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Abstract
Background Controversy surrounding Family Presence during Resuscitation (FPDR) continues internationally. The 
attitudes of medical professionals toward FPDR are particularly important for its clinical implementation. Currently, 
there is a lack of validated tools to evaluate medical professionals’ perceptions of FPDR in China. The study aimed to: 
(1) Cross-culturally adapt and validate the Family Presence Risk-Benefit Scale (FPR-BS) and the Self-Confidence Scale 
(FPS-CS) for use in China; and (2) investigate the nurses’ perceptions of FPDR and explore the relationships between 
the nurses’ perceptual variables and demographic variables.

Methods The English version of the FPR-BS and FPS-CS underwent a rigorous process of translation, back-translation, 
proofreading, and cultural adaptation to create the Chinese versions. In the first stage, a sample of 200 nurses 
were recruited to evaluate the reliability and validity of the scales. In the second stage, a larger cohort 519 nurses 
were invited to assess their perceptions of FPDR and the relationships between these perceptual variables and 
demographic variables.

Results Exploratory factorial analysis identified a single dimension for both the FPR-BS and FPS-CS, explaining 
43.84% and 48.43% of the variance, respectively. The Scale-level content validity index (S-CVI) of the FPR-BS and 
the FPS-CS was 0.98 and 0.97, respectively. Reliability assessments yielded Cronbach’s alpha coefficients of 0.933 for 
the FPR-BS and 0.930 for the FPS-CS. The split-half reliability coefficients were 0.832 for the FPR-BS and 0.835 for the 
FPS-CS, while the retest reliability coefficients were 0.742 and 0.927, respectively. The average scores obtained were 
2.76 (SD = 0.52) for the FPR-BS and 3.43 (SD = 0.58) for the FPS-CS. Statistical analyses revealed that factors such as 
patient type, family members’ prior experience with resuscitation, and the number of times nurses invited family 
members during resuscitation significantly influenced perceptions of the benefits and risks associated with FPDR 
(P < 0.05). Furthermore, obtaining certification as an intensive care specialist was positively associated with nurses’ self-
confidence in managing FPDR (P < 0.05).

Conclusions The FPR-BS and FPS-CS were validated as effective instruments for measuring nurses’ perceptions of 
PFDR, demonstrating acceptable levels of validity and reliability. While nurses reported fewer benefits and greater risks 
of FPDR, they exhibited increased self-confidence in managing family presence during resuscitation.
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Background
Resuscitation refers to the application of emergency 
medical techniques to restore spontaneous breathing and 
circulatory function in patients experiencing cardiac or 
respiratory arrest. During this critical process, the medi-
cal team typically separates the patient from their family 
members. In 1982, two families at the Foote Hospital in 
the United States requested to be present during resusci-
tation [1], marking the beginning of international discus-
sions on Family Presence during Resuscitation (FPDR). 
FPDR is defined as the medical team allows family mem-
bers to be present during resuscitation, highlighting the 
essential role of family members in the medical treatment 
process [2].

Despite its growing recognition, FPDR remains a con-
tentious issue worldwide. Many healthcare professional 
express concerns that FPDR may disrupt the resuscitation 
process, increase the stress among medical staff, cause 
psychological trauma to family members, and potentially 
lead to medical disputes [3–5]. Nevertheless, previous 
studies have demonstrated that allowing family members 
to witness resuscitation can alleviate anxiety and stress 
for both patients and their loved ones, while also enhanc-
ing communication and decision-making between medi-
cal teams and families [6, 7]. A multicenter randomized 
trial indicated that family members who witnessed resus-
citation reported lower anxiety, depression, and post-
traumatic stress disorder (PTSD) symptoms compared to 
those who did not [2]. Furthermore, witnessing the medi-
cal professionals’ efforts to rescue patients may help fam-
ily members mitigate feelings of regret and better accept 
the patient’s outcome [8]. FPDR humanizes resuscitation 
process and fosters mutual understanding [9]. Currently, 
FPDR is endorsed by several international medical insti-
tutions [10, 11].

Perceptions of FPDR vary significantly among medi-
cal professionals across different countries. There is a 
higher overall acceptance of FPDR in North America 
and Europe [11]. In contrast, many Asian medical profes-
sionals exhibit limited support for FPDR [6, 12, 13], with 
reported acceptance rates of approximately 37% in Iran, 
25% in Korea, 20% in Singapore, and only 10% in Hong 
Kong [8, 14–16]. Their primary concerns include the 
potential disruption of the resuscitation process and the 
risk of medical disputes. Cultural sensitivities regarding 
death in Eastern countries often lead to the avoidance of 
FPDR. Additionally, Asian cultures frequently emphasize 
hierarchical authority and clearly defined professional 
roles, which can limit the respect for and consideration 
of patients’ and families’ autonomy and decision-making 
rights. Most Asian countries also lack policy support for 

FPDR, coupled with a significant shortage of experience 
and training in this area [12]. As a result, the implemen-
tation of FPDR in Asian countries remains limited.

In clinical practice, the decision to involve family mem-
bers during resuscitation is typically made by medical 
professionals. Thus, assessing medical professionals’ 
perceptions of FPDR is crucial for its effective applica-
tion. However, there is a notable dearth of research on 
FPDR in China, along with the absence of specific tools 
to evaluate these perceptions. While some self-devel-
oped questionnaires have been created in Western coun-
tries to assess the perceptions of FPDR [12, 14, 17, 18], 
there remains a lack of established scales. Twibell [19] 
developed the Family Presence Risk-Benefit Scale (FPR-
BS) and the Self-Confidence Scale (FPS-CS) to evaluate 
nurses’ perceptions towards FPDR and their confidence 
in managing family presence-tools recognized as clas-
sic and widely utilized internationally. These scales have 
been applied in various countries, including Turkey [20], 
Spain [4], Korea [8], the United Kingdom [21], Australia 
[22], and the United States [19].

In this study, we aimed to: (1) adapt and validate the 
two scales; and (2) investigate the nurses’ perceptions 
regarding FPDR, while also exploring the relationship 
between these perceptual variables and demographic 
variables.

Methods
Design and participants
A two-stage cross-sectional survey was conducted in 
a tertiary hospital in Hunan Province, China, utilizing 
convenience sampling for participant recruitment. The 
first stage was undertaken during April and May 2022 
to examine the reliability and validity of the two scales. 
The criterion requires 5–10 respondents per item, and a 
mini-mum of 100 respondents is required in Exploratory 
Factor Analysis (EFA) [23]. In this study, the FPR-BS with 
a large number of items was used to calculate the sam-
ple size. The FPR-BS contained 26 items, and the sample 
size should be 156–312 cases considering the 20% invalid 
scale. A total of 200 nurses were surveyed. The second 
stage was conducted from May to July 2022 to investi-
gate the nurses’ perceptions regarding FPDR, and explore 
the relationships between demographic variables, Risks-
Benefits, and Self-Confidence. The sample size was deter-
mined using the general rule that requires a minimum of 
10 respondents per item [24]. There are 39 items in the 
Chinese version of FPR-BS and FPS-CS, and the sample 
size should be at least 468 cases considering the 20% 
invalid scale. A total of 519 nurses were included in the 
study. The inclusion criteria were as follows: (i) registered 
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nurses; (ii) consent to participate in the study. The exclu-
sion criteria were as follows: (i) interns; (ii) unwilling to 
participate in this study.

Instruments
The family presence risk-benefit scale
The FPR-BS [19] is a one-factor, 26-item instrument 
designed to assess nurses’ perceptions of the risks and 
benefits associated with Family Presence During Resus-
citation (FPDR). A 5-point Likert scale is employed for 
rating each item, with responses options ranging from 
“Strongly Disagree” to “Strongly agree”. Items 2, 3, 5, 7, 8, 
11, 12, 13, and 14 are reverse scored. Total scores range 
from 26 to 130, with higher scores indicating that nurses 
perceive greater benefits and fewer risks associated with 
FPDR. This scale demonstrates excellent internal consis-
tency, with a Cronbach’s alpha of 0.96.

The self-confidence scale
The FPS-CS [19] is a one-factor, 17-item instrument 
designed to assess nurses’ self-confidence in managing 
resuscitation measures when family members were pres-
ent. Each item is rated on a 5-point Likert scale, rang-
ing from “Strongly Disagree” to “Strongly Agree.” Total 
scores on this scale range from 17 to 85, with higher 
scores indicative of greater self-confidence in executing 
resuscitation measures. This scale demonstrates excellent 
internal consistency, with a Cronbach’s alpha of 0.95.

Procedures
Translation procedure
The Brislin’s model was used to translate and adapt the 
FPR-BS and FPS-CS [25]. Two nurses with master’s 
degree were invited to independently translate the two 
scales into Chinese. Subsequently, a third nurse com-
pared the two translations, and if discrepancies were 
encountered between the two translations, discus-
sions were conducted. An English teacher with a mas-
ter’s degree and a nursing master’s student conducted 
the back-translation process independently. Finally, 
another nursing master’s student integrated the two 
back-translations.

Data collection procedure
The study was conducted in a Chinese tertiary hospi-
tal with nearly 3,000 nurses. The investigator briefed 
the nurses on the content, purpose and significance of 
the questionnaire before distribution. After obtaining 
informed consent, the paper questionnaires were distrib-
uted to the nurses on site. They completed the question-
naires independently and returned them on the spot after 
completion. In order to ensure the quality of question-
naires, all questionnaires were issued in paper format.

Data analysis
Descriptive analysis and frequency analysis were used 
for demographic variables. The correlation between 
scores for perceived risk-benefit and perceived self-con-
fidence was determined by Pearson r correlations. The 
relationship between the nurses’ perceptual variables 
and demographic variables was measured by t test and 
one-way analysis of variance (ANOVA). All analysis was 
conducted by Statistical Package for the Social Science 
(SPSS) 25.0.

Items analysis
Items analysis was assessed by discriminant validity and 
item-total correlation. The total score of the translated 
scales was ranked from high to poor, and the relation-
ship between the first 27% (high-score group) and the last 
27% (poor-score group) was analyzed to assess the scales’ 
discrimination ability. The correlation between each item 
and the scale was analyzed to evaluate whether each item 
of the translated scale can be retained.

Validity analysis
Six experts were invited to evaluate the content valid-
ity of the translated scales using the Delphi method. The 
content validity was evaluated by the Item-level content 
validity index (I-CVI) and the Scale-level content valid-
ity index (S‐CVI). Each item was rated based on its rel-
evance to the theme using a 4-point Likert scale, where 
‘1’ indicates ‘strongly irrelevant’ and ‘4’ indicates ‘strongly 
relevant.’ The I-CVI is calculated as the ratio of experts 
who rated the item as either 3 or 4 points out of the total 
number of experts. The S-CVI is the average of the I-CVI 
values for all items. When I-CVI ≥ 0.78 and S-CVI ≥ 0.80, 
the content validity of the scale is ideal.

Maximum likelihood EFA with varimax rotation was 
performed to evaluate the construct validity, the Kaiser-
Meyer-Olkin (KMO) and Bartlett’s spherical test were 
used to assess the suitability of EFA. The cumulative total 
variance explanation rate must be > 40%, and the factor 
loading of each item must be > 0.40.

Reliability analysis
The Cronbach’s α coefficients of the translated scales 
was calculated to assess the internal consistency reli-
ability. The items were categorized into odd and even 
groups, the split-half reliability was evaluated by examin-
ing the correlation between divided groups. Two weeks 
later, the translated scales were used to assess its stabil-
ity among 24 nurses. Test-retest correlation analysis was 
performed to assess the stability and consistency of the 
scales across the entire period of time during which data 
were collected.
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Ethical considerations
This study was approved by the Ethics Committee of 
Xiangya Nursing School of Central South University (No. 
E2023124).

Results
Cross-cultural adaptation and translation
Six experts (supplementary material Table 1) in the field 
of critical care were invited for the adaptation of the two 
scales, they provided suggestions for the 4 items in FPS-
CS. Item 12 was revised from “administer drug therapies” 
to “administer drug therapies as prescribed by the doc-
tor.” Item 14 was expanded from “encourage family mem-
bers to talk to their family member” to “encourage family 
members to talk to their family member at the appro-
priate time.” Item 15 was supplemented from “support 
family members” to “support family members (i.e., psy-
chological comfort, explaining the resuscitation work).” 
Item 17 was expanded from “bereavement follow-up” to 
“bereavement follow-up (i.e., cadaver care, handling of 
various formalities in the hospital).”

The reliability and validity of the FPR-BS and the FPS-CS
Participant characteristics
A total of 220 questionnaires were received. After exclud-
ing 20 invalid questionnaires, the number of valid ques-
tionnaires was 200, resulting in a valid response rate of 
90.9%. Table  1 shows the demographic information of 
participants.

Items analysis
The Pearson correlation analysis revealed a statistically 
significant difference (P < 0.001) in the item-total score 
correlations. The item-total correlation for the FPR-BS 
ranged from 0.323 to 0.829 (supplementary material 
Table 2), while for the FPS-CS, it ranged from 0.497 to 
0.847 (supplementary material Table 3). The critical ratio 
of 26 items in the FPR-BS were 3.22 to 14.57 (supple-
mentary material Table 4), while in the FPS-CS, it ranged 
from 5.85 to 14.29 (supplementary material Table 5), 
indicating good item discrimination for both scales.

Validity analysis
Construct validity
The Kaiser–Meyer–Olkin (KMO) test was 0.892, and 
Bartlett sphericity test was significant (χ2 = 3598.861, 
P < 0.001). A single factor was extracted from the FPR-BS 
(supplementary material Fig. 1). In the first four rounds 
of factor analysis, items 8, 7, 15, and 5 were successively 
removed (supplementary material Tables 6 - Table  9). 
In the fifth EFA (supplementary material Table 10), the 
cumulative variance contribution rate was 43.842%, and 
each item had a factor loading of 0.40 or higher (Table 2). 
Through five EFAs, a total of 4 items were removed, and 
22 items were retained.

The Kaiser–Meyer–Olkin (KMO) test was 0.906, and 
Bartlett sphericity test was significant (χ2 = 2569.582, 
P < 0.001). A single factor was extracted from the FPS-
CS (supplementary material Fig. 2). In the EFA, no items 

Table 1 Sample characteristics (N = 200)
Characteristics N %
Gender
Male 8 4
Female 192 96
Years of working
≤ 5 44 22
6–10 81 40.5
11–20 58 29
≥ 21 17 8.5
Age
18–25 28 14
26–30 57 28.5
31–40 94 47
≥ 41 21 10.5
Level of education
Associate degree 7 3.5
Bachelor Degree 168 84
Master Degrees or above 25 12.5
Patients type
Adult 167 83.5
Children 8 4
Neonates 14 7
Elderly 11 5.5
Type of clinical unit
Internal medicine 50 25
Surgery department 57 28.5
Intensive care unit 80 40
Emergency 13 6.5
Professional title
Primary 69 34.5
Intermediate 129 64.5
Senior 2 1
Position
Staff nurse 190 95
Supervisor 10 5
whether to obtain the certificate of critical care special-
ist nurse
Yes 24 12
No 176 88
Experience of resuscitating patients
Yes 171 85.5
No 29 14.5
Whether family members have experienced CPR
Yes 27 13.5
No 173 86.5
Number of times invited family presence
0 174 87
< 5 20 10
≥ 5 6 3
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were removed from the FPS-CS (supplementary material 
Table 11). The cumulative variance contribution rate was 
48.427%, and each item had a factor loading of 0.40 or 
higher (Table 3).

Content validity
Six experts were invited to evaluate the content validity 
of the FPR-BS and the FPS-CS. The results showed that 
the I-CVI for both scales ranged from 0.78 to 1, while the 
S-CVI was 0.98 for the FPR-BS and 0.97 for the FPS-CS 
(supplementary material Tables 8 - Table 9).

Table 2 Factor analysis of the final FPR-BS items
Item Factor 

loading
1.Family members should be given the option to be present when a loved one is being resuscitated. 0.717
2.Family members will panic if they witness a resuscitation effort. -0.416
3.Family members will have difficulty adjusting to the long-term emotional impact of watching a resuscitation effort. -0.432
4.The resuscitation team may develop a close relationship with family members who witness the efforts, as compared to family members 
who do not witness the efforts.

0.568

6.If my loved one were being resuscitated, I would want to be present in the room. 0.447
9.Family members who witness unsuccessful resuscitation efforts will have a better grieving process. 0.602
10.If my loved one were being resuscitated, I should be allowed to be present because I am a nurse. 0.423
11.Family members will become disruptive if they witness resuscitation efforts. -0.631
12.Family members who witness a resuscitation effort are more likely to sue. -0.556
13.The resuscitation team will not function as well if family members are present in the room. -0.550
14.Nurses with whom I work are not supportive of family presence during resuscitation efforts. -0.508
16.The presence of family members during resuscitation efforts is beneficial to patients. 0.602
17. Family presence during resuscitation is beneficial to families. 0.680
18. Family presence during resuscitation is beneficial to nurses. 0.755
19. Family presence during resuscitation is beneficial to physicians. 0.769
20. Family presence during resuscitation should be a component of family-centered care. 0.794
21. Family presence during resuscitation will have a positive effect on patient ratings of satisfaction with hospital care. 0.856
22. Family presence during resuscitation will have a positive effect on family ratings of satisfaction with hospital care. 0.876
23. Family presence during resuscitation will have a positive effect on nurse ratings of satisfaction in providing optimal patient and family 
care.

0.873

24. Family presence during resuscitation will have a positive effect on physician ratings of satisfaction in providing optimal patient and fam-
ily care.

0.866

25. Family presence during resuscitation is a right that all patients should have. 0.651
26. Family presence during resuscitation is a right that all family members should have. 0.621

Table 3 Factor analysis of the final FPS-CS items
Item Factor loading
1. I could communicate about the resuscitation effort to family members who are present. 0.628
2. I could administer drug therapies during resuscitation efforts with family members present. 0.678
3. I could perform electrical therapies during resuscitation efforts with family members present. 0.712
4. I could deliver chest compressions during resuscitation efforts with family members present. 0.691
5. I could communicate effectively with other health team members during resuscitation efforts with family members present. 0.784
6. I could maintain dignity of the patient during resuscitation efforts with family members present. 0.713
7. I could identify family members who display appropriate coping behaviors to be present during resuscitation efforts. 0.772
8. I could prepare family members to enter the area of resuscitation of their family member. 0.742
9. I could enlist support from attending physicians for family presence during resuscitation efforts. 0.609
10. I could escort family members into the room during resuscitation of their family member. 0.709
11. I could announce family member’s presence to resuscitation team during resuscitation efforts of their family member. 0.734
12. I could provide comfort measures to family members witnessing resuscitation efforts of their family member. 0.847
13. I could identify spiritual and emotional needs of family members witnessing resuscitation efforts of their family member. 0.799
14. I could encourage family members to talk to their family member during resuscitation efforts. 0.763
15. I could delegate tasks to other nurses in order to support family members during resuscitation efforts of their family member. 0.463
16. I could debrief family after resuscitation of their family member. 0.513
17. I could coordinate bereavement follow-up with family members after resuscitation efforts of their family member, if required. 0.545
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Reliability analysis
Reliability assessments yielded Cronbach’s alpha coeffi-
cients of 0.933 for the FPR-BS and 0.930 for the FPS-CS. 
The split-half reliability coefficients were 0.832 for the 
FPR-BS and 0.835 for the FPS-CS, while the test-retest 
reliability coefficients were 0.742 and 0.927, respectively.

Perceptions of risks-benefits and self-confidence
Participant characteristics
A total of 550 questionnaires were collected, with 31 
deemed invalid and excluded from analysis, leaving 
519 valid responses and a final valid response rate of 
94.5%. Table  4 shows the demographic information of 
participants.

Scores on study variables
The average scores obtained were 2.76 (SD = 0.52) for the 
FPR-BS and 3.43 (SD = 0.58) for the FPS-CS.

Correlations among perceptions of risks-benefits and self-
confidence
The correlation coefficient between the FPR-BS and FPS-
CS scores was 0.532 (P < 0.05), indicating that nurses who 
perceived more benefits and fewer risks of FPDR, they 
also perceived greater self-confidence in the ability to 
manage family presence.

Relationships between demographic variables, risks-
benefits, and self-confidence
Statistical analyses revealed that factors such as patient 
type, family members’ prior experience with resusci-
tation, and the number of times nurses invited family 
members during resuscitation significantly influenced 
perceptions of the benefits and risks associated with 
FPDR (P < 0.05). Furthermore, obtaining certification as 
an intensive care specialist was positively associated with 
nurses’ self-confidence in managing FPDR (P < 0.05). Fur-
ther details were presented in Table 4.

Discussion
This study represents the first investigation in mainland 
China to evaluate the reliability and validity of FPR-BS 
and FPS-CS, while also exploring nurses’ perceptions of 
FPDR. Through cross-cultural adaptation, we have vali-
dated these scales for application within the Chinese con-
text. Our findings indicated that while nurses perceived 
fewer benefits and more risks with FPDR, they also 
report a greater self-confidence in their ability to manage 
family presence during resuscitation efforts.

To assess the content validity of the two scales, six 
experts were consulted, and the results demonstrated 
strong content validity. Four items in the FPS-CS were 
modified to account for cultural and system differences 
between countries. Specifically, item 12 was revised from 

“administer drug therapies” to “administer drug therapies 
as prescribed by the doctor.” This adjustment reflects the 
current legal framework in China, where nurses do not 
possess the authority to prescribe medication [26]. Addi-
tionally, item 14 and item 15 were supplemented to elimi-
nate ambiguity and enhance understanding. Traditional 
Chinese culture places significant value funeral rituals, 
which encompass a comprehensive set of practices. As a 
result, it is essential to clarify the specific responsibilities 
of nurses in assisting family members during the bereave-
ment process. Following consultations with emer-
gency department nurses, item 17 was expanded from 
“bereavement follow-up” to “bereavement follow-up (i.e., 
cadaver care, handling of various formalities in the hos-
pital. The original author approved these modifications, 
ensuring that the scale is culturally relevant and contex-
tually appropriate.

The results of EFA indicated that the construct validity 
of both scales was satisfactory. The factor loadings of the 
remaining 22 items in FPR-BS were above 0.4, explaining 
43.84% of the variance. All the 17 items in the FPS-CS 
were retained following EFA, contributing to a cumula-
tive variance of 48.43%. In the study, items 5, 7, 8, and 15 
were removed from FPR-BS. Specifically, item 5, which 
stated, “I would be more anxious about doing things 
right if family members were present during a resuscita-
tion effort.” was deleted due to its redundancy with items 
11, 12, and 13. These three items address the disruptive 
behaviours of family members, which can contribute to 
anxiety among medical professionals involved in FPDR. 
In the context of the prevailing medical environment in 
China, FPDR is generally not permitted [12]. Asian cul-
tures often emphasized hierarchical authority and clearly 
defined professional roles. In medical emergencies, doc-
tors and nurses are viewed as ultimate authorities, and 
decisions regarding FPDR are typically made by medi-
cal professionals, often disregarding the preferences of 
patients and their families. This contrasts sharply with 
the emphasis in Western countries on keeping patients 
and their families informed and actively involved in the 
care process. Consequently, item 7, “Patients do not want 
family members present during a resuscitation attempt,” 
and item 15, “Family members on the unit where I work 
prefer to be present in the room during resuscitation 
efforts,” were removed. Currently, standardized guide-
lines for resuscitation exist internationally [27]. The 
resuscitation measures taken by the resuscitation team 
not influenced by whether family members are pres-
ent. Thus, item 8, “The resuscitation team will try more 
extensive interventions if family members are present,” 
was deleted.

Consistent with findings from other countries [4, 19–
22], our results demonstrated that both scales exhibit 
strong reliability. The Cronbach’s alpha coefficients for 
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Table 4 Sample characteristics and univariate analysis on the score of FPR-BS and FPS-CS(N = 519)
Characteristics N (%) the score of 

FPR-BS
(Mean ± SD)

t/F P the score of 
FPS-CS
(Mean ± SD)

t/F P

Gender
Male 31(6) 60.81 ± 11.39 0.057a 0.954 56.74 ± 11.82 0.955a 0.340
Female 488(94) 60.69 ± 11.34 58.49 ± 9.75
Years of working
≤ 5 110 (21.2) 61.62 ± 11.57 0.395b 0.757 57.54 ± 9.90 0.384b 0.764
6–10 217 (41.8) 60.70 ± 10.95 58.55 ± 9.69
11–20 142 (27.4) 60.23 ± 12.11 58.55 ± 10.34
≥ 21 50 (9.6) 59.94 ± 10.32 59.08 ± 9.46
Age
18–25 68 (13.1) 62.21 ± 12.31 0.772b 0.510 58.07 ± 10.18 0.259b 0.855
26–30 150 (28.9) 60.98 ± 11.04 57.88 ± 10.23
31–40 247 (47.6) 60.42 ± 11.41 58.70 ± 9.51
≥ 41 54 (10.4) 59.26 ± 10.56 58.74 ± 10.38
Level of education
Associate degree 23 (4.4) 62.57 ± 12.99 0.731b 0.482 58.39 ± 10.17 1.465b 0.232
Bachelor Degree 431 (83) 60.43 ± 11.27 58.09 ± 10.09
Master Degree 65 (12.5) 61.78 ± 11.22 60.34 ± 8.11
Patients type
Adult 428 (82.5) 60.08 ± 11.37 3.369b 0.018 57.94 ± 10.08 2.234b 0.083
Children 38 (7.3) 62.42 ± 7.99 59.61 ± 8.01
Neonates 34 (6.6) 62.68 ± 11.07 59.97 ± 9.24
Elderly 19 (3.7) 67.47 ± 14.17 63.11 ± 8.68
Type of clinical unit
Internal medicine 128 (24.7) 60.07 ± 11.29 0.372b 0.773 58.86 ± 9.60 0.224b 0.880
Surgery department 144 (27.7) 60.49 ± 12.04 58.30 ± 10.17
Intensive care unit 206 (39.7) 61.32 ± 10.86 58.04 ± 9.81
Emergency 41 (7.9) 60.24 ± 11.50 58.93 ± 10.33
Professional title
Primary 197 (38) 61.10 ± 11.71 0.334b 0.716 58.01 ± 10.22 0.294b 0.746
Intermediate 317 (61.1) 60.40 ± 11.11 58.59 ± 9.63
Senior 5 (1) 63.00 ± 12.02 60.20 ± 13.59
Position
Staff nurse 494 (95.2) 60.74 ± 11.41 0.458a 0.647 58.19 ± 9.93 1.963a 0.050
Supervisor 25 (4.8) 59.68 ± 9.86 62.16 ± 8.15
whether to obtain the certificate of critical care specialist 
nurse
Yes 74 (14.3) 60.68 ± 9.94 2.016a 0.987 60.97 ± 9.51 0.277a 0.015
No 445 (85.7) 60.70 ± 11.56 57.96 ± 9.88
Experience of resuscitating patients
Yes 453 (87.3) 60.34 ± 11.35 1.890a 0.059 58.43 ± 9.90 0.272a 0.786
No 66 (12.7) 63.15 ± 10.98 58.08 ± 9.83
Whether family members have experienced resuscitation
Yes 72 (13.9) 63.50 ± 10.36 2.273a 0.023 59.33 ± 7.81 1.060a 0.292
No 447 (86.1) 60.24 ± 11.43 58.23 ± 10.17
Number of times invited family presence
0 444 (85.5) 60.17 ± 11.26 7.459b 0.001 58.14 ± 9.74 1.768b 0.172
< 5 65 (12.5) 62.37 ± 11.08 59.23 ± 11.13
≥ 5 10 (1.9) 73.20 ± 8.26 63.60 ± 5.54
Note: a is t value; b is F value
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the Chinese version of the FPR-BS and the FPS-CS in this 
study were 0.933 and 0.930, respectively. Additionally, 
the split-half reliability coefficient for the two scales was 
0.832 and 0.835. A retest involving 24 nurses conducted 
over a two-week interval yielded reliability scores of 0.742 
for the FPR-BS and 0.927 for the FPS-CS, indicating good 
stability. Therefore, the Chinese version of both scales is 
deemed suitable for application within our country.

In the second stage of the study, we observed that Chi-
nese nurses perceive fewer benefits and greater risks 
associated with FPDR, yet they report increased self-
confidence in their ability to manage family presence. 
While there is a higher acceptance of FPDR in Western 
countries [11], most medical professionals in Eastern 
countries generally exhibit negative attitudes towards this 
practice [6, 12, 13]. Currently, FPDR is not a common 
practice in mainland China, and most medical profes-
sionals lack both experience and training in this area [12]. 
Furthermore, there are no relevant policies governing 
FPDR in China. Cultural sensitivities surrounding discus-
sions of death add another layer of complexity, as medi-
cal disputes are relatively common within the context of 
Chinese healthcare. Consequently, Chinese healthcare 
professionals generally exhibit a limited willingness to 
implement FPDR [12, 14, 28]. Previous studies [8, 29–
33] have indicated that supportive policy, educational 
initiatives, and the involvement of family support per-
sons could facilitate the implementation of FPDR. These 
findings provide valuable insights for further research 
on FPDR in the domestic context, highlighting the 
need for targeted interventions to enhance understand-
ing and acceptance of FPDR among Chinese healthcare 
professionals.

The differences in the total scores of FPR-BS were 
observed based on patient type, family members’ prior 
experience with resuscitation, and the number of times 
nurses invited family members during resuscitation. The 
score of the FPS-CS was varied among nurses who pos-
sessed certifications as critical care specialists. In our 
study, nurses perceived greater benefits of FPDR when 
caring for elderly patients. Possible reasons are as fol-
lows: China has stepped into an aging society, the illness 
of the elderly has led to a great economic burden on their 
family members [34]. In this context, the implementa-
tion of FPDR may help alleviate some of this economic 
strain. Furthermore, for elderly patients who experience 
chronic illnesses, death is frequently viewed as a form of 
relief, which may reduce the pressure on medical profes-
sionals when facilitating FPDR. According to Bandura’s 
[35] research, individual behaviour is largely influenced 
by personal perceptions. Our findings indicated that 
as nurses more frequently invite family members into 
the resuscitation process, they perceive greater bene-
fits from FPDR. This aligns with the results reported by 

Twibell [19] and Chapman [22]. Additionally, we found 
that nurses whose family members had previously expe-
rienced resuscitation perceived more benefits from this 
practice. Forcibly separating the family members from 
the patient during resuscitation can be emotionally det-
rimental to those family members [36]. Given the lack 
of information during resuscitation, family members are 
often more willing to confront the painful realities associ-
ated with the process [32]. Nurses certified as critical care 
specialists exhibit higher self-confidence in managing 
family presence during resuscitation. These specialized 
nurses possess more extensive experience and stronger 
core competencies compared to non-specialized coun-
terparts [37]. Consequently, they are better equipped to 
manage family involvement effectively, thereby enhanc-
ing the quality of care provided to both patients and their 
families. The observed differences in scale scores among 
nurses with varying characteristics may serve as a valu-
able reference for future research on FPDR.

Even though many hospitals in Western countries have 
implemented policies allowing for FPDR [38], this prac-
tice has not been universally implemented. Significant 
progress has been made in acknowledging the potential 
benefits for both patients and their families; however, 
the extent of FPDR’s adoption and the consistency of its 
application continue to vary across institutions. In con-
trast, the implementation of FPDR has been particularly 
limited in Asian countries. The cultural context in many 
Asian countries is characterized by strong family ties and 
a pronounced emphasis on family involvement in medi-
cal decision-making. As such, implementing FPDR could 
align with these cultural values and offer crucial emo-
tional support to families during critical situations [6]. 
Furthermore, promoting FPDR in Asia has the poten-
tial to bridge existing gaps in healthcare practices, ulti-
mately enhancing the experiences of both patients and 
their families during resuscitation efforts [10]. None-
theless, the feasibility of implementing FPDR in China 
requires further exploration. Future research, including a 
pilot study, could be beneficial in assessing the practical 
application of FPDR within the Chinese healthcare sys-
tem. Such investigations would provide valuable insights 
into how FPDR can be effectively integrated into clinical 
practice while respecting cultural norms and enhancing 
patient care.

Limitations
This study has several limitations that warrant consider-
ation. Firstly, this research was conducted in a single ter-
tiary hospital, which may limit the generalizability of the 
findings to broader contexts. Future studies should aim 
to expand the sample size and incorporate a multicenter 
design to enhance the robustness and representativeness 
of the results. Secondly, this investigation was exclusively 
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quantitative in nature; thus, the inclusion of qualitative 
methodologies in future research could provide deeper 
insights into the perceptions of diverse stakeholder 
groups regarding FPDR. Such qualitative approaches 
would allow for a more nuanced understanding of the 
factors influencing attitudes and experiences related to 
FPDR.

Conclusions
In this study, both FPR-BS and the FPS-CS demonstrated 
strong validity and reliability, establishing them as effec-
tive tools for evaluating nurses’ perceptions of FPDR. 
While Chinese nurses reported perceiving fewer ben-
efits and greater risks associated with FPDR, they also 
exhibited increased more self-confidence in their ability 
to manage family presence during resuscitation efforts. 
These findings underscore the need for targeted educa-
tional initiatives and policy development to enhance the 
implementation of FPDR in the Chinese healthcare con-
text, ultimately improving both patient care and family 
involvement.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12912-024-02416-8.

Supplementary Material 1

Acknowledgements
We would like to thank Dr. Twibell for providing information on the 
development of the Chinese version of the Family Presence Risk-Benefit scale 
(FPR-BS) and the Family Presence the Self-Confidence scale (FPS-CS). We are 
grateful to all nurses who participated in this study.

Author contributions
Conceived and designed the research: Y-m L. Wrote the paper: YG. Analyzed 
the data: YG and J-x Y. Revised the paper: J-x Y, JP, Y-t L, Y-s T, and Z-y C. The 
authors read and approved the final manuscript.

Funding
2023 scientific research project of the CHINESE NURSING ASSOCIATION 
(ZHKY202306).

Data availability
Data is provided within the manuscript or supplementary information files.

Declarations

Ethics approval and consent to participate
All individuals have provided informed consent before the data collection. 
Participating nurses were promised that the information provided would 
remain anonymous. Approval for the study was obtained from the Ethics 
Committee of Xiangya Nursing School of Central South University (E2023124), 
and all methods were performed in accordance with the relevant guidelines 
and regulations.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1Clinical Nursing Teaching and Research Section, The Second Xiangya 
Hospital of Central South University, Changsha, Hunan, China

Received: 4 December 2023 / Accepted: 8 October 2024

References
1. Doyle CJ, Post H, Burney RE, Maino J, Keefe M, Rhee KJ. Family participation 

during resuscitation: an option. Ann Emerg Med. 1987;16(6):673–5.
2. Jabre P, Belpomme V, Azoulay E, Jacob L, Bertrand L, Lapostolle F, Tazarourte 

K, Bouilleau G, Pinaud V, Broche C, et al. Family presence during cardiopulmo-
nary resuscitation. N Engl J Med. 2013;368(11):1008–18.

3. Waldemar A, Thylen I. Healthcare professionals’ experiences and attitudes 
towards family-witnessed resuscitation: a cross-sectional study. Int Emerg 
Nurs. 2019;42:36–43.

4. de Mingo-Fernandez E, Belzunegui-Eraso A, Jimenez-Herrera M. Family 
presence during resuscitation: adaptation and validation into Spanish of the 
Family Presence Risk-Benefit scale and the self-confidence scale instrument. 
BMC Health Serv Res. 2021;21(1):221.

5. Fern´andez EM, GMMı H, MıJe. Family witnessed resuscitation and invasive 
procedures: patient and family opinions. Nurs Ethics 2020.

6. Hassankhani H, Zamanzade V, Rahmani A, Haririan H, Porter JE. Family sup-
port liaison in the witnessed resuscitation: a phenomenology study. Int J 
Nurs Stud. 2017;74:95–100.

7. De Stefano C, Normand D, Jabre P, Azoulay E, Kentish-Barnes N, Lapostolle 
F, Baubet T, Reuter PG, Javaud N, Borron SW, et al. Family Presence during 
Resuscitation: a qualitative analysis from a National Multicenter Randomized 
Clinical Trial. PLoS ONE. 2016;11(6):e0156100.

8. Park JY, Ha J. Predicting nurses’ intentions in allowing family presence during 
resuscitation: a cross-sectional survey. J Clin Nurs. 2021;30:1018–25.

9. Ramage E, Porter JE, Biedermann N. Family presence during resuscitation 
(FPDR): a qualitative study of implementation experiences and opinions of 
emergency personnel. Australas Emerg Care. 2018;21(2):51–5.

10. Davidson JE, Aslakson RA, Long AC, Puntillo KA, Kross EK, Hart J, Cox CE, Wun-
sch H, Wickline MA, Nunnally ME, et al. Guidelines for family-centered care in 
the neonatal, Pediatric, and adult ICU. Crit Care Med. 2017;45(1):103–28.

11. Twibell R, Siela D, Riwitis C, Neal A, Waters N. A qualitative study of factors in 
nurses’ and physicians’ decision-making related to family presence during 
resuscitation. J Clin Nurs. 2018;27(1–2):e320–34.

12. Lai MK, Aritejo BA, Tang JS, Chen CL, Chuang CC. Predicting medical profes-
sionals’ intention to allow family presence during resuscitation: a cross 
sectional survey. Int J Nurs Stud. 2017;70:11–6.

13. Mark K. Family presence during paediatric resuscitation and invasive proce-
dures: the parental experience: an integrative review: an integrative review. 
Scand J Caring Sci. 2021;35(1):20–36.

14. SYLam SN, Wong H, Hui W, Lee, So K. Attitudes of doctors and nurses to fam-
ily presence during paediatric cardiopulmonary resuscitation. HK J Paediatr. 
2007;12:253–9.

15. Ong ME, Chan YH, Srither DE, Lim YH. Asian medical staff attitudes towards 
witnessed resuscitation. Resuscitation. 2004;60(1):45–50.

16. Zali M, Hassankhani H, Powers KA, Dadashzadeh A, Rajaei Ghafouri R. Family 
presence during resuscitation: a descriptive study with Iranian nurses and 
patients’ family members. Int Emerg Nurs. 2017;34:11–6.

17. Szymanski D, Koziel VM, Abel JJ, Oman KS, Duran CR. Attitudes toward and 
beliefs about Family Presence: a Survey of Healthcare providers, patients’ 
families, and patients. Am J Crit Care. 2007;16(3):270–9.

18. Fulbrook P, Latour JM, Albarran JW. Paediatric critical care nurses’ attitudes 
and experiences of parental presence during cardiopulmonary resuscitation: 
a European survey. Int J Nurs Stud. 2007;44(7):1238–49.

19. Twibell RS, Siela D, Riwitis C, Wheatley J, Riegle T, Bousman D, Cable S, Caudill 
P, Harrigan S, Hollars R, et al. Nurses’ perceptions of their self-confidence and 
the benefits and risks of Family Presence during Resuscitation. Am J Crit Care. 
2008;17(2):101–11.

20. Öztürk EA, Koç Z. Turkish validation of the family presence during resuscita-
tion risk-benefit scale. Nurs Crit Care 2021:1–10.

21. Bray I, Kenny G, Pontin D, Williams R, Albarran J. Family presence during resus-
citation: validation of the risk–benefit and self-confidence scales for student 
nurses. J Res Nurs. 2016;21(4):306–22.

https://doi.org/10.1186/s12912-024-02416-8
https://doi.org/10.1186/s12912-024-02416-8


Page 10 of 10Guo et al. BMC Nursing          (2024) 23:756 

22. Chapman R, Watkins R, Bushby A, Combs S. Assessing health professionals’ 
perceptions of family presence during resuscitation: a replication study. Int 
Emerg Nurs. 2013;21(1):17–25.

23. MacCallum RC, Widaman KF, Preacher KJ, Hong S. Sample size in factor analy-
sis: the role of Model Error. Multivar Behav Res. 2001;36(4):611–37.

24. Wolf EJ, Harrington KM, Clark SL, Miller MW. Sample size requirements for 
structural equation models: an evaluation of Power, Bias, and Solution Propri-
ety. Educ Psychol Meas. 2013;76(6):913–34.

25. Jones PS, Lee JW, Phillips LR, Zhang XE, Jaceldo KB. An adaptation of Brislin’s 
translation model for cross-cultural research. Nurs Res. 2001;50(5):300–4.

26. Han S, Jia X, Zhu R, Cao Y, Xu Z, Meng Y. Gastroenterology nurse prescribing 
in China: a Delphi method. J Adv Nurs. 2021;77(3):1228–43.

27. Wyckoff MH, Greif R, Morley PT, Ng K-C, Olasveengen TM, Singletary EM, 
Soar J, Cheng A, Drennan IR, Liley HG, et al. 2022 International Consensus 
on Cardiopulmonary Resuscitation and Emergency Cardiovascular Care 
Science with Treatment recommendations: Summary from the Basic Life 
support; Advanced Life support; Pediatric Life support; neonatal life support; 
education, implementation, and teams; and First Aid Task forces. Circulation. 
2022;146(25):e483–557.

28. Chen CL, Tang JS, Lai MK, Hung CH, Hsieh HM, Yang HL, Chuang CC. Fac-
tors influencing medical staff’s intentions to implement family-witnessed 
cardiopulmonary resuscitation: a cross-sectional, multihospital survey. Eur J 
Cardiovasc Nurs. 2017;16(6):492–501.

29. Vanhoy MA, Horigan A, Stapleton SJ, Valdez AM, Bradford JY, Killian M, Reeve 
NE, Slivinski A, Zaleski ME, Proehl J, et al. Clinical practice Guideline: Family 
Presence. J Emerg Nurs. 2019;45(1):e7671–7629.

30. Powers K, Reeve CL. Factors associated with nurses’ perceptions, self-confi-
dence, and invitations of family presence during resuscitation in the intensive 
care unit: a cross-sectional survey. Int J Nurs Stud. 2018;87:103–12.

31. Toronto CE, LaRocco SA. Family perception of and experience with family 
presence during cardiopulmonary resuscitation: an integrative review. J Clin 
Nurs. 2019;28(1–2):32–46.

32. Porter DJE. Family presence during resuscitation (FPDR): a qualitative descrip-
tive study exploring the experiences of emergency personnel post resuscita-
tion. Heart Lung. 2019;48(4):268–72.

33. Grimes C. The effects of family-witnessed resuscitation on health profession-
als. Br J Nurs. 2020;29(15):892–6.

34. Bao J, Zhou L, Liu G, Tang J, Lu X, Cheng C, Jin Y, Bai J. Current state of care 
for the elderly in China in the context of an aging population. Biosci Trends. 
2022;16(2):107–18.

35. Bandura A. Human agency in social cognitive theory. Am Psychol. 
1989;44(9):1175–84.

36. Giles T, de Lacey S, Muir-Cochrane E. How do clinicians practise the principles 
of beneficence when deciding to allow or deny family presence during 
resuscitation? J Clin Nurs. 2018;27(5–6):e1214–24.

37. Zhang X, Meng K, Chen S. Competency framework for specialist critical care 
nurses: a modified Delphi study. Nurs Crit Care. 2020;25(1):45–52.

38. Dainty KN, Atkins DL, Breckwoldt J, Maconochie I, Schexnayder SM, Skrifvars 
MB, Tijssen J, Wyllie J, Furuta M, Aickin R, et al. Family presence during 
resuscitation in paediatric and neonatal cardiac arrest: a systematic review. 
Resuscitation. 2021;162:20–34.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 


	Reliability and validity of the Chinese version of the family presence risk-benefit and self-confidence scales in Chinese nurses
	Abstract
	Background
	Methods
	Design and participants

	Instruments
	The family presence risk-benefit scale
	The self-confidence scale

	Procedures
	Translation procedure
	Data collection procedure
	Data analysis
	Items analysis
	Validity analysis
	Reliability analysis
	Ethical considerations

	Results
	Cross-cultural adaptation and translation
	The reliability and validity of the FPR-BS and the FPS-CS
	Participant characteristics




