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Abstract 

Objective: Care in the emergency department focuses significantly on delivering 

lifesaving/ life-sustaining clinical actions, often with limited attention to health-related 

suffering even at the end-of-life. How healthcare staff experience and navigate through 

the end-of-life phase remains minimally explored. Thus, this study aimed to uncover the 

lived experiences of emergency department staff at the end-of-life.  

Methods: van Manen’s hermeneutic phenomenological approach was used. Nineteen 

healthcare staff were purposively recruited and interviewed. Interviews were audio-taped, 

transcribed verbatim, and thematic categories formulated. The existential lifeworld 

themes (corporeality, relationality, spatiality, and temporality) were used as heuristic 

guides for reflecting and organizing the lived experiences of participants.    

Results: The overarching category, ‘resuscitate and push’, was captured as corporeality 

(resisting death and dying); relationality (connectedness to the body of the patient; and 

lacking support for family and self); spatiality (navigating through a liminal space and 

lack of privacy for patients); and temporality (having limited to no time for end-of-life 

care and grieving). The end-of-life space was unpleasant. Although participants 

experienced helplessness and feelings of failure, support systems to help them to 

navigate through these emotions were lacking. Grief was experienced covertly and 

concealed by the entry of a new patient. 

Conclusion: End-of-life in the emergency department is poorly defined. In addition to 

shifting from the traditional emergency care model to support the streamlining of 

palliative care in the department, staff will require support with navigating through the 

liminal space, managing their grief, and developing a better working relationship with 

patients/ families.  

Keywords: End-of-life; dying and death; Emergency Department; Palliative Care 

 

 

 

 

 

 

 

 



3 
 

Introduction  

Advances in medicine have inevitably enhanced longevity albeit increasing 

attendance to the emergency department (ED) in the last days or hours of life.1 The ED 

is often the first point of call for critically ill persons and their families which creates a 

need to ensure the availability of support for patients at the end-of-life, their families, 

and staff. Death in the ED can be classified in two ways: spectacular (occurs in persons 

with injuries or acute illness) and subtacular (occurs in terminally or advanced illness).2 

Irrespective of the pathway followed, patients and their families may experience distress 

as they navigate through the rapid processes in the ED at the end of life.3  

End-of-life (EOL) care is an essential aspect of palliative care focusing on dignified 

care in the final moments of life.4 Although conceptually different, palliative care is 

sometimes used interchangeably with EOL care,5 particularly in trauma care.6,7 The 

importance of providing high-quality EOL care is well documented and recent studies 

have highlighted the need for such service across varied patient population, including the 

ED.1,8-10 Palliative/ EOL care does not seek to only relieve physical symptoms, but also, 

to respond to the psychosocial and spiritual needs of patients and their families to attain 

a dignified death and offer bereavement/ post-bereavement support to families 11 and 

healthcare staff.12  

The ED is a highly specialized clinical unit requiring swift clinical decision with focus 

on acute care, resuscitation, and trauma care.13 Care in the ED is underpinned by the 

philosophy of actively treating the patient, usually with limited attention to health-related 

suffering.11,14,15 Initiating EOL care in this setting may therefore appear to be at odds with 

the culture of emergency care. This assertion notwithstanding, it has been observed that 

palliative care (PC) delivery, including EOL in the ED, is feasible and may improve the 

quality-of-life experience.16,17 Besides being one of the gateways into the hospital, the ED 

may be considered a safe environment to provide symptom relief.11,14 

In developed settings, PC/ EOL care curricula are gradually being introduced in 

emergency medicine training 18 albeit several challenges such as time constraints, role 
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uncertainty, limited training and education, complex healthcare processes, and 

addressing family concerns persist.19 Low-and-middle-income settings (LMICs) on the 

other hand are already faced with competing health interests with a significant disease 

burden which may limit the availability of PC even to persons with advanced illness in 

other clinical units beyond the ED.20,21 Irrespective of the setting, studies exploring the 

delivery of EOL care in the ED have observed a perceived incongruence between goals 

of ED and EOL care among staff which causes emotional burden following the death of 

the patient.2,22-24 Thus, although ED staff are regularly exposed to death and dying, their 

attitudes and actions suggest a desire to avoid the occurrence of death by moving the 

dying patients as soon as practicable.23 Although these studies highlight potential 

challenges regarding death and dying in the ED, they do not offer insight into how 

healthcare staff experience and navigate through EOL care in the ED.  

The burden of health-related suffering has been projected to increase with a 

significant proportion occurring in LMICs.25 This may imply a need for PC/ EOL care to be 

fully integrated into health systems, including traditionally non-palliative care settings 

such as the ED in both developed and developing settings.12,26,27 Moving towards this 

direction requires an in-depth exploration of how ED staff experience and navigate 

through care at the EOL to underpin the development of context-specific services.4,28 

Thus, this study sought to uncover the EOL care experiences as lived by ED staff.   

Methods 

Study design 

 van Manen’s hermeneutic phenomenological approach was employed to 

understand the lived experiences of providing EOL care in the ED.29 Hermeneutic 

phenomenology is essentially the study of the lifeworld with emphasis on the world as 

lived by a person30 and useful in illuminating sensitive phenomena such as EOL.31,32 The 

study is reported according to the Consolidated criteria for reporting qualitative research 

(COREQ) checklist.33 
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Study setting 

 The study was conducted at the Agogo Presbyterian Hospital, Ghana. The hospital 

is a large district facility functioning as the second largest hospital in the Ashanti Region 

of Ghana.  

Participants, sampling, and sample size 

 In all twenty-five (25) ED staff were approached out of which nineteen (19) agreed 

to participate. Healthcare staff were eligible to participate if they had been working in the 

ED for a minimum of 6 months. ED staff on annual or study leave during the study period 

were excluded. To capture a broad range of experiences, we included a variety of 

participants based on their professional discipline (nurses, physicians, and physician 

assistants). Following ethical approval, the study was advertised, and potential 

participants were encouraged to contact the team to discuss their participation. Potential 

participants were also approached face to face. Some potential participants declined to 

participate due to heavy work schedules, disinterest in the phenomenon and on leave 

during the study period. Recruitment continued until no new analytical information was 

noted.34  

Data collection 

 Semi-structured interviews were undertaken.30 Considering the sensitive nature of 

EOL issues and the need to clarify meanings, follow-up interviews were conducted around 

3-14 days following the initial interviews.35 All interviews were conducted from July 2020 

to January 2021. Field notes were maintained throughout the process.36 Following 

recruitment, an agreeable date and time were set for the interviews. Interviews were 

held in the presence of a member of the research team and each participant separately. 

The interviews were conducted by two research nurses (JB & EKA). All interviews were 

conducted in English with occasional use of the local dialect (Asante Twi) by some 

participants. A topic guide developed by the research team and piloted among two ED 

staff was used for the data collection. It is worth mentioning that following the pilot, 
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minor corrections were made to the topic guide and the pilot data were not added to final 

dataset.  

Sample interview questions include: “how has it been providing care in your unit?” “how 

has it been providing end-of-life care in your unit?” “how do you experience bereavement 

and what does it mean to you?” “how do you experience death and the immediate period 

following death in your unit?” All interview proceedings were audio-recorded with the 

participant’s permission.  

Data analysis 

 All audio recordings were transcribed verbatim into MS Word alongside their 

corresponding field notes. Statements in the local dialect were interpreted to English by 

and meanings confirmed with participants. Interview and follow-up discussions were 

merged to form a single transcript for each participant. The transcripts were anonymized, 

exported them to NVivo version 11 for data management, and analysed following van 

Manen’s analytic-reflective methods and paying attention to the field notes.30,37 The 

analytic strategies involved extracting thematic categories and reflecting on the meanings 

using the existential lifeworld themes.30 

Each interview transcript was analyzed independently by two team members (JB 

& EKA). The transcription, reading, and re-reading processes helped to be immersed in 

the data. Following transcription there were line-by-line and wholistic readings of each 

transcript concurrently with highlighting the meanings embedded in the text. The 

statements reflecting participant’s experiences with EOL care were highlighted and their 

thematic meanings noted. The emerging essential themes that reflected the same 

meaning were grouped as thematic categories. Following the formulation of the thematic 

categories, the lifeworld themes (corporeality, relationality, spatiality, and temporality) 

were employed as guides for reflecting on the meaning of the EOL experiences.29,30,38 

Throughout the analytic process, the team adhered to hermeneutic alertness30 and 

maintained an analytic memo.39 The professional background of all team members 
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(palliative care, emergency/ critical care, and general nursing) helped to interpret the 

data from diverse lenses and to enhance credibility.  

Trustworthiness 

 Lincoln and Guba’s framework (credibility, confirmability, dependability, and 

transferability) was applied to ensure trustworthiness.40 The semi-structured interviews 

enabled in-depth understanding of the lived experience to attain credibility. The 

interviews were conducted by two graduate nurses who had received additional research 

training in qualitative interviewing. Analysis of the interview data was undertaken by two 

graduate nurses with ongoing team consultation. Audit trails were maintained, and 

member checking by all participants was also ensured as we proceeded with data analysis 

to facilitate confirmability and dependability. It is worth mentioning that though majority 

(n=17) were satisfied with transcripts, two participants made changes to their 

interpretations of the emotions that emerged immediately preceding the death of a 

patient.  

Ethical Considerations 

Permission was initially obtained from the Registry of the Presbyterian University 

College, Ghana. The study was approved by the Institutional Review Board of the hospital 

(APH/ADM/RES-135/20). Each participant was taken through the information sheet and 

if they agreed to participate, they were given two consent forms to sign. The service of 

a clinical psychologist was obtained, in case any participant experienced distress during 

or after the interview.41 However, no distress was observed or reported.  

Results 

 Nineteen (19) healthcare staff aged between 25 to 59 years participated in the 

study. The participants included 14 nurses (RN001 - RN0014), 3 physicians (PHY001 -

PHY003), and 2 physician assistants (PA001 – PA002). Most of the participants were 

Christians (n= 15). The duration of work in the clinical unit ranged from 1year to 14years 
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with a mean duration of 6years. The initial interviews lasted from 45 to 70 minutes. The 

follow-up interviews lasted from 8 to 15 minutes. 

Lifeworld themes and thematic categories 

The findings were organized using the existential lifeworld themes with six 

thematic categories that capture the EOL experiences in the ED. The overarching category 

was ‘resuscitate and push’ (see figure. 1).  

Lived body (corporeality) 

Lived body describes how participants perceived their bodies relative to the 

experience. The finding that emerged covering this existential lifeworld theme is resisting 

death and dying.  

Resisting death and dying 

Participants experienced working in the ED as being situated in the sphere of 

providing urgent lifesaving care to varied patient groups (trauma and non-trauma). Care 

in the ED targeted the urgent needs of the ‘body’ of the patient to restore physiological 

stability. The ED was not considered a ‘place’ suited for EOL. The focus of the ED staff 

was to ‘resuscitate and push’ the patient to another ward within the hospital or refer to 

another hospital for specialist management:  

“The place is an emergency unit, so we treat… when the person comes in and is 
in need of immediate care, we just give it, after that we transfer them to the ward 
for further treatment, so with the triage we just deal the emergency situation.” 
(RN006) 

The unpredictable nature of the ED and rapid patient flow was noted to be stressful 

albeit with a sense of fulfilment so long as patients are successfully resuscitated and 

‘pushed’ to the next clinical unit, usually the ward. Healthcare staff in the ED therefore 

put in significant efforts and determination via implementing active treatment strategies/ 

resuscitative efforts to resist death. The determination to preserve life also emanated 

from a belief that patients wished to be kept alive at all costs. Besides, participants felt 
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situated within a socio-cultural context in which discussing death before it occurred was 

particularly challenging and as such ED staff worked towards avoiding it altogether:   

“Okay, you see, technically, we do not manage those that need the palliative care 
because the patient has to be alive, so we provide all the necessary emergency 
care. The patient doesn’t even last that long in our care and then we transfer” 
(RN0011) 

“Our culture is even in a way that we cannot talk about such issues when the 
relatives can see the patient is still alive. They do not want to hear or accept such 
news even though it may be the reality. They do not want to hear that their relative 
may not survive. We do not usually talk about such issues and we do what we can” 
(RN0014) 

The situatedness of the healthcare staff in the sphere of preserving life made EOL 

appear ‘foreign’ and incongruent with the focus of care in the ED: 

“You resuscitate the patient for more than 2 hours, sometimes they even come to 
the point where heart stands still. You resuscitate again to revive the patient, and 
when you expect the patient to pick up and then recover, suddenly, they go down 
again and all your efforts to revive patient does not yield any result. Looking at 
the energy and the skills, everything put into caring for the patient and still you 
lose that patient, it becomes emotional. It really weighs you down.” (PA002) 

Lived relation (relationality)  

 The existential lifeworld describes the relatedness expressed between healthcare 

staff to the patient and family in the ED. The findings that encapsulate relationality are 

connectedness to the ‘body of the patient’ and lacking support for family members and 

self.  

Connectedness to the ‘body of the patient’ 

 Irrespective of the number of hours or days spent by the patient, it was uncovered 

that a connection formed between the ED staff and the ‘physical body’ of the patient. 

This enabled the ED staff to identify and attend to the bodily alterations of the patient 

via active treatment/ resuscitation. The significant focus on the physical alterations 

affecting the body with limited to no attention to other spheres of the patient was still 

present at the EOL. Occasionally when ED staff perceived a pending death, the focus 

shifted to prayers:  
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“…you’re just giving care to the patient but once you interact with the patient, 

there is a bond so you can care for them.” (RN002) 

“…and we believe that God is in control of everything. So let us keep praying as 

we continue managing the disease even when the prognosis doesn’t look too 

good.” (PA001) 

Lacking support for family members and self 

 The nature of work in the ED leaves limited to no room to support family members. 

The focus on urgently resuscitating and pushing the patient led to the development of 

only a superficial relationship between the ED staff and family members. Competencies 

to actively engage with family members such as EOL communication were generally 

lacking among participants. Family presence during resuscitation at the EOL was not 

permitted as it was perceived that family members would either be distressed or be a 

source of distraction:  

“That has always been one of the challenges. Especially when the patient is about 
dying and then relative is around, you must tell the person, “Please, will you excuse 
me?”  (PHY002) 

ED staff however sought to engage family members more following the patient’s 

death as they attempted to break the death news and offer post-bereavement support 

which was often challenging: 

“After the patient dies, we call the family aside and tell them, you see, this is the 
diagnosis the patient came in with, these are the pros and cons, these are the 
signs and symptoms, and this was the prognosis. So, after educating them to that 
extent they begin to realize that the patient’s condition was very poor and that the 
condition was even fatal during admission.” (RN0010)  

 The connectedness with the patient was also short-lived which seem to end 

following death. ED staff did not have support as they experienced grief. The arrival of a 

new patient to the ED ‘covered’ their grief experience and facilitated a rapid move from 

the EOL sphere to continue with the ‘resuscitate and push’ to the ward mode:   

“But sometimes you know the stress and toil you went through caring for a patient 

and the following day you come, and the patient is gone, and you feel like, what 

didn't I do right. Yeah, but of course because they do not keep so long the bond 

is short, because there's always another person to care for.” (RN009) 
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Lived space (spatiality) 

 Lived space describes the place in which humans move and find themselves. The 

findings associated with this existential lifeworld there are navigating through a ‘liminal 

space’ and lack of privacy for patients.  

Navigating through a liminal space 

 Healthcare staff in the ED experienced EOL care as a transition to an unfamiliar 

space. The sense of fulfilment diminished, hopes of attaining recovery were quashed, and 

stress associated with being in an unfamiliar space increased as participants navigated 

through the EOL and witnessed patients in distress. The notion of ‘resuscitate and push’ 

to the ward was gradually felt within the unfamiliar space as ‘resuscitate and push’ to the 

morgue. To avoid the latter, ED staff attempted to do their best within the ‘liminal space’ 

of EOL but experienced feelings of helplessness when futility became apparent. The 

‘liminal space’ became unpleasant as the death often occurred suddenly. Participants felt 

a sense of failure and reflected on the preceding events following the death of the patient 

to identify any missed opportunities:  

“It is so painful. You see them struggle in bed and at that time you want to do all 
you can. Seeing the patient dying in the emergency unit is so difficult. It is very 
painful when putting extra effort and you are very hopeful that the patient will 
come back and he dies, it becomes very emotional to us.” (PHY002) 

“So many things come into your mind… was there something that you could have 

done to avoid the situation, did you do all that had to be done, so many things 

come to mind and then later on you just realize that maybe you did all that you 

could and then it really had to happen and then it happened or even missed out 

on something that could have been done, like did not do my best.” (RN003) 

Sadness and grief emerged albeit latent. The intensity of grief was observed to be 

dependent on the age of the patient (death of a younger person evoked more intense 

emotions as compared to older persons), and the resuscitative efforts instituted to resolve 

the identified bodily alterations. Finding oneself within the EOL sphere further led to a 

recollection of personal bereavement experiences in the past to enable participants to 
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make sense of the current event as being a part of humanity although painful and 

unexpected: 

“Most of the time it depends on the condition of the patient and there are certain 
patients that you put in extra effort and sometimes looks like you will get the 
patient back but sometimes too it deals with the young ones. I lost a sickle cell 
patient some time ago who was young, we did our best thinking of putting him 
somewhere but died. When it happens, it can be emotional, but you get an elderly 
patient who is in his/ her 90’s who has suffered a lot, I am not saying it is 
something we all wish for, but it depends on the age and the effort to put in place 
at that particular time for the patient.” (PA001) 

“I take it personal because I lost my father in the same way so when I see people 
in those conditions, I don’t joke with them.” (RN005) 

 Navigating through the ‘liminal space’ also required breaking the death news to 

family members who may or may not be present at the time of death. Irrespective of 

how many deaths one had witnessed in the past, breaking the death news remained an 

uncomfortable task most often handled by the ED nurses. The task of breaking the death 

news became even more challenging when the death occurred suddenly:   

” Mm, as a health personnel, you’ve seen it several times, but you’re still involved, 
I mean you never get used to it [breaking death news] …. Mm that’s another errm, 
for us doctors, most of us leave it [breaking death news] to the nurses.” (PHY001) 

“It has always been the challenge of the health professional, breaking the news. 
Telling the family about the death is very difficult and very painful, physically 
stressful and emotionally stressful as well especially with patients who die 
suddenly.” (RN008) 

Lack of privacy for patients 

 The ED design was described as an open environment with patients put together 

to facilitate observation. Although ED staff attempted to provide privacy by using screens, 

it was considered inadequate. Resuscitation was often carried out in the open and even 

when screens are provided, participants felt other patients could perceive the happenings 

behind the screens. Patients who died suddenly often lacked privacy in their spaces 

creating distress in other patients present:  
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“…so, when the patient is dying of course you know, we mostly screen, we screen, 
it is not mostly complete screening but, we screen, and then keep the relatives 
outside.” (RN0014) 

“With our setup here, we do not have a separate ward for those who die, or a 
separate place where we care for the dying, so they are all mingled in one place 
and just using a screen to prevent them. Sometimes the screen is not even there 
24/7. We take it when we need it. So, they also do not feel comfortable, like their 
privacy has been looked down upon.” (PA002) 

 Despite the limited to no privacy for patients at the end of life, family members 

were offered privacy during the breaking of the death news. ED staff actively sought to 

create these spaces to offer an avenue for release for family members:   

“We usually call the relatives to the office or any private room or any comfortable 
place before telling them what happened to their relative” (RN007) 

Lived time (temporality) 

 Temporality refers to the time passage in relation to the EOL experience. 

Temporality was experienced as having limited to no time for EOL care and grieving. s 

Having limited to no time for EOL care and grieving 

 Time in the ED was often short with every passing second considered significant 

in determining outcomes. The success of resuscitation is timebound and futility is often 

determined following a period of resuscitation with no positive response. Death may also 

occur within a brief period to the shock of ED staff. Given the significant focus on 

resuscitation in the ED, comfort care was often not a priority or streamlined in the 

resuscitation process. Additionally, ED staff felt they were not trained to fit into the EOL 

care space. Patients who died suddenly often received no comfort care. However, patients 

whom the ED staff perceived to be dying may receive comfort care in managing their 

physical pain, which was inadequate:  

“Yes, I’ll advocate for that we need specialists. We need people who are specialized 
in caring for people with that need because to me, as an emergency nurse, our 
interests and training is not in the ones at that stage [end of life] but rather, those 
having the acute condition we are managing so if I put these two people, I will 
leave the one who needs that palliative care to attend to somebody who needs 
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urgent care that is not palliative. So, if we have such a specialist here, it will be 
better.” (RN0014) 
 
“Oh, some go through and we give some pain medication, but they will still be in 
pain. But for others they will just be there and then the next time you check upon 
them they are gone.” (RN001) 

 Further to the above, ED staff ‘covered’ their grief and there was limited to no time 

to express it or achieve closure as they moved on quickly to continue the ‘resuscitate and 

push’ mode with new patients coming in:  

“Sometimes you can even forget you are a professional, if you don’t hold yourself, 

you will join them, but we just move on to the next patient.” (PHY001) 

Discussion 

 Guided by the existential lifeworld themes, this study sought to uncover the EOL 

experiences of ED staff. The findings highlight a phenomenon of ‘resuscitate and push’ 

mode of work in the ED with a significant focus on resisting death. The EOL was 

experienced as an unpleasant space with ED staff navigating through it using the 

‘resuscitate and push’ strategy. Additionally, comfort care was not a priority and ED staff 

felt they were not suited to offer this form of care. Care only focused on some physical 

needs of the patient with limited space and time to consider other domains and family 

needs at the EOL. Although ED staff may experience helplessness, grief, and feelings of 

failure within the liminal space of EOL, support systems to help them to navigate through 

these emotions were lacking with a quick turn to the next patient. Grief was experienced 

covertly and covered by the entry of a new patient. The findings suggest that EOL is 

poorly defined although death is a reality in the ED. There is a need for a paradigm shift 

from the traditional ED model to support the streamlining of palliative/ EOL care in the 

ED to enable staff better support patients at the EOL and their families. Additionally, ED 

staff will also require support with navigating through the liminal space, managing their 

grief/ achieving closure, and developing a better working relationship with patients/ 

families.  
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 Undoubtedly, the ED is mostly associated with heroic lifesaving actions.2,42 Yet, the 

ED, in recent times, is becoming a setting that increasingly attends to persons at the 

EOL.43-45 Being one of the gateways to the hospital, the ED may be a safe place that can 

facilitate the delivery of palliative/ EOL care.2,20,46 Despite this assertion, the need to resist 

death often with limited attention to health-related suffering is a reality noted in the 

current study with EOL experienced as an unpleasant space in which the ED staff 

generally lacked the expertise to navigate through. The phenomenon of defying death 

has been reiterated in previous studies as ED staff focused significantly on resuscitation 

and were unable to offer EOL care though it may have been the most dignified course of 

action.1,2,47 This phenomenon may be due to the rapid nature of work in the ED,46 staff 

perception that the ED is a wrong place to die,48 challenges with identifying patients who 

may benefit from palliative care,49 or general lack of expertise among ED staff.50 Evidently, 

the findings affirm a critical need to equip all ED staff, not just ED physicians, with primary 

palliative care skills which can be employed to ensure that even in the rapid ED 

environment, persons who require EOL have access to what is available.51 Screening/ 

prognostication tools, EOL care protocols, and care pathways that can facilitate 

collaboration/ referrals to specialist palliative care services, where available, are also 

urgently needed in the ED.52  

 Further to the above, the current study noted the availability of limited to no 

support for family members and ED staff at the EOL. Interestingly, participants sought to 

engage the family more following the death of their patient. Often the fast-paced ED 

environment leaves only limited time to support family members, provide updates 

regarding the state of the patient, or even grief over a loss. For families, this development 

may lead to frustration as it they may find it difficult to navigate through the busy ED 

environment.53 Even though ED staff may have only a limited time with the patient, the 

lack of support as they navigate the EOL liminal space and grief may increase their risk 

for work-related stress and burnout.54 Thus, as ED staff are trained to develop better 

working relationships with families, they also need avenues of release to achieve closure 

following an episode of death in the ED. Covering the grief with the next patient 
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presenting at the ED may not a healthy way of managing grief. As attempts are made to 

develop and implement bereavement support programmes for families,55 there is a need 

to also consider tailor-made grief programmes for ED staff.56,57  

Communication is central in the practice of EOL and has been consistently ranked 

as a major need for families of persons at the end-of-life.13,58,59 The heavy ED workload 

can hinder communication with family members only for healthcare staff to appear later 

to break the death news. Effective communication may also be hindered in an ED 

environment where there is inadequate privacy to discuss sensitive EOL issues.60 As noted 

in the current study, breaking the death news is often a difficult task for ED staff, 

particularly, if the death occurred suddenly. Families may often miss the opportunity to 

see, touch, speak and say good-bye to their loved ones. Besides, they were not permitted 

to be present during resuscitation, which may escalate their sense of uncertainty. The 

death news may therefore appear abrupt for family members even when death was an 

expected outcome. Studies in the intensive care unit have highlighted similar concerns 

noting that family members are often in a state of uncertainty which was worsened by 

poor communication.12,27 Thus, ED staff will require training in communication skills which 

should focus on initiating goals of care discussion with families (and patients where 

applicable), providing regular updates to families, interprofessional communication, and 

breaking death news.46 Where possible, collaboration with palliative care specialists may 

help to support ED staff in ensuring a family-centred approach to care.  

Strength and limitations  

 The strength of this study lies in the use of the phenomenological orientation to 

understand the meaning of EOL care in the ED. Some limitations are however noteworthy. 

Firstly, although the findings are comparable to existing literature, some findings may be 

unique to the study context. Also, the study included more nurses than other ED staff 

which although reflects the professional distribution at the study setting may have given 

greater voice to nurses. 
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Conclusion 

 In conclusion, the study findings highlight poorly defined EOL in the ED. ED staff 

experienced the EOL as an unpleasant space during which the ‘resuscitate and push’ 

approach was still in use with focus on meeting some physical needs of the patient. Often, 

there was limited attention to other spheres of the patient, family needs, and the ED staff 

own needs. Critical gaps therefore exist to work towards building capacity in the ED and 

ensuring the availability of support for ED staff at the EOL.  
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Figure 1: EOL experiences in the ED. 
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