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Clinical Question
Does family presence have a positive or negative influence on the patient, family, and staff during invasive procedures and
resuscitation?
Background and Significance
With the rise of family-centered care, family input into healthcare decisions and patient visitation has increased. The concept
of family presence was first highlighted in the early 1980s when Foote Hospital in Michigan began a program to facilitate the
practice of family member presence during resuscitation as a response to demands by families (Doyle et al., 1987). Since the
seminal research by Hanson and Strawser (1992), research about family presence during resuscitation (FPDR) and invasive
procedures has centered on several different aspects, such as healthcare professionals’ and family members’ perceptions of the
practice, benefits to the family, and policy development surrounding the practice. Evidence indicates that in the United States,
both healthcare professions and families support family presence. Current research continues to support the practice
recommendations for allowing family presence during resuscitation. The definition of family for the purpose of this clinical
practice guideline (CPG) includes any person(s) whom the patient identifies as family.

Family presence is defined in the literature as parental presence for a minor child (Dudley et al., 2009; Kuzin, et al., 2007;
McGahey-Oakland, Lieder, Young, & Jefferson, 2007; Nigrovic, McQueen, & Neuman, 2007; Piira, Sugiura, Champion,
Donnelly, & Coles, 2005; Tinsley et al., 2008) or family members being present during resuscitation of adult relatives
(McClement, Fallis, & Pereira, 2009). Research on family presence during resuscitation (FPDR) and invasive procedures
examines the perspectives of the patient, both children and adults (Mortelmans et al., 2010; Piira, et al., 2005), the patient’s
family, including findings regarding the psychosocial impact of witnessing the resuscitation of a family member (Dudley et al.,
2009; Mortelmans et al., 2010; Piira et al., 2005; Tinsley et al., 2008), and the healthcare team, including findings regarding
the issue of family presence facilitating or interfering with the work of the resuscitation team (Basol, Ohman, Simones, &
Skillings, 2009; Demir, 2008; Dudley et al., 2009; Fallis, McClement, & Pereira, 2008; Fernandez, Compton, Jones, &Velilla,
2009; Kuzin et al., 2007; Madden & Condon, 2007; Nigrovic, et al., 2007; Piira et al., 2005; Pruitt, Johnson, Elliott, & Pooley,
2008; Walker, 2007). International researchers have explored attitudes in other countries toward the practice of allowing
family presence during resuscitation (Al-Mutair, Plummer, & Copnell, 2012; Günes & Zaybak, 2009; Koberich, Kaltwasser,
Rothaug, & Albarran, 2010; Leung & Chow, 2012). This literature describes culturally-informed attitudes that may have
implications in diverse staffing situations.
Methods
This CPG revision (initially published December 2012) was based on a thorough review and critical analysis of the literature
following the Emergency Nurses Association’s (ENA’s) Requirements for the Development of Clinical Practice Guidelines.
All articles and published abstracts relevant to the topic were identified through a comprehensive literature search. The
following databases were searched: PubMed, Cochrane–British Medical Journal, Agency for Healthcare Research and
Quality (AHRQ; www.ahrq.gov), CINAHL, and the National Guideline Clearinghouse (www.guidelines.gov). Initial
searches were conducted using a combination of the search terms family presence or parental presence, and invasive
procedures or resuscitation, and emergency. The original search methods were limited to English language articles on human
subjects published from 2005 to 2012, but for this revision the period was extended to January 2012–May 2017.
Meta-analyses, systematic reviews, and research articles from ED settings and non-ED settings, position statements, and
clinical guidelines were reviewed. Clinical findings and levels of recommendation regarding patient management were made
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by the Clinical Practice Guideline Committee according to ENA’s classification of levels of recommendation for practice
(Table 1). The articles reviewed to formulate the recommendations in this CPG are described in Appendix 1.

Articles that met the criteria outlined in Table 1 were chosen to formulate the CPG: research studies, meta-analyses, systematic
reviews, and existing guidelines relevant to the topic of family presence during resuscitation. Articles cited in meta-analyses or
systematic reviews were not considered independently unless they addressed additional factors. Other types of reference
articles and textbooks also were reviewed and used to provide additional information. The CPG authors used standardized
worksheets, including the Evidence-Appraisal Table Template, to prepare tables of evidence ranking each article in terms of
the level of evidence, quality of evidence, and relevance and applicability to practice. Clinical findings and levels of
recommendation regarding patient management were then made by the Clinical Guidelines Committee according to ENA’s
classification of levels of recommendation for practice, which include: Level A, High; Level B, Moderate; Level C,Weak; and
Not recommended for practice (See Table 1).
Table 1. Levels of Recommendation for Practice
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Summary of Literature Review
This summary of the literature is organized by patient, family, and healthcare professional perspectives. It also touches on
concerns about family presence as well as family member presence policy.

PATIENT PERSPECTIVE

There is little evidence to indicate that family presence during resuscitation affects the patient; however, there is research that
explores the preference of patients regarding family presence. Of the six studies that investigated patient preferences, all
found, to varying degrees, that patients would want a family member present during resuscitation. One study found that
survivors of resuscitation (n¼3) would be comfortable having family present during resuscitation (Robinson, Mackenzie-
Ross, Campbell Hewson, Egleston, and Prevost, 1998).

Other studies that researched the preferences of patients who sought care in the emergency department (n¼1) or were admitted
to the hospital for surgery or other care (n¼4) found that some portion of patient participants expressed the desire to have
family members present during their potential resuscitation (Benjamin, Holger, & Carr, 2004; Grice, Picton, & Deakin, 2003;
McMahon-Parkes, Moule, Benger, & Albarran, 2009; Mortelmans et al., 2010; Twibell, Craig, Siel, Simmonds, & Thomas,
2015). In a survey of 55 patients undergoing elective cardiac or vascular surgery, Grice et al. (2003) found that 29% of patient
participants favored witnessed resuscitation and that their preference for FPDR should be documented when admitted.
Another survey of patients seeking care in the emergency room (n¼200) found that 72% (144 of 200) wanted a family member
present during their potential resuscitation (Benjamin et al.). Similarly, Mortelmans et al. (2010) interviewed adult patients
who were treated in the emergency department with life-threatening illnesses and found that the majority of patients (72%)
indicated they would prefer family to be present during resuscitation.

Two studies demonstrate that while patients may prefer family members to be present during their resuscitation, they wish to
specify which family members are present (Benjamin et al. 2004; Twibell et al., 2015). Benjamin et al. found that 56% of
participants (81 of 144) who would like a family member present during their resuscitation wanted only specific family
members present. Twibell et al. (2015) present similar findings in their qualitative study; participants desire to control which
family member is actually present.

Three studies found that participants would be concerned about their family members if they were present during the patients’
resuscitation (McMahon-Parkes et al., 2009; Mortelmans et al., 2010; Twibell et al., 2015). Participants included in qualitative
work by McMahon-Parkes et al. stated they felt that those family members present should be protected from distressing
moments during the resuscitation. Likewise, Mortelmans et al. (2010) reported that 35% of those who would wish a family
member to be present during their resuscitation also felt that this could be a traumatic experience for the family member.
Twibell et al. (2015) reported that participants recognized that being present during resuscitation could be difficult for the
family member.

While all of the studies discussed above provide important information on patient perspectives regarding having a family
member present during their own resuscitation, these studies, in general, are few in number, are cross sectional or qualitative in
design and have few participants. The evidence implies that when patients are asked, some would prefer family members to be
present during their resuscitation. However, this evidence is not compelling enough to formulate an overall recommendation
on family presence during resuscitation based on patient preferences.
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FAMILY PERSPECTIVE

Twelve studies were identified that conducted research on FPDR from the family member’s perspective. Six of these studied
the parents of children undergoing resuscitation or invasive procedures and the other six studied family members of adult
patients. In all studies, family members expressed the desire to be present during their loved ones’ resuscitation (Butler,
Copnell, & Willetts, 2014; Çelik et al. 2013; Dingeman, Mitchell, Meyer, & Curley, 2007; Dudley et al., 2009; Dwyer, 2015;
McGahey-Oakland et al., 2007; Mortelmans et al., 2010; Piira et al., 2005; Stefano et al., 2016; Tinsley et al., 2008; Twibell
et al., 2015; Young, 2014). Data suggest that being present at this time is not detrimental to the family (Jabre et al., 2014; Piira
et al., 2005).

Family members of patients undergoing resuscitation believe that their presence is helpful and comforting for the patient
during that time (Dudley et al., 2009; Twibell et al., 2015). Parents want the option to be present during these times (Dingeman
et al., 2007) and believe that it is their right as parents to be present (Celik et al., 2013; McGahey-Oakland et al., 2007) when
their child is being resuscitated. Similarly, family members of adult patients, when given the option, would also be present
(Dwyer, 2015; Moretlemans et al., 2010; Twibell et al., 2015).

While family members want to be present during resuscitation, some felt that their presence may negatively impact the quality
of care their family member received (Celik et al., 2013) or that they may be in the way of the care team at this time (Twibell
et al., 2015). However, two studies found that family presence during resuscitation does not prolong time to treatment or
resuscitation time nor does it negatively affect technical procedures or increase staff anxiety (Dudley et al., 2009; Piira et al.,
2005). Family members were not concerned about the trauma they themselves may experience by being present during
resuscitation (Mortelmans et al., 2010) and a review by Piira et al. (2005) supports this with evidence that parents who were
present during invasive procedures performed on their children did not have higher distress levels than those parents who were
not present. Further, in a study of family members who did and did not witness the resuscitation of their loved one, Jabre et al.
(2013) found the frequency of symptoms of post-traumatic stress disorder (PTSD) (anxiety and depression) was significantly
higher in the group of family members who did not witness the resuscitation (adjusted odds ratio 1.7; CI 1.2–1.5; p¼ 0.004).
They re-interviewed this group one year later and found that those who did not witness their family member’s resuscitation
had significantly more symptoms of PTSD (adjusted odds ratio, 19.95%, CI: 1.1–3.0; p ¼ 0.02).

Another common finding among family members who have been present during resuscitation is that they believed everything
that could have been done for their family member had been done (McGahey-Oakland et al., 2007; Tinsley et al., 2008). Many
parents (67%) felt being present helped them cope with the death of their child, while 43% stated that being present was what
helped them the most during the resuscitation (Tinsley et al, 2008). McAlvin and Carew-Lyons (2014) conducted a systematic
review to investigate FPDR and invasive procedures in pediatric critical care. Findings from six articles in that review support
FPDR and invasive procedures, indicating that parental presence increases parental satisfaction and coping.

While it may not be clear whether family presence during resuscitation is beneficial to patients, it is clear that being present is
beneficial to family members. Family members want to be present. Parents feel that it is their right to be present, and the
presence of family does not have a detrimental effect on patient care or staff anxiety levels. The evidence suggests that not
witnessing the resuscitation of a loved one may have a significant negative impact on family members and that being present
during the resuscitation of a loved one has a positive impact on the family member.

HEALTHCARE PROFESSIONAL PERSPECTIVE

Healthcare professionals express divergent opinions and perceptions about family presence during resuscitation. While some
research findings on the topic indicate support for the practice of family presence during resuscitation and invasive procedures
(Basol et al., 2009; Carroll, 2014; Dingeman et al., 2007; Fallis et al., 2008; Hassankhani Zamanzadeh, Rahmani, Haririan, &
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Porter., 2017; Kuzin et al., 2007; Lai, Aritejob, Tang, Chene, & Chuang., 2017; Madden & Condon, 2007; McClement et al.,
2009; O'Connell, Farah, Spandorfer, & Zorc, 2007), other findings demonstrate healthcare professionals have reservations
(Al-Mutair et al., 2012; Basol et al., 2009; Demir, 2008; Dingeman et al., 2007; Fernandez et al., 2009; Hassankhani, et.al.,
2017; Hayajneh, 2013; Madden & Condon, 2007; McClement et al., 2009; Pruitt et al., 2008; Soleimanpour et al., 2015;
Twibell et al., 2015; Walker, 2007; Yavuz, Totur Dikmen, Altinbaş, Aslan, & Karabacak, 2014).
Health Care Professionals’ Opinions and Perspectives

Some health care professionals report family presence is important and good for the patient and family. Three studies found
that health care professionals stated that family should be present during resuscitation (Carroll, 2014; Dwyer & Friel, 2016;
Lederman & Wacht, 2014). Dwyer and Friel (2016) found that 62% of participants had previous experience with FPDR and
that all participants (n¼ 29) had positive attitudes toward family presence (p> 0.05). Similarly, Lederman andWacht (2014)
found that, of 100 healthcare professionals surveyed, 77% believed family should have the opportunity to be present during
resuscitation. Chapman, Watkins, Bushby and Combs (2011) found that 61.4% and 69.3% of healthcare professionals sur-
veyed felt family presence was a right of the family and of the patient, respectively (n ¼ 113).

Healthcare professionals who supported family being present during resuscitation expressed that it helped the family see the
effort of the resuscitation team and the thoroughness of the resuscitation process, which may lower the risk of litigation
surrounding the resuscitation or procedure (Basol et al., 2009; Critchell & Marik, 2007; Dingeman et al., 2007; McClement
et al., 2009; Pruitt et al., 2008; Walker, 2007). Many felt that family presence during resuscitation or invasive procedures is a
positive experience (Carroll, 2014; Dwyer & Friel, 2016; Lederman & Wacht, 2014; Zavotsky et al., 2014) and that it
humanizes the patient and supports patient dignity (Basol et al., 2009; Demir, 2008; McClement et al., 2009; Pruitt et al.,
2008).

Findings from several studies suggest that healthcare professionals feel having family members present enhances commu-
nication and facilitates family education (Basol et al., 2009; Dingeman et al., 2007; Fernandes et al., 2014; Kuzin et al., 2007;
McClement et al., 2009; Pruitt et al., 2008; Walker, 2007). Healthcare professionals expressed that the opportunity for family
to be present facilitates the grief process in the case of unsuccessful resuscitation. It gives family members the opportunity to
say goodbye and promotes families’ acceptance of the death of their loved one (Demir, 2008; Dingeman et al., 2007;
Fernandes et al., 2014; McClement et al., 2009; Porter, Cooper & Sellick, 2014; Walker, 2007).

While there is evidence that healthcare professionals support family member presence during resuscitation, reservations
regarding the practice remain. Perceptions reported by health care workers include the possibility that families may interfere
with the process and disrupt patient care (Basol et al., 2009; Demir, 2008; Dingeman et al., 2007; Fernandes et al., 2014;
Fernandez et al., 2009; Madden & Condon, 2007; McClement et al., 2009; Porter et al., 2014; Walker, 2007; Yavuz et al.,
2014) and that family presence will increase performance anxiety and stress on the part of clinicians and interfere with the
process of teaching (Basol et al., 2009; Demir, 2008; Dingeman et al., 2007; Fernandes et al., 2014; Fernandez et al., 2009;
Madden & Condon, 2007; McClement et al., 2009; Porter et al., 2014; Walker, 2007). Further, healthcare professionals felt it
is possible that witnessing the event may be too traumatic for families (Basol et al., 2009; Demir, 2008; Dingeman et al., 2007;
Fernandes et al., 2014; Fernandez et al., 2009; McClement et al., 2009; Porter et al., 2014; Pruitt et al., 2008; Walker, 2007;
Yavuz et al., 2014) and that there may be misinterpretation of the procedure and increased risk of litigation related to families
witnessing resuscitation and procedures (Demir, 2008; Dingeman et al., 2007; Fernandes et al., 2014; Fernandez et al., 2009;
Madden & Condon, 2007; McClement et al., 2009; Porter et al., 2014; Walker, 2007).
915 Lee Street, Des Plaines, IL 60016-6569 � 800.900.9659 � www.ena.org � Follow us



Research indicates that among health care professionals, physicians are the least likely to encourage family presence during
resuscitation and that nurses are more likely than physicians to support it (Fernandes et al., 2014; Ferrara, Ramponi, & Cline,
2016; Zavotsky et al., 2014). In a study by Soleimanpour et al. (2015), findings indicated that physicians objected to the
practice of FPDR (M ¼ 3.57, SD ¼ 1.31, p < 0.018; M ¼ 4.31, SD ¼ 0.64, p < 0.018 on a 5-point Likert scale, with 5
indicating strongly disagree). In this study, they compared the opinions of physicians and surgeons in Austria and Iran. The
findings showed both groups disapproved of family presence, with the Austrian physicians’ disapproval (96.9%) significantly
higher than their Iranian counterparts (60%). While the foundation for the Austrian physician disapproval focused on the lack
of benefit for the families, leadership disapproval, and concern that the families would interpret the resuscitation as disor-
ganized, the Iranian physicians focused on litigation, patient privacy, traumatization of the family, and questioning the
resuscitation team’s efforts (Soleimanpour et al., 2015) as their rationale for disapproval.

Healthcare providers stated that many of the concerns around FPDR could be mitigated by educating, training, and allocating
personnel who have the responsibility of supporting and educating families during these intense, stressful, and frightening
periods (Dwyer & Friel, 2016; Fernandes et al., 2014; Howlett, Alexander & Tsuchiya, 2010; Porter et al., 2014). Additionally,
healthcare professionals report that education for staff on how to implement the practice of family presence, including policy
development and protocols, would be worthwhile (Fernandes et al., 2014; Lederman &Wacht, 2014; Porter et al., 2014; Sak-
Dankosky, Andruszkiewicz, Sherwood & Kvist, 2014; Yavuz et al., 2014; Zavotsky et al., 2014).
The Effect of Education and Experience on Health Care Professionals’ Perspectives on Family Presence

Three studies investigated the effect of education and experience on health care professionals’ opinions and attitudes
regarding family presence during resuscitation. Chapman et al. (2011) found healthcare professionals with more experience
offered family members the opportunity to be present [(M ¼ 3.77, SD ¼ 0.50), p< 0.001]. Those with a certification in their
specialty [(M¼ 3.66, SD¼ 0.52), p< 0.001], and those with more education [(M¼ 3.63, SD¼ 0.72), p< 0.003] were likely
to believe that the benefits of family presence outweigh potential risks. Healthcare professionals who were older [M ¼ 3.97,
SD¼ 0.87), p< 0.01] and had more experience in their role [(M¼ 4.02, SD¼ 0.72), p< 0.04] felt confident that they would
be able to manage family during resuscitation or invasive procedures (Chapman et al., 2011). Two studies found that education
for healthcare professionals does not significantly impact attitudes about family presence (z¼�1.260, p¼ 0.21; z¼�0.045,
p ¼ 0.96), (t (73) ¼ 0.896, p ¼ 0.373) (Dwyer & Friel, 2016; Ferrara et al., 2016) or increase their intentions to offer family
presence in resuscitation (z ¼ �0.26, p ¼ 0.79) (Dwyer & Friel, 2016). Furthermore, education does not alter healthcare
professionals’ concerns regarding safety issues during resuscitation (z ¼ �0.456, p ¼ 0.65) (Dwyer & Friel, 2016).

Family presence during resuscitation and invasive procedures is a complex subject that elicits multifaceted opinions and
perceptions from healthcare professionals. The literature suggests that healthcare professionals continue to hold different
views on FPDR and that nurses are more likely to support FPDR than physicians. Those in favor of FPDR identify several
advantages of allowing family to be present during resuscitation; others cite several concerns related to having family
members present. Further, health care professionals with more experience in their role and higher levels of education and
certification in their specialty are more likely to support FPDR, but education specifically on FPDR is not effective in changing
attitudes or increasing the likelihood that family presence will be offered during resuscitation.

COMMON CONCERNS REGARDING FAMILY PRESENCE

There are several barriers identified in the implementation of family presence during resuscitation, including the perception of
healthcare providers that family members will interfere with patient care, delay interventions and/or prolong resuscitation,
affect team member concentration levels, and cause distress among the family and/or team (Fernandes et al., 2014; Porter
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et al., 2014, Youngson, Curry, & Considine, 2016). Another common barrier is the fear of litigation resulting from family
presence during resuscitation (Porter et al., 2014). Current evidence suggests that these common concerns about family
presence are not warranted.
Interference with Patient Care

One common concern of healthcare staff is that family who are present during resuscitation or invasive procedures will
interfere with patient care. Several researchers conducted studies that observed the care provided during resuscitations and
invasive procedures to determine whether there were any demonstrable effects on performance of healthcare professionals.
O’Connell et al. (2007) investigated pediatric trauma activations and identified no significant difference in time to log-rolling,
radiographs, intravenous access, central line placement, intubation, or chest tube insertion based on family members’ presence
in the trauma room. The authors reported no interference in care by any family member in the 196 cases included in the study
(O’Connell et al., 2007).

Dudley et al. (2009) also examined pediatric trauma resuscitations in 705 patient cases and discovered no significant delay in
time to computerized tomography or change in resuscitation times for patients with family members present in the trauma
room. Nigrovic et al. (2007) studied success rates for lumbar puncture in over 1400 pediatric patients and found no significant
correlation between family member presence and traumatic or unobtainable lumbar punctures. Sacchetti, Paston and
Carraccio (2005) observed 37 pediatric patients undergoing invasive procedures and reported 2 cases that had minor inter-
ruptions by present family members. Both procedures continued after adequate education of the family member, resulting in
no significant delay of care.

Basol et al. (2009) discussed the implementation of a policy providing family members the option to be present during
resuscitation of a family member. The authors found no interference in the care of patients or negative experiences with family
members. Fernandez et al. (2009) conducted a single study that indicated that interference with performance occurred with
family presence. This study was conducted with 2nd and 3rd year emergency medicine residents in the simulation laboratory
performing resuscitation scenarios. Fernandez et al. (2009) found a significant delay in initiation of cardiopulmonary
resuscitation and medication administration in those groups with simulated family members present.
Delay in Interventions and/or Prolonged Resuscitation

Another point of concern for healthcare staff is that there may be a delay in important interventions or prolonged resuscitation
if family members are present. In an integrative review, Fernandes et al. (2014) found that healthcare professionals in aMuslim
community expressed concerns related to extended resuscitation due to the presence of families. The staff responded posi-
tively that they would extend resuscitation effort if the family were observing. In contrast, Tudor et al. (2014) found that nurses
disagreed (44.8%) that families would be disruptive or impact performance of the code team. Koberich et al. (2010) found
62.7% of healthcare staff were worried that families would delay care because of a lack of understanding of the resuscitation
process, and 54.2% believed that the resuscitation would be needlessly prolonged. This concern is supported by Howlett, et al.
(2010), where trauma nurses reported more aggressive efforts when the family is present, even when a nonsurvivable outcome
is strongly predicted.
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Team Member Concentration

Healthcare workers also worry about their ability to concentrate on caring for the patient when family members are present
during invasive procedures or resuscitation. Demir (2008) conducted a descriptive study of emergency and critical care nurses
and physicians in Turkey. The respondents (22.6%) expressed concerns that the presence of family would be a distraction and
have a negative effect on their ability to concentrate. In a survey of German intensive care nurses (Koberich et al., 2010),
33.1% expressed concerns related to the ability of staff to concentrate with family members present. In integrated reviews by
Howlett et al. (2010) and Porter et al. (2014), anxiety of the clinical staff was identified as a concern. The authors suggest this
anxiety and stress could impact the ability of staff to perform effectively.

Distress in Family Members and Healthcare Providers

Concern that the presence of family members during invasive procedures or resuscitation could cause distress to the family
member(s) present or to healthcare staff caring for the patient is not borne out by the available evidence. Bjorshol et al. (2011)
evaluated whether socio-emotional stress affected the quality of cardiopulmonary resuscitation during advanced life support
in a simulated manikin model. This randomized crossover study, conducted in a controlled environment using 19 paramedic
teams, demonstrated that stress had no effect on the quality of CPR.

Jabre et al., (2014) conducted a prospective randomized controlled study with 408 participants to determine the psychological
consequences of family members being present during resuscitation at one year post event and found significantly higher
levels of symptoms related to post-traumatic stress disorder and depression in the control group who did not observe
resuscitation (adjusted odds ratio, 1.7; 95% CI, 1.2 to 2.5; p ¼ 0.004). Porter et al. (2014) conducted an integrative review of
the literature and found several perceived benefits of FPDR including that it aids in the grieving process and facilitates closure
and healing for the family. Masa’Deh, Saifan, Timmons, & Nairn (2013), through open-ended questions, explored family
members’ needs, which were found to include reassurance, proximity and support.
Litigation

Concerns related to litigation are expressed as another potential barrier addressed in many studies and reviews (Demir, 2008;
Fernandes et al., 2014; Howlett et al., 2010). In a study by Madden and Condon (2007), 39% of healthcare staff expressed
concerns related to litigation and family presence, while Demir (2008) found that only 0.8% of staff were concerned with
litigation. German emergency and intensive care nurses surveyed by Koberich et al. (2010) expressed concerns (43.3%) that
the rate of legal action against the staff would increase because of misunderstandings by the families who were present. In a
study by Tudor et al. (2014), nurses were either neutral (39.6%) or disagreed with (44.8%) the statement that family presence
would influence families and they would be more likely to sue. While these studies and reviews reflect the clinician’s beliefs
and perceived barriers, there are no data in the health care literature reviewed related to actual litigation.
FAMILY MEMBER PRESENCE POLICY

A policy on the presence of family during resuscitation or invasive procedures may help guide healthcare professionals as they
strive or advocate to include family members in the care of their loved ones. Three integrative reviews (Fernandes et al., 2014;
Goldberger et al. 2015, Porter et al., 2014; Sak-Dankosky et al., 2014) suggest that policies on family presence are rare
(Fernandes, et al., 2014) and that lack of a policy is a barrier to family presence (Porter et al., 2014; Sak-Dankosky et al., 2014).
Furthermore, if a written policy is in place, some staff are unaware that the policy exists (Ferrara et al., 2016), and if staff are
aware of the policy, they need education periodically to follow it effectively (Guzzetta, 2016, Pankop, Chang, Thorlton, &
915 Lee Street, Des Plaines, IL 60016-6569 � 800.900.9659 � www.ena.org � Follow us



Spitzer, 2013, Sak-Dankosky et al., 2014; Zavotsky et al., 2014). Research has suggested that healthcare professionals want
such policies. In a study byMadden and Condon (2007), 74% of trauma nurses (n¼ 90) surveyed in Ireland preferred to have
a written policy on family presence; however, one was not in place in their institution. Healthcare staff recommend that a
policy be specific to the institution (Lederman & Wacht, 2014), provide consistent guidelines, and help improve communi-
cation among the team (Basol et al., 2009).

Summary
Family presence during invasive procedures and resuscitation is an expectation of many family members, and situations
should be handled individually by asking the family member and/or patient (for invasive procedures) if they would like to be
present. Having a family member does not delay procedures or resuscitative efforts. However, it is strongly recommended that
each institution develop policies and procedures to address the needs of family members when they are present during invasive
procedures and resuscitative events.
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GRADING THE QUALITY OF THE EVIDENCE

I. Acceptable Quality: No concerns
II. Limitations in Quality: Minor flaws or inconsistencies in the evidence
III. Major Limitations in Quality: Many flaws and inconsistencies in the evidence
IV. Not Acceptable: Major flaws in the evidence

GRADING THE LEVELS OF THE EVIDENCE (Melnyk & Fineout-Overholt, 2015)

I. Evidence from a systematic review or meta-analysis of all relevant, randomized, controlled trials or evidence-based
clinical practice guidelines based on systematic reviews of RCTs

II. Evidence obtained from at least one properly designed, randomized, controlled trial
III. Evidence obtained from well-designed controlled trials without randomization
IV. Evidence obtained from well-designed case control and cohort studies
V. Evidence from systematic reviews of descriptive and qualitative studies
VI. Evidence from a single descriptive or qualitative study
VII. Evidence from opinion of authorities and/or reports of expert committees
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Synopsis
CLINICAL QUESTION:

Does family presence have a positive or negative influence on the patient, family, and staff during invasive procedures and
resuscitation?

PROBLEM:

The practice of allowing family members to be present during the resuscitation of or invasive procedures on their relative is
one that has been discussed over the past few decades. With the rise of family-centered care, family input into healthcare
decisions has increased and strict visitation policies have relaxed, even including family at the bedside during invasive
procedures and resuscitation. This concept was first presented in the early 1980s when Foote Hospital in Michigan began a
program to facilitate the practice of family member presence during resuscitation as a response to demands by families
(Doyle et al., 1987). Hanson and Strawser (1992) presented data from the program as the seminal research on this topic. Since
then, research has centered on several different aspects of this issue. For both the initial CPG and this update, the literature
indicates that healthcare workers and family members support family presence. New research has not yielded any findings that
would change the practice recommendations for allowing family presence during resuscitation.

ENA Clinical Practice Guidelines (CPGs) are evidence-based documents that facilitate the application of current evidence into everyday emergency nursing
practice. CPGs contain recommendations based on a systematic review and critical analysis of the literature about a clinical question. CPGs are created
following a rigorous process described in ENA’s Requirements for the Development of Clinical Practice Guidelines. The purpose of CPGs is to positively
impact patient care in emergency nursing by bridging the gap between practice and currently available evidence.

Access the full clinical guideline at: www.jenonline.org
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ENA’s Clinical Practice Guidelines (CPGs) are developed by ENA members to provide emergency nurses with evidence-based information to utilize and
implement in their care of emergency patients and families. Each CPG focuses on a clinical or practice-based issue, and is the result of a review and analysis of
current information believed to be reliable. As such, information and recommendations within a particular CPG reflect the current scientific and clinical
knowledge at the time of publication, are only current as of their publication date, and are subject to change without notice as advances emerge.

In addition, variations in practice, which take into account the needs of the individual patient and the resources and limitations unique to the institution, may
warrant approaches, treatments and/or procedures that differ from the recommendations outlined in the CPGs. Therefore, these recommendations should
not be construed as dictating an exclusive course of management, treatment or care, nor does the use of such recommendations guarantee a particular
outcome. CPGs are never intended to replace a practitioner’s best nursing judgment based on the clinical circumstances of a particular patient or patient
population. CPGs are published by ENA for educational and informational purposes only, and ENA does not “approve” or “endorse” any specific methods,
practices, or sources of information. ENA assumes no liability for any injury and/or damage to persons or property arising out of or related to the use of or
reliance on any CPG.
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