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A B S T R A C T

Introduction: The number of people dying in emergency departments (EDs) is increasing. However, EDs are not
well designed or resourced for safe and effective End-Of-Life (EOL) care encounters, and there is little evidence
regarding clinicians’ perceptions and experiences of providing such care when the death is sudden and un-
expected.
Aim: This study explored nurses’ perceptions and experiences of caring for patients who die suddenly and un-
expectedly in the ED.
Methods: Open-end responses were collected as part of a larger descriptive survey design. The qualitative data
were analysed thematically.
Results: 211 ED nurse completed the online survey. Within the qualitative data, five themes were identified
during analysis: 1) key elements of EOL care, 2) systemic and environmental barriers, 3) educational deficits, 4)
role ambiguity, and 5) emotional impact. Participants identified communication, a standardised approach, and
better educational preparedness as the most important elements of EOL care when the death was sudden and
unexpected.
Conclusions: ED nurses want to provide high quality care to dying patients and their families. However, their
efforts are hampered by systemic and environmental barriers outside their control. There is a need for a culture
shift to overcome the barriers that currently obstruct ED nurses from providing meaningful and effective EOL
care in the ED.

1. Introduction

Caring for patients who die suddenly and unexpectedly in emer-
gency department (ED) settings can be challenging and complex. EDs
are designed and staffed for rapid diagnosis, treatment, referral and
discharge, and may not be adequately equipped to care for dying pa-
tients and their families [1]. Furthermore, ED clinicians tend to prior-
itise lifesaving activities over family-centred end-of-life (EOL) care
[2,3]. Importantly, sudden and unexpected deaths can occur as a result
of an acute event such as a car accident, or as a result of an unexpected
event in the trajectory of a life limiting illness. As the number of people
presenting to and dying in EDs increases as our population ages [4], the
provision of safe, effective EOL care in this setting is imperative. In
order to improve care for people dying suddenly and unexpectedly in
the ED, nurses’ voices need to be heard. Therefore, the purpose of this

paper is to bring these voices to the foreground so that quality EOL care
can be delivered in this very complex and challenging environment.

2. Background

Between 2017 and 2018, there were approximately 8 million pre-
sentations to Australian public hospital emergency departments, an
increase of 3.4% from the previous year [5]. A small number of these
people either died in the ED or were pronounced dead on arrival [6].
Historically, the provision of EOL care in the ED has not been prioritised
as highly as ‘saving lives’ [3]. However, EOL care is becoming in-
creasingly recognised as ‘urgent care’ and therefore a core role for ED
nurses [4,7–9].

The quality of EOL care in the ED has important implications for
individual patients and for their family, for healthcare providers, and
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for society. Even in the context of a chronic or life-limiting illness, death
in the ED can be sudden or unexpected, and therefore a significant
traumatic stressor for family members, particularly when they are se-
parated from their dying loved ones, such as during unsuccessful re-
suscitation attempts [10]. In Australia, as it is in other parts of the
world, previous research exploring the experiences and needs of family
members bereaved by the sudden and unexpected death of a loved one
found the quality of EOL care can either positively or negatively impact
the grieving process [11,12]. Effective EOL care that includes family
presence and provides appropriate support for family members can
minimise grief and suffering [4], facilitate closure [13,14] and reduce
the incidence of post-traumatic stress [15]. Conversely, unresolved grief
from a sudden ‘bad’ death and ineffective EOL care can cause many
problems for family members in the following weeks, months or years
[4]. These problems include post-traumatic stress [16], chronic in-
somnia, depressive symptoms, increased susceptibility to illness
[16,17], anxiety [18], hypertension, cardiac events and increased risk
of sudden cardiac death [19]. On a societal level, unresolved grief can
place additional demands on an already stretched healthcare system,
with the bereaved suffering long term coping problems and subsequent
ill health [19].

There is little evidence regarding the quality of current EOL care or
nurses’ perceptions of providing EOL care in Australian EDs [20]. From
the scant evidence available, EOL care in the ED setting has been
identified as poor [2,20,21]. Previous research has explored the ex-
perience of ED clinicians providing EOL care to patients with dementia
[22], with terminal illness such as cancer [2,23] and to residents pre-
senting to the ED from residential aged care facilities [24]. Findings
indicate many nurses do not believe they have the knowledge, skills or
resources to provide effective EOL care in the ED. A national survey of
Australian ED clinicians was undertaken to assess barriers and enablers
to providing EOL care for cancer patients. The results indicated that
most clinicians (83.8%) agreed that caring for the dying was part of
their role. However, the same proportion (83.8%) also believed the ED
was not the right place to die [2]. The results of this survey echo
findings from other studies conducted internationally, in which clin-
icians reported that it was not always achievable to provide effective
EOL within the constraints of the emergency setting [25,26]. There was
little research found examining the experiences, perceptions and needs
of nurses providing EOL care in the ED setting in relation to sudden and
unexpected deaths.

3. Aim

This study aimed to explore nurses’ perceptions and experiences of
caring for patients who die suddenly and unexpectedly in an ED setting.

4. Methods

4.1. Study design

A qualitative descriptive approach was used for this study. The aim
of this approach is to bring together the views of clinicians (in this case,
nurses) and researchers in order to explore issues of clinical importance,
such as sudden and unexpected deaths in emergency departments [27].
Qualitative description provides ‘a comprehensive summary of an event
in the everyday terms of those events’ [28, p. 336]. This study was part
of a larger investigation of clinicians’ perceptions of providing end of
life care in the ED. Respondents completed several numeric questions
regarding provision of EOL care, which were adapted with permission
from an existing survey [29]. Participants were then asked through five
open-needed questions to provide further reflections on the areas cov-
ered in the survey regarding the five topics; 1) elements of end-of-life
care, 2) communication, 3) staff roles, 4) family presence, and 5) the
environment and systems, as well as their overall values, beliefs and
wishes regarding EOL care in the ED. The findings reported here pertain

to the nurses’ responses to these open-ended questions. The survey can
be viewed in Appendix 1.

4.2. Sample and recruitment

Nurses currently working in an Australian ED who had cared for
patients who died in the ED setting were advised of the study via an
email to members from the College of Emergency Nursing Australasia
(CENA) and the Australian Nursing and Midwifery Federation (ANMF).
Recruitment flyers were posted on relevant professional social media
websites.

4.3. Ethical approval

Ethical approval was gained from Flinders University Human
Research Ethics Committee (Project number 7627). Potential partici-
pants were provided with a URL directing them to an online informa-
tion sheet that gave them access to the online survey (SurveyMonkey).
Participants were advised that submitting the survey would indicate
their consent to participate. To ensure participant anonymity, no IP
addresses were collected during the data collection process and hence
the responses were anonymous.

4.4. Data analysis

Data analysis was informed by the methods of grounded theory
coding, which allowed the researchers to define what was happening in
the data and begin to understand its meaning [30]. Thematic analysis
was accomplished using a constant comparative approach [30,31] that
allowed the researchers to begin building ideas inductively while at the
same time minimising the imposition of existing theories or personal
beliefs on the data. Focused coding was then undertaken to synthesise
and explain larger segments of the data [30,31]. The most significant
and/or frequent initial codes were raised to the level of focused codes,
which were used to sift through large amounts of data. The research
team then compared and refined coding [30] and re-named some codes
to improve their fit. Data analysis was deemed complete when no new
codes or concepts could be identified within the categories, that is,
theoretical saturation has been reached [31]. Please see Appendix 2 for
an example of the coding process.

5. Results

A total of 211 ED nurses completed the online survey; 85% female,
14% male and approximately 1% of undisclosed gender. Most partici-
pants (87%) were aged 26–55 years and over three quarters (77%)
worked at either major regional, metropolitan or tertiary referral hos-
pitals. The number of responses to the open-ended questions ranged
from 57 to 81. Five themes were identified during analysis; 1) key
elements of EOL care, 2) systemic and environmental barriers, 3) edu-
cational deficits, 4) role ambiguity, and 5) emotional impact.

5.1. Key elements of end-of-life care

Effective communication emerged as the most important element of
EOL care. Open and honest communication was valued highly and in-
cluded accurate prognostic information, explanations about the futility
of particular tests and interventions, managing patient and family ex-
pectations, and dealing with unrealistic expectations in a timely
manner. Participants recommended that explanations be commu-
nicated in a clear, easily understood language, minimising jargon and
tailoring information to individual levels of understanding. Participants
warned against avoiding or delaying difficult conversations and not
allowing enough time for unhurried conversations. They also re-
commended interdisciplinary conversations to ensure consistent in-
formation was given to patients and families and nominating one family
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spokesperson wherever possible to streamline conversations.

It is exhausting when five family members phone you and ask the same
questions and you have other patients to care for. I try to ask if they can
nominate one person, it is usually ok. (Nurse, Metropolitan ED).

Several other issues were highlighted as key elements of EOL care.
They included prioritising EOL care in the same category as life-saving
interventions, determining patient’s and family wishes, supporting pa-
tients/families during the dying process, ensuring staff continuity to
build rapport, and offering after-death support to families, such as
follow-up phone calls and referral to bereavement counselling.

Family presence was seen as a vital element of effective EOL care.
Participants stressed the importance of allowing and respecting in-
dividual patient and family choices regarding family presence, al-
lowing/encouraging family to take a break, allocating a dedicated staff
member to support family, and acknowledging cultural differences.
Support for family presence during resuscitation was divided between
being highly beneficial and too traumatic. Many advocated for offering
supported family presence during resuscitation and allowing family to
decide if they wanted to be present.

Many staff hesitate to have family present, making excuses as to why
family should or shouldn't be present in resus situations. I believe it
should be offered without hesitation to the family, providing they have a
support person (staff) with them and stand out of the way but be present.
If they are not comfortable to be present, they still need someone with
them to offer support, answer any questions. I also believe in some cul-
tures it is imperative to have family present, especially if the person being
resuscitated dies. They believe it is of spiritual importance to be with their
loved one when they pass away. (Nurse, Regional ED).

5.2. Systemic and environmental barriers

Overcrowding, time pressures, competing priorities, staffing con-
straints, national emergency access targets, bed block, and in-
appropriate admissions from aged-care were raised as significant bar-
riers to providing effective EOL care in the ED.

Our Emergency Departments are currently way too busy to support a
dignified end of life strategy. There is way too much pressure on staff and
beds to complete EOL care with the dignity it deserves. (Nurse,
Metropolitan ED)

Critically-ill patients were often prioritised over dying patients due
to inadequate staffing ratios. Participants described being torn between
providing life-saving interventions to critically-ill patients and pro-
viding holistic EOL care to dying patients and their families. They de-
scribed trying their best but were frustrated by unpredictable workloads
and significant time constraints, ‘workloads cannot be predicted and there
will be times when priorities compete’ (Nurse, Metropolitan ED).

The absence of a standardised approach to EOL care in the ED was
identified as another significant barrier, leading to ad hoc and sub-
jective care that was dependent on the skills and attitude of individual
nurses. Staff were allocated to support dying patients and their families
on an impromptu basis rather than based on their skills and expertise.
Advance care planning issues were also highlighted, including frustra-
tions around absent/inadequate advance care directives, confusing
documentation processes, and conflicts between patient and family
wishes. Participants also highlighted incidences where EOL wishes were
not respected by clinicians; for example, when ‘Not for Resuscitation’
orders were ignored.

Participants emphasised that ED environments are designed to
maximise visibility rather than privacy, and stressed that a busy, noisy
ED is not an ideal place for dying patients. While some EDs had dedi-
cated spaces/rooms for dying patients and their families, most did not.
EDs that did have dedicated rooms often used them for mental health
patients or as consulting rooms rather than for their intended purpose.

Some dying patients were transferred to the resuscitation room, risking
confusion about the patient’s prognosis.

Most of the time the patient is moved to resus due to no single rooms
available. This means the family anticipate we are going to be able to do
something to save their loved one unless it is explained to them that we
are moving their loved one to resus to provide privacy only. (Nurse,
Metropolitan ED).

Participants called for patients to be transferred to a ward if death
was not imminent, believing ‘prolonged dying’ should not occur in EDs.
However, they warned that moving dying patients could reduce pa-
tient’s feelings of worth and there was the possibility of patients dying
in transit. While in the minority, some participants did describe ex-
cellent EOL care in their ED and believed EDs were well placed to
provide such care.

EDs are well placed to care for the dying patient. Our departments may
be busy and noisy, and our systems sometimes not geared towards re-
specting the dying patient. But, when collaborative teams work together,
and circumvent rigid systems, we can, and do, provide respectful and
dignified care for our dying patients and their loved ones. (Nurse,
Metropolitan ED).

5.3. Educational deficits

Participants felt educationally unprepared to provide safe effective
EOL care in the ED, with some avoiding dying patients for fear of doing
the ‘wrong thing’; ‘I feel that in my role as a nurse, we do not have any kind
of counselling training and so I always worry that I am not saying the right
thing’ (Nurse, Metropolitan ED). The nurses stressed the need for edu-
cation, which included recognising end-of-life, determining appropriate
levels of treatment, transitioning between lifesaving and comfort care,
and improving symptom control (e.g. pain, breathlessness). Improving
communication skills was seen as a key issue, with many staff not
knowing what to say to dying patients and their families, thus avoiding
them altogether. As one participant stated; ‘I only have 18 months ex-
perience in the workforce so still feel uncomfortable with sensitive discus-
sions’ (Nurse, Metropolitan ED). Therefore, calls were made for targeted
education around difficult conversations, delivering bad news, and
counselling skills, and for senior staff to mentor junior staff in these
skills.

Participants believed quality of EOL care was dependant on the
knowledge and skills of the staff on duty and the skill mix at any given
time, rather than being tailored for individual patient/family needs.
Proactive staff who went ‘over and above’ were seen as delivering a
higher standard of care.

EOL in the ED is incredibly variable. In my experience, the particular
doctors on make a very big difference, as well as the staff mix of nurses
and the work load of the department. Sometimes I feel we do well, other
times I feel like I’m fighting a losing battle in achieving what I believe to
be best care for the dying patient and their family. (Nurse, Rural ED).

Participants also highlighted the need to educate staff working in
aged care in order to prevent unnecessary transfers to the ED when a
patient is nearing or at the EOL; ‘sometimes the family have said that they
wanted their loved one to stay at the nursing home, but staff felt they
couldn’t deal adequately with the patient’ (Nurse, Metropolitan ED).
However, they acknowledged that while some unnecessary transfers
were the result of limited knowledge and skills, others were prompted
by family members who overrode patients’ EOL wishes to request life-
saving interventions. Absent or unclear Advance Care Directives and
not knowing the patients’ EOL wishes were also believed to lead to
unnecessary ED admissions and as a result, patients died in the ED,
rather than in their home as the next quote attests;

I am sometimes concerned when a patient who has come from a nursing
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home has a very clear and concise end of life care plan and NFR order,
yet they are still sent to hospital by nursing home staff or at the insistence
of the family. I am sure that he patient would much rather die in familiar
surroundings than in a hospital. Sometimes the family have said that they
wanted their loved one to stay at the nursing home, but staff felt that they
couldn’t adequately deal with the patient (Nurse, Metropolitan ED).

5.4. Role ambiguity

There was limited agreement amongst participants regarding whose
role it is to care for patients dying in the ED and/or their grieving fa-
milies. A multi-disciplinary approach was seen as ideal practice, with
nurses, doctors, social workers and chaplains working together to en-
sure the best possible care at the EOL.

I think that the care of grieving relatives should be done as a muti-d team.
Relatives have varying needs, questions and requirements. People look to
doctors, nurses, social workers and chaplains for various needs. I have
cared for families who want to talk to the doctor about one issue, … and
the nurse, another, and the social worker for something else (Nurse,
Regional ED).

However, systemic and staffing barriers often resulted in a less sy-
nergistic approach. Some participants believed social workers and
chaplains were best placed to provide EOL care due to their targeted
education and training around grief counselling and their ability to
devote one-on-one care that nurses and doctors were unable to provide
in a busy ED setting. However, many EDs did not have access to social
workers and chaplains outside business hours – or at all in some re-
gional, rural and remote EDs. Due to their continual presence in the ED,
some participants believed nurses were best placed to provide care to
dying patients/families. Others disagreed, citing competing priorities
and a lack of training as significant barriers to nurses providing effec-
tive EOL care; ‘I have had no formal training or ever been provided with
information on caring for the dying patient’ (Nurse, Metropolitan ED).

Participants also highlighted differing roles in EOL care within the
multi-disciplinary team. For example, doctors were seen to be re-
sponsible for explaining the cause of death, answering questions, and
making the difficult decision such as when to cease medically futile
treatment; ‘nurses don’t have to make the hard decisions and live with the
consequences like doctors do. … it was nice when the doctor made the de-
cision not to push on with cruel futile treatment’ (Nurse, Metropolitan ED).
Social workers and chaplains were seen as ideal support personnel for
dying patients and their families; ‘they are a great resource … they do
have training for these situations that nurses don’t’ (Nurse, Metropolitan
ED). In the absence of social workers and chaplains, nurses stepped into
the EOL support role once a decision had been made to cease life-saving
interventions. Some participants believed the role title was unimportant
to patients and families as long as someone was able to provide this
care.

Families don't particularly care about what your title is when you are
consoling them after their loved one has died. They simply want comfort
and guidance as to what happens next (Nurse, Outer Metropolitan ED).

5.5. Emotional impact

Participants were frequently distressed that many patients and fa-
milies were not receiving effective EOL care due to multiple barriers
previously outlined. Participants wanted to do more for patients and
families during the dying process and after death and lamented their
inability to spend more time with dying patients and their families;
‘when the ED is busy, you don’t get that time to give to the patient and
families and you can feel like not the right care was given … it stays with
you’ (Nurse, Metropolitan ED). Participants were also impacted by EOL
conversations, which they described as difficult and stressful, and often

‘taboo.’ It is a difficult topic. ED nurses are not specialised in EOL care… it’s
a topic that is almost taboo in society. That makes our job more difficult’
(Nurse, Metropolitan ED).

Dealing with death and dying on a regular basis impacted the
emotional wellbeing of staff, and they requested better and more con-
sistent debriefing. There was commonly no time to formally debrief
after a failed resuscitation attempt or a particularly traumatic death and
many staff had to organise their own informal debrief with colleagues.
Some participants called for mandatory formal debriefing after every
death; others recommended it after certain circumstances such as a
traumatic death, death of a child, post-accident, or after cardiac arrest.
Poorly-timed formal debriefing (many days or weeks after the death)
and debriefing led by non-expert facilitators were considered unhelpful
by some and a breach of policy by others.

Debriefings I have attended give me the s**ts. Run by non-experts, with
poor resolution, no follow up, time limited, days later. Cannot stop in the
middle of a day to debrief a death. Feel like we are educating the de-
briefer. (Nurse, Metropolitan ED).

6. Discussion

ED nurses want to provide high quality care to dying patients and
their families and recognise the deleterious effects on everyone in-
volved when this does not occur. Examples of excellent EOL care were
reported; but they were related to the efforts of individual clinicians,
rather than systematised approaches. Open, sensitive and timely com-
munication within the clinical team and with the patient and family
was considered the most important element of EOL care. Participants
also stressed the importance of prioritising the care of dying patients,
ensuring family feel welcome to be present during resuscitation at-
tempts if they wish, and caring for family during the dying process and
in their bereavement.

This research also highlighted multiple barriers which currently
may jeopardise the quality of EOL care provided in the ED. Our findings
suggest that the frustration and guilt experienced by many ED nurses
when they were unable to provide high quality EOL care was largely
due to influences outside their control. Many EDs are working over
capacity as an ageing population places increased demands on the ex-
isting infrastructure [32,33]. Failure to manage these systemic issues
may result in poor patient outcomes, dissatisfaction among ED clin-
icians and contribute to high staff turnover [34,35].

Many EDs are stark, chaotic environments with few comfortable,
private spaces within which to provide care to dying patients and their
families [25,36]. Lack of private spaces for EOL care is most commonly
due to overcrowding or because rooms set aside for this use have been
reappropriated, for example to accommodate mental health patients.
This reappropriation occurs because the provision of life-saving care is
often prioritised over care of the dying, something that has been re-
ported previously among ED clinicians [2,3,9–11]. Our study also found
the aspects of chaos, overcrowding and lack of private spaces to be
present in many Australian ED’s.

Nurses in the current study reported that the competing needs of
acutely unwell patients in conjunction with staffing deficits meant they
were often unable to dedicate enough time or provide continuity of care
to dying patients and their families. This need for more time has also
been reported in other research that examines the provision of end-of-
life care in the ED [25,36] in relation to emergency nurses in the USA. A
culture shift within EDs is needed to address this uneven prioritisation
and to promote EOL care as urgent care [4]. While some systemic
barriers such as staffing, overcrowding, bed blocks and inappropriate
transfers from aged-care are usually outside the control of individual ED
clinicians, small changes could be made to improve EOL care such as
altering existing physical spaces to ensure a quiet area for dying pa-
tients and reallocating staff teams to promote continuity of care.

Lack of a standardised approach to the provision of EOL care was
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highlighted as another important barrier in the current research. This
lack is also reflected in the findings of a study by Wolf and colleagues
who found that there was often uncertainty around team members’
roles, and conflict sometimes occurred between professional groups
regarding the best way to manage EOL care and who is appropriately
skilled to provide that care [25]. This uncertainty extended to knowl-
edge and skills, with many participants feeling educationally un-
prepared to provide quality EOL care, something that has also been
highlighted in previous research [37]). ED nurses in the current study
stressed the need for targeted education around the provision of safe
and effective EOL care such as; having difficult conversations, de-
termining patient and family wishes, recognising EOL, determining
appropriate treatment levels, and improved pain and symptom man-
agement. However, education alone may be ineffective if systemic
barriers remain unaddressed. This suggests that a whole of system ap-
proach is therefore required to develop a standardised and sustainable
approach to the provision of safe, effective EOL care in the ED, sup-
ported by appropriate policies and guidelines.

6.1. Limitations

The moderate sample size may limit transferability to similar con-
texts. Additionally, the structure of the survey tool with pre-defined
sections may have influenced participant comments to some degree,
however, this aspect was desired in the research as the participants
were able to elaborate on specific areas of care within the ED.
Irrespective of these limitations, this study does provide a unique in-
sight into the perceptions and experiences of Australian nurses when
caring for patients who die suddenly and unexpectedly in the ED.

7. Conclusions

ED nurses want to provide high quality care to dying patients and
their families and recognise the harmful effects on everyone involved
when this does not occur. However, multiple barriers exist which jeo-
pardise this care. A conscious shift in attitude is required; care of the
dying and their families deserves the same processes and considerations
that are applied to life-saving care. Specific training in how to provide
this care, including communication skills, recognising end-of-life, pro-
cesses for determining a patient’s wishes for care, is considered essen-
tial by ED nurses. They also highlighted the importance of a dedicated
physical space in the ED for EOL care, role clarity, the availability of a
multi-disciplinary team and debriefing opportunities as vital compo-
nents in the provision of safe and effective EOL care in the ED. A sys-
tematised, yet flexible approach is required, as occurs with other con-
ditions treated in the ED, so that the care of dying patients is not reliant
on the presence of passionate individuals but becomes the business of
the whole hospital.

Ethical statement

No individual identifiers were collected to ensure anonymity of
participants. The Flinders University Social and Behavioural Research
Ethics Committee approved the study (Number 7627).

Funding

This project was supported by a Flinders University Faculty Seeding
Grant (Grant Number 41112).

Declaration of Competing Interest

None

Appendix A. Supplementary data

Supplementary data to this article can be found online at https://
doi.org/10.1016/j.ienj.2019.100789.

References

[1] Australian Commission on Safety and Quality in Health Care. Safety and Quality of
End-of-life Care in Acute Hospitals: A Background Paper. Sydney: ACSQHC; 2013.

[2] Marck CH, Weil J, Lane H, Weiland TJ, Philip J, Boughey M, et al. Care of the dying
cancer patient in the emergency department: findings from a national survey of
Australian emergency department clinicians. Internal Med J 2014;44(4):362–8.

[3] Bailey C, Murphy R, Porock D. Trajectories of end-of-life care in the emergency
department. Ann Emerg Med 2011;57(4):362–9.

[4] Australian Commission on Safety and Quality in Health Care. National consensus
statement: essential elements for safe and high-quality end-of-life care. Sydney: :
ACSQHC; 2015.

[5] Australian Institute of Health and Welfare. Australian Hospital Statistics 2011-12.
Emergency department care. Health services series no. 45. Cat no. HSE 126.
Canberra: AIAHW. Available from https://www.aihw.gov.au/reports/hospitals/
ahs-2011-12-emergency-department-care/contents/table-of-contents.

[6] Australian Institue of Health and Welfare 2018. Emergency department care
2017–18: Australian hospital statistics. Health services series no. 89. Cat. No. HSE.
Canberra: AIHW.

[7] Beckstrand RL, Giles VC, Luthy KE, Callister LC, Heaston S. The last frontier: rural
emergency nurses’ perceptions of end-of-life care obstacles. J Emergency Nurs
2012;38(5):e15–25.

[8] Forero R, McDonnell G, Gallego B, McCarthy S, Mohsin M, Shanley C, et al. A lit-
erature review on care at the end-of-life in the emergency department. Emergency
Med Int 2012. Article ID 486516.

[9] Quest TE, Asplin BR, Cairns CB, Hwang U, Pines JM. Research priorities for pal-
liative and end-of-life care in the emergency setting. Acad Emerg Med
2011;18(6):e70–6.

[10] Giles TM, de Lacey SL, Muir-Cochrane EC. Factors influencing decision-making
around family presence during resuscitation: a grounded theory study. J Adv Nurs
2016;72(11):2706–17.

[11] LeBrocq P, Charles A, Chan T, Buchanan M. Establishing a bereavement program
caring for bereaved families and staff in the emergency department. Accid Emerg
Nurs 2003;11:85–90.

[12] Krychiw JK, James R, Ward-Ciesielski EF. Suddenness of death as a determinant of
differential grief experiences. Bereavement Care 2018;37(3):92–100.

[13] Compton S, Levy P, Griffin M, Waselewsky D, mango L, Zalenski R. Family-wit-
nessed resuscitation: bereavement outcomes in an urban environment. J Palliat Med
2011;14(6):715–21.

[14] Pasquale M, Pasquale M, Baga L, Eid S, Leske J. Family presence during trauma
resuscitation: ready for primetime. J Trauma: Injury, Infection Crit Care
2011;69(5):1092–100.

[15] Jabre P, Tazarourte K, Azoulay E, Borron SW, Belpomme V, Jacob L, et al. Offering
the opportunity for family to be present during cardiopulmonary resuscitation: 1-
year assessment. Intensive Care Med 2014;40(7):981–7.

[16] Wisten A, Zingmark K. Supportive needs of parents confronted with sudden cardiac
death—a qualitative study. Resuscitation 2007;74(1):68–74.

[17] Bylund-Grenklo T, Fürst CJ, Nyberg T, Steineck G, Kreicbergs U. Unresolved grief
and its consequences. A nationwide follow-up of teenage loss of a parent to cancer
6–9 years earlier. Support Care Cancer 2016;24(7):3095–103.

[18] Doka KJ. Living with grief: after sudden loss suicide, homicide, accident, heart
attack, stroke. London: Routledge; 2014.

[19] Valks K, Mitchell ML, Inglis-Simons C, Limpus A. Dealing with death: an audit of
family bereavement programs in Australia. Australian Critical Care
2005;18(4):146–51.

[20] Lukin W, Douglas C, O'Connor A. Palliative care in the emergency department: an
oxymoron or just good medicine? Emergency Med Aust 2012;24(1):102–4.

[21] Chan GK. End-of-life and palliative care in the emergency department: a call for
research, education, policy and improved practice in this frontier area. J Emergency
Nurs 2006;32(1):101–3.

[22] Rosenwax L, Spilsbury K, Arendts G, McNamara B, Semmens J. Community-based
palliative care is associated with reduced emergency department use by people with
dementia in their last year of life: a retrospective cohort study. Palliat Med
2015;29(8):727–36.

[23] Revels A, Sabo B, Snelgrove-Clarke E, Price S, Field S, Helwig M. Experiences of
emergency department nurses in providing palliative care to adults with advanced
cancer: a systematic review protocol. JBI Database Syst Rev Implement Rep
2016;14(5):75–86.

[24] Street M, Ottmann G, Johnstone MJ, Considine J, Livingston PM. Advance care
planning for older people in Australia presenting to the emergency department from
the community or residential aged care facilities. Health Soc Care Commun
2015;23(5):513–22.

[25] Wolf LA, Delao AM, Perhats C, Clark PR, Moon MD, Baker KM, et al. Exploring the
management of death: emergency nurses’ perceptions of challenges and facilitators
in the provision of end-of-life care in the emergency department. J Emergency Nurs
2015;41(5):e23–33.

[26] Barbera L, Taylor C, Dudgeon D. Why do patients with cancer visit the emergency
department near the end of life? CMAJ 2010;182(6):563–8.

[27] Whitehead D, Dilworth S, Higgins I. Common qualitative methods. In: Schneider Z,

T.M. Giles, et al. International Emergency Nursing 47 (2019) 100789

5

https://doi.org/10.1016/j.ienj.2019.100789
https://doi.org/10.1016/j.ienj.2019.100789
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0010
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0010
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0010
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0015
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0015
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0035
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0035
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0035
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0040
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0040
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0040
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0045
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0045
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0045
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0050
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0050
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0050
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0055
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0055
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0055
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0060
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0060
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0065
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0065
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0065
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0070
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0070
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0070
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0075
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0075
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0075
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0080
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0080
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0085
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0085
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0085
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0090
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0090
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0095
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0095
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0095
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0100
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0100
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0105
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0105
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0105
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0110
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0110
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0110
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0110
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0115
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0115
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0115
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0115
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0120
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0120
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0120
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0120
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0125
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0125
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0125
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0125
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0130
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0130
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0135


Whitehead D, LoBiondo-Wood G, Haber J, editors. Nursing and Midwifery
Research: methods and appraisal for evidence-based practice. 5th ed.Victoria
Australia: Elsevier; 2016. p. 93–109.

[28] Sandelowski M. Whatever happended to qualitative description. Res Nurs Health
2000;23:334–40.

[29] Heaston S, Beckstrand RL, Bond AE, Palmer SP. Emergency nurses' perceptions of
obstacles and supportive behaviors in end-of-life care. J Emergency Nurs
2006;32(6):477–85.

[30] Charmaz K. Constructing Grounded Theory. 2nd ed. London: SAGE publications;
2014.

[31] Charmaz K. Constructing grounded theory: a practical guide through qualitative
analysis. London: Sage; 2006.

[32] Crawford K, Morphet J, Jones T, Innes K, Griffiths D, Williams A. Initiatives to
reduce overcrowding and access block in Austrailan emergency departments: a
literature review. Collegian 2014;21(4):359–66.

[33] Di Somma S, Paladino L, Vaughan L, Lalla I, Magrini L, Magnanti M. Overcrowding
in emergency department: an international issue. Int J Emerg Med
2015;10(2):171–5.

[34] McCusker J, Vadeboncoeur A, Levesque J, Ciampi A, Belzile E. Increases in emer-
gency department occupancy are associated with adverse 30-day outcomes. Acad
Emerg Med 2014;21(10):1092–100.

[35] Adriaenssens J, De Gucht V, Maes S. Determinants and prevalence of burnout in
emergency nurses: a systematic revie of 25 years of research. Int J Nurs Stud
2015;52(2):649–61.

[36] Smith AK, Fisher J, Schonberg MA, Pallin DJ, Block SD, Forrow L, et al. Am I doing
the right thing? Provider perspectives on improving palliative care in the emer-
gency department. Ann Emerg Med 2009;54(1):86–93.

[37] Bailey C, Murphy R, Porock D. Professional tears: developing emotional intelligence
around death and dying in emergency work. J Clin Nurs 2011;20(23):3364–72.

T.M. Giles, et al. International Emergency Nursing 47 (2019) 100789

6

http://refhub.elsevier.com/S1755-599X(19)30075-8/h0135
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0135
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0135
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0140
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0140
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0145
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0145
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0145
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0150
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0150
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0155
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0155
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0160
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0160
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0160
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0165
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0165
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0165
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0170
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0170
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0170
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0175
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0175
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0175
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0180
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0180
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0180
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0185
http://refhub.elsevier.com/S1755-599X(19)30075-8/h0185

	Nurses’ perceptions and experiences of caring for patients who die in the emergency department setting
	Introduction
	Background
	Aim
	Methods
	Study design
	Sample and recruitment
	Ethical approval
	Data analysis

	Results
	Key elements of end-of-life care
	Systemic and environmental barriers
	Educational deficits
	Role ambiguity
	Emotional impact

	Discussion
	Limitations

	Conclusions
	Ethical statement
	Funding
	mk:H1_20
	Supplementary data
	References




