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Investigation of Opinions of Nurses Working in
Surgical Intensive Care Units about the Participation
of Family Members in the Care of Patients during the
Dying Process: A Cross-sectional Design

Cerrahi Yogun Bakim Unitelerinde Calisan Hemsirelerin
Oliim Siirecindeki Hastalarin Bakimina Aile Uyelerinin
Katilmalari Konusunda Goriislerinin Incelenmesi:
Kesitsel Bir Galisma

ABSTRACT Objective: This study was conducted to determine the opinions of nurses working in
surgical intensive care units (S-ICU) about the participation of family members (FM) in the care of
patients during the dying process.

Materials and Methods: Ethical approval was obtained before starting the research. The study was
conducted in descriptive type with 81 nurses working in the S-ICU of a training and research hospital
between 15 March and 15 April 2022. The data were collected through the descriptive information
form and the nurse's opinion determination form created by the researcher. STROBE checklist was
used in reporting the research. A p<0.05 value was accepted for statistical significance.

Results: The mean age of the nurses participating in the study was 32.39+5.87 years, and the
duration of working experience in S-ICUs was 5.69+5.76 years. The rate of nurses wanting the FM
of patients in the dying process to participate in the patient care in the intensive care unit is 26%,
the rate of not wanting is 57%, and the rate of undecided is 17%. 72.8% of the nurses think that
the participation of FM in care is beneficial for the patients, while 27.2% think that it is harmful. It
was determined that nurses with working experience had a higher support rate in cases where
FMs participated in the care of patients in the dying process (p=0.010) (p<0.05).

Conclusion: Although nurses working in S-ICUs think that the participation of FM in the care of
patients in the dying process will be beneficial for patients, the rate of support is low.

Keywords: Patient in the dying process, end of life care, good death, nursing, surgical intensive care

0Z Amac: Bu calisma cerrahi yogun bakim (nitesinde (C-YBU) calisan hemsirelerin, 6lim
stirecindeki hastalarin bakimina aile Gyelerinin (AU) katilmasi konusundaki gériislerini belirlemek
amaciyla yapildi.

Gereg ve Yontem: Arastirmaya baslamadan énce etik onay alindi. Arastirma 15 Mart ve 15 Nisan
2022 tarihleri arasinda bir egitim ve arastirma hastanesinin C-YBU'de calisan 81 hemsire ile
tanimlayici tlrde yapildi. Veriler arastirmaci tarafindan olusturulan, tanitici bilgiler formu ve hemsire
gorusleri belirleme formu araciligr ile toplandi. Arastirmanin raporlanmasinda STROBE kontrol listesi
kullanildi. Istatistiksel anlamlilik igin p<0,05 degeri kabul edildi.

Bulgular: Calismaya katilan hemsirelerin yas ortalamasi 32,39+5,87, C-YBU'lerde calisma deneyimi
5,69+5,76 yildir. Olim siirecindeki hastalarin AU’lerin yogun bakimda bakima katilmasini isteme
orani %26, istememe orani %57, kararsizlarin orani %17'dir. Hemsirelerin %72,8'i AU'lerin bakima
katilmasinin hastalar icin yararl, %27,2'si ise zararli oldugu gériistine sahiptir. Olim stirecindeki
hastalarin bakimina AU'lerin katildigi durumlarda calisma deneyimine sahip hemsirelerin,
destekleme orani daha ytksek oldugu belirlendi (p=0,010) (p<0,05).

Sonug: C-YBU'lerde calisan hemsirelerin 6liim siirecindeki hastalarin bakimina AU'lerin katiliminin
hastalar igin yararli olacagini dislinmelerine ragmen destekleme orani distktar.

Anahtar Kelimeler: Oliim sirecindeki hasta, yasam sonu bakimi, iyi 6lUm, hemsirelik, cerrahi
yogun bakim
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Introduction

Death is a common phenomenon when providing
comprehensive care to critically ill patients in surgical
intensive care units (S-ICU) (1). Presence of family at
the time of death (PFTD); is to maintain physical and
psychosocial support by a representative, determined by the
patient’s family members (FM), while standing at a point
that the patient can see (2,3). This practice takes its source
from family-centered care theory. Family-centered care is a
concept of care that prioritizes the preferences of patients
and FMs. A representative from the family takes over the
autonomy of the unconscious patient. The premise of this
theory is that FMs are participants rather than spectators
(2). However, in a limited number of studies, it has been
shown that FMs can be with patients in ICUs, touch and
talk to patients, participate in their care after death, and
help health professionals (4-6). Despite the increase in the
recovery possibilities of patients in S-ICUs, patients in the
dying process spend their last days and hours in an isolation
and separate from their FM (7,8). Patients often die before
having the opportunity to say goodbye to their FMs (9).

Today, while the evidence for the benefits of PFTD
application is increasing (10,11), there are also reports of its
problems (10-14). In a study, it was determined that FMs
want to participate in the PFTD application, but experience
significant stress, fear, anxiety and depression during the
death decision (10). In another study, it was determined
that about half of FMs (48%) did not agree with the health
professionals about the withdrawal of life support (11).
Various studies have defined some obstacles and limitations
about the implementation of PFTD (12-15). These limitations
include; unrealistic demanding attitudes of FMs, conflict
between FMs, presence of cultural and spiritual needs
of FMs that healthcare professionals are unfamiliar with,
exclusion of FMs in the decision-making process, racial and
religious discrimination, and lack of awareness of health
professionals (12,14).

PFTD practice is an unrealized goal for family-centered
care, and its routine application is still controversial (3,16).
A recent systematic review showed that healthcare
professionals do not routinely practice PFTD (3). Most
frequently reported causes include the thought that this
practice may be distressing, destructive and traumatic
for families, performance anxiety, fear of reaction, being
sued, fear of exposure to violence of team members and
architectural barriers (17).

FMs of patients are not allowed to participate in the
patient care during dying process in surgical ICUs except

for 10-15 minutes visits for once a day, and therefore
uninterrupted family support cannot be provided. In addition,
FMs cannot also participate in care after death. Although
nurses’ opinions are one of the determinants of PFTD
practice, no study was found in the literature that examines
the opinion of nurses. It was evaluated that the opinions of
the nurses about the PFTD practice could contribute to the
identification of the obstacles and to the elimination of the
lack of knowledge. In this way, care can be planned in line
with the preferences of the patient and their families, and
the goal of family-centered care can be achieved. The aim of
this study is to determine the opinions of nurses working in
S-ICUs about the participation of FM in the care of patients
during the dying process.

Materials and Methods

The research is a prospective, descriptive and cross-
sectional study conducted with nurses working in S-ICUs
of a training and research hospital between 15 March and
15 April 2022.

Setting and Sample

The universe of the study consisted of 108 nurses
working in the S-ICU of a training and research hospital. The
sample size of the study was calculated with the G*Power
3.1.9.7 program. Cohen'’s (d) standard effect size 18 was
used with the one-way hypothesis. Assuming effect size:
0.3, a error 0.05, B error 0.20, power: 80%; it was calculated
that the minimum number of participants to be included in
the sample should be (n=71). Fifteen nurses who did not
volunteer to participate in the study, 12 nurses who were on
leave at the time of the study, and 7 nurses who filled in the
data collection form incompletely were excluded from the
study. The research was completed with 81 nurses. In the
study, 75% of the universe was reached.

Nurses, who are working in the S-ICUs of a training
and research hospital and volunteered to participate in the
study were included. The data of nurses who volunteered
to participate in the study but wanted to leave at any stage
afterward were not included in the study.

Data Collection Tools and Methods

Data collection forms were created by the researcher
(3,7,16-20). in accordance with the purpose of the research
as a result of examining the literature. It consists of two
parts, the descriptive information form and the nurse opinion
determination form. In order to determine the validity of
the nurse opinion determination form, expert opinion was
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obtained from 1 intensive care specialist, 2 academician
nurses, and 2 clinician nurses. Experts were asked to
evaluate the clarity of each statement in the data collection
form and its suitability with the aims and objectives of the
research (1: not appropriate, 2: somewhat appropriate, 3:
quite appropriate, 4: very appropriate). The content validity
index (CVI) of the data collection forms was calculated as 1
according to the opinions of the experts. Since CVI: 1 was
>0.80, data collection forms were considered suitable for
this study (21). A pre-application was made with ten nurses
to evaluate the appropriateness of the data collection forms.

In the first part of the data collection form, there are
questions about the age, gender, education level, experience
in nursing, duration of experience in the S-ICU, status of
encountering a patient who has died before, status of
losing a relative before, status of conflicting with a patient’s
family member before, status of being previously sued by
a family member of nurses working of nurses working at a
S-ICU. The second part of the data collection form consists
of 34 structured questions to determine the opinions of
nurses working in S-ICUs about the participation of FMs in
post-mortem care practices. Eighteen of these questions
are about determining the reason for wanting the family
member to participate in the care of the patient in the dying
process, and 16 of them are questions about the reason for
not wanting the family member to participate in the care of
the patient during the dying process.

A pilot study was conducted with 10 nurses to test the
comprehensibility of the data collection forms before data
collection. Since there was no need for correction in the data
collection forms, the data obtained as a result of the pilot
study were also included in the study. Before data collection,
nurses working in S-ICUs were informed about the aims
and objectives of the study. If nurses were volunteered to
participate in the study, a voluntary information form was
signed. Nurses who volunteered to participate in the study
were asked to answer the questionnaire. It took 10-15
minutes for the nurses to answer the questions in the first
and second parts of the data collection form.

Statistical Analysis

Statistical analysis of the data was performed in SPSS
20.0 Windows package program. In descriptive statistics,
number (n) and percent (%) values were used to represent
categorical variables, and mean + standard deviation was
used to represent numerical values. The dependent variable
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of the study is the opinions of nurses working in S-ICUs
about the participation of FMs in post-mortem care. The
independent variables are age, gender, education level,
professional experience, and experience in the S-ICU. The
opinions of nurses working in S-ICUs about the participation
of FMs in the post-mortem care were statistically compared
with independent variables. Pearson chi-square test was
used for comparisons of categorical variables. A p<0.05
value was accepted for statistical significance.

Ethical and Research Approvals

Before starting the study, approval was Hasan Kalyoncu
University Health Sciences Non-Interventional Research
Ethics Committee (decision no: 2022/019, decision date:
28.02.2022). After informing the nurses about the study,
their written consent was obtained for being volunteer to
participate in the study (22). All phases of the study were
carried out in accordance with the Declaration of Helsinki
of the World Medical Association (23). In the training and
research hospital where the study was conducted, FMs are
allowed to visit patients once a day in S-ICUs and the visit
time is limited to 10-15 minutes. FMs of patients, whose
condition is critical and who are in the terminal period, are
not allowed to participate in post-mortem care in S-ICUs.
S-ICUs have a room to inform FMs routinely and to report
death.

Results

Participant Characteristics

The mean age of the nurses participating in the study
was 32.39+5.87, 56.8% of them were female, and 88.9% of
them were undergraduate graduates. The mean professional
experience of nurses was 10.40+6.44 years and the S-ICU
experience was 5.69+5.76 years. 51.9% of the nurses work
in the anesthesia ICU, and 69.1% of them received training
on the care of the patient in the dying process. 27.2% of
the nurses witnessed the death of a relative, 55.6% of them
wanted to participate in the care of a relative in the dying
process. 27.2% of the nurses have working experience in
cases where FMs participate in the care of patients in the
dying process. It was determined that 23.5% of the nurses
had a different opinion with the FMs about the care of the
patient. It was determined that 8.6% of the nurses were
sued and 4.9% were subjected to violence by the FMs
(Table 1).
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Table 1. Distribution of descriptive characteristics of nurses
working in surgical intensive care units (n=81)

Characteristics \ n \ %
Age (mean % SD: 32.39+5.87, youngest: 24-oldest: 48)

230 35 43.2
31-40 36 444
<41 10 12.3
Gender

Female 46 56.8
Male 35 43.2
Educational status

Health vocational high school 4 4.9
Graduate 72 88.9
Postgraduate 5 6.2

Experience in nursing (years) (mean * SD: 10.4016.44, minimum:
1-maximum: 27)

=5 13 16.0
6-10 39 48.2
<11 29 35.8

Surgical intensive care experience (years) (mean x SD:
5.69+5.76, minimum: 1-maximum: 25)

25 54 66.7
6-10 17 21.0
<1 10 12.3
Intensive care unit

Surgical 16 19.8
Cardiovascular surgery 23 28.4
Anesthesia 42 51.9
Status of receiving education about patient care in the dying
process

Yes 56 69.1
No 25 30.9
Witnessing the death of a first-degree relative

Yes 22 27.2
No 59 72.8

Request to participate in the care of the relatives in the dying
process

Yes 45 55.6

No 36 44.4

Work experience in case of Family members participating in the
care of the patient in dying process

Yes 22 27.2

No 59 72.8

The situation of different opinions with Family members on the
care of the patient in the dying process

Yes 19 235

No 62 76.5

Case of being sued by family members of patients in the dying
process

Yes 7 8.6

No 74 91.4

The situation of violence by family members of patients in the
dying process

Yes 4 4.9

No 77 95.1

SD: Standard deviation

Opinions of Nurses

Nurses participating in the study answered the “Should
FMs be involved in the care of dying patients in S-ICUs?”
question as follows: 57% yes, 26% no, and 17% undecided
(Figure 1).

72% of nurses working in S-ICUs included in the study
think that PFTD is beneficial for patients. Most frequently
reported causes are as follows, FMs will help patients
feel safe by reducing their fears (71.6%), FMs will provide
psychosocial support to patients (64.2%), FMs will facilitate
communication with the patient and enable rapid resolution
of problems (49.4%). In addition, 44.4% of the nurses stated
that FMs would provide urgently necessary drugs, blood and
supplies for the patients, 28.3% of the nurses stated that
FMs would provide faster access to information about the
patient. It was also determined that 27.2% of the nurses
think that the presence of FMs at S-ICU will ensure that
patients receive care in line with their cultural, religious
preferences and beliefs, and 23.5% are of the opinion that
patients have a fundamental right to be with their FMs
(Table 2).

24.7% of the nurses working in S-ICUs included in the
study think that PFTD is beneficial for FMs. Most frequently
reported causes are as follows, FM see that the necessary
intervention has been made for the patients (44.4%), FM
find the opportunity to say goodbye (write off each other’s
debts) with patients (23.5%), and helps FM come to terms
with death more quickly (23.5%). In addition, 19.8% of the
nurses think that the grieving process will be alleviated
by FMs, and 17.3% of nurses think that participation is a
fundamental right for FMs (Table 2).

Opinions

mYes mNo mUndecided

Figure 1. Opinions of nurses working in surgical intensive care units about
the presence of family members in the intensive care unit of patients
during the dying process (n=81)

Turk J Intensive Care 2024;22:180-9
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18.56% of nurses working in S-ICUs included in the study
think that PFTD is beneficial for healthcare professionals.
23.5% of the nurses think that it will make it easier to get
approval for invasive procedures. It was determined that
17.3% of them were of the opinion that it would facilitate
clinical decisions, and 16.0% thought that it would facilitate
care and ease the workload of health professionals (Table 2).

33.3% of nurses working in S-ICUs included in the study
think that PFTD is harmful for patients. Most frequently
reported causes are as follows, the operation of the devices
and equipment on the patients may be impaired (54.3%),
may cause patients to become infected (54.3%). In addition,
53.1% of the nurses are of the opinion that it causes the
patients to feel emotional, their stress and anxiety will
increase, 50.6% of the nurses think that the treatment
processes of the patients may be disrupted, and 49.4%
of the nurses think that the vital signs of the patients may
change (tachycardia, hypertension) (Table 3).

42% of nurses working in S-ICUs included in the study
think that PFTD is harmful for FMs. 55.6% of the nurses
think that this will be a traumatic process for FMs and will

have long-term effects. 54.3% of the nurses think that the
psychological health of FM (anxiety, depression, etc.) may
deteriorate, and 51.9% of the nurses think that the physical
health of FMs (high blood pressure, fainting, etc.) may
deteriorate (Table 3).

56.7% of nurses working in S-ICUs included in the study
think that PFTD is harmful for health professionals. Most
frequently reported causes are as follows, FM may apply
violence to nurses (54.3%), FM can complicate the work
of nurses (54.3%), FM may react to nurses (54.3%). While
53.1% of nurses think that dealing with FMs will increase
the workload of nurses, 51.9% of nurses think that FMs can
sue nurses (Table 3).

When the opinions of nurses working in S-ICUs about
PFTD were compared in terms of descriptive characteristics
such as age, gender, education level, experience in nursing,
experience in surgical intensive care, the difference was not
statistically significant (p>0.05).

When the opinions of nurses working in S-ICUs about
PFTD were compared in terms of the S-ICU, the difference
was statistically significant (p=0.014) (p<0.05). On the

Table 2. Reasons for nurses working in surgical intensive care units to request PFTD (n=81)

Reasons for requesting PFTD :e(;o) :(()o %) :r(:;;cided
Beneficial for patients 59 (72.8) 2(2.5) 20 (24.7)
It reduces the fears of patients and makes them feel safe. 58 (71.6) 3(3.7) 20(24.7)
Provides physical and psychosocial support to patients. 52 (64.2) 5(6.2) 24 (29.6)
It enables problems to be solved quickly by facilitating communication with the patient. 40 (49.4) 2(2.5) 39 (48.1)
Provides the urgently needed medicine, blood, material for the patient. 36 (44.4) 7(8.6) 38 (46.9)
Provides faster access to previous important information about the patient. 23(28.4) 3(3.7) 55(67.9)
Ltee“r;sfl;‘res that patients receive care in line with their cultural, religious preferences and 22(272) 33.7) 56 (69.1)
Itis a fundamental right for patients. 19 (23.5) 4(5.0) 58 (71.5)
Beneficial for family members 20 (24.7) 2(2.5) 59 (72.8)
Family members see that the necessary intervention has been made for the patients. 36 (44.4) 3(3.7) 42 (51.9)
E:rt?(ielztzembers find the opportunity to say goodbye (write of f each other’s debts) with 19 (23.5) 2(2.5) 60 (74.1)
Helps Family members come to terms with death more quickly. 19 (23.5) 5(6.2) 57 (70.4)
Alleviates the grieving process of family members. 16 (19.8) 5(6.2) 60 (74.1)
It is a fundamental right for family members. 14 (17.3) 7(8.6) 60 (74.1)
Beneficial for health professionals 15 (18.5) 5(6.2) 61 (75.3)
Makes it easier for healthcare professionals to obtain consent for invasive procedures. 19 (23.5) 2(2.5) 60 (74.1)
Facilitates clinical decision making for healthcare professionals. 14 (17.3) 7(8.6) 60 (74.1)
Relieves the workload of healthcare professionals, facilitates care. 13 (16.0) 8(9.9) 60(74.1)

PFTD: Presence of family at the time of death

Turk J Intensive Care 2024;22:180-9
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Table 3. Reasons for nurses working in surgical intensive care units not requesting PFTD (n=81)

Reasons for not requesting PFTD :e(;’) :?% ) :?;;ddEd
Harmful for patients 27 (33.3) 19 (23.5) 35(43.2)
The operation of the devices and equipment on the patients may be impaired. 44 (54.3) 2(2.5) 35(43.2)
May cause patients to become infected. 44 (54.3) 2(2.5) 35(43.2)
Causes patients to be emotional, increases their stress and anxiety. 43 (53.1) 3(3.7) 35(43.2)
It may disrupt the treatment processes of patients. 41 (50.6) 5(6.2) 35(43.2)
Patients’ vital signs may change (tachycardia, hypertension). 40 (49.4) 6(7.4) 35(43.2)
Harmful for Family members 34 (42.0) 12 (14.8) 35(43.2)
Itis a traumatic process for family members, has long-term effects. 45 (55.6) 1(1.2) 35(43.2)
It can impair the psychological health of family members (anxiety, depression, etc.). 44 (54.3) 2(2.5) 35(43.2)
It can impair the physical health of family members (high blood pressure, fainting, etc.). 42 (51.9) 4(4.9) 35(43.2)
Harmful for health professionals 46 (56.7) 1(1.2) 34 (42.1)
Family members may apply violence to nurses. 44 (54.3) 2(2.5) 35(43.2)
Family members can complicate the work of nurses. 44 (54.3) 2(2.5) 35(43.2)
Family members may react to nurses. 44 (54.3) 2(2.5) 35(43.2)
Taking care of family members increases the workload of nurses. 43 (53.1) 3(3.7) 35(43.2)
Family members can sue nurses. 42 (51.9) 4(4.9) 35(43.2)
PFTD: Presence of family at the time of death

other hand, when the opinions of nurses working in
S-ICUs about PFTD were compared in terms of status of
receiving education on patient care during the dying process,
witnessing the death of a first-degree relative, willingness to
participate in the care of the relative during the dying process,
the difference was not statistically significant (p>0.05).
When the opinions of nurses working in S-ICUs about PFTD
were compared in terms of the work experience where FM
are involved in the care of a dying patient, the difference
was found to be statistically significant (p=0.010) (p<0.05).
When the opinions of nurses working in S-ICUs about PFTD
were compared in terms of the situation of having different
opinions with FM about the care of the patient in the dying
process, the situation of being sued, the situation of being
exposed to violence; the difference was not statistically
significant (p>0.05) (Table 4).

Discussion

The most important finding of the study, in which the
views of nurses working in the S-ICU about the involvement
of FMs in the care of patients in the dying process were
examined, is the low rate of nurses supporting the

participation of families in care. Only 26% of the nurses
approve the PFTD practice. The reason for the very low
rate of approval of PFTD by nurses in the study may be the
thought of being subjected to verbal and physical violence
by FMs of patients. It also suggested that nurses may lack
knowledge about patient and family-centered care. Today,
while there is a lot of evidence about the benefits of PFTD
practice (6,11,24), there are also reports about its problems
(10,11,24,25). Numerous studies have identified some
barriers and limitations to the application of PFTD (12-15).
These limitations include; unrealistic demanding attitudes of
FMs, conflict between FMs, presence of cultural and spiritual
needs of FMs that healthcare professionals are unfamiliar
with, exclusion of FMs in the decision-making process, racial
and religious discrimination, and lack of awareness of health
professionals (12,14). In-service training programs should be
organized to increase the awareness of nurses and clinical
practice guides should be created.

Although the rate of nurses supporting the PFTD
application was very low in the study, 72.8% of the nurses
think that the participation of FM in care is beneficial for
the patients, while 27.2% think that it is harmful. The most
important reasons for thinking that PFTD is beneficial are

Turk J Intensive Care 2024;22:180-9
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Table 4. Comparison of nurses working in surgical intensive care units on PFTD by descriptive characteristics (n=81)

Characteristics :lz;l;ld participate :I;;;ld not participate :lr&d;uded Test'/p

Age (mean % SD: 32.3915.87, youngest: 24-oldest: 48)

>30 8(9.9) 22(27.2) 6.2) es304

31-40 12 (14.8) 17 (21.0) 8.6) p=0.1.§08

<41 1(1.2) 7(8.6) 2.5)

Gender

Female 11(13.6) 26(32.1) 9(11.1) X2=0.488

Male 10(12.3 20 (24.7) 5(6.2) p=0.783

Educational status

Health vocational high school 2(2.5) 2(2.5) 0(0.0) ,

Graduate 18 (22.2) 41 (50.6) 13 (16.0) );:01'777695

Postgraduate 1(1.2) 3(3.7) 1(1.2)

Experience in nursing (years) (mean x SD: 10.40+6.44, minimum: 1-maximum: 27)

>5 3(3.7) 7(8.6) 3(3.7) 23,401

6-10 13 (16.0) 19 (23.5) (8.6) p=0.;193

<11 5(6.2) 20 (24.7)

Surgical intensive care experience (years) (mean % SD: 5.69+5.76, minimum: 1 - maximum: 25)

25 16 (19.8) 29 (35.8) 9(11.1)

6-10 4(4.9) 10 (12.3) 3B.7) Xi=1.768
p=0.778

<11 1(1.2) 7(8.6) 2.5)

Intensive care unit

Surgical 1(1.2) 8(9.9) (8.6)

Cardiovascular surgery 9(11.1) 12 (14.8) (2.5) X:1:;5416

Anesthesia 11(13.6) 26 (32.1) 6.2) p==

Status of receiving education about patient care in the dying process

Yes 14(17.3) 33(40.07) 9(11.1) X2=0.360

No 7(8.6) 13 (16.0) 5(6.2) p=0.835

Witnessing the death of a First-degree relative

Yes 5(6.2) 12 (14.8) 5(6.2) X2=0.664

No 16 (19.8) 34 (42.0) 9(11.1) p=0.718

Request to participate in the care of the relatives in the dying process

Yes 15(18.5) 23(28.4) (8.6) X2=2.893

No 6(7.4) 23(28.4) (8.6) p=0.235

Work experience in case of Family members participating in the care of the patient in dying process

Yes 10(12.3) 7(8.6) 2(2.5) X2=9.224

No 11 (13.6) 39 (48.1) 12 (14.8) p=0.010

The situation of different opinions with Family members on the care of the patient in the dying process

Yes 6 (7.4) 13 (16.0) 3(3.7) X2=0.282

No 15(18.5) 33(40.7) 11(13.6) p=0.869

Case of being sued by family members of patients in the dying process

Yes 3(3.7) 3(3.7) 1(1.2) X2=1.149

No 18(22.2) 43 (53.1) 13(16) p=0.563

The situation of violence by Family members of patients in the dying process

Yes 0(0) 4(4.9) 0(0) X?2=0.664

No 21(25.9) 42 (51.5) 14(17.3) p=0.718

“Test: Pearson chi-square, SD: standard deviation
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as follows: It reduces the fears of the patients, makes
them feel safe (71.6%), provides physical and psychosocial
support to the patients (64.2%), facilitates communication
with the patient and ensures that the problems are solved
quickly (49.4%). In the literature, it has been reported that
patients in the dying process experience fear, uneasiness
and security anxiety (3,24). In the study of Leske et al. (24), it
was emphasized that it is important for patients in the dying
process to feel safe and know that they are not surrounded
only by people they do not know. In the study, most
frequently reported reasons for being harmful are as follows,
the operation of the devices and equipment on the patients
may be impaired (64.3%), may cause patients to become
infected (54.3%). In addition, 53.1% of the nurses are of the
opinion that it causes the patients to feel emotional, their
stress and anxiety will increase. When the existing literature
on this subject is examined, contrary to this view, it is seen
that PFTD practice is beneficial for patients. There are reports
that patients are relieved by feeling the presence of their FM
even if they are unconscious (24,25).

In the study, 24.7% and 42% of the nurses thought that
the PFTD application is beneficial, and harmful for FMs,
respectively. This finding of the study made us think that
nurses put the patient in the center while working to solve
various problems of the patient and put the benefits of FMs
in the second plan. Nurses should be informed about patient
and family-centered care, and the importance of PFTD in
terms of FMs should be emphasized. In the study, the most
frequently reported reasons by nurses that PFTD is beneficial
for FMs are as follows; FMs see that the necessary
intervention has been made for the patients (44.4%), FMs
find the opportunity to say goodbye to the patients (23.5%),
enable FMs to accept death more quickly (23.5%). This
finding of the study is similar to the existing literature.
Evidence for PFTD practice reports that FMs play crucial
roles for relatives and suggest some benefits for families as
well (26-28). When FMs are with patients, they can be sure
that everything is done for their loved ones and protect their
rights (8), they can improve the quality of communication
between patients and healthcare professionals (8,28), they
can contribute to solving problems so that patients can live
as well as possible until death (29). In this way, the comfort
of the patients in their last days can be increased and the
quality of life can be kept at the highest level (27-29). FMs,
who stay with the patient in the last moments, can continue
to have memories with the patient, find the opportunity to

say goodbye, and accept the information about the death of
their loved ones faster (8). One study described how FMs
tell a child they love him/her and let him/her die (5,8). This
situation can prevent the pathological grief that threatens the
health of FMs and alleviate the grieving process (8). In the
study, the most frequently reported reasons by nurses that
PFTD is harmful for FMs are as follows: It is a traumatic
process for FMs and has long-term effects (55.6%), it
can impair their psychological health (anxiety, depression)
(54.3%), and it can impair their physical health (blood
pressure, fainting) (51.9%). While the majority of FMs who
are next to their relatives during the death process adapt
well to the loss of their relative, 6-8% of them experience
an intense and pathological mourning period with high
psychological complications (9). The preferences of the
patients and FMs should be kept in mind when making the
PFTD decision. Precautions should also be taken against
the possibility that FMs may be affected physically and
psychologically.

In the study, 18.5% of the nurses think that PFTD
application is beneficial for health professionals, and 56.7 %
of them think that it is harmful. The most common reasons
reported by nurses that PFTD is beneficial for healthcare
professionals are as follows: It facilitates the consent
of health professionals for invasive procedures (23.5%),
facilitates the clinical decision-making of health professionals
(17.3%), eases the workload of health professionals and
facilitates care (16%). Although a larger proportion of nurses
think it is harmful, there is evidence in the literature about
the benefits of PFTD. When the current literature about this
subject is examined; it has been shown in a limited number
of studies that FMs can contact patients, communicate with
patients, participate in post-mortem care in case of death,
and help health professionals (4,5,22). In the literature, it is
also revealed that PFTD application has some benefits for
health professionals. In a report published by the American
Association of Intensive Care Nurses in 2016, it is reported
that PFTD application facilitates medical decision making and
increases the quality of care (30).

The most common reasons for nurses to think that PFTD
practice is harmful to health professionals are as follows:
Nurses may be exposed to violence by FMs (54.3%), FMs
may complicate the work of nurses (54.3%), FMs may react
to nurses (53.1%), FMs may sue nurses (561.9%). When the
existing literature on this subject is examined, it has been
shown that nurses are exposed to violence in their working
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environments and can be sued (22,31-33). In a study of
Pol et al. (31), it has been reported that ICU nurses are at
risk for work-related violence. In a survey study conducted
by Zhang et al. (32) with 4125 nurses in 28 hospitals; it
was determined that 25.77%, 63.65% and 2.6% of the
nurses were exposed to physical violence, to non-physical
(verbal) violence, and to sexual harassment, respectively. It
has been reported that 11.72% of the nurses have health
problems due to this work-related violence (32). It has been
reported in the study of Yavuz et al. (20), that FMs who
witness the resuscitation of a relative may misunderstand
the procedures, which increases the risks of violence and
litigation against healthcare professionals. In a meta-analysis
study by Aljohani et al. (33), It has been determined that
52% of violence against health professionals is perpetrated
by FMs. Precautions should be taken for the safety of ICU
nurses. Before admitting FMs to the ICU, FMs should be
informed about the ICU environment, the characteristics of
the patient and the rules they must follow.

The low rate of support for PFTD practice among
anesthesia ICU workers in the study may be due to the
fact that they frequently encountered patients in the dying
process and were in dilemma about the benefits of PFTD.
In the study, in cases where FMs participate in the care of
patients in the dying process, nurses with working experience
have a high rate of supporting PFTD. It was evaluated that
concerns of nurses about PFTD could be reduced by sharing
experience. Written procedures and practice guidelines are
needed for the participation of FMs in ICUs.

The limitation of the study is that the study was
conducted in a single center with a limited sample size.
Therefore, the study findings cannot be generalized to the
population. Being the first study on this subject makes the
research findings valuable.

Turk J Intensive Care 2024;22:180-9

Conclusion

The rate of nurses working in S-ICUs to support the
participation of FM in the care of patients in the dying process
is low. Working experience increases the support rate of
nurses in cases where FM participate in the care of patients
in the dying process. It is thought that it would be beneficial
to provide in-service training and to identify and remove
preventable obstacles to eliminate the lack of knowledge on
this subject while examining the opinions of nurses on the
practice of family presence in the dying process, since it may
contribute to achieving the goal of family-centered care in
line with the preferences of the patient and FM.
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