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Abstract
Background

Intensive care unit (ICU) nurses remain continuously present with patients and families as care shifts
from life-prolonging treatment to end-of-life (EOL) care, but their formal authority in goals-of-care
decisions may be limited. We explored how ICU nurses at Chi Mei Hospital, Liouying, a regional teaching
hospital in southern Taiwan, managed clinical, communicative, and relational responsibilities during this
transition.

Methods

This qualitative descriptive study recruited 30 adult ICU nurses at Chi Mei Hospital, Liouying, a regional
teaching hospital in southern Taiwan, through purposive sampling and voluntary self-enrolment. Three
focus groups were held in March 2024. Two researchers used inductive qualitative content analysis to
analyse the Chinese-language transcripts. Rigour was enhanced through reflexive notes, independent
coding, team discussions, peer debriefing, consideration of divergent cases, participant review of
transcripts, and member checking of preliminary theme summaries by three participants (one from each

group).

Results

Five themes described how continuous bedside involvement coexisted with limited formal authority:
communicating from the margins of decision-making; moving from rescue towards comfort; preserving
comfort and dignity beyond the monitor; mediating family conflict while protecting farewells from
interruption; and carrying grief without consistent organisational support. Nurses translated bedside
observations into action mainly through indirect strategies whose feasibility depended on individual
initiative, time, privacy, and staff support.

Conclusions

Although ICU nurses carried substantial clinical, communicative, and relational responsibilities during
transitions towards EOL care, they had limited authority to determine or formally change goals of care.
Embedding nursing input in goals-of-care review, documenting the purpose and review points of
treatment continued for a defined period, protecting family time, strengthening preparation for EOL
communication, and providing accessible post-death support may make formal processes more
responsive to bedside knowledge.

Background
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End-of-life (EOL) care in the intensive care unit (ICU) encompasses decisions about life-prolonging
treatment, symptom relief, preservation of dignity, and support for families facing sudden deterioration
and uncertainty. Current critical care guidance identifies family-centred communication, elicitation of
patient values, structured decision-making, and integration of palliative care as core elements of ICU
practice [1-4]. In Taiwan, these processes take place within a legal framework that affirms patient
autonomy while families continue to have a prominent role in serious-iliness decisions [5-7].

Continuous bedside contact enables ICU nurses to recognise worsening symptoms, limited treatment
response, and changes in family readiness before goals of care are formally reconsidered. Nurses also
clarify information, provide comfort care, and support families after brief discussions with physicians.
International reviews and qualitative studies report wide variation in nurses' involvement in decisions
about treatment withdrawal and EOL care, reflecting role ambiguity, physician-led accountability, local
law, and professional hierarchy [8—-12]. In a prospective analysis of 199 ICUs across 36 countries,
reported nurse involvement in EOL decisions ranged from 3% to 44% by region [13]. When nurses judge a
situation to be ethically troubling but feel unable to act according to their professional judgement, they
may experience moral distress; this differs from broader grief, emotional labour, and burnout [14-16].

Taiwanese cross-sectional studies have identified gaps in critical care nurses' knowledge of EOL
legislation and disagreement between nurses and physicians about who should initiate EOL discussions
[17, 18]. Cross-sectional data, however, offer little explanation of how authority, family communication,
treatment uncertainty, and bedside responsibilities interact as care changes in practice.

Existing Taiwanese and international evidence documents communication barriers, role ambiguity,
resource constraints, and emotional strain, but less clearly describes how nurses manage these
pressures when they converge in daily ICU practice. Their expression may also vary with local law, family-
centred decision norms, and organisational arrangements [5-7]. In particular, little is known about how
nurses convert bedside knowledge into action when formal decision-making authority rests elsewhere,
or how that constraint affects communication, treatment transitions, family support, and emotional
consequences. Close examination of one clinical context can distinguish mechanisms that may transfer
across settings from those that require local interpretation.

The study aimed to explore how ICU nurses at Chi Mei Hospital, Liouying, a regional teaching hospital in
southern Taiwan, negotiated clinical, communicative, and relational responsibilities during transitions
from life-prolonging treatment to EOL care.

Methods
Study design and setting

A qualitative descriptive design was used to provide a clinically grounded account of participants'

experiences. Focus groups enabled participants to compare routine practices, differences, and tacit

professional norms across the participating units [19, 20]. The study took place in the adult medical-
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surgical ICUs at Chi Mei Hospital, Liouying, a regional teaching hospital in southern Taiwan. The study
protocol for this site was reviewed and approved by the Institutional Review Board of Chi Mei Medical
Center. Physicians led formal prognostic and goals-of-care discussions; palliative care consultation was
available; family access was generally time-limited, with flexible exceptions near death; and most
bedside care occurred in shared clinical spaces. These contextual features informed participants'
accounts of communication, privacy, and farewell.

Given the sensitivity of EOL experiences, several safeguards were used in the focus groups: sessions
were held in a private clinical skills centre, the moderator invited disagreement and monitored dominant
voices, and participants could decline any question. Individual interviews were available if a participant
preferred to discuss a sensitive or emerging issue privately. None was conducted because no participant
requested one, post-session debriefs identified no unresolved issue requiring follow-up, and the later
groups repeated the main categories. Limitations of the group format are considered below.

Participants and recruitment

Purposive sampling was used. Eligible participants (1) held a registered nurse licence, (2) were
employed in an adult ICU and had more than one year of ICU experience, and (3) had direct experience
caring for patients receiving EOL care. This experience threshold was selected to ensure sufficient
clinical exposure to describe EOL practice in context, although it may have excluded newly qualified ICU
nurses whose perspectives could differ.

Recruitment occurred in March 2024 through posters and unit announcements. Interested ICU nurses
used a QR code to contact the research team and completed a brief eligibility and demographic form.
Eligibility was assessed from the self-reported form and confirmed during direct contact before consent.
The sampling strategy sought variation in age, years of experience, and nursing career ladder level. All
participants provided written informed consent. Because nurses enrolled themselves, the number who
saw the recruitment materials but declined or did not participate could not be determined.

Research team and reflexivity

A nursing faculty member (PhD, RN) with experience in qualitative research and group moderation
facilitated all focus groups. An ICU nurse researcher served as observer and co-moderator, recorded
interactions and non-verbal behaviour, and asked clarifying questions when invited by the moderator. The
ICU nurse researcher had worked in nursing since 2014, including more than seven years in cardiac,
respiratory, and medical ICUs, and had completed palliative care training, a palliative ward placement,
and graduate coursework in qualitative methods and research ethics. Before data collection, the
research team and two qualitative experts reviewed the study questions, interview guide, and facilitation
sequence. The two-person data-collection team comprised one male and one female researcher. Neither
researcher had a prior relationship with the participants. Participants knew the researchers only as
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members of the research team and received information about the study purpose during recruitment and
consent.

The ICU nurse researcher's insider knowledge supported contextual understanding but could also
influence questioning and interpretation. Reflexive journals and analytic memos were maintained from
data collection through theme development. The moderator emphasised that there were no correct
answers, invited differing experiences, and avoided evaluative responses. Seating was circular or oval;
quieter participants were invited, but not pressured, to speak; and dominant contributions were
summarised before discussion was reopened to others. Together with confidentiality agreements, these
measures sought to minimise hierarchy and social desirability pressures.

Data collection

A semi-structured interview guide comprising eight open-ended questions was developed from the study
aim and literature review and refined with two qualitative experts (Table 1). Questions progressed from
broad descriptions of current practice to concrete experiences, emotional responses, barriers,
expectations, and possible solutions. Probes included 'What happened at that time?', 'What were you
thinking or feeling?', 'Can you tell us more?', and 'What effect did that experience have on you?'

Three focus groups were conducted in a quiet, private room in the hospital's clinical skills centre. Each
session began with ground rules covering respectful listening, voluntary sharing, non-judgement, and
confidentiality outside the group. Discussions were audio-recorded using a primary and a backup device.
The observer documented turn-taking, pauses, tone, emotional expressions, and group dynamics. At the
end of each session, the moderator summarised the discussion and invited corrections or additions. The
moderator and observer then held an immediate debrief and recorded field notes and reflexive
observations. Session composition and duration are reported with participant characteristics in the
Results. Only participants, the moderator, and the observer were present.
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Table 1
Semi-structured focus group guide

No. Question
1 How is EOL care currently provided in your ICU?
How does care move from active treatment towards EOL care?
What experiences and feelings have you had while caring for patients at the end of life?

What concerns do you have when providing EOL care?

What makes it difficult to introduce or provide EOL care in the ICU?

2
3
4
5 Based on your experience, what would you hope to provide for patients receiving EOL care?
6
7 What possible solutions could address these difficulties?

8

Which EOL care practices could be incorporated into critical care?

Note. EOL = end-of-life; ICU = intensive care unit.

Data analysis

The recordings were transcribed verbatim in Chinese and de-identified. Inductive qualitative content
analysis comprised familiarisation with transcripts and field notes; identification and condensation of
meaning units; open coding; comparison and clustering of codes into categories; development of
subthemes; and abstraction into themes, with repeated reference to the original data [21]. Coding was
organised in Microsoft Excel. We chose an inductive approach to preserve participants' language and
avoid imposing a framework on family, professional, and cultural dynamics. Concepts introduced in the
Discussion, including epistemic hierarchy, were considered only after themes had been developed from
the data. Before coding, de-identified transcripts were returned to three participants, one from each
focus group, for review and correction.

The ICU nurse researcher and a second researcher with qualitative experience independently coded the
first transcript and agreed on initial code definitions after comparison. After each focus group, the
moderator and observer reviewed emerging issues. The two analysts then met as codes were developed
into categories, subthemes, and themes. They resolved disagreements by returning to the transcripts
and field notes and discussing interpretations until consensus was reached. A third team member with
expertise in qualitative research and critical-care EOL practice peer-debriefed the category structure and
theme labels. Later transcripts were compared with earlier categories, and divergent accounts were
retained when they qualified a developing interpretation. Categories recurred across groups, and no
substantively new theme emerged in the third group, supporting the decision to end data collection [22].

Analysis was conducted in Chinese. Quotations selected for the manuscript were translated into English
and independently checked against the Chinese text by a bilingual scholar; discrepancies were resolved
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through discussion. Quotations are attributed using the de-identified participant codes assigned in the
original transcripts. Wording was edited only minimally for readability without changing meaning.

Rigour

Credibility was strengthened through in-session summaries, independent initial coding, peer debriefing,
and attention to divergent cases. After preliminary analysis, the same three participants reviewed
concise theme summaries and commented on whether they reflected their experiences; this was
member checking, not an additional data-generating interview. Detailed reporting of the setting,
sampling, participant variation, and contextualised quotations supports assessments of transferability.
An audit trail containing transcripts, field notes, code definitions, category revisions, analytic memos, and
rationales for theme changes supported dependability and confirmability. Reporting was checked
against the Standards for Reporting Qualitative Research (SRQR) and the Consolidated Criteria for
Reporting Qualitative Research (COREQ) [23, 24].

Use of generative Al-assisted technology

During the preparation of this work, the authors used ChatGPT to assist with English-language editing
and refinement of manuscript organisation and presentation. The tool was not used for study design,
data collection, primary qualitative coding, or generation of findings. No identifiable participant data or
raw transcripts were entered. After using the tool, the authors reviewed and edited the content as needed
and take full responsibility for the content of the published article.

Ethical considerations

The study was conducted in the adult medical-surgical ICUs at Chi Mei Hospital, Liouying, a regional
teaching hospital in southern Taiwan. The study protocol for this site was approved by the Institutional
Review Board of Chi Mei Medical Center (approval no. 11211-L03). All procedures involving human
participants were performed in accordance with the Declaration of Helsinki and relevant institutional
guidelines and regulations. All participants provided written informed consent. Participants could
decline questions or withdraw without consequences for their employment. Because confidentiality
cannot be fully guaranteed in a group, this limitation and the expectation that participants would not
disclose others' statements were explained before every session. Identifying details were removed from
transcripts, and study data were stored securely with access limited to the research team.

Results

Participants and data set

Thirty ICU nurses participated in three focus groups of 9-11 participants; no participant attended more
than one group. Sessions lasted 76—81 minutes (Table 2). Participants varied in age, years of ICU
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experience, nursing career ladder level, and recent EOL education. Seventeen participants (56.7%) had
received no EOL education in the preceding three years, and 10 (33.3%) had not cared for a patient
formally identified as receiving EOL care in the preceding year, although all reported prior EOL care
experience during eligibility screening.
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Table 2
Participant and focus group characteristics (N = 30)

Characteristic Category Information
Data-collection period Month and year March 2024
Number of focus groups — 3
Group size Range 9-11
participants
Session duration Range 76—-81 min
Age (years) 20-29 12 (40.0)
30-39 7 (23.3)
40-49 11 (36.7)
Sex Female 26 (86.7)
Male 4(13.3)
Education Bachelor's degree 27 (90.0)
Master's degree or 3(10.0)
higher
ICU experience (years) 1-10 17 (56.7)
11-20 12 (40.0)
21-30 1(3.3)
Nursing career ladder NO 1(3.3)
N1 5(16.7)
N2 10 (33.3)
N3 6 (20.0)
N4 8 (26.7)
EOL education in preceding 3 years Yes 13 (43.3)
No 17 (56.7)
Cared for a patient formally identified as receiving EOL Yes 20 (66.7)
care in the preceding year
No 10 (33.3)

Note. EOL = end-of-life; ICU = intensive care unit; N = total sample; n = number of participants; NO-N4 =
nursing career ladder levels.
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Across the groups, nurses described continuous involvement with deteriorating patients and distressed
families but limited authority over the timing or direction of formal EOL decisions. Five themes and 11
subthemes showed how they worked within this disparity, using indirect strategies to convert bedside
observations into communication, treatment planning, comfort care, family support, and emotional
management (Table 3).

Table 3
Themes and subthemes

Theme Subthemes

1. Communicating from the margins of  Training gaps and a constrained communication role;
decision-making power asymmetry and borrowed authority; time
compression

2. Moving from rescue towards An unclear trigger for EOL care; gradual acceptance
comfort through trial-like practices

3. Preserving comfort and dignity Uncertainty when interpreting physiological indicators;
beyond the monitor varied comfort practices without a consistent process
4. Mediating family conflict while Emotional work amid family disagreement; interrupted
protecting farewells from interruption farewells and limited space for privacy and ritual

5. Carrying grief without consistent Limited formal support; individualised and divergent
organisational support coping strategies

Note. EOL = end-of-life.

Theme 1: Communicating from the margins of decision-
making

ICU nurses' communication work was extensive, but families often treated it as provisional until a
physician provided the same information. Nurses repeatedly explained deterioration, checked
understanding, and remained with families after physicians had left. A participant described this
difference in perceived credibility:

“We have explained it many times during routine care, but families usually do not really take it in until the
physician has said it.” (X)

“When the physician says the patient will die, the family accepts it more readily than when we say it.” (Y)

This difference in perceived authority affected when nurses felt able to initiate EOL discussions.
Although they could raise concerns within the team, many waited for a physician to establish the
direction of care before discussing do-not-resuscitate orders or treatment limitations explicitly with
families:

“If the medical side has not started the process, nursing does not know which direction to take. It is hard for
us to bring up DNR when the physician feels, 'l have not even said we should stop yet.” (A)
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To work within this hierarchy, nurses anchored their explanations in previous medical statements before
adding bedside observations and clarification. Families were more likely to accept the message, but the
approach also left nursing knowledge dependent on physician endorsement. Limited education further
reduced confidence when families were overwhelmed or raised practical and spiritual concerns. A less
experienced participant explained:

“When a family is extremely distressed, | do not always know how to stay with them or what to say. | ask
the team leader, a senior nurse, or the palliative care nurse to help.” (L)

Communication remained difficult even for trained nurses when time and staffing were limited. One
participant described caring for two or three patients at night while also receiving emergency
admissions; another noted that training could not compensate for the absence of protected time.
Nurses' silence could consequently reflect uncertain role boundaries, limited preparation, or competing
tasks rather than indifference.

Theme 2: Moving from rescue towards comfort

Nurses rarely experienced the transition from life-prolonging treatment to EOL care as a discrete event.
They often recognised irreversible decline before the formal care plan changed, yet physician practices
varied and no consistent clinical trigger prompted EOL review. A senior participant explained that nurses
could assess the situation and suggest a review while the physician retained responsibility for the formal
determination:

“The attending physicians in our units are different, so the approach also differs. We make our own
assessment. Less experienced staff may find that difficult, but most ICU nurses can suggest to the
physician that the patient may already meet EOL criteria.” (N)

During this period of uncertainty, participants described informal or variably structured practices that
resembled time-limited trials. Because the study hospital had no formal programme, we refer to them as
trial-like practices. Physicians proposed, or the team discussed, these plans; nurses monitored the
patient's response, reiterated explanations, and helped families understand what would happen next. For
some families, this interval created time to prepare for a transition that otherwise felt abrupt:

“The team may say, 'We will try for a few more days and see how the treatment works.' | think the
preparation starts then. When the trial ends, some physicians explain clearly that we have tried and there is
no sign of recovery.” (E)

When life-sustaining treatment was reduced, participants described analgesia or sedation as part of the
shared care plan to relieve distress:

“Sometimes the family asks whether we can keep the patient comfortable and gradually reduce the
vasopressors rather than prolong treatment. The team discusses the shared care plan, and symptom-
directed analgesia or sedation is provided so that the patient does not suffer.” (J)
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A gradual approach could also prolong ambiguity. When the purpose, timeframe, and stopping criteria
were not explained consistently, relatives could interpret continued treatment as evidence of possible
recovery. Nurses then implemented interventions they believed offered little benefit while responding to
families' repeated questions. Participants considered trial-like practices useful only when goals, review
points, and the interprofessional message were explicit and consistent.

Theme 3: Preserving comfort and dignity beyond the
monitor

For patients who could not communicate, comfort was assessed through breathing patterns, facial
expressions, movement, and physiological indicators. Analgesic or sedative infusions were common, but
participants remained uncertain whether observable signs captured subjective suffering:

“If the patient is at the end of life and cannot express anything, we mostly look at the monitor. If the vital
signs are fairly stable and there is no obvious struggling, we think the patient is probably more
comfortable.” (K)

“We may not know how to assess pain when the patient cannot communicate. We can only respond to
the vital signs we can see, but the patient may be in pain that we cannot feel, or the pain may not be
what we imagine.” (Y)

Alongside symptom management, nurses used relational, spiritual, and symbolic practices. They asked
about religious preferences, arranged visits from clergy, enabled family presence, groomed patients,
created pastel artwork with relatives, and preserved keepsakes. One participant described a unit-based
activity:

“Our unit has a pastel drawing activity. Whether the patient is awake or less conscious, we help the patient
and family complete something together. The family can take it away, and it can bring comfort afterward.”

Q)

“If I can give the patient the care they need at the end, provide basic comfort, preserve some dignity, and
allow family companionship, | feel that matters and that the person can leave with fewer regrets.” (H)

These practices varied across units and often depended on whether an individual nurse recognised the
opportunity and had time to act. In participants' accounts, dignity was integral to comfort: it extended
care beyond measurable symptoms to appearance, spiritual meaning, family connection, and the manner
of farewell.

Theme 4: Mediating family conflict while protecting
farewells from interruption

After physicians provided prognostic information, ICU nurses often remained with families to clarify its
meaning and respond to the immediate emotional impact. They asked what relatives had understood,
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explained likely next steps, and helped family members articulate different concerns:

“Sometimes the physician explains the situation briefly and leaves. We then step in and ask, ‘After hearing
that, what are you thinking?"” (E)

“When the physician has said the condition is unlikely to improve and the family is still undecided, we
become a bridge. We help them understand what may happen next and what choices they have about the
direction of treatment.” (B)

Disagreement within families arose from differing interpretations, strained relationships, or financial
dependence on the patient. Nurses generally did not try to resolve it in a single conversation. They spoke
with relatives separately and gradually brought their concerns into a shared discussion:

“When family members disagree, we talk with them one by one, find out what each person is worried about,
and slowly see whether they can reach some common ground.” (N)

Participants distinguished continuity of communication and family support from continuity of nursing
assignment. Their concern was to preserve sufficient, uninterrupted time for understanding and farewell.
Routine ICU work repeatedly curtailed this time: suctioning, turning, bathing, paperwork, visiting
restrictions, and pressure to prepare a bed for the next admission fragmented families' time together:

“The family is already crying, but my next question has to be, 'Have you called the ambulance? Have you
prepared the clothes?' The team leader is also telling me that another patient will need the bed.” (AB)

“Even with flexible visiting, there are time limits. The ICU is not private. With unfamiliar people nearby,
patients and families may find it difficult to say what they want to say.” (L)

Moving a grieving family to administrative tasks before relatives had completed their farewell caused
nurses discomfort. Alongside clarifying information, they tried to preserve time and space against
institutional interruption.

Theme 5: Carrying grief without consistent organisational
support

Formal support after a patient's death was inconsistent. Palliative care staff were not always available,
particularly on holidays, and the bed sometimes had to be cleaned immediately for another admission.
One participant described the speed of this transition:

“After they leave, we have to ask staff to clean quickly because emergency patients are waiting, especially
on holidays. Your own feelings have not settled and the bed is not even cold, but you have to receive the
next patient.” (AA)

Some participants described physical manifestations of grief, such as dizziness, nausea, or vomiting.
Others cried privately or sought support from a trusted colleague. One participant recalled an unmet
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request that remained emotionally vivid:

“I kept thinking, why did | not meet that need at the time? | did not know when the patient would deteriorate,
and now there was no other chance. After the patient died, | went into the bathroom and cried. Even now,
talking about it makes me want to cry.” (D)

Coping was not uniform. Some ICU nurses reframed an expected death as relief from suffering; others
deliberately separated work from personal emotion. A divergent account emphasised emotional
distancing:

“I came to treat it as work. | do what | should do, and when | leave that environment | move on because
there are other tasks. | do not keep that emotion inside.” (S)

Participants' responses reflected varied forms of emotional distress and grief. Across groups, emotional
processing remained largely individual and usually occurred in private or after working hours. They
requested practical education, access to experienced palliative care colleagues, and recognised time for
reflection after difficult deaths.

Discussion

Interpretation of findings

Nurses' continuous bedside involvement did not translate into equivalent authority over goals-of-care
decisions. They observed deterioration, clarified information, managed symptoms, and supported
families, while formal changes in care remained physician-led. This accords with reviews and qualitative
studies that attribute variable nursing participation to role ambiguity, professional hierarchy, and local
team practices [9-12, 25], as well as multicountry evidence of substantial regional variation [13]. In the
present study, nurses responded through indirect strategies: anchoring explanations in physician
statements, assessing family readiness over repeated encounters, implementing trial-like plans, and
escalating concerns. These practices constituted constrained agency because nurses could influence
care, but largely through channels defined by an unequal decision-making structure.

One explanation for this disparity is an epistemic hierarchy in which the weight given to clinical
knowledge depends partly on who presents it [26, 27]. The data do not indicate complete exclusion:
nurses could suggest reviews, document concerns, and support family understanding and deliberation.
Their agency was indirect and limited rather than absent. Moral distress was evident only in accounts
that combined an ethically troubling situation with a perceived inability to act [14, 15, 28]. Reports of
grief, sadness, nausea, and emotional labour were interpreted as emotional distress when participants
did not also identify a specific ethical concern and constraint. Qualitative evidence similarly shows
substantial emotional labour among nurses across ethically uncertain EOL practices [29].
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Participants experienced trial-like practices ambivalently. Explicit purposes, timeframes, and stopping
criteria allowed families time to understand the prognosis without framing withdrawal as abrupt
abandonment; unclear arrangements prolonged uncertainty and left nurses implementing care they
considered non-beneficial. A structured time-limited trial programme has been associated with more
family meetings and lower treatment intensity without worse hospital mortality or family satisfaction
[30], and qualitative work indicates that time can help teams manage prognostic uncertainty [31]. The
American Thoracic Society defines a time-limited trial as a collaborative plan to use life-sustaining
treatment for a defined period and then use the patient's response to decide whether to continue
recovery-focused care, shift to comfort-focused care, or extend the trial; it also cautions that poor
implementation may perpetuate harm [32]. This literature is principally interprofessional or physician-led.
Our data instead delineate a nursing role in implementing and explaining trial-like practices and
escalating bedside concerns, without implying unilateral nursing authority to design or terminate them.
Shared explanations, predefined review criteria, and a formal route for nursing observations to inform
team decisions are therefore important to their ethical use [4, 32].

Participants understood comfort as more than pain control. They combined physiological observation
with grooming, spiritual support, keepsakes, and family presence, thereby preserving aspects of
personhood that technology-centred workflows could obscure. Shared spaces, visiting restrictions,
routine procedures, and bed turnover nevertheless fragmented families' opportunities to understand the
situation and say goodbye. Current guidance, an umbrella review, and qualitative studies support
structured communication, symptom management, family support, and integration of palliative care [1-
4, 33-35]. A cluster-randomised trial also found that a physician-driven, nurse-aided, three-step support
strategy reduced prolonged grief symptoms six months after an ICU death [36]. The present accounts
indicate that protected time, privacy, continuity, and explicit responsibility for family communication are
practical conditions for delivering such care.

Staff distress was tied to work organisation as well as individual coping. Responses ranged from private
crying and peer conversation to reframing and emotional distancing, cautioning against assumptions
that all nurses need or prefer the same form of support. Reviews identify limited support for critical care
nurses after patient death [37] and wide variation in bereavement programmes for families [38, 39]. Units
could offer, rather than require, debriefing and address the workload and workflow conditions
surrounding difficult deaths; without these changes, support itself may become an additional demand.

Focus groups allowed participants to compare practices across units, challenge assumptions, and
articulate otherwise tacit role boundaries. The sample varied in age, ICU experience, and nursing career
ladder level, and the analysis retained divergent accounts of coping. Reporting of the research team,
interview guide, group composition, analytic responsibilities, and quality procedures provides a
transparent account of how the findings were produced.

Limitations
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Several limitations affect interpretation. The study drew on one hospital in Taiwan. Although role
ambiguity, unequal decision-making authority, family uncertainty, and emotional burden have also been
reported internationally, their expression is likely to vary with legal requirements, family decision norms,
staffing, palliative care availability, visiting rules, and the use of shared clinical spaces. Transferability to
other countries, hospitals, and ICU types should be judged cautiously. Voluntary self-enrolment may have
attracted nurses with greater interest in or experience of EOL care. Focus groups may favour socially
acceptable accounts, suppress sensitive disagreement, and reproduce seniority hierarchies; groups of
9-11 participants may also have limited individual speaking time despite active moderation. Private
sessions, balanced facilitation, and confidentiality ground rules reduced but could not remove these
risks. Individual interviews or ethnographic observation may elicit experiences not voiced in a group.
Prior EOL experience was self-reported rather than verified against clinical records, and one third of
participants had not cared for a patient formally identified as receiving EOL care in the preceding year.
Recall and variation in how EOL care was labelled may have influenced their accounts. The analysis
represents nurses' perspectives only; patient, family, physician, and palliative care perspectives are
needed to examine how authority and communication are negotiated across the team. Translation may
also have reduced cultural nuance despite bilingual checking.

Implications for nursing practice and research

Four practice implications follow. ICUs could (1) define nursing triggers for interprofessional goals-of-
care review, such as persistent symptom burden, repeated family misunderstanding, or a marked
discrepancy between treatment and the patient's expressed values; (2) include a brief nursing
contribution in family meetings and rounds that addresses symptom burden, family understanding, and
unresolved concerns; (3) document the purpose, duration, clinical review criteria, and communication
plan when treatment is continued for a defined period; and (4) protect privacy and uninterrupted family
time during active dying while providing education in EOL communication, access to palliative care
consultation, and optional post-death debriefing. Nursing triggers would prompt interprofessional review,
not transfer decision-making authority to one profession. These recommendations are consistent with
guidance that embeds palliative and family-centred care in ICU systems [2-4, 32, 33, 36, 40, 41] and with
a recent meta-synthesis linking nurses' moral dilemmas to non-beneficial treatment, limited nursing
voice, insufficient family involvement, and inadequate organisational support [42].

Conclusions

In this single-hospital study, ICU nurses had limited formal authority despite their continuous
involvement in EOL care. They clarified information, supported gradual changes from rescue-oriented to
comfort-focused care, attended to dignity beyond physiological measures, mediated family
disagreement, and tried to preserve time for farewell. Their ability to act depended heavily on individual
initiative and was restricted by role boundaries, time, privacy, and inconsistent staff support. Institutional
mechanisms that incorporate nursing observations into goals-of-care review, specify the purpose and
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review points of treatment continued for a defined period, protect family time, prepare staff for EOL
communication, and offer post-death support may better support these responsibilities.

Abbreviations

COREQ

Consolidated Criteria for Reporting Qualitative Research
DNR

do-not-resuscitate

EOL

end-of-life

ICU

intensive care unit

SRQR

Standards for Reporting Qualitative Research.

Declarations

Ethics approval and consent to participate

The study was conducted in the adult medical-surgical ICUs at Chi Mei Hospital, Liouying, a regional
teaching hospital in southern Taiwan. The study protocol for this site was approved by the Institutional
Review Board of Chi Mei Medical Center (approval no. 171211-L03). All procedures involving human
participants were performed in accordance with the Declaration of Helsinki and relevant institutional
guidelines and regulations. All participants provided written informed consent before participation.

Consent for publication

Not applicable. No identifiable individual data are presented.

Competing interests

The authors declare that they have no competing interests.

Funding

This research did not receive any specific grant from funding agencies in the public, commercial, or not-
for-profit sectors.

Author Contribution

Page 17/21



C.-W.W. and Y.-T.C. contributed to conceptualization, methodology, validation, formal analysis,
investigation, and writing of the original draft. Y.-T.C. also contributed to writing — review & editing,
supervision, and project administration. C.-M.S. and Y.-C.H. contributed to validation, formal analysis,
writing — review & editing, and supervision. S.-Y.C.K.L. contributed to validation, writing — review &
editing, and supervision. All authors have read and agreed to the published version of the manuscript.

Acknowledgements

The authors sincerely thank all participants who shared their experiences and the clinical staff who
assisted with participant recruitment and study coordination.

Data Availability

An earlier version of this manuscript has been posted as a preprint on SSRN
(https://doi.org/10.2139/ssrn.6844788). The preprint has not undergone peer review. The current
manuscript has been substantially revised in its analytic framing, reporting, and interpretation.

References

1. Effendy C, Yodang Y, Amalia S, Rochmawati E. Barriers and facilitators in the provision of palliative
care in adult intensive care units: a scoping review. Acute Crit Care. 2022;37(4):516-26.
https://doi.org/10.4266/acc.2022.00745.

2. Hwang DY, Oczkowski SJW, Lewis K, Birriel B, Downar J, Farrier CE, et al. Executive summary:
Society of Critical Care Medicine guidelines on family-centered care for adult ICUs. Crit Care Med.
2025;53(2):e459-64. https://doi.org/10.1097/CCM.0000000000006548.

3. Latour JM, Kentish-Barnes N, Jacques T, Wysocki M, Azoulay E, Metaxa V. Improving the intensive
care experience from the perspectives of different stakeholders. Crit Care. 2022;26(1):218.
https://doi.org/10.1186/s13054-022-04094-x.

4. Kesecioglu J, Rusinova K, Alampi D, Arabi YM, Benbenishty J, Benoit D, et al. European Society of
Intensive Care Medicine guidelines on end of life and palliative care in the intensive care unit.
Intensive Care Med. 2024;50(11):1740-66. https://doi.org/10.1007/s00134-024-07579-1.

5. Chen DR, Young Y, Shayya A, Perre T, O'Grady T. Cultural interplay in end-of-life care decisions:
comparing advance directive beliefs and preferences among adults in the U.S. and Taiwan. BMC
Palliat Care. 2025;24(1):104. https://doi.org/10.1186/s12904-025-01736-z.

6. Ministry of Health and Welfare. Patient Right to Autonomy Act. Laws & Regulations Database of the
Republic of China (Taiwan). 2021. https://law.moj.gov.tw/ENG/LawClass/LawAll.aspx?
pcode=L0020189. Accessed 27 Jul 2026.

7. Tsai DFC. The law and practice of advance directives in Taiwan. In: Cheung D, Dunn M, editors.

Advance directives across Asia: a comparative socio-legal analysis. Cambridge: Cambridge
Page 18/21



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

University Press; 2023. pp. 75—-89. https://doi.org/10.1017/9781009152631.006.

. Aschale A, Gishu T, Mengist S, Tsehay M. Experiences of intensive care unit nurses in providing end-

of-life care in public hospitals: a phenomenological study. BMC Nurs. 2025;24(1):1185.
https://doi.org/10.1186/s12912-025-03849-5.

. Heradstveit SH, Larsen MH, Solberg MT, Steindal SA. Critical care nurses' role in the decision-making

process of withdrawal of life-sustaining treatment: a qualitative systematic review. J Clin Nurs.
2023;32(17-18):6012-27. https://doi.org/10.1111/jocn.16728.

Flannery L, Ramjan LM, Peters K. End-of-life decisions in the intensive care unit (ICU): exploring the
experiences of ICU nurses and doctors: a critical literature review. Aust Crit Care. 2016;29(2):97-
103. https://doi.org/10.1016/j.aucc.2015.07.004.

Brooks LA, Manias E, Nicholson P. Communication and decision-making about end-of-life care in the
intensive care unit. Am J Crit Care. 2017;26(4):336—41. https://doi.org/10.4037/ajcc2017774.

Chang SO, Kim D, Cho YS, Oh Y. Care of patients undergoing withdrawal of life-sustaining
treatments: an ICU nurse perspective. BMC Nurs. 2024;23(1):153. https://doi.org/10.1186/s12912-
024-01801-7.

Benbenishty J, DeKeyser Ganz F, Lautrette A, Jaschinski U, Aggarwal A, Sgreide E, et al. Variations in
reporting of nurse involvement in end-of-life practices in intensive care units worldwide (ETHICUS-
2): a prospective observational study. Int J Nurs Stud. 2024;155:104764.
https://doi.org/10.1016/j.ijnurstu.2024.104764.

Morley G, Ives J, Bradbury-Jones C, Irvine F. What is 'moral distress'? A narrative synthesis of the
literature. Nurs Ethics. 2019;26(3):646-62. https://doi.org/10.1177/0969733017724354.

Morley G, Bradbury-Jones C, lves J. The moral distress model: an empirically informed guide for
moral distress interventions. J Clin Nurs. 2022;31(9-10):1309-26.
https://doi.org/10.1111/jocn.15988.

Salas-Berglés V, Pereira-Sanchez M, Martin-Martin J, Olano-Lizarraga M. Development of burnout
and moral distress in intensive care nurses: an integrative literature review. Enferm Intensiva (Engl
Ed). 2024;35(4):376-409. https://doi.org/10.1016/j.enfie.2024.02.002.

Ho MH, Liu HC, Joo JY, Lee JJ, Liu MF. Critical care nurses’ knowledge and attitudes and their
perspectives toward promoting advance directives and end-of-life care. BMC Nurs. 2022;21:278.
https://doi.org/10.1186/s12912-022-01066-y.

Ke YX, Hu SH, Takemura N, Lin CC. Perceived quality of palliative care in intensive care units among
doctors and nurses in Taiwan. Int J Qual Health Care. 2019;31(10):741-7.
https://doi.org/10.1093/intghc/mzz003.

Kitzinger J. Qualitative research: introducing focus groups. BMJ. 1995;311(7000):299-302.
https://doi.org/10.1136/bmj.311.7000.299.

Renjith V, Yesodharan R, Noronha JA, Ladd E, George A. Qualitative methods in health care research.
Int J Prev Med. 2021;12:20. https://doi.org/10.4103/ijpvm.IJPVM_321_19.

Page 19/21



21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

Elo S, Kyngéds H. The qualitative content analysis process. J Adv Nurs. 2008;62(1):107-15.
https://doi.org/10.1111/j.1365-2648.2007.04569.x.

Hennink M, Kaiser BN. Sample sizes for saturation in qualitative research: a systematic review of
empirical tests. Soc Sci Med. 2022;292:114523. https://doi.org/10.1016/j.socscimed.2021.114523.

O'Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for reporting qualitative research: a
synthesis of recommendations. Acad Med. 2014;89(9):1245-51.
https://doi.org/10.1097/ACM.0000000000000388.

Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-
item checklist for interviews and focus groups. Int J Qual Health Care. 2007;19(6):349-57.
https://doi.org/10.1093/intghc/mzm042.

Zhang C, Xue X, Tao J, Wang S, Wu Y, He Q, et al. Healthcare professionals' experiences of
participating in withdrawing life-sustaining treatment decisions in a Chinese intensive care unit: a
qualitative study. BMC Med Ethics. 2026;27(1):3. https://doi.org/10.1186/s12910-025-01336-9.

Jonas L, Bacharach S, Nightingale S, Filoche S. Under the umbrella of epistemic injustice:
communication and epistemic injustice in clinical encounters-a critical scoping review. Ethics Med
Public Health. 2025;33:101039. https://doi.org/10.1016/j.jemep.2024.101039.

Reed PG, Rishel CJ. Epistemic injustice and nurse moral distress: perspective for policy
development. Nurs Sci Q. 2015;28(3):241-4. https://doi.org/10.1177/0894318415585634.

McAndrew NS, Leske J, Schroeter K. Moral distress in critical care nursing: the state of the science.
Nurs Ethics. 2018;25(5):552-70. https://doi.org/10.1177/0969733016664975.

Ali V, Preston N, Machin L, Malone J. The experience of nurses when providing care across acts that
may be perceived as death hastening: a qualitative evidence synthesis. Palliat Med.
2025;39(6):644-64. https://doi.org/10.1177/02692163251331162.

Chang DW, Neville TH, Parrish J, Ewing L, Rico C, Jara L, et al. Evaluation of time-limited trials among
critically ill patients with advanced medical illnesses and reduction of nonbeneficial ICU treatments.
JAMA Intern Med. 2021;181(6):786—-94. https://doi.org/10.1001/jamainternmed.2021.1000.

Lonergan BWA, Wright A, Markham R, Machin L. Time-limited trials: a qualitative study exploring the
role of time in decision-making on the intensive care unit. Clin Ethics. 2020;15(1):11-6.
https://doi.org/10.1177/1477750919886087.

Kruser JM, Ashana DC, Courtright KR, Kross EK, Neville TH, Rubin E, et al. Defining the time-limited
trial for patients with critical illness: an official American Thoracic Society workshop report. Ann Am
Thorac Soc. 2024;21(2):187-99. https://doi.org/10.1513/AnnalsATS.202310-925ST.

Salins N, Dhyani VS, Mathew M, Prasad A, Rao AP, Damani A, et al. Assessing palliative care
practices in intensive care units and interpreting them using the lens of appropriate care concepts:
an umbrella review. Intensive Care Med. 2024;50(9):1438-58. https://doi.org/10.1007/s00134-024-
07565-7.

Bloomer MJ, Endacott R, Ranse K, Coombs MA. Navigating communication with families during
withdrawal of life-sustaining treatment in intensive care: a qualitative descriptive study in Australia

Page 20/21



35.

36.

37.

38.

39.

40.

41.

42.

and New Zealand. J Clin Nurs. 2017;26(5-6):690-7. https://doi.org/10.1111/jocn.13585.

Harrison BH, DeGennaro R, Wiencek C. Innovative strategies for palliative care in the intensive care
unit. AACN Adv Crit Care. 2024;35(2):157-67. https://doi.org/10.4037/aacnacc2024761.

Kentish-Barnes N, Chevret S, Valade S, Jaber S, Kerhuel L, Guisset O, et al. A three-step support
strategy for relatives of patients dying in the intensive care unit: a cluster randomised trial. Lancet.
2022;399(10325):656—-64. https://doi.org/10.1016/S0140-6736(21)02176-0.

Bloomer MJ, Ranse K, Adams L, Brooks L, Coventry A. Time and life is fragile: an integrative review
of nurses' experiences after patient death in adult critical care. Aust Crit Care. 2023;36(5):872-88.
https://doi.org/10.1016/j.aucc.2022.09.008.

Brekelmans ACM, Ramnarain D, Pouwels S. Bereavement support programs in the intensive care
unit: a systematic review. J Pain Symptom Manage. 2022;64(3):e149-57.
https://doi.org/10.1016/j.jpainsymman.2022.05.008.

Pattison NA, White C, Lone NI. Bereavement in critical care: a narrative review and practice
exploration of current provision of support services and future challenges. J Intensive Care Soc.
2021;22(4):349-56. https://doi.org/10.1177/1751143720928898.

Nelson JE, Cortez TB, Curtis JR, Lustbader DR, Mosenthal AC, Mulkerin C, et al. Integrating palliative
care in the ICU: the nurse in a leading role. J Hosp Palliat Nurs. 2011;13(2):89-94.
https://doi.org/10.1097/NJH.0b013e318203d9ff.

Wysham NG, Hua M, Hough CL, Gundel S, Docherty SL, Jones DM, et al. Improving ICU-based
palliative care delivery: a multicenter, multidisciplinary survey of critical care clinician attitudes and
beliefs. Crit Care Med. 2017;45(4):e372-8. https://doi.org/10.1097/CCM.0000000000002099.
Leng Z, Huang C, Ying L, Yv H, He Q, Zhou X et al. The moral dilemma of ICU nurses in end-of-life
care: a meta-synthesis. Nurs Ethics 2026 Apr 28:9697330261437266. Online ahead of print.
https://doi.org/10.1177/09697330261437266

Page 21/21



