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Abstract
Background Intensive care unit (ICU) nurses working in South Korea report experiencing uncertainty about how to 
care for patients undergoing withdrawal of life-sustaining treatments (WLT). A lack of consensus on care guidelines 
for patients with WLT contributes to uncertainty, ambiguity, and confusion on how to act appropriately within current 
law and social and ethical norms. To date, little has been discussed or described about how ICU nurses construct 
meaning about their roles in caring for dying patients in the context of wider social issues about end-of-life care and 
how this meaning interacts with the ICU system structure and national law. We aimed to better understand how 
ICU nurses view themselves professionally and how their perceived roles are enabled and/or limited by the current 
healthcare system in South Korea and by social and ethical norms.

Methods This qualitative descriptive study was conducted using in-depth, semi-structured interviews and discourse 
analysis using Gee’s Tools of Inquiry. Purposive sampling was used to recruit ICU nurses (n = 20) who could provide 
the most insightful information on caring for patients undergoing WLT in the ICU. The interviews were conducted 
between December 2021 and February 2022 in three university hospitals in South Korea.

Results We identified four categories of discourses: (1) both “left hanging" or feeling abandoned ICU nurses and 
patients undergoing WLT; (2) socially underdeveloped conversations about death and dying management; (3) 
attitudes of legal guardians and physicians toward the dying process of patients with WLT; and (4) provision of end-of-
life care according to individual nurses’ beliefs in their nursing values.

Conclusion ICU nurses reported having feelings of ambiguity and confusion about their professional roles and 
identities in caring for dying patients undergoing WLT. This uncertainty may limit their positive contributions to a 
dignified dying process. We suggest that one way to move forward is for ICU administrators and physicians to respond 
more sensitively to ICU nurses’ discourses. Additionally, social policy and healthcare system leaders should focus on 
issues that enable and limit the dignified end-of-life processes of patients undergoing WLT. Doing so may improve 
nurses’ understanding of their professional roles and identities as caretakers for dying patients.
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Introduction
The landscape of discourse about death and dying in 
South Korea and other countries has changed dramati-
cally in the past decade, and this has affected how end-
of-life care is perceived and delivered [1, 2]. For intensive 
care unit (ICU) nurses, end-of-life care can be challeng-
ing because their role often suddenly shifts from provid-
ing life-sustaining care to end-of-life care, specifically 
through withholding or withdrawal of life-sustaining 
treatments (WLT) [3, 4]. In the absence of specific train-
ing and systemic protocols in place at their hospital for 
carrying out WLT orders and end-of-life care, ICU 
nurses face stress-producing uncertainty, ambiguity, 
and even moral distress about their identity and role as 
healthcare professionals [5, 6].

In South Korea, the Life-Sustaining Medical Determi-
nation Act includes hospice and palliative care so that 
patients can continue to receive such care even if they 
decide to withhold or withdraw life-sustaining treatment 
(LST) [7]. Although the Life-Sustaining Medical Deter-
mination Act came into effect in South Korea in 2018, 
much criticism persists about the way the law came into 
being, specifically that the legislation was enacted with-
out serious social discourse and effort to reach a consen-
sus on the interpretation of human dignity at the end of 
life, self-determination, the duty of a nation to protect 
life, and the right to life [8, 9]. The Act does not even dis-
tinguish between withholding and withdrawal of LST, 
unlike other countries’ Acts [7]. The Act has fundamental 
limitations regarding ensuring a dignified death because 
it simply focuses on whether to decide on WLT, ignoring 
other factors such as dying a dignified death in a quiet, 
peaceful environment with close family and friends [10]. 
Therefore, essential questions remain: Was ethical justifi-
cation for WLT really obtained? and Should other factors 
not be considered to ensure a dignified death?

Furthermore, in some critical care settings where the 
discussion of death determines whether a patient receives 
active treatment, shared decision-making among the 
patient, family, and healthcare professionals rarely occurs 
and often without an in-depth and holistic understanding 
of dignified death [10, 11]. For this reason, ICU nurses 
report that they rarely provide dignified care for dying 
patients, leading them to confront ethical difficulties, like 
ethical uncertainty, ethical conflicts, or moral distress, 
causing them to burnout [5] or even to consider leaving 
their jobs [12, 13]. Moreover, they report that they expe-
rience role confusion and emotional distress [14]. Nurses’ 
confusion over their roles in end-of-life care is amplified 
by the ambiguity of the one legal means to which they 
can refer, the Life-sustaining Medical Determination Act, 
which does not clearly delineate their role in end-of-life 
care [2]. Indeed, many WLT decision-making in ICUs 
focuses only on whether LST is available and whether 

legal requirements are met [1, 4]. Thus, ICU nurses face 
a dilemma: They need to care for patients who do not 
receive active LST, but they also need to care for patients 
who need active treatment as mandated by law. On top 
of this, systemic or structural support to help ICU nurses 
resolve difficulties is lacking, which has been criticised 
[1, 15]. If unresolved, this lack of support constitutes one 
of the external factors that threatens the delivery of good 
care and the development of nursing professionalism [2, 
16].

Furthermore, in South Korea, recently, social val-
ues changes caused by the wave of Western individual-
ism are reflected in the stark contrast of the number of 
deaths occurring at home versus those occurring at 
medical facilities. Traditionally, most elderly people in 
South Korea died at home because that was where their 
children took care of them [2, 8]. In 2021, only 16.5% of 
all deaths in South Korea occurred at home, while 74.8% 
occurred at medical institutions [17]. It is in this kind of 
social context that WLT has emerged as one of the most 
prominent social and ethical issues in healthcare set-
tings. To resolve them, patients, families and healthcare 
professionals discuss and decide together on treatment 
and care plans for their loved ones. However, numer-
ous Korean ICU nurses participate little, or not at all, in 
advanced care planning [2, 18]. Their roles in end-of-life 
care are also limited, including WLT decisions [4, 19]. 
While striving to provide dignified end-of-life care for 
patients who have decided on WLT, Korean nurses have 
reported that they experience ethical challenges due to 
various external factors like poor communication among 
stakeholders, lack of structural or organisational support, 
and even their own lack of competency in end-of-life care 
[2, 4].

Thus, the goal of our research was to analyse ICU 
nurses’ discourses by addressing three questions: (1) How 
do ICU nurses view their roles and identities when caring 
for patients undergoing WLT, and what language do they 
use to express their views? (2) What ethical issues do ICU 
nurses face when caring for patients undergoing WLT? 
(3) How do these discourses enable or limit their profes-
sional roles as caregivers for patients undergoing WLT?

Methods
We used discourse analysis, which takes spoken or writ-
ten language as data and then analyses how it is used to 
reach social and cultural perspectives and identities [20, 
21]. It comprises a set of tools to analyse participants’ 
language-in-use to explore broader social and historical 
contexts of meaning [21, 22], in our case, how nurses’ 
personally, socially, and professionally derived discourses 
define their roles as healthcare agents in end-of-life situ-
ations. Analysis of in-depth interviews identified dis-
courses that defined ICU nurses’ position in caring for 
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patients who undergo WLT. This analysis was done to 
determine how patients’ death is handled within the 
social and ICU system and how ICU nurses who carry 
out their care are positioned at the frontline of end-of-life 
care. Quotations of the interviewed nurses are provided 
to exemplify the types of language-in-use and categories 
of discourse.

Participants and settings
Purposive sampling was used to recruit ICU nurses 
(n = 20) who could provide the most insightful infor-
mation on the issues we were studying [23]. Partici-
pants worked in three university hospitals in Seoul and 
Gyeonggi province in South Korea that had at least 10 
ICU beds. All 20 participants who were interviewed had 
knowledge and experience in caring for patients under-
going WLT in their ICUs.

Data collection
Data were collected through semi-structured interviews 
that were based on the framework and specific questions 
developed by Gee in his discourse analysis toolkit [20, 
21] (Appendix 1). Each participant was interviewed one 
or two times for a total of 60 to 90  min for each inter-
view between December 2021 and February 2022. All 
participants voluntarily agreed to a face-to-face inter-
view and to have their interview recorded. Considering 
that the COVID-19 pandemic largely coincided with 
data collection, interviews were conducted in a consult-
ing room with appropriate virus-transmission preventive 
measures.

Data analysis
There is no general consensus on precisely how dis-
course analysis should proceed [20]. However, Schnei-
der’s ten work steps [24] have been applied successfully 
to generate new findings about nurses’ constructions of 
spirituality and how they relate to their clinical practice. 
Schneider’s ten work steps systematically and efficiently 
analyse interview texts in the spirit of the work of Nor-
man Fairclough, who is a founder of discourse analysis. 
To develop components of successful discourse analysis, 
Gee [20] suggested posing six questions about seven top-
ics; he suggested 28 tools for discourse analysis. Thus, we 
used Schneider’s ten work steps [24] and Gee’s sugges-
tion on how to carry out a successful discourse analysis 
[20]. Gee’s Tools of Inquiry [21] were used as an identity-
building tool. The analysis process is presented in Appen-
dix 2.

The six questions were composed according to the 
following domains or themes of Gee [21]: (1) situated 
meaning; (2) social language; (3) figured world; (4) inter-
textuality; (5) the big ‘D’, Discourse; and (6) the big ‘C’, 
Conversation. The definitions of these six domains are 

summarised in Appendix 1. “Figured world” refers to 
Holland et al.’s [25] concept about what constitutes and 
affects identity. Social interactions form figured worlds, 
and people ‘‘figure out’’ their identity in relation to those 
around them.

For the identity-building tool, we constructed an anal-
ysis framework by referring to Gee [21], which allowed 
us to explore how one constructs identities and activi-
ties with others and how one perceives the identities and 
activities built around one [20]. The specific questions are 
presented in Appendix 1.

The interviews were transcribed verbatim and reviewed 
by the researchers for accuracy against the original 
recordings. The interviews were independently analysed 
by two researchers (S.O. and Y.O.). There is a thematic 
element to data analysis in which the actual language-
in-use was interrogated using tools that set up what was 
being constructed in, by, and through language. The cod-
ing process of the texts focused on participants’ language-
in-use, with particular attention being paid to repetitive 
and prominent phrases and expressions that captured the 
identity of ICU nurses when caring for patients under-
going WLT. These constitute the Discourses’ data units. 
We repeatedly referred to Gee’s analysis framework [21] 
to maintain consistency in the analysis. The data units 
of prominent phrases and expressions were identified 
and interpreted according to the context. We repeatedly 
confirmed the relationship between data units and Gee’s 
framework. The data analysis proceeded via periodic 
meetings with the other researchers; at these sessions, 
we continually “moved” back and forth between data 
sources, coding, and analysis to avoid becoming fixated 
on an initial, provisional discourse identity. Selected lan-
guage-in-use phrases were translated into English for the 
purpose of this paper.

Rigour
Like other qualitative approaches, discourse analysis 
involves an interpretive process that can produce mul-
tiple interpretations of a given text [20]. Therefore, to 
enhance the rigour of our study, we subjected our inter-
pretations to key questions suggested by Crowe [26]. To 
enhance the study’s methodological rigour, we consid-
ered how death is treated in our contemporary society. 
Thus, in the context of the medical community’s legally 
stipulated way of dealing with death, it is acknowledged 
that nurses are at the forefront of caring for patients in 
the ICU, and here, death is often one of the most promi-
nent issues faced by healthcare professionals. Following 
the discourse analysis stages of Schneider [24], we col-
lected data and analysed it according to research ques-
tions suitable for discourse analysis. The social, political, 
and clinical positions related to these research questions 
were analysed. Then, the framework developed by Gee 
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[20] enabled systematic analysis, as it provides structure 
and guidance to determine how one’s “reality” is con-
structed through discourse.

To support the rigour of our interpretations, we pro-
vide verbal texts that adequately explain the relation-
ship between discourse and interpretation; these texts 
also support the results of the findings. In addition, we 
made an effort to interpret and explain the relationship 
between our research findings and previously acquired 
knowledge about how ICU nurses view death and how 
they deal with death and dying in the context of provid-
ing good nursing care.

Results
The characteristics of the participants are presented in 
Table  1. The discourse analysis of participants’ inter-
views revealed four main kinds of discourses related to 
(1) both “left hanging or feeling abandoned ICU nurses 
and patients undergoing WLT; (2) socially underdevel-
oped conversations about death and dying management; 
(3) attitudes of legal guardians and physicians toward the 
dying process of patients undergoing WLT; and (4) pro-
vision of end-of-life care according to individual nurses’ 
beliefs in their nursing values (Appendix 3). These will 
now be considered in turn.

Both ‘left hanging’ or abandoned ICU nurses and patients 
undergoing WLT
The nurses stated that for patients undergoing WLT, 
physicians became indifferent towards the patient and 
the nurses once WLT began. Most physicians no lon-
ger prescribed medication related to medical treatment 
for patients undergoing WLT; they were unmotivated 
and unresponsive to nurses’ demands to check their 
patients who needed physicians’ examinations or treat-
ments. Physicians appeared to be well aware that even 

if they act like that, there are no legal or administrative 
restrictions on their behaviour. This situation made ICU 
nurses feel helpless and abandoned because their efforts 
to provide appropriate medical treatments were hindered 
by the physicians’ indifferences; for example, they often 
did not respond to nurses’ calls or prescribe appropriate 
medical examinations or treatments. Indeed, most physi-
cians were unresponsive when nurses alerted them that 
the patients were suffering while undergoing WLT. Some 
physicians would not even try to improve end-of-life care 
for patients undergoing WLT.

Analysis of nurses’ language-in-use indicates that ICU 
nurses were confused. Examples include phrases such 
as “a similar case but a different decision depending on 
the doctor in charge of the patient”; “I hope doctors to 
carefully check my patients undergoing WLT and give 
a needed treatment to relieve my patients’ sufferings”; 
and “what would be right to do as a nurse in such lim-
ited situations”. It created a figured world that threatened 
ICU nurses’ professional identity; they were regarded as 
detached persons who merely watched the patients’ suf-
ferings caused by a lack of adequate medical treatment 
from the sidelines, offering little to the discourse on WLT 
decisions or feeling hamstrung to provide any meaning-
ful care. In this regard, nurses felt that their professional 
identity was also threatened. For example:

When a patient’s vital signs are highly unstable, 
we did actively alert the doctor before, but now? I 
do not actively notify doctors because of their “no 
responses.” Nowadays, in that case, I provide nurs-
ing care as best as I can to solve such patients’ prob-
lems. But, nursing care sometimes would not be the 
solution to fundamentally improve patients’ medi-
cal conditions. That is, there are always limitations 
unless doctors prescribe. As a nurse, when I watch 
patients [undergoing WLT] suffering from a lack of 
proper medical treatment, I realise that no matter 
how hard I try, nursing alone can’t alleviate their 
suffering. It’s tough. I don’t know the right thing to do 
for dignified care in caring for the patients [undergo-
ing WLT].

Nurses are qualified to provide dignified end-of-life care. 
However, they still lack the authority to get involved in 
treating patients undergoing WLT. The physician deter-
mined the feasibility of resuscitation, the legal guardian 
gave up certain rights, and they both decided on when to 
initiate WLT. The ICU nurse, on the other hand, was left 
on the “sidelines”, observing others’ decisions, wanting to 
help but not allowed to. For example:

As a nurse, I don’t feel like I have to do anything 
more for this patient undergoing WLT in the ICU, 

Table 1 Baseline characteristics (n = 20)
Categories n (%) or M ± SD
Age (year) 30.1 ± 3.06
Gender
 Male
 Female

7 (35)
13 (65)

Departments of intensive care unit
 Medical
 Surgical
 Emergency
 Cardiac
 Neurological

6 (30)
1 (5)
9 (45)
1 (5)
3 (15)

Education level (%)
 Graduate school
 Bachelor degree
 Associate degree

1 (5)
17 (85)
2 (10)

Years of nursing experience 4.68 ± 3.31
(M ± SD: Mean ± Standard Deviation)
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but how can I just wait until the patient’s heart rate 
drops to zero BPM while the patient is still there? 
What I do is let the legal guardian visit the patient 
[…] At that time, I wondered if I could really do this.

Another language-in-use phrase used in these situations 
was “nursing efficiency and low priority regarding care 
for patients undergoing WLT.” This discourse was perva-
sive in the data. Language-in-use phrases associated with 
this notion, a management system focusing on the maxi-
misation of treatment efficiency and no laws regarding 
end-of-life care for patients undergoing WLT included: 
“organisational climate, managers, and physicians forced 
me to focus on the other ICU patients rather than to 
provide end-of-life care for patients undergoing WLT”; 
“more efficient to provide nursing care to other patients 
who can possibly recover”; and “no regulations or guide-
lines about end-of-life care for patients undergoing WLT, 
no system or physicians seem to care about their digni-
fied death”. These phrases build a world within the ICU 
system that is at odds with helping patients die in a dig-
nified manner. In addition, it does not align well with 
the basic ethical right of respecting human dignity since 
the nurses argued that all human beings have the funda-
mental right to receive the best nursing care, regardless 
of their health status. Furthermore, the ICU is always 
overflowing with patients in need of intensive care. As a 
result, nurses did not give priority care to patients under-
going WLT. For example:

Considering our ICU atmosphere, the unit manager 
and doctors want me to focus more on other, more 
critically ill patients. Patients undergoing WLT 
should receive good end-of-life care, but here, I am 
forced to care for the other ICU patients, I mean, 
patients not undergoing WLT, that is, patients who 
are hopeful of recovering. I am frustrated, and it is 
confusing and difficult at first, but now I also care for 
other patients who need intensive care, not patients 
undergoing WLT.

In summary, physicians’ indifference towards dying 
patients after the initiation of WLT was associated with 
ICU nurses’ language-in-use phrases describing role con-
fusion. Another language-in-use phrase commonly used 
in this context was “lack of authority, organisational cli-
mate, and low priority regarding care for patients under-
going WLT”, which meant current nursing care for WLT 
patients in the ICU was in conflict with their nursing val-
ues of protecting human dignity. Ultimately, it threatened 
their professional identity.

Socially underdeveloped conversations about death and 
dying management
ICU nurses often wondered whether the patient under-
going WLT really knew what WLT meant or how they 
might suffer at the end of life. ICU nurses witnessed that 
patients and their legal guardians did not readily talk 
about death prior to making the decision to initiate WLT. 
The nurses also observed that healthcare professionals 
had few or no discussions about patients’ deaths. ICU 
nurses highlighted that, in South Korea, discussing death 
tends to be taboo. This stance is related to a superstition 
that such specific discussions might actually facilitate 
death. It can also be viewed as an adult child’s mistreat-
ment of their parents. Nurses’ conversations about their 
patients’ death were pervasive throughout our discourse 
data. That meant that during their lifetime, patients 
might not have discussed or pondered about their death 
sufficiently or might not have discussed their death with 
family members. Similarly, patients and their families 
might not have sufficiently considered the meaning and 
consequences of WLT. For example:

The legal guardians have already told the medical 
staff that the patient’s condition is not very good. 
There may be financial or psychological issues if 
the period [length of WLT care] is already too long 
or if this [or that] happens. They [legal guardians] 
are physically and psychologically very tired. And in 
fact, there is no hope. But, most of the patients’ legal 
guardians seem not to talk with them [the patients] 
about WLT.

ICU nurses frequently observed the suffering of patients 
undergoing WLT who ended up not dying soon after 
WLT was initiated. For ICU nurses, providing medical 
treatment under these circumstances could be consid-
ered more ethically problematic if their treatment con-
flicts with the patient’s wishes for WLT.

Under these circumstances, the nurses’ language-in-
use reflected a sense of ethical confusion: “Should we 
provide suction lung care to a sleeping patient?”; “I don’t 
know what the patient is thinking, but I may not want 
it if I were that patient“; “Who is this treatment for [the 
patient or legal guardian]?”; and “Did the patient know 
the meaning of their decision to withdraw life-sustaining 
treatment and what it means to sign the legal document?” 
This ethical ambiguity created a figured world that con-
stantly challenged the professional identity of ICU 
nurses. Within this ICU environment, nurses are viewed 
as individuals who endure constant questioning about 
their treatment to justify the care of their patients under-
going WLT. ICU nurses were confused and conflicted as 
they tried to determine the direction of the end-of-life 
care they would provide patients undergoing WLT. It was 
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especially trying for them ethically, as they had to wit-
ness the patients’ end of life and eventual death without 
having time to interact with those patients for end-of-life 
care.

ICU nurses were sceptical about temporarily prolong-
ing a patient’s life by maintaining mechanical ventilation. 
Simultaneously, however, they wondered whether pro-
longing a patient’s life, even for just a few minutes, would 
really be in the best interest of the patient. This dilemma 
is exemplified by the following quote:

But in another way, it just seems meaningless. After 
all, it [the treatment] may not be for the sake of the 
patient. On the other hand, I sometimes get a little 
bit confused as the patients might desire to prolong 
their lives. Because of a lack of discussion or delib-
eration among them [patients and the legal guard-
ians]. I used to wonder whether they had enough 
time to talk about it.

In summary, traditional Korean taboo conversations 
about death and dying were associated with ICU nurses’ 
language-in-use phrases describing confusion and con-
flict on how to proceed with carrying out WLT proce-
dures and compatible WLT care.

Attitudes of legal guardians and physicians toward the 
dying process of patients undergoing WLT
The ICU nurses’ language-in-use showed that legal 
guardians and physicians were not yet prepared to deal 
with dying patients undergoing WLT, and their attitudes 
were indifferent. For legal guardians, physicians, and 
nurses, the decision to initiate WLT represents a critical 
turning point affecting their relationships with patients, 
and the effect was abrupt. Furthermore, they scarcely 
discussed how to deal with the patient’s dying process or 
who might decide on WLT unless the patients were inca-
pable of deciding for themselves.

Legal guardians’ lack of knowledge and attitudes toward the 
dying process of patients undergoing WLT
The language-in-use indicates that legal guardians lacked 
knowledge or had indifferent attitudes toward dying 
patients undergoing WLT despite consent for WLT. For 
instance, “legal guardians commonly ask nurses why 
patients aren’t dead yet” or “I know that WLT is the same 
as physician-assisted suicide or euthanasia”. This caused 
nurses to feel frustrated and compassionate toward their 
patients. The following is an example of a legal guardian’s 
attitude toward the treatment of patients undergoing 
WLT.

Most of the legal guardians think that death will 
come soon after they complete filling out the docu-

ments that terminate life-sustaining treatment. 
After the patient’s decision was made, when the 
legal guardian told me to stop giving oxygen to the 
patient, to not feed them, to not do anything, I had 
a really hard time. I explained to the legal guard-
ian that this was not the real meaning of WLT, to 
also withhold basic oxygen and nutritional require-
ments. Whenever I see such, [I] feel too bitter. [I] feel 
sorry for these patients every time I see them.

Physicians’ hesitancy to make WLT decisions and restrict 
palliative care
The language-in-use analysis showed that physicians 
were hesitant or sometimes reluctant to make WLT 
decisions. Language in this category of discourse was 
exemplified by phrases such as: “doctors hesitate to sign 
legal documents”; “doctors were passive in signing the 
legal document”; and “It’s really heartbreaking”. The 
nurses understood the physicians’ attitudes as they wit-
nessed legal difficulties due to unspecified and ambigu-
ous laws. Nevertheless, they highlighted that, ultimately, 
physicians’ attitudes had an impact on caring for dying 
patients undergoing WLT, which caused nurses to expe-
rience uncomfortable feelings. This discomfort is exem-
plified by the following excerpts:

If doctors were legally protected against failing to 
actively treat them [WLT patients], and [if ] doctors 
didn’t get sued for that failure, they would have fol-
lowed their hearts and signed [the form for WLT]. 
But doctors have experienced legal difficulties or 
have witnessed legal difficulties of other doctors [in 
the past], so maybe they are reluctant to sign docu-
ments. Even so, such attitudes impact caring for 
patients undergoing WLT; I mean, due to them, 
nursing care is very restricted. When lacking pallia-
tive care, I am the only person who witnesses dying 
patients’ suffering. It’s really heartbreaking, but 
[there is] not much I can do for my patients, so I feel 
sorry for them.

In summary, the indifferent attitudes of legal guard-
ians and physicians toward the dying process of patients 
undergoing WLT were associated with ICU nurses’ 
language-in-use phrases describing psychological 
discomfort.

Provision of end-of-life care according to individual nurses’ 
beliefs in their nursing values
Legal documents for WLT explain end-of-life care in 
insufficient detail and are limited in describing the qual-
ity of care. Therefore, nursing care should be entirely 
entrusted to nurses’ ethical values or responsibility. Each 
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nurse strives to provide dignified end-of-life care accord-
ing to their personal beliefs about nursing values.

Language-in-use emphasises that palliative care guide-
lines for patients undergoing WLT are unclear. However, 
the nurses provided end-of-life care based on their beliefs 
in nursing values: “if the patient is conscious”; “only if the 
patient is in [a] coma”; “if the doctor doesn’t set a scope 
of treatment, I’ll do it myself and do the best I can”; and 
“the right to receive dignified end-of-life care from their 
nurses”. Nurses’ approach to caring for patients undergo-
ing WLT are depicted in the following excerpts:

If the doctor doesn’t set a scope of palliative care or 
is reluctant to get involved in it, I’ll do it myself and 
do my best to alleviate my patients’ pain and com-
fort them. As a nurse, I feel compassion toward them 
[their patients with WLT] and deliver end-of-life 
care for my patients because they have the right to 
receive dignified end-of-life care from their nurses.

What kind of care routines do ICU nurses carry out with 
patients undergoing WLT? The answer varies for each 
nurse, as the nurses did not find justifiable grounds for 
their routine nursing practices. For physicians, their 
role in caring for these patients is more clear-cut. By 
law, they are prohibited from resuscitating patients with 
WLT directives. Therefore, physicians are more passively 
involved in maintaining the lives of patients undergoing 
WLT. For nurses, their role is less clear-cut, as there are 
no definitive guidelines to direct their care of patients 
undergoing WLT. As such, nurses experience ambiguity 
about how much they should be involved in the physi-
cian-patient care relationship. This ambiguity is reflected 
in the following quotation:

It would be helpful if there were clear guidelines on 
how to care for patients undergoing WLT in the ICU. 
But, we have unclear and lack of authority regarding 
end-of-life care for my patients by the Act. But, it’s 
contrary to nursing values. So, that’s why I just pro-
vide end-of-life care for my patients, following what 
I’ve learned and what I believe about nursing. But, I 
still get confused and doubt whether my actions are 
right or not by the law.

End-of-life care for patients undergoing WLT was 
based on the best nursing-care model, which took into 
account the personal convictions and training of indi-
vidual nurses. Although ICU nurses strived to provide 
the best possible care, they often failed to provide this as 
they were obligated to care for other patients who were 
in greater need, causing feelings of guilt. Nonetheless, 
on a case-by-case basis, nurses constructed individual 
care frameworks based on their personal experience, 

knowledge, and beliefs about nursing care so that they 
could minimise their guilt:

I often have to care for other patients who need my 
help, so I feel bad every time I don’t provide good 
end-of-life care for my patients, but I seek to find 
solutions. It’s a kind of self-defence mechanism. 
It’s my one and only solution to keep me going. But 
anyway, one of my routines is to watch the elevator 
doors until closing when my patient goes to the mor-
tuary. It is my own way of giving last end-of-life care 
and respecting [the patient’s] dignity for the very last 
time.

In summary, the lack of roles for nurses specified in the 
law for WLT and the indifference of physicians regard-
ing patients undergoing WLT were associated with ICU 
nurses’ language-in-use phrases associated with the pro-
vision of end-of-life care according to individual nurses’ 
beliefs in nursing values.

Discussion
Our present study examined how discourses of ICU 
nurses in South Korea shape their roles as nurses tasked 
with caring for patients who request and undergo WLT, 
specifically how they mould and enable or limit them in 
their professional duties and identity. The main context in 
which these discourses occurred is societal and structural 
problematic: little-discussed issues of death and dying 
in Korean society and in the ICU hospital system, and 
ambiguities of the 2018 Life-Sustaining Medical Determi-
nation Act of South Korea and how it should be applied. 
Through the use of discourse analysis of texts from semi-
structured interviews of ICU nurses, we identified four 
themes of discourse: (1) both “left hanging or feeling 
abandoned ICU nurses and patients undergoing WLT; (2) 
socially underdeveloped conversations about death and 
dying management; (3) attitudes of legal guardians and 
physicians toward the dying process of patients undergo-
ing WLT; and (4) provision of end-of-life care according 
to individual nurses’ beliefs in their nursing values.

Our participant nurses’ language-in-use reflects the 
ambiguity of their roles in the ICU as a threat to nurs-
ing values, one that is obscured by the ever-changing 
medical approaches to dealing with the deaths of patients 
undergoing WLT. Furthermore, “unwritten” regulations 
and the vague Act tend to persuade ICU nurses to limit 
end-of-life care. This is to focus hospitals’ care manage-
ment system based on the maximisation of treatment 
efficiency and physicians’ stance on critically ill patients 
not undergoing WLT and patients who have the hope of 
recovering. Our findings are consistent with other stud-
ies investigating difficulties in providing end-of-life care 
among ICU nurses in other countries [27, 28]. Nasu et al.’s 
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systematic review of end-of-life care practice also high-
lighted the need for proper legal documentation regard-
ing nurses’ roles and authority in dignified end-of-life 
care [29]. This review found that nursing care responds 
to the multiple demands of patients, families, and physi-
cians, and nurses have many responsibilities for evaluat-
ing and addressing patients’ medical concerns; however, 
they lack the authority to deal with end-of-life care 
regardless of country or cultural contexts [29]. Baykara 
et al. [30] argued that the primary reason for difficulties 
experienced by Turkish ICU nurses regarding end-of-life 
decisions was a lack of specific legal regulations. Valiee 
et al. [31] reported that Iranian nurses’ involvement in 
end-of-life and ethical decision-making processes was 
well below the expected levels due to the absence of legal 
regulations. DuBois and Reed [32] stressed that changes 
in policy are needed to enable United States nurse prac-
titioners to reach their full scope of practice in a way that 
benefits patients and families at the end of life. Health 
policymakers should consider amendments to the laws 
that restrict end-of-life nursing care for patients under-
going WLT and establish regulations to protect and pro-
mote the rights of patients undergoing WLT to receive 
dignified end-of-life nursing care.

Furthermore, the ICU climate that focused on maxi-
mising treatment efficiency pressured the nurses to care 
for other patients who required intensive care. Such a 
context created a figured world which caused confusion 
about their roles based on nursing values of protecting 
human beings’ dignity. Ultimately, this threatened their 
professional identity. This aligns with previous findings 
regarding nurses’ experiences with end-of-life care [5, 33, 
34]. Kim et al. [5] explored ethical conflicts among nurses 
in geriatric hospitals and found that they felt disillu-
sioned with hospitals’ attitudes that considered treatment 
as only for financial benefit. Some left their positions or 
quit their jobs because they realised their limited power 
and were unable to change their organisations’ systems 
or stances. Oh and Gastmans’s systematic review on 
ethical issues among ICU nurses caring for patients with 
COVID-19 reported that the most distressing issue in 
end-of-life care involved threatening patients’ dignity 
[14]. This consistency can be attributed to the moral dis-
tress experienced by nurses. Moral distress refers to the 
inability to do the right thing despite being aware of it 
[35]. Organisational climate conflict with nurses’ beliefs 
in nursing values causes moral distress and damages 
moral integration, a component of professional identity 
[36, 37]. ICU nurse leaders should establish a climate that 
supports nurses’ beliefs about nursing values. It is crucial 
to listen to them so that they can do the right thing and 
advocate as moral agents by providing dignified end-of-
life care for patients undergoing WLT.

Our participants felt frustrated in situations where they 
perceived that physicians’ indifferent attitude toward 
end-of-life care hindered providing dignified nursing 
care for their patients. Our findings are supported by 
previous studies of nurses’ moral distress involving phy-
sician practice [36, 38]. Indeed, care approaches through 
poor communication between physicians and nurses 
contradict patients’ wishes, and nurses are restricted 
from participating in the determination and planning of 
end-of-life care for their patients [39, 40]. In such situ-
ations, nurses experience moral distress because of the 
power structure of the healthcare setting. Furthermore, 
the Korean nursing environment is dominated by medi-
cal paternalism and hierarchism, which restrict nurses’ 
authority in caring for patients. In cultural contexts or 
hierarchical power structures similar to those of hospitals 
in South Korea, medical paternalism results in moral dis-
tress among nurses in Taiwan [41], Iran [42], and China 
[43]. According to Prompahakul and Epstein’s integrative 
review of moral distress among non-Western nurses [44], 
although both Western and non-Western healthcare set-
tings have professional hierarchical structures, the extent 
might differ in non-Western contexts. Kovanci and Akyar 
[34] analysed the influence of cultural context on moral 
distress among ICU nurses and concluded that moral 
distress is similar in countries with similar cultures and 
those which are geographically close. Given such cultur-
ally distinctive traits, further discourse analysis research 
reflecting cultural contexts in exploring moral distress 
among ICU nurses who care for patients undergoing 
WLT is required.

An analysis of language-in-use reveals conversations 
(Big “C”) [20] regarding a lack of social discourse about 
caring for patients undergoing WLT in South Korea. It 
also takes place within the ICU setting where care for 
WLT patients is provided. Patients, legal guardians, and 
even healthcare professionals are not accustomed to dis-
cussing the meaning or processes of WLT and the neces-
sary palliative care before deciding on WLT. Due to these 
social contexts, nurses experienced confusion about their 
roles and doubted whether their care would be in the 
best interests of their patients. Their language-in-use can 
be explained as moral uncertainty, which “arises when 
one is unsure what moral principles or values apply, or 
even what the moral problem is” [45]. Moral uncertainty 
occurs when ICU nurses are obliged to work despite 
unclear guidelines or regulations regarding the treatment 
of their patients [30, 31]. Indeed, during the COVID-19 
pandemic, numerous nurses experienced moral uncer-
tainty as they queried what principles should be applied 
to resolve ethical issues [14]. This was because of incon-
sistent healthcare policies or the absence of guidelines 
for dealing with ethical issues such as protecting human 
rights [14]. The establishment of clear guidelines or 
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rules can alleviate confusion among nurses due to moral 
uncertainty, thereby promoting their professional com-
mitment to nursing care [46] and quality of care [47].

Although ICU nurses were confronted with obscure 
laws and guidelines and a lack of authority for end-of-
life care for patients undergoing WLT, each nurse strived 
to deliver good nursing care by following their nurs-
ing values and protecting human dignity. This enabled 
them to maintain their professional identities and avoid 
guilt. Remarkably, they described themselves as the only 
ones who could be concerned about and represent their 
patients’ human rights and dignity. They made an effort 
to fulfil the role of advocates for their patients and were 
able to do so because they were beside their patients and 
vividly witnessed their suffering. Our findings align with 
those of other studies on ICU nurses’ ethical behaviour 
based on nursing values, despite clashes with the organ-
isational climate or physicians’ and legal guardians’ inter-
ests [39, 48]. Flannery et al. [39] found that Australian 
ICU nurses tended to advocate on behalf of the patient 
and what they interpreted as the patient’s best inter-
est. Peter et al. [48] revealed that Canadian ICU nurses 
endeavoured to fulfil their caring responsibilities as 
moral agents through face-to-face relationships. Such 
consistency may originate from a strong sense of ethical 
and professional responsibility among nurses. Norvedt 
[49] asserted that epistemological knowledge and onto-
logical essence in nursing are fundamentally involved 
in ‘being-for-the-other’, which is being responsible for 
another by responding to their suffering and vulner-
ability, namely, ethics. Nurses’ responsibilities originate 
from the patient’s appeal and arise from a response to 
the patient’s moral reality [49]. Martinsen [50] empha-
sised that nurses feel an ethical responsibility arising 
from patients’ demands through ethical meetings. How-
ever, according to a recent review of ethical responsibility 
among nurses, few empirical studies have investigated it 
[51]. Further studies are needed to explore the essence of 
nurses’ responsibility for developing competence in ethi-
cal and professional responsibilities.

Implications
Using discourse analysis, this research highlights the dif-
ficulties and ethical challenges nurses experience in pro-
viding care to patients undergoing WLT. The findings can 
provide us with a key to recognising the needs of social 
discourse and the amendment of related laws in caring 
for patients undergoing WLT. Thus, our findings indi-
cate that it is vital for healthcare policymakers and nurse 
leaders to listen to nurses’ voices so that they can provide 
dignified end-of-life care for patients undergoing WLT as 
moral agents. Our suggestions can inspire approaches or 
ideas to reduce moral uncertainty and alleviate moral dis-
tress among nurses, which can advance the development 

of their professional roles and identities, ultimately con-
tributing to the protection and promotion of dignified 
dying and death of patients undergoing WLT.

Limitations
We acknowledge the limitations in generalising the find-
ings of our small-scale study. However, our research 
offers new insights into a previously overlooked aspect 
in the field of how nurses view their professional roles 
and identities in end-of-life care for patients undergoing 
WLT. The frontline accounts of 20 nurses who volun-
teered to participate in our study likely do not encom-
pass all the possible perspectives, nor do we believe that 
our interpretations of the participants’ language-in-use 
are the only valid interpretations. Furthermore, there 
could be differences in nurses’ experiences of caring 
for patients undergoing WLT depending on cultural or 
regional contexts. In addition, nurses’ interviews might 
not have been fully reflected due to translation limita-
tions of their interviews from Korean to English. Instead 
of providing absolute certainty, readers are encouraged to 
assess the significance of our findings by considering how 
they align with their own experiences and our explana-
tion of the research methodology.

Conclusions
This study examined how the discourse of ICU nurses 
in South Korea shapes their role in caring for patients 
undergoing WLT, specifically, how they enable or limit 
their professional roles and identity. We hope that the 
discourses provide another perspective on the challenges 
faced by ICU nurses caring for patients undergoing WLT. 
For example, a lack of social discourse, obscure laws 
regarding caring for patients undergoing WLT, and soci-
etal contexts influence nurses’ attitudes or approaches to 
caring for patients undergoing WLT in the ICU. In such 
environments, ICU nurses experience role confusion and 
psychological distress, such as emotional distress and 
moral distress, which could affect their professional iden-
tity. However, they recognised patients’ vulnerability and 
felt compassion toward them. Individually, each nurse 
strived to provide good care as an advocate according to 
their nursing values. Their strong sense of responsibility 
enabled them to provide dignified end-of-life care despite 
situational constraints. For the dignified dying and death 
of patients undergoing WLT, it is necessary to encour-
age social discourse on what a dignified death means 
and how end-of-life care is delivered and to amend the 
related laws by reflecting the perspectives of stakehold-
ers, including nurses. Achieving them will move us closer 
to answering ICU nurses’ questions about how we should 
go about providing end-of-life care for patients undergo-
ing WLT.



Page 10 of 11Chang et al. BMC Nursing          (2024) 23:153 

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12912-024-01801-7.

Supplementary Material 1

Acknowledgements
The authors would like to thank the ICU nurses who participated in this 
research and the institutions that showed their support and cooperation. We 
also thank Hyeon Hui Kim, a research assistant in Younjae Oh’s research project 
in South Korea, and Jynmarie Cervantes, an independent researcher in the 
Philippines, for their thorough reading and contributions to the writing of this 
paper.

Author contributions
Conceptualization, S.C. and Y.O.; methodology, S.C. and D.K.; validation, S.C. 
and D.K., and Y.O.; formal analysis, S.C. and D.K.; investigation, D.K. and Y.C.; 
resources, D.K. and Y.C.; data curation, D.K. and Y.C., and S.C.; writing—original 
draft preparation, S.C. and D.K.; writing—review and editing, Y.O.; visualization, 
Y.O.; supervision, S.C. and Y.O.; project administration, D.K.; funding acquisition, 
Y.O. All authors have read and agreed to the published version of the 
manuscript.

Funding
This research was supported by the Basic Science Research Program through 
the National Research Foundation of Korea (NRF) NRF-2020R1F1A1061810.

Data availability
Data are available upon request from the corresponding author of the study.

Declarations

Ethics approval and consent to participate
The study was conducted in accordance with the Declaration of Helsinki and 
approved by the Institutional Review Board of Korea University before data 
collection (KUIRB-2021-0339-02). Written informed consent regarding the 
study purpose, which included guaranteed anonymity and confidentiality, 
was obtained. Only those who voluntarily agreed to participate were included, 
and participants could withdraw at any time without repercussions. When 
participants could not deliver the questionnaire to the researcher directly due 
to their work shift, they were asked to seal it in an envelope for confidentiality.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 22 July 2023 / Accepted: 15 February 2024

References
1. Lim A, Kim S. Nurses’ ethical decision-making during end of life care in South 

Korea: a cross-sectional descriptive survey. BMC Med Ethics. 2021;22:1–9.
2. Ahn K, Kong B, Song Y. A study on the life-sustaining treatment decision-

making and end-of-Life Care experiences of Intensive Care nurses after the 
enforcement of the life-sustaining treatment decision-making Act. J Korean 
Bioeth Assoc. 2020;21:31–53.

3. Ozga D, Woźniak K, Gurowiec PJ. Difficulties perceived by ICU nurses 
providing end-of-life care: a qualitative study. Glob Adv Health Med. 
2020;9:2164956120916176.

4. Ho M-H, Liu H-C, 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;21:1–8.

5. Kim M, Oh Y, Kong B. Ethical conflicts experienced by nurses in geriatric 
hospitals in South Korea: if you can’t stand the heat, get out of the Kitchen. 
Int J Env Res Public Health. 2020;17:4442.

6. Dorman JD, Raffin Bouchal S. Moral distress and moral uncertainty in medical 
assistance in dying: a simultaneous evolutionary concept analysis. Nurs 
Forum. 2020;55:320–30.

7. Korean Ministry of Health and Welfare. Medical law. Act no hospice and pal-
liative care and decisions on life-sustaining treatment for patients at the end 
of life. In: Ministry of Health and Welfare, editor. Act No. 14013,. Republic of 
Korea 2018. p. 1–20.

8. Lee S-B. Human dignity, the right to life and meaningless life-sustaining treat-
ment. J Crim Law. 2019;31:119–51.

9. Park JC. I want a kind death. Seoul: Hongik Publishing Media Group; 2022.
10. Lee U, Ji H, Cho J. Roles of nurses in decision-making to withhold or withdraw 

life-sustaining treatment for patients according to the life-sustaining treat-
ment decision-making Act. Bio Ethics Policy. 2021;5:97–114.

11. Jimenez O-JB, Trajera SM, Ching GS. Providing end-of-Life Care to COVID-19 
patients: the lived experiences of ICU nurses in the Philippines. Int J Env Res 
Public Health. 2022;19:12953.

12. St Ledger U, Reid J, Begley A, Dodek P, McAuley DF, Prior L, et al. Moral distress 
in end-of-life decisions: a qualitative study of intensive care physicians. J Crit 
Care. 2021;62:185–9.

13. Mu P-F, Tseng Y-M, Wang C-C, Chen Y-J, Huang S-H, Hsu T-F, et al. Nurses’ 
experiences in end-of-life care in the PICU: a qualitative systematic review. 
Nurs Sci Q. 2019;32:12–22.

14. Oh Y, Gastmans C. Ethical issues experienced by nurses during COVID-19 
pandemic: systematic review. Nurs Ethics. 2023;0:09697330231200564.

15. Kim HS, Choi EK, Kim TH, Yun HY, Kim EJ, Hong JJ, et al. Difficulties in end-
of-life care and educational needs of intensive care unit nurses: a mixed 
methods study. Korean J Hosp Palliat Care. 2019;22:87–99.

16. Stokes H, Vanderspank-Wright B, Bourbonnais FF, Wright DK. Meaningful 
experiences and end-of-life care in the intensive care unit: a qualitative study. 
Intensive Crit Care Nurs. 2019;53:1–7.

17. Statistics Korea. In: Population, Sensus, editors. Life tables for Korea 2021. 
Seoul: Korea Goverment; 2021. pp. 1–5.

18. Jang N-S, Park H-S, Kim M-R, Lee J-Y, Cho Y-W, Kim K-M, et al. Knowledge, con-
fidence, and learning needs regarding advance directives among Hospital 
nurses. J Korean Crit Care Nurs. 2018;11:35–45.

19. Eunyoung L, Ji Hee J, Jung Sook C. Roles of nurses in decision-making to 
withhold or withdraw life-sustaining treatment for patients according 
to the life-sustaining treatment decision-making Act. Bio Ethics Policy. 
2021;5:97–114.

20. Gee JP. An introduction to discourse analysis: theory and method. London: 
Routledge; 2014.

21. Gee JP. How to do discourse analysis: a toolkit. London: Routledge; 2014.
22. Cooper KL, Luck L, Chang E, Dixon K. The application of Schneider’s critical 

discourse analysis Framework for a study of spirituality in nursing. Int J Qual 
Methods. 2021;20:1609406921998912.

23. Bhardwaj P. Types of sampling in research. J Pract Cardiovasc sci. 2019;5:157.
24. Schneider F. How to do a discourse analysis: A toolbox for analyzing political 

texts. 2013. http://www.politicseastasia.com/studying/how-to-do-a-dis-
courseanalysis. Accessed July 01 2023.

25. Holland D. Identity and agency in cultural worlds. Harvard University Press; 
2001.

26. Crowe M. Discourse analysis: towards an understanding of its place in nurs-
ing. J Adv Nurs. 2005;51:55–63.

27. Xu D-d, Luo D, Chen J, Zeng J-l, Cheng X-l, Li J, et al. Nurses’ perceptions of 
barriers and supportive behaviors in end-of-life care in the intensive care unit: 
a cross-sectional study. BMC Palliat Care. 2022;21:1–10.

28. Borhani F, Hosseini SH, Abbaszadeh A. Commitment to care: a qualitative 
study of intensive care nurses’ perspectives of end-of-life care in an islamic 
context. Int Nurs Rev. 2014;61:140–7.

29. Nasu K, Konno R, Fukahori H. End-of-life nursing care practice in long-term 
care settings for older adults: a qualitative systematic review. Int J Nurs Pract. 
2020;26:e12771.

30. Baykara N, Utku T, Alparslan V, Arslantaş MK, Ersoy N. Factors affecting the 
attitudes and opinions of ICU physicians regarding end-of-life decisions 
for their patients and themselves: a survey study from Turkey. PLoS ONE. 
2020;15:e0232743.

31. Valiee S, Negarandeh R, Dehghan Nayeri N. Exploration of Iranian intensive 
care nurses’ experience of end-of‐life care: a qualitative study. Nurs Crit Care. 
2012;17:309–15.

32. DuBois JC, Reed PG. The nurse practitioner and policy in end-of-Life Care. 
Nurs Sci Q. 2014;27:70–6.

https://doi.org/10.1186/s12912-024-01801-7
https://doi.org/10.1186/s12912-024-01801-7
http://www.politicseastasia.com/studying/how-to-do-a-discourseanalysis
http://www.politicseastasia.com/studying/how-to-do-a-discourseanalysis


Page 11 of 11Chang et al. BMC Nursing          (2024) 23:153 

33. Bidabadi FS, Yazdannik A, Zargham-Boroujeni A. Patient’s dignity in intensive 
care unit: a critical ethnography. Nurs Ethics. 2019;26:738–52.

34. Kovanci MS, Akyar I. Culturally-sensitive moral distress experiences of inten-
sive care nurses: a scoping review. Nurs Ethics. 2022;29:1476–90.

35. Jameton A. What moral distress in nursing history could suggest about the 
future of health care. AMA J Ethics. 2017;19:617–28.

36. Kim H, Kim H, Oh Y. Impact of ethical climate, moral distress, and moral sen-
sitivity on turnover intention among haemodialysis nurses: a cross-sectional 
study. BMC Nurs. 2023;22:55.

37. Kim M, Oh Y, Lee JY, Lee E. Job satisfaction and moral distress of nurses work-
ing as physician assistants: focusing on moderating role of moral distress in 
effects of professional identity and work environment on job satisfaction. 
BMC Nurs. 2023;22:267.

38. Atashzadeh-Shoorideh F, Tayyar-Iravanlou F, Chashmi ZA, Abdi F, Cisic RS. 
Factors affecting moral distress in nurses working in intensive care units: a 
systematic review. Clin Ethics. 2021;16:25–36.

39. Flannery L, Peters K, Ramjan LM. The differing perspectives of doctors and 
nurses in end-of-life decisions in the intensive care unit: a qualitative study. 
Aust Crit Care. 2020;33:311–6.

40. McAndrew NS, Leske J, Schroeter K. Moral distress in critical care nursing: the 
state of the science. Nurs Ethics. 2018;25:552–70.

41. Ko H-K, Tseng H-C, Chin C-C, Hsu M-T. Phronesis of nurses: a response to 
moral distress. Nurs Ethics. 2020;27:67–76.

42. Moshtagh M, Mohsenpour M. Moral distress situations in nursing care. Clin 
Ethics. 2019;14:141–5.

43. Jia YX, Chen O, Xiao ZY, Xiao J, Bian JP, Jia HY. Nurses’ ethical challenges caring 
for people with COVID-19: a qualitative study. Nurs Ethics. 2021;28:33–45.

44. Prompahakul C, Epstein EG. Moral distress experienced by non-western 
nurses: an integrative review. Nurs Ethics. 2020;27:778–95.

45. Jameton A. Nursing practice: the ethical issues. New York, USA: NY: Prentice 
Hall; 1984. pp. 5–6.

46. Lotfi Z, Atashzadeh-Shoorideh F, Mohtashami J, Nasiri M. Relationship 
between ethical leadership and organisational commitment of nurses with 
perception of patient safety culture. J Nurs Manag. 2018;26:726–34.

47. Ingvarsson E, Verho J, Rosengren K. Managing uncertainty in nursing - newly 
graduated nurses’ experiences of introduction to the nursing Profession. Int 
Arch Nurs Health Care. 2019;5:119.

48. Peter E, Mohammed S, Killackey T, MacIver J, Variath C. Nurses’ experiences of 
ethical responsibilities of care during the COVID-19 pandemic. Nurs Ethics. 
2022. https://doi.org/10.1177/09697330211068135.

49. Nortvedt P. Sensitive judgement: an inquiry into the foundations of nursing 
ethics. Nurs Ethics. 1998;5:385–6.

50. Martinsen K. Care and vulnerability. Oslo: Forlaget Akribe; 2006. pp. 225–46.
51. Pishgooie A-H, Barkhordari-Sharifabad M, Atashzadeh-Shoorideh F, Falcó-

Pegueroles A. Ethical conflict among nurses working in the intensive care 
units. Nurs Ethics. 2019;26:2225–38.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://doi.org/10.1177/09697330211068135

	Care of patients undergoing withdrawal of life-sustaining treatments: an ICU nurse perspective
	Abstract
	Introduction
	Methods
	Participants and settings
	Data collection
	Data analysis
	Rigour

	Results
	Both ‘left hanging’ or abandoned ICU nurses and patients undergoing WLT
	Socially underdeveloped conversations about death and dying management
	Attitudes of legal guardians and physicians toward the dying process of patients undergoing WLT
	Legal guardians’ lack of knowledge and attitudes toward the dying process of patients undergoing WLT
	Physicians’ hesitancy to make WLT decisions and restrict palliative care


	Provision of end-of-life care according to individual nurses’ beliefs in their nursing values
	Discussion
	Implications
	Limitations

	Conclusions
	References


