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Abstract
Introduction
Advance directives are known to present challenging ethical issues in health care practice, however there is a paucity of research 
into paramedic perspectives of advance directives. In situations where the patient has not considered end-of-life provisions, or 
is unable to communicate their wishes, this contributes to an ethically complex decision-making environment for practitioners. 
Ethical deliberation contributes to practitioners’ critical thinking skills and helps prepare them for decision-making under 
uncertainty. This research aims to highlight and explore underlying values within ethically complex practice-based decisions.

Methods
An exploratory, interpretive study using the ‘Values Exchange’, a web-based ethical decision-making tool, explored 18 urban-
based New Zealand paramedics’ deliberative perspectives on a controversial end-of-life scenario.

Results
Thematic analysis of participants’ responses ascertained the breadth of views on advanced directives, with the emergence of 
three dominant themes; legal tensions, multiple constructs of dignity and seeking solutions that support clinical practice.

Conclusion 
Findings revealed that when considering situations involving advance directives, participants regarded the duty to uphold patient 
dignity as paramount. There was a desire for greater legal guidance and a call for increased professional education in law and 
ethics. This study provides insight into New Zealand urban-based paramedics’ views and experiences of this ethically challenging 
aspect of patient care.
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Introduction
New Zealand (NZ) paramedics operate under three scopes of 
practice: emergency medical technician (EMT), intermediate 
life support (ILS), and intensive care paramedic (ICP). The 
primary function of the ambulance sector in New Zealand 
is to deliver pre-hospital clinical care including triage, 
treatment and transport. There are two land-based ambulance 
services and 21 air ambulances (1) that serve a population 
of 4,242,042 across a landmass of 271,000 km2 (2). St 
John is the largest land-based ambulance service provider 
in New Zealand. It operates 610 ambulances and employs 
2481 staff members who are supported by 2782 ambulance 
volunteers. In 2012, St John received 366,509 emergency 111 
calls, attended 350,985 emergency calls and treated 403,261 
patients. During 2012, St John attended more than 2000 
cardiac arrests (3). 

Advance directives are written or oral statements, made when 
people have capacity, regarding their treatment wishes when 
they are no longer able to demonstrate capacity to consent 
(4,5). A patient initialised Do Not Resuscitate (DNR) order is 
an example of an advance directive commonly found in the 
literature (4,9,10).

International research highlights the complexity of advance 
directives in out-of-hospital cardiac arrest decisions, 
especially in terms of conflict between family and patient 
wishes, assessment of futility and unclear decision-making 
criteria, especially in the absence of a written DNR order (6). 
In the United States (US), members of the emergency medical 
services report an increased sense of empowerment where 
policy permits the acceptance of verbal DNR requests (7), 
as opposed to more formal written orders, while a Canadian 
study highlighted that most EMTs were comfortable upholding 
DNR orders, even when such actions may contradict local 
regulations (8).

In the New Zealand setting, an advanced directive is 
recognised by both Section 11 of the New Zealand Bill of 
Rights 1990 and Section 7(7) of the Code of Health and 
Disability Services Consumers’ Rights (9,10). The Protection 
of Personal and Property Rights Act 1988 allows for an 
enduring power of attorney and welfare guardianship, 
however these proxies do not have the right to refuse 
standard medical treatment necessary to save a person’s life 
(8,11). In New Zealand, advance directives do not need to be 
signed by an individual or witnessed by a health practitioner, 
solicitor or Justice of the Peace (4). An advance directive’s 
validity is based on whether the consumer ‘was competent 
to make the particular decision, when the decision was 
made; and made the decision free from undue influence; was 
sufficiently informed to make the decision; and intended his or 
her directive or choice to apply to the present’ (14).

Adding to the complexity, the notion of patients consenting 
in advance to the refusal of life saving treatment may create 

tensions when New Zealand health practitioners also have 
an obligation to provide necessaries of life as codified in 
section 151 of the Crimes Act 1961 (15). While there may 
be opportunities to discuss end-of-life decisions in a hospital 
environment where attending health professionals are 
familiar with the patient, the already complex challenges of 
enacting an advance directive may well be compounded in 
the pre-hospital emergency environment. For example, when 
a cardiac arrest occurs in the community, the responding 
paramedics usually do not know the person requiring 
resuscitation and need to make immediate decisions with 
respect to advance directives, often with little to inform 
them of the patient’s wishes and having to evaluate the oral 
statements of relatives in highly acute clinical situations. 

Understanding the complexity of advance directives and 
being aware of multiple perspectives provide the opportunity 
to gain insight into the ethical and legal frames that 
influence paramedic practice. While practitioners attempt 
to administer competent practice such as cardiopulmonary 
resuscitation (CPR) and rely on current research on how to 
do this effectively, perhaps more difficult is the values based 
decision about whether to actually conduct CPR or not. The 
role of values in the decision-making process is increasingly 
acknowledged in the health care environment (16-18). A 
greater awareness of values and their role in decisions can 
help people to understand their own, and others’ decision-
making processes and the Values Exchange (Vx) provides a 
vehicle for achieving this (18-21). Based on earlier iterations 
of Seedhouse’s Ethical Grid and Rings of Uncertainty (22), 
the Vx reflects a values based approach to ethical decision-
making, where a ‘value’ is seen as merely an ‘expression 
of preference’, and a value judgement, a decision based 
on preferred values (22, pxxii). The Vx presents a range 
of values concepts, such as dignity, law, rights, truth, risk, 
integrity and care, with users providing justification for their 
preferred concept choices and the weighted importance 
given to them. This perception of values differs from other 
examples in the emergency medical services (EMS) literature, 
which utilise the Managerial Value Profile (MVP) instrument 
(23-24). While there is consensus that values are at the 
heart of decision-making, the MVP is outcome based and 
aims to measure statistical significance in relation to paired 
general statements, with a distinct employee/organisation 
focus. In comparison, the Vx tool is scenario specific and 
process orientated, utilising values that can be applied in any 
setting and interpreted in unique ways by the user. While its 
database has the capacity to track users’ concept choices 
and to present them quantitatively, this study focused on 
the database’s qualitative data, derived from users’ free text 
justifications for a specific practice based scenario.

This research aims to highlight and explore underlying values 
present within practice-based decisions that focus on advance 
directives. It is not intended as a legal review. This may help 
to demystify and provide a schema to hinge new learnings in 
relation to this ethically challenging area of pre-hospital care.
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Methods
Study design
This was an exploratory, interpretive study using Vx, a web-
based ethical decision-making tool, to explore urban-based 
paramedics’ perspectives on advance directives. Exploratory 
research is seen as appropriate where little is known about 
a phenomenon and so can act as a starting point for an 
emerging area of interest (25). Given the limited New Zealand 
specific research in the area of advance directives in the out of 
hospital setting justifies this approach.

Participants
A total of 18 urban Auckland based paramedics agreed 
to participate in the study. The gender composition was: 
thirteen male, four female and one person of undisclosed 
gender. Inclusion criteria were that participants were working 
paramedics in the Auckland metropolitan area. Paramedics 
from other areas of New Zealand or who were undertaking 
studies toward paramedic qualifications were excluded from 
the study. The participants’ paramedic experience varied, with 
eight having more than 10 years’ experience in the ambulance 
service, seven having 5–10 years, and two with less than 3 
years’ experience. Twelve were aged more than 30 years 
and four were aged less than 30 years, with one choosing 
not to disclose their age. The participants comprised of four 
EMTs, three ILS, 10 ICP and one participant who chose not to 
disclose this information.

Instrumentation 
The Vx is an educational web-based decision-making tool 
that provides users with a framework for working through 
complex practice based ethical issues. The tool facilitates 
semi-structured in depth decision-making using a series 
of interactive screens based on established ethical theory 
and key contextual considerations (26). Its format and 
philosophy provides users with prompts for critical thinking and 
opportunities to explain the relevance and weighting of chosen 
ethical concepts. Importantly, the Vx recognises the role of 
both evidence and values in the decision-making process. 

Procedures
The first part of the Vx process is that participants are asked 
to consider a case scenario. The following scenario was 
presented:

Mr Jones, 79 years of age, lives at home with his wife Mrs 
Jones. Mr Jones has chronic obstructive airways disease that 
limits his activity. Mr Jones phones the ambulance because 
he is struggling to breath and his wife is not home. When you 
and your crew partner arrive you find Mr Jones collapsed on 
the floor, cyanosed and not breathing. You and your partner 
start CPR. The defibrillator is connected, coarse ventricular 
fibrillation (VF) is noted and you defibrillate – he remains in 
coarse VF. Half way through the 2-minute cycle of CPR Mrs 

Jones arrives home and becomes obviously distressed and 
asks you to stop CPR. Mrs Jones says that her husband 
had made it clear to her that he would never want to be 
resuscitated.

The Vx then asked participants to decide whether or not 
they agree with the proposal that they continue CPR. Once 
they either agreed, strongly agreed, disagreed or strongly 
disagreed, the Vx asked participants who they believed was 
the most important stakeholder in the scenario. This could be 
the patient, the patient and their family, the profession, wider 
society or the participant. The Vx then guides participants 
to complete a more detailed and in depth deliberation of 
the scenario via two main screens: the Reactions and the 
Reasons screens. Using a combination of free text and 
structured interactive components, the Reactions screen 
requires users to consider and prioritise a set of pre-
determined value concepts (dignity, law, rights, risk, your 
emotion and your role) and to justify their selections (Figure 1). 

When completed, users then move to the Reasons screen 
(Figure 2), in which participants are given the opportunity 
to expand their thinking. Using a range of theoretical ideas 
as well as other contextual factors, such as the users own 
experience and the available evidence, this screen facilitates 
development of an argument for the position they have taken 
on the scenario, as well as considering alternative ways to 
resolve the issues.

Data analysis
Upon completion of any Vx case deliberation, users gain 
instant access to reports that show their own and others’ 
responses to the scenario. The Vx has the capacity to 
generate a number of reports that can be initiated by any 
case responder. In this study, the researchers exported 
basic quantitative data reflecting demographic information, 
agreement status and cumulative weightings of key value 
concepts. Throughout the deliberative process users are 
invited to add justifications for each of their choices, providing 
a rich database of qualitative data for analysis. These data 
representing participants’ free text responses underwent 
manual thematic analysis to ascertain the breadth of views on 
advanced directives and identified underlying values. Thematic 
analysis, unlike content analysis, usually involves both 
manifest and latent content with description and interpretation 
inseparable (27). Using Braun and Clarke’s six step process 
(28) for the qualitative analysis, the researchers became 
familiar with the data, generated initial codes, searched for 
themes, reviewed themes, defined themes and produced a 
report; a method previously used to successfully analyse Vx 
data (18,20,21). To minimise bias and ensure validity, the data 
was analysed independently by all researchers and agreement 
reached. Potential themes were noted and significant points of 
difference identified with continual refining and crystallising of 
themes.
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Figure 1. Reactions screen

Figure 2. Reasons screen
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Ethics
The study was approved by AUTEC, AUT University’s ethics 
committee and registered with St John.

Results
Of the 18 participants six agreed or strongly agreed with 
the proposal that in this scenario they would continue CPR, 
while 12 disagreed or strongly disagreed. As part of their 
deliberation using the Reactions screen, the participants 
based their arguments on a mix of key ethical concepts 
(Figure 3). For those who agreed with the case proposal, 
‘Law’ was slightly more prominent than the other key 

concepts, while ‘Rights’ was of greatest consideration for 
those who disagreed with continuing CPR (Figure 3). Overall, 
the weighting given to the key concepts by the participants 
was similar for all proposal positions. 

In addition to the quantitative data reports from the Vx, 
manual thematic analysis of participants’ free text responses 
ascertained the breadth of views on advanced directives 
and identified underlying values with three dominant themes 
emerging:

1. Legal tensions: clarity and fears 
2. Enduring and multiple constructs of dignity and rights 
3. Seeking solutions that support paramedic clinical practice. 

Figure 3. Results overview as generated by the Vx
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Discussion
Legal tensions: clarity and fears 
All health providers face complex ethical situations. For 
paramedics, decisions must often be made with urgency. 
Sandman and Nordmark suggested that there is a ‘lack 
of in-depth discussion of ethical issues in the pre-hospital 
emergency field’ (29, p.593). When paramedics experience 
urgency, they may rely on existing standards of practice or 
personal judgements rather than explicit ethical frameworks or 
the law (30). In addition, professional protocols may provide 
insufficient guidance about the ‘right’ way to respond in complex 
emergencies. Legal guidance, which may offer optimal help with 
the luxury of time, may in fact create tensions and fears within 
the time constraints of the pre-hospital emergency environment. 
It may also be possible that even if the law was clear the issues 
raised in such end-of-life decisions may still be conflicting for 
paramedics. As Gillet notes, ‘A patient’s advance directive 
confronts a clinician with a quasi-legal document of uncertain 
status in different jurisdictions and therefore a challenge to her 
or his clinical acumen and skill’ (31, p.751). 

Our participants did look to the law for guidance in the field, with 
some finding clear and certain guidance about how it guided 
them to respond in this scenario.

‘The right to accept or decline treatment is law’ (paramedic 17).
‘The Health and Disability Commissioner has these rights to 
protect consumers and providers. Patients have the right to 
choose whether they be resuscitated or not’ (paramedic 18).
‘There is a legal requirement for us to follow the wishes of the 
patient’ (paramedic 34).

However, while all 18 participants chose ‘Law’ as a key concept 
within their Vx deliberation, not all participants felt this certainty 
and three clear areas of concern were expressed: a desire for 
legal clarity; tensions between law and ethics; and fears and 
consequences. 

Despite a desire to adhere to the law, and initial confidence 
in locating and understanding the law, some participants 
noted that the guidance on advanced directives lacks clarity. 
Describing the law as ‘grey’, several paramedics in this study 
wanted the law to offer more definitive guidance.

‘I feel uncomfortable about this case, because it seems to be 
such a grey area, where we are given very limited guidance 
on what to do as a paramedic, even though we are exposed to 
situations like the above very frequently’ (paramedic 2).
‘Anything short of having a written directive/signed DNR is 
complicated’ and that without this level of clarity the situation 
was ‘not clear legally’ (paramedic 17).

‘Ideally the patient would have their advance directives noted in 
advance’ (paramedic 13).

However, looking to the law for guidance was not the focus of 
all participants. While paramedics recognised the role of the law 
to guide practice decisions in some situations a broader lens 
may be beneficial, indicating a tension between the law and 
other ethical considerations. 

‘The crew have blindly started CPR as ‘per the guidelines’ and 
need to be able to step back and look at the bigger picture of 
what is right for the patient and partner’ (paramedic 1).

The participants gave a clear sense that, at times, the law may 
not guide the paramedic to make what they see as the ‘right’ 
decision. For example, the following response indicates that the 
participant considers that what is legal is not always right: 

‘The proposal is legal in that implied consent applies here, 
however it is also not the right thing to do’ (paramedic 1).

Another participant also identified this tension: 

‘Legal issues are a concern, however the patient’s views are my 
primary concern’ (paramedic 13).

The lack of legal clarity was associated with fears and 
consequences for the participants. This created an emotional 
tension and impacted on the paramedics. 

‘I think the law around advanced directives needs addressed. 
Taking a DNR verbally from a relative places a lot of stress on a 
paramedic. It’s hard to say whether (the family members) they 
are in fact telling the truth or not’ (paramedic 18).

A lack of legal clarity seemed to also elicit unrealistic and 
unfounded fears about legal consequences. 

‘Anything short of having a written DNR is complicated… 
possible potential for lawsuit?’ (paramedic 17).
‘The follow on effect of an undesirable outcome… may reflect 
on our practise and subject us to lawsuits and loss of practising 
ability’ (paramedic 18).

New Zealand’s unique legal health care environment 
established by the ‘no fault’ Accident Compensation Act means 
that litigation, while a possibility, is highly unlikely (32). To date 
we could find no evidence within New Zealand of a paramedic 
being subject to litigation relating to their clinical practice, yet 
some participants had a clear perception that they were at risk 
of legal consequences. 
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There are documented advantages of rule-based decision-
making. Avery describes deontological principles as being ‘the 
cornerstone of health care ethics’ (33, p.31). Having rules to 
follow, whether laws or professional codes of ethics, provides 
a consistent framework that helps to ensure predictable 
outcomes, a universal law that must be adhered to without 
exception (26,34). However, our participants’ responses 
reflect one of the main disadvantages of this approach: which 
takes primacy if there is more than one set of rules to follow? 
When faced with the law and our own sense of ‘right’ action, 
deontology fails to guide, leaving the paramedic to decide 
which principle or set of rules to follow. Despite attempts for 
the law to offer clarity, participants seem to have perceived 
their primary duty as respecting dignity over adherence to 
the law. This is in line with findings by Sherbino et al (8) who 
found that a significant number of Canadian EMS personnel 
were comfortable upholding DNR orders in the absence of 
regulations permitting such actions.

Enduring and multiple constructs of dignity and rights
Participants identified upholding the dignity and rights of 
the patient and their family as key factors associated with 
the case. Upholding dignity and rights is congruent with 
the Kantian Categorical Imperative: ‘One must act to treat 
every person as an end and never as a means only’ (35, 
p.345). In particular, participants emphasised the importance 
of preserving patient dignity in end-of-life care. Fifteen 
paramedics chose ‘dignity’ as a key concept and several 
paramedics referred to the need to extend respect for dignity 
beyond life.

‘We preserve peoples dignity when treating live patients, this 
should not cease with their death’ (paramedic 17).
‘Dignity is essential for all patients but especially in end-of-life 
cares’ (paramedic 13).
‘The right for a patient to make a choice about the care they 
receive is incredibly important even in death’ (paramedic 15).

A recurring aspect to this theme was the indignity for the 
patient of an inappropriate resuscitation, and that the 
paramedic should enable the patient to die with dignity. To 
that end, dignity may not be confined to an abstract notion of 
upholding the patient’s supposed refusal of treatment. Dignity 
may also mean that people are not subject to futile traumatic 
procedures.

‘Let the patient die with dignity’ (paramedic 1).
‘I feel strongly that there should be dignity in dying and 
that at times doing nothing for the patient is best for them’ 
(paramedic 21).
‘… ensuring that CPR does not just prolong the dying 
process’ (paramedic 4).

‘The indignity of inappropriate resus or watching, knowing that 
it was against the persons wishes’ (paramedic 17).
‘The emotional stress and distress that witnessing a loved 
one undergo an invasive procedure such as a resuscitation 
attempt when you know it is against their wishes’ (paramedic 
28).

Findings by Bremer et al (6) that saving the patient’s life 
as first priority was not confirmed by this study, with New 
Zealand based paramedics centring their decision-making 
on upholding patient dignity, open to the possibility that not 
saving the patient’s life was sometimes the most dignified 
outcome. Gillett describes the common misconception 
among health professionals that they have a duty to always 
save a life, where possible. The standard of best interests, 
based on societal norms of a tolerable and worthwhile life, 
is ambiguous, but serves ‘to mitigate an aggressive life at 
all costs stance’ (31, p.753). The philosophy of acting in the 
patient’s best interest is commonly visible in the paramedics’ 
responses, although ‘best interests’ is not well defined. 

‘My role is to provide a service I consider to be in the best 
interest of the patient’ (paramedics 1, 2, 20 and 25).
‘…  establish the facts and act in the best interests of the 
patient rather than giving in to emotion’ (paramedic 18).
‘Working in a professional team to define and act in the best 
interest of the patient’ (paramedic 19).

While other studies (6,7) reported instances where personnel 
justified futile CPR for the sake of the family, respondents 
in this study prioritised patient wishes over the interests of 
others. 

Contemporaneous consent from the patient is generally 
impossible to obtain in the setting of cardiac arrest (36). In the 
absence of a written advance directive the participants explain 
that in such situations the paramedic may have to rely on the 
veracity of the relatives to convey the patient’s wishes.

‘We have to trust that the wife is accurately conveying the 
patient’s wishes with no ulterior motive’ (paramedic 17).
‘It is possible that the wife... may indeed be telling the truth’ 
(paramedic 18).

The paramedics’ concern over accepting the relative’s 
account of the patient’s wishes was focused on enabling 
the patient’s right of self-determination. In this case, the 
patient called the ambulance for help prior to collapsing. No 
respondent suggested that this act implied the desire for 
resuscitation, accepting the wife’s account of the patient’s 
wishes of not wanting to be resuscitated as creating the 
complex decision-making situation.
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One tension associated with a surrogate or relative describing 
the inclination of the patient is that the surrogate may not 
necessarily be expressing the wishes of the patient. Studies 
have shown that a significant proportion of decisions by 
surrogates do not align with the desires of the patient; some 
surrogates prefer extraordinary life saving measures in the 
face of the death of a loved one and so are not promoting 
the patient’s autonomy (4,37-39). The converse is also a 
possibility in that an unscrupulous relative may purposefully 
misrepresent the medical preferences of the patient for self-
gain, devaluing the consent process and not respecting the 
patient’s autonomy.

Seeking solutions that support paramedic practice 
Avery (33) describes a common paradox for health 
practitioners in which they are faced with two conflicting 
paradigms: on the one hand their professional training is 
heavily influenced by deontological principles, however their 
practice reality requires them to consider the consequences 
of their actions. Participants recognised this complexity by 
communicating within their responses that there was a need 
for additional guidance to assist in situations concerning 
advance directives. 

‘We are given very little guidance on what to do as a 
paramedic, even though we are exposed to situations like the 
above very frequently’ (paramedic 2).

In keeping with the known problem-solving nature of the 
profession, many of the paramedics suggested potential ways 
forward with respect to advance directives. 

In line with findings other studies in the literature (8), 
participants’ recommendations included suggestions for 
improved concrete guidance in the form of greater emphasis 
on written documents. 

‘Anything short of having a written directive/signed DNR is 
complicated’ (paramedic 17).
‘Formal written documents should be provided. This then 
protects crews and patients from any adverse events. We 
need a legally binding DNR signed by the patient who was 
legally competent’ (paramedic 18).

Better methods of informing responders of the patient’s 
wishes were suggested, such as tattoos or medic alert 
bracelets. These were also similar to suggestions reported by 
Sherbino et al (8). Other participants in this study suggested 
increased debate on the issue of advance directives with 
discussions to include the views of professional colleagues, 
and the public with one participant stating that: 

‘Talking to patients and their families was important as they 
would potentially benefit from end-of-life plans’ (paramedic 
28).

Including the public was also seen as a useful strategy by 
Marco et al (40), who argued that this would not only help 
guide policy development but may also lead to increased 
numbers of the public having a personal advance directive in 
place. 

A further group of participants reported that guidance needed 
to come from further education for those working in the 
ambulance service. In particular increased education in the 
areas of health law and ethics was suggested with the goal to 
further develop reasoning skills. 

‘Clarity around the [legal] issues for the inexperienced’ 
(paramedic 20).
‘[A] research project needs to be initiated looking into 
paramedic understanding of health law and ethics’ (paramedic 
34).

Further research
Findings in this study indicate the need to replicate this study 
with participants from rural paramedic practice in order to 
build a fuller picture of advance directive decision-making 
processes across the New Zealand ambulance sector. The 
structure and delivery of pre-hospital care in New Zealand 
includes a significant rural sector, with a broad range 
of qualifications represented and, in particular, a higher 
proportion of volunteer staff, forms an integral part of the 
ambulance service and as such the perceptions of its crews 
will add a further layer of understanding to this aspect of 
paramedic practice.

Limitations
The sample size in this study was small and this may be 
seen as a limitation, although generalisability was not part 
of the methodology. Because the study focused on urban-
based paramedics the demographics and qualifications 
of participants may not be representative of the sector as 
a whole. In addition, participants were presented with a 
hypothetical scenario. While this was peer reviewed for 
authenticity, it is unknown to what extent participants would 
act in the same way, if faced with the scenario in practice.

Conclusion
This small qualitative study has demonstrated not only 
the complexity around advance directive decision making 
but has also illuminated the critical thinking undertaken 
by urban based paramedics when considering end-of-life 
care situations. While the law was looked to for guidance, 
our participating paramedics based their decision-making 
on upholding and preserving patient dignity. Of particular 
relevance to participants was the value of dignity beyond
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life, a state where the realm of current advance directive law 
does not extend and raises questions about how dignity can 
be upheld both during and after death in the pre-hospital 
emergency care context.

With limited research that focuses on paramedic practice 
in New Zealand, this study, while not generalisable, 
illuminates paramedic concerns about advanced directives 
in the emergency care setting, and through the use of the 
Vx, demonstrates the ability of paramedics to engage in 
robust, thoughtful consideration of ethically complex end-
of-life decisions. The study also highlights a call for further 
education for the sector. Participants described discomfort 
and insecurity stemming from a lack of guidance and called 
for greater debate, clearer laws, and further education for 
paramedics in health law and ethics.

It is hoped that with further research a clearer picture of 
advance directives will continue to emerge with the ability 
to inform professional education and sector guidance for 
contemporary pre-hospital care in the New Zealand health 
care environment.

Acknowledgements
We would like to thank all the paramedics who participated in 
this research and Professor Kate Diesfeld, AUT University, for 
reviewing earlier drafts. 

Conflict of interest
The authors declare they have no competing interests. Each 
author of this paper has completed the ICMJE conflict of 
interest statement.

References
1.	 Ambulance New Zealand (2011). New Zealand Ambulance 

Major Incident and Emergency Plan: The Plan. Wellington, 
New Zealand. Available at: www.ambulancenz.co.nz/
downloads/files/The_Overview.pdf

2.	 Statistics New Zealand (2013) Census QuickStats 
about national highlights. Available at: www.stats.govt.
nz/Census/2013-census/profile-and-summary-reports/
quickstats-about-national-highlights.aspx 

3.	 St John (2013). Annual Report. Wellington, New Zealand. 
Available at: www.stjohn.org.nz/globalassets/.../annual-
report/annualreport2013.pdf

4.	 Malpas P. Advance directives and older people: ethical 
challenges in the promotion of advance directives in New 
Zealand. J Med Ethics 2011;37:285–9.

5.	 New Zealand Medical Association. Advance directives. 
Wellington, New Zealand. Available at: www.nzma.org.nz/
patients-guide/advance-directive

6.	 Bremer A, Dahlberg K, Sandman L. Balancing between 
closeness and distance: emergency medical services 
personnel’s experiences of caring for families at out-of- 
hospital cardiac arrest and sudden death. Prehosp Dis Med 
2012;27:42–52.

7.	 Grudzen C, Timmermans S, Koenig W, et al. Paramedic 
and emergency medical technicians views on opportunities 
and challenges when forgoing and halting resuscitation in 
the field. Acad Emerg Med 2009;16:532–8.

8.	 Sherbino J, Guru V, Verbeek P, Morrison L. Prehospital 
emergency medical services’ ethical dilemma with do-not-
resuscitate orders. CJEM 2000;2:246–51.

9.	 New Zealand Bill of Rights 1990. Available at: www.
legislation.govt.nz/act/public/1990/0109/latest/DLM224792.
html

10.	Health and Disability Commissioner (Code of Health and 
Disability Services Consumers Rights) Regulation 1996. 
Available at: www.hdc.org.nz/the-act--code/the-code-of-
rights

11.	Protection of Personal and Property Rights Act 1998. 
Available at: www.legislation.govt.nz 

12.	Santonocito C, Ristagno G, Gullo A, Weil M. Do-not-
resuscitate order: a view throughout the world. J Crit Care 
2013;1:14–21.

13.	Wareham P, McCallin A, Diesfeld K. Advance directives: the 
New Zealand context. Nurs Ethics 2005;4:349–59.

14.	Skegg P, Paterson R, Manning J. Medical law in New 
Zealand. Wellington: Thomson Brookers; 2006.

15.	New Zealand Crimes Act 1961. Available at: www.
legislation.govt.nz/act/public/1961/0043/latest/whole.html

16.	Fulford K, Dickenson D, Murray T. Healthcare ethics and 
human values: an introductory text with readings and case 
studies. Oxford: Blackwell; 2002.

17.	Petrova M, Dale J, Fulford B. Values-based practice in 
primary care: easing the tensions between individual 
values, ethical principles and best evidence. Br J Gen Pract 
2006;6:703–9.

18.	Lees A, Godbold R. To tell or not to tell? Physiotherapy 
students responses to breaking patient confidentiality. N Z J 
Physiother 2012;40:59–63.

19.	Godbold R, Lees A. Valuing values in health education: 
Can web based decision making technology help? NET 
NEP 2014 5th International Nurse Education Conference; 
Noordiwijkerhout, The Netherlands.

20.	Godbold R, Lees A. Ethics education for health 
professionals: a values based approach. Nurse Educ Pract 
2013;13:553–60.

21.	Lees A. Learning about ethical decision making in health 
care using web-based technology a case study: a thesis 
submitted to Auckland University of Technology. 2001. 



10

Davey: New Zealand paramedic attitudes towards advance directives
Australasian Journal of Paramedicine: 2016;13(4)

22.	Seedhouse D. Values based decision making for the caring 
professions. Chichester, U.K.: Wiley-Blackwell; 2005.

23.	Bremer A, Herrera MJ, Axelsson C, Marti DB, Sandman L, 
Casali GL. Ethical values in emergency medical services: a 
pilot study. Nurs Ethics 2015;22:928–42.

24.	French E, Casali G. Ethics in emergency medical services – 
Who cares? An exploratory analysis from Australia. Journal 
of Business Ethics and Organizational Studies 2008;13:44–
53.

25.	Patton M. Qualitative research and evaluation methods. 
Thousand Oaks, CA: Sage; 2002.

26.	Seedhouse D. Ethics: the heart of health care. 3rd edn. 
Chichester, U.K.: Wiley-Blackwell; 2009.

27.	Vaismoradi M. Content analysis and thematic analysis: 
Implications for conducting a qualitative descriptive study. 
Nurs Health Sci 2013;15:398–405.

28.	Braun V, Clarke V. Using thematic analysis in psychology. 
Qual Res Psych 2006;3:77–101.

29.	Sandman L, Nordmark A. Ethical conflicts in prehospital 
emergency care. Nurs Ethics 2006;13:592–607.

30.	Nordby H, Nøhr Ø. The ethics of resuscitation: How do 
paramedics experience ethical dilemmas when faced with 
cancer patients with cardiac arrest? Prehosp Disaster Med 
2012;27:64–70.

31.	Gillett G. Whose best interests? Advance directives and 
clinical discretion. J Law Med 2009;16:751–8.

32.	Accident Compensation Act 2001. Available at: www.
legislation.govt.nz/act/public/2001/0049/latest/DLM99494.
html

33.	Avery G. Law and ethics in nursing and healthcare: an 
introduction. London, Sage; 2013.

34.	Rachels J, Rachels S. The elements of moral philosophy. 
5th edn. Boston: McGraw-Hill; 2007.

35.	Beauchamp T, Childress J. Principles of biomedical ethics. 
5th edn. Oxford; 2001.

36.	Moore M, Grundy K. CPR in New Zealand hospitals: an 
alternate perspective on lawfulness and ways to improve 
practice. N Z Med J 2011;124:72–9.

37.	Foo A, Lee T, Soh C. Discrepancies in end-of-life decisions 
between elderly patients and their named surrogates. Ann 
Acad Med Singapore 2012;41:141–53.

38.	Worthington R. Clinical issues on consent: some 
philosophical concerns. J Med Ethics 2002;28:377–80.

39.	Sonnenblick M, Friedlander Y, Steinberg A. Dissociation 
between the wishes of terminally ill parents and decisions 
by their offspring. J Am Geriatr Soc 1992;41:599–604.

40.	Marco C, Schears R. Societal opinions regarding CPR. Am 
J Emerg Med 2002;20:207–11. 


