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Abstract

Background: Palliative care is essential in Intensive Care Units (ICUs), where many patients face life-threatening conditions and may
not survive. ICU nurses are at the frontline of End-Of-Life (EOL) care, requiring strong competencies in communication, empathy, and
symptom management. They also face significant emotional and ethical burdens when caring for dying patients. A deeper understanding
of their experiences is crucial to improving the quality and delivery of EOL care in critical care settings. This study aimed to explore
the experiences of nurses caring for terminally ill patients in the Intensive Care Units (ICUs).

Methods: This qualitative descriptive study was conducted in the ICUs of Sahloul University Hospital in Sousse, Tunisia. Five
experienced nurses from three different units were purposively selected. Data were collected through semi-structured interviews using
a semi-structured interview guide, inspired by Jean Watson’s philosophy, which comprises fourteen open-ended questions examining
perceptions, emotions, support practices, and barriers. Data were analysed inductively using Paille’s five-step model.

Results: The data analysis revealed five main themes: (1) The representation of the concept of "End-of-life" by healthcare staff, (2) The
emotions experienced, (3) The specific support provided, (4) The barriers raised, and (5) The psychological support for the patient and
family. These five themes covered fourteen sub-themes.

Conclusion: This Research emphasizes the need for strong interpersonal skills, patient-centred strategies, and effective communication
with both family and patient, to improve care and support caregivers in their crucial roles to provide palliative care.
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1. Introduction

potentially life-threatening illnesses. It focuses on
preventing and relieving suffering through early
recognition, accurate assessment, and treatment of pain and
other issues, whether physical, psychosocial, or spiritual [7].

Although the aims of palliative care and critical care may
initially seem different, their values and goals are similar, as
saving or prolonging life may conciliate with alleviating
suffering and enhancing quality of life, and death [8]. Once
limited to hospice support, palliative care is now recognized
as an integral component of ICU practice, guided by core

Intensive care is a specialized ward of healthcare for
patients with life-threatening conditions, severe injuries, or
organ failure. It is provided by a team of healthcare
professionals in the Intensive Care Units (ICUs) and extends
to emergency care, treatment of very ill patients, and follow-
up care after treatment [1].

However, it is important to note that not all individuals
receiving such care will recover [2]. Thus, the focus of care
may shift from aggressive life-sustaining interventions to
situations in which patients become dependent and require . S
external support [3,4]. In these circumstances, the role of cthical  princip le.s > uch as autonomy, beneficence,
ICU nurses transitions from curative treatment to providing noqmaleﬁ cence, Jl}stlce, a.nd ﬁdehty [9]. Inde.ed, mo st
End-Of-Life (EOL) care [3]. In this context, EOL care patients in these units experience unrelieved and distressing

symptoms [9].

Importantly, an estimated 14 to 20% of ICU patients
meet the typical criteria for palliative care consultation [10].
Furthermore, the integration of palliative care into ICU
settings has been associated with measurable clinical and
economic benefits. A study conducted in Lebanon among
346 patients who received palliative care consultations
demonstrated a 10% reduction in daily hospital costs,
reinforcing the cost-effectiveness of such interventions even
in resource-limited settings [11].

represents a key aspect of the responsibilities of intensive
care nurses, who are uniquely positioned to collaborate with
families in delivering care to patients during their final
stages of life [5]. Hence, the EOL situation calls for
palliative care, which, according to the World Health
Organization (WHO), is an approach designed to enhance
the quality of life for patients and their families dealing with
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ICU nurses deliver continuous, compassionate care [17],
yet this role is demanding [12]. Their constant presence at
the bedside positions them as not only caregivers but also
educators and coordinators, ensuring holistic support for
patients and families [13]. In this context, healthcare
professionals are exposed to a substantial emotional and
moral burden resulting from sustained engagement
with suffering, death, and complex clinical situations
[14]. Moreover, The complexity of decision-making and
care practices exposes them to ongoing ethical dilemmas
that can affect their emotional stability [14]. To manage this
burden, healthcare professionals adopt emotional strategies
to cope with the stress and uncertainty associated with
patient care [15]. Nevertheless, prolonged exposure to these
conditions is associated with adverse psychological
outcomes, including anxiety, depression, and complicated
grief [16].

Yet, despite growing demand for high-quality EOL
care, its delivery in ICUs remains limited and often
below standards [3], hindered by barriers related to
patients and families, healthcare providers, and institutions
[3].

Thus, critical care nurses identified the most significant
barriers to EOL care as a heavy workload, inadequate ICU
design, and unrestricted visiting hours. Family-related
challenges included a lack of understanding regarding life-
sustaining interventions and frequent demands for updates.
Additionally, nurses reported insufficient training in grief
management and EOL care, as well as difficulties in
understanding patients’ preferences due to communication
barriers. Institutional barriers included nurses being
excluded from care planning and inconsistent physician
opinions on treatment approaches [17]. Therefore, high-
quality EOL care demands personal reflection on nurses’
core values, the development of interpersonal skills, and the
acquisition of theoretical knowledge from various
disciplines in order to fully understand the complexity of
human nature [18]. These considerations highlight the need
for further research to identify the most effective strategies
for delivering palliative care to ICU patients and their
families [9].

To support and deepen this insight, particularly in
the context of EOL care, this study draws upon Jean
Watson’s Theory of Human Caring (1979). Rooted in a
humanistic perspective, the theory emphasizes compassion,
empathy, and authentic presence, highlighting the
significance of holistic care that addresses emotional,
spiritual, and psychological dimensions. By promoting a
person-centred approach, it reinforces the importance of
establishing trusting relationships that support well-
being, healing, and dignity at the EOL [19].

Despite  extensive international research on ICU
nurses’ experiences of end-of-life care, evidence remains
limited in Tunisia, where ICU practices, resources, and
cultural norms differ. Therefore, exploring nurses’
experiences in Tunisian ICUs is essential to address
this research gap and to inform context-specific strategies
for supporting healthcare professionals in emotionally
demanding situations. In this regard, this study aimed
to explore the experiences of nurses caring for terminally
ill patients in ICUs.

2. Methods

Research design

This study adopted a qualitative descriptive design to
explore the experiences of nurses caring for terminally ill
patients in Tunisian ICUs, as this approach provides a clear
and detailed understanding of the phenomenon while
recognizing that reality is shaped by the meanings
individuals assign to their experiences [20,21]. Thus it
allows for an in-depth exploration of a phenomenon from
the participants' perspective, offering insights into what is
experienced and how it is lived [22],which directly supports
the aim of this research.

Sampling and setting

The study was conducted in the ICUs of Sahloul
University Hospital, located in Sousse, Tunisia. This
hospital was selected due to its large capacity, the diversity
of its ICU services, and its status as a regional reference
center for care. The ICUs included the Surgical ICU,
Medical ICU, and the Post-Operative Critical Care Unit
(POCCU). These units are organized into multiple sections
with single-patient rooms, and nurse-to-patient assignments
typically range from two to three patients per nurse. Each
unit is staffed by a multidisciplinary team, including
specialized nurses. This organizational structure provides a
representative context for exploring nurses’ experiences in
intensive care settings.

A purposive sampling strategy was employed to recruit
nurses who had substantial experience with EOL care, were
able to articulate their experiences clearly, and were willing
to participate in in-depth interviews [20].

Inclusion criteria required participants to have at least
one year of professional experience in their respective
specialty areas (intensive care, surgical, medical, and post-
operative critical care units), to ensure that participants
possessed sufficient exposure to unit routines and the
emotional and clinical demands of EOL care. Exclusion
criteria encompassed interns, nurses with less than one year
of experience, and individuals who declined participation.
Eligible participants were approached directly within their
units. Demographic and professional variables such as
gender, years of experience, and prior training in palliative
care, were collected to contextualize the sample and support
a comprehensive interpretation of participants’ perspectives.
The final sample included five participants, offering diverse
clinical contexts that enriched the perspectives on EOL care
in the ICU.

Data collection tools

To gather qualitative data, a semi-structured interview
guide was developed based on Jean Watson’s Theory of
Human Caring. The guide aimed to explore nurses’
experiences and perceptions of EOL care within intensive
care settings. Prior to the interviews, participants completed
a brief sociodemographic questionnaire. The interview
guide was reviewed and validated by two faculty members
with expertise in qualitative research to ensure the clarity
and relevance of the questions. Data collection took place
between January and
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February 2024 and was discontinued once data
saturation was reached, meaning that no new information,
insights or themes emerged from additional interviews[22].
Saturation is commonly observed in focused and
homogeneous clinical contexts such as ICUs, where
professional roles and care responsibilities are closely
aligned.

The interview guide, inspired by Jean Watson’s Theory
of Human Caring, comprised fourteen open-ended questions
organized into thematic areas. The questions explored
participants’ professional background, including education,
specialization, and work experience. Questions 2 to 4
examined personal perceptions, emotional responses, and
attitudes when confronted with EOL situations (e.g., “How
do you perceive the end-of-life phase in patient care?”;
“How do you feel when facing a patient’s end-of-life
situation? Could you describe this feeling in your own
words?”), reflecting Watson’s emphasis on the subjective,
relational dimension of care. Questions 5 and 6 focused on
the knowledge required and the care approaches used in
these sensitive contexts (e.g., “Can you describe your
approach to care in this type of support?”). Questions 7 to
10 addressed the challenges encountered by nurses, their
strategies for creating a supportive environment, and their
efforts to maintain patient dignity, comfort, and peace
elements aligned with Watson’s caring practices (e.g How
do you ensure comfort, dignity, and peace for yourself, the
patient, and sometimes the family, despite the obstacles
encountered?). Question 11 explored the tools used to assess
symptoms such as pain and anxiety, while Questions 12 and
13 examined psychological support for families and nurses’
involvement in medical decision-making, particularly
regarding treatment withdrawal (e.g How do you provide
psychological support to the patient’s family, and how do
you involve them during this phase of life?). The final
question (14) focused on interdisciplinary collaboration and
coordination in delivering EOL care.

Overall, the guide allowed for rich, in-depth narratives
while providing a structured framework grounded in
Watson’s Theory of Human Caring to ensure consistency
across all interviews

Procedure

One to two interviews were conducted per day at the
participants’ workplace, according to their shift availability
(morning, afternoon, or night shifts). Each 30-45 minute the
interviews were conducted in a quiet, private rest room to
promote comfort, openness, and in-depth discussion. Prior
to the interview, participants were given a brief verbal
reminder of their rights, followed by the signing of an
informed consent form.

All interviews were conducted in French and audio-
recorded using two smartphones to ensure recording quality.
Recordings were transcribed verbatim, a process taking
three to four hours per interview, and the anonymized
transcripts were securely stored digitally. In accordance with
ethical guidelines, audio recordings were deleted one year
following the dissemination of study findings. No follow-up
interviews were considered necessary.

Data analysis

Interview data were analysed using Paille’s inductive

model of qualitative data analysis, which comprises five
interconnected steps: coding, categorization (thematization),
establishing relationships, presenting results, and verifying
the data [23]. This method provided a systematic yet flexible
framework suitable for exploring nurses’ experiences of
end-of-life care in intensive care units, while capturing the
depth and complexity of their perspectives. The analysis
followed a sequential process. First, during the coding
phase, verbatim transcripts were segmented into meaningful
units known as codes, reflecting nurses’ perceptions,
emotions, care practices, and challenges related to EOL
situations in the ICU. These codes captured key ideas,
recurring expressions, and common patterns emerging from
the participants’ narratives [23].

In the categorization phase, related codes were grouped
into broader categories or themes corresponding to the study
objectives, including nurses’ conceptualization of EOL care,
experienced emotions, provided support, perceived barriers,
and psychological support for patients and families.

During the linking phase, relationships between the
emerging categories were analysed to develop a holistic
understanding of how nurses experience and manage EOL
care within the intensive care context. The results were then
presented through narrative descriptions, supported by
tables and visual representations [23],

Finally, during the verification phase, the consistency
and credibility of the findings were carefully assessed to
ensure that the results faithfully reflected both the verbatim
interview data [23] and nurses’ reported experiences of
EOL care in ICUs. Furthermore, Discrepancies between
coders were systematically examined and resolved through
reflexive dialogue and iterative discussions between the
researchers until consensus was reached. This collaborative
process, supported by the stepwise structure of Paillé¢’s
inductive model, contributed to the validation of themes
related to emotional experiences, care practices, and
perceived barriers, while preserving the authenticity of
participants’ narratives and reinforcing the credibility and
clarity of the findings.

Ethical Considerations

This study adhered strictly to ethical and deontological
guidelines throughout the research process. Administrative
authorization for data collection was obtained from the
relevant department heads. Informed and voluntary consent
was secured from all participants using standardized consent
forms, which included comprehensive information about the
study's objectives, procedures, and participants’ rights. The
principles of anonymity and confidentiality were rigorously
maintained: all recordings and transcripts were stored on
password-protected computers and smartphones, accessible
only to the research team, to ensure secure handling of all
data.

3. Results

This section presents the results derived from semi-
structured interviews (n = 5) conducted with ICU nurses at
Sahloul University Hospital, aiming to explore their
experiences in caring for terminally ill patients.
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Participant Characteristics

Table 1 summarizes the sociodemographic and
professional characteristics of the participants. The median
age of participants was 38 years [30-50], and the median
duration of professional experience in intensive care was
13.5 years [3-27]. The sample included three female and two
male nurses, all residing in urban areas. Regarding their
workplace, two nurses were employed in the surgical ICU,
two in the POCCU, and one in the medical ICU. This
diversity of clinical backgrounds provided a multifaceted
view of EOL care practices in critical care settings. To
ensure confidentiality, closed coding was applied, and each
participant was assigned a code ranging from V1 to V5
(Table 1).

Key themes identified

The analysis revealed five main themes: (1) Nurses’
conceptualization of the “EOL”, (2) Emotions experienced,
(3) Specific care and support provided, (4) Perceived
barriers, and (5) Psychological support for patients and their
families.

To support in-depth analysis, each primary theme was
further broken down into sub-themes (Table 2).

Theme 1: Nurses’ conceptualization of the “End-of-life”

According to participants, the concept of “end-of-life” is
complex and multidimensional. Thus, their interpretations
highlighted how professional experience and personal
beliefs shape their understanding of the term.

Subtheme la: Palliative care

The participants commonly associated EOL with the
initiation of palliative care measures, emphasizing the
importance of relieving suffering and ensuring patient
comfort. Accordingly, pain management and proper
sedation are prioritized to maintain patient comfort at the
EOL.

“When I think of a patient at the EOL, I think of
palliative care, where the aim is to ensure that they feel no
pain, by being in a state of sedation. That is all that comes

to mind in these situations.” (V2)

Subtheme 1b: Disconnection from the outside world

In the context of EOL care in the ICU, several
participants noted a sense of disconnection from the outside
world. While they acknowledged the difficulty of accepting
inevitable death, they recognized it as an inherent and
routine aspect of nursing practice. Nonetheless, participants
expressed heightened emotional sensitivity when the dying
patient was young, reflecting deeper empathy and a
particular distress associated with premature or tragic cases.

“... itis a disconnect from the outside world, and
although it is hard to admit, it is a common reality.
However, I am particularly affected when it comes to a
young patient.” (V3)

Subtheme Ic.: Death

One participant conveyed a particularly minimalist and
emotionally detached view of the end of life, stating: “I don't
have much to add, but to me, an EOL patient is simply a
person who is destined to die, nothing more.” (V4)

This statement reflects a reductionist and limited
perspective, characterized by the absence of emotional,
spiritual, or existential dimensions. The participant appears
to conceptualize the EOL as a natural and inevitable
biological event, adopting a primarily objective position.

Theme 2: Emotions experienced

Interviews revealed a spectrum of complex emotional
responses to end-of-life experiences, including suffering,
resilience, and, in some cases, avoidance of contact.

Subtheme 2a: Suffering

Several emotional challenges encountered by nurses
during EOL care were identified. Notably, they expressed
distress when their hopes for patient recovery remained
unfulfilled. Thus, the confrontation with the limitations of
medicine and the inevitability of death often contributed to
feelings of demoralization. However, over time, many
professionals appeared to develop strategies to cope with the
challenges of EOL care.

“There are pain and disappointment at times, as we
sometimes hope for the patient's recovery, but when we
know the fatal outcome, it demoralizes us. Over time...

however, these feelings can fade, as they are an inherent
part of our work.” (V3)

Subtheme 2b: Resilience

Resilience can be defined as a positive mechanism for
change that occurs over time and serves as a protective factor
against psychological distress [24]. In this regard,
cultivating resilience allows healthcare professionals to
better sustain composure, preserve inner peace and
emotional stability, and effectively navigate the demands of
EOL care. This perspective aligns with the experiences
shared by participants.

“I try to do everything I can for him, keeping in
constant contact and staying calm so I can respond
effectively. Otherwise, the situation is likely to get worse.’
V3)

>

“I stayed calm and read him the Koran and the
Shahada, ... and that is all I could do... Even if he is dying,
1 treat him like any other bedridden patient in the intensive

care unit in terms of hygiene and daily care, ...." (V4)

Subtheme 2c: Avoidance of contact

The participants demonstrated awareness of the negative
impact of certain patients’ relatives. In such cases, they
limited interactions with individuals perceived as
emotionally harmful or distressing to protect their own
emotional well-being and maintain focus on the patient. This
was particularly noted by participant V2.
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“I prefer to avoid communicating with the family, as my
words are sometimes misinterpreted, which can lead to
aggression on their part. My priority is to feel comfortable
in the situation.” (V2)

Theme 3: Specific support provided

According to the participants, specific support during the
EOL phase results from a harmonious combination of
knowledge, communication, empathy, and a balanced
approach to both humanistic and technical aspects of care.

Subtheme 3a: Knowledge

Nurses stressed the necessity of knowledge, particularly
concerning psychological aspects. They further highlighted
the need for a holistic approach that encompasses physical,
emotional, and cultural dimensions to ensure the delivery of
optimal care.

“...knowledge is constantly evolving, and each patient
requires a unique approach with no fixed standards. The
most important knowledge we need to acquire is
psychological, so that we can respond to each patient in
the best possible way.” (V3)

“...the psychological aspect is of paramount
importance in the treatment process. These approaches are
all linked by the training and practical and theoretical
knowledge of health professionals, recognizing that patient
comfort does not depend solely on medical treatment.”
(V)

Subtheme 3b: Experience and Communication Skills

The value of experience and communication skills was
emphasized, particularly in the care of critically ill patients.
Additionally, participants emphasized the differing
approaches required for unconscious versus conscious
patients, reinforcing the crucial role of empathy and
communication when interacting with  conscious
individuals.

“Solid experience in this field is essential. When [ take
charge of an unconscious, intubated and ventilated patient,
I limit myself to performing the necessary gestures.

However, if he is conscious, it is crucial to know
how to communicate with him, and to adopt an emotional
and psychological approach, as he is particularly
vulnerable at this stage. It is important to try and find out
what he likes, so that he does not feel treated like a mere
object.” (V1)

Subtheme 3c:
approaches

Human-centred and technical care

According to the participants, human-centred care refers
to the relational and emotional aspects of caregiving, such
as active listening, emotional support, empathetic
communication, and respect for dignity, comfort, and peace.

“Sometimes, I recommend reading the Quran to find
inner peace.” (V3).

In contrast, technical care refers to the clinical skills and
medical interventions necessary for patient management.

These include pain assessment (e.g., Visual Analog Scale,
Numeric Rating Scale, physiological monitoring), anxiety
evaluation (e.g. Generalized Anxiety Disorder scale), and
assessment of consciousness (e.g., Glasgow Outcome Scale)
along with medication administration and monitoring of
vital signs. Both dimensions contribute to establishing a
supportive and comprehensive care environment.

“We use a synchronized scale called GAD (General
Anxiety Disorder) to assess both anxiety and depression
because anxiety can lead to depression and vice versa. To
assess pain, we use a simple self-report scale like a VAS
(Visual Analog Scale) when I am the one doing the
assessment. If [ want to involve the patient in the
assessment, we could use a numerical scale, for example.”
(V5).

Theme 4: Perceived barriers

In the sensitive context of EOL care, it is essential to
identify both the emotional and practical barriers faced by
nurses, as well as the strategies they employ to maintain a
supportive environment for patients and their families.

Subtheme 4a: Identification of barriers

According to participants, heavy workloads and intense
routines can compromise care quality and increase the risk
of staff demotivation. Additionally, aggressive behaviour
from patients' relatives can create a tense and stressful work
environment that further undermines nurses' emotional well-
being. The lack or failure of treatment often leads to
frustration, as healthcare professionals feel powerless in the
face of the patient's deteriorating condition. Moreover,
limited direct contact with the patient, often due to physical
limitations or specific care protocols, can make it difficult to
establish empathetic connections.

“For intensive care unit staff, when we are overloaded
with an intense routine and know that a patient is
terminally ill, it can have a demoralizing impact on us. The
quality-of-care declines unconsciously, influenced by
human nature and the circumstances around us.
Sometimes, families can be aggressive towards us, blaming
us for the patient's condition compared to what it was
before. This happens especially when we announce that the
patient is going to die, this aggressiveness often being due
to a lack of knowledge on their part about the disease.
Other obstacles may also be present, such as the lack of
analgesic treatment, although these may seem negligible.”

(Vi)

Subtheme 4b: Management of the stressful environment

Despite the challenges encountered, participants
described several coping strategies, including limiting
interactions with family members, maintaining vigilance,
and adhering to safety measures.

“First of all, I take care to maintain safety measures,
both for myself and for the patient. I also make sure the
patient's hygiene is good. For the family, I try to maintain
trust by calming them down and limiting my words, as it is
the doctors' responsibility to explain the situation.” (V3)
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Nevertheless, perceptions of the work environment
varied: while some participants considered their wards to be
supportive, others did not. The latter emphasized the need to
adapt communication protocols, implement psychological
support measures, ensure adequate staffing, improve
working conditions, guarantee access to essential
equipment, and guarantee patient safety.

“I find our environment very conducive. Each patient
has his or her own isolated room, which does not bother us
at all. We take care of each patient individually, according
to their specific condition. I just concentrate on my patient

as a whole. » (V1)

“I see the need for sufficient staff, adequate working
conditions, and access to equipment on the ward. Since
palliative care is not my first intention, 1 fear that the
quality of care will decrease.” (V2)

Subtheme 4c: Nursing interventions during the treatment
withdrawal decision

Participants unanimously agreed that the decision to
initiate therapeutic withdrawal falls exclusively within the
medical domain. However, some also noted that healthcare
professionals still play a crucial role in ensuring patient
comfort during this phase, for example, through pain
management with analgesics. At this stage, care extends
beyond pain relief to include aspects such as maintaining
body hydration and creating a supportive, family-like
atmosphere.

“Withdrawal of therapy is an exclusively medical
decision. Paramedical intervention is limited to ensuring
the patient's comfort, for example, by administering pain

medication.” (V1)

“When we reach the withdrawal stage, ... At this stage,
we do not just focus on comfort and pain relief, but also on
humidifying the organic body and creating a supportive
home-like environment.” (V5)

Theme 5: Psychological support for patients and their
families

Subtheme 5a: Medical treatment

Participants highlighted the role of medication in
alleviating patients’ anxiety and distress, specifically
mentioning the use of tranquilizers and muscle relaxants.

“.... we can use to reduce patients' fear and anxiety,
such as tranquilizing and relaxing treatments.” (V1)

Subtheme 5b: Patient and family support

Participants emphasized that reassuring EOL patients
relies on an empathetic and comforting presence, with a
focus on psychological support. they noted that patients,
particularly those aware of their condition, primarily need
someone who can offer calm and emotional reassurance. In
addition, participants agreed on the importance of
supporting the patient's family, including allowing them to
visit and communicate with the patient, even when sedated.
They also highlighted the value of engaging with family

members in a calm, non-confrontational manner to foster
open and compassionate communication.

“For me, the most important aspect of care is
psychological. At this stage, what the patient really needs is
someone to calm him down and provide psychological
support, especially if he is aware of his situation.” (V3)

“Psychological support for the family must be provided
from the outset before the patient's condition worsens. It is
essential to maintain open communication with the family
to facilitate the care of their loved one. It is also important
to explain the situation to the family to help them
understand and cope better.” (V5)

4. Discussion

The objective of this study was to explore the
experiences of nurses in providing care to EOL patients in
ICUs. A qualitative analysis of verbatim data led to the
identification of five major themes: (1) Nurses’
conceptualization of the “End-Of-Life”, (2) Emotions
experienced, (3) Specific care and support provided, (4)
Perceived barriers, and (5) Psychological support for
patients and their families.

Interviews revealed that participants had diverse
perceptions about the “EOL” concept in the ICU. Indeed,
nurses described EOL situations as a profound
disconnection from the external environment. As a research
revealed, this disconnection was largely attributed to the
patient’s dependence on advanced medical technologies,
which were perceived as a barrier to natural human
interaction [25].

In addition, some nurses adopted a detached,
minimalistic view of EOL, perceiving it as a natural and
inevitable process, where the patient was seen primarily as a
person destined to die and devoid of spiritual significance.
Studies show that despite technological advances that
support the fundamental and primary goals of intensive care
[26], death remains common in this environment [27]
because recovery is not guaranteed for all admitted patients
[2].

Consequently, participants highlighted the importance of
integrating palliative care in this context, emphasizing the
need to prevent patient suffering, ensure adequate sedation,
and provide effective pain management and comfort. These
findings align with the broader aims of palliative care, which
the literature consistently describes as the prevention and
management of severe physical, psychological, spiritual,
and social symptoms to optimize quality of life during this
phase [25].

Beyond the implementation of palliative care,
participants faced significant emotional and physical
challenges, as verbatim revealed a range of complex
reactions to EOL situation. According to a systematic
review, the intensity of caregiving responsibilities posed
substantial risks to nurses, resulting in heightened
psychological stress and diminished professional
effectiveness [28].

At the same time, our analysis indicated that participants
managed stress and threatening situations by employing
active coping strategies and by focusing on the positive
aspects of caregiving, reflecting a process of resilience. As
such, a study demonstrates that this adaptive capacity serves

6
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as a psychological mechanism that mitigates the adverse
effects of traumatic experiences and promotes effective
adjustment to the challenges of illness and caregiving [29].

This adaptive process is consistent with Watson’s
perspective, which emphasizes meaning-making, hope, and
reflective practice as essential mechanisms through which
nurses transcend suffering, preserve human dignity, and
maintain psychological harmony in the face of emotionally
demanding caregiving situations [30].

Furthermore, strengthening personal resilience and
enhancing emotional communication within families are
critical strategies for coping with adversity and reducing the
psychological impact of stressful situations [31]. Hence,
participants emphasized the importance of protecting their
emotional well-being by minimizing exposure to negative
influences and aggressive behaviours, while fostering a
positive and supportive work environment. Numerous
studies have underscored the necessity of developing
effective strategies to manage aggression, which encompass
the use of appropriate communication skills and de-
escalation techniques to enhance interactions between
nurses and patients’ families [32,33].

Therefore, according to the participants, optimal EOL
support depended on a combination of knowledge,
communication skills, and an integration of human-centered
and technical care. This perspective is in accordance with
the holistic principles of palliative care, which emphasize
not only the management of physical symptoms but also the
psychological, social, and spiritual well-being of patients
[34].

Additionally, our findings demonstrated that effective
and empathetic communication is fundamental to fostering
a strong therapeutic relationship with patients and accurately
identifying their needs. This is consistent with previous
literature, which asserts the importance of attention, active
listening, and empathetic communication in developing
deeper, more meaningful nurse-patient connections in EOL
contexts [35]. In concordance with Watson’s theory,
authentic communication, attentive listening, and relational
presence are viewed as essential caring processes that enable
nurses to truly understand the person beyond clinical
indicators and to establish a meaningful transpersonal nurse-
patient relationship [36].

Moreover, the interviews revealed that palliative care
seeks to integrate humanistic care, centred on emotional and
relational dimensions, with technical care, involving the
clinical competencies and medical interventions required to
manage physical symptoms. In this context, a study
proposed framing the nurse’s role in palliative care around
two essential dimensions. The instrumental dimension
focuses on clinical expertise and technical interventions,
while the relational dimension highlights the importance of
empathetic communication and emotional support within
the nurse-patient relationship [37]. This integrative vision
resonates with Watson’s conception of caring as a balance
between scientific knowledge, technical competence, and
humanistic values [30].

Nonetheless, several barriers to the provision of EOL
care in ICUs were identified in our study, with heavy
workload emerging as a major challenge. As highlighted in
an integrative review, the nurse’s capacity for attentive
presence may decline under the pressure of an increasingly
demanding and complex workload, which could

compromise the quality of care delivered [38]. From
Watson’s perspective, excessive workload can affect the
nurse’s ability to engage in authentic presence and caring
consciousness, thereby limiting the expression of
humanistic practices [30].

Furthermore, our research revealed that family
aggression constitutes a significant barrier. In this regard, a
recent systematic review and meta-analysis found that
workplace violence against ICU nurses in Saudi Arabia,
remains highly prevalent, with patient relatives often being
the perpetrators [39]. This supports the idea that these
professionals, frequently exposed to emotionally intense
encounters, are particularly vulnerable to violence, which
can lead to reactions such as anger or avoidance [39]. Within
the Human Caring framework, emotionally charged
situations challenge nurses to maintain caring relationships
and stay emotionally present in hostile or threatening
context [36].

According to participants' testimonies, another barrier to
EOL care is the frequent use of sedatives, which often limits
the possibility of meaningful communication with patients.
Nonetheless, the literature emphasizes that communication
extends beyond verbal expression to encompass a range of
non-verbal signals, such as tone of voice, touch, smell, body
language, and silence, which help maintain interaction when
speech becomes restricted [40]. In Consistence with
Watson’s theory, communication may include non-verbal
presence, and intentional being-with the patient [30].

In this context, our study revealed that the absence of
adequate resources or skills to manage challenging
situations can contribute to psychological tension among
ICU nurses. This finding is supported by research from
Saudi Arabia highlighting the importance of accessible
support mechanisms in facilitating ICU nurses’ coping
strategies, which help them manage professional grief,
emotional burden, and prevent psychological distress when
they care for dying patients in critical care [41].
Furthermore, Watson’s theory acknowledges that caring for
others requires attention to the caregiver’s own well-being,
emphasizing the need for supportive environments that
sustain nurses’ emotional balance and caring capacity [18].

To address this issue, the interviewed nurses employed
an empathetic and comforting presence, along with open
dialogue and active listening, to understand the needs,
concerns, and wishes of both patients and their families. This
approach is consistent with a South African study
demonstrating that through careful observation, meaningful
dialogue, and attentive listening, nurses can identify
potential discomfort and deliver care that respects patient
autonomy [42]. This practice directly reflects Watson’s
caring processes, particularly the development of trusting,
helping relationships grounded in empathy and respect for
individuality [30].

According to our findings, participants emphasized the
crucial role of the family's presence at the patient's bedside
during EOL care. This aligns with previous research
showing that allowing families to be present during the final
moments offers them the opportunity to honour the patient’s
wishes and religious or cultural practices [43].In accordance
with Watson’s view, it is regarded as an essential component
of caring to acknowledge and respect familial, cultural, and
spiritual dimensions in order to preserve human dignity at
the EOL[44].
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Strengths of the study

This study is one of the few qualitative investigations
conducted in Tunisian ICUs to examine nurses’ lived
experiences in caring for terminally ill patients. To the best
of our knowledge, it is the first study in Tunisia to explore
this phenomenon specifically within critical care settings
using a theory-informed qualitative descriptive approach.
The use of a semi-structured interview guide grounded in
Watson’s theoretical principles strengthened both the
coherence and the interpretive depth of the data collection
process. The purposive selection of experienced ICU nurses
from three distinct units provided diverse perspectives that
enriched the depth and relevance of the narratives.
Furthermore, the rigorous application of Paillé’s five-step
inductive  analysis model ensured methodological
transparency and reinforced the credibility and
confirmability of the findings.

Limitations of the study

While this study provides valuable insights, some
limitations warrant acknowledgment. The research was
conducted in a single hospital, which may restrict the
transferability of findings to other ICUs with different
organizational structures, resources, or cultural contexts.
The small sample of five nurses, although sufficient for in-
depth qualitative exploration, may not capture the full range
of experiences across all critical care settings. Additionally,
despite systematic transcription and analysis, qualitative
data interpretation inherently involves subjectivity, and the
researcher's perspectives may have influenced coding and
theme development. Also, Participants’ responses during
interviews may be influenced by social desirability or
contextual factors.

Recommendations

Enhancing EOL care in ICUs requires coordinated action
at the personal, research, training, institutional, and policy
levels. At the personal level, nurses should be more formally
integrated into EOL decision-making, as their continuous
presence at the bedside provides essential insight for patient-
centered care.

Access to structured psychological support, such as
counselling, peer-support groups, and regular debriefing, is
crucial for managing emotional strain and preventing
burnout.  Additionally, reinforcing = communication
competencies and promoting holistic, interdisciplinary
approaches remain central to improving the quality of EOL
care. At the research and training level, further studies are
required to examine the effects of holistic palliative care and
to better understand resilience mechanisms among ICU
nurses. Continuous professional development should
incorporate specialized training in communication,
symptom management, and emotional support to ensure that
nurses are adequately prepared to meet the complex needs
of terminally ill patients.

At the institutional and policy level, stronger
organizational commitment is essential to enhance palliative
care delivery. This includes allocating adequate resources,
improving the physical environment to ensure comfort and
dignity, and promoting a culture that values compassionate
and patient-centered EOL care. Policymakers should also

prioritize initiatives that strengthen training, research, and
infrastructure.

Conclusion

EOL care in ICUs presents both emotional and clinical
complexities. Nurses perceive this phase as multidi-
mensional, shaped by personal and professional factors, with
themes such as palliative care, disconnection, and the
inevitability of death. Despite challenges like workload and
family-related stress, they adopt coping mechanisms to
support patients and families while preserving their own
well-being. While EOL care is recognized as a core
component of ICU practice, it remains underdeveloped in
the Tunisian context, underscoring the need for further
research tailored to local cultural, institutional, and human
realities.

Declaration of Competing of Interest:

The authors declare that they have no conflicts of interest.
Acknowledgements:

We sincerely thank all the individuals who participated in
this study. We are deeply grateful for the time they dedicated
and the value of their contribution.

Funding

This research received no external funding.
References

[1] Christensen M, Liang M. Critical care: A concept analysis. Int
J Nurs Sci 2023;10:403-13.
https://doi.org/10.1016/1.ijnss.2023.06.020

[2] Jang SK, Park WH, Kim H-I, Chang SO. Exploring nurses’
end-of-life care for dying patients in the ICU using focus
group interviews. Intensive Crit Care Nurs 2019;52:3-8.
https://doi.org/10.1016/j.iccn.2018.09.007.

[3] Rubbai YS, Chong MC, Tang LY, Abdullah KL, Mohammad
WT, Mohajer S, et al. Barriers in providing quality end-of-life
care as perceived by nurses working in critical care units: an
integrative review. BMC Palliat Care 2024;23:217.
https://doi.org/10.1186/s12904-024-01543-y.

[4] Lee M-N, Kim Y-J, Suk JW, Wang H-J, Lee HZ. Nurses’
Experience of Good Nursing Care for Terminally 11l and End-
of-life Patients: The Client-Nurse, Practice, and Environment
Domains. J Hosp Palliat Care 2024;27:120-30.
https://doi.org/10.14475/ihpc.2024.27.4.120.

[S] Haji Ali Beigloo R, Mohajer S, Eshraghi A, Mazlom SR. Self-
administered Medications in Cardiovascular Ward: A study on
Patients’ Self-efficacy, knowledge and Satisfaction. Evid
Based Care 2019;9:16-25.

[6] Ranse K, Yates P, Coyer F. End-of-life care practices of
critical care nurses: A national cross-sectional survey. Aust
Crit Care 2016;29:83-9.
https://doi.org/10.1016/j.aucc.2015.07.001.

[71 OMS. Soins palliatifs 2020.

[8] Mercadante S, Gregoretti C, Cortegiani A. Palliative care in
intensive care units: why, where, what, who, when, how. BMC
Anesthesiol 2018;18:106. https://doi.org/10.1186/s12871-
018-0574-9.




F. Hamdi et al. / Biomedicine & Healthcare Research 2026 July;7:26-35

[9] Pan H, Shi W, Zhou Q, Chen G, Pan P. Palliative Care in the
Intensive Care Unit: Not Just End-of-life Care. Intensive Care
Res 2022;3:77-82.  https://doi.org/10.1007/s44231-022-
00009-0.

[10] Cobert J, Cook AC, Lin JA, O’Riordan DL, Pantilat SZ.
Trends in Palliative Care Consultations in Critically I1l Patient
Populations, 2013-2019. J Pain Symptom Manage
2022;63:¢176-81.
https://doi.org/10.1016/j.jpainsymman.2021.07.027.

[11] Yamout R, Joun C, Hamze L, Osman H. Estimating the Impact
of Inpatient Palliative Care Consultations on Health Care
Costs in a Low- and Middle-Income Country. J Palliat Med
2022;25:1824-8. https://doi.org/10.1089/jpm.2021.0637.

[12] Cheraghi MA, Esmaeili M, Mazaheri M, Abdi F, jodaki K.
Nurses’ perception of troubled conscience in intensive care
units: a qualitative study. BMC Nurs 2024;23:579.
https://doi.org/10.1186/s12912-024-02230-2.

[13] Kyeremanteng K, Gagnon L-P, Thavorn K, Heyland D,
D’Egidio G. The Impact of Palliative Care Consultation in the
ICU on Length of Stay: A Systematic Review and Cost
Evaluation. J Intensive Care Med 2018;33:346-53.
https://doi.org/10.1177/0885066616664329.

[14] Desrumaux P, Dose E. Les aides-soignants et les infirmiers
face a la fin de vie : I'impact sur leur détresse et leur bien-étre.
J Psychol 2023;N° 407:22-7.
https://doi.org/10.3917/idp.407.0022.

[15] Liao L, Zhang F, Zhang Y, Guan C, Xu G, Yuan C, et al. Nurse
managers’ perceptions and experiences of caring behavior for
clinical nurses: a multicenter survey. BMC Nurs 2023;22:383.
https://doi.org/10.1186/s12912-023-01541-0.

[16] Anan H, Malak MalakehZ, Ayed A, Alwahsh B.
Psychological distress and resilience among Jordanian nurses
in critical care units following the second wave of the COVID-
19 pandemic: a cross-sectional study. BMC Nurs
2025;24:797. https://doi.org/10.1186/s12912-025-03317-0.

[17] Attia A, Abd-Elaziz W, Kandeel N. Critical Care Nurses’
Perception of Barriers and Supportive Behaviors in End-of-
Life Care. Am J Hosp Palliat Care 2012;30.
https://doi.org/10.1177/1049909112450067.

[18] Sitzman K, Watson J. Caring Science, Mindful Practice,
Second Edition: Implementing Watson’s Human Caring
Theory. Springer Publishing Company; 2018.

[19] Cara C, O’Reilly L. S’approprier la théorie du Human Caring
de Jean Watson par la pratique réflexive lors d’une situation
clinique: Rech Soins Infirm 2008;N°  95:37-45.
https://doi.org/10.3917/151.095.0037.

[20] Fortin M-F, Gagnon J. Fondements et étapes du processus de
recherche. 2022.

[21] Creswell JW. Qualitative Inquiry and Research Design:
Choosing Among Five Approaches. SAGE Publications;
2013.

[22] John W. Creswell JDC. Research Design: Qualitative,
Quantitative, and Mixed Methods Approaches. 6th ed. 2023.

[23] Paillé P, Mucchielli A. L’analyse qualitative en sciences
humaines et sociales. Paris: Armand Colin; n.d.
https://doi.org/10.3917/arco.paill.2012.01.

[24] Palacio C, Krikorian A, Limonero JT. The influence of
psychological factors on the burden of caregivers of patients
with advanced cancer: Resiliency and caregiver burden.
Palliat Support Care 2018;16:269-77.
https://doi.org/10.1017/S1478951517000268.

[25] Sakaki Y, Nakamura M. End-of-life care in intensive care
units: A concept analysis. J Int Nurs Res 2023;2:¢2022-0001-
€2022-0001. https://doi.org/10.53044/jinr.2022-0001.

[26] Marshall JC, Bosco L, Adhikari NK, Connolly B, Diaz JV,
Dorman T, et al. What is an intensive care unit? A report of
the task force of the World Federation of Societies of Intensive
and Critical Care Medicine. J Crit Care 2017;37:270-6.
https://doi.org/10.1016/j.jcre.2016.07.015.

[27] Mani ZA. Bridging cultural gaps in end-of-life care: the

experiences of international charge nurses in Saudi Arabia.
BMC Nurs 2024;23:865. https://doi.org/10.1186/s12912-024-
02514-7.

[28] Palacio G C, Krikorian A, Gémez-Romero MJ, Limonero JT.
Resilience in Caregivers: A Systematic Review. Am J Hosp
Palliat Med 2020;37:648-58.
https://doi.org/10.1177/1049909119893977.

[29] Hornor G. Resilience. J Pediatr Health Care Off Publ Natl
Assoc Pediatr Nurse Assoc Pract 2017;31:384-90.
https://doi.org/10.1016/i.pedhc.2016.09.005.

[30] Devi B, Pradhan S, Giri M, Lepcha M. Watson’s theory of
caring in nursing education: challenges to integrate into
nursing practice 2022;6:1464-71.

[31] Pessotti CFC, Fonseca LC, Tedrus GM de AS, Laloni DT.
Family caregivers of elderly with dementia Relationship
between religiosity, resilience, quality of life and burden.
Dement Neuropsychol 2018;12:408-14.
https://doi.org/10.1590/1980-57642018dn12-04001 1.

[32] Sherri Gordon. How to Deal With Difficult Family Members
2023.

[33] Boudreaux A. Keeping your cool with difficult family
members. Nursing (Lond) 2010;40:48-51.
https://doi.org/10.1097/01.NURSE.0000390673.65148 .bc.

[34] Rao SR, Sherigar MN, Norman M, Joshi U. Teaching empathy
and compassion to healthcare providers in palliative care: a
scoping review. Ecancermedicalscience 2024;18.
https://doi.org/10.3332/ecancer.2024.1817.

[35] Ellenberg E. Communication et fin de vie: revue
bibliographique et approche éthique de la caresse. InfoKara
2004;Vol. 19:59-69. https://doi.org/10.3917/inka.042.0059.

[36] Demis S, Munye T. Nursing care process practice framed by
transpersonal nursing care theory and predictors in
Northcentral Ethiopia: mixed study design. Int J Afr Nurs Sci
2023;19:100586. ttps://doi.org/10.1016/1.ijans.2023.100586.

[37] Basu S, Preisz A. Family conflict and aggression in the
paediatric intensive care unit: Responding to challenges in
practice. Clin Ethics 2023;18:410-7.
https://doi.org/10.1177/14777509221091081.

[38] Pérez-Francisco DH, Duarte-Climents G, Del Rosario-Melian
IJM, Goémez-Salgado J, Romero-Martin M, Sanchez-Goémez
MB. Influence of Workload on Primary Care Nurses’ Health
and Burnout, Patients’ Safety, and Quality of Care: Integrative
Review. Healthc Basel Switz 2020;8.
https://doi.org/10.3390/healthcare8010012.

[39] Abdelmalik M, Alenezi A, Abdallah M, Ibrahim I, Ahmed M,
Mohammead MO, et al. Prevalence of workplace violence
against nurses in Saudi Arabia: A systematic review and meta-
analysis. Int J Nurs Sci 2025;12:438-44.
https://doi.org/10.1016/1.ijnss.2025.08.002.

[40] National Center for Biotechnology Information USNL of M.
Communication - Nursing Fundamentals. Nurs. Fundam. 2nd
edition., 2024.

[41] Alanazi NH. Intensive Care Unit Nurses’ Experiences in
Caring for End-of-Life Patients in Saudi Arabia: A Qualitative
Study. Int J Environ Res Public Health 2024;21.
https://doi.org/10.3390/ijerph21070931.

[42] Martelize Gropp, Ensa Johnson, Juan Bornman, Rajinder
Koul. Nurses’ perspectives about communication with
patients in an intensive care setting using a communication
board: A pilot study. Health SA Gesondheid 2019;24.
https://doi.org/10.4102/hsag.v24i0.1162.

[43] Iyer S, Sonawane RN, Shah J, Salins N. Semiotics of ICU
Physicians’ Views on End-of-life Care and Quality of Dying
in a Critical Care Setting: A Qualitative Study. Indian J Crit
Care Med Peer-Rev Off Publ Indian Soc Crit Care Med
2024;28:424-35. https://doi.org/10.5005/jp-journals-10071-
24696.




F. Hamdi et al. / Biomedicine & Healthcare Research 2026 July;7:26-35

[44] Curcio F, Lommi M, Zambrano Bermeo RN, Esteban-Burgos
AA, Pucciarelli G, Avilés Gonzalez CI. Identifying and
Exploring Jean Watson’s Theory of Human Caring in Nursing
Approaches for Patients with Psychoactive Substance
Dependence in Medical and Surgical Acute Wards. Nurs Rep
Pavia Italy 2024;14:2179-91.
https://doi.org/10.3390/nursrep1403016

Cite this article as: Hamdi F, Hdhiri A, Mansouri H. Nurses'
experience facing terminally ill patients in Tunisian intensive care
units: a qualitative study. Biomed Healthcare Res. 2026;7:26-35.
https://doi.org/10.71599/bhr.v7il.172

10



