Australasian Emergency Care 28 (2025) 294-299

cenall

Contents lists available at ScienceDirect

Australasian
Emergency Care

Australasian Emergency Care

FI. SEVIER

journal homepage: www.elsevier.com/locate/auec
Research paper ' ,.)
Emergency ambulance care of families during death, dying, and

bereavement: A document analysis of Australian and Aotearoa New
Zealand clinical practice guidelines

Eillish Satchell ", Merryn Gott”, Madeleine Juhrmann >““, Bridget Dicker "%,
Natalie Elizabeth Anderson *"

2 Te Arai Palliative Care & End of Life Research Group, School of Nursing, The University of Auckland, Auckland, New Zealand

b Research Centre for Palliative Care, Death and Dying (RePaDD), College of Nursing and Health Science, Flinders University, Bedford Park, Australia

¢ Palliative Nexus, Faculty of Medicine, Dentistry and Health Sciences, University of Melbourne, Melbourne, Australia

4 Improving Palliative, Aged and Chronic Care through Clinical Research and Translation (IMPACCT), Faculty of Health, University of Technology Sydney, Ultimo,
Australia

€ The Palliative Centre, HammondCare, Greenwich, Australia

f Auckland University of Technology, Auckland, New Zealand

8 Hato Hone St John New Zealand, Auckland, New Zealand

b Adult Emergency Department, Te Toka Tumai, Te Whatu Ora, Private Bag 92024, Auckland Mail Centre, Auckland 1142, New Zealand

ARTICLE INFO ABSTRACT

Keywords: Background: Ambulance personnel play an important role in supporting families during death, dying, and
Family bereavement. Evidence-based clinical practice guidelines are crucial for ensuring high-quality ambulance care.
Paramedicine However, it is unknown what guidance currently informs care of bereaved families. This document analysis
Ezl'ai;"ement examines ambulance guidelines pertaining to family care in out-of-hospital death in Australia and Aotearoa New

Zealand.

Methods: Clinical practice guidelines were sourced from all Australian and Aotearoa New Zealand ambulance
services. Using qualitative document analysis, guidance addressing family care during death, dying, and
bereavement was examined. Analysis was conducted using a customised coding framework informed by the
Australian National Consensus Statement: Essential Elements for safe and high-quality end-of-life care.

Results: While most guidelines included essential elements of end-of-life care, there was significant heterogeneity
in the scope, detail and nature of guidance. Care instructions varied between services, populations and clinical
scenarios. Guidance pertaining to culturally safe care was limited.

Conclusions: Ambulance clinical guidance remains focused on technical skills during resuscitation, death, and
dying. More guidance is needed to inform important elements of family care such as communication, family
partnership, and cultural safety. Incorporating evidenced-based principles of end-of-life care presents an op-
portunity to improve ambulance support for bereaved families.

Practice Guidelines

remain unmet, there is an increased risk of psychological harm and
prolonged grief [4]. In out-of-hospital deaths, emergency ambulance

Introduction

Although historically positioned to save lives, emergency ambulance
personnel are increasingly attending events where a death occurs [1,2].
These events can vary from unexpected deaths to palliative care situa-
tions. Family members are commonly present during out-of-hospital
deaths, and providing family-centred care is a crucial aspect of quality
end-of-life care [3]. Where the needs of bereaved family members

personnel may be the first and only healthcare professionals with whom
family members interact. Recent studies have shown that emergency
ambulance care in the event of a death can have a lasting impact on
family experiences [5,6]. However, ambulance personnel often feel
unequipped and poorly prepared to respond to the needs of bereaved
families [7-9]. An additional factor known to affect bereavement care is
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the emotional burden experienced by healthcare professionals [10].
Responding to situations where death occurs is reported to be stressful
and can impact the wellbeing of ambulance personnel [11,12]. Studies
have highlighted that education and resources around grief and death as
well as access to post-event support, and debriefing are needed to sup-
port ambulance personnel’s wellbeing [13,14]. It is, therefore, impor-
tant to consider what guidance informs the care of ambulance personnel
who experience patient death.

Globally, emergency ambulance practice is commonly guided by
clinical practice guidelines (CPGs). CPGs are protocols outlining stan-
dards of care based on evidence-based practice across various clinical
scenarios [15]. Evidence shows that the provision of established
guidelines facilitates improvements in family bereavement care [16].
However, bereavement guidelines have been shown to vary significantly
[17]. Across Australia and Aotearoa New Zealand, there are ten emer-
gency ambulance services, most of which have individual CPGs [18].
Previous studies have explored the way in which CPGs provide para-
medic guidance in palliative care situations [19], and identified the
importance of family support in paramedic palliative care [20]. How-
ever, palliative care is only one aspect of death scenarios that para-
medics will face. Family bereavement needs may be different in cases of
unexpected deaths. Consequently, examining what bereavement guid-
ance is given in relation to general paramedicine practice is crucial.

This qualitative document analysis identifies and critically examines
ambulance CPGs from Australia and Aotearoa New Zealand, relating to
family care in death, dying, and bereavement. Guidelines are compared
to best practice principles in end-of-life care to identify potential im-
provements to support ambulance personnel and families in these often-
challenging situations.

Method

Document analysis is a methodological approach that allows for the
systematic examination and analysis of text [21]. . Guided by Schreier’s
Qualitative Content Analysis [22] we examined CPGs pertaining to
family care in death, dying, and bereavement across all Australian and
Aotearoa New Zealand ambulance services.

Study setting

Across Australia and Aotearoa New Zealand, there are ten autono-
mous emergency ambulance services that provide care based on
geographical location (see Table 1). While there are differences between
each organisation, in general, emergency ambulance services across
these countries share similar characteristics, including transnational
professional bodies [23]. Paramedics in Australia and Aotearoa New
Zealand, work within increasingly professionally autonomous
Anglo-American models [24]. In both countries, paramedics are regis-
tered health professionals. Workforces across services include volun-
teers, emergency medical technicians, and paramedics [23]. We have

Table 1
Ambulance services in Australia and Aotearoa New Zealand.

Jurisdictional Ambulance Service ~ Region Servicing

ACT Ambulance Service

New South Wales Ambulance
Service

St John Ambulance NT

Queensland Ambulance Service

South Australia Ambulance
Service

Ambulance Tasmania

Ambulance Victoria

St John Ambulance WA

Hato Hone St John

Australian Capital Territory
New South Wales

Northern Territory
Queensland
South Australia

Tasmania

Victoria

Western Australia

Aotearoa New Zealand [excluding Wellington
region]

Wellington Free Ambulance Wellington Region
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referred to all ambulance responders as emergency ambulance
personnel in this study.

Inclusion criteria

Nine CPGs from all ten ambulance services were included (Aotearoa
New Zealand ambulance services Hato Hone St John and Wellington
Free Ambulance share one CPG). All guidelines pertaining to death,
dying and bereavement were considered, including adjunct topics that
may affect clinical care, such as voluntary assisted dying and organ
donation. Only clinical practice guidelines were considered in this re-
view, with other sources of ambulance personnel information, such as
training material or other supplementary policies, being excluded. No
limitations were set restricting definitions of family. Several ambulance
services have differing guidelines for different levels of ambulance
personnel’s scope of practice. Guidelines for expanded scope of practice
roles, such as extended care practitioners and intensive care paramedics,
were included in CPG searching. Where there were differing guidelines
by scope pertaining to family care, they were included in analysis.

Data collection

Clinical practice guidelines are publicly available information across
Australian and Aotearoa New Zealand ambulance services. A three-step
search strategy was developed to ensure systematic collection and
searching of CPGs. This strategy was informed by a trial search in
October 2024 of three randomly selected (through computer genera-
tion) CPGs. During the trial search, CPGs were manually searched for
relevant material and compilation of keywords.

Step One: data collection from ambulance services

All ambulance services were contacted in November 2024 with a
request to share guidelines relating to family care in death, dying, and
bereavement. This allowed for the most current guidance and any
additional available guidance to be collected. Four services provided
CPGs to us directly, and another three directed us to their website for
access to published guidelines. Where no response from services was
provided, publicly available CPGs were considered. Data extraction of
CPGs from ambulance service websites was completed in January 2025.

Step Two: keyword searching

Clinical practice guidelines were searched using the following key-
words to identify relevant information: Family, Death, Dying, Bereave-
ment, Resuscitation, Termination, and Palliative. Keyword searching was
limited by CPG format. Boolean operators could not be used as many
CPGS were documents, only allowing for word searching. Additionally,
many digital CPG platforms only allowed for word searching of CPG
titles rather than the full text.

Step Three: hand title screening of entire CPGs for relevant information

Author ES hand-searched all CPGs conducting title screening for
relevancy. Relevancy was not limited to keywords but rather potential
for the topic to contain information relating to death, dying and
bereavement.

Coding frame development

The initial coding frame was developed based on the Australian
Commission on Safety and Quality in Health Care (25) National
Consensus Statement: Essential elements for safe and high-quality end-
of-life care (hereafter EOLC consensus statement). This consensus
statement provides nine overarching principles to guide patient and
family care during death, dying and bereavement. The EOLC consensus
statement was selected from a range of frameworks for its relevance to
Australasian healthcare professionals working across a variety of set-
tings. As these principles are broadly relevant to end-of-life care and not
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specifically for a paramedicine context, researchers modified the coding
framework to be more applicable to paramedicine based on previous
literature exploring paramedicine family care in the event of death [5].
A trial coding of three ambulance service CPGs then informed initial
changes to the framework. The final coding framework was collabora-
tively optimised and agreed by all authors (see Table 2).

Analysis

Extracted CPGs were uploaded to analysis software programme
NVIVO for deductive coding of CPGs to the coding framework. Coding
was primarily undertaken by ES with support from NA. Descriptive
statistics were then used to map the frequency of coding across the CPGs
and shared meaning between codes examined were examined.

Results

Relevant CPGs were included from all eight Australian ambulance
services [26-33] and one shared guideline from Aotearoa New Zealand
[34]; findings are displayed in Table 3.

The majority of ambulance services made mention of the importance
of recognising and responding to the needs of the family during death,
dying, and bereavement. However, the level of detail between guide-
lines varied. Generic, brief instructions such as “offer family support”
were often given, without examples of what that support might include.

Table 2
Coding framework.

Coding dimension

Code description

Code 1: Responsiveness to family needs
and wishes during death, dying and
bereavement

Code 2: Provide family with information
they can understand

Code 3: Consider cultural and spiritual
needs

Code 4: Liaison between service
providers and family

Code 5: Recognising advance treatment
decisions

Code 6: Not be burdensome or harmful

Code 7: Support for emergency
ambulance personnel

Family should be included in emergency
ambulance care during death, dying, and
bereavement. Family needs and wishes
should be considered.

Family should be provided with
information they can understand during
death, dying and bereavement.

Meeting the cultural and spiritual needs
of people and their families during death,
dying, and bereavement is as important
as meeting their physical needs.
Ambulance personnel often engage with
emergency services, healthcare
professionals, and community services.
Involvement of interdisciplinary services
can impact family experiences. Family
should be informed and involved in inter-
professional decision-making.

Due to the emergent nature of ambulance
care, the patient is often unable to make
decisions. Emergency ambulance
personnel should be aware that decisions
regarding treatment may be made in
advance. Care should follow advance
care plans or consult enduring power of
attorneys where applicable. While
families often do not hold legal decision-
making power, perspectives from the
family can provide insight into the
patient’s wishes.

Emergency ambulance personnel’s
actions during resuscitation and in the
event of death should not be
unnecessarily burdensome or harmful.
Treatments, investigations, and transfers
that will not offer reasonable hope or
benefit can be harmful to the patient and
their family.

Responding to death, dying, and
bereavement scenarios can impact the
wellbeing of emergency ambulance
personnel. Guidelines should consider
the wellbeing of responders.
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Table 3
Emergency ambulance clinical guidance for death, dying and bereavement.

CPGs do not contain current
information relating to end-
of-life principles

CPGs contain
information relating to
end-of-life principles

Principles of essential
elements for end-of-life
care

Responsiveness to family 8 1
needs and wishes

Provide information that 7 2
families can
understand

Consider cultural and 3 6
spiritual needs

Liaison between service 5 4
providers and family

Recognising advance 8 1
treatment decisions

Not be burdensome or 9 0
harmful

Support for emergency 6 3

ambulance personnel

Where more detailed guidance regarding family support was provided, it
instructed on care for the deceased’s body in accordance with family
wishes, recognising grief reactions and acting compassionately to the
family.

Clinical guidance differed depending on the nature of a death.
Pregnancy loss, palliative care, and deaths concerning paediatric pop-
ulations involved more bereavement guidance than other clinical sce-
narios. Some services referred to different processes for paediatric death.
For example, specific bereavement services were identified for child
loss, additional guidance on family presence during resuscitation of a
child and in one guideline, mandatory transfer to emergency de-
partments to allow for bereavement care of the family. Guidelines for
palliative care also included significantly more references to supporting
families. It was common for palliative care guidelines to differ from the
management of other death scenarios, particularly regarding the inclu-
sion of non-technical skills essential for providing family care. Only one
service provided differing guidelines pertaining to family care during
death, dying, and bereavement for an extended care paramedic scope of
practice.

Provide family with information they can understand

Guidance on communication with family was provided by seven of
the nine services. Communication guidance primarily focused on
informing family when a death had occurred. There was limited guid-
ance reporting on family communication while resuscitation was
ongoing, with only two services including communication with family as
part of the resuscitation guidelines. Two services referenced evidence-
based communication strategies such as GRIEV_ING and SPIKES guide-
lines for breaking bad news. Another service incorporated elements of
therapeutic communication strategies as demonstrated in the following
extract, ‘Be compassionate in your communication and use plain language;
say that the patient is dead or has died. Allow whanau [family] to express
grief. Ask whanau if they have any questions.’ [34] Two ambulance ser-
vices also included multi-modal communication guidance providing
families with resources in palliative care and out-of-hospital death.

Consider cultural and spiritual needs

Guidance surrounding culturally safe care for bereaved families was
low across services, with only three services providing guidance. Clinical
guidance informed ambulance personnel about common cultural beliefs
held by different groups within their populations, namely Maori in
Aotearoa New Zealand, and Aboriginal and Torres Strait Islanders in
Australia. One service also provided further guidance on traditional
Sikh, Hindu, and Muslim beliefs during death. All three services
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referenced cultural diversity, adding that ambulance personnel must
respond to the individual needs of families.

Liaison between service providers and family

In out-of-hospital death, ambulance personnel liaise with several
services. However, families were not always included in interservice
collaboration. CPGs only scored ‘yes’ if they referred to informing and
including family in interservice collaboration. Unexpected deaths
attended by emergency ambulance personnel commonly required police
attendance, to ensure coronial procedures are initiated. While all CPGs
included guidance for reportable deaths, only four services instructed on
including family in interservice involvement. The most common inter-
service liaison involving family was with funeral directors. Several ser-
vices encouraged ambulance personnel to offer support to the families in
arranging funeral directors. This is shown in Northern Territory CPGs
where collaborating with family to arrange funeral directors is high-
lighted as a practical and supportive action.

“Family members/ carers may also require assistance with contact-
ing the funeral director, the patient’s palliative care healthcare provider
/ general practitioner or even contact other family members who may be
interstate or overseas. Providing assistance where practical and within
operational demand, can go a long way in assisting the family in early
grief and is often remembered forever by the family/ carers.” [32]

Recognising advance treatment decisions

Recognising advance care directives in decisions to withhold resus-
citation was included in eight services’ CPGs. Most services required
written directives to be sighted by ambulance personnel; however, four
accepted verbal conveyance of advance directives by family. Seven
services included palliative care guidelines outlining goals at the end of
life for palliative patients and their families. Five services also had
guidance on voluntary assistance dying, recognising that attempting
resuscitation where voluntary assisted dying had occurred would not be
in the best wishes of the patient or family.

Not be burdensome or harmful

All emergency ambulance services provided guidance on treatment
and transfer decisions where patient and family benefits may be non-
existent. Recognition of treatment burden vs benefit was commonly
discussed in palliative care guidelines. Many services included shared
decision-making with family in palliative care regarding treatment goals
and patient transport, recognising that unnecessary interventions can be
harmful and not align with patient and family wishes. No services
included family members in resuscitating decision-making outside of
palliative scenarios.

Guidance on the benefit-to-harm ratio in resuscitation decision-
making varied. One service’s guidelines centred on acting in the best
interest of the patient and included factors indicating non-beneficial
resuscitation. Two services referenced the frailty score as an indicator
to withhold resuscitation, acknowledging that patients with high frailty
scores (7—9) were unlikely to have favourable resuscitation outcomes.
Other services advised withholding resuscitation in instances of life
extinction and advised termination after certain time periods, which
varied widely from 10 to 45 minutes between guidelines. One organi-
sation instructed personnel not to terminate resuscitation in paediatric
cases, regardless of futility or family wishes, to facilitate transfer to
hospital for further resuscitation and family support.

Support for emergency ambulance personnel
Support for ambulance personnel was considered only if it related to

critical events, excluding general wellbeing support. Six services
acknowledged the impact of responding to death on emergency
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ambulance personnel and provided information on accessing support.
Some services also mentioned debriefing after resuscitation, though this
was typically clinical and lacked psychological elements, excluding it
from this code. One service provided specific guidelines for personnel
support in the event of a paediatric death, where support services are
automatically triggered to contact the responders involved.

Discussion

Guidance for family care in death, dying, and bereavement varies
greatly between ambulance services in Australia and Aotearoa New
Zealand. While most CPGs mention family care, guidance is often non-
specific and does not provide enough information to effectively guide
evidenced based practice. Evidence underpinning best practice for
family bereavement care highlights the importance of non-technical
skills that prioritise communication and empathy [25]. However,
CPGs continue to prioritise guidance of technical skills during resusci-
tation, death, and dying, often excluding guidance of family care.
Juhrmann et al [19]. have previously discussed the challenges of
conveying non-technical skills in protocol-driven guidelines, which may
explain their limited presence. However, studies show that ambulance
personnel require more support and guidance with non-technical skills
during death, underscoring their importance in CPGs despite reporting
difficulties [12].

Findings showed variation in family care guidance between services
and clinical scenarios. While some services included high levels of
guidance, others largely omitted families. For instance, deaths involving
paediatric, palliative care, or pregnancy loss had more discussion of
family needs and examples of evidence-based bereavement care than
other clinical events, such as adult resuscitation. Care of family guide-
lines also varied by timeframe, with few CPGs considering family needs
during resuscitation compared to after death. However, research shows
that care of family during resuscitation can significantly impact family
experience, meaning it is important that care of families is also consid-
ered during resuscitation [35]. Separating family care instructions by
scenario or timeframe may limit ambulance personnel’s access to
evidence-based guidance depending on the clinical scenario. A potential
strategy to improve guideline access for ambulance personnel is a
combined section on family care during resuscitation, death, and
bereavement, which may focus guidance to be responsive to family
needs rather than based on the clinical circumstances of each death.
Streamlining family care guidance using evidence such as the end-of-life
consensus statement may also provide an opportunity for more stand-
ardised guidance nationally. This sentiment is echoed by international
palliative care experts in a recent Delphi study, where a strong consensus
was achieved that developing national guidelines are integral to the
further development of evidence-based bereavement care [36].

Cultural safety prioritises individual and organisational reflexivity of
power, privilege and biases, which are essential for reducing health
inequities [37]. A key finding of this study was the limited reporting of
cultural safety during death, dying, and bereavement care, which is
concerning given the well-documented global inequities in Indigenous
health and accessibility to culturally safe care [38,39]. The provision of
culturally safe care is especially pertinent to emergency ambulance
services in Australia and Aotearoa New Zealand, as both countries have
Indigenous populations with unique cultural needs during death and
dying [40,41]. Current ambulance guidance emphasises cultural
competence rather than cultural safety by instructing care delivery to
align with the common cultural beliefs of different populations [42].
While cultural competency is associated with increased patient satis-
faction, simply holding knowledge about differing cultural beliefs is not
synonymous with culturally safe care and can lead to cultural essen-
tialism [43,44]. To reduce health inequities, it is essential that guidance
for family care in death, dying, and bereavement include discussion of
cultural safety alongside cultural competency [45]. Translating cultural
safety from theory to practice is challenging [46]. However, as
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ambulance personnel must respond to individual patient and family
needs, future guidance should aspire to address the cultural safety gap
evident in current guidance and paramedicine research [47].

A prominent variation in organisational guidance relates to decision-
making in withholding and terminating resuscitation. Many services
have prescriptive resuscitation guidelines; however, futile resuscitation
is resource-intensive [48], offers no benefit to patients and can nega-
tively affect families [49,50]. Current guidance largely excludes family
from resuscitation decision-making unless they have legal guardianship.
However, research into family experiences in out-of-hospital resuscita-
tion highlights that families want to be informed and involved in shared
resuscitation decision-making [5]. Families are well-positioned to pro-
vide medical information and advocate for their family members’ wishes
[49,51], indicating that their input may be valuable regardless of legal
standing. Excluding family members input during resuscitation decision
making can lead to unwanted treatment and transport [52] and leaves
family feeling ignored [53]. Shared decision making during end-of-life
care is established as a key element in patient and family-centred care
in other settings such as intensive care units and palliative care [25,54].
However, applying shared decision making to an out-of-hospital context
is complex. Several studies have explored barriers ambulance personnel
encounter in involving family members in resuscitation
decision-making, including accessing advance directives, time, varying
views of family as proxy decision members, conflicting family and
personnel perspectives, and fear of litigation [55,56]. Given these
challenges, more research may be mneeded exploring how
shared-decision making could be included in care guidelines to promote
partnership between ambulance personnel and family members while
addressing known ambulance barriers.

It is important to acknowledge that care during death, dying, and
bereavement is a rapidly evolving field within paramedicine. As the
scope of paramedicine continues to expand and diversify to include new
roles, such as palliative care, it is crucial that the supporting evidence
evolves accordingly. This article, therefore, provides a timely review of
current updates that may help inform future family care during death,
dying and bereavement.

Strengths and limitations

To our knowledge, this is the first study to evaluate emergency
ambulance guidance of family care during death, dying, and bereave-
ment. Limitations of data collection may have affected our ability to
gather all clinical practice guidelines relating to family care. To increase
search sensitivity, we employed a three-step search strategy, which
included contacting organisations for CPGS directly. High response from
organisations providing CPGs or directing us to publicly CPGs was a
strength of data collection. Furthermore, as our analysis was limited to
clinical practice guidelines, it may not encompass all materials that
inform ambulance personnel’s care of families during death, dying, and
bereavement. As CPGs frequently update, information from ambulance
services only reflects current guidance at the time of data extraction.

Conclusion

This document analysis highlights the significant variations in clin-
ical practice guidance relating to the care of the family during death,
dying and bereavement across Australia and Aotearoa New Zealand
ambulance services. While many CPGs acknowledge that families
require support in the event of a death, current guidance is brief and
non-specific. Streamlining of guidelines to be more reflective of end-of-
life care principles provides an opportunity to improve family care.
Additionally, this study reveals a gap in culturally safe care during death
and dying and highlights the necessity for guidelines that incorporate
cultural safety principles. As the field of paramedicine evolves, it is
imperative that CPGs are regularly updated to reflect best practices and
address the diverse needs of families experiencing out-of-hospital
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