
THROUGHOUT THE NOISY emer-
gency department, nurses paused at
the sound of an ambulance being
dispatched to a 4-year-old drowning
victim. As charge nurse, Christy
knew two things—the patient
would arrive in about 7 minutes
with cardiopulmonary resuscitation
(CPR) in progress, and this emer-
gency would require a family nurse.
She glanced quickly at Amanda,
who nodded and smiled slightly.
Amanda always welcomed the
chance to support families in crisis. 

By the time the doors of the am-
bulance bay flew open, Amanda’s
team members were covering her
patients. As crew members whisked
a cyanotic child toward the trauma
room, they called out to Amanda,
“Grandma is in the front seat!” 

In the ambulance, Amanda
found an elderly woman who was
tearful, uncertain, and frantic. She

reached out, and Amanda steadied
her. Then she stuttered through an
agonizing story of pulling 4-year-
old Brett from the pool and holding
him until neighbors began CPR. In-
stinctively, Amanda knew that
Brett’s grandmother would want to
be by his side while the team
fought to save his life.

A conversation about family
presence during resuscitation was
about to begin.

Offering a choice
Despite the debate about family
presence, the risks and benefits
aren’t clear. Families overwhelming-
ly want the option to be present
during resuscitation, even if they
decline the invitation. Some nurses
and physicians express resistance
or reluctance, believing that families
might experience long-term psycho-
logical trauma, sue, or interfere

with medical care. Other nurses
and physicians believe that families
find it easier to accept illness or
death when they’re included in the
resuscitation. Although several pro-
fessional health organizations sup-
port family presence, few hospitals
have policies about it. And research
hasn’t defined best practices regard-
ing family presence. (See Myths
about family presence.) With so lit-
tle clarity and so much at stake,
what should Amanda say to Brett’s
grandmother? 

IN-OR-OUT approach
From reading, attending confer-
ences, talking with experts, and re-
flecting on her own practice, Aman-
da has developed a way to offer
families a choice about being pres-
ent during resuscitation. Using a
few key principles, Amanda applies
the acronym IN-OR-OUT to guide
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her words. (See Guiding the con-
versation with the family.) As you
read on about the IN-OR-OUT ap-
proach, keep in mind that the steps
may happen quickly or even simul-
taneously. With practice comes flex-
ibility in assessing and offering fam-
ily presence.

I = Introductions
First, introduce yourself as a nurse.
Use short sentences. Speak clearly at
a moderate pace. Maintain eye con-
tact, with your eyebrows lifted expec-
tantly. Try to adopt a serious but 
relaxed facial expression, and occa-
sionally nod your head affirmatively.
And be sure to use the patient’s
name to personalize the conversation.

“I am Amanda. I am your nurse
and will support you while Brett is
here in our care.” Allow a moment
for the family members to introduce
themselves. As they do, quickly as-
sess them for problems, such as 
extreme emotional instability, com-
bative behavior, and intoxication.
Evaluate whether they pose a threat
to the safety of the healthcare team. 

Sometimes, family members de-
mand to see their loved one right
away. To delay while you assess
the family, say, “I need to give you
some information before we go in-
to the resuscitation room.” 

Family members who are loud
and demonstrative, violent, or un-
der the influence of alcohol or
drugs can disrupt resuscitation ef-
forts. You can deal with such family
members by saying, “I can see that
you are very upset. I would be up-
set, too. Let’s stay together here in
this area where I can get frequent
updates for you.”

If the patient is a victim of vio-
lence, you won’t always know who
the perpetrator is or who might still
have a weapon. In this situation, say
something like, “Sometimes, we in-
vite family members into the room
during resuscitation. But my highest
priority is your brother’s safety, and
I know you share that concern. The
police haven’t yet told us how his

injuries occurred. Please sit here
with me, where I can get minute-by-
minute updates for you.” Later, you

may offer to take family members
to the hallway outside the patient’s
room, where they can look in.

S Myths about family presence 
Myth

Family presence results in more lawsuits.

Most nurses want a policy before invit-
ing families to be present.

Families disrupt resuscitation efforts.

Assigning a nurse to a family during re-
suscitation wastes nursing staff time.  

No training is needed to be a “family
presence nurse.”

By law, only blood relatives are allowed
to be present.

Advance directives contain directions
about family presence.

Patient confidentiality is compromised
by having the family present.

Few families want to be present.

Patients want families with them at all
times.

Most staff members don’t support family
presence.

Reality

No published evidence indicates that
family presence increases lawsuits. Some
experts believe families are more likely to
sue if they’re not invited to be present. 

Less than 5% of hospitals have a policy,
but nurses still invite family presence. 

Families rarely disrupt the resuscitation
team. Expect families to cooperate, un-
less inappropriate behavior suggests
they won’t. 

Creative options, such as assigning a
code team member to the family, are
available. 

Nurses should learn how to offer and
manage family presence. Professional
nursing organizations offer educational
materials (see www.ena.org,
www.aacn.org, and www.awhonn.org).
Consensus guidelines from 18 national
organizations recommend family pres-
ence education as part of academic cur-
ricula for all healthcare providers. 

There’s no law about family presence,
and few guidelines exist for determining
who should and shouldn’t be present.
“Family” may be defined by the health-
care team or the facility. Ideally, it should
be defined by the patient and family.

Typically, advance directives don’t have
such directions, but perhaps they should. 

No evidence supports or negates this
concern. Healthcare teams do need to
be careful about who is present and
which information is shared. 

Research shows that 80% of families 
nationwide want to be invited to be
present. 

Many patients say they want their fami-
lies present, but preferences vary, de-
pending on family relationships. If possi-
ble, discuss family presence before
resuscitation is needed.

Most healthcare providers from all disci-
plines support family presence, although
nurses tend to be more supportive than
physicians.
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N = Now 
What is going on right now? Offer
simple, basic information: “The re-
suscitation team is working to save
Brett’s life. He’s not breathing on
his own, and we are doing CPR.
Have you seen CPR?” 

You can describe CPR by say-
ing, “We are using our hands to
push on Brett’s chest to circulate
his blood.” You might add, “His
heart is not beating. We are giving
medications and putting tubes in
his body.”

O = Outcome 
What are the possible outcomes?
Don’t give false hope. Say, “We are
doing everything we can to save
Brett. We don’t know if he will re-
cover. He still may die.” Use the
term “die” so no one can misunder-
stand this possible outcome. A
common question is, “If he lives,
will he be a vegetable?” Acknowl-
edge the uncertainty by saying, “We
simply don’t know right now.”

R = Relationships 
How are the people at the hospital
related to the patient? Many families
are complex, and it’s hard to know
who is who. Generally speaking, if
“family” members came to the hos-
pital with the patient, they are
probably “family” in some sense. 

Ask, “How are you related to
Brett?” If someone becomes defen-
sive, explain your need for facts. Say

something like, “I know you’re close
to Brett, or you wouldn’t be here. I
just want to clarify who everyone
is.” You can follow up with, “Who is
making healthcare decisions for
Brett?” Or, “Who is his next-of-kin?”
Don’t assume that someone is the
custodial parent. Ask who would
know about advance directives.
Usually, families respond to a no-
nonsense approach. 

Use your communication skills to
quickly develop an effective work-
ing relationship with the family.
Learn family members’ names. Hold
out your hands to them, palms up,
elbows close to your body. If they
reach out and initiate touch, then
use touch throughout the experi-
ence, if culturally appropriate. 

O = Option  
Offer family presence as an option.
Say, “I know this is a very difficult sit-
uation for you. In a few minutes, you
will need to make a choice about go-
ing into the resuscitation room or
staying here where I can bring you
frequent updates. Either choice is a
good one. Go in or stay out. You can
change your mind later.” 

Make sure the family members
understand that you’ll escort them
and stay with them throughout the
experience. If appropriate, let them
know that the hospital chaplain is
also available. 

U = Understanding 
If family members do want to go

in, make sure they understand the
resuscitation scene. Say, “What you
see and hear may be unpleasant or
upsetting. There will be a lot of
activity around Brett, and you may
see some blood. I will be right be-
side you. You can ask me ques-
tions. If you want to leave, I will
bring you out at any time.”

Try not to overwhelm them with
details about what they will see.
Give them a general sense, noting
that it may be traumatic. Ask if
there’s anything that the family
doesn’t want to see, such as defib-
rillation. You can strategically posi-
tion yourself to temporarily block
their view or take them out of the
room during the procedure. 

T = Time 
It’s time to go in. Let the healthcare
team know who is entering the
room: “Dr. Ritchey, Brett’s grand-
mother, Emma, is coming in now.
She has been with him since the
accident. Her daughter Susan is
Brett’s custodial parent, and she
will arrive shortly.” Or you might
say, “I will be rotating Brett’s family
in and out of the room. His parents
are next-of-kin, and they are com-
ing in first.”

If the family becomes disruptive,
use a firm voice and direct eye
contact: “Look at me. Your voice is
louder than you realize, making it
hard for the medical team to do
their best work. Do you want to
slip out of the room with me for a
few moments, or do you want to
stay here and lower your voice?
You can tell me quietly what you
are feeling.”

Being Present
Brett’s grandmother chose to be
present. From the foot of his
stretcher, she rubbed his feet, whis-
pered to him, and prayed while the
team worked. She asked very few
questions, wiped a few tears, and
leaned on Amanda. She was there
when Brett’s heart started a slow si-
nus rhythm and he took a sudden,

S 
When discussing whether family members want to be with the patient during resus-
citation, use the mnemonic device “IN-OR-OUT ” as a guide:

I Introductions: Introduce yourself to the family. 

N Now: Explain the patient’s current status. 

O Outcomes: Explain the possible results. 

R Relationships: Learn who makes the decisions.  

O Option: Provide the choices. 

U Understanding: Assess comprehension. 

T Time: Take action. 

Signs and Symptoms of HypoglycemiaGuiding the conversation with the family
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shallow breath. Then he took an-
other and another. He was on his
way back. 

Of course, not all families in the
resuscitation room witness a recov-
ery. When the resuscitation team is
ready to stop efforts, give the fami-
ly a few moments’ warning. Say,
“Our best efforts are not enough.
Your son is not coming back to
life. When we stop our efforts in a
moment, he will die.” Ask if they
have questions about stopping the
interventions. Encourage them to
touch, talk to, hug, or pray for the
patient, as efforts cease. Affirm that
it was valuable to have them pres-
ent. Give them plenty of time with
their deceased relative, even if you
have to move the group to a less
acute area of the hospital. Obtain
contact information for follow-up
in a few days. During your follow-
up contact, ask about the effective-
ness of family presence from their
perspective.

Later in the day of Brett’s near-
death experience, Amanda com-
mented to several colleagues, “I
think we do better resuscitation
work with families present.” No
one responded. It isn’t always
easy to have families present. But
Amanda believes that when nurses
care for the heart and spirit of
families in crisis, good things hap-
pen. Families grieve better. Nurses
give better care. Physicians prac-
tice in family-centered ways. And
patients, whether they recover or
die, are connected to someone
close to them. 

Brett never remembered any-
thing about his near-death experi-
ence. His grandmother can only re-
call bits and pieces. Mostly, she
remembers Amanda. ✯
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