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ARTICLE INFO ABSTRACT

Managing Editor: Jingling Bao/Zhiyu Wang Background: Family presence during resuscitation (FPDR) is a controversial issue that remains unresolved in

contemporary practice. Although there are many research studies on FPDR and several published statements and

Ié;ﬁi;djimonary resuscitation guidelines supporting FPDR by international organizations, no conclusive position guides clinicians in making a
Health policy decision. A scoping review was conducted to discuss the different healthcare professionals (HCPs) and cultural
Professionalism perspectives toward family presence during CPR is conducted.

gsg;ral perspectives Methods: Using the Preferred Reporting Items for Systematic Reviews and Meta-Analyses Extension for Scoping

Reviews (PRISMA-ScR) guidelines, we screened 797 studies published between 2000 and 2022 from the databases
including Springer Link, MEDLINE, Pro-Quest Central, CINAHL Plus, and Google Scholar. All articles were filtered
using inclusion criteria to eliminate redundant, irrelevant, and unnecessary content.

End-of-life care

Results: A total of 34 studies that fulfill the eligibility criteria reported that there are multiple perspectives
from HCPs and families about FPDR. HCPs felt that their performance had improved during resuscitation and
received family support in breaking the bad news of death. Family relatives who attended cardiopulmonary
resuscitation (CPR) had less stress, less anxiety, more positive grieving behavior, and enhanced family members’
decision-making. Contrastingly, some HCPs were against FPDR because they were concerned about the family’s
misinterpretation of resuscitation activities, psychological trauma to the family members, increased stress levels
among staff, and worry about an unexpected response from the distressed family.

Conclusions: It is important to consider the culture and awareness of families when deciding on FPDR. It is the
responsibility of HCPs to assess family members’ willingness and the benefits they attain from attending CPR. The
decision should be based on the given situation, cultural context and beliefs, and current policy to guide practice.

Introduction immediately.[?! This debate remains unsolved in contemporary

practice.

Cardiopulmonary resuscitation (CPR) can be a distressing
issue for cardiac arrest patients and their families, and both
healthcare professionals (HCPs) and patients’ families have to
deal with all of the distress.!'! During these stressful moments,
HCPs must decide whether to let the patient’s family remain and
observe the frantic activity or ask them to leave the working area

Despite the plethora of literature about CPR and family
presence, the practice of family presence during resuscitation
(FPDR) varies among HCPs, patients’ and families’ preferences,
and across cultures.!®! Therefore, this study aims to put for-
ward the available evidence regarding FPDR as introduced by
patients’, families’, and HCPs’ experiences considering different
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cultural perspectives and to come up with a more favorable de-
cision based on the current literature about this dilemma.

HCPs vary in their experiences and viewpoints toward FPDR.
Despite the vast recurrence of resuscitative care experiences,
FPDR is not routine.l*! A cross-sectional survey of 124 critical
care professionals revealed that 23 % had never experienced
FPDR, and only 17 % had experienced it more than five times.
Furthermore, 48 % had never invited FPDR, and 45 % had in-
vited it only one to five times.!°] Some HCPs recognize that be-
ing present in the room where CPR is performed may help fam-
ily members perceive that everything possible to sustain life has
been done. According to the Institute of Medicine, only 24 % of
cardiac arrest patients survived.[®! Since survival rates are low,
FPDR becomes important for family members to accept death
and say goodbye. On the contrary, many HCPs (physicians es-
pecially) are less supportive of FPDR performed in the inten-
sive care unit (ICU), Emergency Department (ED), and general
wards.[”] In a grounded theory approach, Giles, de Lacey, and
Muir-Cochranel”! found that in acute care settings, HCPs’ deci-
sions regarding FPDR were based on personal preferences, val-
ues, and expectations rather than research evidence and clinical
standards. Due to varying support from HCPs regarding FPDR,
we review the current evidence.

Family members desire to be there while CPR is performed.
The majority of patients surveyed in a recent FPDR study desired
their loved ones to be present during resuscitation, and the ma-
jority of family members wished to attend CPR and would have
welcomed the invitation of family presence.!®] Family members’
requests to remain with their patients are frequently refused
when performing CPR.[!

In general, patients and families are more supportive of
FPDR than HCPs, though this varies by geographic region and
culture.['%] Cultural differences between HCPs and families can
also decrease comfort with FPDR.['!-13] The purpose of the cur-
rent scoping review was to discuss the available evidence about
FPDR as introduced by patients’ families and HCPs’ experiences,
considering different cultural influences and perspectives, and
to come up with a more favorable decision based on the current
literature about this issue. This scoping review also has specific
aims as follows: (1) to assess the quantity and quality of liter-
ature on HCPs and cultural perspectives toward FPDR; (2) to
identify the available evidence-based practices that support or
oppose FPDR; and (3) to provide an overview of the study’s out-
comes, including effects on the right decision in FPDR.

Methods
Protocol and registration

The Preferred Reporting Items for Systematic Reviews and
Meta-Analyses Extension for Scoping Reviews (PRISMA-ScR)
protocol guidelines were followed in the development of this
scoping review.['*] The protocol for this study was registered
with the Open Science Framework (OSF) on 2024 August 26
(https://doi.org/10.17605/0SF.10/3HF8P).

Search strategy and information source

The literature was searched using the following databases:
Springer Link, MEDLINE, Pro-Quest Central, CINAHL Plus, and
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Google Scholar. The following keywords were used in differ-
ent combinations: “family presence during resuscitation,” “fam-
ily witnessed resuscitation”, “cultural perspectives,” “cardiopul-
monary resuscitation,” “CPR,” “family presence in arrest,” and
“dying patients.” The Boolean operators “AND” and “OR” were
used to combine different search parameters, which refined the
search. On 2022 October 20, the first literature search was con-

ducted, and the last search was conducted on 2023 March 10.

” «

Eligibility criteria

All articles were filtered using inclusion criteria to elim-
inate redundant, irrelevant, and unnecessary content. Inclu-
sion criteria were studies that (1) were released between 2000
and 2022 due to the review’s specific goals and objectives;
(2) were published in English; (2) focused on HCPs, including
nurses and physicians involved in caring for patients in CPR,
and patients’ families; (3) had the presence of families during
CPR; and (4) had quantitative, qualitative, and mixed-methods
designs.

Study selection

Figure 1 illustrates the PRISMA flowchart of the selected ar-
ticles. The findings of the chosen databases identified 797 arti-
cles. Microsoft Word was used to enter data into a standardized
data chart. Information such as author(s), publication year, ti-
tle of the article, purpose of the study, place of conducting a
study, design, and results were registered. Some records were
removed before screening due to duplication (n=397), ineligi-
bility by automation tools (n=62), and others for other reasons
(n=24). After that, 314 abstracts of the articles were critically
screened and read by three reviewers. Additionally, 171 arti-
cles were excluded. Then, 143 reports were sought for retrieval,
but 84 reports were not retrieved. Then, 59 reports were as-
sessed for eligibility, but 25 reports were excluded for not meet-
ing inclusion criteria. Finally, 34 studies were included in the
review.

Data charting process and data items

The authors assessed each and every article using the Johns’
Hopkins Nursing Evidence-Based Practice Appraisal Tool.[*>]
This tool helped the authors determine whether the evidence
was qualitative or quantitative and how to use it to support the
eligibility and objectives of the study. Disagreements over the
study’s eligibility were resolved through discussions with the
authors. The authors have assessed their data and made deduc-
tions.

Critical appraisal of individual studies

The author assessed the methodological quality of the
included papers using the Effective Public Health Practice
Project’s Quality Assessment Tool checklist.['®!7! The quality
evaluation tool checklist has six categories, including selection
bias, research design, blinding, data collection methods, control
for confounders, and withdrawals and dropouts. Each criterion
is rated as 1 (strong), 2 (moderate), 3 (weak), or not applicable
(NA). Higher scores are indicative of stronger and more persua-
sive evidence.
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Figure 1. Preferred Reporting Items for Systematic Reviews and Meta-Analyses flowchart.

Synthesis of results

To confirm that the results aligned with the study’s stated
purpose, the authors retrieved, assessed, and summarized data
from the included studies and combined them in Supplementary
Table S1. Study names, author names, publication year, sample
size, study design, study country, and the main result are all
listed in Supplementary Table S1.

Results
Study selection and characteristics

The data were extracted to respond to the review question.
The extracted data were synthesized based on the aim of the
review as a guide to formulate codes for the included reports,
in which the reports with the same codes were kept together
to develop subcategories. Finally, the same subcategories were
integrated to construct categories that create the basis for a nar-
rative synthesis.

Out of the 34 studies, 30 were quantitative (6 cross-sectional,
15 survey, 4 intervention, 5 descriptive), and 4 qualitative stud-
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ies. Twelve of these studies were performed in the United States,
four each from Iran, Turkey, and Jordan, two each from Saudi
Arabia and Australia, and one each from Canada, the United
Kingdom, France, Poland, Germany, and Bahrain, as explained
in Supplementary Table S1.

Critical appraisal within studies

The chosen studies were evaluated for quality using the Ef-
fective Public Health Practice Project-Quality Assessment Tool
checklist.!'®) For each of the six categories, all studies received
high-quality ratings. Additionally, the studies included satisfied
the current study’s purposes.

Assess the quantity and quality of literature on HCPs and
cultural perspectives toward FPDR

HCPs’ perspectives toward FPDR

In the current situation, the reported percentage of health-
care staff in favor of FPDR has varied from 1.6 % to 97 %.[18-20]
The bulk of studies on healthcare staff that favor FPDR
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fall within 30 %. Physicians showed less positive attitudes
than other HCPs toward FPDR indicating an interdisciplinary
variation.[®-?!] Additionally, most of the HCPs (73 %-95 %) re-
ported that their healthcare facilities lacked a written policy for
presenting the option of FPDR,[*>??! and almost only 38 % had
ever received education on FPDR.[!8!

Cultural perspectives of FPDR

Cultural differences and variations can positively or nega-
tively influence FPDR.!®] The death of a family member is a
critical turn in the life of a significant other. For that reason,
there is a strong need to understand and consider the variations
in cultural influences on the lives of the family members of a dy-
ing patient. An example of the cultural influence on FPDR and
the possible positions is that of Arab culture. Culturally, among
Arabs, the family ties of extended families are strongly identi-
fied by close emotional bonds that may become even stronger
in times of stress. This close bond may make it more difficult for
HCPs to accept the presence of the patient’s loved ones during
CPR.[?*] In the Arab region, with a majority of Muslims, the fam-
ily is an important pillar of the social structure that is highly val-
ued. Within the cultural context, family members support each
other during difficulties and hard times. This compassion is con-
sidered a source of serenity and peace for the whole family. In
Islam, visiting sick people is a religious obligation and is con-
sidered a personal and community responsibility.[?*]

Othman et al.[?*! reported that the responsibility of signifi-
cant others is even greater as they attend to a family member
who is dying. In such critical moments, a close, significant per-
son should be at the bedside to remind the dying person to re-
count the “Shahadah” by saying “La Ilaha Illa’llah” (no God but
Allah). A family is urged to stay close to their dying patient to
recite some verses from the Holy Qur’an or to play recorded au-
dio of the Qur’an for the patient. Furthermore, the invocation to
God “dua” is a wholehearted belief in Allah’s power to help the
dying patient, and thus presenting with their patient is a relief
for their souls and a religious obligation to offer to their dying
family member. At the time of CPR, these rituals might enhance
a family’s acceptance of what is happening and give them the
comfort and satisfaction that they were there and offered their
patient the spiritual care needed before dying.

Cultural variations in local, regional, and international
healthcare systems may account for differences in staff opin-
ions regarding attending CPR.[?°] To illustrate this variation, in
Saudi Arabia, the majority of HCPs came from different coun-
tries with different cultural backgrounds. In a recent descriptive
study conducted in Saudi Arabia from two major hospitals, in-
cluding ICUs, EDs, and medical wards, the majority of HCPs had
negative attitudes toward FPDR: 78 % of them stated that FPDR
would not be beneficial to family members, and 92 % stated that
it would not be beneficial to patients.[?!

In another Middle Eastern study, Turkish critical care HCPs
revealed that most of them did not realize that it was an option
for family members to be with their patients and did not want
family members to be in the resuscitation room. Most of the
staff were concerned about the violation of patient confidential-
ity and that witnessing resuscitation would cause long-lasting
adverse emotional effects on the family members.!?”] The same
study recommended that it is necessary to develop a culturally
accepted policy regarding FPDR.
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A descriptive study in Iran that explored the attitudes toward
FPDR of 178 HCPs and 136 family members showed that family
members felt that it was their right to experience FPDR, while
the majority of HCPs had negative attitudes toward it. HCPs
felt that FPDR would make it difficult for them to stop resus-
citation. Another significant finding was that HCPs who had re-
ceived prior education and training on FPDR were more likely to
support FPDR in ICUs, EDs, and medical and surgical wards.[2]

In the United States of America (USA), researchers pointed
out that around 75 % of HCPs agreed with FPDR, and
around 50 % indicated that FPDR was allowed in their units
(n=3000).[%°! In contrast, another study conducted in the USA
indicated that only 13.2 % of emergency medical service (EMS)
professionals and 15.4 % of EMS professionals preferred FPDR in
urban and suburban settings, respectively.!*’! Fortunately, fam-
ily members who attended CPR felt that they gained a better un-
derstanding of their patient’s condition and felt that they served
their patients by being beside them. However, there was no sta-
tistical difference in the level of uncertainty, anxiety, and well-
being between family members who attended CPRs and those
who did not.

Studies from other countries regarding FPDR were also re-
viewed. Rzorica et al.l**1 conducted a study in Poland to ex-
plore the perception of FPDR among HCPs. The study utilized
a relatively large sample of 529 HCPs. Two-thirds of them had
never asked patients’ families to attend CPR. Likewise, Tiscar-
Gonzaélez et al.l*!! conducted a study in the Basque country to
investigate the perceptions of HCPs and family members or rel-
atives about being present during CPR in primary healthcare
settings, hospitals, and EDs. The findings showed that CPR is a
social construct influenced by the values of different sociocul-
tural contexts. They added that allowing or forbidding family
members to attend CPR is a complex issue and depends on spe-
cific cases and different contexts. They stated that family mem-
bers should participate in making such decisions. In Canada,
family attendance in CPR seems to be a choice that is allowed
in hospitals.!> However, a policy is needed to provide explicit
guidance for such a choice.['®!

Identify the available evidence-based practices that support
or oppose FPDR

Evidence-based practices that support FPDR

Our literature review shows that the majority of studies sup-
port FPDR and suggest that FPDR is one way to help families
accept death. The position is supported by the work of Leske
et al.l''! who found that relatives who attended CPR had less
stress, and by the Kentish-Barnes et al.l'?! study, which reported
that relatives who attended CPR had less anxiety and more posi-
tive grieving behavior. It was also reported that family members
who attend CPR maintain their psychological wellness and the
ability to understand the consequences.['®!

Attending CPR by family members improves communication
with HCPs, enhances their decision-making, and promotes their
emotional needs.[°>%%] In addition to these, previous studies
have also found that the frequency of post-traumatic stress
disorder-related symptoms was significantly lower in family
members who attended CPR in prehospital EMS units.[**! Fur-
thermore, De Stefano et al.l) found that being present during
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resuscitation that took place at home enhanced the family’s cop-
ing with the situation by feeling that they helped their relative.

Regarding HCPs’ viewpoints on FPDR, a considerable num-
ber of HCPs stated that with the family presence, they performed
better during resuscitation in ICUs and EDs; they felt that it was
a humane action rather than a catastrophic cardiac event.!**! In
the same line, a study compared HCPs’ performance during a
simulated cardiac arrest with three different family witnesses:
(1) no family witness; (2) a nonobstructive “quiet” family wit-
ness; and (3) a family witness displaying an overt grief reaction.
The results showed that the three groups were similar with re-
spect to the mean number of minutes to initiate CPR, attempt to
intubate the patient, and pronounce the death of the patient.[¢!
This result may inform HCPs to minimize their concerns regard-
ing the negative impact of FPDR on staff performance.

Many HCPs reported that FPDR did not cause distress for
them or affect resuscitation performance because HCPs can
understand families’ worries and concerns and assist them in
conveying them correctly, rather than having hurtful discus-
sions with them that cause suffering or impact resuscitation
performance.[®] Nevertheless, it enhanced quick history-taking
and communication between family and staff and improved
family members coping with the situation.[*”! Fallis et al.[*®]
found that 92 % and 76 % of Canadian and American HCPs,
respectively, supported FPDR. Moreover, a prospective clinical
trial compared pediatric trauma resuscitations with and with-
out family presence and evaluated the effect of family presence
on arrival, CT scan time, and resuscitation time. While results
showed that arrival to CT scan and resuscitation times were sim-
ilar with and without family present, this may imply that family
presence did not negatively affect the time efficiency of pedi-
atric trauma resuscitation.[*%!

In line with this assertion toward FPDR, several international
organizations have published statements and guidelines espous-
ing FPDR.[®! In addition, many leading associations, such as the
Emergency Nurses Association, have developed clinical prac-
tice guidelines through conducting reviews and critical analy-
ses of the literature. The findings of these reviews and analyses
strongly recommend modifying institutional policies to promote
FPDR during CPR and invasive procedures, especially with the
rise of the family centered care approach.[“!

Evidence-based practices that oppose FPDR

In contrast, according to Christakis and Allison, *'! many hos-
pitals prohibit the practice of FPDR, claiming that it may predis-
pose family members to psychological and emotional suffering.
HCPs with a contrasting stance on FPDR expressed feelings of
apprehension regarding family misinterpretation of the resus-
citation activities and experienced performance anxiety associ-
ated with being watched by family members.[“?] Lacking pro-
tocols and policies in hospitals is the first reason claimed by
HCPs for their disapproval of families witnessing CPR. In ad-
dition, HCPs’ concern about the unpredictable reactions of the
distressed family members is another main reason for them to
invite family members to the resuscitation room.[?”]

Additional reasons for opposing FPDR were reported in the
literature, including the increased risk of family members and
HCPs for psychological trauma and high stress levels,['?4%]
distraction caused by relatives, and worry about possible
litigation.[**! Furthermore, the threat of facing verbal or physi-
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cal abuse from family members is another essential reason that
led HCPs to oppose FPDR.[“>:%1 To overcome the above is-
sues, Al-Mutair et al.[?®] reported and strongly recommended
the need for the development of written policies offering fami-
lies the option to remain with patients during resuscitation and
recommended the development of education programs for staff,
which means that the HCPs needed institutional support and
training.

Provide an overview of the study’s outcomes, including effects
on the right decision in FPDR

A total of 34 studies were analyzed, demonstrating both sup-
port and opposition to FPDR during CPR. This means that HCPs
and families have different perspectives on FPDR. For instance,
Duran et al.[?! reported broad support for FPDR, despite physi-
cians frequently voicing concerns about safety, performance,
and the emotional responses of family members. They also re-
ported that nurses had higher positive attitudes toward family
presence than doctors, and families and patients both reported
favorable opinions on family presence. However, Abuzeyad
et al.[”! reported that most healthcare providers (HPs) were in
support of FPDR and promoted it, while doctors were more sup-
portive of it than nurses. Meyers et al.!**! reported that although
88 % of our healthcare personnel believed that FPDR should
continue at the institution, the results showed that nurses had
a substantially higher acceptance rate for FPDR than residents
did (98 % vs. 50 %, respectively; P <0.001). Other studies found
that the ability of doctors to carry out crucial tasks during CPR
may be significantly impacted by the presence of a family wit-
ness. They felt nervous and believed that there was more risk
than benefit.[26,4¢]

In another study, it was reported that out of 200 HCPs, 77 %
were against family witnessed resuscitation (FWR) because of
fear of psychological harm to family members, potential med-
dling with patient care and decision-making, and a perceived
increase in staff stress, which were the most often cited argu-
ments against family participation.t'?! Bashayreh et al.[*? re-
vealed that HCPs opposed family observed resuscitation, and
they expressed several worries about possible verbal and physi-
cal abuse if they permitted family members to observe resuscita-
tion. The other studies revealed that the majority of the nurses
disapproved of the use of FPDR by adults because FPDR has
many drawbacks, such as family members getting upset and in-
teracting with the patient, which could make the resuscitation
attempt take longer.[?8:%] Giines and Zaybak!®"! reported that
the majority of nurses did not think that family members should
be given the option to remain with the patient when they un-
dergo CPR at all times because of the greater risk of lawsuit, per-
formance anxiety, and fear of psychologically harming family
members. Alhaidary et al.[>!] reported that there is no difference
in the presence or absence of the family during resuscitation
because nurses still have mixed feelings about the responses be-
cause they do not know enough. According to Al-Mutair et al.[?%]
nurses had negative views about family participation during re-
suscitation, with 77.2 % agreeing that it causes stress for fam-
ily members. Allowing family members to be present during a
loved one’s resuscitation was regarded advantageous by 92.3 %
of participants, while 78 % disagreed that it would aid fami-
lies. Notably, 65 % of interviewees believed that having rela-
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tives present would make the resuscitation team perform poorly.
Another four studies revealed that EMSs and HCPs feel uneasy
about being family present during resuscitation because they
frequently need to offer support to families, and they reported
that the presence of family members would be too upsetting for
them.[29’30’52’53]

The other study reported that nurses who had completed Ad-
vanced Cardiac Life Support training had performed ten or more
resuscitations, held a specialized certification, or belonged to
nursing organizations, and exhibited notably higher levels of
self-confidence (P <0.001) during FPDR, but they had some con-
cerns, such as fear of the patient’s family interfering, a lack of
space, a lack of support for the family, the possibility of family
trauma, and performance anxiety that were all obstacles to fam-
ily attendance.['®! Another study found that Jordanian nurses’
attitudes toward FPDR and health beliefs were positive and
should be used to increase their confidence.[>* Further studies
found that the majority of nurses were concerned that patient
privacy would be violated and that family members who were
not trained in CPR would not understand the procedures, find
them offensive, and consequently disagree with the resuscita-
tion team.[?7-42:46,:55] Hosseini Marznaki et al.[>¢! revealed that
emergency nurses’ mean attitudes toward family presence dur-
ing CPR were much lower.

According to Powers and Candela,[®! although critical care
nurses receive significant training in resuscitative treatment,
FPDR is not a standard procedure. Just 17 % had seen FPDR
more than five times, while 23 % were unfamiliar with it. Fur-
thermore, 45 % only invited FPDR one to five times, while 48 %
never invited it at all. On the contrary, they reported a notable
absence of FPDR policy, with 73 % of respondents stating that
their institution or unit either had no policy in place or did not
know if it had. Only 38 % have ever attended FPDR training.
Hayajneh[>”! showed that 91.9 % of nurses reported lacking any
experience, protocol, or policy document regarding family pres-
ence during CPR, while 97.7 % of nurses said they had never
invited a family member to assist with CPR. The results of the
study also revealed that Jordanian nurses had negative attitudes
regarding family members being present during adult CPR. An
additional study found that 65 % of Canadian nurses have either
brought a family member to the bedside during CPR or would do
so if given the opportunity, even though fewer Canadian nurses
(18.5 %) had been asked to do so by family members. Only 8 %
of Canadian participants reported that their institution has doc-
umented FPDR policies or guidelines.[*8! Although most respon-
dents have done so, would like it to be allowed, and are faced
with requests from family members to attend, MacLean et al.[>%!
found that almost all do not have formal policies addressing fam-
ily attendance.

The other study revealed how helpful pediatric nurses are to
parents present during CPR. The majority of nurses were op-
posed to assigning a dedicated nurse to care for the parents dur-
ing CPR, and only a few minority of nurses reported that their
unit had a protocol in place regarding parental attendance dur-
ing CPR.[®] Another study revealed that HCPs need to evalu-
ate the family members’ views, expectations, values, and beliefs
about performing CPR. To comfort them, offer support, and en-
able those who are willing to attend, one staff member should
remain with the family. Allowing a family member to see CPR
is an excellent way to notify other family members about the
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situation.[?®] Leske et al.['!] found that using the FPDR option
improved well-being, reduced stress, and decreased anxiety. As
a result, the findings indicate that FPDR has a positive impact
on the relatives of patients. An additional study indicated that
family presence may reduce the distress of dying by providing
the patient with the feeling that they were a part of this major
event and had helped to support them as they transitioned from
life into death.!”!

According to Holzhauser and Finucane,[>”! there are more
advantages than disadvantages to having family members
present during resuscitation. These included the speed at which
a history could be quickly obtained (23 %), the patient’s sense
of relief from having family members present (14.9 %), the rela-
tives’ benefiting from the presence of family members (25.7 %),
and the belief that handling family members was easier when
they were present (9.9 %). In the other two studies, organized
training on FPDR appears to improve pediatric intensive care
unit nurses’ knowledge of the benefits of family presence over
the risks and increase their confidence in helping families.[%-60]

Discussion

In light of the supporting and opposing positions on the
presence of family members during CPR, the following are a
few thoughts that should be considered when taking certain
positions. The foremost issue is to consider the wishes of the
patient, his or her family, and the benefits or risks of FPDR
to them. HCPs should realize that forbidding family members
from attending CPR should be justified and based on evidence
rather than on personal worries or subjective feelings. Nowa-
days, healthcare institutions should consider meeting patients’
and families’ needs while providing a safe work environment for
staff.[2%:33] This can be facilitated through an adequate assess-
ment of patient and family preferences and maintaining recip-
rocal communication.

When making the decision regarding FPDR, a cultural per-
spective is detrimental to either of the two positions. In cases
where CPR is most likely to be initiated, the healthcare team
should assess the emotions, needs, perceptions, and beliefs of the
family members regarding their presence during CPR. In addi-
tion, HCPs should allow and even encourage religious practices
that do not conflict with healthcare practices and policies.[®!]
Permitting a family member to attend the resuscitation may pro-
vide a successful means of communication with other members
of the family.[®] Adding to the above benefits, in the case of a
patient’s survival after CPR, the memory of the heroic efforts
performed by the healthcare provider is relayed to the patient
who survived as well as to his family. Witnessing CPR enhances
a trusting relationship between family and healthcare team,
increases society’s respect, and emphasizes the importance of
health professionals’ roles in saving patients’ lives.[2°!

From another perspective, the views of HCPs are also es-
sential in making the appropriate decision for the sake of pa-
tients’ and families’ safety, as well as which follows the best
evidence-based decision. The report showed that around three-
fourths of HCPs are in favor of written policies and guide-
lines regarding how to integrate FPDR.[°?] This entails the for-
mation of a multidisciplinary committee to examine the pos-
sibilities of FPDR application within context and to ensure a
successful implementation while being culturally sensitive.[36%!
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Moreover, maintaining joint communication between the com-
mittee and the involved staff enhances the distribution of
information to staff members, which alleviates worries and
concerns.

It is also suggested that healthcare institutions initiate spe-
cialized training for staff members who are willing to facili-
tate FPDR.[°*! It is recommended to assess the cultural attitude
and beliefs of HCPs before training them on facilitating FPDR.
Furthermore, institutions are encouraged to train HCPs to as-
sess emotional readiness and help family members understand
what they will do. The training should consider possible varia-
tions in the cultural perspectives of FPDR. Moreover, it is rec-
ommended that the institutions provide the needed emotional
support and counseling to the HCPs who are engaged in FPDR
discussions.

The implementation of FPDR in clinical settings can be en-
hanced by using designed strategies based on the assessment of
the unique situation in each facility. The following areas need
to be addressed before implementing FPDR: contacting family,
improving the environment of privacy and communication, ®]
assessing patient’s preferences for FPDR, assessing the cultural-
religious values and beliefs of the patient and family members
before offering the choice of FPDR,[°®! educating HCPs about
FPDR, and collaborating with other disciplines.[®”]

Study implications for practice, education, and
administration

As family presence becomes more widely accepted, HCPs will
need to make adaptations for patients’ families at the bedside
and eliminate any barriers to it. This is because family presence
benefits patients, their families, and HCPs. Governmental and
nongovernmental hospitals must sufficiently empower FPDR by
offering extensive programs and training on hospital CPR. To
improve the practice of family attendance, legislators and the
hospital’s top executives are also essential in developing and
enforcing policies and assigning a team member to tend to the
patient’s family during resuscitation. On the contrary, the results
of this study could be used to enhance future teaching by includ-
ing this subject in nursing curricula as resuscitation training,
which will assist in dispelling any doubts and concerns raised
by practitioners.

Limitations of the study

The study’s limitations were a lack of randomized therapy
trials, long-term follow-up, and other methodological issues. As
a result, we recommend conducting additional research on this
issue. Furthermore, multiple studies discovered that HCPs, pa-
tients, and their families were misinformed about family pres-
ence during CPR due to a lack of necessary training and under-
standing.

Conclusion

Healthcare workers (HCWSs) should consider the wishes of
the patient and their family. Either refusing FPDR or actively dis-
couraging FPDR should be based on evidence rather than subjec-
tive feelings. This means, where possible, that exploring patient
and family preferences and encouraging dialogue. This might
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include facilitating religious or secular practices. When family
members do attend resuscitations, they can be used as a portal
for communication with other family members, to confirm the
efforts of the HCWs and how much they cared. Witnessing re-
suscitation could, thereby, increase trust between families and
HCWs and increase societal cohesion.

To standardize FPDR, protocols are likely to be required. In
so doing, HCW worries can be addressed, cultural accommo-
dations can be made, training can occur, and emotional support
can be offered. We should also address how we contact families,
ensure privacy, communicate empathically, assess preferences,
incorporate values, and collaborate with other disciplines.

CRediT Authorship Contribution Statement

Hasan Abualruz: Data curation, Formal analysis, Investiga-
tion, Methodology, Project administration, Validation, Writing
- original draft. Mohammad A. Abu Sabra: Conceptualization,
Formal analysis, Methodology, Writing — original draft, Writing
- review & editing. Elham H. Othman: Investigation, Project
administration, Resources, Software, Supervision, Validation,
Writing — original draft. Reema R. Safadi: Formal analysis,
Methodology, Validation, Writing — original draft, Writing — re-
view & editing. Salah M. AbuRuz: Conceptualization, Data cu-
ration, Investigation, Methodology, Visualization, Writing — re-
view & editing. Khaled Suleiman: Formal analysis, Methodol-
ogy, Resources, Software, Supervision, Writing — review & edit-
ing.

Acknowledgments

The researchers thank:

Valerie Swigart, Ph.D., RN, Professor, University of Pitts-
burgh, School of Nursing.

Rafat Safady, Ph.D., Curriculum and Instruction, TESOL.
Funding

None.
Ethics Statement

Not applicable.
Conflict of Interest

The authors declare that they have no known competing fi-
nancial interests or personal relationships that could have ap-
peared to influence the work reported in this paper.
Data Availability

The data sets generated during and/or analyzed during the
current study are available from the corresponding author upon
reasonable request.
Supplementary Materials

Supplementary material associated with this article can be

found, in the online version, at doi:10.1016/j.jointm.2024.11.
002.


https://doi.org/10.1016/j.jointm.2024.11.002

H. Abualruz, M.A.A. Sabra, E.H. Othman et al.

References

[1]

[2]

[3]

[4]

[5]

[6]

7]

[8]

[9]

[10]

[11]

[12]

[13]

[14]

[15]

[16]

[17]

[18]

[19]

[20]

[21]

[22]

[23]
[24]

[25]

[26]

[27]

Toronto CE, LaRocco SA. Family perception of and experience with family pres-
ence during cardiopulmonary resuscitation: an integrative review. J Clin Nurs
2019;28(1-2):32-46. doi:10.1111/jocn.14649.

Waldemar A, Thylen I. Healthcare professionals’ experiences and attitudes towards
family-witnessed resuscitation: a cross-sectional study. Int Emerg Nurs 2019;42:36—
43. doi:10.1016/j.ienj.2018.05.009.

Parial LL, Torres GC, Macindo JR. Family presence during resuscitation benefits-risks
scale (FPDR-BRS): instrument development and psychometric validation. J Emerg
Nurs 2016;42(3):213-23. doi:10.1016/j.jen.2015.08.018.

Vincent C, Lederman Z. Family presence during resuscitation: extending ethical
norms from paediatrics to adults. J Med Ethics 2017;43(10):676-8. doi:10.1136/
medethics-2016-103881.

Powers K, Candela L. Nursing practices and policies related to family presence
during resuscitation. Dimens Crit Care Nurs 2017;36:53-9. doi:10.1097/DCC.
0000000000000218.

Graham R, Mccoy MA, Schultz AM. Strategies to improve cardiac arrest survival: a
time to act. Washington (DC): National Academies Press; 2015.

Giles T, de Lacey S, Muir-Cochrane E. Factors influencing decision-making around
family presence during resuscitation: a grounded theory study. J Adv Nurs
2016;72:2706-17. doi:10.1111/jan.13046.

De Robertis E, Romano GM, Hinkelbein J, Piazza O, Sorriento G. Family pres-
ence during resuscitation: a concise narrative review. Trends Anaesth Crit Care
2017;15:12-16. doi:10.1016/j.tacc.2017.06.001.

De Stefano C, Normand D, Jabre P, Azoulay E, Kentish-Barnes N, Lapostolle F, et al.
Family presence during resuscitation: a qualitative analysis from a national mul-
ticenter randomized clinical trial. PLoS One 2016;11(6):e0156100. doi:10.1371/
journal.pone.0156100.

Hannah B. Family presence during cardiopulmonary resuscitation survey. Nurs-
ing Masters. Paper 36; 2017. Available from: https://fisherpub.sjf.edu/nursing_etd_
masters/36 [Accessed December 10, 2022].

Leske JS, McAndrew NS, Brasel KJ, Feetham S. Family presence during re-
suscitation after trauma. J Trauma Nurs 2017;24(2):85-96. doi:10.1097/JTN.
0000000000000271.

Kentish-Barnes N, Davidson JE, Cox CE. Family presence during cardiopulmonary
resuscitation: an opportunity for meaning-making in bereavement. Intensive Care
Med 2014;40(12):1954-6. doi:10.1007/s00134-014-3396-3.

Oczkowski SJ, Mazzetti I, Cupido C, AE Fox-Robichaud. The offering of family pres-
ence during resuscitation: a systematic review and meta-analysis. J Intensive Care
2015;3(1):41. doi:10.1186/540560-015-0107-2.

Tricco A, Lillie E, Zarin W, et al. PRISMA Extension for Scoping Reviews (PRISMA-
ScR): checklist and Explanation. Ann Intern Med 2018;169(7):467. doi:10.7326/
m18-0850.

Dang D, Dearholt SL, Bissett K, Ascenzi J, Whalen M. Johns Hopkins evidence-based
practice for nurses and healthcare professionals: model and guidelines. Sigma Theta
Tau; 2021:384.

Thomas BH, Ciliska D, Dobbins M, Micucci S. A process for systematically reviewing
the literature: Providing the research evidence for public health nursing interven-
tions. Worldviews Evid Based Nurs 2004;1(3):176-84.

Thomas B.H., Ciliska D., Dobbins M., Micucci S. Dictionary for quality assess-
ment tool for quantitative studies (EPHPP), 1998. Available from: https://merst.ca/
wp-content/uploads/2018/02/qualilty-assessment-dictionary_2017.pdf [Accessed
February 15, 2023].

Tudor K, Berger J, Polivka B, Chlebowy R, Thomas B. Nurses’ perceptions of family
presence during resuscitation. Am J Crit Care 2014;23(6):e88-96. doi:10.4037/
ajcc2014484.

Kianmehr N, Mofidi M, Rahmani H, Shahin Y. The attitudes of team members to-
wards family presence during hospital-based CPR: a study based in the Muslim set-
ting of four Iranian teaching hospitals. J R Coll Physicians Edinb 2010;40(1):4-8.
doi:10.4997/JRCPE.2010.102.

Duran CR, Oman KS, Abel JJ, Koziel VM, Szymanski D. Attitudes toward and be-
liefs about family presence: a survey of healthcare providers, patients’ families, and
patients. Am J Crit Care 2007;16(3):270-9. doi:10.4037/ajcc2007.16.3.270.

Mian P, Warchal S, Whitney S, Fitzmaurice J, Tancredi D. Impact of a multifaceted
intervention on nurses’ and physicians’ attitudes and behaviors toward family pres-
ence during resuscitation. Crit Care Nurse 2007;27(1):52-61. doi:10.4037/ccn2007.
27.1.52.

AACN Practice alert Family presence during resuscitation and invasive procedures,
Aliso Viejo, CA: American Association of Critical-Care Nurses; 2010. Available
from: https://www.ipfcc.org/bestpractices/Family-Presence-04-2010.pdf  [Ac-
cessed March 3, 2023].

Othman EH, Al Omar S, Abualruz H, Safadi R. An Islamic cultural perspective of
family presence during resuscitation. Resuscitation 2020;151:75-6.

Rassool GH. Cultural competence in nursing Muslim patients. Nurs Times
2015;111(14):12-15.

MacLean SL, Guzzetta CE, White C, Fontaine D, Eichhorn DJ, Meyers TA, et al. Fam-
ily presence during cardiopulmonary resuscitation and invasive procedures: prac-
tices of critical care and emergency nurses. J Emerg Nurs 2003;29(3):208-21.
Al-Mutair AS, Plummer V, Copnell B. Family presence during resuscitation: a
descriptive study of nurses’ attitudes from two Saudi hospitals. Nurs Crit Care
2012;17(2):90-8. doi:10.1111/j.1478-5153.2011.00479.x.

Badir A, Sepit D. Family presence during CPR: a study of the experiences and opin-
ions of Turkish critical care nurses. Int J Nurs Stud 2007;44(1):83-92. doi:10.1016/
j.ijnurstu.2005.11.023.

209

[28]

[29]

(301

[31]

[32]

[33]

[34]

[35]

[36]

[37]

[38]

[39]

[40]

[41]

[42]

[43]

[44]

[45]

[46]

[47]

[48]

[49]

[501]

[51]

[52]

[53]

[54]

Journal of Intensive Medicine 5 (2025) 202-210

Zali M, Hassankhani H, Powers KA, Dadashzadeh A, Ghafouri RR. Family presence
during resuscitation: a descriptive study with Iranian nurses and patients’ family
members. Int Emerg Nurs 2017;34:11-16. doi:10.1016/j.ienj.2017.05.001.
Compton S, Madgy A, Goldstein M, Sandhu J, Dunne R, Swor R. Emergency
medical service providers’ experience with family presence during cardiopulmonary
resuscitation. Resuscitation 2006;70(2):223-8. doi:10.1016/j.resuscitation.2005.
12.012.

Rzonca P, Rudnicka-Drozak E, Rybojad B, Panczyk M, Gotlib J, Gatazkowski R.
Should the family witness cardiopulmonary resuscitation? Perceptions of health pro-
fessionals in Poland. Kardiol Pol 2018;76(5):923-5. doi:10.5603/KP.2018.0101.
Tiscar-Gonzélez V, Gastaldo D, Moreno-Casbas MT, Peter E, Rodriguez-Molinuevo A,
Gea-Sanchez M. Presence of relatives during cardiopulmonary resuscitation: per-
spectives of health professionals, patients and family in the Basque Country. Aten
Primaria 2018;51(5):269-77. doi:10.1016/j.aprim.2017.12.002.

Holzhauser K, Finucane J, De Vries SM. Family presence during resuscitation: a ran-
domised controlled trial of the impact of family presence. Australas Emerg Nurs J
2006;8(4):139-47. doi:10.1016/j.aenj.2005.10.003.

Bradley C, Lensky M, Brasel K. Family presence during resuscitation# 232. J Palliat
Med 2011;14(1):97-8. doi:10.1089/jpm.2010.9743.

Jabre P, Belpomme V, Azoulay E, Jacob L, Bertrand L, Lapostolle F, et al. Family
presence during cardiopulmonary resuscitation. N Engl J Med 2013;368(11):1008-
18. doi:10.1056/NEJMoal203366.

Meyers TA, Eichhorn DJ, Guzzetta CE, Clark AP, Klein JD, Taliaferro E, et al. Fam-
ily presence during invasive procedures and resuscitation: the experience of fam-
ily members, nurses, and physicians. Am J Nurs 2000;100(2):32-43. doi:10.2307/
3521954.

Fernandez R, Compton S, Jones KA, Velilla MA. The presence of a family wit-
ness impacts physician performance during simulated medical codes. Crit Care Med
2009;37(6):1956-60. doi:10.1097/CCM.0b013e3181a00818.

Subih M, Al-Amer R, Malak MZ, et al. Knowledge of Critical Care Nurses about
End-of-Life Care towards Terminal Illnesses: levels and Correlating Factors. Inquiry
2022;59:469580221080036. doi:10.1177/00469580221080036.

Fallis WM, Mcclement S, Pereira A. Family presence during resuscitation: a
survey of Canadian critical care nurses’ practices and perceptions. Dynamics
2008;19(3):22-8.

Dudley NC, Hansen KW, Furnival RA, Donaldson AE, Van Wagenen KL,
Scaife ER. The effect of family presence on the efficiency of pediatric trauma
resuscitations. Ann Emerg Med 2009;53(6):777-84. doi:10.1016/j.annemergmed.
2008.10.002.

Boudreaux ED, Francis JL, Loyacano T. Family presence during invasive procedures
and resuscitations in the emergency department: a critical review and suggestions
for future research. Ann Emerg Med 2002;40(2):193-205. doi:10.1067/mem.2002.
124899.

Christakis NA, Allison PD. Mortality after the hospitalization of a spouse. N Engl J
Med 2006;354(7):719-30. doi:10.1056/NEJMsa050196.

Demir F. Presence of patients’ families during cardiopulmonary resuscitation:
physicians’ and nurses’ opinions. J Adv Nurs 2008;63(4):409-16. doi:10.1111/j.
1365-2648.2008.04725.x.

Cabahug, Nifia Isabel C. The state of the science on family presence during resusci-
tation. Diss, 2020. Available from: http://hdl.handle.net/20.500.12648/6679 [Ac-
cessed March 4, 2023 ].

Porter JE, Cooper SJ, Sellick K. Family presence during resuscitation (FPDR): per-
ceived benefits, barriers and enablers to implementation and practice. Int Emerg
Nurs 2014;22(2):69-74. doi:10.1016/j.ienj.2013.07.001.

Laskowski-jones L. Should families be present during resuscitation? Nursing (Brux)
2007;37(5):44-7. doi:10.1097/01.NURSE.0000268774.48955.9a.

Koberich S, Kaltwasser A, Rothaug O, Albarran J. Family witnessed resuscitation—
experience and attitudes of German intensive care nurses. Nurs Crit Care
2010;15(5):241-50. doi:10.1111/j.1478-5153.2010.00405.x.

Abuzeyad FH, Elhobi A, Kamkoum W, Bashmi L, Al-Qasim G, Alqasem L, et al.
Healthcare providers’ perspectives on family presence during resuscitation in the
emergency departments of the Kingdom of Bahrain. BMC Emerg Med 2020;20(1):69.
doi:10.1186/512873-020-00365-4.

Twibell RS, Siela D, Neal A, Riwitis C, Beane H. Family presence during
resuscitation. Dimens Crit Care Nurs 2018;37(3):167-79. doi:10.1097/dcc.
0000000000000297.

Bashayreh I, Saifan A, Batiha AM, Timmons S, Nairn S. Health professionals’ percep-
tions regarding family-witnessed resuscitation in adult critical care settings. J Clin
Nurs 2015;24(17-18):2611-19. doi:10.1111/jocn.12875.

Giines UY, Zaybak A. A study of Turkish critical care nurses’ perspectives regarding
family-witnessed resuscitation. J Clin Nurs 2009;18(20):2907-15. doi:10.1111/j.
1365-2702.2009.02826.x.

Alhaidary A, Ann MR, Saad A. Critical care nurses’ perspectives towards family pres-
ence during resuscitation. J Clin Case Stud Rev Rep 2019;1(1):1-29. doi:10.47363/
JMHC/2019(1)101.

Gomes BD, Dowd OP, Sethares KA. Attitudes of community hospital critical care
nurses toward family-witnessed resuscitation. Am J Crit Care 2019;28(2):142-8.
doi:10.4037/ajcc2019162.

Magowan E, Melby V. A survey of Emergency Department staff’s opinions and ex-
periences of family presence during invasive procedures and resuscitation. Emerg
Nurse 2019;27(3):13-19. doi:10.7748/en.2019.e1908.

Alzawaidah MJ, Al-Amer R, Amro AJ, Alkafri SF, Al-Hussami M, Alhurani A.
Emergency room nurses’ attitudes toward family presence during resuscitation: a
cross-sectional study. Hosp Top 2022;101(4):1-8. doi:10.1080,/00185868.2022.
2038749.


https://doi.org/10.1111/jocn.14649
https://doi.org/10.1016/j.ienj.2018.05.009
https://doi.org/10.1016/j.jen.2015.08.018
https://doi.org/10.1136/medethics-2016-103881
https://doi.org/10.1097/DCC.0000000000000218
http://refhub.elsevier.com/S2667-100X(24)00124-5/sbref0006
https://doi.org/10.1111/jan.13046
https://doi.org/10.1016/j.tacc.2017.06.001
https://doi.org/10.1371/journal.pone.0156100
https://fisherpub.sjf.edu/nursing_etd_masters/36
https://doi.org/10.1097/JTN.0000000000000271
https://doi.org/10.1007/s00134-014-3396-3
https://doi.org/10.1186/s40560-015-0107-2
https://doi.org/10.7326/m18-0850
http://refhub.elsevier.com/S2667-100X(24)00124-5/sbref0015
http://refhub.elsevier.com/S2667-100X(24)00124-5/sbref0016
https://merst.ca/wp-content/uploads/2018/02/qualilty-assessment-dictionary_2017.pdf
https://doi.org/10.4037/ajcc2014484
https://doi.org/10.4997/JRCPE.2010.102
https://doi.org/10.4037/ajcc2007.16.3.270
https://doi.org/10.4037/ccn2007.27.1.52
https://www.ipfcc.org/bestpractices/Family-Presence-04-2010.pdf
http://refhub.elsevier.com/S2667-100X(24)00124-5/sbref0023
http://refhub.elsevier.com/S2667-100X(24)00124-5/sbref0024
http://refhub.elsevier.com/S2667-100X(24)00124-5/sbref0025
https://doi.org/10.1111/j.1478-5153.2011.00479.x
https://doi.org/10.1016/j.ijnurstu.2005.11.023
https://doi.org/10.1016/j.ienj.2017.05.001
https://doi.org/10.1016/j.resuscitation.2005.12.012
https://doi.org/10.5603/KP.2018.0101
https://doi.org/10.1016/j.aprim.2017.12.002
https://doi.org/10.1016/j.aenj.2005.10.003
https://doi.org/10.1089/jpm.2010.9743
https://doi.org/10.1056/NEJMoa1203366
https://doi.org/10.2307/3521954
https://doi.org/10.1097/CCM.0b013e3181a00818
https://doi.org/10.1177/00469580221080036
http://refhub.elsevier.com/S2667-100X(24)00124-5/sbref0038
https://doi.org/10.1016/j.annemergmed.2008.10.002
https://doi.org/10.1067/mem.2002.124899
https://doi.org/10.1056/NEJMsa050196
https://doi.org/10.1111/j.1365-2648.2008.04725.x
http://hdl.handle.net/20.500.12648/6679
https://doi.org/10.1016/j.ienj.2013.07.001
https://doi.org/10.1097/01.NURSE.0000268774.48955.9a
https://doi.org/10.1111/j.1478-5153.2010.00405.x
https://doi.org/10.1186/s12873-020-00365-4
https://doi.org/10.1097/dcc.0000000000000297
https://doi.org/10.1111/jocn.12875
https://doi.org/10.1111/j.1365-2702.2009.02826.x
https://doi.org/10.47363/JMHC/2019(1)101
https://doi.org/10.4037/ajcc2019162
https://doi.org/10.7748/en.2019.e1908
https://doi.org/10.1080/00185868.2022.penalty -@M 2038749

H. Abualruz, M.A.A. Sabra, E.H. Othman et al.

[55]

[56]

[57]

[58]

[59]

Atabaki P, Mehryar HR, Aghazadeh J, Zeinali M, Hasani L, Nouri GH. Evaluation of
attitude of doctors and nurses of emergency department toward presence of patients’
relatives during cardiopulmonary resuscitation in selected emergency department
centers in Urmia. Iran. J Anal Res Clin Med 2018;6(3):115-20. doi:10.15171/jarcm.
2018.018.

Hosseini Marznaki Z, Karkhah S, Mohammadian Amiri M, Kéllmen H, Moradi A,
Najjarboura M. Attitudes of emergency nurses and patients’ family members to-
wards the presence of family members during cardiopulmonary resuscitation;
a cross-sectional study. Arch Acad Emerg Med 2022;10(1):e73. doi:10.22037/aaem.
v10i1.1679.

Hayajneh FA. Jordanian professional nurses’ attitudes and experiences of having
family members present during cardiopulmonary resuscitation of adult patients. Crit
Care Nurs Q 2013;36(2):218-27. doi:10.1097/CNQ.0b013e31828414c0.

Fulbrook P, Latour JM, Albarran JW. Paediatric critical care nurses’ attitudes
and experiences of parental presence during cardiopulmonary resuscitation: a
European survey. Int J Nurs Stud 2007;44(7):1238-49. doi:10.1016/j.ijnurstu.2006.
05.006.

Holzhauser K, Finucane J. Part B: a survey of staff attitudes immediately post-
resuscitation to family presence during resuscitation. Australas Emerg Nurs J
2008;11(3):114-22. doi:10.1016/j.aenj.2008.05.002.

210

[60]

[61]

[62]

[63]
[64]

[65]

[66]

[67]

Journal of Intensive Medicine 5 (2025) 202-210

Bush RN, Woodley L. Increasing nurses’ knowledge of and self-confidence with
family presence during pediatric resuscitation. Crit Care Nurse 2022;42(4):27-37.
doi:10.4037/ccn2022898.

Joyner BL Jr. Does family presence in the trauma bay help or hinder care? AMA J
Ethics 2018;20(5):507-12. doi:10.1001/journalofethics.2018.20.5.sect1-1805.
Madden E, Condon C. Emergency nurses’ current practices and understanding of
family presence during CPR. J Emerg Nurs 2007;33(5):433-40. doi:10.1016/j.jen.
2007.06.024.

Agard M. Creating advocates for family presence during resuscitation. MedSurg Nurs
2008;17(3):155-60.

York NL. Implementing a family presence protocol option. Dimens Crit Care Nurs
2004;23(2):84-8. doi:10.1097/00003465-200403000-00007.

Davidson JE, Buenavista R, Hobbs K, Kracht K. Identifying factors inhibiting or en-
hancing family presence during resuscitation in the emergency department. Adv
Emerg Nurs J 2011;33(4):336-43. doi:10.1097/TME.0b013e318234e6a0.

Leung N, Chow S. Attitudes of healthcare staff and patients’ family members to-
wards family presence during resuscitation in adult critical care units. J Clin Nurs
2012;21(13-14):2083-93. doi:10.1111/§.1365-2702.2011.04013.x.

Breach J. Exploring the implementation of family-witnessed resuscitation. Nurs
Stand 2018;33(1):76-81. doi:10.7748/15.2018.e11003.


https://doi.org/10.15171/jarcm.2018.018
https://doi.org/10.22037/aaem.v10i1.1679
https://doi.org/10.1097/CNQ.0b013e31828414c0
https://doi.org/10.1016/j.ijnurstu.2006.05.006
https://doi.org/10.1016/j.aenj.2008.05.002
https://doi.org/10.4037/ccn2022898
https://doi.org/10.1001/journalofethics.2018.20.5.sect1-1805
https://doi.org/10.1016/j.jen.2007.06.024
http://refhub.elsevier.com/S2667-100X(24)00124-5/sbref0063
https://doi.org/10.1097/00003465-200403000-00007
https://doi.org/10.1097/TME.0b013e318234e6a0
https://doi.org/10.1111/j.1365-2702.2011.04013.x
https://doi.org/10.7748/ns.2018.e11003

	Is it beneficial to allow the patient’s family to attend cardiac resuscitation: Different cultural perspectives? A scoping review
	Introduction
	Methods
	Protocol and registration
	Search strategy and information source
	Eligibility criteria
	Study selection
	Data charting process and data items
	Critical appraisal of individual studies
	Synthesis of results

	Results
	Study selection and characteristics
	Critical appraisal within studies
	Assess the quantity and quality of literature on HCPs and cultural perspectives toward FPDR
	HCPs’ perspectives toward FPDR
	Cultural perspectives of FPDR

	Identify the available evidence-based practices that support or oppose FPDR
	Evidence-based practices that support FPDR
	Evidence-based practices that oppose FPDR

	Provide an overview of the study’s outcomes, including effects on the right decision in FPDR

	Discussion
	Study implications for practice, education, and administration
	Limitations of the study

	Conclusion
	CRediT Authorship Contribution Statement
	Acknowledgments
	Funding
	Ethics Statement
	Conflict of Interest
	Data Availability
	Supplementary Materials
	References


