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Nurses’ attitudes towards family importance in nursing 

care across Europe 

 

ABSTRACT  

Aim: To explore differences in nurses’ attitudes regarding the importance of family in nursing 

care and factors associated with nurses’ attitudes across Europe. 

Background: Family involvement in healthcare has received attention in many European 

healthcare systems. Nurses have a unique opportunity to promote family involvement in 

healthcare; however, their attitudes and beliefs may facilitate or impede this practice. 

Design: A cross-sectional survey across 11 European countries. 

Method: A broad convenience sample of 8,112 nurses across 11 European countries was 

recruited from October 2017 to December 2019. Data were collected using the Families’ 

Importance in Nursing Care-Nurses’ Attitudes (FINC-NA) questionnaire. We used the 

STROBE checklist to report the results. 

Results: There were significant differences in nurses’ attitudes about families’ importance in 

nursing care across Europe. Country was the factor with the strongest association with the 

total scores of the FINC-NA. Older age, higher level of education, increased years since 

graduation, having a strategy for the care of families in the workplace, and having experience 

of illness within one’s own family was associated with a higher total FINC-NA score. Being 

male and working in a hospital or other clinical settings were associated with a lower total 

FINC-NA score.  
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Conclusion: Nurses’ attitudes regarding the importance of family in nursing care vary across 

the 11 European countries. This study highlights multiple factors associated with nurses’ 

attitudes. However, further research is necessary to gain a deeper understanding of the reasons 

for nurses’ different attitudes and to develop a strong theoretical framework across Europe to 

support the involvement of family in patient care. The inclusion of family healthcare 

programs in the baccalaureate curriculum may improve nurses’ attitudes. 

Relevance for clinical practice: In clinical practice, the focus should be on identified 

influencing factors on nurses’ attitudes to enhance families’ importance in nursing care across 

Europe. 

Keywords: Nursing, Nurses, Attitudes, Family, Family Care, Europe, Cross-national. 

 

What does this paper contribute to the wider global clinical community? 

• The paper sheds light on the nurses’ attitudes regarding families’ importance in 

nursing care and draws attention to the factors that influence nurses’ attitudes across 

Europe. 

• The findings may provide guidance for leaders in nursing education across Europe to 

consider including family nursing or family healthcare programs in the baccalaureate 

or general-level curriculum to promote family importance in nursing care. 

• The identified factors associated with the nurses’ attitudes may provide guidance for 

nursing leadership in clinical practice to provide training or education programs for 

nurses who have less positive attitudes towards involving families in nursing care.  
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1 | INTRODUCTION 

The importance of family care in managing health conditions and enhancing patient safety is 

increasingly acknowledged worldwide (Gilliss et al., 2019). Moreover, the role of the family 

has been highlighted because of the increased number of older people with chronic conditions 

and disabilities who need support for activities of daily living (Årestedt et al., 2015). In 

Europe, the provision of long-term care falls primarily on family members, who provide more 

than 80% of the support needed (Barbieri & Ghibelli, 2018; Hoffmann & Rodrigues, 2010).  

 It is also known that the experience of illness is a family affair (Shajan & Snell, 

2019). Individuals’ diseases impact the health of their family members. On the other hand, 

families’ functioning and coping strategies have a vital role in the way patients experience 

their conditions (Benzein et al., 2008; Blöndal et al., 2014; Fernandes et al., 2018). This 

interdependent relationship is reported in studies conducted in diverse contexts, clinical 

practice, and health-illness transitions experienced within the family (Esandi et al., 2021; 

Laidsaar-Powell et al., 2017).  

Family involvement in healthcare has received attention in many European healthcare 

systems (Vrangbaek, 2015). Several investigations have shown that including families in 

nursing care improves health outcomes for both the patients and their family members (Ris et 

al., 2019; Shamali et al., 2020). Moreover, following family-oriented interventions, families 

describe rewarding aspects such as growth, better communication, improved control over the 

condition, improved family functioning, improved coping, and higher perceived support 

(Broekema et al., 2021; Svavarsdottir & Sigurdardottir, 2013). Nurses have a unique 

opportunity to promote family involvement in healthcare; however, their attitudes and beliefs 

may facilitate or impede this practice (Benzein et al., 2008). 

1.1 | Background  
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In a family systems nursing approach, nursing is conceptualized as care that focuses on the 

family as the unit of care. This approach encourages nurses to “think family” and to interact 

with the family as an interdependent whole (Broekema et al., 2018; Shajan & Snell, 2019). 

Thus, involving family in nursing care indicates caring for family, based on the knowledge 

that family is a permanent part of a patient’s life with mutual interaction within its members 

(Angelo et al., 2014; Harrison, 2010). 

Nurses’ positive attitudes towards the inclusion of family in nursing care is a key 

prerequisite to involving families in nursing care and promotes communication between 

nurses and families (Angelo et al., 2014; Benzein et al., 2008; Ris et al., 2019; Wright & Bell, 

2021). Attitudes include affective (feelings and emotions), cognitive (thoughts and beliefs), 

and behavioural (reaction tendencies) components in response to a stimulus (Angelo et al., 

2014). Nurses who have a supportive attitude, respect family involvement and identify the 

importance of the family for the patient’s recovery (Wright & Bell, 2021) and are more likely 

to display behaviours that reinforce family participation (Fisher et al., 2008). When nurses 

consider family members as an important element in the process of care, they are more likely 

to initiate effective interactions with them. In contrast, nurses who consider family as a 

burden, avoid interacting with families (Benzein et al., 2008). This negative attitude may stem 

from the belief that family's engagement in patient care may have a negative impact on 

nurses’ work (Benzein et al., 2008).  

There is a growing interest in studying nurses’ attitudes regarding the involvement of 

family in healthcare. Nurses’ attitudes in various populations and healthcare settings have 

been studied. For instance in paediatric care in Switzerland (Naef et al., 2020), surgical and 

psychiatric care in Iceland (Blöndal et al., 2014; Petursdottir et al., 2021) and Portugal 

(Fernandes et al., 2018), critical and emergency care in Scotland and Iceland (Hallgrimsdottir, 

2004), intensive care in Israel (Ganz & Yoffe, 2012), hospital and oncology care in Spain 
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(Alfaro Díaz et al., 2019), cardiovascular care in various Scandinavian countries and Belgium 

(Luttik et al., 2017; Shamali et al., 2021), and transitional care in Canada (Hoplock et al., 

2019). Overall, these studies indicate positive attitudes regarding the involvement of family in 

nursing care, with differences for demographic factors such as gender, age, work experience, 

educational level, and workplace.  

In summary, several studies have investigated nurses’ attitudes towards family 

involvement in nursing care in diverse European countries and various healthcare settings. 

However, few studies have investigated nurses’ attitudes at cross-country level in which each 

country stands as an independent variable in the statistical analysis. The cross-country 

comparison can provide a better picture of nurses’ attitudes and potential factors associated 

with it. This may also inform the development of effective strategies across Europe to 

advance nurses’ positive attitudes towards family involvement in patient care. To our 

knowledge, there was no such cross-country study in Europe.  

2 | THE STUDY  

2.1 | Aims  

To describe nurses’ attitudes regarding family involvement in nursing care across Europe, and 

to identify the factors associated with nurses’ attitudes towards families across countries. 

2.2 | Design 

A cross-sectional survey approach was used, adhering to the Strengthening the Reporting of 

Observational Studies in Epidemiology (STROBE) guidelines for articles reporting cross-

sectional studies (Supplementary File 1). The initial idea of this study originated in the Family 

Health in Europe – Research in Nursing (FAME-RN) group. The FAME-RN is a research 

network of nine family nurse researchers representing five European countries (Denmark, 
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Iceland, Switzerland, the Netherlands, and Spain) aiming to conduct research to improve 

family health across Europe. Initially, the study started with the five countries participating in 

the FAME-RN network. Subsequently, six other countries, based on the extended family 

nursing network of the FAME-RN group, were invited to participate when they had the 

possibility of data collection. 

2.3 | Study settings, participants, and data collection 

The Families’ Importance in Nursing Care-Nurses’ Attitudes (FINC-NA) questionnaire was 

distributed to a broad convenience sample of nurses. There were no strict in- or exclusion 

criteria except for the nurses to live and work in one of the participating European countries. 

In Denmark, the Netherlands, the United Kingdom (UK including England, Northern Ireland, 

Scotland, and Wales) & the Republic of Ireland (Ireland), Germany, Austria, and Switzerland, 

a broad countrywide data collection strategy was used whereby nurses from all healthcare 

settings and all specialties were approached to participate. In Norway, Portugal, and Iceland, 

data were collected among nurses working in hospitals and community care settings. In Spain, 

data were collected among nurses working in hospital settings (Supplementary Table 1).  

Data collection took place between October 2017 and December 2019. Most countries 

including Denmark, the Netherlands, the UK & Ireland, Germany, Austria, Iceland, and 

Switzerland collected their data via an online survey application distributed via national 

nursing societies, local institutions, and social media such as Facebook, Instagram, Twitter, 

WhatsApp, and LinkedIn in accordance with the snowball strategy (Sadler et al, 2010; Patton, 

2014). Each country chose an online survey application that was convenient for itself or 

specific universities, under the condition that the data ultimately needed to be delivered in a 

cleaned (free from errors and missing data) SPSS file. Norway and Spain collected their data 

using paper questionnaires. Portugal used a combination of both online and paper 

questionnaires (Supplementary Table 1). 
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2.4 | Instrument 

There are several instruments to understand the phenomenon within the scope of this study 

(Alfaro Díaz et al., 2019). The FINC-NA scale is the most frequently used questionnaire and 

was developed in Sweden (Benzein et al., 2008). The FINC-NA scale has been validated in 

different healthcare settings, and it is the measure based on family systems nursing theory that 

measures nurses’ attitudes regarding families in nursing care (Alfaro Díaz et al., 2019). We 

used the revised and validated version of the FINC-NA questionnaire (Saveman et al., 2011). 

The revised FINC-NA scale includes 26 items with a 5-point Likert scale format (theoretical 

score range of 26–130; Supplementary Table 2). It has four subscales: family as a resource in 

nursing care (Fam-RNC), family as a burden (Fam-B), family as a conversational partner 

(Fam-CP), and families’ resources (Fam-OR). Higher scores represent more positive attitudes. 

The FINC-NA questionnaire includes a set of background variables, such as age, gender, 

educational level, work setting, general approach to the care of families, and experience with 

serious illness within own family.  

The validity and internal consistency of the FINC-NA questionnaire were 

demonstrated and reported by Cronbach’s alpha coefficients of 0.92 for the total FINC-NA 

scale and greater than 0.70 for the subscales (range 0.72–0.86) (Hagedoorn et al., 2018; 

Saveman et al., 2011).  

All countries started from the original English version of the revised FINC-NA 

questionnaire (including background characteristics) and were asked to translate the 

questionnaire using standard translation procedures (translation and back-translation and 

consensus on content and wording among participating researchers in each country) (Wild 

et al, 2005). The German-speaking countries (Austria, Germany, and Switzerland) carried out 

a multi-level translation to produce one questionnaire for all three countries with only 

minimal country-specific adaptations. 
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2.5 | Ethical considerations 

Each of the participating countries sought ethical and data agency permission according to the 

rules of their respective countries. In Denmark, the study was registered at the record of data 

processing agency at the local university under General Data Protection Regulation (GDPR), 

which also permitted transfer of the collected data to be used in the present study. In Norway, 

the study was approved by the NSD-Norwegian centre for research data. In Portugal, data 

collection was approved by the ethical boards of three local hospitals. In Switzerland, the 

study was exempt from ethical committee approval based on the Swiss Human Research Act 

(HRA). In Austria, Germany, Iceland, Netherlands, Spain, and UK & Ireland, the study was 

approved by an ethical committee in the local university. Data were collected anonymously. 

All participants were informed that their participation was voluntary, and they were assured of 

the confidentiality of their personal information. The study conformed with the principles of 

the Declaration of Helsinki. 

2.6 | Data analysis 

The IBM SPSS Statistics platform (version 24) was used to organise and analyse the data. 

Screening for missing data was performed before the data analysis. In Denmark, the variable 

“general approach to the care of families” (having experience of using an organizational 

approach for family care) was removed from the questionnaire by the research team, because 

there was no organizational approach for family care at the time of data collection in 

Denmark. In the UK & Ireland, the variable “education” was not included in the questionnaire 

at the time of data collection because the UK & Ireland dataset comprised of results from 

nurses in the UK including four countries and the Republic of Ireland, and historically nurse 

education systems and professional and academic qualifications awarded have differed 

between the five countries. Therefore, the research team made an executive decision to 
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exclude the education question (based on the original context) as it did not fit with and would 

not provide meaningful information in the cultural context of the UK & Ireland. Thus, in the 

final dataset, these variables from Denmark and the UK & Ireland were not available. In the 

Icelandic dataset, the data for the variables age and years since graduation were collected 

using categories due to privacy regulations. For inclusion in the final dataset, these variables 

were categorized for all countries. Moreover, in the dataset of the UK & Ireland, two 

participants had missing values > 90% and were deleted from the dataset. The overall missing 

values in the UK & Ireland dataset were 2.6% and in other countries were < 1%. No particular 

pattern was observed in the missing data, indicating that the data were missing at random. 

Thus, the expectation-maximization algorithm was used to replace the missing data (Kang, 

2013). The expectation-maximization method imputes missing values with values estimated 

by the maximum likelihood method. All the datasets from each country were then merged into 

one final dataset. 

Descriptive statistics (frequency, percentages, mean, and standard deviation) were 

used to summarize the demographic, clinical, and outcome variables. One-way analysis of 

variance (ANOVA) was used for comparison of the outcome variables between the countries. 

The significant ANOVA tests were further analysed with the post hoc analysis of the 

Bonferroni correction. 

A general linear model (GLM) was conducted to explore the factors related to the 

nurses’ attitudes towards the importance of families in nursing. The potential factors (country, 

gender, age, years since graduation, education, organization, organizational family approach, 

and experience of a family member’s illness) were entered, and the main effect of the 

variables was tested. Since the data for education and general approach to the care of families 

were not available for the UK & Ireland and Denmark, two different models were developed. 

In the first model, we included all the potential variables in the model except those from the 
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UK & Ireland and Denmark (total sample = 5,659). In the second model, we excluded the 

variables education and general approach to the care of families from the model so that all 

countries in the country variable were included in the model (total sample = 8,112). The 

variable estimates were reported by unstandardized regression coefficients (β).  The effect size 

of each significant variable was reported by partial eta squared (η2). The R-squared (R2) was 

used to evaluate the overall model fit. 

3 | RESULTS 

3.1 | Sample characteristics 

A total of 8,112 participants from 11 countries were included and analysed in this study: 

Switzerland, 2,151 participants (26.52%); Denmark, 1,720 (21.20%); Austria, 1,238 

(15.26%); UK & Ireland, 733 (9.04%); Germany, 597 (7.36%); Iceland, 425 (5.24%); 

Netherlands, 397 (4.89%); Portugal, 309 (3.81%); Norway, 294 (3.62%); and Spain, 248 

(3.06%). Sample characteristics are shown in Table 1. Participants were predominantly 

female (90.5%). Most participants had a general nursing education (84.4%), worked in a 

hospital or another clinical setting (78.9%), and graduated 16 years ago or more (52.7%). 

Approximately two third of participants had personal experience of family member’s illness, 

however, more than half of the participants had no experience of family care’s approach. 

3.2 | Cross-country comparison of nurses’ attitudes towards families in 

nursing care 

The one-way ANOVA with post hoc analysis indicated a significant difference in the total 

score of the FINC-NA scale among the 10 countries [F (9, 8102) = 294.1; p < 0.001; Table 1]. 

That is, the UK & Ireland participants had significantly higher scores than all the other 

countries except for Spain. Austria’s participants had the lowest scores among the 10 
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countries. Furthermore, there was a significant difference among the 10 countries in the scores 

of the FINC-NA in sub-scales Fam-RNC [F (9, 8102) = 88.7; p < 0.001], Fam-B [F (9, 8102) 

= 274.5; p < 0.001], Fam-CP [F (9, 8102) = 40; p < 0.001], and Fam-OR [F (9, 8102) = 

238.3; p < 0.001; Table 1]. That is, Austria’s participants had the lowest scores in all four sub-

scales of the FINC-NA. The UK & Ireland participants had the highest scores in the sub-scale 

Fam-CP, Fam-B, and Fam-OR. Spain’s participants had the highest scores in the sub-scale 

Fam-RNC. 

3.3 | Factors related to nurses’ attitudes towards families in nursing care 

3.3.1 | Model I 

In the first GLM, all potential factors related to nurses’ attitudes regarding families in nursing 

care were included. Since the UK & Ireland and Denmark datasets did not include data on 

education and general approach to the care of families, respectively, these two countries were 

excluded from this model. The results of the first GLM demonstrated that country (p < 0.001), 

gender (p < 0.001), age (p < 0.001), years since graduation (p = 0.008), education (p < 

0.001), organization (p < 0.001), general approach to the care of families (p < 0.001), and 

experience with serious illness within own family (p = 0.002) were significantly associated 

with the total score of the FINC-NA scale.  

3.3.1.1 | Country 

Compared to nurses in Austria, the mean total score of the FINC-NA increased by 14.052 

points in Spain (p < 0.001), 10.229 points in Portugal (p < 0.001), 7.818 points in Switzerland 

(p < 0.001), 7.426 points in Iceland, 3.547 points in Germany, 3.373 points in Norway 

(p < 0.001), and 2.902 points in the Netherlands (p = 0.001) (Table 2).  

3.3.1.2 | Gender, age, and education 
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Compared to female nurses, male nurses had a lower total score on the FINC-NA by a mean 

of 2.243 points (p < 0.001). Compared to nurses ≥ 61 years old, the total FINC-NA scores 

were lower by 5.718 points (p < 0.001) and 2.698 points (p = 0.015) in nurses ≤ 30 and 31–40 

years old, respectively. Compared to nurses with ≥ 15 years since graduation, the total FINC-

NA scores were lower by 2.388 points (p = 0.001) in nurses with 11–15 years since 

graduation and 1.712 points (p = 0.019) in nurses with 6–10 years since graduation. 

Compared to nurses with doctorates, nurses with a general education had a lower FINC-NA 

total score by a mean of 5.785 points (p < 0.001).  

3.3.1.3 | Setting 

Nurses who worked in a hospital or other clinical setting showed a lower total FINC-NA 

score by a mean of 5.512 (p < 0.001) compared to nurses working in other organizations. 

Nurses working in organizations that have a general approach to the care of families had a 

total FINC-NA score 6.233 points (p < 0.001) higher than nurses working in organizations 

without a family approach. Nurses with experience with serious illness within their own 

family had a total FINC-NA score 1.305 (p = 0.002) points higher than nurses who had no 

experience with serious illness within their own family (Table 2).  

The overall coefficient of determination (goodness of fit) for the first GLM was R2 = 

0.188, representing that 18.8% of the variations in the total FINC-NA score are explained by 

the variables included in the model. Country accounted for the highest variation (6.7%) of the 

total FINC-NA score ( = 0.067). 

3.3.2 | Model II 

In the second GLM, because country had the highest effect size in the first model, we 

excluded the education and general approach to the care of families variables from the model 

so that the UK & Ireland and Denmark could be included in the country variable. In the 
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model, we examined country (all 10 countries), gender, age, years since graduation, 

education, organization, and experiences with serious illness within their own family. 

The results of the second GLM demonstrated significant associations of country (p < 

0.001), gender (p < 0.001), age (p < 0.001), years since graduation (p = 0.008), organization 

(p < 0.001), and experience with serious illness within their own family (p = 0.002) with the 

total score of the FINC-NA scale. 

Table 3 shows the parameter estimates in the second GLM. The significant parameters 

were the same as in the first model except that the total FINC-NA scores for nurses with ≤ 5 

years since graduation (p < 0.001) were significantly lower than for nurses with ≥ 15 years 

since graduation. The overall coefficient of determination (goodness of fit) for the second 

GLM was R2 = 0.148, representing that 14.8% of the variations in the total FINC-NA score 

can be explained by the variables included in the model. Country accounted for the highest 

variation (8.6%) of the total FINC-NA score ( = 0.086). 

4 | DISCUSSION 

To our knowledge, this is the first study to investigate nurses’ attitudes regarding family 

importance in nursing care across Europe. Our key findings indicate that these attitudes vary 

significantly across Europe. Country was the strongest factor associated with the total scores 

of the FINC-NA questionnaire.  

Consistent with the findings in earlier studies, older age, higher level of education, 

more years since graduation, having an organizational approach to family care at the 

workplace, and having experience of illness within one’s own family were significantly 

associated with higher total scores on the FINC-NA (Benzein et al., 2008; Blöndal et al., 

2014; Hagedoorn et al., 2020; Luttik et al., 2017; Østergaard et al., 2020). Male gender and 

working in a hospital or other clinical setting were associated with lower total scores in the 
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FINC-NA. Similarly, previous studies reported men having less positive attitudes than women 

on the importance of family in nursing care and having less supportive attitudes for family as 

a conversational partner (Benzein et al., 2008; Cranley et al., 2022; Østergaard et al., 2020). 

The reason may be attributed to the different communication styles between males and 

females as female healthcare workers are more interpersonally and relationally oriented in 

building partnerships with patients than their male colleagues (Cranley et al., 2022; Street, 

2002). In contrast, other studies reported no gender difference regarding the nurses’ attitudes 

towards the importance of family in nursing care (Hoplock et al., 2019; Luttik et al., 2017). 

There is a need for further research to understand the underlying mechanisms for gender 

difference regarding the nurses’ attitudes, in particular, qualitative research may help to better 

understand the male nurses’ perception of importance of involving family in patient care. 

Furthermore, nurses in this study who worked in a hospital or other clinical setting had 

less positive attitudes compared to those working in other settings. There is controversy in 

previous research regarding nurses’ attitudes in different working places. Some studies 

reported that nurses working in community care reported more positive attitudes than those 

working in hospitals (Hagedoorn et al., 2020; Østergaard et al., 2020) which is in line with 

our results. However, other studies indicated no differences in nurses’ attitudes among 

hospital and community care settings (Cranley et al., 2022; Hoplock et al., 2019). It is also 

reported that nurses working as researchers, educators, or managers tend to have more 

positive attitudes (Luttik et al., 2017). It seems that nurses who spend less time at the bedside 

with patients have more positive attitudes. That can be attributed to the fact that involving 

family in patient care requires support from the healthcare team and require special training 

programs (Cranley et al., 2022). Besides, when the complexity of the patient care is increased 

such as during resuscitation in critical care, nurses seems to have less supportive attitudes 

towards family presence (Al Mutair et al., 2014). Hence, there is a need for special education 
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and training programs to facilitate involvement of family in patient care, especially in clinical 

settings. The focus of such programs should be on developing skills to build a healing 

atmosphere based on listening, respect, kindness, and a mutual relationship to knowing a 

family and understanding their illness suffering (Montoro-Gurich & Garcia-Vivar, 2019). 

In general, the nurses’ attitudes were positive regarding the importance of family in 

nursing care, with the total score on the FINC-NA scale above 90 (range 26–130) for all 

participating countries. This finding is also consistent with earlier studies in the individual 

European countries, indicating that nurses value the role of family in their nursing care 

(Benzein et al., 2008; Blöndal et al., 2014; Hagedoorn et al., 2020; Luttik et al., 2017; 

Østergaard et al., 2020). This finding is also in line with the fact that, in contemporary 

societies, family is highly valued as an important institution related to health and well-being 

(Montoro-Gurich & Garcia-Vivar, 2019) despite the characteristics that define the different 

countries (Carrasco, 2013).  

In this study, country, after correcting for variation in the background variables, was a 

significant factor in explaining the differences in nurses’ attitudes regarding the importance of 

family in nursing care. A recent study also indicated country as a significant predictor of 

family’s importance in nursing care reporting that nurses in Hong Kong, China, had less 

positive attitudes compared to nurses working in Sweden or Canada (Cranley et al., 2022). 

Similarly, another study reported that nurses working in Belgium had less positive attitudes 

compared to nurses in Scandinavian countries (Denmark, Sweden, and Norway) (Luttik et al., 

2017). In the current study, we aimed to explore possible differences in nurses’ attitudes 

across European countries. We did not investigate the underlying reasons or mechanisms of 

these possible differences. We can therefore only speculate on how the differences that we 

found can be explained. The differences in attitudes of people across European countries 

cannot be explained by a single factor or a set of individual factors. Differences in nurses’ 
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attitudes are the result of a complex interplay of factors originating from cultural differences 

that might influence the way healthcare and educational systems are designed in different 

countries.  

Countries and societies seem to share a common belief in the family as a highly 

important institution. However, family structures, family relationships, and family functioning 

differ across countries and societies (Montoro-Gurich & Garcia-Vivar, 2019). The 

Mediterranean countries such as Spain and Portugal are often referred to as countries with 

strong family links, whereas the north-western countries (including the UK), Scandinavia, and 

the central European countries (e.g., Germany, Switzerland, and the Netherlands) are referred 

to as countries with weak family links (Reher, 1998). In societies with strong family links, 

there is great trust in the solidarity of family; for example, older parents gain more support 

from their children than in countries with weak family links (Suanet et al., 2012). The way 

countries and societies view and value the role of family in relation to health and healthcare 

affects the attitudes of their people and therefore also affects how nurses value the role of 

family in nursing care. This might explain the relatively high scores of Spain (total FINC-NA 

= 105.9) and Portugal (total FINC-NA = 102.3), which are countries referred to as having 

strong family links, and the lower scores of Germany (total FINC-NA = 94.7) and Austria 

(total FINC-NA = 90.2), which are referred to as countries with weaker family links. 

However, this explanation is not consistent with the fact that the UK & Ireland had the highest 

score (total FINC-NA = 107.8). 

Furthermore, the way countries or societies view the role and value of family also 

affects the way societal policies (Reher, 1998) and health and welfare systems develop 

(Alesina & Giuliano, 2010). It has been described that, in countries or societies with weak 

family links, people tend or prefer to depend on the government welfare system and public 

resources, whereas, in countries or societies with strong family links, people prefer to depend 
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on their family environment (Montoro-Gurich & Garcia-Vivar, 2019). Therefore, the health 

and welfare systems chosen by the different countries also influence the way their healthcare 

workers value the role of families and informal care. In addition, the health and welfare 

systems in all European countries are being challenged in terms of how to organize care due 

to substantial demographic changes (e.g., aging of the population) and changes in family 

structures (e.g., increased migration, increased divorce rates, and single-parent households). 

The need to sustain or renew the involvement of family in healthcare will be relevant to all 

European societies in the coming decades. Based on the results of this study, healthcare 

authorities may consider enhancing nurses’ attitudes to the importance of family involvement 

in nursing care by focusing on nurses who are young, male, and working in hospital or 

clinical settings. 

The European Union and the European Higher Education Area guide the 

implementation of nursing education in Europe to ensure comparable, compatible, and 

coherent systems of higher nursing education systems across the members of the European 

Union (Lahtinen et al., 2014). The efforts of the European Higher Education Area and the 

European Union are mainly aimed at system-related aspects such as entry qualifications, 

duration of education, amount of practical training, and levels of education. In regard to the 

content of nursing education, countries and universities can set their own emphasis and 

specialties as long as the legal frameworks are respected. One possible implication of the 

results of this study is that leaders in nursing education across Europe may consider including 

family nursing or family healthcare programs in the baccalaureate or general-level curriculum 

to promote family importance in nursing care. 

As mentioned earlier, all these considerations remain speculative. More in-depth 

research is necessary to gain a deeper understanding of the mechanisms that positively 
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influence the attitudes of nurses. Once we understand, we will be able to improve healthcare 

for families dealing with serious health challenges throughout Europe. 

4.1 | Limitations 

In this study, data collection was carried out through a self-selected convenience sample of 

nurses working in each of the participating countries who were willing to complete the 

survey. This may have caused selection bias, as participants who were willing to complete the 

survey probably had more experience of involving family in nursing care than nurses who did 

not respond to the survey. For instance, a previous study found that nurses with no experience 

of serious illness within their own family did not answer the full items of FINC-NA 

questionnaire (Østergaard et al., 2020). Furthermore, in some countries, data collection was 

narrowed to more specific settings, such as hospitals (in Spain) or hospitals and community 

settings (in Portugal, Norway, and Iceland). Data from these countries may therefore be less 

representative of the nursing discipline as a whole within these countries. In addition, absent 

variables from the UK & Ireland (education) and Denmark (general approach to the care of 

families) led to the use of two models instead of one model. The variables included in the 

model 1 and 2 explained 18.8% and 14.8% of the variation in the nurses’ attitudes across the 

10 European countries, respectively. The remaining variation can be explained by variables 

that were not included in the models. Lastly, although we had a broad representation from 10 

European countries, we did not include eastern European countries. The generalizability at the 

country level is therefore limited to the  countries included in this study, and conclusions 

should be considered as indicative.  

5 | CONCLUSION 

This cross-country European study indicated that the nurses’ attitudes regarding the 

importance of family in nursing care vary across the 11 European countries. The significant 
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factors associated with nurses’ attitudes were country, gender, age, years since graduation, 

education level, organization, general approach to the care of families, and experience with 

serious illness within own family. Further research including eastern European countries is 

necessary to gain a deeper understanding and develop a strong theoretical framework across 

Europe to support the development of optimal healthcare for the care and support of families 

dealing with serious health challenges. 

6 | RELEVANCE TO CLINICAL PRACTICE 

Today's health care system demands more collaboration between the healthcare providers and 

families to improve the quality of care and the health-related outcomes of patients and their 

family members. To do so, we need to enhance the knowledge of family importance and 

active family involvement in patient care. Hence, we need to understand how nurses perceive 

the role of a family member when providing nursing care. The results of this study can be 

used to identify the influencing factors on nurses’ attitudes to enhance families’ importance in 

nursing care across Europe. Moreover, we recommend that leaders in nursing education 

across Europe consider including family nursing or family healthcare programs in the 

baccalaureate or general-level curriculum to promote family importance in nursing care. We 

recommend developing specialized education and training programs for nurses working in 

clinical settings with a focus on developing awareness of the importance of families for 

patient care and skills to effectively involve families in patient care. 
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