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a b s t r a c t 

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 

guidelines supporting FPDR by international organizations, no conclusive position guides clinicians in making a 

decision. A scoping review was conducted to discuss the different healthcare professionals (HCPs) and cultural 

perspectives toward family presence during CPR is conducted. 

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. 

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. 
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Cardiopulmonary resuscitation (CPR) can be a distressing

ssue for cardiac arrest patients and their families, and both

ealthcare professionals (HCPs) and patients’ families have to

eal with all of the distress.[ 1 ] During these stressful moments,

CPs must decide whether to let the patient’s family remain and

bserve the frantic activity or ask them to leave the working area
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mmediately.[ 2 ] This debate remains unsolved in contemporary

ractice. 

Despite the plethora of literature about CPR and family

resence, the practice of family presence during resuscitation

FPDR) varies among HCPs, patients’ and families’ preferences,

nd across cultures.[ 3 ] Therefore, this study aims to put for-

ard the available evidence regarding FPDR as introduced by

atients’, families’, and HCPs’ experiences considering different
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ultural perspectives and to come up with a more favorable de-

ision based on the current literature about this dilemma. 

HCPs vary in their experiences and viewpoints toward FPDR.

espite the vast recurrence of resuscitative care experiences,

PDR is not routine.[ 4 ] A cross-sectional survey of 124 critical

are professionals revealed that 23 % had never experienced

PDR, and only 17 % had experienced it more than five times.

urthermore, 48 % had never invited FPDR, and 45 % had in-

ited it only one to five times.[ 5 ] Some HCPs recognize that be-

ng present in the room where CPR is performed may help fam-

ly members perceive that everything possible to sustain life has

een done. According to the Institute of Medicine, only 24 % of

ardiac arrest patients survived.[ 6 ] Since survival rates are low,

PDR becomes important for family members to accept death

nd say goodbye. On the contrary, many HCPs (physicians es-

ecially) are less supportive of FPDR performed in the inten-

ive care unit (ICU), Emergency Department (ED), and general

ards.[ 7 ] In a grounded theory approach, Giles, de Lacey, and

uir ‐Cochrane[ 7 ] found that in acute care settings, HCPs’ deci-

ions regarding FPDR were based on personal preferences, val-

es, and expectations rather than research evidence and clinical

tandards. Due to varying support from HCPs regarding FPDR,

e review the current evidence. 

Family members desire to be there while CPR is performed.

he majority of patients surveyed in a recent FPDR study desired

heir loved ones to be present during resuscitation, and the ma-

ority of family members wished to attend CPR and would have

elcomed the invitation of family presence.[ 8 ] Family members’

equests to remain with their patients are frequently refused

hen performing CPR.[ 9 ] 

In general, patients and families are more supportive of

PDR than HCPs, though this varies by geographic region and

ulture.[ 10 ] Cultural differences between HCPs and families can

lso decrease comfort with FPDR.[ 11–13 ] The purpose of the cur-

ent scoping review was to discuss the available evidence about

PDR as introduced by patients’ families and HCPs’ experiences,

onsidering different cultural influences and perspectives, and

o come up with a more favorable decision based on the current

iterature about this issue. This scoping review also has specific

ims as follows: (1) to assess the quantity and quality of liter-

ture on HCPs and cultural perspectives toward FPDR; (2) to

dentify the available evidence-based practices that support or

ppose FPDR; and (3) to provide an overview of the study’s out-

omes, including effects on the right decision in FPDR. 

ethods 

rotocol and registration 

The Preferred Reporting Items for Systematic Reviews and

eta-Analyses Extension for Scoping Reviews (PRISMA-ScR)

rotocol guidelines were followed in the development of this

coping review.[ 14 ] The protocol for this study was registered

ith the Open Science Framework (OSF) on 2024 August 26

 https://doi.org/10.17605/OSF.IO/3HF8P ). 

earch strategy and information source 

The literature was searched using the following databases:

pringer Link, MEDLINE, Pro-Quest Central, CINAHL Plus, and
203
oogle Scholar. The following keywords were used in differ-

nt combinations: “family presence during resuscitation, ” “fam-

ly witnessed resuscitation ”, “cultural perspectives, ” “cardiopul-

onary resuscitation, ” “CPR, ” “family presence in arrest, ” and

dying patients. ” The Boolean operators “AND ” and “OR ” were

sed to combine different search parameters, which refined the

earch. On 2022 October 20, the first literature search was con-

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

ligibility criteria 

All articles were filtered using inclusion criteria to elim-

nate redundant, irrelevant, and unnecessary content. Inclu-

ion criteria were studies that (1) were released between 2000

nd 2022 due to the review’s specific goals and objectives;

2) were published in English; (2) focused on HCPs, including

urses and physicians involved in caring for patients in CPR,

nd patients’ families; (3) had the presence of families during

PR; and (4) had quantitative, qualitative, and mixed-methods

esigns. 

tudy selection 

Figure 1 illustrates the PRISMA flowchart of the selected ar-

icles. The findings of the chosen databases identified 797 arti-

les. Microsoft Word was used to enter data into a standardized

ata chart. Information such as author(s), publication year, ti-

le of the article, purpose of the study, place of conducting a

tudy, design, and results were registered. Some records were

emoved before screening due to duplication ( n = 397), ineligi-

ility by automation tools ( n = 62), and others for other reasons

 n = 24). After that, 314 abstracts of the articles were critically

creened and read by three reviewers. Additionally, 171 arti-

les were excluded. Then, 143 reports were sought for retrieval,

ut 84 reports were not retrieved. Then, 59 reports were as-

essed for eligibility, but 25 reports were excluded for not meet-

ng inclusion criteria. Finally, 34 studies were included in the

eview. 

ata charting process and data items 

The authors assessed each and every article using the Johns’

opkins Nursing Evidence-Based Practice Appraisal Tool.[ 15 ] 

his tool helped the authors determine whether the evidence

as qualitative or quantitative and how to use it to support the

ligibility and objectives of the study. Disagreements over the

tudy’s eligibility were resolved through discussions with the

uthors. The authors have assessed their data and made deduc-

ions. 

ritical appraisal of individual studies 

The author assessed the methodological quality of the

ncluded papers using the Effective Public Health Practice

roject’s Quality Assessment Tool checklist.[ 16 , 17 ] The quality

valuation tool checklist has six categories, including selection

ias, research design, blinding, data collection methods, control

or confounders, and withdrawals and dropouts. Each criterion

s rated as 1 (strong), 2 (moderate), 3 (weak), or not applicable

NA). Higher scores are indicative of stronger and more persua-

ive evidence. 

https://doi.org/10.17605/OSF.IO/3HF8P
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Figure 1. Preferred Reporting Items for Systematic Reviews and Meta-Analyses flowchart. 
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ynthesis of results 

To confirm that the results aligned with the study’s stated

urpose, the authors retrieved, assessed, and summarized data

rom the included studies and combined them in Supplementary

able S1. Study names, author names, publication year, sample

ize, study design, study country, and the main result are all

isted in Supplementary Table S1. 

esults 

tudy selection and characteristics 

The data were extracted to respond to the review question.

he extracted data were synthesized based on the aim of the

eview as a guide to formulate codes for the included reports,

n which the reports with the same codes were kept together

o develop subcategories. Finally, the same subcategories were

ntegrated to construct categories that create the basis for a nar-

ative synthesis. 

Out of the 34 studies, 30 were quantitative (6 cross-sectional,

5 survey, 4 intervention, 5 descriptive), and 4 qualitative stud-
204
es. Twelve of these studies were performed in the United States,

our each from Iran, Turkey, and Jordan, two each from Saudi

rabia and Australia, and one each from Canada, the United

ingdom, France, Poland, Germany, and Bahrain, as explained

n Supplementary Table S1. 

ritical appraisal within studies 

The chosen studies were evaluated for quality using the Ef-

ective Public Health Practice Project-Quality Assessment Tool

hecklist.[ 16 ] For each of the six categories, all studies received

igh-quality ratings. Additionally, the studies included satisfied

he current study’s purposes. 

ssess the quantity and quality of literature on HCPs and 

ultural perspectives toward FPDR 

CPs’ perspectives toward FPDR 

In the current situation, the reported percentage of health-

are staff in favor of FPDR has varied from 1.6 % to 97 %.[ 18–20 ] 

he bulk of studies on healthcare staff that favor FPDR



H. Abualruz, M.A.A. Sabra, E.H. Othman et al. Journal of Intensive Medicine 5 (2025) 202–210

f  

t  

v  

p  

p  

e

C

 

t  

c  

t  

i  

i  

t  

A  

fi  

i  

H  

C  

i  

u  

o  

s  

I  

s

 

c  

w  

s  

c  

A  

r  

d  

G  

d  

f  

f  

a  

c  

p

 

h  

i  

S  

t  

s  

c  

n  

w  

i

 

r  

f  

f  

s  

i  

a  

s  

a

 

F  

m  

t  

f  

c  

c  

s

 

o  

a  

(  

i  

p  

u  

i  

d  

t  

t  

b  

w

 

v  

p  

a  

n  

G  

i  

a  

s  

s  

t  

m  

c  

b  

f  

i  

g

I

o

E

 

p  

a  

e  

s  

t  

t  

w  

a

 

w  

e  

h  

d  

m  

t  
all within 30 %. Physicians showed less positive attitudes

han other HCPs toward FPDR indicating an interdisciplinary

ariation.[ 8 , 21 ] Additionally, most of the HCPs (73 %–95 %) re-

orted that their healthcare facilities lacked a written policy for

resenting the option of FPDR,[ 5 , 22 ] and almost only 38 % had

ver received education on FPDR.[ 18 ] 

ultural perspectives of FPDR 

Cultural differences and variations can positively or nega-

ively influence FPDR.[ 3 ] The death of a family member is a

ritical turn in the life of a significant other. For that reason,

here is a strong need to understand and consider the variations

n cultural influences on the lives of the family members of a dy-

ng patient. An example of the cultural influence on FPDR and

he possible positions is that of Arab culture. Culturally, among

rabs, the family ties of extended families are strongly identi-

ed by close emotional bonds that may become even stronger

n times of stress. This close bond may make it more difficult for

CPs to accept the presence of the patient’s loved ones during

PR.[ 23 ] In the Arab region, with a majority of Muslims, the fam-

ly is an important pillar of the social structure that is highly val-

ed. Within the cultural context, family members support each

ther during difficulties and hard times. This compassion is con-

idered a source of serenity and peace for the whole family. In

slam, visiting sick people is a religious obligation and is con-

idered a personal and community responsibility.[ 24 ] 

Othman et al.[ 23 ] reported that the responsibility of signifi-

ant others is even greater as they attend to a family member

ho is dying. In such critical moments, a close, significant per-

on should be at the bedside to remind the dying person to re-

ount the “Shahadah ” by saying “La Ilaha Illa’llah ” (no God but

llah). A family is urged to stay close to their dying patient to

ecite some verses from the Holy Qur’an or to play recorded au-

io of the Qur’an for the patient. Furthermore, the invocation to

od “dua ” is a wholehearted belief in Allah’s power to help the

ying patient, and thus presenting with their patient is a relief

or their souls and a religious obligation to offer to their dying

amily member. At the time of CPR, these rituals might enhance

 family’s acceptance of what is happening and give them the

omfort and satisfaction that they were there and offered their

atient the spiritual care needed before dying. 

Cultural variations in local, regional, and international

ealthcare systems may account for differences in staff opin-

ons regarding attending CPR.[ 25 ] To illustrate this variation, in

audi Arabia, the majority of HCPs came from different coun-

ries with different cultural backgrounds. In a recent descriptive

tudy conducted in Saudi Arabia from two major hospitals, in-

luding ICUs, EDs, and medical wards, the majority of HCPs had

egative attitudes toward FPDR: 78 % of them stated that FPDR

ould not be beneficial to family members, and 92 % stated that

t would not be beneficial to patients.[ 26 ] 

In another Middle Eastern study, Turkish critical care HCPs

evealed that most of them did not realize that it was an option

or family members to be with their patients and did not want

amily members to be in the resuscitation room. Most of the

taff were concerned about the violation of patient confidential-

ty and that witnessing resuscitation would cause long-lasting

dverse emotional effects on the family members.[ 27 ] The same

tudy recommended that it is necessary to develop a culturally

ccepted policy regarding FPDR. 
205
A descriptive study in Iran that explored the attitudes toward

PDR of 178 HCPs and 136 family members showed that family

embers felt that it was their right to experience FPDR, while

he majority of HCPs had negative attitudes toward it. HCPs

elt that FPDR would make it difficult for them to stop resus-

itation. Another significant finding was that HCPs who had re-

eived prior education and training on FPDR were more likely to

upport FPDR in ICUs, EDs, and medical and surgical wards.[ 28 ] 

In the United States of America (USA), researchers pointed

ut that around 75 % of HCPs agreed with FPDR, and

round 50 % indicated that FPDR was allowed in their units

 n = 3000).[ 25 ] In contrast, another study conducted in the USA

ndicated that only 13.2 % of emergency medical service (EMS)

rofessionals and 15.4 % of EMS professionals preferred FPDR in

rban and suburban settings, respectively.[ 29 ] Fortunately, fam-

ly members who attended CPR felt that they gained a better un-

erstanding of their patient’s condition and felt that they served

heir patients by being beside them. However, there was no sta-

istical difference in the level of uncertainty, anxiety, and well-

eing between family members who attended CPRs and those

ho did not. 

Studies from other countries regarding FPDR were also re-

iewed. Rzo ń ca et al.[ 30 ] conducted a study in Poland to ex-

lore the perception of FPDR among HCPs. The study utilized

 relatively large sample of 529 HCPs. Two-thirds of them had

ever asked patients’ families to attend CPR. Likewise, Tíscar-

onzález et al.[ 31 ] conducted a study in the Basque country to

nvestigate the perceptions of HCPs and family members or rel-

tives about being present during CPR in primary healthcare

ettings, hospitals, and EDs. The findings showed that CPR is a

ocial construct influenced by the values of different sociocul-

ural contexts. They added that allowing or forbidding family

embers to attend CPR is a complex issue and depends on spe-

ific cases and different contexts. They stated that family mem-

ers should participate in making such decisions. In Canada,

amily attendance in CPR seems to be a choice that is allowed

n hospitals.[ 5 ] However, a policy is needed to provide explicit

uidance for such a choice.[ 13 ] 

dentify the available evidence-based practices that support 

r oppose FPDR 

vidence-based practices that support FPDR 

Our literature review shows that the majority of studies sup-

ort FPDR and suggest that FPDR is one way to help families

ccept death. The position is supported by the work of Leske

t al.[ 11 ] who found that relatives who attended CPR had less

tress, and by the Kentish-Barnes et al.[ 12 ] study, which reported

hat relatives who attended CPR had less anxiety and more posi-

ive grieving behavior. It was also reported that family members

ho attend CPR maintain their psychological wellness and the

bility to understand the consequences.[ 13 ] 

Attending CPR by family members improves communication

ith HCPs, enhances their decision-making, and promotes their

motional needs.[ 32 , 33 ] In addition to these, previous studies

ave also found that the frequency of post-traumatic stress

isorder-related symptoms was significantly lower in family

embers who attended CPR in prehospital EMS units.[ 34 ] Fur-

hermore, De Stefano et al.[ 9 ] found that being present during
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esuscitation that took place at home enhanced the family’s cop-

ng with the situation by feeling that they helped their relative.

Regarding HCPs’ viewpoints on FPDR, a considerable num-

er of HCPs stated that with the family presence, they performed

etter during resuscitation in ICUs and EDs; they felt that it was

 humane action rather than a catastrophic cardiac event.[ 35 ] In

he same line, a study compared HCPs’ performance during a

imulated cardiac arrest with three different family witnesses:

1) no family witness; (2) a nonobstructive “quiet ” family wit-

ess; and (3) a family witness displaying an overt grief reaction.

he results showed that the three groups were similar with re-

pect to the mean number of minutes to initiate CPR, attempt to

ntubate the patient, and pronounce the death of the patient.[ 36 ] 

his result may inform HCPs to minimize their concerns regard-

ng the negative impact of FPDR on staff performance. 

Many HCPs reported that FPDR did not cause distress for

hem or affect resuscitation performance because HCPs can

nderstand families’ worries and concerns and assist them in

onveying them correctly, rather than having hurtful discus-

ions with them that cause suffering or impact resuscitation

erformance.[ 36 ] Nevertheless, it enhanced quick history-taking

nd communication between family and staff and improved

amily members coping with the situation.[ 37 ] Fallis et al.[ 38 ] 

ound that 92 % and 76 % of Canadian and American HCPs,

espectively, supported FPDR. Moreover, a prospective clinical

rial compared pediatric trauma resuscitations with and with-

ut family presence and evaluated the effect of family presence

n arrival, CT scan time, and resuscitation time. While results

howed that arrival to CT scan and resuscitation times were sim-

lar with and without family present, this may imply that family

resence did not negatively affect the time efficiency of pedi-

tric trauma resuscitation.[ 39 ] 

In line with this assertion toward FPDR, several international

rganizations have published statements and guidelines espous-

ng FPDR.[ 8 ] In addition, many leading associations, such as the

mergency Nurses Association, have developed clinical prac-

ice guidelines through conducting reviews and critical analy-

es of the literature. The findings of these reviews and analyses

trongly recommend modifying institutional policies to promote

PDR during CPR and invasive procedures, especially with the

ise of the family centered care approach.[ 40 ] 

vidence-based practices that oppose FPDR 

In contrast, according to Christakis and Allison,[ 41 ] many hos-

itals prohibit the practice of FPDR, claiming that it may predis-

ose family members to psychological and emotional suffering.

CPs with a contrasting stance on FPDR expressed feelings of

pprehension regarding family misinterpretation of the resus-

itation activities and experienced performance anxiety associ-

ted with being watched by family members.[ 42 ] Lacking pro-

ocols and policies in hospitals is the first reason claimed by

CPs for their disapproval of families witnessing CPR. In ad-

ition, HCPs’ concern about the unpredictable reactions of the

istressed family members is another main reason for them to

nvite family members to the resuscitation room.[ 27 ] 

Additional reasons for opposing FPDR were reported in the

iterature, including the increased risk of family members and

CPs for psychological trauma and high stress levels,[ 12 , 43 ] 

istraction caused by relatives, and worry about possible

itigation.[ 44 ] Furthermore, the threat of facing verbal or physi-
206
al abuse from family members is another essential reason that

ed HCPs to oppose FPDR.[ 45 , 46 ] To overcome the above is-

ues, Al ‐Mutair et al.[ 26 ] reported and strongly recommended

he need for the development of written policies offering fami-

ies the option to remain with patients during resuscitation and

ecommended the development of education programs for staff,

hich means that the HCPs needed institutional support and

raining. 

rovide an overview of the study’s outcomes, including effects

n the right decision in FPDR 

A total of 34 studies were analyzed, demonstrating both sup-

ort and opposition to FPDR during CPR. This means that HCPs

nd families have different perspectives on FPDR. For instance,

uran et al.[ 20 ] reported broad support for FPDR, despite physi-

ians frequently voicing concerns about safety, performance,

nd the emotional responses of family members. They also re-

orted that nurses had higher positive attitudes toward family

resence than doctors, and families and patients both reported

avorable opinions on family presence. However, Abuzeyad

t al.[ 47 ] reported that most healthcare providers (HPs) were in

upport of FPDR and promoted it, while doctors were more sup-

ortive of it than nurses. Meyers et al.[ 35 ] reported that although

8 % of our healthcare personnel believed that FPDR should

ontinue at the institution, the results showed that nurses had

 substantially higher acceptance rate for FPDR than residents

id (98 % vs. 50 %, respectively; P < 0.001). Other studies found

hat the ability of doctors to carry out crucial tasks during CPR

ay be significantly impacted by the presence of a family wit-

ess. They felt nervous and believed that there was more risk

han benefit.[ 36 , 48 ] 

In another study, it was reported that out of 200 HCPs, 77 %

ere against family witnessed resuscitation (FWR) because of

ear of psychological harm to family members, potential med-

ling with patient care and decision-making, and a perceived

ncrease in staff stress, which were the most often cited argu-

ents against family participation.[ 19 ] Bashayreh et al.[ 49 ] re-

ealed that HCPs opposed family observed resuscitation, and

hey expressed several worries about possible verbal and physi-

al abuse if they permitted family members to observe resuscita-

ion. The other studies revealed that the majority of the nurses

isapproved of the use of FPDR by adults because FPDR has

any drawbacks, such as family members getting upset and in-

eracting with the patient, which could make the resuscitation

ttempt take longer.[ 28 , 46 ] Güne ş and Zaybak[ 50 ] reported that

he majority of nurses did not think that family members should

e given the option to remain with the patient when they un-

ergo CPR at all times because of the greater risk of lawsuit, per-

ormance anxiety, and fear of psychologically harming family

embers. Alhaidary et al.[ 51 ] reported that there is no difference

n the presence or absence of the family during resuscitation

ecause nurses still have mixed feelings about the responses be-

ause they do not know enough. According to Al-Mutair et al.[ 26 ] 

urses had negative views about family participation during re-

uscitation, with 77.2 % agreeing that it causes stress for fam-

ly members. Allowing family members to be present during a

oved one’s resuscitation was regarded advantageous by 92.3 %

f participants, while 78 % disagreed that it would aid fami-

ies. Notably, 65 % of interviewees believed that having rela-
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ives present would make the resuscitation team perform poorly.

nother four studies revealed that EMSs and HCPs feel uneasy

bout being family present during resuscitation because they

requently need to offer support to families, and they reported

hat the presence of family members would be too upsetting for

hem.[ 29 , 30 , 52 , 53 ] 

The other study reported that nurses who had completed Ad-

anced Cardiac Life Support training had performed ten or more

esuscitations, held a specialized certification, or belonged to

ursing organizations, and exhibited notably higher levels of

elf-confidence ( P < 0.001) during FPDR, but they had some con-

erns, such as fear of the patient’s family interfering, a lack of

pace, a lack of support for the family, the possibility of family

rauma, and performance anxiety that were all obstacles to fam-

ly attendance.[ 18 ] Another study found that Jordanian nurses’

ttitudes toward FPDR and health beliefs were positive and

hould be used to increase their confidence.[ 54 ] Further studies

ound that the majority of nurses were concerned that patient

rivacy would be violated and that family members who were

ot trained in CPR would not understand the procedures, find

hem offensive, and consequently disagree with the resuscita-

ion team.[ 27 , 42 , 46 , 55 ] Hosseini Marznaki et al.[ 56 ] revealed that

mergency nurses’ mean attitudes toward family presence dur-

ng CPR were much lower. 

According to Powers and Candela,[ 5 ] although critical care

urses receive significant training in resuscitative treatment,

PDR is not a standard procedure. Just 17 % had seen FPDR

ore than five times, while 23 % were unfamiliar with it. Fur-

hermore, 45 % only invited FPDR one to five times, while 48 %

ever invited it at all. On the contrary, they reported a notable

bsence of FPDR policy, with 73 % of respondents stating that

heir institution or unit either had no policy in place or did not

now if it had. Only 38 % have ever attended FPDR training.

ayajneh[ 57 ] showed that 91.9 % of nurses reported lacking any

xperience, protocol, or policy document regarding family pres-

nce during CPR, while 97.7 % of nurses said they had never

nvited a family member to assist with CPR. The results of the

tudy also revealed that Jordanian nurses had negative attitudes

egarding family members being present during adult CPR. An

dditional study found that 65 % of Canadian nurses have either

rought a family member to the bedside during CPR or would do

o if given the opportunity, even though fewer Canadian nurses

18.5 %) had been asked to do so by family members. Only 8 %

f Canadian participants reported that their institution has doc-

mented FPDR policies or guidelines.[ 38 ] Although most respon-

ents have done so, would like it to be allowed, and are faced

ith requests from family members to attend, MacLean et al.[ 25 ] 

ound that almost all do not have formal policies addressing fam-

ly attendance. 

The other study revealed how helpful pediatric nurses are to

arents present during CPR. The majority of nurses were op-

osed to assigning a dedicated nurse to care for the parents dur-

ng CPR, and only a few minority of nurses reported that their

nit had a protocol in place regarding parental attendance dur-

ng CPR.[ 58 ] Another study revealed that HCPs need to evalu-

te the family members’ views, expectations, values, and beliefs

bout performing CPR. To comfort them, offer support, and en-

ble those who are willing to attend, one staff member should

emain with the family. Allowing a family member to see CPR

s an excellent way to notify other family members about the
207
ituation.[ 23 ] Leske et al.[ 11 ] found that using the FPDR option

mproved well-being, reduced stress, and decreased anxiety. As

 result, the findings indicate that FPDR has a positive impact

n the relatives of patients. An additional study indicated that

amily presence may reduce the distress of dying by providing

he patient with the feeling that they were a part of this major

vent and had helped to support them as they transitioned from

ife into death.[ 9 ] 

According to Holzhauser and Finucane,[ 59 ] there are more

dvantages than disadvantages to having family members

resent during resuscitation. These included the speed at which

 history could be quickly obtained (23 %), the patient’s sense

f relief from having family members present (14.9 %), the rela-

ives’ benefiting from the presence of family members (25.7 %),

nd the belief that handling family members was easier when

hey were present (9.9 %). In the other two studies, organized

raining on FPDR appears to improve pediatric intensive care

nit nurses’ knowledge of the benefits of family presence over

he risks and increase their confidence in helping families.[ 39 , 60 ] 

iscussion 

In light of the supporting and opposing positions on the

resence of family members during CPR, the following are a

ew thoughts that should be considered when taking certain

ositions. The foremost issue is to consider the wishes of the

atient, his or her family, and the benefits or risks of FPDR

o them. HCPs should realize that forbidding family members

rom attending CPR should be justified and based on evidence

ather than on personal worries or subjective feelings. Nowa-

ays, healthcare institutions should consider meeting patients’

nd families’ needs while providing a safe work environment for

taff.[ 23 , 33 ] This can be facilitated through an adequate assess-

ent of patient and family preferences and maintaining recip-

ocal communication. 

When making the decision regarding FPDR, a cultural per-

pective is detrimental to either of the two positions. In cases

here CPR is most likely to be initiated, the healthcare team

hould assess the emotions, needs, perceptions, and beliefs of the

amily members regarding their presence during CPR. In addi-

ion, HCPs should allow and even encourage religious practices

hat do not conflict with healthcare practices and policies.[ 61 ] 

ermitting a family member to attend the resuscitation may pro-

ide a successful means of communication with other members

f the family.[ 8 ] Adding to the above benefits, in the case of a

atient’s survival after CPR, the memory of the heroic efforts

erformed by the healthcare provider is relayed to the patient

ho survived as well as to his family. Witnessing CPR enhances

 trusting relationship between family and healthcare team,

ncreases society’s respect, and emphasizes the importance of

ealth professionals’ roles in saving patients’ lives.[ 26 ] 

From another perspective, the views of HCPs are also es-

ential in making the appropriate decision for the sake of pa-

ients’ and families’ safety, as well as which follows the best

vidence-based decision. The report showed that around three-

ourths of HCPs are in favor of written policies and guide-

ines regarding how to integrate FPDR.[ 62 ] This entails the for-

ation of a multidisciplinary committee to examine the pos-

ibilities of FPDR application within context and to ensure a

uccessful implementation while being culturally sensitive.[ 3 , 63 ] 
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oreover, maintaining joint communication between the com-

ittee and the involved staff enhances the distribution of

nformation to staff members, which alleviates worries and

oncerns. 

It is also suggested that healthcare institutions initiate spe-

ialized training for staff members who are willing to facili-

ate FPDR.[ 64 ] It is recommended to assess the cultural attitude

nd beliefs of HCPs before training them on facilitating FPDR.

urthermore, institutions are encouraged to train HCPs to as-

ess emotional readiness and help family members understand

hat they will do. The training should consider possible varia-

ions in the cultural perspectives of FPDR. Moreover, it is rec-

mmended that the institutions provide the needed emotional

upport and counseling to the HCPs who are engaged in FPDR

iscussions. 

The implementation of FPDR in clinical settings can be en-

anced by using designed strategies based on the assessment of

he unique situation in each facility. The following areas need

o be addressed before implementing FPDR: contacting family,

mproving the environment of privacy and communication,[ 65 ] 

ssessing patient’s preferences for FPDR, assessing the cultural-

eligious values and beliefs of the patient and family members

efore offering the choice of FPDR,[ 66 ] educating HCPs about

PDR, and collaborating with other disciplines.[ 67 ] 

tudy implications for practice, education, and 

dministration 

As family presence becomes more widely accepted, HCPs will

eed to make adaptations for patients’ families at the bedside

nd eliminate any barriers to it. This is because family presence

enefits patients, their families, and HCPs. Governmental and

ongovernmental hospitals must sufficiently empower FPDR by

ffering extensive programs and training on hospital CPR. To

mprove the practice of family attendance, legislators and the

ospital’s top executives are also essential in developing and

nforcing policies and assigning a team member to tend to the

atient’s family during resuscitation. On the contrary, the results

f this study could be used to enhance future teaching by includ-

ng this subject in nursing curricula as resuscitation training,

hich will assist in dispelling any doubts and concerns raised

y practitioners. 

imitations of the study 

The study’s limitations were a lack of randomized therapy

rials, long-term follow-up, and other methodological issues. As

 result, we recommend conducting additional research on this

ssue. Furthermore, multiple studies discovered that HCPs, pa-

ients, and their families were misinformed about family pres-

nce during CPR due to a lack of necessary training and under-

tanding. 

onclusion 

Healthcare workers (HCWs) should consider the wishes of

he patient and their family. Either refusing FPDR or actively dis-

ouraging FPDR should be based on evidence rather than subjec-

ive feelings. This means, where possible, that exploring patient

nd family preferences and encouraging dialogue. This might
208
nclude facilitating religious or secular practices. When family

embers do attend resuscitations, they can be used as a portal

or communication with other family members, to confirm the

fforts of the HCWs and how much they cared. Witnessing re-

uscitation could, thereby, increase trust between families and

CWs and increase societal cohesion. 

To standardize FPDR, protocols are likely to be required. In

o doing, HCW worries can be addressed, cultural accommo-

ations can be made, training can occur, and emotional support

an be offered. We should also address how we contact families,

nsure privacy, communicate empathically, assess preferences,

ncorporate values, and collaborate with other disciplines. 
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