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Inconsistencies abound in the literature regarding staff attitudes and perceptions toward family-witnessed resuscitation. Our study
builds on previous research by using a validated tool to investigate emergency department staff perceptions of family-witnessed
resuscitation. A cross-sectional survey was distributed to 221 emergency department doctors’ and nurses’. We found few differences
between doctors and nurses perceptions toward family-witnessed resuscitation. Both nurses and doctors who held a specialty
certification, who were more highly qualified, who had more experience with family presence during resuscitation, and who had
a personal preference for having family members present during their own resuscitation perceived more benefits and fewer risks,
as well as more confidence in their ability to manage these events. However, nurses more than doctors want patients to provide
advanced directives for family presence. The findings will enable clinicians, educators, and hospital management to provide better
support to all stakeholders through these events.

1. Introduction and Background

The inclusion of family members during resuscitation efforts
in the emergency department (ED) is supported by many
authors and professional bodies [1–5]. The literature has
highlighted that friends and family play a significant role
in the well-being of patients in the ED [6]. However,
debate continues as to the effectiveness of family-witnessed
Resuscitation (FWR) for staff, family, and most importantly
the patient [7–11]. Resuscitation can be defined as “to revive
from apparent death or unconsciousness” [12, p. 1], and
studies from the United Kingdom (UK) and the United States
of America (USA) have shown that only between 10 and
32 per cent of these interventions are successful [12–16].
Therefore, it would appear that although some resuscitation
efforts are successful, many more fail. Staff experiences
of these unsuccessful interventions could be compounded
during FWR when a patient’s loved one is present [17], and
this may be one reason clinicians are reluctant to invite family
into the resuscitation.

In addition to the negative impact of failed resuscitation,
the literature has highlighted several other factors that act
as barriers to inviting family members to be present during
the resuscitation process. These include concern about the
possible negative emotional effect on family members, family
behaviour, lack of a nominated staff member to support
family, increased stress for staff, the risk of litigation, an
overcrowded resuscitation room, resuscitation being stopped
too soon or continued longer than necessary, and staff
appearing uncaring [14, 18–20]. As a result of these beliefs
staff may have anxieties related to FWR and view the practice
negatively.

Attitudes, beliefs, and knowledge of staff have been
shown to be the most significant reasons families are not
invited to be present during the resuscitation of their loved
one [14, 21]. Families want the option to be present [14],
and the literature has shown that those families who have
been involved in FWR found it a positive experience for
themselves and their relative [22–24]. Understanding staff
perceptions of FWR is critical to the successful development
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and implementation of effective policy and guidelines to
support FWR in the ED. In addition, this information will
provide hospital management, clinicians, and educators with
information to design effective education and training to
support all stakeholders including family and patients.

There is inconsistency in the findings of research explor-
ing staff perceptions toward FWR [25–28]. For example,
research has found that doctors more than nurses considered
that the family could interfere with treatment and that staff
performance might be inhibited [25]. In contrast, a study by
Lam et al. [28] found no differences between the attitudes
of doctors and nurses working in a paediatric department
toward FWR. These variations in study findings could be
related to the use of a range of methodologies and the collec-
tion of data in different geographical and clinical settings. For
example, studies have been conducted in the USA [7, 24, 29–
31], the UK [25, 27, 32], China [28], and Turkey [26]. Partic-
ipants have worked in paediatric [28–30] adult [33], mixed
adult and paediatric [32], and unknown [26, 31] settings.
Data have been collected from staff working in the ED only
[24, 31], several EDs [32], ED and other areas [7, 26], ICU
[27], a cardiac arrest team [25], and staff attending con-
ferences [29, 30]. Data were collected using tools that were
validated [7, 24, 29, 31] and nonvalidated [25–28, 30, 32].

As a result of these differences, few meaningful com-
parisons between the perceptions of nursing and medical
staff toward FWR can be made. This current study builds
on previous research by using a validated instrument to
describe and compare the perceptions of nursing and
medical staff working in the ED of a nonteaching hospital
in Western Australia that caters for both paediatric and adult
admissions. Understanding staff perceptions and identifying
differences in perceptions of self-confidence, risks, benefits,
and personal preferences toward FWR may highlight the
reasons practitioners choose to invite family presence into
the resuscitation of their loved one. This information will
provide administrators, educators, and clinicians with a
deeper understanding of factors that influence the decision-
making processes regarding FWR and highlight areas where
policy and educational interventions could strengthen the
supportive role for families in ED.

2. Method

An anonymous, self-administered questionnaire was mailed
to all nursing and medical staff working in the ED (n =
221) to assess their perceptions of FWR. Perceptions of self-
confidence, risks, and benefits were assessed using locally
validated versions of Twibell et al.’s [11] instruments, the
20-item family presence risk-benefit scale (R-BS) and the
16-item family presence self-confidence scale (S-CS) [34].
Permission to use the original questionnaire was requested
and granted from the original authors. The content, factor
structure, and performance of the scales in this sample are
described elsewhere [34].

The questionnaire collected basic sociodemographic data
including age, gender, ethnicity, role (nurse or doctor), high-
est educational qualification completed, years of experience,
presence of clinical specialty certification, and professional

organisation membership. As reported by Twibell et al. [11],
participants were also asked to report how many times they
had invited family members to be present during resuscita-
tion, whether they would want their family members to be
present if they were a patient and being resuscitated, whether
they had ever been present during the resuscitation of one
of their family members, who is the best person to make
the decision about family presence during resuscitation, and
whether the decision about family presence should be part of
an advanced directive authorized by the patient.

Validated versions of two published scales, the R-BS and
the S-CS [11], were used to evaluate staff perceptions of their
self-confidence with, and the risks and benefits of, family-
witnessed resuscitation [34]. The R-BS requires participants
to rate their agreement with 20 items using a five-point Likert
scale which ranged from strongly disagree (1) to strongly
agree (5), with a higher score indicating a greater level of
perceived benefit of family-witnessed resuscitation. The S-
CS requires participants to rate their agreement with 16
items using a five-point Likert scale, which ranged from
not at all confident (1) to very confident (5), with a higher
score indicating a greater level of self-confidence in managing
family-witnessed resuscitation.

Two open-ended items were included at the end of the
questionnaire to provide more in-depth data on participant’s
perceptions of FWR. The two open-ended items were
“the main reason I would invite family members into a
resuscitation is” and “the main reason I would not invite
a family member into a resuscitation is.” Participants were
sent a letter containing an information sheet, invitation to
participate, and self-administered questionnaire along with
preaddressed envelope. Consent was implied on return of the
questionnaire. Ethics approval for the study was gained from
the human research ethics committees of the university and
the hospital.

3. Data Analysis

Risk-benefit scale scores were calculated by averaging scale
scores across the 20 risk-benefit questions after reverse scor-
ing the negatively worded items (item numbers 2, 3, 7, 11,
and 12), and S-CS scores were calculated by averaging scale
scores across the 16 self-confidence questions. No S-CS items
required reverse scoring, and scale scores were excluded from
the analysis when there was more than 1 missing response.

Due to the small sample of doctors obtained, and the
skewed distribution of scale scores, differences between scale
scores according to sociodemographic and staff character-
istics among doctors and nurses were examined using the
Mann-Whitney U test. The significance of all comparisons
was also examined using the t-test, and no differences in
conclusions based on significance level were found. Mann-
Whitney U test results are reported for all comparisons.
The chi square test of independence was used to test for
associations between categorical variables, with Fisher’s exact
test results reported where the minimum expected cell count
was less than 10. Spearman’s rank correlation coefficients
were also used to describe correlations between variables.
Responses to the open ended questions were read line by
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Table 1: Sample sociodemographic characteristics, experience with FWR, and perceptions of FWR by role.

Characteristic
Nurses (n = 77)

% (n)
Doctors (n = 25)

% (n)
P

Age

18–39 48.1 (37) 72.0 (18) 0.04

40 years or more 51.9 (40) 28.0 (7)

Gender <0.001∧

Female 89.3 (67) 28.0 (7)

Male 10.7(8) 72.0 (18)

Highest qualification 0.056∧

Bachelor or less 70.1 (47) 48.0 (12)

Postgraduate qualification 29.9 (20) 52.0 (13)

Specialty certificate 0.14

Yes 35.1 (26) 54.5 (12)

No 64.9 (48) 45.5 (10)

Years in current role 0.61

Up to 5 42.1 (32) 48.0 (12)

6 or more 57.9 (44) 52.0 (13)

Member of a professional body 0.005∧

Yes 61.4 (43) 91.7 (22)

No 38.6 (27) 8.3 (2)

Times invited family presence 0.07

Never 56.6 (43) 36.0 (9)

Ever 43.4 (33) 64.0 (16)

Best person to decide 0.22∧

Patient or family 63.8 (44) 47.8 (11)

Nurse or physician 36.2 (25) 52.2 (12)

Been present for own family 0.45∧

Yes 10.5 (8) 4.0 (1)

No 89.5 (68) 96.0 (24)

Want own family present 0.26

Yes 56.9 (41) 44.0 (11)

No 43.1 (31) 56.0 (14)

Part of advanced directive 0.040

Yes 75.0 (54) 50.0 (12)

No 25.0 (18) 50.0 (12)
∧

Fisher’s exact test P-value reported.

line and significant words and phrases identified and coded
based on the major thrust or intent of each response [35].

4. Results

Completed questionnaires were returned by 114 nurses and
doctors, giving a response rate of 51.6%. Missing data on staff
role (nurse or doctor) for 12 respondents resulted in only
102 respondents being included in the analysis. Selected staff
sociodemographic characteristics, beliefs, and experiences
are summarized by role in Table 1. Compared with nurses,
doctors were significantly more likely to be male, aged less
than 40 years, and a member of a professional organization
and to believe that the decision about family presence should

not be a part of an advanced directive authorized by the
patient.

4.1. Perceptions of Risks and Benefits. Differences in R-BS
scores according to staff characteristics and beliefs are pre-
sented for both doctors and nurses in Table 2. These results
show that among both doctors and nurses, staff who held
a specialty certification, who were more highly qualified,
who reported a greater level of experience in inviting family
members to be present during resuscitation, and who had
a personal preference for having their own family members
present during their own resuscitation were significantly
more likely to perceive more benefits and fewer risks associ-
ated with FWR. However, we found only among doctors that



4 ISRN Emergency Medicine

Table 2: Differences in the perceptions of risks and benefits of FWR according to staff characteristics, beliefs, and experiences among doctors
and nurses.

Characteristic
Doctors

n
Doctors

Mean (sd)
P

Nurses
n

Nurses
Mean (sd)

P

Age 0.24 0.42

18–39 years 18 3.01 (.78) 35 3.30 (0.68)

>39 years 7 3.41 (.67) 37 3.49 (0.66)

Gender 0.20 0.66

Female 7 2.76 (0.75) 64 3.40 (0.70)

Male 18 3.26 (0.74) 6 3.53 (0.25)

Ethnicity 0.98 0.71

Caucasian 18 3.10 (0.69) 67 3.40 (0.68)

Other 7 3.17 (0.98) 4 3.53 (0.37)

Highest qualification 0.03 0.01

Bachelor or less
Postgraduate

12
13

2.75 (0.67)
3.47 (0.69)

44
20

3.29 (0.61)
3.73 (0.78)

Years in current role 0.008 0.88

<6 12 2.67 (0.64) 31 3.44 (0.63)

6+ 13 3.54 (0.62) 40 3.39 (0.70)

Level of employment† 0.002 0.16

Junior 8 2.48 (0.38) 54 3.31 (0.67)

Senior 17 3.43 (0.70) 17 3.66 (0.62)

Specialty certificate 0.001 0.01

Yes 12 3.75 (0.30) 26 3.66 (0.58)

No 10 2.57 (0.62) 44 3.22 (0.66)

Member of a professional body 0.15 0.97

Yes 22 3.23 (0.75) 41 3.45 (0.62)

No 2 2.40 (0.14) 26 3.40 (0.74)

Times invited family presence <0.001 <0.001

Never 9 2.43 (0.40) 39 3.09 (0.66)

Ever 16 3.51 (0.63) 32 3.77 (0.49)

Want own family present <0.001 <0.001

Yes 11 3.82 (0.30) 40 3.75 (0.40)

No 14 2.57 (0.51 27 2.85 (0.66)

Been present for own family — 0.37

Yes 1 2.35– 8 3.66 (0.58)

No 24 3.15 (0.76) 63 3.37 (0.68)

Part of advanced directive 0.24 0.41

Yes 12 3.28 (0.66) 52 3.45 (0.61)

No 12 2.88 (0.79) 16 3.18 (0.84)

Best person to decide 0.29 0.01

Patient or family 11 3.37 (0.80) 43 3.57 (0.68)

Nurse or physician 12 3.01 (0.72) 22 3.13 (0.64)
∗

Mann-Whitney U test
sd: standard deviation
Higher risk-benefit scale scores indicate perceptions of more benefits and fewer risks
†Level of employment: Junior: level 1 nurses and resident medical staff

Senior: level 2 and 3 nurses, registrars, and consultant medical staff
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more senior staff and staff who reported a greater duration
of experience in their role were significantly more likely to
perceive more benefits and fewer risks associated with FWR.

The small number of doctors surveyed limited the
comparison of differences in perceived benefits and risks of
FWR by staff characteristics and beliefs, and in particular
the comparison of perceived benefits and risks according
to professional membership and previous experience with
FWR. Both nurses and doctors who believed that patients or
family members were the best ones to decide about family
presence during resuscitation perceived more benefits and
fewer risks associated with FWR compared with staff who
believed that nurses or doctors were the best ones to decide;
however, these perceptions of risks and benefits differed
significantly only among nurses.

4.2. Perceptions of Self-Confidence. Differences in S-CS scores
according to staff characteristics and beliefs are presented for
both doctors and nurses in Table 3. These results show that
among both doctors and nurses, staff who held a specialty
certification, who were more senior, who reported a greater
duration of experience in their role, and who reported a
greater level of experience in inviting family members to be
present during resuscitation were significantly more likely
to perceive more self-confidence in their ability to manage
FWR. Also, although the findings among doctors were
nonsignificant, due to the small sample size, observed trends
suggest that both nurses and doctors who were more highly
qualified, who believed that patients or family members
were the best ones to decide about family presence during
resuscitation, and those who had a personal preference for
having their own family members present during their own
resuscitation perceived more self-confidence in their ability
to manage FWR. We found only among nurses that older
staff were significantly more likely to perceive greater self-
confidence in their ability to manage FWR.

Nurses who had ever been present during the resuscita-
tion of one of their family members reported significantly
greater self-confidence compared with nurses who had not
been present during the resuscitation of one of their family
members. The small number of doctors who had ever
been present during the resuscitation of one of their family
members prevented the analysis of differences according to
personal experience with FWR.

4.3. Correlations among Perceptions. There was a significant
positive correlation between perceptions of more benefits
and fewer risks and more self-confidence in the ability to
manage family presence during resuscitation among both
nurses (r = 0.41, P < 0.001) and doctors (r = 0.66,
P < 0.001). Perceptions that family presence was a right of
patients were strongly positively correlated with perceptions
of more benefits and fewer risks among both nurses (r =
0.66, P < 0.001) and doctors (r = 0.77, P < 0.001), and
perceptions of self-confidence in the ability to manage family
presence during resuscitation among both nurses (r = 0.35,
P = 0.002) and doctors (r = 0.62, P = 0.001). Perceptions
that family members should be given the option to be present

during resuscitation were also strongly positively correlated
with perceptions of more benefits and fewer risks among
both nurses (r = 0.62, P < 0.001) and doctors (r = 0.84,
P < 0.001).

4.4. Reasons Staff Would and Would not Invite Family
Presence during Resuscitation. Participants provided detailed
qualitative responses to describe the reasons they would or
would not invite FWR. These reasons are summarised by
occupation and frequency in Table 4. The main reasons staff
would invite family presence were because they considered
that it assisted with the grieving process and that it enabled
family to see that all efforts had been made and when it was
a family option to be included. Alternatively, staff would not
invite family presence if their behaviour was considered to
be unacceptable, because of limited space in the resuscitation
area, when it was against family wishes, or when there was
inadequate support for family members.

5. Discussion

Previous studies have been conducted to investigate the
opinions of doctors and nurses toward FWR [25–28].
However, due to the differences in the design of these studies,
the instruments used and variations in perceptions by clinical
and cultural context, the comparison of study findings and
identification of implication of policy and practice have
been problematic. We compared the opinions of doctors and
nurses toward FWR using scales that have been shown to
be valid in different geographical location and with different
populations [11, 34]. Our study was the first to compare
perceptions of the risks, benefits, and self-confidence to
manage FWR between nursing and medical staff using the
R-BS and S-CS.

Allowing for the small number of doctors surveyed, we
found few differences between the professions regarding their
perceptions of FWR. Both doctors and nurses who held a
specialty certification, who were highly qualified, who had
more experience with family presence during resuscitation,
and who had a personal preference for having family
members present during their own resuscitation perceived
more benefits and fewer risks as well as more confidence in
their ability to manage these events.

Holding a specialty certification and level of education
have previously been shown to be significantly associated
with more positive perceptions of FWR. An American study
[11] conducted to explore nurses’ perceptions of family
presence during resuscitation found that certificated nurses
and registered nurses perceived more benefits and fewer
risks, as well as more confidence in their ability to manage
FWR compared to other nurses who were not certificated
or registered. Our findings also provide evidence of these
associations with specialty certification and educational level
among doctors. The literature has highlighted that health
professionals who lack education and experience in FWR
tend to hold more negative attitudes toward the practice [36].

Similarly, the reported association between increased
experience with FWR and perception of more benefits and
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Table 3: Differences in the perceptions of self-confidence in managing FWR according to staff characteristics, beliefs, and experiences among
doctors and nurses.

Characteristic
Doctors

n
Doctors

Mean (sd)
P

Nurses
n

Nurses
Mean (sd)

P

Age 0.30 0. 003

18–39 years 18 3.88 (0.65) 35 3.47 (0.89)

>39 years 7 4.21 (0.51) 40 4.10 (0.77)

Gender 0.79 0.86

Female 7 4.00 (0.65) 67 3.83 (0.91)

Male 18 3.95 (0.63) 6 3.77 (0.53)

Ethnicity 0.53 0.22

Caucasian 18 4.05 (0.56) 69 3.84 (0.87)

Other 7 3.75 (0.75) 5 3.30 (1.09)

Highest qualification 0.09 0.02

Bachelor or less 12 3.72 (0.69) 46 3.68 (0.70)

Postgraduate 13 4.19 (0.46) 20 4.26 (1.06)

Years in current role 0.02 0.02

<6 12 3.67 (0.71) 32 3.53 (0.97)

6+ 13 4.24 (0.37) 42 4.05 (0.72)

Level of employment † 0.04 <0.001

Junior 8 3.59 (0.66) 57 3.54 (0.83)

Senior 17 4.15 (0.53) 17 4.64 (0.37)

Specialty certificate 0.025 <0.001

Yes 12 4.23 (0.44) 26 4.41 (0.58)

No 10 3.61 (0.66) 44 3.47 (0.82)

Member of professional
organisation

0.46 0.24

Yes 22 4.00 (0.60) 42 3.97 (0.89)

No 2 3.47 (1.10) 27 3.78(0.77)

Times of invited family presence 0.01 <0.001

Never 9 3.53 (0.53) 42 3.37 (0.84)

Ever 16 4.21 (0.54) 32 4.37 (0.57)

Want own family present 0.13 0.03

Yes 11 4.22 (0.45) 40 3.99 (0.81)

No 14 3.77 (0.68) 30 3.51 (0.94)

Been present for own family — 0.01

Yes 1 3.44 (-) 8 4.50 (0.53)

No 24 3.99 (0.62) 66 3.72 (0.89)

Part of advanced directive 0.29 0.44

Yes 12 4.05 (0.56) 53 3.86 (0.88)

No 12 3.83 (0.68) 17 3.63 (0.90)

Best person to decide 0.06 0.03

Patient or family 11 4.18 (0.62) 44 3.99 (0.89)

Nurse or physician 12 3.81 (0.45) 25 3.55 (0.83)
∗

Mann-Whitney U test
sd: standard deviation
Higher self-confidence scale scores indicate greater perceptions of self-confidence
†Level of employment: Junior: level 1 nurses and resident medical staff

Senior: level 2 and 3 nurses, registrars, and consultant medical staff.
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Table 4: Summary of reasons staff would or would not invite family presence by occupation and frequency of response.

Reasons for
Doctors

(n)
Nurses

(n)
Reasons why not

Doctors
(n)

Nurses
(n)

Assist with grieving process 9 30
Unacceptable behavior

from family
8 29

See all efforts have been made 6 30 Against family wishes 5 8

Family option 5 23 Inadequate support 4 9

When patient is a child 1 10 Against patient wishes 1 8

Patient choice 3 5
Disruption to resuscitation

process
4 3

Help make the decision (to stop
resuscitation)

0 3 No benefit 3 2

Provide medical history 0 3 Team being uncomfortable 2 3

Acceptable behaviour (family) 1 2 Limited space 2 2

Past negative experience 1 3

When relative is a child 2 1

Aged person 1 2

Feel pressure to continue
resuscitation

1 2

Performance being
scrutinized

0 2

fewer risks and more confidence in their ability to manage
these events among nurses [11] was also found among
the nurses and doctors in our study. Our findings of the
association between perceptions of FWR and personal pref-
erence for having family members present during their own
resuscitation among both doctors and nurses demonstrate
the relevance of personal preferences to clinical decision
making of staff related to FWR. These findings may also
reflect the current lack of formal education, policy, and
strategies to guide staff practices related to FWR in the study
hospital [18, 34].

We found three main areas of difference in perceptions
of FWR among doctors and nurses in our study. Nurses
were more likely than doctors to want patients to provide
an advanced directive before inviting FWR. An advance
directive can be defined as “any expression of a person’s
thoughts, wishes, or preferences for his or her end-of-life
care”. Advance directives can be based on conversations,
written directives, living wills, or durable powers of attorney
for health care” [37]. It may be that the nurses, more than
the doctors, in our study lacked confidence and authority
to decide to invite family presence into the resuscitation. As
a consequence they may have considered that an advanced
directive would relieve them of this responsibility. Our
finding may also be related to the perception among nurses
in this study that decisions about FWR were best made by
patients and family members. This could demonstrate the
ED nurses’s commitment to patient- or family-centered care
where the responsibility of deciding to be present during
a loved one’s resuscitation is moved from the nurse to the
patient and family [19, 34]. Further research is required to
provide an in-depth exploration of the reasons why nurses
might consider advanced directives to be more desirable than
doctors.

More senior and more experienced clinicians, both doc-
tors and nurses, reported greater self-confidence to manage
FWR. However, only older nurses perceived increased self-
confidence to manage FWR when compared with their
younger colleagues. More senior staff were more confident
in their ability to manage the event and communicate with
family throughout the resuscitation. This finding differs from
Twibell et al. [11] who did not find a relationship between
experience or age and perceptions toward FWR among
nurses. However, consistent with Twibell et al. [11], we found
the perceptions of risks and benefits of FWR only differed
significantly by seniority and experience among doctors.
These differences found between the professions may be
associated with the allocation of roles and responsibilities
between doctors and nurses during FWR and the different
ways these are enacted between more junior and more senior
staff.

The literature has shown that medical staff, especially
if they are junior, hold negative attitudes toward FWR
compared to other health professionals, and this finding
may be related to their inexperience and lack of confidence
[7, 8, 24, 25, 30]. However, in an American study conducted
by Duran et al. [7] to explore health care providers, families
and patients’ attitudes and beliefs about FWR the authors
found that the more junior doctors in their study were
more positive toward FWR than senior doctors. The authors
contend that these differences could be due to training
hospitals now involving families in their loved one’s care.
Offering health care professionals education on issues related
to FWR has been shown to promote a more positive attitude
towards FWR [8]. However, there appears to be a lack of
consensus in the literature as to the impact seniority and
experience has on perceptions of FWR, and further empirical
research is needed to investigate these effects.
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Unlike Twibell and colleagues [11], we did not find that
belonging to a professional organization was associated with
significantly different perceptions regarding the risks and
benefits of FWR. This finding may be because we only sur-
veyed staff working in the ED where resuscitations frequently
occur [38]. In addition, more than 60% of nurses and 90%
of doctors reported belonging to a professional organization
such as the College of Emergency Nursing Australia (CENA)
or Australian College of Emergency Medicine (ACEM). Both
bodies advocate for family presence during resuscitation,
especially for children [39], and, as a result, staff may be more
aware of the benefits of FWR.

The literature has highlighted that in the main nurses
more than doctors support the concept of FWR [7, 24, 30,
40]. This may be because there are few studies which focus
on doctors’ perceptions of FWR as compared to those of
nurses. In addition, much of the research has been conducted
in different locations or settings and on occasion using tools
that have not been validated. In order to promote meaningful
comparisons of perceptions of FWR between studies and a
more comprehensive understanding of FWR, future research
should use valid, standardized instruments.

The qualitative findings in this current study were
consistent with previous research [10, 14, 18, 26, 32, 41, 42]
and demonstrated that participants considered that family
presence assisted with the grieving process, provided family
members with the opportunity to see all the efforts that had
been made to save their relation, enabled family members to
provide a medical history to staff, and provided closure if the
FWR was not successful.

On the other hand, similar to our study, other authors
have also identified reasons why staff are reluctant to
invite family presence. These reasons include that they are
concerned that the family will behave inappropriately, that
the family would not want to witness the resuscitation, that
there is lack of space in the resuscitation area, and that there
was no one available or allocated as a support person for the
family [31]. Health professionals continue to hold concerns
that family will disrupt the resuscitation effort and cause
stress to the team. However, these concerns have been shown
to be unwarranted [23, 31, 43].

Staff continue to hold inconsistent views as to the benefits
and or risks of FWR. Similar to our study previous research
has been retrospective in design and aimed to evaluate staff
opinion on the subject [28, 29, 40]. Few have included
the perceptions of family and relatives [7, 25, 27, 31]. In
order to gain a holistic view of the benefits and risks of
inviting family presence into the resuscitation event from
the perspective of all stakeholders, it is essential that future
studies include all staff associated with the resuscitation,
family members, and patients where possible. To ensure
that health care professionals are providing evidence-based
care, it is important to examine the impact of FWR over
time on those patients who survive and the family members
of patients who have and have not survived. The findings
from these studies will enable clinicians, educators, and
hospital administrators to ensure that they are providing
practices that are evidence based and beneficial to all
stakeholders.

6. Limitations

Major limitations of this study include the use of a con-
venience sample which limits the generalizability of our
findings and the use of a cross-sectional design which
limits inferences about causality. Although all ED staff at
the hospital were invited to participate in this study, the
small sample of doctors limited our ability to identify
significant differences in perceptions between doctors and
nurses. Studies of larger departments or the recruitment of
doctors across multiple departments is required to provide
more information on differences in these areas. Longitudinal
studies and intervention studies that include patient and
family member perspectives are required to understand the
determinants of clinical decision making associated with
FWR and evaluate policy, education, and support strategies
to improve the implementation of FWR in the ED.

7. Conclusion

The study was the first to explore the perceptions of
Australian ED nurses’ and doctors’ self-confidence in man-
aging and the risks and benefits of FWR using a validated
instrument. These perceptions are significant, and an under-
standing of the factors associated with positive perceptions of
FWR and the existence of differences in perceptions between
doctors and nurses is essential to enable clinicians, educators
and hospital administrators to develop policy, procedures
and education sessions in order to better support families
in crisis within the ED setting. Our findings suggest that
policy is required to provide staff with improved guidance
on the use of FWR. In addition, educational intervention
and support are required to improve staff knowledge and to
enable the development of practical skills and experience in
FWR. An understanding of factors that influence perceptions
toward FWR is critical to the design of effective interventions
strategies. Our results indicate that few differences exist in
the perceptions of nurses and doctors, and as such, few
profession-specific influences need to be considered in the
design of interventions to support FWR in the ED.

References

[1] S. E. Krug, T. Bojko, J. A. Fein et al., “Joint policy statement—
guidelines for care of children in the emergency department,”
Pediatrics, vol. 124, no. 4, pp. 1233–1243, 2009.

[2] J. E. Davidson, K. Powers, K. M. Hedayat et al., “Clinical
practice guidelines for support of the family in the patient-
centered intensive care unit: American College of Critical Care
Medicine Task Force 2004-2005,” Critical Care Medicine, vol.
35, no. 2, pp. 605–622, 2007.

[3] Emergency Nurses Association, “Emergency Nurses Associa-
tion position statement. Family presence at the bedside
during invasive procedures and cardiopulmonary resuscita-
tion,” 2011, http://www.ena.org/SiteCollectionDocuments/
Position%20Statements/FamilyPresence.pdf.

[4] P. Fulbrook, J. Latour, J. Albarran et al., “The presence of
family members during cardiopulmonary resuscitation: Euro-
pean Federation of Critical Care Nursing Associations, Euro-
pean Society of Paediatric and Neonatal Intensive Care and



ISRN Emergency Medicine 9

European Society of Cardiology Council on Cardiovascular
Nursing and Allied Professions joint position statement,”
Connect: The World of Critical Care Nursing, vol. 15, pp. 86–
88, 2007.

[5] P. Moons and T. M. Norekvål, “European nursing organiza-
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