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Abstract 

Background: Today, breaking the death of patients to their families has become one of the challenges for medical 
staff. Considering the lack of study in the pre-hospital emergency, the present study aimed to explore the experience 
of pre-hospital emergency personnel regarding the breaking death news to families.

Method: In this qualitative study with a descriptive phenomenological method, data were collected by purposeful 
sampling method through in-depth interviews with thirteen pre-hospital emergency personnel in Kermanshah and 
Kurdistan provinces. After recording and writing the interviews, the data were managed by MAQUDA-10 software and 
analyzed using the Collaizi approach.

Results: Of 13 participants, five from Kermanshah, eight from Kurdistan, and 12 (92%) were married. The mean age 
and work experience were 34.38 and 10.38 years, respectively. Five main extracted themes were 1) perceived stress, 2) 
challenge factors of breaking death news, 3) unnecessary actions, 4) death breaking precautions, and 5) BDN require-
ments. They were covered fifteen sub-themes.

Conclusion: In this study, emergency medical employees were always faced with stress and challenges to announce 
the patient’s death to families, including the stress of violence against employees. Hereof, personnel had to take 
unnecessary care actions such as slow resuscitation to transfer the patient to the hospital.
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Background
Breaking bad news to families has subtle psychological 
details and is always a challenging process for healthcare 
workers [1]. Many of the person’s emotional reactions are 
closely related to the environment, culture, and religious 
beliefs [2], likewise, in some medical centers, corpses 
are placed in a specific position for moral considera-
tions [3]. Presenting bad news as a job difficulty has been 

accompanying the medical profession from the beginning 
[4], and has not received much attention until the last 
half-century [5]. Even its accepted definition is returned 
to the 1980s. According to this definition, "bad news is 
news that causes a strong emotional reaction, unpleas-
ant behavior and feelings in the listener and a bad way of 
looking at the future" [6]. From a philosophical view, the 
nature of bad news is not good or bad, it is the feeling 
that is created in the listener of the news that makes it 
bad [7]. Therefore, the speaker can realize the bad news 
only after giving the news and observing the listener’s 
reactions [8].

Breaking bad news (BBN) is a worrying activity for 
physicians and medical staff. As a result, the resulting 
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stress has created challenges in the process of therapeutic 
care, which causes psychological stress among healthcare 
workers [9]. This situation pulls out the staff from clinical 
duty to humanity and is considered an ethical challenge 
for them. EMS personnel, because of time restrictions 
and lack of preparation, could not use the defined frame-
works for BBN such as SPIKE and ABCDE models, 
therefore, they are in danger of failure and additional 
stress [10]. This situation is also difficult and anxious for 
patients and their families [10]. likewise, a precise, step-
by-step, and modified action plan is needed to break 
the bad news, reduce grief based on moral principles, 
and consider the families’ reactions to announcing the 
death of their patient [11]. In general, having a strategy to 
announce a death or bad news to families is better than 
stopping it or telling it in a reckless manner [12].

Pre-hospital emergency personnel usually have to 
report bad news in a situation where they have the least 
possible time to be familiar with the recipient and are 
often unaware of the root cause of the bad news they 
have to report [13]. Also, despite the frequent need 
to announce the bad news and the death of the patient 
to the companions in the emergency department, not 
many studies have been done in this field, furthermore, 
generalization of the results of studies conducted in 
non-emergency departments to the emergency wards is 
impossible [3]. While non-emergency departments usu-
ally have ample opportunity to prepare the condition of 
the attendants before BBN. However, there is not enough 
time and a suitable physical environment to provide ser-
vices in the EMS [14].

Considering the lack of defined and legal guidelines for 
BBN in Iran, and the lack of information about EMS, the 
present study was conducted for exploring the experi-
ence of pre-hospital emergency personnel in breaking 
death news (BDN) in a qualitative study.

Methods
This qualitative research was conducted in descriptive 
phenomenology [15] from September 2020 to June 2021. 
We applied the COREQ checklist as the guide for the 
project [16].

Participants
the participants were the staff of emergency medical 
service (EMS) of Kermanshah and Kurdistan provinces 
of Iran, who were recruited as the purposeful sampling. 
Inclusion criteria consisted of having consent to express-
ing their experiences about BDN, having at least two 
years of work experience in EMS, and having at least one 
time involved in BDN with families. Written informed 
consent was obtained from the participants for recording 
their voices and participation in the research.

Data collection
We utilized in-depth face-to-face interviews to collect 
data. To accomplish this process, at first demographic 
information such as type of employment, work experi-
ence, place of work, and education degree were taken. 
Some open-ended questions had been asked and fol-
lowed by probing questions. For example, questions such 
as " How are your experiences with breaking death news 
to families?" and elaborated with probing questions such 
as, “why, how and give me an example". We wrote the 
important notes for conducting the interviews. The crite-
rion for finishing the sampling was based on data satura-
tion and the absence of new data and themes, which was 
met in interview twelve.

Data collection was started with the EMS personnel 
of Kurdistan by the first researcher (Reza Safari, MSc 
student). Each interview was recorded by cell phone of 
Samsung Galaxy A8, and immediately typed verbatim on 
the same day, and the analysis was commenced by Reza 
Safari and Alireza Abdi (associate professor of nursing 
and expert in qualitative research). Before interviewing 
the participants, written informed consent was taken 
from them to participate in the study and record their 
voices, next, they were asked to conduct interviews in a 
place where it was easier for them to prevent disruption. 
So that we accomplished the interviews at the partici-
pants’ workplace on the previous agreement. Moreover, 
before each interview, we explained the topic and aims 
of the research. Interviews lasted about 40–60  min (on 
average 45 min).

Data analysis
Data analysis was fulfilled based on the seven-step 
approach of Collizzi which has been enlightened by 
Morrow et al. and Shosha [17, 18], which is managed in 
MAXQUDA-10® by VERBI Software GmbH (Berlin, 
Germany) software. In the first stage, we listened to the 
recorded interviews repeatedly several times, then wrote 
them verbatim, and the written interview was read sev-
eral times. Consequently, the meaningful statements 
related to the phenomenon (BDN) were identified. In the 
second stage, after reading all the participants’ descrip-
tions, the meaningful information was underlined. The 
third step was continued by extracting the important 
phrases (Formulated meanings) and an attempt was 
made to extract a representative concept (code) from 
each phrase. After obtaining these compiled concepts, 
an attempt was made to examine their relevance to the 
initial sentences and to ensure their correctness. After 
extracting the codes, according to the fourth step of Col-
laizi, the researcher carefully studied the assembled con-
cepts and categorized them into sub-themes based on 
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their similarity. In the fifth step, the results were inter-
connected for a comprehensive description of the phe-
nomenon and we created more general themes. In the 
sixth stage, a comprehensive description of the BDN was 
scrutinized as clearly and unambiguously as possible. The 
final step was to check the trustworthiness of the data.

Trustworthiness
Rigor was held on Lincoln and Guba’s approach [19], for 
credibility, we were involved in the data collection for 
six months, and variation in participants’ characteristics 
in terms of age and work experience was maintained. 
Codes and themes were also provided to the partici-
pants (member check) and co-workers (peer check) and 
after addressing their comments, approved by them. 
For dependability, we elaborated the collecting process 
of data, analysis, and extracting themes, so they can be 
properly audited by external observers. In line with con-
firmability, the researcher tried to extract the codes and 
themes from the participants’ descriptions and suspend 
his previous knowledge. For transferability, the phenom-
enon of BDN was summarized and the results of the 
study were provided to three EMS personnel who did not 
participate in the study and their experiences were com-
mensurate with our results.

Findings
In this study, thirteen EMS personnel from Kermanshah 
and Kurdistan provinces participated, 12 (92%) were 
married and 8 (61.5%) had a bachelor’s degree in emer-
gency medicine. The mean (SD) of age was 34.38 (2.53) 
years with a domain of 30–39 years, and work experience 

was 10.38 (2.56) years with a domain of 6–15  years 
(Table 1).

From the qualitative content analysis, 680 codes, five 
main themes, and fifteen sub-themes were extracted 
which are presented in Table 2.

Perceived stress
The concept of perceived stress was one of the main 
themes in this study. Most participants were exposed 
to the stress of entourage violence, others had the stress 
of the patient’s family health, and some employees also 
talked about not being accepted by their companions. In 

Table 1 Demographic characteristics of the participants

Medical urgency staff Marital status Age Education qualification work 
experience in 
EMS (years)

P1 Married 34 Bachelor of Medical Emergency 10

P2 Married 33 Bachelor of Medical Emergency 10

P3 Married 36 Bachelor of Medical Emergency 10

P4 Married 37 Associate’s Degree of Medical Emergency 11

P5 Single 30 Bachelor of Medical Emergency 6

P6 Married 38 Bachelor of Anesthesia 15

P7 Married 33 Bachelor of Medical Emergency 8

P8 Married 39 Associate’s Degree of Medical Emergency 15

P9 Married 33 Bachelor of Medical Emergency 8

P10 Married 34 Master of Emergency Nursing 9

P11 Married 35 Master of Medical Education Technology (with Bach-
elor of nursing)

12

P12 Married 33 Bachelor of Medical Emergency 10

P13 Married 32 Bachelor of Medical Emergency 11

Table 2 Themes and sub-themes extracted from the study

Main themes sub-themes

1.Perceived stress 1) Violent stress

2) Family health stress

3) non-acceptance stress

2.Challenging factors of breaking 
death news

1) Individual characteristics

2) accident site

3) Type of death

4) Postpone BDN to hospital

3.Unnecessary actions 1) futile works

2) slow code

4.Death breaking precautions 1) Ensure scene safety

2) Assessing the conditions

3) Scene-management problems

4.BDN requirements 1) public education

2) Staff training

3) Death breaking experience
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this regard, three sub-concepts 1) violence stress, 2) fam-
ily health stress, and 3) denial stress, were obtained.

Violence stress
Violent stress was extracted based on the views of all 
the participants. Fear and stress of violence from the 
deceased’s companion and family made pre-hospital 
emergency staff always at risk of being beaten. Violence 
perpetrated by companions sometimes disrupted ser-
vices for patients and left them unable to focus on treat-
ment, and the staff was forced to delay treatment until 
police arrived.

participant 1, about confronting a stressful situation, 
stated:

“The only way I could think of it (breaking death 
news) was to postpone the death notice when we 
arrived at the hospital to announce the doctor and 
inevitably started CPR,… because I knew that in the 
hospital environment, despite the security forces and 
other medical staff, there was no danger of violence 
to me”.

This violence sometimes caused damage to ambulances 
and other equipment, and the stress of further violence 
caused the death declaration of the deceased to be post-
poned until the police arrived in the area. Some partici-
pants complained that police and other staff who should 
be immediately present at the scene did not have the nec-
essary cooperation with them and would come too late.

"In missions where there is a suspicious death, such 
as suicide or altercation, before doing anything, the 
police must be present to make the scene safe for us 
in every way, and we must not be afraid of harming 
ourselves or our ambulance. “. (Participant No. 7).

Family health stress
Some of the participants had indicated increasing in anx-
iety and stress of family members after BND. EMS per-
sonnel would be unable to make a good death notice if 
they were likely at risk to the family’s health after hearing 
the death news at the scene, and some of them could not 
prevent the family’s health from being compromised. So, 
the BDN was postponed to another location.

Participant 1 stated:

"In one case…, we were transferring a middle-aged 
man who was hit in the head and suffered a cardiac 
arrest on the road. After a few minutes of CPR, I told 
his two sons that the patient did not have a pulse, he 
died. But the sudden reflection of the news was that 
one of his sons hit his head in the ambulance cabin."

In cases where there were one or two family mem-
bers, and it needed a long time for other family mem-
bers to arrive, the participants preferred to transport 
the deceased to a hospital or morgue so that those indi-
viduals would not suffer more from this psychological 
damage.

"I did not want that family to cry and mourn when 
they saw their father’s body until the morning, that 
is, I was personally concerned about the health of 
the rest of the family."(Participant No. 9).

Denial stress
Participants believed that factors such as "loss of the 
mainstay” and lack of families’ confidence in the exper-
tise of pre-hospital staff, had worsened the acceptance of 
death.

participant 2 stated:

"The acceptance of death by the family goes back 
to their understanding of death, which means how 
much they accepted it because some of the family 
refuses to accept that they lost their loved one…At 
that moment, the behavior of families is not normal 
at all, especially those who have lost the main verte-
brae (means parents) of the family."

Some families expect to hear good news or even mira-
cles, which caused technicians to fail to break death.

Participant 8 stated:

"Normally, we should measure the acceptance of the 
family to hear the news of death because some of 
them expect you to resurrect their loved one and this 
is why they do not accept death or deny it."

Some participants believed that inappropriate family 
behavior following the BDN of sudden death was a natu-
ral process and the family should be given the right to 
do it.

Challenge factors of breaking death news
This concept was another major theme in this study. 
According to the interviewees, the staff responsible for 
announcing the death had experienced many behavioral 
and stressful challenges. In this regard, four sub-theme 
were obtained: 1) individual characteristics, 2) accident 
site, 3) type of death, and 4) Postpone BDN to hospital.

Individual characteristics
Most participants believed that the BDN was different 
in pre-hospital conditions and that was not difficult to 
declare it in people with characteristics such as a his-
tory of chronic disease, addiction, and old age, but it was 
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much harder against people who were in good health or a 
person whose family did not expect to die.

Participant 1 announced:

"In children, young people, and mothers with young 
children, we have a lot of stress and anxiety at the 
time of their death announcement, and we often 
fail".

"We had a mission to be on the side of an elderly per-
son who had been at bed for several years and was 
a slag for himself and his family, I had no concerns 
about announcing the death" (Participant No. 13).

Some personnel commented that because of differ-
ences in the behavior of the families, they see different 
reactions from them, and it is not possible to say at the 
point which reaction is specific to which type of death.

Participant 13 stated:

"One mission that was very surprising to me was 
that a newborn had died and we would have pre-
sented at the scene. We arrived, her mother was pre-
sent above her head, but she wasn’t too upset and 
said I breastfed her, which jumped into her throat 
and choked...  Later, we heard from the police we 
were in contact with, that the mother has strangled 
(the neonate) herself because of postpartum depres-
sion and caused her death."

Accident site
Participants stated that the place where the person died 
is another important challenge in announcing the death 
of the companions. They believed that informing their 
companions of the death at road sites was more diffi-
cult for them than urban operations due to a large num-
ber of companions present at the scene. Some of them 
also stated that the presence of non-specialist forces in 
the dispatch unit, who may have made incorrect deci-
sions about how to deliver the operational unit to the 
desired location, caused delays in reaching the location 
and increased the workload of pre-hospital emergency 
personnel.

Participant 6 articulated:

"Sometimes in the car accident missions we go to, we 
see that the family of the deceased is present at the 
scene, and one of the most challenging types of mis-
sions in this condition is that you want to announce 
the death of a loved one, and when you see that 
the companions are very restless, it is very difficult 
to announce their death. Because most of the time 
there are other injured people on the scene and there 
is a lot of pressure on the staff to announce the death 

of someone."

Type of death
Participants declared that how the person died was an 
important challenge in displaying death to the compan-
ions. In other words, the deaths of the participants were 
divided into two categories of sudden deaths and pre-
dictable deaths, each of which had its different challenge 
for the personnel and stated that those who had sudden 
death were usually people who had sudden death due 
to accidents, trauma or unexpected events, and their 
families were not expecting their deaths, whose death 
announce led to problems such as shock and denial. 
However, the deaths of people who were not in good 
health or were older were not accompanied by many 
challenges and the    BDN was easier.

Participant 13 said:

"We had another mission recently. We went and 
there was an old man who had died of old age. 
When we examined him, it was clear that (it passed) 
a few hours after his death and even irreversible, 
and there was no or much less stress and anxiety 
about announcing death”.

Participant 3 displayed a difficult case for breaking 
death news:

“On a mission near our base, a child with a con-
struction hoist fell on his body and we immediately 
transported him to the ambulance, but when I 
checked his vital signs, he had nothing and died.”

Postpone BDN to hospital
Some participants believed that in missions where the 
scene of the accident was turbulent and unstable, break-
ing news in another quieter place was more acceptable 
for families. Some participants also believed that BDN to 
family members in an environment other than the scene 
of the accident (such as the hospital) could be tolerable 
because of the satisfaction of all the actions taken. They 
declared that because they consider the hospital to be 
the end of the line, or that in addition to the presence of 
law enforcement forces to ensure the safety of personnel, 
it can also hand over responsibility for transferring this 
news to the medical or nursing staff.

Participant 3 stated:

"My suggestion is that in some cases where there 
is a fear of injury or beating, we can transfer the 
deceased to the hospital because of the protection 
force and the fear of self-harm and ambulance is 
much less, secondly because there are other doctors 
and nurses there, it is easier to announce death."
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"If the environment is violent and I and my equip-
ment are (likely) damaged, rest assured, I will never 
announce the death and, based on my own experi-
ence, I will transfer the dead (patient) to the hospital 
to protect myself and my colleague and delegate the 
dying declaration to the hospital staff." (Participant 
No.4).

Unnecessary actions
Unnecessary actions were another major theme in this 
study. The findings confirmed that the participants did 
not consider unnecessary actions as part of their respon-
sibilities and duties. But companions often force them to 
take unnecessary actions because at that moment they 
are the only rescuer available to the family. In this regard, 
two sub-themes (1) futile works and 2) slow code, were 
obtained.

Futile works
Participants found it is ineffective to treat a person long 
after death. In some cases, participants complained of 
inappropriate interference, arguing that forcing staff to 
do some actions that waste the staff’s time, and another 
client might need a pre-hospital emergency team at the 
same time.

"In the scene, some families were very aggressive and 
restless, and we had to (unnecessarily) take that 
dead person to the hospital,” (participant No. 6).

Participant 12 also noted over a mission with a dead 
person:

"We pretended to examine the heart-lung audition, 
and while we knew it was of no use."

"Sometimes we see families forcing us to do things 
that are not our job at all. Unreasonable interven-
tions or unrealistic expectations increase the burn-
out of us and other co-workers."(participant No.9).

Due to the deceased condition, sometimes it was nec-
essary to tell expedient lies, as a futile action, to the 
patient’s companions to protect against family tension.

“for fear of being beaten, I had to tell them that your 
father was not dead and still had a pulse." (partici-
pant No. 1).

However, some participants did not agree with telling 
an expedient lie about the deceased’s condition, believing 
that lying to the family about the client’s condition would 
have worse consequences.

Slow code
According to the participants, the slow code performed 
by the personnel is another unnecessary measure in this 
regard.

Participant number 6 stated:

"At the insistence of the family, we did nearly half 
an hour of CPR while we knew that person had died 
and nothing could be done for him."

Some EMS personnel remarked that they were forced 
by companions to perform a show resuscitation to con-
vince the family that they had done their best to revive 
the dead person.

participant 3 stated:

"Trying to communicate well with that person (the 
companion), like, let’s help (me to do some works), he 
understands that you’re doing everything you can to 
bring that loved one to life, and then if you find out 
he’s not coming back, do some kind of show resusci-
tation to get him to the hospital."

Death breaking precautions
This concept was another main subject in this study. It 
conveys that special measures and precautions that vary 
in different circumstances, should be considered for 
BDN. Paying attention to these issues reduces the rate of 
violence against personnel and better acceptance of this 
by deceased companions. In this regard, 3 sub-themes 
1) ensuring the safety of the scene, 2) assessing the con-
ditions, and 3) Scene-management problems, were 
obtained.

Ensuring scene safety
Participants stated that ensuring the safety of the scene 
is the principle that should be taken into consideration 
before entering the missions and even during treatment. 
This led them to accomplish BDN with greater safety and 
caution. Some personnel need minimum stress to comply 
with safety principles when breaking death news.

participant 5 stated:

"The safety of the scene is very important for us 
because we need to assess what scenes the family is 
prepared to hear about the death and what scenes 
do not meet the conditions for accepting death."

Also, participant 13 noted:

"I will definitely consider the principles that exam-
ine the safety of the scene, which includes the safety 
of the personnel themselves, the safety of the scene, 
the overall investigation and the investigation of the 



Page 7 of 11Safari et al. BMC Nursing          (2022) 21:127  

conditions, then I decide to declare or not the death 
of the patient."

Assessing the conditions
Participants considered the family circumstances as a 
general perception of the reaction and behavior of fam-
ily members before and after the BDN. Evaluation of 
deceased family conditions is a dynamic and continuous 
action and can be effective on death declaration. They 
believed that by speaking with those people and com-
municating properly, it is possible to understand their 
reaction after hearing the news of death. They also stated 
that in the missions that informed the death at the scene, 
expressing sentences such as,

"We will do everything we can, you pray for your 
loved one" (Participant No. 7), will help them in 
BDN to the deceased family.

Regarding the assessment of the family’s conditions 
before the announcement of the death participant 1 
stated:

"By assessing the circumstances of the family how 
they reacted and to what extent they coped with 
their loved one’s death, whether they were a quiet 
and calm family or not, I would have decided to 
declare death..., and before saying it, we need to 
have a full view of the circumstances of that family 
to see how far they accept death and come to terms 
with it that if that’s the case, we’ll gently prepare 
their minds to hear the news of death."

Scene‑management problems
Communication problems and barriers caused by the 
family and companions of the deceased person had 
caused the pre-hospital emergency workers to be unable 
to be successful in announcing the death and manag-
ing the scene. Some colleagues were unable to articulate 
properly with the deceased family due to lack of experi-
ence, which was later left in their minds as an unpleasant 
experience, and believed that scene management power 
can be achieved after experiencing several death notices. 
Participant 6 concerning a road accident mission involv-
ing two deaths and four injured people, after insisting 
that the deceased be transferred and failing to declare 
their deaths, stated:

"I couldn’t manage the scene well and I didn’t dare 
to announce the deaths of those two people to the 
entourage, and now, 12 years after that incident, I 
still have it in my mind and every time that scene 
happens to me, I feel a kind of fear that how I can 
manage the scene well."

In this regard, participant 5 stated,

"The early days (the initial time of employment) 
when I was going to manage the die patients, maybe 
because of the lack of experience, I had said sudden 
declaration that made the family restless and did 
unreasonable things."

BDN requirements
The concept of BDN requirements was another main 
subject in this study. Participants believed that it is not 
easy for anyone to announce a death, especially when 
people in the community have not been taught any train-
ing about understanding death and controlling emotions 
and behavior after hearing it. In this regard, three sub-
themes 1) public education, 2) staff training, and 3) BDN 
experience, were obtained.

Public education
Most EMS personnel stated that to better manage the 
BDN, education through schools and mass media should 
be planned, through which they should improve people’s 
view of pre-hospital emergency tasks. Some believed that 
social culture in cooperation with the pre-hospital emer-
gency unit was one of the requirements for managing 
BDN.

Participant 10 on the importance of education and the 
positive effects on the general public stated:

"To increase the knowledge and awareness of soci-
ety, education speaks first because when people in a 
society are aware of the ability and function of emer-
gency 115 (the phone of EMS in Iran), it is much bet-
ter to announce death to them and they will accept 
it in a way because they are familiar with the pro-
cess of death, but unfortunately this is not taught in 
our country at all. or there’s very little training."

Regarding the challenges in the field of public educa-
tion, participating 9 indicated:

"We have no training that increases the public’s 
understanding of the pre-hospital emergency sys-
tem, and this lack of awareness itself has a lot of 
consequences, which is the main burden of the 115 
(EMS) personnel, so please, our authorities are 
expressing ways to increase the understanding of 
the community either through the media or through 
other training."

Staff training
Participants remarked that staff training should be 
regarded to manage death declarations. Some believed 
that death notification should be developed in academic 
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courses by compiling the headlines of death announce-
ments and continuous education into the curriculum of 
EMS for increasing their skills.

Participant 9 stated:

"There is no workshop for us at all to show us the way 
and how to talk to the deceased family and somehow 
complement the teachings of the student course."

Others also believed that creating retraining courses as 
well as holding workshops related to death notices could 
be very helpful. Some participants also believed that they 
had been traumatized after missions with several deaths, 
which suggested referring to a psychologist after com-
pleting their mission. In this regard, participant 2 stated:

"Unfortunately, the retraining in Iran is very simple, 
especially for pre-hospital emergency colleagues and 
due to the lack of psychology classes for personnel 
and adequate training, I think the personnel must 
refer to a psychologist to be mentally prepared to act 
successfully in the announcement of death."

Death breaking experience
Almost all EMS personnel believed in the role of clini-
cal experience in the field of death declaration and stated 
that personnel who are experienced in this field can bet-
ter declare death to families and this experience was 
achieved by engaging with many missions that lead to 
death notices. In this regard, participant 5 stated:

"The death notice requires someone who has the nec-
essary work experience who can announce death to 
the family very well."

If EMS personnel were responsible for  BDN to the fam-
ily, they used tricks such as introduction and morale to 
the family. One participant explained how to deliver the 
news of the death:

"My goal was to start telling them that their father 
(as the patient) had passed away and even explained 
to them that when we do CPR, it means that the per-
son has no pulse and breathing, and we’re trying to 
revive him" (participant No. 10).

Discussion
Perceived stress
This study was conducted to explore the experience of 
pre-hospital EMS personnel about the breaking of the 
patient’s death to the families. The first theme extracted 
is "perceived stress", which emphasizes the possible harm 
caused by dealing with stressful environmental expe-
riences that are inflicted on personnel. Studies show 
that most medical staff experience verbal and physical 

violence from patients’ companions [20]. Also, verbal 
abuse and threat were the most common among nurses, 
and physical, sexual, and racial violence had the low-
est statistics [21]. In 2018, Emam et al. stated that verbal 
violence was the most common type of violence against 
nurses and that patients’ companions were the most 
common source of violence [22]. Breaking bad news is 
considered one of the main reasons for violence against 
health care workers, mostly against emergency depart-
ments personnel, with disastrous consequences for staff 
(frustration and burn-out), patients, and organizations 
[23–25].

Another issue that caused stress in the staff was the risk 
to the health of families after receiving the death news. 
In a study, patient death was the most concern and stress 
of the family [26]. Other studies also believed that some 
physicians, due to concern for family health, and poten-
tial medical issues, preferred that relatives not be present 
during CPR and introduced this action as a strategy to 
reduce family health stress [27–29]. However, this action 
may be effective in BBN for the family with dead chil-
dren [30]. Regarding the possibility of non-acceptance 
stress and the possible reaction of the entourage, Taylor 
et al. 2007 believed that relatives’ reactions to bad news 
could not be predicted. They can express reactions such 
as anger, tears, denial, verbal abuse, threatening behavior, 
and silence [31]. The Royal College of Pediatrics in Lon-
don has also stated that personnel should be careful of 
a range of reactions after hearing distressing news from 
their families and that they may not accept the death of 
their loved ones [32].

Challenge factors of breaking death news
The concept of challenge factors affecting the BDN was 
another major issue in this study. The individual charac-
teristics of the deceased person were more challenging 
for employees to give BDN to their companions, includ-
ing the death of a pregnant mother or a child than the 
deaths of other people. Dartey et al. 2019 also, in a quali-
tative study expressed acceptance of maternal death as 
a major challenge and problem [33]. Almeida et  al. also 
revealed that the death of a newborn baby within hours 
or days after birth may seem catastrophic because dur-
ing pregnancy, expectations, and dreams of having a 
son/daughter are imprinted in the minds of families 
[34]. Clark et al. noted that prolonged death allows news 
recipients to gradually realize that their loved one’s death 
is happening as doctors and nurses prepare them through 
successive news stories [35]. In the viewpoint of Mainds 
et al., while in-hospital and out-hospital CPRs are clini-
cally the same, both have different challenges. Out-hospi-
tal is very unpredictable with factors beyond the control 
of paramedic staff. The incident location, the number of 
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people present at the scene, the age of the family, and the 
patient’s condition [36] are some of these factors. The 
place of death is considered one of the most important 
aspects of end-of-life care. Ordinary people, health care 
policymakers, and providers place different importance 
on the place of death [37].

Unnecessary actions
The third main theme in this study was unnecessary 
actions. Unnecessary measures are likely to increase per-
sonnel burnout and impose additional costs on the treat-
ment system. In this regard, Hakkler et.al. stated that 
there is no need for futile CPR to be offered to patients 
or at the request of families because an action is useless 
and does not have any desirable physiological effect [38]. 
In addition to burnout, unnecessary measures can result 
in additional costs. In this regard, Sok et al. (2020) stated 
that continuing treatment of people whose treatment is 
useless may take the opportunity to use other patients for 
hospitalization, resulting in unnecessary waste of medi-
cal resources, inefficient distribution of resources, and 
imposing double costs on the treatment system [39]. 
However, family’s choice of CPR should be respected 
"unless it’s useless. And physicians should not provide 
services that are deemed unnecessary or useless [40]. 
The conditions of prehospital care are different, while 
unnecessary actions are an ethical challenge, identifying 
the futility of work is difficult in this area, however, these 
works signal to the families and companions that every-
thing possible has been accomplished for the dead per-
son, which facilitate the grief process [41].

Death breaking precautions
The concept of death-breaking precautions was another 
main subject in this study. It represents special measures 
and precautions that vary in different circumstances. 
Paying attention to these issues reduces the rate of vio-
lence against personnel and better acceptance of this 
by the deceased’s companions. In the 2020 heart proto-
col, ensuring scene safety is considered essential as the 
first step for CPR [42]. The resuscitation guidelines have 
always emphasized that staff safety and that resuscita-
tion team members are the number one priority when 
trying to resuscitate [43]. The most important point is 
for nurses to ensure their safety and follow appropriate 
advice and guidance for personal protection equipment 
and local protocols [44].

Scene- management was another topic of interest to 
the participants. In this regard, Rosenzweig et al. 2012 
stated that communication skills help the nurse to 
examine the patient and family’s perception of illness 
or current events [45]. Fallowfield et al. 2003 stated that 
inadequate, confusing, or careless contact would lead 

to dissatisfaction among everyone involved. When bad 
news is given to individuals, the experience of receiving 
unpleasant news remains long after the initial encoun-
ter with the recipient [46]. Awareness of how the 
patient’s family is treated and the type of behavior of 
the personnel with the patient’s companions before the 
patient’s death can be effective in accepting unpleasant 
news [47].

BDN requirements
The concept of BDN requirements was another major 
subject in this study. The findings of this study show that 
experienced personnel and those who have faced several 
deaths are better at informing families about death. Pub-
lic education and staff training, promote the culture of 
acceptance of unpleasant events by the people. It helps 
healthcare workers to announce BDN correctly. In Jones 
et  al.’s 2008 study, the public has unrealistic expecta-
tions regarding CPR, citing this phenomenon as a result 
of incorrect expression of CPR results on TV and other 
sources of information. They recommended the use of 
TV as a source of information about cardiopulmonary 
resuscitation, personalized medical education, and the 
use of public programs on resuscitation for general edu-
cation to improve CPR viewpoint [48]. Cook et al. (2002) 
also believed that announcing bad news to the bereaved 
family required special skills on the part of the staff. 
Unfortunately, there is little guidance or training on the 
approach to this very sensitive issue [49]. In our opinion, 
long-term planning and proper use of multimedia, radio, 
and television resources can be profitable in resolving 
this issue.

Another issue that participants viewed as a chal-
lenge was experienced in how to convey news of death 
to patients’ companions. Wandkift et al. 2007 also stated 
that a fully trained staff in this field would be in a better 
position to handle the transfer of bad news [50]. Brown 
et al. also stated that there is evidence that inexperienced 
physicians are more affected by stress in disseminat-
ing bad news than experienced people [51]. The results 
of these studies are in line with the results of our study. 
Regarding the explanation of this case, it is notable that 
the medical staff is satisfied with their experience and 
not with other training that they have been familiarized 
within the college [52]. In addition to adding some uni-
versity courses, designing simulation spaces to practice 
BDN can also be effective.

Limitations
One of the limitations of our study was the COVID-
19 issue, which causes restrictions on traffic and the 
non-cooperation of participants. Pre-hospital EMS 
staff may be reluctant to participate in the study due to 
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impatience and intolerance of the interview process or 
the disclosure of their identity, or may not answer or 
answer some questions incorrectly. To ameliorate these 
problems, the researcher tried to make an acceptable 
connection and provide the necessary explanations to 
the research units, and they assured that the informa-
tion would be completely confidential and that their 
answers would not be misused.

Conclusion
This study aimed to explore the experience of pre-hos-
pital EMS personnel in declaring the patient’s death 
to families. During this process, five main themes 
emerged. BDN is affected by the stress of violence, 
the stress of family health, the stress of denial. Also, 
components such as individual characteristics, acci-
dent location, and type of death affect the way death is 
declared. The staff performed futile care and slow CPR 
to avoid tension until the dead person was transferred 
to the hospital. Staff should also consider scene safety, 
conditions of the family, scene management for BDN. 
For optimal BDN by EMS personnel, public education, 
training the staff, and having a death declaration expe-
rience are required.
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