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Worker experiences of the work health and safety impacts of 
exposure to dying and death in non-clinical settings: 
a qualitative scoping review
Natalie Roche a, Susan Darzins b, Jodi Oakman a and Rwth Stuckey a

aCentre for Ergonomics, Safety and Health, School of Public Health, La Trobe University, Melbourne, 
Australia; bSchool of Allied Health, Australian Catholic University, Melbourne, Australia

ABSTRACT
Workers in varied non-clinical settings are often exposed to dying 
and death in the community. This scoping review aimed to explore 
the physical and psychosocial Work Health and Safety impacts of 
exposures to death on workers in non-clinical occupational roles, 
and their coping strategies. Electronic databases PsycINFO (Ovid), 
Medline (Ovid), AMED (EBSCO), CINAHL (EBSCO), and ProQuest 
Social Sciences were searched for peer reviewed research articles 
published between March 1971 and April 2022. PRISMA-ScR guide
lines were followed. Three authors independently assessed articles 
for inclusion. Fifteen studies with exposure settings in first 
response, disaster relief, social services, funeral work and teaching 
were identified. Five main themes were developed and organised 
using a systems approach: Environment, Workplace, Job Demands, 
Impacts, and Coping. These findings demonstrate that exposure to 
the dying, the dead and their families in non-clinical settings 
impacts workers emotionally, physically, and behaviourally, sug
gesting the need for mitigation through work redesign.

KEYWORDS 
Death; dying; workers; work 
health and safety; impacts

The impacts on workers’ health and safety (WHS) for those dealing with dying and death 
have not been widely or comprehensively examined beyond healthcare worker exposures 
(Barnes et al., 2020; Roche, Darzins, Oakman, et al., 2022; Zheng et al., 2018). A scoping 
review by Roche, Darzins, Oakman, et al. (2022) focused on workers in clinical contexts, 
finding they were impacted at a personal and professional level and were required to 
manage with minimal organisational support or resources to mitigate negative outcomes 
such as grief, stress, trauma and helplessness.

Non-clinical settings refer to domestic, community or public spaces, in which health 
care may be provided but has not been designed nor structured to be an actual 
healthcare setting. Exposure to dying and death is a WHS hazard that workers in non- 
clinical environments may also experience or may routinely encounter. These work 
environments are often uncontrolled, referring to work conditions that are not under 
the direct control of the workers or employer, for example public spaces where an 
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accident or disaster has occurred. In non-clinical environments, workers may also perform 
their duties in volatile situations where family members are present and encounter 
extreme distress or even violence among the bereaved (Mainds & Jones, 2018; Nelson 
et al., 2020). Job demands will vary depending on the occupation and work context, but 
non-clinical settings can present a range of hazards to a person’s health and wellbeing 
that are difficult to predict and manage in uncontrolled and often unpredictable environ
ments (Lawn et al., 2020; Terry et al., 2015).

Many workers encounter dying and death in the course of their work, but under
standing of risks from these exposures, the impacts of dealing with dying and death, and 
their coping strategies is limited. Previous research has identified that exposure to dying 
and death at work can significantly impact social, emotional, physical and mental health 
(Renck et al., 2002; Roche, Darzins, Oakman, et al., 2022; Ursano et al., 1999). However, 
most research focused on workers in non-clinical settings has examined first or emer
gency-responders, with limited studies focused on the issues of exposure to dying or 
death in other occupational groups such as social or welfare services (Douglas, 2013; 
Gustavsson & MacEachron, 2002), protective services (Csikai et al., 2011), teachers (Hart & 
Garza, 2013) and funeral workers (Roche, Darzins, & Stuckey, 2022).

Previous research available into the health and well-being of non-clinical workers 
quantifies the impacts on those exposed to dying and death in non-clinical environments 
(Berger et al., 2011; Hom et al., 2018; Huang et al., 2013; Mishra et al., 2010). Findings from 
these quantitative studies suggest that exposure to dying and death may be an important 
determinant of health and wellbeing of workers in non-clinical settings. However, the 
methodology of these studies limits the understanding of real-world lived experiences of 
workers’ exposure to dying and death and impacts on their health and well-being, a gap 
which may be addressed in qualitative studies. Additionally, most previous quantitative 
research has focused primarily on the presence or frequency of exposures and the 
prevalence of clinical outcomes or symptoms rather than the nature of the experience. 
Qualitative studies which explore the experience of the workers may help with a richer 
understanding the underlying behaviours, attitudes and perceptions that determine 
workers’ health outcomes following exposure to dying and death (Tolley et al., 2016).

Further, a key finding of the qualitative scoping review by Roche, Darzins, Oakman, 
et al. (2022) was that workers are embedded within their organisational systems, inter
connected and influenced by the broader cultural and socio-political context, which is 
consistent with approaches to understanding WHS systems (Oakman et al., 2018). Utilising 
a systems framework may assist in understanding any influences of these determinants by 
examining the individual parts of the workplace environment, job demands (including 
exposure to dying and death), and workers experiences from the qualitative data 
(Oakman et al., 2018). Findings can then inform development of evidence-based inter
ventions to address impacts on workers’ health and wellbeing.

To identify what is known about non-clinical workers’ experiences of dying and 
death to address gaps in the research and inform further investigation, 
a qualitative scoping review was conducted. Unlike a literature review, scoping 
reviews follow a systematic approach to map evidence on a topic and identify the 
main concepts, theories, sources, and knowledge gaps (Tricco et al., 2018). Scoping 
reviews are an ideal tool for understanding the extent and breadth of existing 
literature for a particular subject and rigorously examining emerging evidence 
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when it is still unclear what other, more specific questions can be posed and 
valuably addressed by a more precise systematic review (Munn et al., 2018). The 
aim of this scoping review was to explore the physical and psychosocial WHS 
impacts of exposures to dying and death on workers in non-clinical occupational 
roles, and their coping strategies.

Methods

The scoping review followed a prescribed, rigorous, previously validated process. The five- 
stage framework Arksey and O’Malley (2005) research methodology was used to conduct 
a scoping review by systematically mapping current peer reviewed qualitative research 
and identifying gaps in existing literature. Identification and selection of articles followed 
the process for Preferred Reporting Items for Systematic Reviews and Meta-Analyses for 
Scoping Review extension (PRISMA-ScR) guidelines (Tricco et al., 2018) (Appendix D).

Search strategy

Stage 1: identifying the research question
This review explored the physical and psychosocial WHS impacts on non-clinical workers 
of exposure to death within their occupational roles, and their coping strategies. Although 
workers exposed to death are employed across a range of settings, the focus of this search 
was on workers exposed in non-clinical environments in the community such as those 
working in emergency services, education, cemeteries, and disaster relief. The research 
question for the Scoping Review was ‘What is the worker experience of physical and 
psychosocial impacts of exposure to dying and death in non-clinical settings and how do 
they cope with these impacts?’

Stage 2: identifying relevant articles
The electronic databases Medline (Ovid), CINAHL (EBSCO), PsycINFO (Ovid), AMED 
(EBSCO), and ProQuest Social Sciences were searched on 20 March 2021 for peer reviewed 
research articles published between 20 March 1971 and 20 March 2021.

A selection of keywords based on the review questions or the main concepts of the 
research topic with similar terms or phrases that might also be used to describe these 
concepts were mapped using subject headings and medical subject headings (MeSH) 
terms from the databases (workers, death, impact, coping). The MeSH terms were broadly 
applied to encompass a diversity of study populations. The keywords were checked using 
trial searches to ensure key known articles were identified and were combined with 
search terms using Boolean operators and truncations, and then the concepts were 
searched in the databases (Appendix A). The search used the following inclusion criteria: 
peer-reviewed journal, qualitative or mixed methodology, English language, published 
between 20 March 1971 and 20 March 2021, and full-text availability. Mixed methods 
studies were included if they had separate qualitative data collection and analysis. Review 
articles were included if they contained qualitative research. Articles from 1971 onwards 
were selected to capture 50 years of data to identify any changes over time and two 
generations of workers to understand key factors which may have influenced their 
experiences.

MORTALITY 3



An identical database search was completed on 29 April 2022, that yielded 68 articles 
published from 2021 to 2022, but no additional articles were identified that met the 
inclusion criteria.

Stage 3: article selection
A total of 3788 articles were identified in the initial search, and abstracts were entered into 
Covidence Systematic Review Software (Veritas Health Innovation, 2021) for review. 
Removal of 1278 duplicates left 2510 articles for title and abstract review (Figure 1). All 
article abstracts were reviewed by two authors, all by NR with a second independent 
review of each by either RS or SD against the agreed inclusion and exclusion criteria 
established between these three authors (Appendix B).

Any disagreements about article inclusion were managed through discussion with the 
three reviewing authors until consensus was achieved. This process excluded 2214 articles 
and 267 articles moved to full-text review. The same process was used by these three 
authors for full-text review with 252 articles excluded. The reasons for full-text article 
exclusion are detailed in the PRISMA-Scr (Figure 1). Articles focused on the impacts of 
exposure to dying and death related to COVID-19 were excluded, due to the multifaceted 
and unusual nature of these exposures and variability of these study outcomes and data 
and reducing heterogeneity of included research. Fifteen articles were identified as 
relevant and included in the scoping review.

Records screened against title and 
abstract 
(n = 2510) 

Records excluded (n = 2243) 

Reports assessed for full-text 
eligibility 
(n = 267) 

Reports excluded (n= 252): 

• Not focussed on dying and death (n = 37) 

• Outcome/s not about experiences (n = 89) 

• Wrong study design (n = 54) 

• Clinical setting (n= 53) 

• Incorrect study population: (n = 18) 

• 6 duplicate, 5 could not locate, 5 covid and 

2 conference papers) 
Studies included in review 
(n = 15) 

Identification of studies via databases

Sc
re

en
in

g
In

cl
ud

ed
 

Records identified from databases 
(n = 3788)

Records removed before screening: 

Duplicate records removed (n = 1278) 

Id
en

ti
fi

ca
ti

on
 

Figure 1. PRISMA-ScR flow diagram of the scoping review process for article selection.
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Stage 4: charting data
Three reviewers undertook data charting (NR, RS and SD). First, extraction criteria were 
developed and refined using Covidence Systematic Review Software (Veritas Health 
Innovation, 2021) with headings: Author; Date/Year; Type of literature (journal article, 
dissertation, literature review, systematic review); Publication/Journal; Title; Aim of the 
study; Country of study; Industry; Occupation/job title; Participant role and where they 
work; Location (metropolitan, regional, rural, all, unknown); Who services were provided 
to; Age of the dead (all ages, adult, children, infants); Participant age range; Years of 
experience in role; Frequency of exposure to death/type of exposure to death; Number of 
participants; Participant gender; Research design (qualitative, mixed methods, review); 
Ethics approval (yes/no/unclear); Methods (study methods, sampling method, data col
lection, data analysis); Outcomes/findings; Implications and relevance to our study; 
Author reported limitations; Reflections on article results/themes.

Second, using the data extraction criteria, two authors extracted, synthesised, and 
interpreted the materials according to the criteria, key outcomes, and relevant results and 
themes for each article using categories from the systems framework developed in Roche, 
Darzins, Oakman, et al. (2022) to arrange the extracted data. The authors recorded their 
thoughts and reflections on emerging themes for each article. Data extraction from all 
included articles was completed by NR, with a second, independent data extraction for 
each article by either RS or SD. These three authors then discussed disagreements, key 
outcomes, and reflections on emerging themes from each article and consensus reached.

Third, reflexive thematic analysis (Braun & Clarke, 2019, 2022) was used by NR to 
synthesise themes across the included articles. Independent checking of the developed 
themes and comparing them back to the original articles were carried out independently 
by the other three authors – RS, SD, and JO.

Results

Summary of articles included

A total of 15 studies published between 1992 and 2022 were included in the review. The 
study identification process is summarised in Figure 1 using a PRISMA-ScR flowchart 
(Tricco et al., 2018).

General aspects of the literature

Methodologies for the selected studies included 13 qualitative and 2 mixed-methods 
studies. Most studies focused on Emergency Service worker populations. Table 1 sum
marises the key characteristics and references for each of the included studies. For the 
purposes of readability within the results section, each of these studies has also been 
given an identification (ID) number in Table 1 which is then further used as an identifier in 
the results text.

The work context for most of the studies (n = 12) was in uncontrolled environments in the 
wider community, with the others conducted in cemeteries (n = 1), podiatry clinics (n = 1) and 
schools (n = 1) (Table 1). Of these studies, most focused on frontline first response or 
emergency health workers (n = 12), one on homeless-sector workers, one with teachers, 
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and one with podiatrists. Participant numbers across the studies ranged from n = 9 to 
n = 700. Some 67% of the participants were male (n = 858) where studies specified 
gender. Across all studies, workers were exposed to dying/death of people of all ages.

Experiences and impacts on workers

Following the thematic analysis (Braun & Clarke, 2022), 17 sub-themes were developed 
(Figure 2) and were organised into five themed categories (Environment, Workplace, Job 
Demands, Impacts and Coping) based on Roche, Darzins, Oakman, et al. (2022) system’s 
framework.

The worker experience – themes and sub-themes

Workers experiences were impacted by the physical, cultural and economic environment 
associated with the context in which they were working. The subthemes focused on more 
specific elements of the general themes (Appendix C).

Theme 1: environment

The environment theme had three sub-themes, culture, and physical and economic envir
onments, describing the influences and impacts of the context of the work exposures.

Figure 2. Flowchart of themes.
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Culture
The cultural environment comprised the core community beliefs and social practices that 
lead to rules for workplace interactions, expectations, and practices for workers.

Cultural beliefs, values, and practices were found to influence perceptions of worker 
roles and informed diverse workplace practices.

Heroism. Workers in emergency services or rescue relief roles were often socially estab
lished as ‘heroes’ who risked their lives and health for the benefits of others [1, 2, 7, 15]. 
This led to the workers wanting to fulfil these expectations for the community such as 
‘soldering on’ [2] and performing duties for ‘show’ such as Cardiopulmonary Resuscitation 
(CPR) when a person is clearly deceased [1]. ‘We perform CPR more for show. He was dead 
with a crushed face’ [1] and ‘ . . . doing all this fancy intervention lifesaving stuff and 
people still died’ [7].

Stigma. Conversely, workers whose duties were focused on the dead, rather than saving 
the dying, were not recognised within their culture as heroic, and they experienced 
stigma from the community [3, 4, 12]. Rescue volunteers felt that while they were 
performing a significant service for the dead and the families of the dead, community 
reinforcement of the value of their work was essential in addressing stigma [10].

Physical environment
The physical environment posed challenges for disaster relief workers, and was often 
described as overwhelming to the senses, with no private space or time for workers to 
process their immediate experiences [4, 5, 6, 10,12]. When working with the deceased, 
workers were often physically separated or isolated from others, which was felt to further 
perpetuate stigma and disconnect from colleagues [4, 12]. This separation and disconnect 
was highlighted in Flynn et al. (2015), ‘The only time they [other workers] really even 
acknowledge that we’re on the compound is if they have to deal with us. If they don’t 
have to, we’re not even there’ [4].

Economic environment
Government funding was identified as inadequate to support the needs of different 
organisations, and their workers [8, 12]. Workers in social services [8] felt that some deaths 
of service users were preventable if greater capacity was available to ‘do more’ in 
supporting these people, which led to feelings of frustration and distress and 
a perception of unnecessary loss of life.

Theme 2: workplace

The workplace theme describes the impacts of the work context, resources, and role 
expectations that determine the occupational tasks and experiences workers face in their 
environments.

Organisational expectations
Organisational expectations arose from a workplace culture that centred around a sense 
of duty to serve the community [1, 3, 4, 6–13, 15]. This sometimes resulted in workers 
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being expected to undertake tasks beyond their professional boundaries yet still perform 
efficiently and capably [1, 6, 9–13]. Workplaces reacting or responding to emergencies or 
disasters often had only vague expectations of how workers were expected to help, while 
many workers felt that their professional role boundaries were unclear, and roles were 
conflicted [1, 6, 10–13]. For example, firefighters in one study [1] identified that they were 
expected to attend emergency medical situations; however, medical care is not an 
extensive part of their training, resulting in unclear professional boundaries. Medically 
trained workers involved with mass retrieval of dead bodies, expressed confusion over 
their roles as medical professionals and a lack of direction in what they were meant to do: 
‘What am I doing here? I cannot resuscitate anyone’ [6].

Teachers were expected to receive the news about a student's death and then 
immediately convey this news to their class with little instruction or support in approach
ing this very challenging task:

I come into the classroom without knowing how to get enough air to breathe . . .everyone is 
standing around and crying and screaming . . . total hysteria. . . and I have to manage all this 
now. What should I do?! I have no idea, I have no idea at the moment so I act according to my 
instincts. . . . [9]

Resources
Workplace resources included staffing, equipment, training, formal support and time. 
Social and professional support was seen as essential in all studies. Almost all workplaces 
experienced a lack of support, time, or training that had negative impacts on workers' 
ability to undertake tasks and their subsequent health and safety experience [1–14]. For 
example, firefighters in Abelsson (2019) identified that decision-making was often based 
on intrinsic resources rather than evidence-based practice or procedures: ‘There is no 
right way, no template, it is a gut feeling, how to handle people. Some firefighters are 
better, and some are not so good at it’ [1]. Ambulance staff felt a lack of recognition from 
their employer and rare opportunities to debrief despite frequent exposure to traumatic 
death, or where support was available, that it was inappropriate and inadequate with 
support staff being ‘a bunch of volunteers’ from the same organisation [12]. In reactive 
and fast paced workplaces, workers were often not able to take any time or space to 
process emotions or reflect on their experiences [1–6, 8–14]. For example, cemetery 
workers reported that ‘the amount of work is so great, things overlap, but not for waste 
of time on our part’ and ‘we are forced to overload ourselves with work . . . I feel like 
crying . . . But what should I do? I keep it [in]!’ [3]. Having resources such as training, team 
support, situational preparation or debriefing was identified as protective factors in all 
studies.

Theme 3: job demands

Job demands experienced by the workers were influenced by the environmental condi
tions, in which they were required to work, and the duties required as part of their 
occupation. The nature and scale of the exposure to dying and death was a key factor 
in how their job demands affected their WHS experience.
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Prolonged or mass exposure to death
The frequency and nature of exposure to death varied, depending on the work context 
and role. Six studies identified that the quantity of dying and death a worker was exposed 
to impacted on their health and safety. Quantity of exposure included prolonged contact 
or exposure to mass death [3, 4, 5,6, 10, 13]. McCarroll et al. (1993) described this 
experience: ‘the bodies just kept coming and coming. It felt like you were surrounded’ 
[10], despite these disaster management workers expecting to be frequently exposed to 
death. Workers without expectations of dealing with death as part of their role, such as 
teachers and podiatrists, also reported these exposures as influencing their emotional 
reactions to death [9, 14], suggesting that impacts persisted despite expectations of this 
job demand.

Client age
Twelve studies reported that infants and children’s deaths were extremely emotionally 
challenging [1–3, 5, 7–9, 11–13, 15]. Levkovich and Duvshan’s (2020) study of homeroom 
teachers reported, ‘I really couldn’t detach myself from it. It was truly like a mother 
mourning a child’ [9]. This distress was also reported by firefighters in Abelsson (2019), 
‘ . . . I touched something and felt relief – I told myself it was a dog. But then I realised that 
it was not a dog at all – it was a dead infant’ [5].

Sensory exposure
Job demands that included exposure to traumatic or mass death were described as 
sensory overload, or overwhelming senses including odours, sounds, and mutilated 
bodies [4–6, 8, 10, 13]. McCarroll et al. (1993) described the impact of exposure to the 
smells of decomposing flesh and burned bodies, the sounds of saws cutting bone and the 
tactile experience of handling the bodies [10].

Interacting with families
Interactions with families included having to notify families of the death of a loved 
one or attempting to save the life of a person in front of their family. For most 
studies, these interactions were identified as a challenging and often distressing for 
workers to manage [1–5, 7, 8, 11, 12, 13, 14]. As identified by Abelsson (2019), this 
could cause conflict when not knowing how to best manage these situations: 
‘Relatives are running into the scene of the accident. You can’t stop a mother in 
a panic who wants to see her dead family in the car. Maybe it was good that she got 
to see’ [1].

Identifying with the dead
Identifying with the dead or with their family on a personal level, such as being reminded 
of a relative, also influenced the emotional impacts of the death [3–6, 8, 10, 12, 13]. ‘You 
realise that . . . wow . . . my son is at the age that this could happen’ [13]. This was relevant 
for cemetery workers who empathised with parents who had lost a child, ‘Many parents 
arrive who have lost their children, and for me, as a parent, I feel very bad’ [3]. Likewise, 
handling the personal effects of the dead frequently led to identification with the 
deceased or their family, which heightened distressful job demands [4, 6, 10].
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Theme 4: impacts

The health and safety impacts on the workers were influenced by the environment, 
workplace and job demands. Individual impacts included emotional responses such as 
grief, sensory overload, stress and trauma. Workers also experienced behavioural changes 
and physical impacts.

Emotions and memories
All studies identified strong emotional reactions such as shock, anger, sadness, and 
helplessness, both immediately following exposure to death and then over time [1– 
15]. ‘You accumulate each accident and at the end your backpack is full. Then you 
need to vent the backpack’ [1]. Reactions included experiencing grief [4, 5, 7–9, 12–15] 
and guilt [5, 7–9, 12, 13, 15], and memories that still elicited these emotional reactions 
despite the passing of time since the death [2, 5–7, 9, 13]. ‘I really didn’t think he was 
going to die . . . I wasn’t prepared for that . . . Stuck with me for a while’ [6]. Unexpected 
or mass exposure to death also elicited very strong emotional reactions [2, 5–10, 12, 
13, 15]. A participant in Lakeman (2011) questioned their career choice following an 
unexpected death: ‘I think something happened inside me when that happened 
because I really did get affected by that, definitely something kind of . . . It made me 
question, Jesus, is this the job for me and is this what I want to do?’ [8]. The inability to 
maintain control over a person’s experience of dying or death, or their environment, 
led to feelings of vulnerability including powerlessness and a perception of loss of 
control [1–15] as highlighted by Fullerton et al. (1992) ‘There was nothing more you 
could have done to save them . . . You feel helpless’ [5].

Sensory experience
The experience of exposure to the sensory job demands associated with death 
(sight, hearing, smell, touch and taste) was often overwhelming for workers, 
resulting in various immediate symptoms such as anxiety, difficulty focusing, stress 
and fear, panic or shock [4–8, 10, 12, 13]. One participant in Keller and Bobo (2002) 
described the experience of the smell as so intense that it ‘burnt his/her lungs’, 
heightening their sensitivity to rescue noises such as vehicle sirens [6]. Some 
experienced visceral responses such as disgust or repulsion [5–8. 10] that could 
linger despite the stimuli no longer being present [4–6, 10]. For example, Fullerton 
et al. (1992) identified that some workers attempted repeated washing to get rid of 
the smells [6]. Flynn et al. (2015) described how re-exposure to an odour asso
ciated with death could bring memories of the event flooding back: ‘My husband 
fixed ribs a few months ago and he accidentally burned them on the grill. I was 
like, ‘You’re gonna have to get it out of the house. I can’t smell it’ [4]. The sounds 
of people dying and being unable to assist were also re-lived by workers: ‘We 
heard the screams but could not get to them because the fire was too much. 
I think about that every Christmas’ [5].

Stress and trauma
Workers experienced high levels of stress associated with their job demands [1, 4, 5, 6, 7, 9, 
11, 12, 13, 15]. The volume and workload of dealing with the dead was reported as 
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stressful, as highlighted by cemetery worker: ‘we are forced to overload ourselves with 
work’ [4] and disaster relief:

You can’t allow yourself to get too wound up early in the shift because you may have to 
handle more that night. You may not be able to respond effectively to a later emergency if 
you become exhausted. [5]

Others identified their exposure to dying and death as traumatic, with Nelson et al. 
(2020) describing impacts related to particular exposures: ‘Our crews went out to 
[colleague’s suicide] and that, as a group, affected us really badly’ [12]. Others 
described experiencing symptoms of burnout [2, 3, 9, 12, 13] and PTSD including 
severe anxiety, flashbacks, and persistent memories of the event [2, 4, 7, 9, 12, 13]. 
‘I’d go to bed, I’d close my eyes, and there would be the lady doing a swan dive off 
the balcony again, as clear as you sitting in front of me’ [13].

Physical and behavioural reactions
Workers described physical and behavioural reactions including substance abuse [2, 
7, 13], drinking alcohol [2, 7, 10–13], negative behaviours impacting personal rela
tionships [1, 5–7, 9, 13] and emotional reactivity [6, 7, 9, 11]. Psychophysical reac
tions included musculoskeletal disorders [3], headaches, sleep difficulties and 
nightmares [5–10, 12, 13]. A participant in Regehr et al. (2002) discussed the impact 
on their personal life: ‘I just basically burned out and fell into a pot of booze. Then 
I quit because it was killing me, killing my family, killing my work’, while for another, 
the emotional challenges of the work contributed to perpetrating family vio
lence [13].

Theme 5: coping

Workers described how they coped with the impacts of exposure to death, using various 
considered strategies including environmental and workplace support and individual 
tactics. Most coping strategies relied on the individual worker to seek support and find 
ways to cope emotionally, behaviourally and spiritually outside their workplace.

Psychological coping mechanisms
Each of the included studies found that workers applied psychological defence mechan
isms to cope with dying and death [1–15]. Avoidant coping strategies of detachment and 
compartmentalising experiences and emotions associated with exposure to dying and 
death, were the most common way workers coped [1, 2, 4–15]. Participants avoided 
discussing their work outside of the workplace, instead focusing on the work tasks to 
escape facing difficult emotions or mitigate feelings of helplessness and guilt [1, 6–8, 10, 
11, 13, 15]. Regehr et al. (2002) described how suppression of emotions impacted life 
outside work:

The coping mechanisms that I’ve developed for work unfortunately can have a slight nega
tive impact at home because I’m utilising a coping mechanism (avoiding discussing impacts 
of job demands) that probably shouldn’t be utilised in that setting but I can’t go back and 
forth and that’s a problem, so that’s certainly the downside. [13]
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One positive strategy utilised was to balance negative emotions with a sense of meaning 
or purpose [4, 6–8, 15]. Participants in Lakeman (2011) discussed positively framing the 
dying or death as helpful: ‘He got the best service that we could possibly give him here, 
we kind of went above and beyond a lot of times . . .he was happy . . . ’ [8]. These 
psychological defense mechanisms allowed workers to maintain the professional facade 
expected of them by the community and other workers, through placing their emotions 
to one side, so they could focus on the demands of their job [1–15]. As a participant in 
Keller & Bobo (2002) described: ‘Focusing intently so as to not allow horror to enter’ [6]. 
Closely associated to this focus was workers feeling like they had done everything they 
could for that person [1, 6, 7, 8, 10, 11, 13, 15]

Collegial support
Finding informal support from other colleagues was a frequently described coping 
strategy [1, 2, 4, 5, 7, 8, 10, 13, 15]. Supports included debriefing or sharing experiences 
with other colleagues or more experienced workers, to share in group processing: ‘The 
only one who can really understand your attitudes and feelings is the guy next to you’ [5]. 
Black humour [5, 6, 7, 10, 11] and rituals including attending funerals with colleagues were 
also helpful in coping [6–8, 9, 13]. ‘I mean like you see people shot in the head and you 
make jokes about it’ [7]. Many felt that people outside their work environment would not 
be able to understand and validate their experiences, or they did not want to burden 
others [1, 2, 4, 5, 7, 8, 10, 13, 15]. Their own families were often not seen or used as a source 
of support:

I just can’t go home and say ‘Hey honey, this is what happened with my day’. I don’t want to 
damage my husband. I can’t tell my kids about it because I don’t want to damage them . . . 
They don’t need that mental picture; they don’t deserve it. [4]

Many workers found debriefing with peers more helpful than formal professional support 
or training, and fundamental to coping [1, 2, 4, 5, 7, 8, 10, 13, 15]. ‘Talking about and 
processing the accident around the coffee table works in most situations. Discussions with 
colleagues were more relaxed [than with others] and not so contrived’ [1]. With no peer 
support workers felt disenfranchised and their experiences unnoticed which was a barrier 
to coping, perpetuating a culture of silence [3–4, 12].

Individual strategies
Most coping strategies relied on the individual worker to seek support and find ways to 
cope emotionally outside the workplace. Workers utilised self-care strategies such as 
physical exercise, spending time with family, and reflection to cope with their work 
demands, and personal health and wellbeing [5, 7, 8,13, 15]. For some, this included 
avoidant behaviours:

I would just keep riding and riding and riding and wherever I was at the end of 12 hours, 
I would just stop and either sleep at a gas station or sometimes I’d get a hotel or whatever. 
I guess it was an escape. [7]

Others also focused on creating positive meaning from their experiences and building 
individual capacity to increase mental preparedness for their work [1, 3, 4, 6–8, 15]. 
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Training and experience were also identified as coping strategies, although many also felt 
this was not adequate to prepare for their experiences [5]. ‘There is no training that can 
prepare you for this’ [5].

Discussion

The aim of this scoping review was to identify how exposure to dying and death impacts 
workers and how they cope with these impacts. This scoping review identified 15 
qualitative articles which addressed how workers in non-clinical settings experienced 
exposure to dying and death. This limited number of studies may, in part, reflect the 
difficulties associated with exploring socially challenging issues for both participants and 
researchers (Komaromy, 2020). The overall findings demonstrate that a range of workers 
in varied occupations are similarly impacted regardless of different exposures to dying 
and death as part of their work. Despite differences in the setting and nature of the 
exposure, in all studies, exposure to dying and death consistently impacted workers 
emotionally, physically, behaviourally, or socially. Issues identified were similar regardless 
of the time the study was undertaken, suggesting that despite possible changes in culture 
and job demands over time, workers experience similar impacts. Findings from this 
review, informed by the systems framework developed by Roche, Darzins, Oakman, 
et al. (2022), suggest that the nature of the exposure and relationships between the 
environment, workplace resources and job demands affect how workers are impacted 
and how they cope. These findings indicated that common coping strategies were at an 
individual level rather than being initiated or resourced from the workplace.

The physical environments in which workers were exposed to dying and death were 
largely in uncontrolled and non-clinical settings. Some of these environments were 
considered high risk, such as post-disaster relief. In these non-clinical environments, 
dying and death are usually sudden, unexpected and/or traumatic, and linked to both 
short- and long-term negative health outcomes for workers (Myall et al., 2020; 
Naushad et al., 2019; Thormar et al., 2010). Despite encountering dying and death as 
an expected job demand for most workers, this expectation did not mitigate negative 
impacts and potentially contributed to experiencing anticipation anxiety (Grupe & 
Nitschke, 2013).

The cultural environment influenced the manner and nature of the experience of 
workers through their job demands. Sixty per cent of studies identified that workers 
experienced stigma or a misunderstanding of their professional role boundaries, which 
has implications for worker safety, wellbeing and individual identity (Bickmeier et al.,  
2014). Conversely, workers also experience being viewed as heroic. The concept of 
heroism implies an acceptance of self-sacrificial work duties and has been discussed in 
the context of health care workers with physical and psychologically harmful conse
quences (Halberg et al., 2021). The role of a ‘hero’ or ‘rescuer’ has been found to 
exacerbate posttraumatic reactions and can act as a barrier to seeking formal forms of 
post-incident support when workers have been placed in situations of extreme trauma, 
including exposure to death (Hill & Brunsden, 2009). This culturally imposed narrative may 
further contribute to negative health and safety impacts for these workers.

The type of job demands and exposures to dying and death impacted the 
experiences of workers. The degree of trauma associated with death, such as mass 
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death, prolonged exposure, children or gruesome death, was related to emotional 
distress, anxiety, depression, substance abuse, risk of Post-Traumatic Stress Disorder 
(PTSD) and fatigue symptoms, which is consistent with previous research (Brooks 
et al., 2016; Ursano et al., 2017). Personal identification with dying or death, was also 
emotionally challenging and distressing and has been linked to higher rates of PTSD, 
complicated grief, greater intrusion, self-destructive and avoidant behaviours (Cetin 
et al., 2005; Haddock et al., 2017; Ursano et al., 1999). Dealing with families or death 
notification was also a challenge for workers, also associated with negative psycho
logical consequences such as depression, anxiety, and PTSD (Johnson & Panagioti,  
2018;).

The level of strain experienced by workers as a result of their death-related job 
demands was also determined by the resources, or lack of, to draw upon. Pressure to 
constantly save lives combined with inadequate resources is associated with detrimental 
impacts on workers' physical and emotional health (Pilbeam & Snow, 2022). Role ambi
guity and having insufficient job-related information are associated with increased anxi
ety, secondary traumatisation and job burnout (Thormar et al., 2013).

Where organisational support and resources were lacking, workers found their own 
ways to cope with the emotional and mental demands of working with dying and death. 
This scoping review identified that coping was mostly managed at an individual level. All 
studies identified coping strategies which focused on avoidance such as compartmenta
lisation, suppressing emotion, or focusing on the needs of the dying, dead, or the 
bereaved, which is consistent with previous research in palliative care at a personal and 
organisational level (Ashby, 2017). Avoidance behaviours were experienced by workers in 
six studies, which is also a symptom of PTSD (Kashdan et al., 2010). Research on coping 
strategies suggests that avoidance and denial were associated with poorer outcomes for 
workers (Brooks et al., 2016). Further, if coping energy and efforts are significantly 
invested in suppression or avoidance, this may hinder efforts to engage in positive, 
pleasurable activities that can also mitigate the impacts of job demands (Kashdan et al.,  
2010).

One important protective factor for coping was for workers to feel they had done as 
much as they could to prevent death, respectfully deal with the body and assist the family 
of the bereaved. When the workers believed the workplace system could have done more 
to prevent a death but failed to do so due to limited resources, workers experienced more 
challenges in accepting the death. Not providing adequate resources that enable staff to 
know whether or not they have done all they can to prevent death has been identified as 
a challenge in community services (Csikai et al., 2011). Workers may be at risk of inter
preting system failures (i.e. not having time to thoroughly assess the situation) as 
a personal failure.

That peers are important for debriefing is consistent with other studies focusing on 
coping strategies and interventions for managing workplace grief and stress (Bateman 
et al., 2012; Eng et al., 2015; Graham et al., 2019). Although workers felt peer debriefing 
was helpful, Harder et al. (2020) identified a need for organisational support and formal 
debriefing following exposure to dying or death, but that evidence-based debriefing 
frameworks are lacking.

Although at the individual-level workers were able to employ their own coping 
strategies, this strategy does not address the mitigation of the impacts of job demands 
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and work pressures that required emotional and cognitive energy and effort at a systems 
level regardless of the setting in which workers were employed.

The findings of this qualitative scoping review demonstrate the relationship between 
inadequate organisational resources such as emotional support, lack of appropriate 
training or addressing high work pressure demands, can affect workers and their ability 
to cope with exposure to dying and death at work, and subsequent negative conse
quences for worker’s health and wellbeing including relationships with their friends, 
family and others. Regardless of the cultural context of the exposure to dying and 
death, or the workplace types or settings, all workers experienced health and wellbeing 
impacts at both personal and professional levels.

Strengths and limitations

The purpose of a scoping review is to map the evidence, not to evaluate the quality of the 
evidence presented in the articles included in the review (Arksey & O’Malley, 2005). This 
weakness has the potential to limit the conclusions derived from scoping reviews (Grant & 
Booth, 2009). The inclusion of only peer reviewed articles improves the quality of 
evidence.

Additionally, only including studies published in English may create a potential report
ing bias, particularly as the review identified cultural influences as a key influence on 
workers’ experience and cultures which were not included may have had different 
impacts. Studies from low resourced countries may have been omitted as a result of the 
language exclusion. As only three studies in this scoping review were not in an emergency 
service or frontline response setting, findings in those other settings may have been 
diluted. However, this finding demonstrates a paucity of literature in settings beyond 
emergency and first response in non-clinical environments.

This scoping review utilised a rigorous review process which included four reviewers, 
all experienced both as occupational health practitioners and academics (NR, RS, SD and 
JO) and auditing of the final thematic analysis. Included studies were from 1992 to 2022 to 
capture changes over time; however, the same issues emerged from earlier studies, 
suggesting that little has changed in how these workers are impacted in almost 30 
years. Despite some inevitable changes to cultural environments, contexts and work 
practices over this time, the persistence of these themes enhances their relevance to 
contemporary practice.

Implications

The scoping review identified that further research is required on the impact of 
exposure to death for non-clinical or community workplaces and mitigation of impacts 
associated with death exposures including the efficacy of existing risk management 
strategies. Impacts on workers were experienced at an individual, familial, community, 
workplace, and cultural level, and we therefore need to address WHS of workers 
exposed to dying and death within their work and explore recommendations to 
reduce these risks. Research into exposure to dying and death as a specific 
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occupational risk is necessary to understand how this affects workers, and to inform 
recommendations and policies to mitigate the impacts. The global COVID-19 pan
demic has also posed additional demands on non-clinical workers, which is not well 
understood and provides a valuable opportunity to further explore the protective and 
risk factors for these workers dealing with death.

Conclusion

This scoping review provides a comprehensive summary of the experiences of dying and 
death for workers working in non-clinical settings and provides insights into the research 
and practice gaps. Workers experiences were impacted by the demands of their work, 
which was dependent on the contexts or environment associated with their role. 
Opportunities exist for the development of policies and resources to support workers in 
managing death and dying at work, regardless of their work environment or context.
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APPENDIX

Appendix A

Search Strategy and results for CINAHL database

Search ID# Search Terms Notes Results

1 exp work* Searched as Medical Subject Headings (MeSH) 4258
2 exp occupation* Searched as keywords 48450
3 S1* OR S2* Combining sets for concept 1
4 exp death OR dead Searched as keywords 249926
5 die 25095
6 “Attitude to death” Searched as MeSH 5224
7 S4 AND S5 OR S6 Combining sets for concept 2 11666
8 exp coping OR cope Searched as keywords 77574
9 Impact* Searched as keywords 447137
10 S8 OR S9 Combining sets for concept 3 513004
11 S3 AND S7 AND S10 1051

Appendix B

Inclusion and exclusion criteria for article selection

Inclusion Criteria Exclusion Criteria

Articles that:
● Were focused on patient death and dying in 

non-clinical settings (i.e. community)
● Were published between 1971 and 2021
● Included participants exposed to death in 

their paid or volunteer worker role
● Were written in English language
● Were published in peer reviewed journals
● Reported Qualitative or mixed methods 

research results
● Were focused on dying and dead (humans)

Articles that focus on:
● Concept of dying/death rather than workers’ experience 

of dying
● Patient focused clinical settings (i.e. hospital, residential 

care homes)
● Bereaved families
● Patient/victim/family rather than workers’ experiences
● Impacts other than death-related impacts or where 

death-related impacts were minor focus of study
● Students rather than workers
● Personal rather than work-related exposure to dying/ 

death
● Intervention/training rather than impacts of exposure to 

dying/death
● Assessment/instrument development
● Soldiers/Veterans
● Covid-19 related research
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Appendix C

Themes, Sub-Themes, and Illustrative Quotations for Included Studies

Theme Illustrative quotes Sub themes and article ID

1. Environment ‘We perform CPR because we believe that relatives want 
us to. More so to show those watching that we are doing 
something. Otherwise, they think “Why aren’t they doing 
something?”’ [1]  

‘Healthcare professionals don’t know what we do; GPs 
[primary care doctors] haven’t a bloody clue what we do’ 
[12]  

‘We’re the service what everyone uses and abuses’ [8]

Cultural Expectations: 
Heroism [1, 2, 7, 15] 
Stigma [3, 4, 12]  

Physical environment: [4–6, 10,12]  

Economic Environment: [8, 12]

2. Workplace ‘I do not like working with personal effects . . . When I’m 
working with personal effects, I’m knee deep in 
somebody’s life. There’s no way of keeping it at arm’s 
distance anymore’.’ [4]  

‘It makes you think, well, maybe I shouldn’t be doing 
this. It sort of undermines your confidence in the job or 
your ability to do the job’ [7]  

‘Here everyone in their sectors is overloaded with work, 
the areas are many, and being few [of us] unfortunately 
we are forced to overload ourselves with work’ [3].  

‘You have to have a safe place to do 
it and I don’t think internally is a safe place regardless of 
how brilliant the organisation is, it is not safe’ [8]

Organisational expectations: 
Sense of duty [1, 3, 4, 6, 7, 8, 9, 10, 11, 
12, 13, 15]  

Unclear professional boundaries [1, 6, 
9, 10, 11, 12, 13]  

Resources: Lacking support, time or 
training [1, 2, 3, 4, 5, 6, 8, 9, 10, 11, 12, 
13, 14]

3. Job demands ‘Because we’re now being asked to do the police’s job, 
and the police are taking 40 min to get to a job: it’s 
a potential crime scene. 
You learned very, very quickly, to stick up for yourself, 
whether it was clinically, personally, professionally . . . 
because paramedics are the lowest common 
denominator’ [12]  

‘We simply perceive this as a place 
of work’ [6]  

‘I saw the families who live in mourning, who live tragic 
situations and I was sick’ [6]  

It was horrific; it was like a horror movie! [The deceased] 
basically, the body had exploded the belly and 
everything [12]

Prolonged or mass exposure: [3, 4, 
5,6, 10, 13]  

Sensory exposure [4, 5, 6, 8, 10, 13]  

Age of the dead [1, 2, 3, 5, 7, 8, 9, 15, 
11, 12, 13]  

Interacting with families [1–5, 7, 8, 
11, 12, 13, 14]  

Identifying with the dead [4, 5, 6, 8, 
10, 12, 13]

(Continued)
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Appendix D

Preferred Reporting Items for Systematic reviews and Meta-Analyses extension 
for Scoping Reviews (PRISMA-ScR) Checklist

(Continued).

Theme Illustrative quotes Sub themes and article ID

4. Impacts ‘I keep it together at work but fall apart at home’ [9]  

‘ . . . grotesque, burned or mutilated bodies; emotional 
involvement with the dead; smells of decomposing or 
burnt corpses; and tactile stimuli experienced during the 
manipulation or transport of body parts’ [6]  

‘Managing emotion aspects is tiring’ [3]  

‘I couldn’t sleep. I just constantly . . . it was like a horror 
movie, I just kept seeing this [person]’ [12]  

‘I’d go to bed, I’d close my eyes, and there would be the 
lady doing a swan dive off the balcony again, as clear as 
you sitting in front of me’; [13]

Emotions and memories: [1, 2, 3, 4, 5, 
6, 7, 8, 9, 10, 11, 12, 13, 14, 15] 
Grief [4, 5, 7, 8, 9, 12, 13, 14, 15] 
Guilt: [5, 7, 8, 9, 12, 13, 15] 
Stress: [1, 4, 5, 6, 7, 9, 11, 12, 13, 15] 
Sensory experience: [4, 5, 6, 7, 8, 10, 
12, 13] 
Stress and trauma: [2, 4, 7, 9, 12, 13] 
Burnout [2, 3, 9, 12, 13] 
Physical and behavioural reactions: 
[5, 6, 7, 8, 9, 10, 12, 13] 
Alcohol [2, 7, 10, 13]

5. Coping ‘We tend to be heartless in what we do and people say 
“Well didn’t that affect you?” It probably affects us all, it’s 
just that we’ve developed sort of a nice thick skin to a lot 
of the calls, as a protective mechanism’ [13]  

‘We did what we always did – talked it out among 
ourselves and our trusted peers to learn and to 
decompress . . . Discussed what we could have maybe 
done differently and cried’ [2]  

‘Because you’re busy doing stuff and your mind is 
focusing on what you have to do’ [7]  

‘For me, it’s writing it down. Nobody reads it. It’s just 
a good way to vent it off for me’ [7]  

‘Focusing intently so as to not allow horror to enter’ [6]

Psychological defence mechanisms: 
Compartmentalisation/detachment [1, 
2, 4, 5, 6, 7, 8, 9, 10, 11, 12, 13, 14, 15] 
Focusing on the job and doing 
everything they can [1, 6, 7, 8, 10, 11, 
13, 15]  

Collegial support: [1, 2, 4, 5, 7, 8, 10, 
13, 15] 
Humour [5,6, 7, 10, 11] 
Attending funerals (8, 9, 14]  

Individual strategies: 
Meaning of work [4, 6, 7, 8, 15] 
Accepting lack of control (8, 15] 
Professional support (8, 13] 
Family support (8, 10, 12, 13]

Section Item Prisma-ScR Checklist Item Reported on page #

TITLE
Title 1 Identify the report as a scoping review. Page 1

ABSTRACT
Structured summary 2 Provide a structured summary that includes (as 

applicable): background, objectives, eligibility 
criteria, sources of evidence, charting methods, 
results, and conclusions that relate to the review 
questions and objectives.

Page 1

INTRODUCTION
Rationale 3 Describe the rationale for the review in the context 

of what is already known. Explain why the review 
questions/objectives lend themselves to 
a scoping review approach.

Page 2–4

(Continued)
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(Continued).

Section Item Prisma-ScR Checklist Item Reported on page #

Objectives 4 Provide an explicit statement of the questions and 
objectives being addressed with reference to 
their key elements (e.g. population or 
participants, concepts, and context) or other 
relevant key elements used to conceptualise the 
review questions and/or objectives.

Page 2–4 aim and purpose and 
research question

METHODS
Protocol and 
registration

5 Indicate whether a review protocol exists; state if 
and where it can be accessed (e.g. a Web 
address); and if available, provide registration 
information, including the registration number.

No protocol registered

Eligibility criteria 6 Specify characteristics of the sources of evidence 
used as eligibility criteria (e.g. years considered, 
language, and publication status), and provide 
a rationale.

Page 4–6 Search Strategy and 
Appendix B inclusion and 
exclusion criteria

Information sources* 7 Describe all information sources in the search (e.g. 
databases with dates of coverage and contact 
with authors to identify additional sources), as 
well as the date the most recent search was 
executed.

Page 5

Search 8 Present the full electronic search strategy for at least 
1 database, including any limits used, such that it 
could be repeated.

Appendix A - Supplemental 
material

Selection of sources 
of evidence†

9 State the process for selecting sources of evidence 
(i.e. screening and eligibility) included in the 
scoping review.

Page 5–6

Data charting 
process‡

10 Describe the methods of charting data from the 
included sources of evidence (e.g. calibrated 
forms or forms that have been tested by the team 
before their use, and whether data charting was 
done independently or in duplicate) and any 
processes for obtaining and confirming data from 
investigators.

Page 6–7

Data items 11 List and define all variables for which data were 
sought and any assumptions and simplifications 
made.

See summary in Tables 1, 
Appendix B and Appendix C.

Critical appraisal of 
individual sources of 
evidence§

12 If done, provide a rationale for conducting a critical 
appraisal of included sources of evidence; 
describe the methods used and how this 
information was used in any data synthesis (if 
appropriate).

Not undertaken as part of 
a scoping review, addressed 
on page 22

Synthesis of results 13 Describe the methods of handling and summarising 
the data that were charted.

Pages 6–7

RESULTS
Selection of sources 
of evidence

14 Give numbers of sources of evidence screened, 
assessed for eligibility, and included in the 
review, with reasons for exclusions at each stage, 
ideally using a flow diagram.

Page 7, Figure 1

Characteristics of 
sources of evidence

15 For each source of evidence, present characteristics 
for which data were charted and provide the 
citations.

Page 7–8, Table 1

Critical appraisal 
within sources of 
evidence

16 If done, present data on critical appraisal of included 
sources of evidence (see item 12).

Not undertaken as part of 
a scoping review, addressed 
on page 22

(Continued)
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(Continued).
Section Item Prisma-ScR Checklist Item Reported on page #

Results of individual 
sources of evidence

17 For each included source of evidence, present the 
relevant data that were charted that relate to the 
review questions and objectives.

Page 8, Figure 2 and Appendix C

Synthesis of results 18 Summarize and/or present the charting results as 
they relate to the review questions and 
objectives.

Page 8–19

DISCUSSION
Summary of 
evidence

19 Summarize the main results (including an overview 
of concepts, themes, and types of evidence 
available), link to the review questions and 
objectives, and consider the relevance to key 
groups.

Page 19–22

Limitations 20 Discuss the limitations of the scoping review 
process.

Page 22

Conclusions 21 Provide a general interpretation of the results with 
respect to the review questions and objectives, as 
well as potential implications and/or next steps.

Page 23

FUNDING
Funding 22 Describe sources of funding for the included sources 

of evidence, as well as sources of funding for the 
scoping review. Describe the role of the funders 
of the scoping review.

No funding available

JBI = Joanna Briggs Institute; PRISMA-ScR = Preferred Reporting Items for Systematic reviews and Meta-Analyses exten
sion for Scoping Reviews. 

*Where sources of evidence (see second footnote) are compiled from, such as bibliographic databases, social media 
platforms, and Web sites. 

†A more inclusive/heterogeneous term used to account for the different types of evidence or data sources (e.g. 
quantitative and/or qualitative research, expert opinion, and policy documents) that may be eligible in a scoping 
review as opposed to only studies. This is not to be confused with information sources (see first footnote). 

‡The frameworks by Arksey and O’Malley (6) and Levac and colleagues (7) and the JBI guidance (4, 5) refer to the process 
of data extraction in a scoping review as data charting. 

§The process of systematically examining research evidence to assess its validity, results, and relevance before using it to 
inform a decision. This term is used for items 12 and 19 instead of ‘risk of bias’ (which is more applicable to systematic 
reviews of interventions) to include and acknowledge the various sources of evidence that may be used in a scoping 
review (e.g. quantitative and/or qualitative research, expert opinion, and policy document).
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