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ABSTRACT
Background  In out-of-hospital cardiac arrest (OHCA), 
decisions to terminate resuscitation or transport the 
patient to hospital are ethically fraught. However, little 
is known about paramedics’ ethical concerns in these 
decision-making processes.
Objective  To develop an understanding of how 
paramedics experience ethical concerns in OHCA decision-
making processes, and how this relates to the ethical 
concerns of patients’ relatives.
Design  A qualitative study using semi-structured 
interviews with paramedics and relatives of OHCA non-
survivors.
Setting  Two ambulance trusts in England.
Participants  Thirty-one paramedics, identified as 
decision-makers in adult OHCA events in which 
cardiopulmonary resuscitation (CPR) had been initiated, 
were interviewed. Fourteen interviews with relatives of 
OHCA non-survivors were also conducted.
Analysis  The interviews were analysed thematically, 
using a coding framework and following an empirical 
ethics approach.
Results  Four themes were developed: preventing harm 
to patients, best interests, caring for the patient’s family 
and moral distress. Paramedics conceptualised preventing 
harm both as saving lives and as preventing an undignified 
death or a life with severe brain damage. Paramedics’ 
and relatives’ views of best interests were influenced by 
values such as patient dignity and assumptions about 
age and quality of life. Paramedics expressed a duty of 
care towards the patient’s family. Relatives conveyed 
the importance of clear communication and acts of 
care performed by the ambulance crew, underscoring 
the ethical commitment that paramedics had towards 
patients’ families. Paramedics described decision-making 
processes that relied on clinical guidelines, rather than 
personal values and beliefs; this sometimes led to moral 
distress.
Conclusion  Non-protocolised ethical considerations 
are important in paramedic decision-making about 
terminating CPR in OHCA events. While paramedics use 
established guidelines and processes to reach decisions 
that prevent patient harm, they experience moral distress 

when personal convictions clash with guidelines. Training 
around ethical reasoning and decision making may help 
paramedics reduce their moral distress and provide 
consistent and transparent decisions for patients and their 
families.

INTRODUCTION
In out-of-hospital cardiac arrest (OHCA), 
the decision to terminate resuscitation at the 
scene or transport the patient to hospital is 
ethically fraught, yet little is known about how 
paramedics recognise, articulate and respond 
to ethical concerns in the decision-making 
process. Ethical decision-making is difficult 
to protocolise. While the current guidelines 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ Through including both paramedics and relatives, 
the study attended to the perspectives of the im-
mediate stakeholders in an out-of-hospital cardiac 
arrest (OHCA) event, developing a more comprehen-
sive account of the ethical concerns involved.

	⇒ As the interviews focused on practices, experienc-
es and reflections related to specific cardiac arrest 
cases, this provided a robust empirical basis for the 
analysis.

	⇒ The study was limited by the fact that no OHCA sur-
vivors volunteered to participate, despite the study 
team’s attempts to recruit survivors.

	⇒ Because some of the paramedic participants at-
tended cardiac arrest events very frequently, a few 
could not remember the event for which they had 
been recruited; they therefore discussed another 
recent event, potentially biasing discussion towards 
events featuring memorable elements.

	⇒ Although the study team attempted to recruit clini-
cians and relatives associated with the same cas-
es, this proved to be challenging, and thus it was 
impossible to triangulate relatives’ and paramedics’ 
experiences.
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for paramedics in the UK specify that decisions on cardio-
pulmonary resuscitation (CPR) should be made with the 
patient’s best interests in mind and with reference to the 
Mental Capacity Act (2005),1 2 this guidance is left vague, 
by necessity. Where unsure, paramedics are instructed 
to consult with a senior decision maker, who must also 
interpret the guidance as written.2 Best interests, as laid 
out in the Mental Capacity Act, call for a consideration 
of what the patient would have wanted in the situation, 
what is the likely outcome given a particular interven-
tion, and whether this aligns with the patient’s previously 
expressed wishes.1 In the context of OHCA, interpreta-
tions and enactments of best interests are complicated 
by the high-stress environment and the pressure to make 
quick decisions, often without a complete medical history 
and diagnostic information.3 4 Moreover, the literature 
has identified the presence of bystanders, particularly the 
patient’s family, as pivotal in paramedics’ decision-making 
regarding OHCA, highlighting how interactional and 
emotional dynamics may affect paramedics’ decisions.4–7

In this article, we focus on paramedics’ narratives of 
OHCA events they attended, in which CPR was initiated, 
to understand how paramedics experience the ethical 
tensions in their decision-making processes, and how 
these ethical tensions affect decision-making in practice. 
This analysis is triangulated with data from interviews with 
relatives of patients who died following an OHCA, for an 
understanding of how the dynamics of ethical concerns 
between both groups of stakeholders—paramedics and 
relatives—affect decision-making around the termination 
or continuation of CPR.

METHODS
Recruitment and data collection
This qualitative study is part of a larger study aimed at 
understanding and improving decisions in OHCA.8 Two 
ambulance trusts in England recruited paramedics iden-
tified as the main decision-makers in adult cardiac arrest 
events in which CPR had been initiated. Paramedics who 
were interested in participating contacted the study team 
and were sent an information sheet and consent form. 
Those who agreed to participate took part in a remote 
interview (by telephone or on Microsoft Teams). Inter-
views were semi-structured and conducted by one of 
three researchers (a research psychologist, a medical 
anthropologist and a health sciences researcher). Topic 
guides were developed by the study team, and included 
questions focused on the cardiac arrest event for which 
the participant had been recruited, followed by ques-
tions about their experiences of OHCA more generally. 
Interviews ended with a series of five vignettes, presenting 
fictional OHCA scenarios. The vignettes were developed 
by the study team, headed by MAS, a senior paramedic, 
and were designed to encourage discussion on potentially 
key considerations in OHCA decision-making, including 
the patient’s age, comorbidities, clinical presentation, 
the provision of bystander CPR, response to treatment, 

duration of resuscitation and distance to hospital. Partic-
ipants were asked how they would approach decision-
making in each scenario, allowing us to flesh out similar 
ethical issues across interviews.

Ambulance trusts also sent recruitment letters to adult 
cardiac arrest survivors or the relatives of non-survivors, 
at least three months after the event. Those interested 
in participating contacted the study team, who provided 
additional explanations of the study and sent them the 
participant information sheet and consent form. Partic-
ipants could choose to be interviewed in person or by 
telephone. Interviews were semi-structured and were 
conducted by one of three researchers (a research nurse, 
a research paramedic and a research psychologist). Topic 
guides focused on participants’ experiences of the cardiac 
arrest event, their feelings following the event and their 
reflections on the actions that were taken or not taken by 
the clinical staff involved.

Analysis
Interviews were analysed thematically, using an empir-
ical ethics approach.9 10 In the first stage, 20 interviews 
from the wider study sample (including interviews with 
paramedics, relatives and emergency department staff) 
were assigned using a random sequence generator11; the 
analysis team included A-MS (a GP/medical ethicist), 
FG (a GP/medical sociologist), GG (a research psychol-
ogist), CH (a research psychologist) and KE (a medical 
anthropologist). Team members coded the interviews for 
explicit and implicit ethical issues. The lists of codes were 
compiled into a longlist, which was discussed in a team 
meeting. Following this discussion, a draft coding frame-
work was developed by KE and reviewed by the team12 and 
a decision was made to include only the paramedic and 
relative interviews in the analytic process. While parallels 
were observed between the paramedic and the emer-
gency department staff interviews with regard to ethical 
issues such as caring for the patient’s family and acting 
in the patient’s best interests, because the emergency 
department staff interviews focused on decision-making 
after patients had been transported to hospital, we found 
they were less relevant to the research question at hand. 
Once the coding framework had been agreed, KE and 
A-MS coded the transcripts, with KE coding all transcripts 
and A-MS inter-coding a randomly selected subsample. 
Throughout the coding process, KE and A-MS consulted 
regularly to refine the coding framework (available as 
online supplemental material).

Patient and public involvement
This study was conducted as part of the wider 
PROTECTeD Study, which was supported by patient and 
public involvement (PPI) representatives. PPI represen-
tatives commented on the study design, providing advice 
on recruitment and interview topics. PPI representatives 
also took part in a stakeholder meeting in which study 
findings were presented, provided feedback on these 
findings, and, alongside clinicians, participated in small 
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group discussions which focused on ethical concerns 
surrounding decision-making in OHCA events.

FINDINGS
Descriptive findings
Thirty-one paramedic and 14 relative interviews were 
conducted (one relative interview included two partici-
pants); the sample numbers met established criteria for 
data saturation in thematic analysis.13 Paramedic inter-
views took place between March and July 2022. Partici-
pants described 32 cardiac arrest cases (one paramedic 
described two cases); CPR was terminated in 17 cases. 
Relative interviews took place between August 2022 and 
August 2023. In the relative interviews, CPR was termi-
nated in 10 cases. The paramedic interviews lasted between 
28 and 96 min (median=62 min); the relative interviews 
lasted between 28 and 72 min (median=43 min). Most 
interviews were conducted remotely: 27 paramedic inter-
views were conducted over Microsoft Teams and four by 
telephone; 13 relative interviews were conducted by tele-
phone and one was conducted in person. While research 
in qualitative methods has found that in-person inter-
views may produce more detailed data than remote inter-
views, we are reassured that the data collected for this 
study are of high quality, given the metrics of interview 
length, researcher experiences of the interviews and the 
richness of the resulting analysis.14 Moreover, as Krouwel 
et al have found in a comparative analysis of in-person 
and video call interviews, although in-person interviews 
may produce more detailed data, both types of interview 
generate an equivalent breadth of codes.15

Thematic findings
Four themes were developed through the analysis process: 
preventing harm to patients, acting in the patient’s 
best interests, caring for the patient’s family, and moral 
distress. Themes are summarised in table 1.

Preventing harm to patients
As part of preventing harm, paramedics cited saving 
lives as a guiding principle which shaped the actions 
they took when reaching the scene of a cardiac arrest. 

As one paramedic explained, ‘I like to give everyone a 
chance. (…) To me it doesn’t matter how futile, if there’s 
any chance at all then you should be kind of, you know, 
you should do something’ (Paramedic 26). However, as 
conceptualised by paramedics, harm also extended to 
severe hypoxic brain damage, or suffering an undigni-
fied death if CPR was continued despite there being no 
chance of survival:

[when] we know that there is a very good chance that, 
one, we’re probably not going to have a successful 
outcome, but two, if we do they’re probably going 
to have very poor neurological sort of output after 
the event because they have been hypoxic for a long 
time. So just sort of asking the question, 'Is it in this 
patient’s interest to have this resuscitation attempt?'. 
(Paramedic 3)

I don’t think it’s dignified to start on somebody who’s, 
you know, skin and bones in a bed and is quite clear-
ly not going to survive the resuscitation process. So 
for me I wouldn’t start, yeah, based on that as well. 
(Paramedic 15)

As such, preventing harm to patients also entailed 
terminating CPR. As this paramedic explained, when 
describing a team decision to terminate CPR: ‘particu-
larly with, with his past medical history his chances were 
low to, to zero so it would have been putting the family 
and him through something that was completely unnec-
essary’ (Paramedic 9).

Best interests
While few paramedics directly used the term ‘best 
interests’ when describing their decision-making, their 
narratives nonetheless exemplified best interests decision-
making in action. When faced with a prolonged resusci-
tation attempt without return of spontaneous circulation 
(ROSC), paramedics asked themselves and their team 
‘what next?’. In nearly all cases, the answer to this ques-
tion depended on what was best for the patient. First, 
they assessed the likelihood of a physiological response 
to treatment, for example, whether or not there was a 
‘shockable’ rhythm, the presence of a reversible/treatable 

Table 1  Themes

Theme Content

Preventing harm to 
patients

	► Saving lives as a guiding principle
	► Conceptualising harm to include severe hypoxic brain damage or an undignified death

Best interests 	► Assessing the patient’s ability to benefit
	► Considering non-clinical factors, such as age and quality of life
	► Considering the patient’s previously expressed wishes

Caring for the patient’s 
family

	► Communicating clearly with the patient’s family and involving them in decisions
	► Caring for the patient’s family’s emotional well-being
	► Prioritising the patient’s best interests over the family’s wishes

Moral distress 	► Performing resuscitation-related interventions to follow the guidelines, despite feeling it would be 
futile and/or undignified

	► Asserting the importance of guidelines despite the risk of moral distress
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cause for the cardiac arrest, length of time before CPR 
was commenced and (lack of) response to treatment so 
far. For example, a paramedic spoke about making the 
decision to terminate CPR in a patient in their 50s, after 
an hour of resuscitation, with the patient having pulseless 
electrical activity (PEA). This decision-making process, 
the paramedic explained, involved a telephone discussion 
with a more senior clinician, which followed this script:

we kind of go through the reversible causes and if 
we have done everything we can to reverse everything 
that can be pre-hospitally and what we’re suspecting 
is the cause of the cardiac arrest at that point. Once 
that’s discussed we look at how the patient has re-
sponded to the, the resuscitation attempts through-
out and any rhythm changes and whether it is an 
adrenaline induced rhythm change that isn’t sustain-
able or whether it is kind of a sustainable rhythm, and 
we just need to continue. (Paramedic 5)

Then, paramedics assessed the patient’s physiological 
reserve and therefore ability to tolerate and recover from 
continued treatment. This was informed by evidence 
about the patient’s previous health status, including pres-
ence and severity of other illnesses. Speaking of a hypo-
thetical scenario where an oxygen-dependent patient 
had a PEA rhythm, this paramedic explained they would 
decide to terminate resuscitation based on the patient’s 
comorbidities, which made her unlikely to survive:

long-term COPD, she’s on 16 hours of oxygen a day, 
her mobility is not good, I think life expectancy is not 
good. So yeah, I think a resus would be a waste of 
time basically because the outcome’s not going to be 
good. (Paramedic 23)

While factors such as reversibility and physiological 
reserve may seem to be straightforward, the partic-
ipants’ accounts revealed greater complexity. Para-
medics’ considerations of clinical factors were woven 
with considerations of non-clinical factors—most notably, 
the relevance of age. While some paramedics expressed 
discomfort with using age as a factor in decision-making, 
most said they considered age as a predictor of outcome, 
associating younger age with greater physiological reserve 
and reversibility and older age with greater futility, even 
in the presence of good baseline function:

We get sent to 90-year-olds, 94-year-olds all the time, 
and it’s like, fine, they might actually have a good 
quality of life at that time, but we all know the chanc-
es of survival and surviving an out-of-hospital cardi-
ac arrest is like eight percent (…) a 94-year-old is 
not gonna be making that, you know? And if they 
are they’re certainly not gonna be their same self. 
(Paramedic 31)

Some paramedics spoke of the patient’s age in relation 
to understandings of years left to live and when death 
becomes acceptable. Speaking about a hypothetical 

scenario in which a 17-year-old patient was in asystole and 
cold to the touch, a paramedic said:

She, she’s 17. She’s, she’s going to hospital. She’s 
receiving absolutely everything that she can. The 
amount of life that could be saved from doing some-
thing like this is massive (…) There’s a lot less con-
sideration towards, 'Oh, is this, is the right kind of 
death? Is this the, is, is this how someone would want 
to pass away?' I don’t think that counts in this case. 
(Paramedic 10)

Considerations of age were often intertwined with other 
non-clinical factors, such as the paramedics’ emotional 
response and the expected impact that a patient’s death 
would have on their family—with a young patient’s death 
considered more traumatic, as described by a paramedic 
who decided to transport a patient in her 40s, despite her 
being in asystole:

I had already started compressions at this point ‘cause 
we had already confirmed cardiac arrest and we were 
discussing kind of, 'Is it right to continue or should 
we stop?' At this point I made the decision that we 
were going to continue because the patient was still 
quite warm. She was quite young, there were children 
involved, lots of emotions going around. The hus-
band had started CPR on his own. So, yeah, at that 
point I decided, 'No, we’re going to, we’re going to 
run, we’re going to run with this'. (Paramedic 25)

Similarly, the notion of ‘quality of life’ was used by 
some participants to inform assessment of the patient’s 
ability to benefit from continued resuscitation. Judge-
ments on quality of life were based on the independence 
of the patient prior to cardiac arrest and the presence 
of other illnesses and their treatment burdens. Quality 
of life and age were often linked in the judgement of 
whether the patient was likely to benefit from resuscita-
tion. As this paramedic said, ‘if you got someone who’s 86 
and bedbound and they’ve got no quality of life, after 20 
minutes you’re not gonna carry on, because the chances 
are quite slim’ (Paramedic 8). While this paramedic cited 
low chance of survival as a reason to terminate CPR, they 
also revealed that a value judgement about quality of life 
and age impacted on their decision. As such, it was not 
always clear which factors predominated in paramedics’ 
expressed judgements. For relatives, a key concern was 
assumed quality of life if the patient survived the arrest. 
Several spoke about the undesirability of survival with 
neurological disabilities, saying the patient would not 
have wanted to live with such severe deficits. For example, 
speaking about her husband, a participant said: ‘He 
wouldn’t’ve wanted a life that was very seriously compro-
mised’ (Relative 12). Another participant spoke more 
generally, saying, ‘it’s all well and good, you know, talking 
about, you know, saving peoples’ lives, etcetera, etcetera, 
and you’ve just got to think about the quality of life that 
they end up with as a consequence’ (Relative 2).
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Many paramedics also considered the patient’s previ-
ously expressed wishes. Some described checking for the 
presence of a Do Not Attempt Cardiopulmonary Resusci-
tation (DNACPR) or Recommended Summary Plan for 
Emergency Care and Treatment (ReSPECT) form when 
arriving at the scene of a cardiac arrest as standard prac-
tice, particularly if the patient was old, had a terminal 
condition or had severe comorbidities. Paramedics said 
they followed the guidance on the form, unless the form 
was poorly completed, or the recommendations seemed 
irrelevant to the situation:

If there’s a signed ReSPECT form and the arrest falls 
within the remit of that ReSPECT form then we re-
spect the patient’s wishes. We have to act in their best 
interest and if that has already been predetermined 
then we have to respect that. My instinct as a human 
is to continue, but we have to respect the wishes of 
the patient. (Paramedic 9)

For paramedics, interactions with patients’ relatives 
were key to understanding the patients’ previously 
expressed wishes, and some relative participants also 
mentioned the importance of following patients’ wishes. 
This, however, was not always straightforward for them. 
One participant described feeling guilty over forgetting 
that her husband had a DNACPR in place, and there-
fore starting CPR. Another said she started CPR because 
she thought her husband’s collapse may have followed 
a reversible cause, reflecting that she would have acted 
differently had she known he was dying, as her husband 
had previously told her: ‘“If, if it doesn’t work, don’t bring 
me back”’ (Relative 13).

As this section shows, best interests decision-making 
for paramedics was complex and iterative, involving 
consideration of multiple concurrent factors, shaped 
by judgements around quality of life, often with limited 
information and in the context of a changing clinical situ-
ation. Within this dynamic decision-making process, para-
medics had the sensitive task of correctly making (and 
timing) a best interests decision, benefiting the patient 
while avoiding distress to the patient’s family, as the next 
section will explore.

Caring for the patient’s family
In most of the narrated cases, the patient collapsed with 
family members present. These family members emerged 
as key protagonists in the paramedics’ narratives. Para-
medics emphasised the importance of communicating 
clearly with family members both for transparency, and 
to glean information that might help in decision-making. 
However, paramedics also described careful and empa-
thetic words and gestures through which they cared 
for the relatives’ emotional well-being. This was part 
of the wider duty of care to the patient’s family, which 
paramedics described as paramount. As one paramedic 
explained:

there’s a point when—all these cardiac arrests when 
you feel like this is going to be really unsuccessful, 

that I try, particularly in my role now, try and get my 
focus to shift to the family early because that’s essen-
tially then they will become your patient. (Paramedic 
28)

In caring for the patient’s family, paramedics were 
guided by the values of preventing future harm to the 
family and respecting them as a part of the patient’s 
life. For example, like other paramedics, Paramedic 28 
described inviting family members to hold the patient’s 
hand after CPR was withdrawn:

before we finally stop, I always offer the family a 
chance to come and sit with [them], give them a kiss, 
sit down, hold their hand, all that sort of thing before 
we actually, you know, stop the machines and all this 
sort of thing. I think it gives them quite a lot of clo-
sure to see that. (Paramedic 28)

Relatives’ accounts supported the importance para-
medics placed on caring for the patient’s family, 
mentioning acts of empathy and compassion as key to 
their memory of the event—a kind check-in, a caring 
demeanour, the facilitation of closure, and feeling 
looked after: ‘once they’d made everything all, her all 
comfortable, there was one talking to us as well, making 
sure that we were alright’ (Relative 6). When ambulance 
crews were not scrupulous in this duty of care, relatives 
noted that too: one relative was emotionally triggered by 
a wrapper from an electrical lead used in the resuscitation 
attempt, which had not been cleared away, while another 
spoke of how undignified it was that paramedics left his 
grandmother intubated after she had died.

In some cases, paramedics made the decision to do an 
extra round of resuscitation for the family’s sake, showing 
them they did their utmost before stopping resuscitation 
and allowing them to say goodbye:

I normally suggest with the crew that we do another 
round just so that the family can spend a bit of time 
to see it happening and then at that point we, we stop 
while the family are there. (Paramedic 21)

However, while caring for the family was important, 
paramedics clarified this did not extend to providing 
unnecessary interventions against the patient’s best inter-
ests. As this paramedic explained, when confronted with 
a relative who asked that CPR be continued:

… the partner of the lady, who had been doing com-
pressions, asked the crew to carry on, said, ‘Can you 
please just try?’ And that’s a very difficult situation to 
be in, but the, you know, the lead clinician there was, 
‘Look, it’s not in her best interests’. (Paramedic 9)

Moral distress
In some cases, paramedics felt unable to make the deci-
sions they thought would be best for the patient as these 
would have fallen outside their guidelines. Examples 
included cases where the paramedic thought CPR would 
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be futile, but there were no advance decision documents, 
no clear evidence of an end-of-life condition, and the 
patient’s heart rhythm (either PEA, refractory ventric-
ular fibrillation or adrenaline-dependent ROSC) meant 
CPR could not be stopped. For example, a paramedic 
described feeling distressed when they had to perform 
CPR on a patient who would not benefit from it, because 
there was no DNACPR/ReSPECT form in place:

And it’s hard as a paramedic to go to someone, like 
I said, they’re having care, they’ve got carers, they’re 
having to have everything done for them. They’re 
just, they can’t see the TV, they can’t hear, but they 
haven’t got a ReSPECT form, so we start resuscitation 
and it’s like, you know, would this person want this? 
(Paramedic 7)

These situations were ethically challenging for para-
medics, who felt a sense of moral distress at having to 
perform an intervention they felt was undignified and of 
no benefit to the patient. As this paramedic expressed:

I think people deserve to die peacefully and with dig-
nity and what, what we do sometimes is, is very inva-
sive. But we’re guided, we’re guided by certain rules, 
aren’t we, like we can’t, we can’t stop resuscitation 
unless, unless there’s certain criteria met. And some-
times waiting for that criteria to [be]come evident 
before we stop, like the ReSPECT form or looking for 
signs of irreversible criteria. (Paramedic 22)

The moral distress of being bound to perform perceived 
futile CPR was compounded by the emotional impact of 
such attempts on the patient’s family members, which 
one paramedic characterised as ‘giving false hope’:

And I think they’re the ones that can be a bit more 
difficult because you feel like you’re giving false hope 
to the family, you feel like it’s not sort of dignified in 
any way for the patient. And everybody there knows 
that it’s completely futile. But we don’t really have a 
way to not do that, if that makes sense. (Paramedic 
16)

Another paramedic described feeling frustrated at 
having to transport a patient who had likely died before 
the transport according to their clinical judgement, but 
where a senior clinician advised transport in alignment 
with guideline criteria. The patient’s friends, who were 
present at the scene, were also distressed by this decision:

it was very difficult because they were saying 'Why 
are you doing this? Like, he’s, you know, he’s gone'. 
Why, you know, it was, so it was quite a difficult kind 
of scene. Because we all know, you know, we’re just 
kind of doing it because we have to follow the kind of 
algorithm but, you know, I think our hands were tied, 
so. (Paramedic 14)

Later in the interview, the paramedic described this 
decision as representing a moral dilemma, but explained 
that ultimately, in the conflict between making the best 

decision for the patient and following the guidelines, 
the latter had to be followed in order to protect the crew 
from liability.

While some paramedics expressed frustration at not 
having the autonomy to make particular decisions on 
their own—specifically, terminating CPR in some cases of 
PEA—when we asked if they thought paramedics needed 
more decision-making autonomy, most demurred, saying 
that given the wide range of experience within the ambu-
lance service, it would be safer to maintain procedures as 
they are: ‘Autonomising inexperienced staff can be risky, 
because people need guidance, they need experience, 
they need support’ (Paramedic 27). On balance, most 
paramedics felt the gravity of the decision outweighed the 
moral distress or operational issues that might arise from 
paramedics’ lacking autonomy to make some termination 
decisions on their own.

DISCUSSION
In this interview study with paramedics who attended 
OHCA events and relatives of cardiac arrest non-survivors, 
we found that decisions about whether to continue or 
terminate CPR involved multiple ethical considerations 
concerning the duty to protect the patient from harm, 
to act in their overall best interests and to care for the 
patient’s family. Paramedics’ and relatives’ views of the 
patient’s best interests were influenced by values such as 
patient dignity and assumptions about age and quality of 
life. However, the paramedics described decision-making 
processes that relied on clinical guidelines, rather than 
personal values and beliefs. This sometimes led to moral 
distress, due to conflict between what paramedics felt 
was right and what they had to do. While focused on 
the patient, paramedics also expressed a strong duty of 
care towards the patient’s family, recognising the ambu-
lance crew’s key role in preventing future harm to the 
family. The relative interviews conveyed the emotional 
impact of cardiac arrest events on the patient’s family, 
and the importance of clear communication and acts of 
care performed by the ambulance crew in helping them 
through this event, underscoring the ethical commitment 
that paramedics had towards patients’ families.

Our finding that paramedics' decision-making around 
CPR is influenced by factors outside their guidelines is 
reflected in the wider literature on decision-making 
among paramedics and first responders.3 6 16–18 These 
factors include values, beliefs and attitudes that cannot 
be protocolised, leading to variability in decision-making 
and the potential disempowerment of patients.5 19 That 
paramedics made assumptions about age and quality 
of life within their CPR decision-making processes is 
consistent with earlier research6 and can be contextual-
ised within the wider literature on treatment limitation 
decision-making. The Mental Capacity Act 2005 suggests 
that best interests decisions should not be made based on 
perceptions of patient age and quality of life.1 However, 
studies that explored how intensive care doctors make 
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treatment limitation decisions found assumptions about 
patient age, clinical impression, patient independence 
and quality of life featured within decision-making.20 21 
Similarly, a systematic review that examined DNACPR 
decision-making found that age and quality of life 
factored into decision-making.22

Some paramedics described experiencing moral 
distress related to decisions to start, terminate or continue 
resuscitation—a finding aligned with a recent survey of 
emergency clinicians (including paramedics) across 24 
countries, which found that 58% reported moral distress 
caused by inappropriate CPR.23 In our study, moral 
distress emerged where guidelines conflicted with what 
paramedics felt was right; this highlights the guidelines’ 
key role in paramedics’ professional culture in England, 
thereby contributing to the wider literature on how organ-
isational differences between healthcare systems shape 
clinicians’ moral agency and moral distress.24 However, 
while following decision-making guidelines at times led 
to moral distress, paramedic participants spoke of these 
processes as allowing paramedics to avoid providing differ-
ential care based on subjective judgements about patient 
characteristics. Referral to a senior clinician was often 
described by paramedic participants in these situations. A 
similar approach was described in a Norway-based study, 
where paramedics described turning to expert clinicians 
when negotiating the ‘double pressure’ exerted by rela-
tives’ expectations and the paramedics’ own convictions 
on the one hand, and clinical guidelines on the other.25

Paramedics felt the duty to care for the patient’s family 
was a key ethical factor in the decision-making experience 
during an OHCA event. Previous studies have found that 
relatives witnessing an OHCA and the CPR attempt that 
follows experience both immediate distress and lingering 
trauma, and that both relatives and ambulance crews iden-
tify first responders as having a crucial role in supporting 
families.26–28 A systematic review of studies on relatives’ 
experiences of OHCA suggested first responders should 
follow a family-centred model, which recognises families’ 
needs for communication, inclusion, respect, debriefing 
and follow-up in order to understand the OHCA event 
and begin to heal from this experience.29 Another 
study suggested family members can be viewed as part 
of a ‘holistic framework’ of CPR, which attends to both 
patients’ survival and relatives’ emotional well-being.30

Paramedics must make ethically challenging and life 
changing decisions around termination of resuscitation. 
Guidance on negotiating these ethical challenges under-
pinned by specific consideration of ethical issues during 
training is needed to support paramedics in this aspect of 
their decision-making. In the intensive care context, Grif-
fiths et al have suggested that a decision-making frame-
work that facilitates the weighing of burdens and benefits 
could reduce reliance on individual clinicians’ assump-
tions and increase transparency and equity.20 A similar 
framework, taking into account the specific constraints of 
decision-making in OHCA, could be helpful to include 
in guidance and training for paramedics. There is also 

a need to recognise and support paramedics who expe-
rience moral distress arising from their experiences. 
Boulton et al have suggested that a personalised approach 
to supporting clinicians in intensive care who experience 
moral distress is needed, while noting the importance of 
a supportive organisational culture and the availability 
of designated experienced senior staff in the support 
process.31 Explicit consideration of moral distress should 
be included in developing clinical support structures for 
paramedics.

The study has several strengths. Through including 
participants from two ambulance trusts, we could account 
for structural factors within narratives of decision-making 
and clinical processes. Moreover, through including 
both paramedics and relatives of OHCA non-survivors, 
we attended to the perspectives of the immediate stake-
holders in an OHCA event, developing a more compre-
hensive account of the ethical concerns involved. 
Grounding the interviews in cardiac arrest cases the 
paramedic participants had attended, we were able to 
focus the discussions on specific practices, experiences 
and reflections, providing a more reliable empirical basis 
for the analysis. The study was limited by the fact that no 
OHCA survivors volunteered to participate, despite our 
attempts to recruit survivors. Previous studies have shown 
that cardiac arrest survivors and their relatives experience 
long-term emotional sequalae different from those of the 
relatives of non-survivors,32 33 and it would have been 
valuable to explore these in relation to ethical concerns. 
Additionally, because some of the paramedic partici-
pants attended cardiac arrest events very frequently, a few 
could not remember the event for which they had been 
recruited; they therefore discussed another recent event, 
potentially biasing discussion towards events featuring 
memorable elements. While relative participants referred 
to what the patients would have wanted, most had not 
discussed cardiac arrest and its potential outcomes with 
the patients in advance, so these understandings may 
have been articulated after the event as part of recon-
ciling with the patient’s death. Although we attempted to 
recruit clinicians and relatives associated with the same 
cases, this proved to be challenging, and thus we could 
not triangulate relatives’ and paramedics’ experiences. 
Finally, we acknowledge that while this was beyond the 
scope of the study, it would have been valuable to observe 
ethical decision-making in action during OHCA events.19

Conclusion
This interview study with paramedics and relatives of 
patients who did not survive OHCA events highlights the 
importance of non-protocolised ethical considerations 
in paramedic decision-making about terminating CPR. 
The patient’s best interests were foremost and established 
guidelines and processes were used to reach a decision 
that prevented harm to the patients. However, para-
medics also felt ethically obligated to the patient’s family, 
and expressed moral distress when personal convic-
tions clashed with the guidelines, thereby increasing 
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the ethical complexity of these events. A framework for 
ethical decision-making in OHCA, alongside organisa-
tional support for decision-making, may help paramedics 
reduce their moral distress and provide consistent and 
transparent decisions for patients and their families.
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