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Purpose: The purpose of this studywas to test the reliability and validity of the Turkish version of the Critical Care
Family Needs Inventory-Emergency Department (CCFNI-ED) in Turkey.
Methods: This study used a cross-sectional survey design. The questionnaire was administered to 400 family
members of patients with a critical illness in an emergency department. The 40-item English version of the
CCFNI-ED was translated into Turkish following the standard back-translation methodology. Confirmatory and
exploratory factor analyses (CFA and EFA, respectively) were carried out using principal component analysis
with varimax rotation to test the scale's construct validity. We used Cronbach's alpha to examine the CCFNI-
ED's internal consistency reliability.
Results: The CFA failed to confirm the original Australian factor structure for our sample. The original scale was
thenmodified based on the EFA and the best possible fitting model was obtained for the Turkish family member
sample. The Cronbach's alpha of themodified scalewas 0.91 and those for the subscales ranged from0.68 to 0.87.
Conclusions: The psychometric evaluation showed satisfactory validity and reliability estimates, supporting the
use of the Turkish version of the CCFNI-ED with a sample of family members of critically ill patients in an emer-
gency department.
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1. Introduction

Emergency departments (EDs) are health department units in-
volved in treating emergency and unexpected health problems among
the public. ED care consists of primary and emergency health care and
management of life-threatening diseases or injuries. EDs are a traumatic
environment for both patients and patients' family members (Redley &
Beanland, 2004; Wentzel & Brysiewicz, 2014)

Families accompanying a critically ill relative to the ED are an inte-
gral part of the ED care unit. Thus, it is important to determine the
needs of critical care patients' family members and take necessary ac-
tionswithin intensive care units and ED environmentswhere such trau-
matic cases are experienced (Redley, Levasseur, Peters & Bethune,
2003a; Al Ghabeesh, Abu-Snieneh, Abu-Shahror, Abu-Snieneh &
Alhawamdeh, 2014). Stress induced by these situations typically
makes family members feel disorganized and helpless (Lee and Lau,
2000).

Families experiencing emergency and unexpected situations fre-
quently experience considerable stress caused by exchanges in family
functions, unknown environments, role changes, uncertainty, loss of
emu.edu.tr (G. Sucu Dağ).
control, permanent physical disabilities, economic problems, and fear
of death (Redley et al., 2003a; Murphy & Nightingale, 2002; Horn and
Tesh, 2000).

As key members of themultidisciplinary ED team, nurses are partic-
ularly challenged because of their high accessibility to patients and fam-
ilies (Sorocco, Tolson & Fleming, 2001). Nurses and other health
professionals are responsible for providing physical and emotional sup-
port for family members throughout the traumatic experience of pa-
tients' hospitalization and possible death (Chien, Ip & Lee, 2000).

There are relatively few studies on patients' family members in the
ED; however, there are several studies on family members' ED needs.
The main focus of these studies were care following sudden death
(Brysiewicz, 2008; Wisten & Zingmark, 2007; Zalenski, Gillum, Quest
& Griffith, 2006; Li, Chan & Lee, 2002), crisis intervention
(Washington, 2001; Kercher, 1991), invasive procedures, the experi-
ences of patients' family members in the resuscitation room
(Emergency Nursing Resources (ENA), 2007; Leske, McAndrew &
Brasel, 2013; Hung & Pang, 2011; Critchell & Marik, 2007; Madden &
Condon, 2007; Benjamin, Holger & Carr, 2004; Redley, Botti & Duke,
2004;Maclean et al., 2003) and experiences of familymembers of elder-
ly patients aged 65 and older (Nikki, Lepistö & Paavilainen, 2012). In ad-
dition, in 2012, the Emergency Nurses Association (ENA) published
clinical practice guidelines on the presence of the family during invasive
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procedures and resuscitation. The ENA suggests that a designatedhealth
care professional be assigned to family members to provide them with
explanations and comfort, and that family member presence during in-
vasive procedures or resuscitation should be offered as an option to
family members and should be a written institutional policy (ENA,
2012). In particular, nurses can assist in the compensatory process lead-
ing to adaptation through structured family support. Supportive actions
to promote family needs attainment can, for instance, include reflective
inquiry and family inclusion in care (Davidson, 2009; Cypress, 2013,
2014).

Redley and Beanland, (2004) led the way in validating family needs
with the development of the Critical Care Family Needs Inventory-
Emergency Department (CCFNI-ED). The original CCFNI-ED was devel-
oped to measure the perceived needs and experiences of family mem-
bers of critically ill patients as well as clinicians' self-reported attitudes
and behaviors in the ED. Specifically, the CCFNI-ED was developed to
specify patients' family members' needs within emergency services
(Redley et al., 2003a).

The literature has defined family members' needs as communica-
tion and information, proximity, support, and comfort. Based on a
systematic review, researchers have made a number of suggestions
to improve care of patients' family members (Redley, Beanland &
Botti, 2003b). Specifically, they advise that ED personnel should
communicate regularly with patients' family members as early as
possible when the family members arrive at the emergency room.
Furthermore, the literature suggests that active listening techniques
such as reflecting and clarifying, asking open-ended questions, and
attending to verbal and non-verbal cues should be used in order to
establish effective communication. When attending to information
needs, ED personnel should regularly inform patients' family mem-
bers about changes in patients' situations and evaluate family mem-
bers' statuses to determine if it is appropriate to explain potentially
risky results pertaining to patients' health statuses. Family members'
proximity needs include interaction with patients through touch,
speech, or intimacy; allowing families to be at patients' bedsides.
Recommended measures to assist staff in meeting family members'
needs for support include listening to family members' fears and
concerns, encouraging their emotional expression, providing them
with directions on what to do at the bedside, and providing explana-
tions about the environment. Suggested measures for personal com-
fort needs include providing privacy, food, fluids, access to bathroom
facilities, and a private place to wait. Overall, it appears that the
CCFNI-ED may be useful for exploring the needs of family members
in EDs (Redley et al., 2003a, 2003b). Therefore, identifying and ad-
dressing family members' needs can help nurses provide patients
with the necessary support and establish effective communication
with family members (Redley et al., 2003b). Nevertheless, nurses
can provide guidance in the development of tools for determining
the ED needs of family members of critical care patients and in plan-
ning necessary initiatives in which these tools can be used for family
members' care and education (Redley and Beanland, 2004).

Thus far, there are no reports on a Turkish version of the CCFNI-ED.
There are three purposes of the study were to (1) translate the CCFNI-
ED into Turkish, and (2) adapt it to the cultural specificities of Turkish
critical care patient families in the ED, and (3) to investigate its reliabil-
ity for this population.
2. Methods

2.1. The study design

In this study, we assessed the validity and reliability of the Turkish
version of the CCFNI-ED originally developed by Redley and Beanland,
(2004) by performing a cross-sectional survey using this self-report
questionnaire.
2.2. Setting

The setting for this study was a Turkish University Hospital's emer-
gency department (ED) located in İzmir. The ED contains 10 beds for pa-
tients with a variety of life-threatening illnesses as well as trauma
patients. In 2004 specialized health care was provided to 5000 patients
in this facility.

2.3. Instrument

The CCFNI-ED is a 40-item self-report questionnaire consisting of
four subscales. First, the “communication with family members” sub-
scale consists of 10 items and includes sharing and understanding infor-
mation exchanged between family members and health teams. Second,
the “family member participation in ED care” subscale consists of 14
items and reflects family members' demands to participate in care and
be with critical patients. Third, the “organizational comfort” subscale
consists of 10 items and reflects the institution's systemic and structural
comfort. Finally, the “family member support processes” subscale con-
sists of 6 items and relates to the support provided by ED personnel.
The CCFNI-ED's Cronbach's alpha coefficient was 0.90 in a past study,
while the subscale coefficients were 0.87, 0.86, 0.83, and 0.56, respec-
tively (Redley, 2005). Participants rate the importance of the 40
CCFNI-ED family needs statements using a four-point Likert-type scale
(1 = not important, 2 = slightly important, 3 = important, 4 = very
important).

2.4. Translation procedure

The CCFNI-ED was translated using a back-translation procedure.
First, the CCFNI-ED was translated from English into Turkish separately
by two experts. The translated versions were both given to two native
Turkish speakers (one an English lecturer, one a nursing lecturer) for
back-translation. Each item's translation was discussed two days and
consensus was reached. In addition, the content of each CCFNI-ED
item in the translated instrument was evaluated by several academic
specialists (one emergency physician, one English lecturer, six nursing
lecturers, and two expert ED nurses) to ensure that this content was
suitable and that semantic equivalence had been achieved. Following
assessment of the linguistic and content validity, a pilot study was con-
ducted whereby the adapted CCFNI-ED was completed by 18 family
members who had accompanied a critically ill relative into the ED at
the university hospital. Subsequently, it was determined that the ques-
tions were understandable and no changes were made.

2.5. Data collection and data collection procedure

In this study, 400 family members meeting inclusion criteria were
interviewed in the ED. Data were collected before the patient was
discharged from the ED or referred to another clinic. Following a full ex-
planation of the study's purpose and procedure, written consent was
obtained from all participants. The researcher assured family members
that they were under no obligation to participate and could withdraw
at any time. The researcher asked eachparticipant to complete theques-
tionnaire individually in an ED interview room. The questionnaire re-
quired approximately 15–20 min to complete. No family member
withdrew from the study; thus, 400 participants were included in
analyses.

2.6. Sample and sampling technique

The sample size required for confirmatory factor analysis (CFA) has
not yet been clearly established in the literature. Researchers usually
follow conventions ranging from a participant ratio of 3:1 to as high as
12:1. Simulation studies indicate that stable factor models can be
achieved with samples as small as 100 (Fabrigar, Wegener,
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MacCallum, & Strahan, 1999) or with samples as small as 150 if 10 or
more items load at 0.30 or higher (Guadagnoli and Velicer, 1988). For
purposes of this study, a total of 400 family members of patients with
a critical illness who had been hospitalized within 24 h were recruited
from the ED. Since the CCFNI-ED consists of 40 items, our sample size
of 400 fell well within most guidelines.

Families' self-perceived needsmay change over a relatively short 24-
h timeframe (Rose, 1995) Thus, we made the absolute sample size 10
times the number of variables to ensure that it was substantial enough
to adequately represent all family members and exceed the recom-
mended sample sizes. Our sample size was also adequate to ensure
the reliability of the factor structure, as the participant-to-variable
(item) ratio exceeded the common criterion of 5–10 participants for
each variable (Shultz and Whitney, 2004; Waltz, Strcikland & Lenz,
2010; Andrew, Pedersen & McEvoy, 2011).

Critically ill patients were defined as those who had been admitted
to a critical care unit, had been transferred to a critical care unit at an-
other hospital, or had died in the ED. Four-level triage system was
used to triage critically ill patients according to 4 classifications
(emergency patients, or patients who should be seen immediately; ur-
gent patients, or patient who should be seen in b15min; less urgent pa-
tients, or patients who should be seen in b60 min; and non-urgent
routine patients, or patients who should be seen in b120 min). Family
members were defined as a basic societal unit of two or more individ-
uals that were genetically connected and had a commitment to nurture
each other emotionally, physically, and spiritually (Redley and Hood,
1996). The inclusion criteria were that the family members must
(1) fit the definition of a family member, (2) have been present in the
ED with the critically ill person, (3) be over the age of 18 years, and
(4) have been present in the ED for 30 min or longer.

2.7. Ethical considerations

Written permission to use and translate the CCFNI-ED into Turkish
was granted by one of the developers, B. Redley. Permission to conduct
this studywas received from the Ethics Board of Clinical and Laboratory
Research, Dokuz Eylul University, Faculty of Medicine. Written consent
was also obtained from the hospital Director, the head of the Emergency
Medicine Department, and from all study participants. Family members
were informed about the purpose of the study and what would be ex-
pected of them. Participantswere assured of their rights to refuse to par-
ticipate in or withdraw from the study at any stage without any
negative consequences. Participants' anonymity and confidentiality
were guaranteed. Family members' verbal and written consent was ob-
tained following explanation of the study objectives.

2.8. Data analyses

All items were coded and scored, and all the data were entered,
checked for missing values, and analyzed using the statistics programs
of SPSS version 18.0 (SPSS, Inc., Chicago, IL, USA) and SAS version 7.0
(SAS Institute, Cary, NC, USA). Therewere no incomplete questionnaires
or missing information. Descriptive statistics were performed using
SPSS, and CFA and exploratory factor analysis (EFA) were performed
using SAS. The main variables were described using descriptive statis-
tics, including means, skewness, and standard deviations. The
Kolmogorov–Smirnov test was conducted to assess the variable distri-
bution to determine if parametric or non-parametric tests were re-
quired in the analysis. Unless otherwise stated, the statistical
significance level was set at p b 0.05.

To confirm Redley's exploratory model (Redley, 2005), a CFA with
the normal theory maximum likelihood estimation method was con-
ducted on our sample. Next, we performed an EFA to modify the factor
structure. We sought to test Redley's exploratory model using a CFA
with the normal theory maximum likelihood estimation method. In
the event that the model did not fit the data, we proceeded to an EFA
to extract the factor structure of the Turkish version. In this EFA, the
model specifications were the same as those used in the original four-
factor model. We identified the most appropriate factor structure in
the EFA by fixing the factor variances at 1.0. Factors with eigenvalues
of N1.0 were retained, and items with factor loadings ≥0.30 (including
those that rounded to 0.30) and that did not load onmore than one fac-
tor were retained.

3. Results

3.1. Sample characteristics

A total of 400 family members were interviewed. Family members'
average age was 43.46 (SD = 14.55 years), 50.2% were female, 46%
were university graduates, and 33.5% were the children of critically ill
patients. Family members stayed at the ED for between 1 and 24 h
(mean = 4.3 h ± 3.4 SD). Specifically, 76.8% of family members (n =
307) stayed 1–6 h, 19.2% (n = 77) 7–12 h, and 4% (n = 16) 13–24 h.
A high proportion of family members (80.5%) arrived at the ED with
their critically ill relative, and 81.8% of patients had a retirement fund
as health insurance.

3.2. Confirmatory factor analysis

First, data were examined for univariate normality. Means, standard
deviations, the EFA results, and skewness values are shown in Table 1
andmeans and standard deviations (SD) of the subscales of the Turkish
CCFNI-ED are shown in Table 2.

Themean skewness valuewas−2.327. An examination of skewness
values showed that most items were normally distributed. Some items
had a skewness value of greater than the recommended cut-off of |3|,
indicating a slightly skewed or non-normal distribution. However,
given the sample size, we believed it appropriate to perform the CFA
using all 40 items.

Based on the original conceptualization of the CCFNI-ED, we tested
the fit of a four-factor model to the data. The criteria used to assess
the model fit are illustrated in Table 3. While some criteria indicated
an acceptable model fit, others did not achieve recommended values.
The CFA revealed a close to adequate fit of the model developed for
the Australian sample to our data according to the root mean square
error of approximation [0.0713 (90% CI = 0.0713–0.0747)], and a mod-
erate fit according to the goodness-of-fit index (0.754); however, a poor
fit was found according to the following fit indices: a χ2 (734) of
2222.9085 (p b 0.0001) and adjusted goodness-of-fit index (0.725),
comparative fit index (0.709), and normed fit index (0.691) values of
b0.90. Thus, none of the fit statistics indicated an acceptable fit. Specif-
ically, only two fit statistics were close to an acceptable model fit and
four fit statistics indicated an unacceptable fit. Therefore, the CFA did
not confirm the original factor model. These results indicate that the
fit between the model and data requires improvement. Consequently,
we proceeded with the EFA to modify the model.

3.3. Exploratory factor analysis

The 40 items were analyzed with the maximum likelihood extrac-
tion method using a varimax rotation. Four factors with eigenvalues of
over 1.00 were identified. We used the scree plot presented in Fig. 1
to determine the number of factors to retain and rotate, which again
suggested a four-factor solution. Several other criteria were employed
to determine the number of factors, including the Tucker–Lewis Reli-
ability Coefficient (TLC) (Tucker and Lewis, 1973), which ranges be-
tween 0 and 1.0 and where higher TLC values indicate better
reliability; the Akaike information criterion (AIC) (Akaike, 1987); and
the Schwarz Bayesian criterion (SBC) (Schwar, 1978). We retained the
factor structure that yielded the lowest AIC and SBC values and the
highest TLC value. To choose a factor solution that both satisfied the



Table 1
Means, standard deviations (SD), and skewness values of the Turkish CCFNI-ED (n=400).

Item Mean
± SD

Skewness

I-1. Have a doctor or nurse meet you on arrival at the
hospital

3.90
± 0.02

−4.785

I-2. To have a person to care for the family 3.46
± 0.04

−1.352

I-3. To find out the condition of your relative before being
asked to sign papers

3.84
± 0.02

−3.228

I-4. To have friends and relatives with you while in the
emergency department

2.77
± 0.05

−0.365

I-5. To have a private place to wait 3.54
± 0.04

−1.653

I-6. To have explanations given in understandable terms 3.93
± 0.02

−5.345

I-7. To be kept updated frequently 3.87
± 0.02

−3.528

I-8. To know all the specific facts concerning your relative's
progress

3.87
± 0.02

−3.861

I-9. To know why things were done for your relative 3.80
± 0.03

−2.746

I-10. To be spared distressing details about your relative's
illness or injury

3.47
± 0.05

−1.621

I-11. To talk to a doctor 3.91
± 0.02

−4.286

I-12. To talk to a nurse 3.54
± 0.04

−1.588

I-13. To know about the expertise of staff caring for your
relative

3.26
± 0.05

−0.995

I-14. To know about the expected outcome 3.86
± 0.02

−3.328

I-15. To have questions answered honestly 3.95
± 0.01

−5.678

I-16. To be told about transfer plans while they are being
made

3.85
± 0.02

−3.173

I-17. To be assured that the best care possible has been
given to your relative

3.93
± 0.02

−5.627

I-18. To stay out of the way during your relative's care 3.17
± 0.05

−0.865

I-19. To see your relative as soon as possible 3.69
± 0.03

−2.151

I-20. To have explanations about the treatment area before
going in to see your relative for the first time

3.54
± 0.04

−1.577

I-21. To have a staff member with you while visiting your
relative

2.77
± 0.05

−0.271

I-22. To see what was happening to your relative 3.63
± 0.04

−1.970

I-23. To be with your relative at any time 3.33
± 0.04

−1.076

I-24. To be given directions regarding what to do at the
bedside

3.72
± 0.03

−2.334

I-25. To feel helpful to your relative's care 3.55
± 0.04

−1.670

I-26. To be included when decisions are made 3.55
± 0.04

−1.817

I-27. To have time alone with your relative 3.11
± 0.05

−0.727

I-28. To feel accepted by hospital staff 3.60
± 0.04

−1.890

I-29. To be treated as an individual 3.80
± 0.03

−2.951

I-30. To feel hospital staff care about your relative 3.90
± 0.02

−4.757

I-31. To be assured of the comfort of your relative 3.92
± 0.02

−4.940

I-32. To encouraged to express emotions 3.19
± 0.05

−0.847

I-33. To be reassured as to what normal emotional
responses should be

3.31
± 0.04

−1.054

I-34. To share emotions with staff 2.98
± 0.05

−0.579

I-35. To feel there is hope 3.83
± 0.02

−3.101

I-36. To be told about religious services 2.68
± 0.06

−0.204

I-37. To have food and refreshments nearby 2.98
± 0.05

−0.617

Table 1 (continued)

Item Mean
± SD

Skewness

I-38. To have a telephone in or near the waiting room 3.64
± 0.03

−1.948

I-39. To have toilet facilities nearby 3.70
± 0.03

−2.137

I-40. To be able to contact staff at a later date to ask
questions

3.72
± 0.03

−2.235
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retention rules and was theoretically meaningful, several factor solu-
tionswere rotated and examined. Subsequently, the four-factor solution
was used because it satisfied all three criteria. Specifically, with four
common factors, the AIC and SBC were the lowest and the TLC was
the highest (TLC = 0.8250) compared with two or three common fac-
tors. Thus, there is little doubt that four factors were appropriate for
the data. After selecting a four-factor solution, factor loadings were
sorted from the largest to the smallest values for each factor (Table 4).
Since no items had factor loadings greater than or equal to 0.30 or load-
ed onto more than one factor, we retained all 40 items of the original
scale. Each factor was then interpreted by examining item content coef-
ficient patterns, and all four factorswere labeled the same as in the orig-
inal Australian study (i.e., family member participation in ED care,
organizational comforts, communication with family members, and
family member support processes).
3.4. Item analysis and reliability

Finally, the internal reliability for each of the four subscales was es-
timated using Cronbach's alpha. Item analysis refers to the specific
methods used to evaluate individual items in terms of their quality,
both qualitatively and quantitatively. The goal is to help scale devel-
opers to improve their instruments by revising or discarding items
that do not meet a minimally acceptable standard. In the last column
of Table 4, headed “Cronbach's alpha if item deleted,” the values repre-
sent the impact of removing each item from the analysis. These values
can be compared to the overall alpha of 0.912, and if any of the values
in the column are higher than the overall alpha, the corresponding
item should be removed from the scale. As can be seen from the last col-
umn, none of the items had values higher than the overall alpha.

The scale homogeneity was in a reasonable range, with the
Cronbach's alpha coefficients for the subscales ranging from 0.68 to
0.87. Thus, the subscales were internally consistent. The Cronbach's
alpha coefficient of the total CCFNI-ED score was somewhat higher, at
0.91.
3.5. Correlations

Table 5 presents the correlations between the subscales and total
scores of the Turkish CCFNI-ED. As can be seen from this table, each sub-
scale of the Turkish CCFNI-EDwas significantly correlated with the total
scores. Furthermore, significant correlations were demonstrated be-
tween the subscales.
Table 2
Means and standard deviations (SD) of the subscales of the Turkish CCFNI-ED (n = 400).

Subscales Mean ± SD Min Max

Organizational comforts 3.864 ± 0.272 2.00 4.00
Family member support processes 3.773 ± 0.317 1.14 4.00
Communication with family members 3.475 ± 0.418 1.90 4.00
Family member participation in ED care 3.289 ± 0.537 1.36 4.00
Total 3.549 ± 0.339 1.98 4.00



Table 3
Goodness-of-Fit Indices for the Turkish CCFNI-ED Factor Models.

Index Value

Goodness of fit index (GFI) 0.7542
GFI adjusted for degrees of freedom (AGFI) 0.7254
Chi-square 2222.9085
Chi-square degrees of freedom (DF) 734
Pr N Chi-square b0001
The root mean square error of approximation (RMSEA) estimate 0.0713
RMSEA 90% lower confidence limit 0.0713
RMSEA 90% upper confidence limit 0.0747
Bentler's comparative fit index 0.7094
Bentler & Bonett's (1980) non-normed index 0.6912
Bentler & Bonett's (1980) normed fit index (NFI) 0.6912
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4. Discussion

There is a need for periodic screening to identify which familymem-
bers of critical care patients are in distress and require intervention.
Simple validated tools that measure critical care family members'
needs would be useful in the ED. However, the validity of such tools re-
quires confirmation. To fulfill this purpose, a quick assessment tool to
reliably measure family members' needs in Turkey is required. The
aim of this study was to determine whether the Turkish CCFNI-ED
was a relevant, valid, and reliable instrument for assessing familymem-
bers' needs in the ED.

In this study, we conducted a CFA using the CCFNI-ED data of a sam-
ple of Turkish family members to confirm whether the hypothesized
factor structure of the original Australian CCFNI-ED was applicable to
Turkish family members. However, the CFA failed to confirm the origi-
nal factor structure for our sample. Thus, we modified the original
scale and identified themodel with the best possible fit for Turkish fam-
ily members.

To the best of our knowledge, the current study is thefirst to perform
a CFA based on the original Australian factor structure in a relatively
large Turkish sample. As a result of cultural and health system differ-
ences, the results indicate some differences in the factor structures of
the CCFNI-ED scale between Turkish and Australian samples. Our find-
ings contribute to existing literature on Turkish culture, and knowledge
Fig. 1. The sc
of the psychometric properties of such a measure is essential for under-
standing the nature of the needs and experiences of Turkish family
members of critically ill patients. In Turkish society, family plays a
major role in patient treatment because of Turkish cultural expectations
and obligations. This is consistent with the Turkish social structure,
where the family is the most important source of patient support. Spe-
cifically, in Turkish culture, all extended and nuclear family members
support each other when a family member falls ill and needs support
(Özer, Firat & Bektas, 2009), and any family member may serve as a
caregiver. Consequently, Turkish family members often believe that
they are expected to help their ill family members during their 24-h
hospitalization. Furthermore, as a result of the lack of health care per-
sonnel, family members are often expected to undertake some patient
and hospital operations such as patient care, bringing patients to exam-
inations (e.g., ultrasound, tomography), retrieving results fromdifferent
units, and obtaining drugs from non-hospital pharmacies. For these rea-
sons, it is important that families are involved in the nursing care
process.

The current study is among the first tomodify the factor structure of
the CCFNI-ED using anEFA. Our study results openup newdirections for
research because of our use of an EFA to modify the factor structure.
Specifically, the EFA enables us to make cross-cultural comparisons of
the CCFNI-ED. Although the CFA fit indices of themodel were unaccept-
able, themodel appears to capture the distinctiveness of the four CCFNI-
ED dimensions.

In our study, all CCFNI-ED itemswere retained in the Turkish version
of the factor structure. In other words, the Turkish version of the CCFNI-
ED yielded the best fit when it consisted of 40 items. The results indicate
differences in some aspects of the CCFNI-ED factor structure between
Turkish and Australian populations. However, to confirm the factor
structure derived from our EFA, the present findings must be replicated
in other samples.

After the Turkish CCFNI-ED's factor structure was established, its
internal consistency was determined. Based on these results, the
modified Turkish CCFNI-ED factor structure had satisfactory reliabil-
ity and internal consistency for the Turkish population. The alpha co-
efficients for the CCFNI-ED subscales in the Turkish sample were
similar to those reported for the subscales in the Australian sample
(Redley, 2005).
ree plot.



Table 4
Four factors with factor loadings for the Turkish CCFNI-ED.

Item Factor Loadings α⁎

Family member participation in ED care
I(34) To share emotions with staff 0.696 0.907
I(32) To encouraged to express emotions 0.669 0.909
I(25) To feel helpful to your relative's care 0.644 0.908
I(33) To be reassured as to what normal emotional responses should be 0.631 0.907
I(36) To be told about religious services 0.619 0.912
I(37) To have food and refreshments nearby 0.599 0.909
I(28) To feel accepted by hospital staff 0.575 0.908
I(27) To have time alone with your relative 0.564 0.908
I(23) To be with your relative at any time 0.506 0.908
I(4) To have friends and relatives with you while in the emergency department 0.478 0.909
I(26) To be included when decisions are made 0.414 0.908
I(39) To have toilet facilities nearby 0.391 0.909
I(38) To have a telephone in or near the waiting room 0.363 0.910
I(19) To see your relative as soon as possible 0.362 0.909
Organizational comforts
I(31) To be assured of the comfort of your relative 0.736 0.911
I(30) To feel hospital staff care about your relative 0.701 0.910
I(17) To be assured that the best care possible has been given to your relative 0.685 0.911
I(11) To talk to a doctor 0.594 0.911
I(35) To feel there is hope 0.584 0.910
I(15) To have questions answered honestly 0.565 0.911
I(29) To be treated as an individual 0.517 0.910
I(16) To be told about transfer plans while they are being made 0.455 0.910
I(40) To be able to contact staff at a later date to ask questions 0.381 0.909
Communication with family members
I(9) To know why things were done for your relative 0.553 0.911
I(14) To know about the expected outcome 0.531 0.910
I(13) To know about the expertise of staff caring for your relative 0.518 0.909
I(20) To have explanations about the treatment area before going in to see your relative for the first time 0.451

0.909
I(10) To be spared distressing details about your relative's illness or injury 0.450 0.913
I(12) To talk to a nurse 0.439 0.910
I(24) To be given directions regarding what to do at the bedside 0.435 0.909
I(21) To have a staff member with you while visiting your relative 0.413 0.910
I(18) To stay out of the way during your relative's care 0.329 0.912
I(22) To see what was happening to your relative 0.292 0.909
Family member support processes
I(6) To have explanations given in understandable terms 0.697 0.911
I(1) Have a doctor or nurse meet you on arrival at the hospital 0.665 0.911
I(3) To find out the condition of your relative before being asked to sign papers 0.645 0.912
I(7) To be kept updated frequently 0.627 0.910
I(8) To know all the specific facts concerning your relative's progress 0.577 0.911
I(2) To have a person to care for the family 0.425 0.911
I(5) To have a private place to wait 0.389 0.911
Cronbach's alpha 0.87 0.80 0.74 0.68 0.912
% Of variance accounted for after rotation 13.70 10.99 8.76 7.78
Cumulative variance 13.70 24.69 33.46 41.24

⁎ Cronbach's Alpha if item deleted.
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This studyhas a number of strengths. First, it used amultidimension-
al assessment of the needs of family members of critical care patients in
the collectivistic Turkish culture. Second, it recruited enough family
members (n = 400) to attain sufficient power to perform factor analy-
ses and had an excellent enrollment rate (100%). Finally, it applied an
analytical approach (i.e., CFA).

Thus, the CCFNI-ED is a valid and reliable scale for identifying family
needs during critical illness in the ED. However, it must be noted that
the psychometric properties of the CCNFI-ED have not been evaluated
in countries other than Turkey and Australia.
Table 5
Correlations between the subscales and total scores of the Turkish CCFNI-ED.

Family member participation in ED
care

Organizational comforts 0.558⁎⁎

Communication with family members 0.657⁎⁎

Family member support processes 0.418⁎⁎

Total 0.925⁎⁎

⁎⁎ Correlation is significant at the 0.01 level.
The results of this study suggest that the Turkish version of the
CCFNI-ED is a reliable and valid tool for supplementary analysis of the
needs of family members of critically ill patients in Turkish EDs. Addi-
tionally this study has demonstrated cross-cultural differences in the
factor structure of the CCFNI-ED between Turkish and Australian
samples.

However, this investigation has several limitations in its scope and
applicability. First, family members' perceptions of incidents and their
feelingsmay have been influenced by events or factors such as themor-
bidity and mortality of the ill relative. Second, there was no concurrent
Organizational
comforts

Communication with family
members

Family member support
processes

0.528⁎⁎

0.418⁎⁎ 0.454⁎⁎

0.720⁎⁎ 0.841⁎⁎ 0.610⁎⁎
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validity that could be used to cross-validate the Turkish version of the
measure across different groups. Consequently, further work is needed
to test the concurrent validity of the CCFNI-ED in relation to other
well-established measures with proven cross-cultural validity and reli-
ability. Third, there is no definitive single assessment of cross-cultural
equivalence. In otherwords, confidence in ameasure's utility is attained
through converging evidence from a number of studies using alterna-
tive approaches. Nevertheless, this study has demonstrated somediffer-
ences in the factor structures of the CCFNI-ED scale between Turkish
and Australian samples. As a preliminary study, this research lends
only partial support for the relevancy and construct validity of the
scale for Turkish family members.

5. Recommendations

Cross-cultural comparisons of the psychometric properties of the
CCFNI-ED have been conducted. In research and practice, valid mea-
surement instruments are needed to assess the needs of family mem-
bers of critical care patients while the family members are in the EDs.
The CCFNI-ED scale is simple to administer and nurses using this tool
in routine appointments will be better able to identify families' needs
in EDs. It also acts as an important instrument to assess the effects of
family needs interventions in clinical trials or related research. Thus,
this study is important to nursing science development and cross-
cultural verification of measurements that foster more universal clinical
nursing practices.

Understanding family needs is always important in nursing care re-
search. Additionally, this study is important because it addresses fami-
lies in health crisis and the use of a screening measure to help identify
areas for nursing interventions. Analysis of the data obtained from this
tool also provides useful information for clinical practice and research.
Furthermore, issues raised in this study, including the differences in
family needs by patient outcomes, how needs are influenced by demo-
graphic variables, nurses' role in meeting family members' needs, and
the impacts of interventions targeting specific family needs, all provide
an impetus for future investigations.
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