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Abstract

Background: End-of-life care (EOLC) is increasingly recognized as an es-
sential aspect of critical care, particularly in resource-limited settings where
patients often present with complex needs and poor prognoses. In the ICU,
some patients reach a terminal stage requiring a shift from life-sustaining
treatment to EOLC. Nurses’ roles in this process vary across cultural, reli-
gious, organizational and legal contexts. In Malawi, limited evidence exists
on ICU nurses’ experiences with EOLC. This study explored their emo-
tional, ethical and professional perspectives. Methodology: A descriptive
phenomenological design was used to explore ICU nurses’ experiences with
EOLC at Kamuzu Central Hospital’s main ICU in Lilongwe. Purposive sam-
pling recruited 12 ICU nurses. Data were collected through in-depth, au-
dio-recorded interviews guided by the core question: “What are your expe-
riences as an ICU nurse providing EOLC?”. Interviews were transcribed
verbatim and analysed thematically using Braun and Clarke’s six-step ap-
proach, supported by NVivo for data organization. Results: Five themes
with sixteen sub-themes emerged: 1) conceptualisation of EOLC, 2) holistic
practice, 3) emotional distress, 4) institutional constraints, and 5) need for
enhanced support. Nurses’ understanding of EOLC was shaped by culture,
beliefs and professional exposure. Holistic practice involved meeting phys-
ical, psychological and spiritual needs. However, limited training, resource
shortages and lack of dedicated spaces heightened emotional strain. Partic-
ipants emphasised the need for better training, resources and multidiscipli-
nary collaboration. Conclusion: Nurses strive to provide dignified, holistic
EOLC, but institutional barriers hinder practice. Strengthening training,
improving resources, supporting palliative care structures and enhancing
teamwork are essential to improving EOLC quality and consistency.
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1. Introduction

End-of-life care (EOLC) is a vital component of healthcare aimed at alleviating
suffering and preserving dignity for individuals with life-limiting conditions [1].
In Malawi, the need for EOLC continues to rise due to the increasing burden of
non-communicable diseases, cancer, HIV/AIDS, and an aging population. Inten-
sive Care Units (ICUs) represent one of the most complex environments for EOLC
delivery, as critically ill patients often deteriorate rapidly in highly technological
settings characterised by uncertainty and emotional strain [2] [3]. ICU nurses fre-
quently manage patients at the threshold of life and death, making rapid decisions
while simultaneously supporting distressed families [4].

Despite global recognition of EOLC as a public health priority, many low- and
middle-income countries face challenges such as limited resources, inadequate
training, and a lack of structured guidelines, all of which significantly shape nurses’
experiences [5] [6]. In Malawi, these challenges are particularly evident in tertiary
hospitals like Kamuzu Central Hospital (KCH), where high mortality rates, con-
strained resources, and insufficient institutional support place substantial emo-
tional, ethical, and professional demands on nurses involved in EOLC [7] [8]. Un-
derstanding their experiences is essential for identifying context-specific needs
and strengthening the quality, consistency, and ethical delivery of care.

At KCH, the experiences of ICU nurses regarding EOLC have not been exten-
sively explored. Exploring these experiences provides critical insights into local
challenges and facilitators and allows comparison with global and regional trends.
Such knowledge is crucial not only for improving patient and family experiences dur-
ing dying but also for enhancing nurse well-being, reducing burnout, and strength-
ening retention.

Existing literature highlights that ICU nurses globally experience significant
emotional and moral strain when providing EOLC. However, there is limited em-
pirical evidence from Malawian ICUs, where unique contextual challenges further
shape care delivery. Understanding nurses’ experiences is essential to inform pol-
icy development, strengthen EOLC training, and enhance institutional support
systems. This study explored the experiences of ICU nurses at KCH in providing
EOLC, focusing on emotional, ethical, cultural and institutional factors that influ-

ence care in a resource-constrained environment.

2. Methodology
2.1. Study Design

A descriptive phenomenological design was employed to explore the lived expe-
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riences of intensive care unit (ICU) nurses involved in the provision of end-of-life
care (EOLC). This approach enabled an in-depth understanding of how nurses

perceive, interpret and give meaning to their experiences.

2.2. Study Site

The study was conducted in the main ICU of Kamuzu Central Hospital (KCH) in
Lilongwe, Malawi. As a tertiary referral and teaching hospital, KCH manages a
large volume of critically ill patients requiring advanced care, including those at
the end of life. The ICU functions with limited bed capacity and resources, char-

acteristic of many resource-constrained healthcare environments.

2.3. Study Population and Eligibility Criteria

The study population consisted of registered nurses working in the ICU who had
direct clinical involvement in EOLC. Nurses were eligible to participate if they
had: at least six months of continuous ICU experience and provided hands-on care
for at least one patient at the end of life. Nurses who were on leave, assigned to non-
clinical administrative duties, or concurrently participating in similar studies were

excluded.

2.4. Sampling Technique and Sample Size

The study used purposive sampling was used to deliberately select ICU nurses who
possessed the knowledge and experience relevant to the study phenomenon. This
method was appropriate because participants had previously provided EOLC as
ICU nurses, resulting in shared commonalities of experience that supported in-
depth exploration and the collection of rich, detailed data. Twelve (12) nurses met
the eligibility criteria at the time of data collection and all the eligible nurses par-
ticipated. Data was collected until saturation was achieved, giving rise to no new

insights. Data saturation was achieved at interview number twelve.

2.5. Data Collection

Data were collected through face-to-face, in-depth interviews using a single guid-
ing question: “What are your experiences with the provision of end-of-life care?”
Follow-up prompts were used flexibly to encourage elaboration. Interviews were
conducted in private rooms within the hospital, lasted 45 - 60 minutes, and were
audio-recorded with participant consent. Field notes documenting observations
and contextual details complemented the recordings. English language was used
to conduct all the interviews as it is the officially used language in the training of
nurses and practice settings in Malawi. None of the interviews required transla-
tion, therefore, all transcripts were analysed in their original language, preventing

the risk of meaning being altered through translation.

2.6. Data Management

Audio files were transferred immediately to a password-protected computer and
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stored in encrypted folders. Interviews were transcribed verbatim, anonymized
and cross-checked for accuracy. Field notes and hard-copy materials were stored

in locked cabinets accessible only to the research team.

2.7. Data Analysis

Thematic analysis guided by Braun and Clarke’s six-step framework was used.
The process included familiarisation with data, initial coding, generation of themes,
review of themes, definition and naming of themes, and production of the final
narrative. Coding and theme development were supported by NVivo software.
Even if this study was descriptive phenomenology exploring the lived experi-
ences of ICU nurses, Braun and Clark’s thematic analysis was selected as an ap-
proach for analysis because it provided a systematic and flexible method for iden-
tifying patterns of meaning across participants’ account. The analysis consistently
focused on the phenomenological aim and remained rich in the description of
participant’s experiences as well as minimizing researcher assumptions through
reflexive engagement with the data. This approach enabled the identification of
themes that captured the essence of ICU nurses’ experiences of providing end-of-

life care within the study context.

2.8. Ensuring Trustworthiness

In ensuring trustworthiness, rigor was established using Lincoln and Guba’s cri-
teria. Prolonged engagement, peer debriefing and limited member checking were
done to enhance credibility. Preliminary interpretations of the findings were
shared with a subset of participants to verify that the emerging themes reflected
their experiences and intended meanings. Feedback received confirmed the cred-
ibility of the interpretations, and minor clarifications were incorporated where
appropriate. Audit trial was maintained to strengthen dependability. Reflexive
journaling and bracketing were done to support confirmability, while transfera-
bility was enhanced by providing thick descriptions of the study setting, partici-

pants, and context.

2.9. Reflexivity

Interviews were conducted by the first author, a registered nurse and postgraduate
nursing student with an interest in critical care. Although familiar with the ICU
setting, the researcher was not part of the ICU staff and had no supervisory relation-
ship with participants. To minimise bias, the researcher used open-ended questions,
reflected on personal assumptions through reflexive journaling and bracketing, and
discussed coding and emerging themes with the research supervisors to ensure

the findings accurately reflected participants’ experiences.

2.10. Ethical Considerations

Ethical approval was obtained from relevant ethics committees in Malawi (Na-

tional Health Sciences Research Committee, reference number 4596) and Zambia
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(University of Zambia Biomedical Research Ethics Committee, reference number
6019-2024). Permission to conduct the study was granted by KCH management.
Written informed consent was obtained from all participants. Confidentiality was
maintained through pseudonyms, and participants were informed of their right

to withdraw at any point without penalty.

3. Results

The study included a total of 12 ICU nurses who met the inclusion criteria. Table
1 shows that eight (66.7%) participants were female, and four (33.3%) were male.
In terms of professional qualifications, eight (66.7%) participants held a diploma
in nursing, three (25%) a bachelor’s degree, and one had a master’s degree, sug-
gesting a gradual academic progression within the profession. Participants’ ICU
experience ranged from 1 to 17 years, with five having between 1 - 5 years, three
(25%) having 6 - 10 years and four (33.3%) having 11 - 20 years of practice (Table
1).

3.1. Demographic Data

Table 1. Demographic characteristics of the ICU nurses who participated in the study.

Characteristic Group Frequency
Female 8
Gender
Male 4
20 - 29 years 3
Age 30 - 39 years 6
40 - 50 years 3
Diploma 8
Education Bachelors’s degree 3
Master’s degree 1
1-5years 5
ICU Experience 6 - 10 years 3
11 - 20 years 4
3.2. Themes

3.2.1. Conceptualisation of End-of-Life Care

Participants described end-of-life care (EOLC) as care focused on ensuring com-
fort, dignity, and a peaceful transition for patients nearing death. They empha-
sised that the goal is not to prolong life but to relieve suffering and support both
patients and families. One participant explained: “A patient should die a pain-free
death. .. if there is pain, then you ease it” (P001) Others defined EOLC in clinical
terms, recognising when further treatment becomes futile: As one nurse stated:
“The parameters show the patient will not survive.” (P002)

Despite shared perspectives, some expressed uncertainty, highlighting the need
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for clearer institutional guidance.

Cultural and religious beliefs strongly shaped how nurses delivered EOLC. Par-
ticipants frequently navigated spiritual expectations, ritual practices, and refusals
of treatment. For example, caring for Jehovah’s Witness patients who decline blood
transfusions was described as challenging yet respected: “ We honour their choices
even when we know the patient could have benefited.” (P001)

Families also introduced herbs, blessed water, or anointing oils, which nurses
managed with caution: “ We just receive the herbs but do not give them.” (P006)
While some practices provided comfort, they also created moral dilemmas. As one
participant remarked: “Jt becomes emotionally draining” (P012) These experi-
ences underscored the need for culturally sensitive communication and support-
ive policies.

Participants also reflected on their multifaceted roles in EOLC, which included
clinical care, emotional support, communication, and spiritual facilitation. Nurses
described responsibilities such as monitoring, drug administration, and maintain-
ing comfort. One participant described routine nursing responsibilities as: “Giv-
ing total nursing care such as bed baths and feeding.” (P003) Another partici-
pant highlighted the importance of preparing families: “7he most important
thing is explaining the procedure to the guardian.” (P011) Some viewed spiritual
support as integral to care, while others felt administrative duties limited their
bedside presence. Uncertainty about role boundaries was common due to the ab-
sence of clear EOLC guidelines. Overall, nurses saw themselves as central to ho-
listic EOLC, though competing demands and ambiguity sometimes hindered con-

sistent care.

3.2.2. Holistic Practice in Delivering End-of-Life Care

Holistic practice was central to how nurses implemented EOLC, integrating phys-
ical care, communication, teamwork, and ethical decision-making within the de-
mands of the ICU. Participants emphasised that dying patients continued to re-
quire attentive, personalized care, rejecting the notion that EOLC involves re-
duced involvement. One participant explained: “ We do not abandon the patients...
they go clean, not smelling, even when they die” (P009) Bedside allocation ensured
sustained support, although pain management varied due to workload and as-
sumptions about patient responsiveness. One participant admitted: “7 fee/ like we
neglect pain management sometimes.” (P004)

Communication with families was described as a core component of holistic
care. Nurses provided continuous updates, counselling, and emotional prepara-
tion from admission onward. One participant stated: “Right from admission, we
move together daily so they understand the condition.” (P008) Sensitive disclo-
sure of bad news and private discussions helped families cope, although the ab-
sence of clear communication guidelines and language barriers especially with ref-
ugee families posed challenges. One participant admitted: “ We all do what we feel
is best, but I have never seen any guidelines.” (P012) Participants also highlighted

multidisciplinary collaboration as essential to safe and ethical EOLC. Nurses
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worked with doctors and anaesthetists to adjust interventions and discuss prog-
nosis. One participant explained: “ We work as a team... we follow all the end-of-
life care together.” (P002) However, they noted that some decisions particularly
around treatment withdrawal were made unilaterally, limiting shared responsibil-
ity. De-escalation of non-beneficial interventions was described as a compassion-
ate and necessary process, although constrained by national policies that prohibit
withdrawal of life-sustaining treatment. One participant observed: “You cannot
take them off the machine... you continue because we cannot end it.” (P002) De-
spite legal, ethical, and cultural complexities, nurses framed de-escalation as an

act of dignity and comfort grounded in professional standards.

3.2.3. Emotional Burden Associated with End-of-Life Care

Providing EOLC placed a significant emotional burden on ICU nurses, who fre-
quently managed dying patients within resource-limited and ethically complex
environments. Participants described emotional exhaustion and moral distress
arising from repeated exposure to death and the cumulative weight of caring for
patients whose outcomes were often predetermined. Many expressed deep attach-
ments to patients, which intensified their grief. One participant reported. Another
participant observed; “It is very painful to know that even if I am caring for this
patient, the result is that the patient is dying” (P001) Long stays strengthened
emotional bonds, leaving nurses drained and fatigued. One participant observed;
“You are losing energy without any outcome.” (P008) Burnout manifested as
physical and mental fatigue, reduced alertness, and forgetfulness.

A major contributor to emotional strain was the absence of formal psychosocial
support. Participants described working through distress without structured as-
sistance. One participant commented: “ When we face difficult cases, we are left to
deal with them on our own.” (P001) Informal support from colleagues and family
offered some relief, but most felt unsupported institutionally. Ethical dilemmas
further intensified emotional distress. Nurses were often required to continue life-
sustaining interventions despite poor prognosis because withdrawal of treatment
is not permitted. As one participant stated: “ Families ask us to remove machines,
but we cannot do it” (P001) Scarce resources added moral tension, particularly
when beds or ventilators were occupied by patients unlikely to recover. Conflicts
between religious beliefs and medical judgement created additional dilemmas, es-
pecially when families refused indicated treatments such as blood transfusion.

Participants also faced emotional strain from conflicts with families, particu-
larly when guardians rejected clinical findings, introduced traditional remedies,
or delayed decisions due to cultural hierarchies. Communication breakdowns
within the healthcare system added further stress, as nurses were often tasked with
explaining complex information without adequate support. One participant re-
marked: “Doctors expect us to tell them what happened as if we were present.”
(P008) Overall, the emotionally charged environment, coupled with limited guid-
ance and support, contributed to profound and persistent emotional burden

among ICU nurses.
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3.2.4. Institutional Constraints

Institutional constraints significantly shaped how nurses delivered EOLC, with
limited training, resource shortages, inadequate staffing, and lack of structured
support undermining their ability to provide consistent holistic care. Participants
described feeling underprepared for the emotional and ethical demands of EOLC
due to the absence of formal training or written guidelines.

Many relied on personal judgment and observation, which created uncertainty.
One participant said; “At school we did it as a topic, but being trained here, no...
I often feel anxious because I am not confident” (P008) Another participant de-
scribed learning through observation rather than formal preparation: “ Zhere is no
formal training... we do the same things we saw somebody doing.” (P003) Nurses
stressed the need for CPDs, refresher courses, and educational materials for both
staff and families to improve confidence and standardize practice. Lack of institu-
tional support further demoralized staff, as the burden of preparedness fell en-
tirely on individuals. One participant commented; “Management does nothing for
us; we only help ourselves.” (P004) Although informal support from colleagues
and family offered some relief, participants viewed structured training and organ-
izational commitment as essential.

Staff shortages further limited the ability to provide individualized care. One
participant explained: “Maybe we are just two of us against six patients, it becomes
overwhelming.” (P006) Resource shortages also affected patient care. One partic-
ipant stated: “Sometimes the FIOZ is finished, we were wasting it on a patient who
was not benefiting.” (P004)

Participants further described communication challenges resulting from lim-
ited institutional resources. One participant reported; “ We use personal phones,
it drains your energy with no support” (P003)

These systemic limitations affected not only technical care but also emotional

and spiritual support at the end of life.

3.2.5. Need for Enhanced Support

Participants expressed a strong need for improved support systems to strengthen
EOLC delivery. Although committed to providing dignified care, nurses de-
scribed gaps in training, communication structures, institutional policy, and emo-
tional support that limited their ability to offer consistent, compassionate care.
Their reflections highlighted the importance of structured education, better com-
munication systems, legal clarity, psychological support, and culturally responsive
frameworks.

A major concern was the lack of formal EOLC training, leaving nurses reliant
on guesswork and observation. One participant explained: “We need to know
what it means when we say end-of-life care... now we just do things ignorantly.”
(P007). Another participant added: “Sometimes we are uncertain about the best
course of action, with more training, we would feel more confident.” (P002) Par-
ticipants also valued the limited workshops they had attended and emphasized the

need for training focused on communication and counselling. One participant re-
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marked; “If we were trained in communication skills, that would be important.”
(P012)

Communication was described as essential yet hindered by logistical and insti-
tutional barriers. One participant stated: “Sometimes we ask colleagues for air-
time... we wait until they come during visiting hours.” (P007) Participants also
highlighted legal challenges surrounding withdrawal of treatment: “ Because of the
policy, you cannot end it, unlike other countries.” (P002) Nurses advocated for
clearer national guidelines that protect dignity while aligning with ethical practice.

Participants also noted a significant lack of emotional support. One participant
remarked; “ We give emotional support... but we do not receive emotional sup-
port, we need therapy sessions.” (P012) Informal coping strategies such as hu-
mour, journaling, or family support were helpful but inadequate. Nurses called
for formal counselling, debriefing, and routine mental health support. Finally,
participants emphasised the importance of cultural and spiritual support: “We
should make sure guardians are present at the bedside to offer spiritual support.”
(P001)

Overall, participants described enhanced support as critical to improving EOLC

quality, consistency, and dignity.

4. Discussion

This study aimed to explore ICU nurses’ experiences in providing end-of-life care
(EOLC) at Kamuzu Central Hospital, and the findings show that nurses encounter
multiple emotional, ethical, cultural, and institutional challenges while striving to
provide dignified and compassionate care. This is consistent with existing litera-
ture, EOLC in the ICU was experienced as complex and demanding, particularly
in resource-limited settings [3] [9]-[11]. Nurses in this study articulated that alt-
hough they prioritised patient comfort, dignity, and support for families, they of-
ten felt underprepared and constrained by limited resources, inadequate guidance
and emotionally charged situations. This aligns with previous studies reporting
that ICU nurses frequently face barriers at the institutional, family, and personnel
levels that complicate the delivery of EOLC [12].

The most important finding of this study was the centrality of communication
with families. Nurses described difficulties when communicating bad news, pre-
paring families for terminal prognoses, or supporting those who remained in de-
nial. These challenges are similar to those documented in prior studies, which show
that communication at the end of life is influenced by nurses’ communication
skills, time constraints, the family’s emotional state, cultural beliefs, and ability to
understand clinical information [3] [13]. Simillary, denial among family members
was common, especially when the patient appeared physically stable or death oc-
curred unexpectedly [14]-[16]. In such circumstances, nurses in this study empha-
sised the importance of compassion, patience, and empathy approaches advocated
in literature as essential for engaging with families experiencing shock or disbelief

[17] [18]. As in previous studies, nurses recognised that their role as the most
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present healthcare providers positioned them to offer emotional support and
build trust, yet many felt inadequately prepared for these challenging conversa-
tions [18]-[20].

Participants also described the holistic practices they used to ensure comfort
during the dying process. Spiritual care through prayer, pastoral visits, and allow-
ing family rituals was widely emphasised and is consistent with findings that spir-
ituality is central to end-of-life experiences in many African settings [4]. Spiritual
care plays a vital role in supporting acceptance and providing comfort to both
patients and families [8] [21] [22]. However, as reported elsewhere, its implemen-
tation remained inconsistent due to lack of training and institutional support [8].
Basic nursing care, such as hygiene, positioning and pain management, was main-
tained even after curative treatments were withdrawn. This reflects the fundamen-
tal commitment of ICU nurses to preserve dignity and ensure comfort, similar to
findings in other contexts where hands-on care forms the core of EOLC [12] [23].

Decision-making at end-of-life was another important aspect of the nurses’ ex-
perience. Consistent with the literature, the role of nurses in EOLC decision-mak-
ing was limited, with physicians leading most decisions despite nurses’ close prox-
imity to the patient [11] [18] [21]. Participants often described feeling insuffi-
ciently involved or lacking the confidence to contribute meaningfully, echoing
findings that nurses who are inexperienced or under trained may hesitate or with-
draw from the decision-making process [8] [21]. Although family involvement in
decision-making is culturally important in Malawi, it also presented challenges
when relatives had conflicting expectations, unrealistic hopes or culturally rooted
beliefs about death. This reflects broader findings that cultural norms and family
hierarchies heavily influence EOLC decisions in African and Asian contexts [18]
[24].

Emotional burden emerged as a major theme. Participants described psycho-
logical distress, sadness, and moral conflict when caring for dying patients, con-
sistent with studies showing that exposure to repeated deaths can lead to fear,
compassion fatigue, and burnout among ICU nurses [18] [25]-[27]. In line with
studies indicating that senior nurses have more positive attitudes toward death
because of their experience [15] [17] [28], older nurses in this study expressed
greater comfort with EOLC, while younger nurses reported uncertainty and emo-
tional strain. Empathy was central to the nurses’ experiences, with participants
describing efforts to emotionally connect with families and understand their situ-
ation. However, as in prior research, nurses in this study lacked access to struc-
tured debriefing or psychological support, leaving them to rely on informal coping
strategies [3] [18] [29].

Institutional and resource constraints substantially shaped nurses’ experiences.
Shortages of staff, essential supplies, analgesics, and communication tools hin-
dered the delivery of consistent and comprehensive EOLC, echoing widespread
findings from low-resource ICU settings [15] [26] [30]. Legal restrictions prohib-

iting withdrawal of ventilatory support further intensified ethical dilemmas, par-
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ticularly when caring for brain-dead patients who required life-sustaining inter-
ventions that provided no benefit. Similar constraints are reported in sub-Saharan
Africa, where legal and policy gaps limit decisions around withdrawal of care and
contribute to prolonged suffering and moral distress among healthcare workers
[10] [24] [27]. Participants in this study echoed calls for clearer legal and institu-
tional guidance to support ethically consistent EOLC practices.

Overall, this study reinforces findings from multiple settings that EOLC re-
quires a combination of clinical knowledge, emotional competence, clear commu-
nication skills, and institutional support. Nurses in this study expressed strong
commitment to patient dignity and compassionate care but emphasised the ur-
gent need for structured training, supportive policies, and psychological support
systems. Strengthening EOLC will require integrated interventions that address
communication challenges, ethical uncertainties, workforce training, and institu-
tional resource gaps. Such measures are essential to enhance nurses’ confidence,
reduce emotional strain, and ensure that patients approaching the end of life re-
ceive dignified, culturally sensitive, and compassionate care.

The findings highlight the need for improved ICU policies at Kamuzu Central
Hospital to strengthen end-of-life care. Key priorities include staff training, struc-
tured communication with families, and multidisciplinary collaboration to im-
prove care quality and reduce nurses’ emotional burden. Integrating palliative
care services, psychosocial support, and staff debriefing is also essential to enhance

patient comfort, support families, and promote healthcare worker well-being.

5. Conclusion

This study revealed five interconnected themes demonstrating the complexity of
providing end-of-life care (EOLC) in a resource-constrained ICU setting. Nurses
experienced significant challenges related to communication with families, emo-
tional and ethical dilemmas, institutional constraints, and limited formal prepa-
ration for EOLC. Although they showed strong commitment to preserving patient
dignity, supporting families, and maintaining holistic bedside care, their efforts
were often hindered by inadequate training, insufficient resources, unclear legal
frameworks, and limited psychosocial support. The findings highlight the need
for structured EOLC training, improved communication systems, culturally re-
sponsive policies, and institutional mechanisms that support ethical decision-
making and staff well-being. Strengthening these components would enhance the
quality, consistency, and compassion of EOLC. Further research is recommended
to explore communication processes, ethical decision-making structures, and cul-

turally grounded approaches to EOLC in similar low-resource contexts.

Limitations

The single-site sampling limits transferability, however, purposive inclusion of in-
tensive care unit nurses with varied experience enhanced depth. Interview inter-

ruptions in the busy unit risked incomplete narratives, hence a private room was

DOI: 10.4236/jbm.2026.148008

82 Journal of Biosciences and Medicines


https://doi.org/10.4236/jbm.2026.148008

M. Msowoya et al.

used whenever available. Although member checking was undertaken, it was not
completed with all participants because some were unavailable during the valida-
tion phase due to work schedules and shift commitments. Consequently, not all
participants had the opportunity to review the preliminary interpretations. How-
ever, credibility was strengthened through peer debriefing, reflexive journaling,
and the use of verbatim quotations to support the findings. Researcher interpre-
tive influence was possible, thus bracketing, reflexive journaling, peer discussions,

and an audit trail strengthened credibility.

What Is Known about the Topic?

1) ICU nurses play a central role in end-of-life care and often face complex
emotional, ethical, and communication challenges while supporting dying pa-
tients and their families.

2) Resource limitations, inadequate training, and the absence of clear guidelines
are well-documented barriers that affect the quality and consistency of end-of-life
care in many low- and middle-income countries.

3) Nurses frequently report psychological distress, moral conflict, and feelings
of unpreparedness when delivering end-of-life care, especially in high-acuity and

resource-strained ICU environments.

What the Study Adds on?

1) The study provides context-specific insights into how ICU nurses in a Mala-
wian tertiary hospital navigate emotional, ethical, and cultural challenges when
providing end-of-life care.

2) It highlights critical gaps in institutional support, including limited resources,
inadequate guidance, and the absence of structured psychological and communica-
tion support systems for nurses.

3) The findings underscore the need for context-appropriate training, clearer
policies, and strengthened interdisciplinary collaboration to enhance compassion-
ate, dignified, and culturally responsive end-of-life care in resource-limited ICU set-
tings.
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