: 

• Participant 5 [when asked about how he worked though his reported guilt 
and responsibility after a CPR patient death]: Well, that’s a great question. 
I’m not totally sure that I ever do. And it’s interesting how even though I 
feel those feelings for however long afterwards and even to a certain 
degree years afterwards, I’m able to compartmentalize it enough in my 
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mind that I don’t keep it with me the next time I have to go into a shift… 
And I’m able to release it. I couldn’t tell you. I’m not a psychologist, so 
I’m not sure if I cope with those things by just thinking about it and then 
letting it go, and that’s an avoidance or if it really is that I think about it 
and just let it go.” 

• Participant 1: “They didn’t just suddenly die, something happened to 
them. But I have seen it, I don’t want to dwell on that beyond what is 
normal.” 

 
Fundamental Structure  

Step six of Colaizzi’s (1978) seven-step method of data analysis is to describe the 

phenomenon’s fundamental structure. This refers to an unambiguous summary of all the 

participant’s exhaustive descriptions (Beck, 2021). Reducing the exhaustive descriptions 

to only the aspects that reveal the essence of the MS RNs’ lived experience after a CPR 

inpatient death offers a concise approach to producing the fundamental phenomenal 

structure (Morrow et al., 2015). Each MS RNs’ individual lived experience contained a 

certain wholeness of connections between their emergent themes. It became evident 

during the data analysis that the phenomenon experienced often differed for the 

participants based on their frequency of exposure to the phenomenon. Therefore, the 

fundamental structure contained parallels in their lived experience as a whole as well as a 

contrast between the joint parallels of the MS RNs with more experience and those with 

less experience. 

CPR patient death experiences have many commonalities for male MS RNs. 

However, who an MS RN is, their previous CPR experiences and available internal 

resources when arriving at their CPR experience, and the CPR event itself influence their 

perceptions, interactions, and post-reflections of their experience. The influences stem 

from relationships between the MS RN and the CPR event. Different MS RNs can 
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appraise the same stressor, namely the CPR event, differently and sometimes similarly. 

This is not only because CPR events differ but also because MS RNs differ in who they 

are in experience level, training, and abilities to cope, which all influence their 

relationship with the CPR event. Who they are when they enter the CPR experience is 

influenced greatly by the amount of exposure they have had to the event, which 

contributes to their feelings of being prepared or not, thus influencing their level of 

engagement and perceived responsibilities in the CPR event as well as their ability or 

inability to control their FFF response. Post-event, they self-assess their performance and 

the CPR event, which includes the patient outcome, their relationship with the patient, 

and their assessment of the patient’s prior condition. The interactions between all of these 

different and similar elements determine how they will cope and the amount of social 

support they will require.   

Before the CPR Event 

Who an MS RN is prior to the phenomenon is determined by their self-assigned 

role as, for instance, patient protector, and by a self-assessment of their level of 

preparedness. Both influence how they engage with the CPR event. The participants in 

this study described holding a belief that the MS RN’s role is to prevent their patient from 

a CPR event and to be prepared to control their emotions and FFF response during an 

event to give their patient the best chance of survival. When they do not meet their self-

assessed responsibilities, or when they determine a dissonance between their self-

expectation and self-assessment, they seek ways of coping. 
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During the CPR Event 

The MS RN’s level of engagement with the CPR event and whether they 

controlled their emotions and performed the basics of CPR well all influence their 

subsequent perceptions of self, how they accept responsibility, and the emotions they 

experience. In addition, their level of engagement is modified based on who is in the 

room when the code team arrives, often shifting as they hand off responsibilities to those 

who possess more knowledge to improve the patient’s outcome. In that way, by ceding 

control to a code team, the MS RNs are still acting as patient protectors.  

After the CPR Event 

The MS RN performs a self-assessment as well as assessments of the patient’s 

condition (i.e., expected versus unexpected death) and their relationship with the patient 

to determine how they will cope and the level of social support they will need. Their 

post-self-assessment guides them to various reflections, ranging from learning and 

growing from their experience to resolving to help the next CPR patient more to 

recognizing a need for additional training and knowledge to reflecting on the event with 

sadness or guilt.   

Member Check  

The fundamental structure of the phenomenon was verified with a member check, 

Step 7 of Colaizzi’s (1978) seven-step method of data analysis. The member check 

involved returning to the participants to review with them the fundamental structure of 

the experience (Morrow et al., 2015). Five of the participants responded to my invitation 

and reviewed the fundamental structure. One participant did not respond to the request 

for member checking. I read, from the dissertation, the structure of the experience of this 
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phenomenon and all five participants validated that. Participant 4 provided a comment 

that summarized the participants’ responses and supported the accuracy of the findings, 

stating, “I feel like that is spot-on with what I was saying in our interview…almost every 

word […] it almost seems like you summarized our interview.”  
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CHAPTER 5 

DISCUSSION 

This chapter reviews the findings and compares them with the existing literature 

organized by the study themes. For the themes that align with coping strategies, 

Blomquist and Lasiter’s (2021) scoping study is primarily used as literature support. At 

the time of this study, Blomquist and Lasiter’s (2021) scoping review was the only 

comprehensive review of nurses’ coping strategies during and after a CPR event. When 

the themes diverge from a defined coping strategy or when novel findings are discussed, 

additional literature support is provided. Following the discussion of themes, this chapter 

describes the study limitations, support of theory, implications for nursing practice and 

research, and a conclusion. 

When I Know Better, I Do Better 

This theme aligned with certain aspects of Folkman et al.’s (1986) planful 

problem solving coping strategy. In Blomquist and Lasiter’s (2021) scoping review, 

planful problem solving was found to be the coping strategy used most during the code 

experience and one of the leading coping strategies used by nurses after a code blue 

experience. The scoping review found that nurses took a proactive approach to learning 

from their CPR event. They performed self-assessments when reviewing the CPR event 

by identifying areas for practice improvement and planned to apply this new knowledge 

to future CPR events. This planful self-assessment approach was also a finding of the 

present study. The MS RNs mentioned many logical approaches to achieving 

preparedness for their next CPR event. However, organizational debriefing was rarely 

mentioned; rather, their approach involved self-directed plans. Their planned approaches 
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differed, with the more experienced MS RNs discussing how they review their CPR 

events and then apply their review to future codes. Two of the less experienced MS RNs 

discussed how they seek additional training offerings; however, all participants felt that 

they required training that went beyond what was available. This finding supports Kozelj 

et al. (2022), who found that many nurses desire additional knowledge and training 

beyond what they receive at their institutions The MS RNs thought that simulation 

training and exposure to actual CPR events comprised the optimal strategy for preparing. 

Their identification of contextualized training and/or additional exposure to CPR events 

supports Blomquist and Lasiter’s (2021) recommendation for contextualized CPR 

training and psychologically safe observation of CPR events. These recommendations are 

based on the idea that recurrent exposure to a stressor provides an opportunity for 

mastery leading to self-efficacy, which enables the individual to appraise and approach 

their situation with a decreased level of stress (Blum et al., 2012; Luszczynska & 

Durawa, 2012). The experienced MS RNs mentioned that this mastery, through repeated 

CPR exposure, decreased their anxiety, which helped to guide them through subsequent 

CPR event(s). Based on this study, psychologically safe exposure is perceived by MS 

RNs as the preferred method for preparing for a CPR event, followed by simulation 

training as the next best alternative. High-fidelity CPR simulation training has been 

demonstrated to improve nurses’ CPR self-efficacy and competence as well as to 

decrease their CPR event-associated stress (Al Kalaldeh, 2020; Nascimento et al., 2020; 

Sok et al., 2020). In addition, a formal organizational debriefing should be performed to 

allow MS RNs to discuss the team’s performance focused on areas of operational 

improvement. The debriefing approach should align with Blomquist and Lasiter’s (2021) 
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recommendation that focusing on the procedural aspects of the CPR event is a preferred 

approach to debriefing and that psychological debriefing based in social support should 

be avoided.  

Being an MS RN – To Lead or to Follow 

The MS RN participants discussed their CPR event experiences in two parts – 

before and after the code team arrived. The code team’s arrival influenced their 

perceptions of responsibilities during the CPR event. For the experienced MS RNs, a 

natural transition of roles occurred from leadership to followership as they relinquished 

the leadership role to members of the code team. The less experienced nurses in their 

followership role perceived providers on the code team and their previous MS RN leaders 

to be more experienced. They determined that more experienced nurses were required to 

increase the chance of the patient’s survival, and they assisted in this transition of 

leadership by exiting the room to let this dynamic play out. The present study’s findings 

are consistent with Ranse and Arbon’s (2008) study of graduate nurses, who also 

described that they would exit the room to take care of other nursing unit duties once the 

code team arrived at a CPR event. This MS RN transition from leadership to followership 

deserves further research, and furthermore, training programs should be developed that 

promote a more structured followership model in the early moments of a CPR event.  

Wagner (2018) shared that followership means not only effectively carrying out 

directions from a leader but also influencing the leader and team with concerns and input. 

The author added that this type of followership is especially critical in CPR teams and 

that those who follow should also have an awareness of the situation, which will enable 

them to share situational concerns. Wagner’s statements are well-founded and lead to 
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Leung et al.’s (2018) findings that engaged followership is associated with improved 

patient outcomes. Followership is especially crucial in a stressful CPR event, where 

teams must be quickly formed from many disciplines. 

Furthermore, followership is vital for interprofessional teams (Varpio & 

Teunissen, 2021). When a CPR event occurs, an interprofessional team is formed when 

responders from the code blue team arrive. Designing education and training that 

promote effective leadership and followership during a resuscitation event could enhance 

MS RNs’ ability to understand their role, engage further in CPR events, and share CPR-

related concerns with the leader. Varpio and Teunissen (2021) suggested that leaders and 

followers should adjust their roles to meet the demands of a situation. Moreover, 

understanding how leadership and followership work will enable improved collaboration, 

adjustment to a patient’s changing condition, and the enactment of followership 

behaviors when other team members with advanced skillsets arrive and assume the 

leadership role (Varpio & Teunissen, 2021). Those with more experience often take on 

leadership roles (Gordon et al., 2015). Tschan et al. (2014) concluded that a need exists 

for resuscitation teams to hand over the leadership to more skilled providers, as the MS 

RNs in this study stated doing, and a smooth transition should be performed to prevent 

interruptions to patient care. Moreover, active followership aids in an individual’s 

eventual transition to a leadership role (Townsend & Gebhardt, 1997). 

In addition, there is a need to research how MS RN followership is best 

performed during a CPR event as well as how to optimally transition between leaders 

(from a more experienced MS RN to the code team). The findings concerning this 

experience suggested a need to develop followership and leadership roles for MS RNs 
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who must shift between leadership and followership during a CPR event. This is 

especially critical for determining the optimal approach to followership with a focus on 

improving CPR patient care through effective teamwork, which will assist in saving the 

lives of patients (Hughes et al., 2016). 

Was it Me? 

This theme aligned with certain aspects of Folkman et al.’s (1986) accepting 

responsibility coping strategy. In Blomquist and Lasiter’s (2021) scoping review, 

accepting responsibility was reported primarily in the form of nurse experience of post-

CPR guilt (e.g., self-blame). This guilt stemmed from their perceived responsibility for 

preventing the CPR event and the CPR patient’s outcome, which may have been 

influenced by their performance. The present study supported Blomquist and Lasiter’s 

(2021) scoping review with similar findings of post-CPR guilt associated with the 

prevention of a CPR event and subsequent patient outcomes. Moreover, this study 

supports the authors’ recommendations for practice. However, some differences existed 

in the findings of this study. Male MS RNs believed they may or may not have influenced 

the CPR patient’s outcome. Another notable difference from Blomquist and Lasiter’s 

(2021) scoping review, which found prevention and outcomes to be comparably reported, 

was that the MS RNs in this study provided almost twice as many statements describing 

their experiences of preventing a CPR event as they did regarding the patient outcome. 

This finding may be due to the studies in Blomquist and Lasiter’s (2021) scoping having 

all types of nurses, including critical care nurses, whereas the present study only included 

MS RNs. A more in-depth investigation is required to determine the details of this 

difference. 
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Concerning prevention, male MS RNs felt that they should be able to influence 

the prevention of their patent requiring CPR. They questioned whether they had caused 

the CPR event or missed a vital indicator that could have provided a clue to the patient’s 

imminent CPR event. No literature was identified that suggested that male MS RNs have 

a greater desire to prevent their patients from a CPR event compared with any other 

nurse, including female nurses. Wu et al. (2015) explored male ICU nurses’ experiences 

with patient death and found that they view themselves as patient protectors. In general, 

nurses consider themselves protectors of their patients (Bacon, 2017).  

Moreover, preventing a patient CPR event is different for MS RNs compared with 

influencing CPR patient outcomes. In terms of outcomes, MS RNs experience less 

emotional impact if they adhere to a set of structured, evidence-based CPR protocols, 

which help to make them feel that they did everything they could for the patient. In terms 

of prevention, an MS RN must first identify the patient cue that signals deterioration and 

then manage the numerous clinical and physiological conditions that may present. 

Education on failure to rescue may assist MS RNs in identifying deterioration cues, but 

clinical experience provides the greatest benefit for noticing such cues (Orique et al., 

2018). This especially holds true for less experienced MS RNs, as it is challenging for 

novice nurses to detect patient signals of deterioration (Bacon, 2017). Therefore, a culture 

of asking for help must be promoted in MS units. Specifically, a culture should exist 

where less experienced MS RNs receive mentorship from experienced MS RNs to help 

them to identify clinical deterioration cues; moreover, such a culture should allow 

experienced MS RNs to ask for mentorship from advanced providers and those with more 

experience in managing emergent events, such as rapid response teams. In addition, 
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escalating to more experienced providers may assist in the movement of patients who 

exceed the resources of an MS unit by alerting advanced providers and the rapid response 

team that they require a higher level of care.  

However, attempting to provide all-encompassing educational interventions to the 

largest population of nurses (MS RNs) in a hospital setting may be challenging from a 

cost standpoint. Nevertheless, promoting a culture that utilizes experienced nurses to aid 

other less experienced nurses in preventing a patient from a CPR event is reasonable. 

Through such mentorship, the less experienced MS RN may self-assign less guilt for not 

preventing a CPR event because their experienced mentor would imbue them with 

confidence that they did not miss anything and did all that they clinically could have done 

to protect the patient.  

Furthermore, a difference existed between the MS RNs and the scoping review 

nurses’ perceptions of influencing patient outcomes. MS RNs likely do not have the same 

level of critical care knowledge as their ICU nurse counterparts for navigating the 

entirety (i.e., engagement through the full event and in advanced tasks) of the CPR event, 

which may explain their perceptions of outcome control. Accordingly, O’Donoghue et al. 

(2015) found that MS RNs did not gravitate toward roles that may involve more 

advanced ACLS measures or that they perceived to exceed their abilities. The authors 

added that far more critical care RNs than non-critical care RNs are certified in ACLS 

procedures. However, in the present study, experienced MS RNs perceived having more 

influence on patient outcome due to their exposure to previous events and knowledge of 

what to do before the code team arrived. By focusing on the basics and moving further 

into the ACLS protocol, the experienced MS RNs recognized that a well-organized CPR 
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event that includes adherence to the CPR protocol structure would make a difference to 

the patient’s outcome. However, the more experienced MS RNs also felt guilt associated 

with the CPR event outcome when the patient died. Whether this concerned their feeling 

more responsibility based on their knowledge to influence the event or their simply 

describing the formation of relationships with their patients (discussed as the patient 

making a difference to them) was not explicit in the MS RNs’ descriptions of their 

experiences. 

In addition, the less experienced MS RNSs questioned their utility in a CPR event 

and desired to improve their CPR efforts through further education, which may indicate 

the self-identification of a problem. The less experienced nurses reported no self-blame 

or criticism specifically related to the patient outcome. In the theme being an MS RN – to 

lead or to follow, it was found that less experienced MS RNs would typically exit the 

room when the code team arrived, which could have influenced their perception of how 

much influence they had on the patient outcome. In addition, in the when I know better, I 

do better theme, the less experienced nurses felt that they needed additional CPR training 

to be able to take on more responsibility during CPR events. Due to a lack of exposure 

and training, which contributed to an exciting of the room during the CPR event, the less 

experienced MS RNs likely felt less influence on their CPR patient outcome as they were 

not involved in the entirety of the code as their experienced MS RN colleagues were.  

This study theme supports the need for educational interventions to improve 

nurses’ perceptions of being able to do all that they can to fill the role of patient protector 

and to set realistic expectations for patient outcomes. It is unclear how increasing 

responsibility in a CPR event would influence how less experienced MS RNs accept 
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responsibility for outcomes. However, since the MS RNs expressed a need for preventing 

CPR events and influencing outcomes, this study proposes that institutional support 

should focus on failure-to-rescue training (influencing prevention), promotion of a 

culture where experienced providers assist those with less experience (influencing 

prevention and outcomes), as well as CPR training (influencing outcomes) with a focus 

on CPR event observation, as suggested in the when I know better, I do better theme. 

My Patient Needs Me to Control My Emotions 

This theme aligned with certain aspects of Folkman et al.’s (1986) self-controlling 

coping strategy. In Blomquist and Lasiter’s (2021) scoping review, self-controlling was 

reported primarily in the forms of controlling an FFF response during a CPR event as 

well as the expression of emotions after a CPR event. Similarly, the male MS RN 

participants reported a need to control their FFF response during a CPR event and their 

emotions after a CPR event. Hence, this study’s findings support the authors’ 

recommendations for practice concerning the management of one’s FFF response with 

the addition of the provision of psychologically safe opportunities for observing a CPR 

event. As fear is often the underlying emotion that induces an FFF response (Lazarus, 

1999), it would be reasonable to infer that additional CPR exposure would decrease fear 

and thus also decrease FFF responses. 

There was an additional finding with regard to male MS RNs in this study. They 

described an unquestionable need to control their emotions during a CPR event. The 

participants described their rationale differently based on their experience levels. The 

more experienced MS RNs described emotional control for maintaining a focus on an 

objective, stepwise approach to better care for their CPR patient. While this experience 
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also applied to some of the less experienced MS RNs, they predominantly described their 

underlying framework for controlling emotions as a way to belong during a CPR event. It 

may be that controlling emotions is one of the first experiences for MS RNs to master and 

will be carried with them as they acquire more CPR event exposure and experience. This 

theme is associated with the other themes that described the importance of following the 

CPR protocol and maintaining an organized approach to allow MS RNs to feel as though 

they did their absolute best for their patient. However, to do their best, they first need to 

control their emotions.  

MS RNs’ desire to control their emotions during a CPR event has benefits for the 

patient and themselves. Healthcare providers’ emotions can influence their clinical 

decision-making abilities (Isbell et al., 2020). Nurses who are unable to control their 

emotions perceive stress at a higher level (Ali et al., 2020). The participants described the 

CPR event as stressful, and during such stressful events, sound decisions must be made to 

provide the patient with the best chance of survival. Controlling one’s emotions helps to 

translate knowledge into evidence-based CPR actions during a CPR event. Therefore, it 

would be beneficial to provide a more structured emotional intelligence (EI) training 

program to help MS RNs with emotional regulation during and after CPR events. In 

addition, EI training could assist them in appraising others’ emotions, thus helping them 

to provide peer support for nurses who require coaching on emotional regulation and FFF 

responses during and after a CPR event. The Institute for Health and Human Potential 

(2019) defined EI as “being aware that emotions can drive our behavior and impact 

people (positively and negatively) and learning how to manage those emotions — both 

our own and others — especially when we are under pressure” (Para. 1). This study’s 
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findings align with Isbell et al.’s (2020) recommendation that EI training is an effective 

method for assisting providers with emotion-regulation strategies and should be part of a 

provider’s education and training. 

With This Patient It’s Different 

As discussed previously, the MS RN participants wanted to prevent their patient 

from experiencing a CPR event. They described trying their best to do everything they 

could, within their experience level and emotional capabilities, thereby giving their 

patient the best chance of survival. If their patient survived, they reported feeling happy 

and lucky to have given them a second chance. If their patient did not survive, they 

experienced a myriad of emotions influenced by their perception of the patient’s health 

condition and whether they had developed a relationship. 

Furthermore, the MS RNs in this study described two different experiences, 

which depended on whether their patient lived or died. It is crucial to delineate between 

CPR event patient survival and death because the nurses described different emotions and 

coping strategies regarding each. In Blomquist and Lasiter’s (2021) scoping review, the 

authors found it difficult to determine whether the nurse participants described a CPR 

event where the patient died or survived because some of the included studies did not 

differentiate between the two patient outcomes. No studies were found to have 

specifically compared nursing experiences between a CPR event patient death versus 

patient survival. Regardless, negative feelings are associated with patient death after a 

CPR event (Gamble, 2001; Navalpotro-Pascual et al., 2019), and Clark and McLean 

(2018) found that MS RNs required more reassurance and validation with CPR patient 

death experiences versus when patients lived. In this study, patient survival was 
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associated with more positive MS RN feelings. Future CPR research should differentiate 

between the two outcomes of CPR patient survival and death, as McMeekin et al. (2017) 

and Isaak and Paterson (1996) have done in their research on nurses’ CPR patient death 

experiences. The call to researchers to investigate how nurses psychologically manage a 

CPR event is a simple one. A difference exists in how nurses emotionally experience a 

CPR event depending on whether their patient lives or dies, which must be accounted for 

when designing a study.  

In addition, the patient’s overall condition before the CPR event led the MS RNs 

to determine whether the CPR event was expected or unexpected. If their CPR patient 

died, their evaluation of the patient’s condition determined their level of emotional 

response. When patients die unexpectedly, nurses may experience emotional distress and 

grief as well as question their abilities as patient protectors (Isaak & Paterson, 1996; Lee 

& Cha, 2018; Mumbrue, 2010; Pups et al., 1997; Sato, 2015). In this study, when the 

patient had a poor prognosis before the CPR event, the MS RNs described this as 

expected. Their evaluation of the patient’s poor quality of life allowed them to remove 

themselves from the role of a lifesaver or patient protector and to move toward the patient 

being better served by being let go. Isaak and Paterson (1996) found that if nurses 

expected the CPR patient’s death, they were better able to cope, whereas if the patient’s 

death was unexpected, they often questioned themselves and assigned themselves blame. 

As discussed previously, CPR education should be joined with realistic expectations for 

CPR patient outcomes. When a patient has a poor prognosis, MS RNs should assess the 

patient’s condition and set realistic expectations in their self-assigned role as a lifesaver 
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or protector, as this would allow them to transition to a state of acceptance by 

acknowledging that letting the patient go may have better served them.  

When the MS RNs developed a connection or closeness with their patient, they 

expected that the emotional impact would be hard, even similar to that of a friend or 

family member passing, and they would experience more associated guilt afterward. 

These findings are not unique to the MS RN CPR experience. Hinderer (2012) found that 

a nurse’s relationship with their patient influences their CPR death appraisal. If nurses 

consider themselves to have had a relationship with their patients, they require more 

reassurance and help to navigate negative emotions (Clark & McLean, 2018; Gamble, 

2001). 

The three more experienced MS RNs described having a relationship with their 

patient that changed the level of emotional impact upon the patient’s death. By contrast, 

the three less experienced MS RNs predominantly described not having relationships 

with their patients. They also described not feeling bad because it was not their patient, so 

they did not experience any emotional distress. One of the less experienced MS RNs 

actively sought to establish a limited, cordial relationship with his patients, which was 

likely an attempt to self-protect himself from feelings of sadness associated with having a 

caring relationship with a patient and then losing them to death. It is also crucial to 

highlight, in differentiating between more experienced providers and less experienced 

MS RNs, the reports of having and not having a relationship with CPR patients. There is 

likely an influence on emotions and how they accept responsibility based on their patient 

relationships, which shaped the participants’ descriptions throughout the 

themes. Meaning, the less experienced MS RNs have not had as many CPR experiences 
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and therefore less opportunities to build relationships with the patients that are being 

described in their CPR events. Those relationships clearly influence how the MS RN 

appraises their CPR experience regardless of experience level.  

Developing a nurse–patient relationship is fundamental to how the nurse provides 

patient care (ANA, 2010; Butts & Rich, 2018). Fostering a good nurse–patient 

relationship improves patient and nurse satisfaction and the quality of care delivered 

(Molina-Mula & Gallo-Estrada, 2020). Jeffs et al. (2016) added that the nurse–patient 

relationship aids in detecting changing patient situations through knowing the patient. 

Nurse–patient relationships are essential to the provision of nursing care, although nurses 

must set personal boundaries in these relationships. The American Nurse Association 

(ANA) stated that the nurse should build a professional relationship with the patient that 

centers on a humanistic and respectful approach to patient care, which involves setting 

patient relationship boundaries (ANA, 2010). These boundaries are focused on the 

purpose of the relationship and improvement of health outcomes, and they could be 

challenging to uphold while still caring for the patient; however, they are essential when 

providing care (ANA, 2010; Butts & Rich, 2018). Cecil and Glass (2015) found that 

nurses are better able to emotionally self-protect if they remain professional in their 

delivery of care. Nurses who experience patient death have considered their patient 

relationship to transcend professional boundaries (Gerow, 2010). The MS RNs in this 

study did not say whether they considered their patient relationship to have been 

professional. Professional patient relationships may not protect an MS RN from CPR 

patient death–associated emotional distress; however, CPR education and training should 
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address how these nurses develop professional boundaries in caring patient relationships 

that lessen the emotional impact of CPR patient death. 

My Experience with Emotions  

This theme comprised the MS RNs’ descriptions of their emotions or lack thereof 

associated with the CPR event. All of the MS RN participants described their CPR event 

as stressful. The literature is clear that nurses feel stress related to a CPR event 

(Blomquist & Lasiter, 2021; Kozelj et al., 2022; McMeekin et al., 2017; Navalpotro-

Pascual et al., 2019; Riley et al., 2022). Predominantly, the more experienced MS RNs 

described feelings of guilt, failure, regret, fault, and shame. Guilt, regret, and a feeling of 

responsibility for the CPR patient event and outcome have been reported by nurses in 

numerous studies (Gamble, 2001; Isaak & Paterson, 1996; Lee & Cha, 2018; Page & 

Meerabeau, 1996; Pups et al., 1997). In addition, the more experienced MS RNs 

described a feeling of sadness, which appeared again in the interviews. Nurses have also 

described post–CPR event sadness in the CPR literature (Gamble, 2001; Isaak & 

Paterson, 1996; Page & Meerabeau, 1996; Pups et al., 1997). The less experienced MS 

RNs described feelings of frustration and pressure, which likely resulted from how they 

appraised the CPR event stressor. Lazarus (1991) stated that frustration is an appraisal 

between the person and environment and not an emotion. These male MS RNs are not 

alone in appraising CPR events as frustrating, as other nurses also reported feeling 

frustration associated with these events (Al Fatih & Fitriani, 2019).  

As discussed in Chapter 1 and the second section of the literature review (Chapter 

2), male MS RNs may react to stressful events differently and display variances in 

emotional expressiveness. The literature supports a difference in how male and female 
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nurses express their emotions (Martínez-Morato et al., 2021). However, regarding MS 

RNs’ display of emotions related to their CPR experience, the findings were not 

indicative of a gender difference compared with existing literature. Largely, all of the 

studies cited in this thesis and in Blomquist and Lasiter’s (2021) scoping review have 

supported similarities in emotions between male and female nurses and their CPR 

experiences. Moreover, considering the predominance of females in the nursing 

profession, most studies have included a large percentage of female nurse participants.  

Furthermore, all of the MS RNs regulates their emotions during CPR events. 

While this is a self-controlling behavior, it deserves further discussion due to the nature 

of emotional suppression. Cecil and Glass (2015) conducted a qualitative study and 

interviewed five female nurses. They focused on female nurses only, acknowledging that 

people of different genders may regulate their emotions differently. Although not in the 

context of a CPR event, similarities exist between this study’s findings and those of Cecil 

and Glass (2015). Female nurse participants also described the suppression of emotions 

to deliver competent nursing care and that doing so was part of their professional nursing 

role, suggesting that the lived experiences of male MS RNs might have more similarities 

with those of their female counterparts than differences. In this study, the findings 

concentrated on differences in emotions expressed between levels of MS RN experience 

in male nurses but further research might be done to understand difference between male 

and female MS nurses.  

Additional research is required to enhance our understanding of the emotional 

differences based on experience levels that were noted in this study. However, I will 

begin a discussion to shed some light on these differences through the use of supportive 
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literature. The male MS RNs in the present study did not offer any perspectives on why 

their emotions might differ based on their experience level. Although, in the following 

paragraphs,  I offer a rationale for differences in male MS RN experience levels through 

literature support.  

The MS RNs with more and less experience described feeling differing emotions. 

The less experienced MS RNs’ descriptions of feeling pressure all appeared to be linked 

to their CPR event performance, but their feelings of frustration were not defined by 

more than the term, frustrated. Nickerson (2021) stated that frustration is the tension felt 

between having a goal and achieving it. The desired goal described by the less 

experienced MS RNs was a sense of belonging during a CPR event, and they described 

questioning their utility. Feelings of pressure and frustration resulted from their 

interaction with the stressor, namely the CPR event. An individual’s working memory, 

which is the information one holds that enables one to successfully execute a task (Chai 

et al., 2018), is influenced by this pressure. When pressure is experienced, it impairs an 

individual’s working memory, which negatively influences their ability to focus and 

perform (Ciurea et al., 2020). In the MS RN, I would speculate that the impaired working 

memory and a loss of focus in turn causes feelings of frustration with how the nurse 

performed, thus influencing their perception of belonging.  

To execute cognitive tasks, an individual must first pull them from their long-term 

memory and utilize that information to achieve their goal (Spencer, 2020). Less 

experienced MS RNs do not have the CPR event exposure required to form long-term 

memories that they can draw from, and their training is typically limited and not 

contextualized. While more research is needed, I would speculate these limitations further 
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complicate their ability to execute CPR tasks and their description of feeling pressure to 

perform and belong. In contrast, as we saw in this study, the more experienced MS RNs 

had experienced 10 or more CPR events. Such experiences would be stored in long-term 

memory, available to be pulled back into working memory for use in a CPR event. This 

may be why the more experienced MS RNs did not experience the same emotions – 

largely, feelings of pressure and frustration – as the less experienced MS RNs. The results 

in this study underscored the idea that experience matters, in this case enabling MS RNs 

of more CPR event exposure to cognitively execute and perform tasks during CPR events 

in ways that allow them to follow the CPR protocols, assign roles, and mentor less 

experienced MS RNs.  

The more experienced MS RNs expressed feelings of guilt, shame, and sadness 

and did so more often than the less experienced MS RNs. These feelings, as related to a 

CPR event, align with much of the literature that has included female nurses. Additional 

research will be necessary to confirm and further elaborate the full range of emotional 

differences based on experience level. This study nevertheless provides a starting point 

for that future research.  

Lazarus (1999) argued that guilt and shame arise from a feeling of failure when an 

individual determines that they may have harmed another individual. Crucially, Lazarus 

stated that the perception that perpetuates these feelings can be imagined or based on 

reality. MS RNs and nurses in general assign themselves the role of protector of their 

patients (Bacon, 2017; Wu et al., 2015). MS RNs believe that it is their job to prevent or 

save their patient from a CPR event death. When an MS RN is unable to save and protect 

their patient, it conflicts with their reality as patient protector, creating cognitive 
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dissonance. However, this dissonance is formed in their reality. From an outside 

perspective, the conflict could be seen as imagined, a dissonance based on unrealistic 

self-expectations. Complicating the cognitive dissonance is the fact that shame and guilt 

are highly individualized social emotions that also arise when an individual perceives that 

other individuals view them as a failure (Lazarus, 1999). Those other individuals could be 

patients, other nurses, or the patient’s family. MS RNs with more experience may view 

themselves as protectors in the context of a CPR event, and more so, because they have 

the knowledge and exposure to protect. They may perceive that others expect them to 

have the ability to save their patients. Possibly, the less experienced MS RNs in this study 

less frequently described experiencing guilt and shame because they did not perceive that 

others hold them accountable for patient outcomes, due to their lack of training and 

experience. Ranse and Arbon’s (2008) qualitative study on the lived experience of new 

graduate nurses in in-hospital resuscitations found that novice nurses viewed themselves 

as learners during a CPR event and gained more confidence as their CPR exposure 

increased. Due to less experienced MS RNs having limited exposure to CPR events, they 

may have fewer feelings of responsibility and less associated guilt or shame. Potentially, 

they may also feel that they should not be held responsible for saving the patient because 

they are not experienced nurses and others are aware that they are novices during a CPR 

event. Also possible is that the guilt and shame that the more experienced MS RNs 

described are associated with the development of patient relationships, which were not 

present in the less experienced MS RNs’ descriptions. Therefore, research for uncovering 

these associations is warranted.  
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 Sadness was the last emotion that was uniquely described based on experience 

levels. Sadness was a post–CPR event emotion frequently described by the more 

experienced MS RNs but was absent in the descriptions of experiences of the less 

experienced MS RNs. Sadness is an emotion that occurs following a significant loss that 

an individual is unable to change (Lazarus, 1999). The unchangeable nature of death may 

explain why the experience of sadness was carried into the interviews by the more 

experienced MS RNs because they recognized that they could not change the fact that 

their patient had died. As previously discussed, many nurses have reported feeling 

sadness after a CPR patient’s death. In this study, half of the MS RNs experienced 

sadness while the other half did not. Further research is required to explore the 

experience of sadness after an unsuccessful CPR event. 

Furthermore, Shirai and Suzuki (2017) investigated physiological and 

psychological responses to sadness and determined that different types of sadness can 

occur in an individual. The authors used Ekman’s (1999) definition of sadness, which 

occurs (1) when an individual loses someone they value; (2) in goal failure; and (3) in a 

loss of control, which can all be present in a nurse’s experience of a CPR event patient 

death. However, Shirai and Suzuki (2017) found that sadness remains present for more 

extended periods than goal failure and loss of control. Moreover, the authors found that 

tears were associated with the loss of someone. Two of the three more experienced MS 

RNs reported crying after their CPR patient died. All three of the more experienced 

participants experienced sadness related to the loss of a patient with whom they had 

developed a relationship. According to Lazarus (1991), if an individual locates an 

external source for their sadness, it translates to anger, and if they deem themselves 
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responsible for their sadness, it internalizes into guilt or shame. Although more research 

is required, the differences between reports of sadness and MS RN experience levels 

could be explained by Lazarus’s theory, how they value-assess their nurse–patient 

relationship, and/or how they assign blame to themselves.  

Overall, more research is required on emotional experiences that focus on 

experience level. However, when less experienced MS RNs transition from the role of a 

CPR event novice to that of an experienced provider and have more opportunities to 

make CPR-related patient relationships, it may be necessary to have adequate support 

systems in place. In addition, the setting of realistic expectations and professional 

relationship training may assist MS RNs in managing their emotions, with a strong focus 

on implementing this training prior to relationship building and the transition to an 

experienced provider for less experienced MS RNs. 

Finding My Support  

This theme aligned with certain aspects of Folkman et al.’s (1986) seeking social 

support coping strategy. In Blomquist and Lasiter’s (2021) scoping review, seeking social 

support was reported in the form of a nurse’s desire to receive reassurance and to express 

their feelings, usually with other individuals who may understand their experience with a 

CPR event. Support came from their peers, family, and friends, but reassurance was 

received mainly from peers. This study supported Blomquist and Lasiter’s (2021) scoping 

review with similar findings. Moreover, this study’s findings supported the authors’ 

recommendations for practice concerning nurse support after a CPR event. In this study, 

there were a few more additional findings that were not reported in the scoping review. 

Predominantly, if an MS RN sought out support from any individual, it was from 
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someone with whom they had a present connection (e.g., loved ones or unit-based peers 

and leaders). Reassurance was not only sought out by the MS RNs but also actively 

offered by other healthcare providers who understood their CPR experience. Seeking 

support from those who understand the CPR experience aids in reassuring MS nurses that 

they did everything that they could have done, and that the death of the patient was not 

their fault (Clark & McLean, 2018; Pups et al., 1997; Sjoberg et al., 2015). Other 

healthcare providers understand what it means to be competent in a CPR event as well as 

the emotions that accompany a CPR experience. Drotske and de Villiers’s (2007) 

qualitative study exploring nurses’ (N = 10; five males and five females) needs after a 

CPR event found that 100% of the participants reached out to peers when they wanted to 

discuss their emotions. Riley et al.’s (2022) review of the literature on nurses’ 

resuscitation experiences found that nurses desire a forum to discuss their feelings after a 

CPR event but generally seek out informal rather than formal venues. An informal 

approach to discussing a CPR event is not surprising because formal debriefing sessions 

are rare and do not – and should not – address psychological needs (Pia et al., 2011; Van 

Overmeire, 2020; WHO, 2012). These findings will help to inform practical, 

organizational support for providing nurses with a way to express their feelings and gain 

reassurance after a CPR event. 

The provision of social support during CPR events must be further explored. In 

this study, experienced MS RNs assisted novice MS RNs in controlling their FFF 

response during the CPR event. Additional mentoring support during a CPR event must 

be encouraged and experienced providers must assume these roles, as the more 

experienced MS RNs did in this study. As for the provision of emotional support after a 
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CPR event, peer support programs would be the method of choice for nurses (Blomquist 

& Lasiter, 2021). However, Blomquist and Lasiter did not discuss the importance of 

psychological training for those seeking to support the nurse after their CPR event.  

Carvello et al.’s (2019) qualitative study investigated nursing peer support 

programs after highly stressful events. They concluded that nurses desire peer support 

programs, and that the peers who provide the support must be trained in delivering 

psychological first aid. Lazarus (1999) stated that for social support to be effective, the 

one who provides the support should possess skill in doing so, display sensitivity, and 

have a practical approach to support. Therefore, peer support programs should be 

developed or implemented to aid in psychologically supporting nurses after a CPR event 

or any other highly stressful work experience. Hospital-based peer support programs are 

not a novel idea and have been demonstrated to have a positive institutional cost–benefit 

analysis when accounting for the nurse turnover and productivity loss associated with 

nurse emotional distress (Carvello et al., 2019). To further decrease institutional 

investment, institutions could develop peer support programs modeled after John 

Hopkins Hospital’s Resilience in Stressful Events (RISE), which has existed for over 20 

years. Alternatively, they could model them after any institution’s peer support program 

that has demonstrated a positive impact on a provider’s well-being and steers away from 

nonoperational debriefing sessions, which could psychologically hurt more than help 

nurses. 

Male Nurse – It’s Just Nurse  

This theme referred to how the male MS RNs perceived the influence of gender 

on being an MS RN. In this study, the male participants described few differences 
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between themselves and their female MS RN colleagues. In the context of CPR events, 

the only differences discussed that were related to being male were that they were often 

assigned to chest compressions due to their physical strength. Additionally, they 

perceived themselves as more likely to refrain from expressing emotion due to being 

male. All of the other gender-related topics concerned how others perceived them as male 

nurses. For example, male nurse are less likely to experience sexual harassment from 

patients, more likely to be asked to assist with obese and unruly patients, less likely to 

work with other male nurses, and more likely to be mistaken for a physician by patients, 

families, and other healthcare professionals. These perceptions of others about male 

nurses are consistent with current research. Mao et al. (2021) found that male nurses are 

utilized for their physical strength to defuse difficult patient situations, gravitate toward 

ICU work, and enjoy cordial, professional relationships with their female nurse 

counterparts. Accordingly, the male MS RN participants described both internal and 

external pressures to advance their career in areas that would remove them from their MS 

RN practice. 

As discussed previously in the my experience with emotions theme, no literature 

support and no findings indicated that gender plays a significant role in how nurses 

perceive the need to suppress emotions during a CPR event. Whether the importance of 

emotional suppression translates to actual emotional suppression during a CPR event is 

unknown. The MS RNs in this study described how they were unemotional during the 

event; however, when describing emotional suppression during CPR events, the literature 

often describes the importance of emotional regulation but not whether it occurred during 

the events. Therefore, further research is required to uncover whether any differences 
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between perceived needs for emotional regulation translate to CPR events any differently 

based on gender. 

Crucially, male MS RNs simply view themselves as MS RNs. The only area for 

further consideration regarding being male is how others’ perceptions of male nurses 

might influence how they are treated, especially when male MS RNs gravitate toward 

transitioning to the ICU, furthering their education in specialized practice areas, and 

being promoted unit-based leadership positions. Zamanzadeh et al.’s (2013) review of the 

literature on the challenges of male nurses found that they seek out specialized nursing 

units and management positions to reduce gender-role strain. Men also tend to self-assign 

their self-worth through workplace accomplishments (Oliffe & Han, 2014). If external 

sources perceive male MS RNs as soon-to-leave their unit or to receive a leadership 

position due to their gender, they may be treated differently. However, the MS RN 

participants did not report being treated differently and described more of a team and 

family-like atmosphere on their nursing units. Thus, advantages and disadvantages exist 

for men in the nursing profession (Barrett & Henle, 2014; Gedzyk‐Nieman et al., 2019; 

Hsu et al., 2010; Martínez-Morato et al., 2021; Maryunani et al., 2021; Ortega et al., 

2018; Zamanzadeh et al., 2013).  

Furthermore, other male nurses accept male nurses more than female nurses, with 

a significant difference existing in their attitudes of acceptance (Gedzyk‐Nieman et al., 

2019). The MS RNs in this study did not describe any advantages or disadvantages or 

feel a lack of acceptance as a male MS RN, only mild differences, nor did they view their 

role in a CPR event as influenced by gender. When providing support to male MS RNs, it 

may be necessary for their peer to also be a man who could better accept and understand 
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their emotions; however, this was not a finding in this study. Pereira et al. (2021) stated 

that men in healthcare tend to be less involved in peer support groups than women, which 

is concerning given the higher rates of male suicide in the US. The authors suggested that 

peer support groups may need to recruit more male support mentors to improve male 

attendance in peer support groups. Further research is required to uncover whether 

gender-based peer support is necessary and whether the external perceptions and 

expectations of them influence their well-being. 

Doing My Best and Learning  

This theme aligned with certain aspects of Folkman et al.’s (1986) positive 

reappraisal coping strategy. In Blomquist and Lasiter’s (2021) scoping review, positive 

reappraisal was reported primarily in relation to the CPR patient outcome of survival, and 

the nurses appraised CPR patient survival as positive. This theme did not include the MS 

RNs’ appraisal of when the patient lived, as this study’s focus was on the lived 

experience of male MS RNs related to CPR patient death. The author’s scoping review 

did contain other aspects of the positive appraisal coping strategy that aligned with this 

theme, including feelings of professional growth from learning (Gamble, 2001; Isaak & 

Paterson, 1996; Lee & Cha, 2018). The MS RNs in this study described being thankful 

for the learning that occurred during the CPR experience as long as they perceived 

themselves to have done everything that they could for the patient. It is important to 

highlight that their view of doing everything they could hinged on whether CPR tasks 

were performed correctly. The MS RN participants shared that it was okay to feel 

positive about the CPR event if all team members worked to the best of their abilities. 

Moreover, some MS RNs thought that they could draw positive meaning from a CPR 
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event, even in death, if they could learn from the event and apply that knowledge to help 

save the next patient.  

In addition, this study supported Blomquist and Lasiter’s (2021) scoping review 

recommendations for practice concerning research that takes a positive psychology 

approach by focusing on who, why, and how certain nurses experience positive growth 

after a CPR event. This positive psychology research approach could help to identify 

resilient mentors and potential interventions for aiding other nurses. In this study, one MS 

RN’s descriptions deserve a more in-depth investigation, specifically regarding how he 

was able to reflect on his CPR experience through a positive lens and his use of adaptive 

coping mechanisms. This participant described how discussing the CPR experience and 

the associated growth that occurs from learning demonstrates respect for the patient and 

their story. Participant 3 shared the following: “[K]nowing that this stuff needs to be 

talked about, just for respect of everybody that does the work or the people that we’re 

resuscitating. It just does its diligence in part of their story, so it’s important.” He added 

that he was “kind of thankful to get these experiences so that it kind of improves my 

career. Just my learning and having that experience really develops to you to be 

something you’re proud of.” Even when CPR patient death occurred, the patient was 

always in his heart, in a better place, and he did not reflect negatively on the CPR event. 

Participant 3 also stated the following: 

They’re in a better place. Or just having a more positive outlook for that instead 

of focusing on the negative. But that’s really ... just having the correct coping 

mechanisms and just relying on what you know. That’s how I’ve dealt with it. 
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In addition, this participant described how he applied specific coping strategies to 

navigate the CPR experience—for example, focusing on self-care, avoiding unhealthy 

behaviors to cope, using breathing exercises to re-center, maintaining a solid support 

system, as well as being aware of his mental health, the importance of expressing 

emotion, and carrying a moderate locus of control toward life. Research into individuals 

who display resilience and healthy coping mechanisms could aid in identifying certain 

traits that would be well suited to mentor novice nurses in a CPR event as well as 

uncover interventions that may help other nurses to cope in the aftermath of a CPR event. 

I Use Distancing, But What’s That? 

This theme aligned with certain aspects of Folkman et al.’s (1986) distancing 

coping strategy. In Blomquist and Lasiter’s (2021) scoping review, distancing was 

reported primarily in the form of employing humor during and after a CPR experience, 

seeking out tasks to redirect one’s thoughts after a CPR experience, and removing oneself 

from the environment altogether to process the CPR experience. This study supported 

Blomquist and Lasiter’s (2021) scoping review with similar findings on humor (during 

and after) and the seeking of tasks after a CPR event. This study additionally found 

preheld beliefs that influenced patient connections and unawareness of distancing actions 

to be ways of coping. 

Laughter as a coping mechanism aids nurses in navigating stressful situations as 

well as in reflecting on their CPR event actions. One MS RN described humor as a 

coping mechanism and shared that he associates humor with perceiving that the CPR 

patient will have a poor outcome, thus making light of the situation. Another MS RN 

described that humor is used as a shield to hide behind in uncomfortable situations. In 
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both instances, the MS RNs used humor to cope with a stressful situation. Continuing in 

the context of a CPR event, laughter is often used as a form of nervous tension that 

presents itself in a CPR event and afterwards when reflecting on performance issues 

(Gamble, 2001; Page & Meerabeau, 1996). Uwanamodo (2019) stated that laughter is 

used even without the presence of a humorous situation. It is crucial to differentiate 

laughter as a coping mechanism from a nurse’s reflection of a CPR event being 

humorous.  

Moreover, the MS RNs reported staying busy with other tasks to emotionally 

distance themselves from the CPR event. This focus on tasks allows them to provide care 

that is still required and, in the process, to be able to hide their emotions until they could 

better reflect outside of the work setting. Therefore, others might perceive that these MS 

RNs have simply moved on to the next thing; however, they have actually activated a 

coping mechanism to care for themselves and their patients. This study’s findings support 

Blomquist and Lasiter’s recommendations for practice concerning the use of humor and a 

focus on tasks. 

Furthermore, the MS RNs described how they used preheld beliefs to distance 

themselves from their CPR experience. There were two beliefs, the first of which was 

that the CPR event was up to fate. The second was demonstrated by one MS RN 

describing how he actively established professional boundaries with his patients based on 

previous experiences with death when he was growing up. Lazarus and Folkman (1984) 

stated that beliefs are preexisting ideas that an individual holds that shape how they 

understand a situation and assign meaning. Through their lens of fate and only 
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establishing cordial relationships with patients, the MS RNs allowed for some distancing 

from the CPR experience. 

Additionally, the MS RNs could not always determine whether their actions were 

a form of distancing or which coping strategy they used. One participant said that he let 

go of emotions or perhaps just compartmentalized them, but he was otherwise unsure of 

what he did to cope. Another participant described how he was able to leave work events 

at work but was unsure if that was a form of coping, and also that he had not talked with 

anyone about the topic of coping before his interview. Moreover, one participant shared 

that he sets the boundaries of normal in terms of how much he can dwell on a CPR 

patient’s death. Thus, his emotional journey is set not through self-reflection but rather 

based on perceptions of what might be normal for others. For some MS RNs, uncertainty 

surrounds what effective coping is and how they should apply it. Training that teaches 

effective coping strategies to nurses would benefit those unfamiliar with how to 

appropriately distance themselves from a stressor and work through it based on where 

they are emotionally, without being guided by what they perceive to be normal. 

Overall, among healthcare workers, distancing is used as a coping strategy to 

balance oneself between a state of uncaring and caring too much (Lazarus, 1999). CPR 

training or additional training should normalize humor in stressful situations and provide 

a complete understanding of why laughter is a form of self-protection, not an 

unprofessional action. Training that promotes the normalization of humor in the 

workplace aids in the overall well-being of the provider and enhances peer and patient 

relationships (Bartzik et al., 2021; Compton & Hoffman, 2013). Additional coping 

training would allow nurses to more accurately understand themselves and their peers 
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after a stressful event by informing them that laughing, moving to the next task, and 

holding certain beliefs are coping methods.  

Lastly, Folkman et al. (1986) had two other coping strategies that did not emerge 

in the MS RNs themes, namely confrontive coping and escape-avoidance. The MS RNs’ 

significant statements were extremely scant in the areas of confrontive coping (zero 

statements) and escape-avoidance coping strategies (two statements), which did not 

constitute emergent themes. Confrontive coping and escape-avoidance were found to be 

coping strategies that nurses use in Blomquist and Lasiter’s (2021) scoping review. 

However, confrontive coping was only found in one of the studies included in the review. 

The lack of confrontive coping in both this study and Blomquist and Lasiter’s review 

may suggest that nursing culture and overall hospital culture have become professional 

and respectful during CPR events. This concludes the discussion of themes, and the 

following sections will describe study limitations, support of theory, implications for 

nursing practice and research, and a conclusion.  

Limitations  

This study had several limitations. The study’s participant recruitment and 

interviews began in the first months of 2022. At that time, the institution where the study 

participants were located was still feeling the effects of the COVID-19 pandemic, which 

may have limited the participant response rate. During the interviews, the institution had 

a policy of no in-person meetings for its staff. This policy was not in effect throughout 

the entirety of the interview process, but it may have limited the response rate for those 

who preferred in-person interviews. All but one interview was conducted using the 

virtual platform Zoom. Judging by the robust data collected during the interviews, this 
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did not appear to limit the participants’ engagement; however, some may see this as a 

limitation in that technology may impede the relationship between the interviewer and the 

participant. Another potential recruitment limitation was the recruitment method of 

posting recruitment flyers in the nursing units. The flyers were posted on busy 

education/informational boards. The approach may have led to limited awareness of the 

flyers in the nursing units.  

 Another study limitation was that the participants were recruited from the same 

Magnet institution. This Magnet designation may influence team dynamics and culture. 

Although a diverse sample was obtained, not all ethnicities had a representation that 

mirrored the national population which hampers representation of the MS RN population.  

Concerns for the validity of qualitative research center on the researcher as an instrument 

and the researcher’s influence on the research process (Bahrami et al., 2015). One further 

limitation, in respect to the researcher, was the researcher’s being a man who has 

experienced numerous CPR patient deaths in his career which could have influenced this 

study regardless of the steps taken to ensure that my influences was minimal. Methods 

were employed to prevent researcher bias in the data collection and analysis, but it is 

possible that my standpoint and experience influenced my understanding of the data, 

especially the differentiations between more and less experienced MS RNs responses.   

Support of Theory 

When conceptualizing stress and coping in multiple fields, including nursing, 

Lazarus and Folkman’s theory of stress and coping is a foundational theory that is 

commonly utilized (Biggs et al., 2017). McMeekin et al. (2017) used Lazarus and 

Folkman’s (1984) theory of stress and coping to investigate nurses’ experiences of CPR 
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patient death. This theory was not applied in the design of the present study and was 

introduced in the data analysis after consistencies were observed in the emergent themes. 

Six emergent themes from this study overlapped with Lazarus and Folkman’s (1984) 

theory of stress and coping. Moreover, the findings from this study invited the use of 

Folkman et al.’s (1986) ways of coping strategies derived from the theory of stress and 

coping to categorize the CPR patient death coping strategies described by the MS RNs. 

The purpose of this section is not to describe the theory’s application to the 

entirety of the findings. However, a brief explanation of the theory and how it was used 

in the data analysis and findings is offered to assist in how the findings fit the theory.  

First, I explain Lazarus and Folkman’s (1984) theory of stress and coping, its application 

to the research question, and then how Folkman et al.’s (1986) ways of coping strategies 

were used in the data analysis. 

Lazarus and Folkman (1984) stated that psychological stress occurs when 

individuals appraise their relationship with the environment as surpassing their resources, 

thus jeopardizing their well-being. When that individual determines that the relationship 

between him/herself and the environment is stressful, a reflection on their cognitive 

appraisal of the situation has occurred (Lazarus & Folkman, 1984). Cognitive appraisal 

refers to an individual’s process of categorizing an event and its components in relation to 

how it affects their well-being. In Lazarus and Folkman’s theory, a cognitive appraisal is 

divided into a primary and secondary appraisal. The primary appraisal helps the 

individual to determine whether the event was stressful based on their interpretation, 

existing beliefs, goals, and resources. The secondary appraisal occurs when the individual 

determines how to cope with stressful situations and subsequently manages their coping 
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strategies. After an individual receives additional information regarding the stressor, a 

reappraisal phase can occur (Lazarus & Folkman, 1984). Reappraisal is like an appraisal, 

except that the individual views the stressor with new knowledge or reflection (Lazarus 

& Folkman, 1984). 

The present study’s research question sought to determine the lived experience of 

male MS RNs after a CPR inpatient death. The MS RNs’ lived experiences had 

similarities but also differences. All of the MS RNs considered the CPR event to have 

been stressful. As per the theory, they would have then appraised this stressor as a 

challenge, benefit, or harm/threat based on the relationship or interaction between 

themselves and their environment. For example, the MS RNs (the individual) described a 

feeling of stress in their relationship with their environment (the CPR event), which is 

their cognitive appraisal that determined their well-being. In their primary appraisal, 

some MS RNs interpreted the stressor through the lens of their resources (CPR event 

exposure and knowledge), beliefs (patient protector and fate), and goals (to save the 

patient). Often when the MS RNs’ goals, beliefs, sense of control, and experience levels 

were similar, so too was how they appraised their stress and ways of coping. CPR patient 

death is not a lived experience, nor is the individual. Their lived experience is formed by 

who they are (goals, beliefs, sense of control, and experience levels) when the CPR event 

occurs, which influences their coping methods. During the data analysis, the participant 

descriptions began to exhibit similarities among the study participants as well as with 

Blomquist and Lasiter’s (2021) scoping review categories, which specifically explored 

coping strategies in nurses during and after a CPR event. Six of the eight coping 

strategies of Folkman et al. (1986) were described by the MS RNs and helped to form the 
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emergent themes. However, the themes were derived only from the MS RNs’ 

descriptions, and many themes went beyond how Folkman et al. (1986) defined their 

coping strategies. 

Nevertheless, the emergent themes did align with many aspects of Folkman et 

al.’s (1986) coping strategies. The four noncoping strategies aligned with other aspects of 

the theory when appraising their CPR experience. For example, with the with this patient 

it’s different theme, when appraising their situation, the MS RNs determined what was at 

stake for them and what would change for them if they had built a relationship with the 

patient. Lazarus (2000) stated that the quality of a relationship and how a person dies 

influence an individual’s emotions and how they will cope. Lazarus and Folkman’s 

theory assisted in categorizing some of the emergent themes in this study. It may also 

help educators and researchers to better understand the findings through an established 

theory or to transfer the findings to other emergent situations through theory. Table 3 

clarifies where the emergent themes align and do not align with Folkman et al.’s (1986) 

coping strategies.  
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Table 3 

Emergent Themes and Coping Strategies  

Emergent Theme Coping strategy (Folkman et al., 
1986) 

When I know better, I do better  Planful problem solving 

Was it me? Accepting responsibility 

My patient needs me to control my emotions  Self-controlling 

Finding my support  Seeking social support 

Doing my best and learning Positive reappraisal 

I use distancing, but what’s that? Distancing 

NA – Not described  Confrontive coping 

NA – Not described  Escape avoidance 

Being an MS RN – to lead or to follow Noncoping strategy 

With this patient it’s different Noncoping strategy 

My experience with emotions Noncoping strategy 

Male nurse – it’s just nurse Noncoping strategy 

 

Contribution and Implications for Nursing Practice and Research  

This study contributes to what we know about CPR events and nurses’ 

perceptions: (a) the CPR experience is perceived as stressful, (b) nurses desire more 

training to prepare them, and (c) nurses use various coping strategies related to their CPR 

event.  In building from the findings, there are several CPR-related interventions that an 

organization might provide to enhance the well-being of its nurses, primarily in 

education, training, and provider support. In the discussion section of each theme, I 

offered implications for practice and/or research with supportive literature. In this 

section, I summarize the implications for practice and research. 

This study’s findings support the literature with MS RN descriptions that CPR 

training is often deficient in preparing them for a patient CPR event (Everett-Thomas et 

al., 2016). Institutions should provide more hospital-based contextualized CPR training 
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programs that mimic real-life CPR experiences through high-fidelity simulation to more 

effectively prepare their nurses for what they will encounter. Conducting a simulated 

CPR event in the provider’s natural work environment, or so-called in-situ simulation, 

would aid in mimicking a CPR event. Allen et al. (2020) conducted a study in MS 

nursing units to determine whether CPR in-situ simulation training would improve 

provider performance. Their findings revealed that CPR simulation training decreased 

provider anxiety and improved provider confidence, especially in not delaying chest 

compressions. They also found that in-situ simulation training improved time to chest 

compressions and CPR knowledge, which can positively influence CPR patient outcomes 

(AHA, 2021). When healthcare professionals adhere to CPR guidelines, patient outcomes 

improve (AHA, 2021). 

Contextualized simulation training for MS RNs should include leadership and 

followership training, role expectations, teamwork, scripted handoffs to the code team, 

and effective communication techniques. Hunziker et al.’s (2011) study of medical 

students found that leadership and teamwork training using simulation improves CPR 

provider performance. The authors added that leadership is dynamic, and thus, these CPR 

teams should have the ability to adapt to changes in leaders, as the MS RNs described 

when the code team arrived. The more experienced MS RNs transferred leadership to the 

code blue team and transitioned into a follower role. Establishing in-situ simulations in 

MS units that involve practicing the leadership and teamwork dynamics between MS 

RNs and code team members would likely improve overall team dynamics and patient 

outcomes. Josey et al. (2018) studied 26 hospitals and concluded that hospitals with more 

active in-situ CPR simulation training programs have higher CPR patient survival rates. 
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Prior to simulation, providers must learn the basics of CPR. The training suggested here 

should be used to supplement current hospital-based AHA programs, not to replace them.  

Based on the findings of this study, CPR training should include additional areas 

for learning, including setting realistic expectations, discussing appropriate distancing, 

establishing professional–patient boundaries, and normalizing the use of humor. These 

interventions are all established in the literature but not in the context of CPR training. 

Incorporating these learning interventions into CPR training would require further 

research to understand their potential benefits for an MS RN during and after a CPR 

event.  

Moreover, MS RNs desired opportunities for increased exposure to CPR events. 

Additional exposure to a stressful event increases a nurse’s ability to actively cope (Ali et 

al., 2020). The provision of psychologically safe observation of patient CPR events 

would help to prepare MS RNs for their next CPR event. The observation could occur by 

assigning MS RNs to the code team to help scribe or establishing a culture that provides 

mentorship for novice MS RNs. Thus, experienced providers could coach them at the 

elbow during CPR events, encouraging them to be more involved and to gain awareness 

of technical and nontechnical aspects. Observation has been demonstrated to promote 

learning, especially when an experienced provider is paired with an inexperienced 

provider, an approach that has been employed in healthcare to teach clinical skills and is 

supported by the principles of social learning theory (Butts & Rich, 2018). With less 

experienced MS RNs, there is a transition to practice that occurs well into their nursing 

career with CPR events. MS RNs with limited exposure to CPR events require mentoring 

to reach competence in CPR events. However, repeated exposure to CPR events, without 
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structured learning, to gain the necessary skills for navigating them would not provide an 

environment that fosters emotional well-being and safe learning.  

Notably, no simulation training or observation can genuinely mimic the feeling of 

a patient’s ribs cracking under one’s hands, watching blood spill onto the floor from 

another human being, or hearing the yells from a patient’s partner in the hallway to please 

save their loved one’s life. However, training in simulation and applying what they have 

observed and learned through exposure would allow MS RNs to learn about CPR events 

and feel as though they did the best they could with the resources and abilities at their 

disposal when caring for a CPR patient. The MS RNs described how knowing what to do 

and doing their best helped them to cope. However, nurses may require additional 

resources to help them cope after a CPR patient’s death. In addition to adequately 

preparing MS RNs for a CPR experience, training should be complemented with 

organizational support, including resilience and EI courses as well as structured 

operational debriefing and peer support programs.  

One way to better support MS RNs would be to help them build better personal 

resources like resilience. Resilience refers to an individual’s ability to manage, adjust, 

and solve their own problems and has been negatively associated with stress, burnout, 

and PTSD (Yu et al., 2019). In a meta-synthesis (N = 16) on nursing resilience, Kim and 

Chang (2022) concluded that resilience aids nurses in managing a stressful situation and 

that resilience training should include the concepts of EI, self-management, optimism, 

and self-efficacy. Resilience training adopts a preventive approach to teach the tools 

required to help nurses to manage stress and cope with stressful events. Additional 
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research is needed to understand how resilience which aspects of training impact MS 

RNs in the context of a CPR experience and by what mechanisms they have effect. 

Structured operational debriefing is a tool that could promote learning from CPR 

events. Tannenbaum and Cerasoli (2013) performed a meta-analysis (N = 46) that 

investigated whether debriefing enhances performance. The authors concluded that 

learning occurs through debriefing and that organizations could improve individual and 

team performance by 20–25% by structuring after-event debriefs. Operational debriefing 

should not be confused with psychological debriefing. Scott et al. (2022) conducted a 

systematic review (N = 13) in which they were unable to definitively determine whether 

psychological debriefing aids in the care of healthcare providers after a traumatic clinical 

event such as CPR. Thus, they urged further research. Again, the learning that occurs 

through debriefing is achieved by discussing performance measures.  

Peer support programs would similarly aid MS RNs in managing their 

psychological needs. Pereira et al. (2021) conducted a systematic search and narrative 

review of the literature on nursing and medicine peer support programs. Their study is an 

effective starting point for those wishing to begin an effective peer support program as 

they appraised the quality of each peer support program that they located in the literature. 

Three fundamental aspects would need to be included in designing a peer support 

program for MS RNs after a CPR event: strict confidentiality, design and delivery with 

MS RNs in mind, and peer-to-peer support only (Pereira et al., 2021). Further research 

into the interventions suggested for contextualized CPR training, resilience training, and 

support program needs of male MS RNs is required to assess the effectiveness of the 

interventions on their CPR-related preparedness and well-being. 
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 The findings from this study did not identify any major differences in how male 

and female nurses appraise and cope with a CPR patient death. Studies directly 

comparing the appraisal and coping strategies that people of different genders employ in 

response to a CPR event would be useful confirming gender-based variation.  

Conclusion  

This research explored the lived experience of male MS RNs after a CPR 

inpatient death. The study revealed how nurses experience a CPR event patient death, 

which contributed to our understanding of how they perceive this experience, how they 

cope, experience matters, and what they desire to help them feel more prepared. This 

study confirmed results in previous work that nurses appraise CPR events as stressful. 

Due to that stress, nurses seek out various ways of coping. MS RNs’ coping strategies are 

largely aligned with all types (gender and specialty areas) of nurses who experience a 

CPR event. MS RN participants strongly felt that they should prevent the CPR from 

occurring, and their role descriptions during a CPR event aligned with a 

leadership/followership model. Moreover, a difference existed in how more or less 

exposure to a CPR event modified MS RNs’ perceptions and coping strategies, which 

requires further research. All of the MS RNs also described opportunities that they felt 

would benefit them in preparing for a CPR event as well as coping in its aftermath. It is 

time to conclude that CPR events are stressful for nurses and they often require support 

with coping after the event. The next step is further research into the suggested 

interventions or the implementation of strategies heavily supported by research to aid 

nurses in managing their stress and providing resources, internally and externally, to help 

them cope. Interventions that help nurses to manage stress and cope more effectively 
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align with the building of a healthy work environment and extend well beyond a 

particular event, which can improve nurse well-being, retention, and satisfaction as well 

as patient outcomes (Kelly et al., 2021; Lee et al., 2019; Meese et al., 2021).  

The goal of this dissertation was to explore the lived experience of male MS RNs 

after a CPR inpatient death. The findings from this study contribute to the existing CPR 

literature and provide a framework for future interventions to support male MS RNs. 

Male MS RNs described their lived experience and shared where they need assistance in 

navigating this stressful event. Now it is time for researchers and nurse leaders to act on 

these findings as support the well-being of their nurses. 
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APPENDIX A 

INTERVIEW GUIDE 

Introduction 

I will begin the interview by welcoming the participant, then introducing myself 

and the purpose of the study, which is to explore their lived experience participating in a 

CPR event that resulted in a patient death. Then, I will receive consent for the interview 

and the recording of the interview. I will ask them if they have any questions or concerns 

prior to initiating the interview. I will remind the participant that the interview is 

voluntary, and they have the option to not answer a question or to terminate the interview 

at any time. To be transparent and build trust, I will share that I have a background in 

CPR and that I am a nurse so they should talk freely and not worry about using nursing 

terminology or slang. 

According to Bevan (2014), the first interview question needs to be 

contextualized to aid the participant in describing their experience. Then, the author 

explains the next phase is to capture the phenomenon by focusing on the experience 

itself. The last step is to clarify the phenomenon by using active listening to develop 

prompt questions from the participants’ responses to seek further clarification. The 

prompt questions are open-ended and non-specific to allow for a free-flowing 

conversation that is generated by the participant. Moreover, the prompt questions help 

uncover additional details about associated participant emotions and perceptions 

(Roulston, 2010).  
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Questions and Prompts  

1. Please reflect on your most memorable code blue event where a patient died. 

Pause. Do you have that event in your head? Great, tell me about what you 

were doing just prior to the CPR event  

Prompts: You mentioned ________. Please tell me more about that.  

Prompts: When you described ________. Please tell me how that made you 

feel.  

Prompts: You talked about _________. Please give me an example. 

2. Please talk about your experience during the CPR event in as much detail as 

you can.  

Prompts: You mentioned ________. Please tell me more about that.  

Prompts: When you described ________. Please tell me how that made you 

feel.  

Prompts: You talked about _________. Please give me an example. 

3. What was your experience after CPR was stopped and efforts were 

terminated?  

Prompts: You mentioned ________. Please tell me more about that.  

Prompts: When you described ________. Please tell me how that made you 

feel.  

Prompts: You talked about _________. Please give me an example. 

4. What was your experience of being a male nurse participating in a CPR that 

resulted in the patient’s death? 
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5. Talk a little about your experiences with a CPR event where the patient 

survived?  

6. Is there anything we haven’t discussed that you would like to talk about?  
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APPENDIX B 

RECRUITMENT EMAIL 

Hi there! My name is Michael Blomquist, an RN at [your institution] for 21 years and a 

nursing PhD student. As a nurse that has participated in many code blue events at [your 

institution], I would love to hear about your experiences.  

 

I am looking for male registered nurses that work at least part time in the medical surgical 

units to participate in a research study exploring code blue events.  

Have you participated in an unsuccessful code blue event? What was that experience like 

for you? How did you manage during the event and after the event? I am just seeking to 

better understand your experience.  

The novel component to this study is the focus on male nurses after a code blue event. 

Most of the nursing literature that discusses the nurse perspective after a code blue event 

includes predominately female nurses as the study participants. This makes sense with a 

majority of the nursing profession being female. However, this study provides an 

opportunity to explore specifically how male nurses manage this event and the aftermath 

of this event.   

Compensation?   

Upon completion of the interview, the participant will receive a $40.00 gift card.  

Who is eligible?  



   

162 
 

Male nurses that work at least part time in the adult medical surgical area. This would 

include float pool male RNs that spend part of their time in the medical surgical areas of 

the hospital. The second criteria to be included in the study is to have participated in a 

code blue event where the patient died. The code blue event could have occurred at any 

point in your career in the medical surgical area.  

What is expected?  

Participation in a one-on-one interview with me. Typically, the interviews last 60 

minutes, give or take 15 min. We may ask for a 5-minute phone call up to 6 months after 

the interview.  

Interested? 

Please contact me to get enrolled in the study or if you would like more information, 

mblomquist@kumc.edu or (816) 507-3394.  Participation in this research is completely 

voluntary. 

I do truly appreciate your consideration and take care. Michael Blomquist PhD(c), RN.  
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APPENDIX C 

RECRUITMENT REMINDER EMAIL 

Hi there! Recently, you received an email about a research study into male nurses’ 

experiences with code blue events. This email is just a friendly reminder about 

participating in the research study. If you are interested, please contact me via email or 

phone. I would love to hear about your experiences. Please see the recruitment flyer 

(attached).  

 

Compensation?   

Upon completion of the interview, the participant will receive a $40.00 gift card.  

Who is eligible?  

Male nurses that work at least part time in the adult medical surgical area. This would 

include float pool male RNs that spend part of their time in the medical surgical areas of 

the hospital. The second criteria to be included in the study is to have participated in a 

code blue event where the patient died. The code blue event could have occurred at any 

point in your career in the medical surgical area.  

What is expected?  

Participation in a one-on-one interview with me. Typically, the interviews last 60 

minutes, give or take 15 min. We may ask for a 5-minute phone call up to 6 months after 

the interview.  
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Interested? 

Please contact me to get enrolled in the study or if you would like more information, 

mblomquist@kumc.edu or (816) 507-3394.  Participation in this research is completely 

voluntary. 

I do truly appreciate your consideration and take care. Michael Blomquist PhD(c), RN.  
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APPENDIX D 

RECRUITMENT FLYER 

The University of Kansas Health System in collaboration with the University of Missouri – Kansas 

City  

VOLUNTEERS NEEDED FOR A RESEARCH 

STUDY    

• We are looking for male registered nurses that work at least part time in the medical 

surgical units to participate in a research study exploring code blue events. 

• Have you participated in an unsuccessful code blue event?  

• What was that experience like for you? We are just seeking to better understand your 

experience through a conversational interview.  

 

 

Compensation?Compensation?Compensation?Compensation?    

• Upon completion of the interview, the participant will receive a $40.00 gift card. 

Are you eligible? Are you eligible? Are you eligible? Are you eligible?     

• Male nurse 

• At least part time in the adult medical surgical area (this includes float pool).  

• Participated in a code blue event where the patient died.  

What is Expected?What is Expected?What is Expected?What is Expected?    

• Participation in a one-on-one interview with me. Typically, the interviews last 60 minutes, give 

or take 15 min. I may ask for a 5-minute phone call up to 6 months after the interview. 

• We can do the interview in person or virtually (Zoom).  

 

Interested?Interested?Interested?Interested?    

• Please contact Michael Blomquist to get enrolled in the study or if you would like more 

information, mblomquist@kumc.edu or (816) 507-3394.   
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I do truly appreciate your consideration. Please email or text me anytime to get started or for 

more information.  

Michael Blomquist PhD(c), RN. 

mblomquist@kumc.edu or (816) 507-3394.F 
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APPENDIX E 

LETTER OF SUPPORT  

The letter of support was obtained on September 9th, 2021. Due to concerns for proteciton 

of participant identiy the letter of support from the study instituition will be supplied 

upon request.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



   

168 
 

APPENDIX F 
 

SCREENING QUESTIONS 
 

Study participants will be screened for inclusion and exclusion criteria after 

contacting the research team and before scheduling an interview appointment.  

 

The questions are as follows:  Please check all that apply. If all the boxes are not 

checked, then the study participant will be thanked for their interest but not included in 

the study.  

�  Do you identify as a Male? 

�  Are you a Medical Surgical Registered Nurse? 

�  Are you employed at the [study institution]? 

�  Do you provide direct patient care for tele or non-telemetry medical-surgical 

patients (including male nurses who work in an as-needed (PRN) pool)? 

�  Have you actively participated in at least one in-hospital code blue event or 

also called a CPR event where a patient died?  

�  Please confirm that you have not participated in a CPR event with a member 

of the research team, Michael Blomquist.  

�  Please confirm that you understand that this interview is not to be completed 

during work hours and this interview is not work related and completely 

voluntary.  
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APPENDIX G 

CONSENT FORM 

RESEARCH INFORMATION SHEET 

 

Study Title: THE LIVED EXPERIENCE OF MALE MEDICAL-SURGICAL REGISTERED NURSES AFTER 

A CARDIOPULMONARY RESUSCITATION (CPR) INPATIENT DEATH 

We are asking you to take part in a research study at [your institution] being done by Jennifer 

Williams & Michael Blomquist.   Being in this study is optional, and you may change your mind at 

any time.  

People who join the study will participate in an interview for about 1 hour and a summary of 

findings follow up phone call that should take about 10 minutes.  We will ask questions about 

your experience after participating in a code blue event, also called a cardiopulmonary 

resuscitation (CPR) event, where the patient dies. We will also ask you to fill out a survey asking 

you about your age, gender, educational status, and years of nursing experience. We will audio-

record the discussion, so we have correct notes about what was said.  Recordings will be stored 

on a secure computer until the recordings are transcribed and then the audio recording will be 

destroyed.   

Researchers hope that the study information is useful in to better understand the experiences of 

the male nurse after a CPR patient death. The interview questions may be personal. You do not 

have to discuss any information that you are not comfortable sharing and having recorded.  We 

cannot guarantee your privacy, but we will ask everyone to use only first names and not share 

individual comments outside the group.  When we write up or discuss the results of the study, 

we will not use any names.    

Though it is unlikely that discussion of a past CPR patient death accompanied by the memories 

of the event would invoke psychological harm, at the beginning of your interview (i.e., on the 

consent form), a phone number to contact a counselor will be provided for participants who 

may need counseling. This existing counseling service (Turning Point) for employees offers four 

to six free sessions from a licensed counselor. I have also listed Turning Points phone number 

here: 913-574-0900.  

You can choose not to be in the study. You can decide to leave the study at any time.  Leaving 

will not affect the treatment, services, or your employment in any way.  Again, whether you 

choose to participate or not participate in this research study there will no impact on your 

employment with your institution.  

You will receive a $40.00 gift card as a thank you for your approximately 1-hour interview and 

10 min follow up phone call. If you leave the study without sitting for the interview, you will not 

receive the gift card. The gift card will be distributed to you after completion of the interview.    

Your personal information will be kept on a secure computer. It will be removed from the 

computer after the study is over and the money on the card has been used. Your information 

will not be shared with other businesses. It will be kept completely confidential. 
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If you have questions about this study, please contact Jennifer Williams at : 

jwilliams28@kumc.edu 913-945-8094 and or Michael Blomquist at  mblomquist@kumc.edu  

816-507-3394  

For questions about your rights as a research participant, you may contact the Institutional 

Review Board (IRB) at (913) 588-1240 or IRBhelp@.....edu.  You will be given a copy of this 

information sheet to keep for your records.   

 

Sincerely, 

 
 

 

 

If you agree to be in the study please sign and date below: 

 

____________________________________    

Print Participant’s Name       

 

____________________________________  __________________ 

Signature of Participant         Date 
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APPENDIX H 

DEMOGRAPHIC DATA COLLECTION 
 

The answers you provide will helps us describe the results of our study.  We will not link 

any of your answers with your interview data or other information that could be 

connected to you.  

 

Study Participant’s Code Name ______ 
Does your Medical Surgical area use telemetry?  Yes or No  
 
Are you Hispanic or Latino?     Yes      No.    Don’t know/not sure 
What is your race? Do you consider yourself... (select one or more)? 
Asian or Pacific Islander 
Hispanic or Latino 
White/Caucasian 
Black/African American 
Other 
 
What best describes your employment status?      
Employed full-time 
Employed part-time 
PRN 
 
What best describes your status? 
Single/Divorced/Separated 
Married/Living with a partner 
 
What is your age?    _____ 
 
Years as an RN?    _____ 
 
What is the highest degree or level of school you have completed? 
Associate 
BSN 
MSN 
 
About how many code blue events have you participated in your career?  _____ 
 
Are you a Unit Coordinator or Relief Charge RN or Unit Educator?  Yes or No 
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APPENDIX I 
 

EXAMPLE OF EMERGENT THEME PROCESS 
 

Significant statements  Formulated meanings  Cluster of 
Themes  

Emergent 
Themes  

“I was very, very happy that she had a 
second chance…You feel like, okay, job 
well done.” 
 

When the patient 
survives the nurse feels 
happy and that they did a 
good job. 

If the CPR 
patient  
survives it 
makes a 
difference in 
how I feel. 
 
 
 
 
 
 
 

 

With this 
patient it’s 
different 

“They ended up getting him back, but 
knowing that in the future, I could have one 
where I'm not so lucky.” “During, if they 
lived, I usually don't feel sad about it. I feel 
like in these days, you have a good chance 
as long as we can get everything rolling 
again, so I feel a lot more positive. Versus 
when it doesn't, I do feel sad. It's natural.” 

When the patient 
survives the nurse feels 
lucky and usually does 
not experience sadness. 

“You never know and maybe you can end 
up having them come back from a cardiac 
arrest.” 

You perform CPR for the 
patient in cardiac arrest 
so they can live.  

I want my 
patient to 
survive. 

“yeah, just have to do the best you can to 
bring them back.” 
 

I am going to do my best 
to help them survive. 

“I will say, all the codes I have participated 
in, I honestly don't see how they could 
come back, in all honesty. Because with my 
first code as a nurse, this individual is 
extremely sick…” 
 
“This was an end stage patient. It was 
probably expected. That he didn't have the 
best prognosis, so it wasn't a complete 
shock to us.” 

When they have a 
previous poor prognosis 
or are very sick, I think 
that it is unlikely we can 
save them, and it is 
probably expected they 
might die.  
 
  

A patient’s 
previous poor 
condition 
influences me. 
 
 

 
 

Was it a good thing for this patient to 
survive? Okay? Is this going to give this 
patient a good life going forward? Is this 
patient someone that has a reasonable 
expectation at a good recovery in a good 
quality of life?” “Was this a person that was 
better served by them passing, or was this a 
person that still had a lot left out there?” 
 
“Because I feel like I'm a firm believer in 
quality over quantity of life. So if a patient's 
not going to have any function afterwards, 
I'm a believer of it's time.” 

If the patient has a poor 
quality of life already or 
will have after the CPR 
event it might be better 
for them to pass or it is 
their time to pass. 

A patient’s 
poor quality of 
life influences 
me.  
 

“I didn't feel very bad about that one. Like I 
said, it wasn't my patient, not much I could 
do…” 
 
“I did not have a relationship that was close 
enough to constitute saying we were really 
good friends or it was just something where 

If it is not my patient or I 
do not have a close 
relationship with my 
patient it does not make 
me feel bad or cause any 
emotional distress.  
 

My 
relationship 
with a patient 
makes a 
difference to 
me.  
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with their passing or whatnot, it caused at 
that time an emotional reflection distress.” 

 
 

“So, when you feel that connection, 
especially if you've had them for a few 
days, and you see them go, it makes you 
choke up because now you're like, "Well, I 
actually legitimately know this person 
now," instead of somebody coming into the 
trauma bay in the ER when a code happens. 
We don't know this person, so everybody's 
just kind of scrambling around to see what's 
happening. I feel like those ones, if you've 
been communicating with somebody and 
have known them, it's harder, naturally. Just 
like it is for a family member, a close 
friend, anything like that.” 
 
“I would say, especially if it's my patient, 
I'm feeling of some kind of guilt afterwards, 
and that's making me loop these either 
thoughts or recaps of what was going on 
leading up to.” “How close I am with them 
makes a huge difference.” 

If it is my patient or I 
have built a connection 
or closeness with my 
patient it is harder to take 
causing me to choke up 
because I know them and 
I may feel guilty for not 
preventing them from 
dying. 
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