FAMILY PRESENCE DURING RESUSCITATION – THE EXPERIENCES AND VIEWS OF POLISH NURSES

INTRODUCTION
The concept of family presence during resuscitation (FPDR) has been presented and analysed in research since the 1980s. The idea of FPDR originated in 1982 in Foote Hospital in Jackson, Michigan, the United States of America (USA) after a patient’s family requested it (Doyle et al., 1987). It was the patient’s family and the awareness of their expectations that inspired Doyle et al. to initially take steps to scientifically verify the benefits and dangers connected with FPDR. Since then, a number of studies have examined issues associated with FPDR mostly in terms of benefits and possible harms that it may cause to either healthcare staff, family members or patients. 
Many authors have reported evidence suggesting benefits of family witnessing resuscitation. Robinson et al. (1998) claimed that there were no detrimental psychological effects of FPDR and that family members were satisfied with the opportunity to be at the patient’s bedside during cardiopulmonary resuscitation (CPR). The study of Holzhauser et al. (2006) supported the findings of Robinson et al. (1998), identifying that relatives find it beneficial to be present in the resuscitation room. They identified FPDR helped communication between staff and family and helped relatives to cope with the situation. They also found that family members present during CPR were satisfied with being offered such a chance and there were no complaints made about the experience. Research identifying FPDR may also help families to build trust with health professionals and fulfil their needs for information (Leske et al., 2013).
In studies exploring the intensity of post-traumatic stress disorder (PTSD) symptoms and depression between the families who were present and those who were absent during CPR, found no significant differences between the two groups (Compton et al., 2011).  Jabre et al. (2013) also observed that PTSD symptoms occurred significantly more often in family members who declined to be present than those who attended CPR. Moreover, at one year following the event, those who agreed to witness the resuscitation of a family member adjusted emotionally and in terms of bereavement, adjusted to the loss (Jabre et al., 2014).  Additionally, a recent systematic overview and meta-analysis of three studies (Oczkowski et al., 2015a) concluded that moderate quality evidence indicates that FPDR for adult patients does not translate to long term emotional problems, but may improve the process of bereavement. 
As a consequence of a growing international body of evidence, a number of societies have developed or revised their practice guidelines related to family presence during resuscitation (Table 1).
	
BACKGROUND	
The analysis of literature indicates that healthcare professionals (HCPs) recognise the benefits and risks of FPDR, but views vary between countries. The practice has become accepted to some extent in Canada (McClement et al., 2009), USA (Tudor et al., 2014), the United Kingdom (Grice et al., 2003) and Australia (Chapman et al., 2013). However, in Iran (Kianmehr et al., 2010), Jordan (Hayajneh, 2013), Germany (Koberich et al., 2010), Israel (Wacht et al., 2010), Turkey (Gunes et al., 2009), Hong Kong (Leung et al., 2012), Spain (Enriquez et al., 2016), and Singapore (Ong et al., 2007) the practice of FPDR is not viewed as clinically acceptable due to potential physical threats of harm to staff.  The views on FPDR also vary between healthcare professionals, for example, nurses tend to be more positive about FPDR than doctors (Grice et al., 2003; McClenathan et al., 2002; Weslien et al., 2003). 
Despite existing worldwide recommendations, the practice of FPDR remains challenging to implement in Poland (Sak-Dankowski et al., 2015). 

Aims of the study 
The aims of the study were:
1) To determine the experiences of FPDR from anaesthesia and intensive care nurses attending the conference of the Polish Association of Anaesthesia and Intensive Care Nurses (PTPAiIO).
2) To explore delegates’ perceptions of the risks and benefits associated with FPDR. 
3) To establish factors influencing delegates’ general view of the risks and benefits of FPDR.
METHODS
Study design
A cross-sectional survey study design was used among anaesthesia and intensive care nurses attending a national conference to determine their experiences and opinions on FPDR. No nation-wide studies have yet been carried out in Poland on the concept of FPDR, so the survey technique was used to provide a wide view of the issue. 

Participants selection
The study was conducted during the conference of the PTPAiO in September 2013, in Poland.  The study’s research protocol was presented to the executive board of the PTPAiIO and to the head of the conference organising committee for approval. Written approval dated 1st of September 2013 and permission to collect the data were obtained. 
The conference programme included a lecture on the current state of knowledge on the concept of FPDR. This fact was considered in the analysis of the risks and burdens for the participants and potential influence on the study results. However, taking into account the purpose of the study and the nature of the research problem, it was concluded that the benefits outweighed the potential risks.
Delegates attending the PTPAiIO conference in Poland were all given a self-administered questionnaire to complete. In the delegate pack, each participant received a copy of the questionnaire and an information letter outlining the aim of the study and its voluntary and anonymous character. Completion of the questionnaire implied consent.
In total 720 questionnaires were distributed to participants; of these 352 were returned; 240 were completed by registered nurses. Due to the fact that in Poland the anaesthesia nurses and intensive care nurses function as one nursing speciality and are employed in various hospitals’ departments providing care in critical, intensive and acute settings, the analyses included questionnaires filled in by nurses working at intensive care units (ICUs) and other hospital departments where intensive monitoring of patients’ health status is provided. However, data concerning ICU nurses were analysed separately. Excluded questionnaires were either those returned by paramedics, doctors, midwives, paediatric nurses or those incorrectly filled in. 

The study tool
The study tool used, with permission, was a previously designed instrument - the Family Presence during CPR in intensive/critical care setting: a European perspective (FP-CPR) questionnaire by Fulbrook et al. (2005), which was translated into Polish. The approved Polish version of the FPDR questionnaire was translated back to English and reviewed by the leader author of the research that first published this tool.  
Like the original, the Polish version of the FP-CPR questionnaire consists of three parts: 1) biographical details, 2) family presence: experiences and 3) family presence: attitudes. In the second section (experiences) respondents answered six Yes/No questions, while in the third section (attitudes) they expressed their attitudes towards each of 30 statements in the five point Likert scale, ranging from ‘strongly disagree’ to ‘strongly agree’.  
[bookmark: _GoBack]Construct validity was analysed for the third part of the questionnaire, which referred to the attitudes of nursing staff towards FPDR, with the use of exploratory factor analysis; the extraction method used was principal axis factoring and Varimax rotation with Kaiser normalisation.  The Varimax methods used orthogonal rotation of extracted factors to obtain more precise factor loadings of the original variables, which helps in the interpretation of factors. Factor loadings are the correlations of each scale item with a factor and reflect the importance of a particular item to the factors. Scale items with a loading below 0.4 were rejected. Exploratory factor analysis extracted three main factors: 1) opinions on the benefits of FPDR, 2) opinions on the negative effects and 3) general views on FPDR (Table 2). Both the reliability of particular factors and the entire third part of the questionnaire – family presence: attitudes were evaluated using the α-Cronbach coefficient.
Data analysis
The analysis was conducted using a statistical package Statistica 10 Polish version. The study adopted the demographic data and the nurses’ experience with FPDR as independent variables. The dependent variables were factors extracted in the course of exploratory factor analysis. However, due to the fact that internal consistency of factor 3 general view on FPDR was below accepted value (α-Cronbach 0.54), further analysis related to this factor were not conducted.  The Lilliefors test was used for verification of data distribution normality. The distribution of data related to particular extracted factors was not compatible with a normal distribution (p<0.01), therefore, non-parametric tests were used in further analyses. The distribution of other data were normal. 
Descriptive analysis using median (Mdn) and quartiles (Q25-Q75) were used to describe each of the extracted factors; number and percentage were used to describe the respondents’ demographic characteristics. The significance of differences between the demographic features of ICU and non-ICU nurses’ and their experiences related to FPDR were analysed using the chi-square test (Χ2). 
An analysis of the significance of differences between the experiences related to FPDR in the particular ICU and non-ICU nurses' groups and the individual extracted factors was carried out using the non parametric Mann-Whitney U test and reported using z values (Z). Additionally, the relationship between the demographic variables and the extracted dependent variables was analysed using the Kruskal-Wallis test (H).  
Answers to particular questions regarding attitudes towards FPDR were rated on the scale from 1 to 5. The median value constituted the score range awarded for the particular answers to statements included in the each factor. The statistical significance level was set at p<0.05 in a two-tailed test. 
RESULTS  
Study group
	The study population included 240 nurses, 10 (4%) men and 230 (96%) women. Out of this, 113 (47%) nurses worked in adult intensive care units (ICUs). Other nurses (n=127, 53%) worked outside of ICU, including emergency departments (n=9, 4%), anaesthesia stations (n=54, 22.5%), operating theatre (n=13, 5.5%), recovery rooms (n=11, 4.5%) and other hospital departments where intensive monitoring of patient health status is provided (n=47, 9.5%). 
Most nurses were older than 35 years (n=201, 84%), had more than 10 years of experience in their current speciality (n=179, 75%) and worked more than 10 years in nursing (n=206, 86%). No significant differences between ICU and non-ICU nurses were found in age (2 =1.96 p=0.37), work experience in current speciality (2=0.07 p=0.79) and work experience in nursing (2=1.43 p=0.23).  
Analysis of nurses’ experience concerning family presence during CPR 
More than half of the nurses working in ICU (n=66, 54%) reported having experiences of FPDR; additionally, out of this group 12 (10%) had positive encounters and 46 (38%) reported negative ones. Moreover, 23 (19%) of ICU nurses have been asked by a family member if they could be present during CPR, although only 7 (6%) had ever invited a family member to be present during CPR. When compared to ICU nurses, non-ICU nurses experienced FPDR less frequently (2=7.97 p=0.004) and reported fewer negative experiences related to family members being present during CPR, 2=5.2 p=0.03, (Table 3).

Analysis of nurses’ attitudes towards family presence during CPR 
Descriptive statistics of the extracted factors are presented in Table 4. Due to significant differences between the experiences with FPDR of ICU and non-ICU nurses, analyses were carried out for these two groups separately. 
 	Factor 1: Opinions on the benefits of FPDR were formed from ten statements which listed potential benefits to family, patients and healthcare providers related to FPDR (Table 2). For this factor, the higher median values indicated more positive opinions on FPDR benefits, from 1 (strongly negative opinions) to 5 (strongly positive opinions). For ICU nurses, the median value was 2.50 (Q1-Q3=2.20-2.90) compared to 2.60 (Q1-Q3=2.30-2.90) for non-ICU nurses (Table 4); there were no statistically important differences in the perception of the benefits of FPDR between the two groups of nurses (Z=-0.77, p<0.44). Overall, the results indicated that nurses had neither positive nor negative opinions on FPDR benefits. 

Factor 2: Opinions on the negative effects of FPDR were formed from eight statements which listed potential risks and negative effects of FPDR (Table 2). For factor 2, the lower median values indicated more positive attitudes towards FPDR, from 1 (strongly positive attitudes) to 5 (strongly negative attitudes). The ICU nurses’ median value was 2.13 (Q1-Q3=1.88-2.50) compared to 2.55 (Q1-Q3= .89-2.63) for non-ICU nurses (Table 4). The results indicated that nurses working in ICU supported the negative statements about FPDR less frequently than non-ICU nurses; additionally their attitudes towards FPDR were neutral or rather positive. Also, non-ICU nurses had neutral attitudes towards FPDR with the results indicating that they chose the “do not know” option when they were answering statements which listed negative effects of FPDR. However, a significant difference between ICU and non-ICU nurses was not found (Z=-0.45, p<0.64).  

	Impact of nurses’ experience on their attitudes and views
The study analysed whether nurses’ experience of FPDR influenced their opinions on the FPDR benefits (factor 1) and opinions on the negative effects of FPDR (factor 2). No significant relationships were observed between ICU nurses' answers to the question: Have you experienced a situation in which family members were present during CPR and opinions on the FPDR benefits (Z=-0.56 p<0.57) and the negative effects of FPDR (Z=1.87 p<0.06); this was also the case for non-ICU nurses' opinions on the FPDR benefits (Z=0.10 p<0.92) and negative effects of FPDR (Z=0.01 p<0.99). 

Analysis of the impact of having one or more positive or negative experiences related to FPDR on each extracted factor was conducted for ICU and non-ICU nurses' groups separately. For ICU nurses, having one or more negative experiences of FPDR (n=46, 38%) was not significantly related to opinions on the negative effects of the FPDR (Z=-0.19, p<0.85) (Table 5).  What was noted was that having one or more positive experiences related to FPDR significantly influenced the ICU nurses' views on the negative effects of FPDR (Z =-2.16, p< 0.03) (Table 5). ICU nurses who had positive experiences of FPDR (n=12, 10%) had a lower score in perception of negative effects of FPDR (Mdn=2.12) than nurses without positive experiences (Mdn=2.5); this means that having a positive experiences of FPDR results in a more positive attitudes towards this procedure. 
For non-ICU nurses, there were no significant relationships between answers of nurses who had positive experiences of FPDR (n=10, 5%) and their opinions on the FPDR benefits (Z=-0.37 p<0.71) and the negative effects of this procedure (Z=1.66 p<0.10); additionally there were no significant relationships between answers of non-ICU nurses who had negative experiences of FPDR (n=34, 18%) and their opinions on the FPDR benefits (Z=-0.69  p<0.49) and the negative effects of FPDR (Z=0.42  p<0.68). 
	An analysis of the relationship between the respondents’ demographic characteristics and the extracted factors was conducted for both groups of nurses together. The Kruskal-Wallis test revealed no statistically significant differences (p>0.05) between nurses’ attitudes and respondents’ age (H=0.37, p<0.83), place of work (H=0.82, p<0.86), position (H=0.23 p<0.42) and work experience (H=0.35 p<0.54).  

DISCUSSION 
	The aim of the study was to determine the experiences of FPDR, perception of its risks and benefits and also establish a general view on factors influencing the attitudes of Polish anaesthesia and intensive care nurses towards FPDR. 
As shown in our study, 54% of Polish nurses working in ICUs and 27% of nurses working in other clinical settings had experienced FPDR; however only 10% of ICU and 5% of non-ICU nurses had one or more positive experiences in FPDR, whilst 38% of ICU nurses and 18% of other nurses had negative experiences.  
A study on the experiences and attitudes of nurses and physicians working in ICU and ED towards adult FPDR in hospitals in Poland and Finland was conducted by Sak-Danowski et al. (2015). This was the first study to analyse the experiences and attitudes towards FPDR of Polish HCPs. Moreover, Sak-Danowski et al. also used the FP-CPR questionnaire translated into Polish. The comparison of results reported by them with data of our study is difficult because we examined only nurses, whereas they included nurses and physicians from Poland and Finland. Sak-Danowski et al. reported that 35% of HCPs in the study experienced FPDR, out of which 12% had one or more positive experiences and 23% had one or more negative experiences. They also reported that Polish HCPs more often had had negative experiences of FPDR when compared to Finnish HCPs; these findings are similar to our findings highlighting Polish nurses’ negative experiences of FPDR. 
We also found that nurses in Poland lack positive experiences in FPDR.  Bassler (1990) demonstrated that a lack of experience or education on FPDR may affect staff’s attitudes and perceptions.  He found out that nurses’ beliefs regarding FPDR changed to a statistically significant level after attending the FPDR education programme.  Similar results were reported by other authors identifying that further education and increasing experience with FPDR are associated with increased support for FPDR (Oczkowski et al., 2015b), that introducing the topic of FPDR within nursing curricula helps resolve concerns and objections towards FPDR (Koberich et al., 2010) and that nurses’ self-confidence and perceived benefits of FPDR are significantly related (Tudor et al., 2014).  This evidence suggest that the process of changing attitudes towards FPDR requires education on FPDR and a positive work environment where positive experiences of FPDR would be acquired by HCPs.
Our findings indicate that having positive experiences results in more positive opinions towards FPDR. Similar results were reported by Sak-Danowski et al. (2015); additionally, Sak-Danowski et al. reported that having one or more negative experiences of FPDR results in having more negative opinions on this matter. Although, many of Polish nurses working in ICU had the negative experiences of FPDR, we identified that ICU nurses had undetermined/neutral opinions on the benefits and potential negative effects of FPDR; we found no relationship between having the negative experiences of FPDR and opinions on the negative effects of FPDR. This findings suggest that having positive experiences of FPDR may be a more important factor influencing positive opinions on FPDR than having negative experiences. All these findings indicate that in Poland there is a need for a wide-spread professional debate on this subject in order to reassure HCPs in FPDR.

LIMITATIONS OF THE STUDY
The results of our study must be interpreted with caution, mostly because of the sampling method used in the study; generalisation of findings might be limited because only delegates of the national conference of PTPAiIO were eligible to participate in the study. Also the representativeness of results might be questioned because the study group was composed of anaesthesia and intensive care nurses working in various clinical settings. Cardiopulmonary arrest does not occur with the same frequency in all of these settings, therefore the concept of FPDR might be unfamiliar to nurses who work outside of ICUs. The authors tried to solve this problem by extracting the data from the ICU and non-ICU nurses’ groups. The majority of statistical analyses were conducted for these groups separately.  Yet our results still provide a global view of Polish nurses’ opinions and attitudes towards FPDR.  Finally, we were not able to analyse educational factors that might influence nurses’ attitudes towards FPDR, such as completed post-graduation training, speciality certification or being a member of nurses’ professional organisations as this data was not collected; this once again limits interpretation and generalisation of the results. 
  	
CONCLUSIONS	
Despite growing evidence on the benefits of FPDR, the implementation of the recommendations on FPDR remains controversial in Poland. The data suggest that most anaesthesia and intensive care nurses in Poland have negative experiences related to FPDR and neutral or slightly positive attitudes towards FPDR. Our findings indicate that having positive experiences in FPDR significantly influences opinions on the negative effects; the more positive the previous experience on FPDR, the less negative opinions nurses have. Factors such as education, an increasing number of positive experiences and building self-confidence on FPDR seem to be crucial in the process of successfully introducing FPDR into clinical practice.

	IMPLICATIONS FOR CLINICAL PRACTICE 
· The process of changing attitudes towards FPDR requires positive work environments where positive experiences of FPDR would be acquired by HCPs.
· Evidence supports that introducing educational strategies and building healthcare professionals’ (HCPs) self-confidence on FPDR are important factors influencing opinions and attitudes towards FPDR.
· The results of the study suggest that there is a need for a wide-spread professional debate on FPDR in Poland in order to reassure HCPs.
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