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Introduction
Intensive Care Units (ICUs) are the places where the 
most critically ill patients are treated and physicians 
working there often face some of the toughest 

1
medical and ethical decisions.  Among them, end-of-
life decision-making (EOLDM) is one of the most 
sensitive and morally challenging aspects of critical 

2care.  ICU doctors often deal with complex scenarios. 
They are constantly balancing the goals of saving 
lives, maintaining the dignity of patients, and 
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ABSTRACT
Objective: The study aimed to explore the lived experiences of ICU physicians in Pakistan regarding 
professionalism and medical ethics in end-of-life decision-making, with particular focus on emotional burden, 
ethical dilemmas, religious and cultural influences, family involvement, and institutional challenges.
Study Design: A qualitative phenomenological study using a hermeneutic approach. 
Place and Duration of Study: The study was conducted in the Medical Intensive Care Unit at Sahiwal Teaching 
Hospital, Sahiwal, Pakistan, from November 2024 to April 2025.
Methods: Semi-structured, in-depth interviews were conducted over a period of six months in the Medical 
Intensive Care Unit at Sahiwal Teaching Hospital with eight physicians and postgraduate trainees. They were 
selected using a purposive sampling technique, and were directly involved in decision-making regarding end-
of-life care. Data was analyzed through thematic analysis. Credibility and dependability were ensured through 
participant validation and expert peer review.
Results: Six key themes emerged from the analysis using thematic analysis based on Braun and Clarke's 
framework and supported by NVivo 12 Pro software:  Emotional burden of decision-making, Religious and 
cultural influences, Family-centered pressure and misunderstanding, Systemic and institutional gaps, Personal 
beliefs, professional ethics, and reflection, and External interference and hierarchical pressure. Physicians 
described moral distress, emotional exhaustion, and fear of legal repercussions in the absence of clear 
institutional protocols or legal protection. Family expectations and cultural norms frequently conflicted with 
medical judgment, intensifying ethical challenges.
Conclusion: End-of-life decision-making among Pakistani intensive care physicians is influenced by emotional, 
cultural, ethical, and institutional pressures. The findings suggest a need for improved institutional guidance, 
ethics training, and structured communication with families to support ethical practice, reduce physician 
distress, and promote more consistent end-of-life care.
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3relieving their suffering.  These decisions may 
involve starting, withholding, or withdrawing life-
sustaining treatments such as mechanical 

4
ventilation, vasoactive drugs, or dialysis.  However, 
EOLDM is rarely straightforward. Each case is 
influenced by multiple factors, including cultural 
values, social expectations, religious beliefs, 

5
emotional pressures, and economic realities.  In 
such situations, the principles of the patient's choice 
and family wishes also play an important role. As the 
number of patients with chronic critical illnesses 
rises, the frequency and complexity of EOLDM are 

6also increasing.  This requires that physicians be able 
to cope with the burden of treatment failure, which 
can become easier if they actively engage in open 
discussions with the patient's family members. For 
all that, the physician should have good 
communication and critical thinking skills along with 

7emotional maturity.  International studies have 
shown that ICU physicians frequently experience 
moral distress, emotional exhaustion, and ethical 
uncertainty while making end-of-life decisions, 
particularly in cases involving withdrawal of life-
sustaining treatment. Studies from Europe and 
North America report that conflicts with families, 
fear of litigation, and a lack of clear institutional 
policies are major challenges for physicians in this 

8
context.  Research from Asian and Middle Eastern 
countries indicates that religious beliefs and family-
centered decision-making significantly shape 
physicians' experiences, often placing them in 
ethically difficult positions when professional 

9judgment conflicts with family wishes.  As compared 
to well-developed countries, these issues are even 
more complex in countries like Pakistan, where 
cultural, religious, and socio-economic status, along 
with the absence of national laws or hospital-level 
policies regarding end-of-life care, are more 
relevant. Other issues are weak legal frameworks 
and a lack of structured ethics committees in our 
setups that further complicate end-of-life practices. 
National studies from Pakistan have reported that 
physicians often rely on personal experience and 
informal discussions rather than formal ethical 
policies, leading to stress, uncertainty, and fear of 
blame or legal consequences. ICU doctors often have 
to make these decisions without legal protection or 
ethical guidance, relying mainly on personal 

judgment and family consent. Because of these 
circumstances, emotional distress and moral 
disputes are developing among physicians, 
especially when medical reasoning conflicts with 

9,10
cultural or religious expectations.  
Despite the ethical significance of this topic, there is 
limited research exploring the lived experiences of 
ICU physicians who make end-of-life decisions in 
Pakistan. Most available studies are focusing on the 
perspective of patients and their family members, 
while the emotional, professional, and ethical 
struggles of physicians remain underexplored. 
Understanding these lived experiences is crucial to 
improve professional practice, ethical standards and 
physician well-being in critical care settings. This 
study aims to explore how ICU physicians in Pakistan 
experience and interpret professionalism and 
medical ethics in end-of-life decision-making. By 
knowing their reflections, emotions and coping 
mechanisms, this study seeks to provide insights that 
can inform institutional policies, training programs 
and family communication practices. Ultimately, the 
findings may help to guide the development of more 
compassionate, culturally appropriate, and ethically 
sound end-of-life care practices in Pakistan.

Methods 
This was a qualitative phenomenological study using 
an interpretive (hermeneutic) approach that is 
particularly suitable for exploring how individuals 
perceive, interpret, and make meaning of complex 
lived experiences in real-life clinical contexts. It was 
conducted over a period of six months from 
November 2024 to April 2025 in the Medical 
Intensive Care Unit (MICU) at Sahiwal Teaching 
Hospital, a public-sector tertiary care institution in 
Sahiwal, Pakistan. MICU admits critically ill patients 
referred from multiple specialties, including internal 
medicine, pulmonology, nephrology, and infectious 
disease. On top of that, common ICU interventions 
including invasive mechanical ventilation, 
vasopressor administration, and renal replacement 
therapy are routinely provided. A total of eight 
participants were selected by using a purposive 
sampling technique. All participants were ICU 
consultants who had been working in the medical 
ICU for at least one year. The study was approved by 
the Institutional Review Board (IRB) of Sahiwal 
M e d i c a l  C o l l e g e  v i d e  R e f e r e n c e  N o :  
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thSMC/IRB/2025/042, dated 18  September 2024.  All 
participants were informed of the study before 
providing their written consent. Participant 
anonymity was maintained by numbering transcripts 
(e.g., P1, P2…). It was explained to the participants 
that they could choose to discontinue the study at 
any time without repercussion. Inclusion criteria 
were: postgraduate residents and consultants 
directly involved in end-of-life care decision making, 
who demonstrated willingness to participate, 
participants needed to have enough exposure to 
ethical and professional dilemmas experienced 
within the ICU settings, provided informed consent, 
and were proficient in English and Urdu, as 
interviews were conducted in both languages. 
Exclusion criteria included administrative staff, 
nurses, or physicians not engaged in end-of-life 
decision making, as well as attendants of patients.
Data were collected through semi-structured, in-
depth interviews conducted in a private office 
adjacent to the ICU to ensure privacy and minimize 
distractions. A flexible, open-ended interview guide 
was developed based on existing literature and 
refined with input from an expert in medical ethics 
and qualitative research. The following key domains 
were examined:
Physicians' experiences with end-of-life decision 
making; moral and ethical dilemmas and religious 
perspectives influencing those decisions; 
professional responsibilities and integrity in ethically 
challenging situations; family involvement and 
institutional support mechanisms; impact on 
personal beliefs, emotions, and mental well-being;
External influences, such as administrative or 
political interference in clinical decision-making
Interviews took almost 2 and a half hours. To avoid 
bias, interviews were conducted by a trained 
qualitative researcher who was not part of the ICU 
team, in both English and Urdu, according to the 
participants' ease. Throughout the interviews, notes 
were taken to capture participants' non-verbal 
behaviors, emotional responses, and personal 
reflections on the interaction. Data collection 
continued until thematic saturation was reached, 
“the point at which no new codes or themes were 
emerging in subsequent interviews”. Saturation was 
achieved after the eighth interview.
Transcriptions from these recordings were analyzed 

via a process of transcription and thematization 
following Braun and Clarke's (2006) six steps; 
introduction to the data, developing initial codes
1. rooking for themes
2. recapitulating themes, developing and Naming 

Themes, drafting the report
Data were analyzed by using NVivo 12 Pro (QSR 
International), a qualitative data analysis software 
that helped to organize coding, group related ideas, 

11and retrieve relevant participant quotes efficiently.  
For the first round of coding, two independent 
coders analyzed the transcripts separately to reduce 
personal bias, and any differences were resolved 
through discussion. A codebook was developed and 
continuously refined as new points emerged during 
the analysis. The identified main themes and 
subthemes were then combined to create a thematic 
map, representing the core patterns related to 
professionalism and ethical decision-making in end-
of-life care. To ensure the accuracy and 
trustworthiness of the findings, early interpretations 
were shared with three participants for member 
checking, and a peer reviewer with experience in 
qualitative research examined the coding and 
themes. Reflexivity was maintained through the 
primary researcher's reflective notes, an audit trail 
was maintained by documenting key analytical 
decisions, and thick description was ensured 
through rich participant quotations. Transferability 
was supported by providing detailed contextual 
information, and potential researcher bias was 
minimized through independent coding, external 
review, and the use of a non-ICU interviewer.

Results
The analysis of in-depth interviews with eight ICU 
physicians identified six major themes, each 
containing several subthemes. These themes 
highlight the professional, emotional, cultural, 
institutional, political, and ethical factors that shape 
end-of-life decision making (EOLDM) within 
Pakistani ICUs. (Figure 1).
Participant responses are contextualized and 
supplemented with coding quotes, many of which 
capture distinct sociocultural, professional, and 
hierarchical challenges faced across many parts of 
Pakistan. 
Theme 1: Emotional Burden of Decision-Making
Moral Distress: Physicians (P) frequently described 
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Fig.1: End-of-life decision-making by ICU physicians 

the internal conflict they experienced when required 
to continue treatment that they believed to be 
medically futile. This moral distress mainly arose 
from the tension between their professional 
judgment and the demands of patients' families.
“I feel helpless when I have to keep a patient on the 
ventilator just to satisfy the family.” (P-2)
“I feel like I'm adding misery to someone every time I 
intubate a brain-dead person.” (P-5)
“It's not fair, but we are compelled to bear the pain 
for the sake of our job.” (P-7)
Emotional Exhaustion: All participants reported 
feelings of burnout and emotional fatigue due to 
repeated exposure to ethically distressing situations. 
Many described these experiences as emotionally 
draining and psychologically overwhelming.
“I take those decisions home with me. I feel that they 
hate me; I can't sleep at night.” (P-1)
“I've started becoming desensitized to the pain of 
families. That scares me.” (P-2)
“Sometimes I feel like I have nothing left to give, not 

to my patients and not even to my family.” (P-8)
Theme 2: Religious and Cultural Influences on 
EOLDM
Reliance on Divine Intervention: Families often relied 
on their faith and belief in divine miracles, refusing to 
withdraw life-sustaining treatment even when 
physicians considered further care medically 
meaningless. However, in some cases, religious faith 
a lso  he lped fami l ies  accept  phys ic ians '  
recommendations with peace.
“Even when the organs have failed, the families say, 
'Allah will bring him back.'” (P-7)
“They tell us stopping the ventilator is against God's 
will.” (P-6)
“One family even said, 'Doctor sahab, aap khuda 
nahin hain,' when I discussed the prognosis.” (P-1)
Influence of Religious Leaders: Families frequently 
sought guidance from religious scholars, whose 
advice sometimes conflicted with medical 
recommendations, increasing the emotional and 
ethical strain on physicians.
“They brought a Mufti to the ICU, and he said 
stopping treatment is haram.” (P-1)
“I've been forced to argue with clerics at the bedside 
of dying patients.” (P-3)
“Even educated families seem to depend more on 
fatwas than on medical information.” (P-8)
Theme 3:  Family-Centered Pressure and 
Misunderstanding
Demands for Maximal Intervention: For many 
families, aggressive treatment symbolized hope and 
faith in recovery. Despite clear communication about 
the prognosis, physicians often faced relentless 
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demands to “do everything.”
“They want us to bring them back to life even when 
the patient is cold.” (P-8)
“One family member slapped a junior doctor for 
stopping CPR after 30 minutes.” (P-2)
“They believe more machines mean better care, it's 
terrible.” (P-6)
Mistrust and Accusations: A deep mistrust toward 
the healthcare system frequently resulted in 
confrontations and public accusations against 
physicians, particularly in public sector hospitals.
“They think we are abandoning the poor patient.” (P-
7)
“'If it was your own father, you'd have done more!' 
shouted one man.” (P-6)
“The mistrust is glaring; people believe doctors work 
only for money.” (P-4)
Theme 4: Systemic and Institutional Gaps
Absence of Protocols for End-of-Life Care: Almost all 
participants expressed concern that the absence of 
institutional policies or standardized guidelines 
made end-of-life decision-making inconsistent and 
risky.
“DNR (Do Not Resuscitate) is not practiced in our 
hospital. Every doctor has their own way of deciding 
what's right.” (P-1)
“We need something written to keep us legally and 
ethically safe.” (P-3)
“In private hospitals, things are clearer, but in public 
hospitals, it's chaos.” (P-6)
Fear of Legal and Administrative Consequences: 
Physicians described living under constant fear of 
being legally or professionally penalized for clinically 
sound decisions.
“Even if the family agrees, there's no legal protection 
if they change their mind later.” (P-8)
“I've seen colleagues dragged into court just for 
withdrawing ventilation from a terminal case.” (P-5)
“The media can twist the story anytime, 'Doctors 
killed our loved one' makes a good headline.” (P-3)
Theme 5: Personal Beliefs, Professional Ethics, and 
Reflection
Ethical Challenges and Value Conflict: Physicians 
often faced a clash between their personal morals, 
professional ethics, and institutional expectations. 
They knew when care was futile but were still 
expected to continue treatment, leading to deep 
moral distress.

“I'm a Muslim; I value life, but I also believe in not 
inflicting pain.” (P-1)
“I wouldn't want this for my own parents, yet I did it 
for a patient.” (P-2)
“Sometimes I feel like I'm betraying both my ethics 
and my faith.” (P-7)
Personal and Professional Growth through 
Reflection: Despite the distress, repeated exposure 
to end-of-life cases encouraged self-reflection and 
professional maturity. Many physicians reported 
developing stronger empathy, resilience, and ethical 
awareness.
“These situations changed how I view my duty as a 
doctor.” (P-8)
“I've learned that professionalism also means 
knowing when to let go.” (P-4)
Several physicians reported that repeated exposure 
to end-of-life situations led to increased empathy, 
humility, and personal growth, viewing ethical 
discomfort as a catalyst for moral and spiritual 
development. (P-2, P-6)
Theme 6: External Interference and Hierarchical 
Pressure
Political and Administrative Influence: A challenge 
that is unique in the Pakistani healthcare setting was 
the interference of politicians, bureaucrats, and law 
enforcement officials in clinical decisions, especially 
in government hospitals.
“An MPA called the Medical Superintendent and 
strictly ordered that the patient must remain on the 
ventilator.” (P-3)
“CPR had to be continued for another 15 minutes, 
even though there was no pulse, because the patient 
was a senior bureaucrat's cousin.” (P-7)
“Sometimes it's not about the family; it's about who 
they know. That's how decisions are made here.” (P-
4)
This creates so much stress for doctors and 
healthcare workers in the working environment. This 
then not only produces difficulty in ethical care but 
sometimes leaves ICU doctors to take some legal 
actions due to frustration. 

Discussion
In Pakistani ICUs, end-of-life decision-making 
(EOLDM) represents a complex and ethically 
challenging process. Physicians often find 
themselves stuck between professional judgments, 
institutional limitations, and strong sociocultural and 
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12religious expectations from patients' families.  The 
findings of the present study showed the emotional, 
cultural, and institutional factors that deeply impact 
the ethical reasoning and professional conduct of 
ICU physicians during EOLDM. (Table 1). These 
findings are in accordance with the broader South 
Asian literature that emphasizes moral distress and 
emotional exhaustion as defining features of critical 
care practice and ethical decision-making.
Emotional trauma associated with end-of-life 
decision-making is one of the most commonly 
observed challenges faced by ICU physicians. (Table 
1).  Participants in this study reported intense moral 
distress when their professional roles involved them 
in ethically conflicting situations where boundaries 
of right and wrong were blurred. The concept of 
moral distress was first introduced by Andrew 
Jameton in 1984 and refers to situations in which 
clinicians recognize the ethically appropriate course 
of action but are constrained by institutional or 
systemic factors from acting accordingly, often 
resulting in the provision of care they perceive as 
non-beneficial to patients. Consistent with local 
findings on ICU mental health, this persistent ethical 
and emotional burden contributes significantly to 

13
burnout among ICU staff.
Consistent with local findings on ICU mental health, 
this continuous emotional toll contributes 
significantly to the high incidence of burnout among 
ICU staff. 
Families often do not follow medical advice because 
religious and cultural beliefs frequently supersede 

14the recommendations of medical professionals.  In 
Pakistan and other Islamic societies, there is strong 
faith in divine healing even when medical treatment 

15
is deemed futile.  As noted by physicians in this 
study, families often involve religious reasoning to 
postpone or delay making end-of-life decisions, 
particularly regarding withdrawal of life support 
(Table 1). This observation aligns with previous 
research done by Muishout G et al. showing that, in 
many Islamic contexts, discontinuing life-sustaining 
treatment is perceived as “giving up” and interfering 

16
with God's will.  Family pressure, along with cultural 
and personal expectations, further increases the 
challenges of end-of-life decision-making. Plus, 
physicians in this study reported that they were 
being pressured by family to continue aggressive 

treatment even if it was no longer beneficial. Similar 
findings have been reported in the study of Khan M 
et al. in a tertiary care hospital of Peshawar, Pakistan, 
where ICU interventions are often related to hope, 
and families have to struggle hard to accept a poor 

17prognosis.  This clash between cultural expectations 
and clinical realities creates tension, emotional 
distress, and dissatisfaction for both families and 

17
healthcare providers.  Institutional shortcomings 
also played a significant role in shaping EOLDM. Most 
participants expressed concern about the absence of 
formal guidelines, ethical committees, and training 
from hospitals that are related to EOLDM. Fear of 
legal consequences is also there. (Table 1). All of 
them left the physicians to rely on their own choices 

18and often followed no clear pattern of what to do.  
This lack of structured support remains evident in 
many Pakistani hospitals, where doctors frequently 
make end-of-life decisions alone. The threat of legal 
liability further creates obstacles in ethical decision-
making, particularly in a context where terminations 
from jobs and harassment of doctors are very 
common. Without national legislation or clear 
hospital protocols regarding Do Not Resuscitate 
(DNR) orders or withdrawal of life-sustaining 
treatment, physicians fear that such actions could be 

12taken as 'murder'.  According to the study of Baker 
M et al., doctors in countries with existing laws and 
guidelines for palliative care frameworks also report 

19
limited institutional protection.  Our results are 
consistent with the study by Jafarey AM et al., who 
also emphasized that Pakistani physicians often 
practice in settings where formal legal backing and 
enforceable ethical guidelines are weak, and clinical 
decisions — including consent processes — tend to 
rely heavily on physician judgment and surrogate 

20 (family) involvement. The absence of robust 
enforceable policies and ethics oversight in 
Pakistan's healthcare system has been highlighted in 
the literature, noting limited implementation of 
ethical codes and challenges in patient decision-
making processes, which may compel doctors to 
continue treatments perceived as futile to avoid legal 
or social repercussions. 
Among several participants, there were conflicts 
between personal values and professional duties. 
(Table 1). Some admitted that they would not choose 
similar aggressive interventions for their own family 
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members that highlighted the inner ethical struggle 
faced by many physicians. Such ethical challenges 
are not unique to Pakistan but are seen globally. 
However, in settings with limited financial, cultural 
and institutional support, their impact on physicians' 
mental health can be even more profound. This 
defines the need for institutional structures that 
enable moral reflection, such as discussing difficult 

21,22cases with one's peers.
A more reassuring finding of this study was that 
some physicians reported personal growth as a 
result of repeated exposure to end-of-life situations 
(table 1). Many described that with the passage of 
time and experience, they are becoming more 
empathetic, humble, and reflective, suggesting that 
ethical discomfort is a source of moral and spiritual 
development. These findings are in line with other 
qualitative studies done by Diego R et al. and 
McDarby M et al., showing that experienced 
clinicians often develop personal and spiritual 
growth by dealing with ethically complex cases. 
Structured debriefing sessions and regular 
discussions on ethics can help to produce a more 

23,24
supportive environment.  There are several ways 
to solve this problem. As mentioned in the study by 
Hales and Hawryluck, this might include 
implementing end-of-life communication education 
at the post-graduate level, establishing contextually 
relevant Center policies, or promoting cross-design 

25
family meetings.  Moreover, establishing functional 
ethics committees within all tertiary care hospitals is 
essential to guide complex decision-making. 
National regulatory bodies and bioethics 
organizations should also work to develop 
standardized protocols for Do Not Resuscitate (DNR) 
orders and end-of-life care nationwide.
Despite the important insights this study provides, 
several limitations must be acknowledged. The 
findings are based on a small sample of physicians 
from selected tertiary care hospitals, which may limit 
the transferability of the results to other healthcare 
settings or regions in Pakistan. As this was a 
qualitative phenomenological study, the data relied 
on participants' self-reported experiences, which 
may be influenced by recall bias or social desirability. 
Moreover, the absence of perspectives from 
patients, family members, and other healthcare 
professionals restricts a more holistic understanding 

of end-of-life decision-making in the ICU. Future 
research should therefore include the views of 
patients and families to help develop culturally 
sensitive and ethically appropriate end-of-life care 
policies. In addition, comparative studies involving 
junior and senior physicians are recommended to 
explore differences in ethical reasoning, professional 
maturity, and emotional coping, which may further 
inform targeted training and institutional support 
mechanisms.

Conclusion
This study highlights the significant emotional and 
ethical challenges ICU physicians in Pakistan face in 
end-of-life decision-making. Physicians struggle to 
balance clinical judgment with family expectations, 
religious beliefs, and institutional limitations, leading 
to moral distress and emotional exhaustion. In the 
absence of clear hospital protocols and legal 
frameworks, they rely largely on personal ethics and 
experience to guide their decisions. The findings 
emphasize the need for structured institutional 
support and ethical guidelines to promote consistent 
and compassionate end-of-life care while 
safeguarding physicians' professional integrity and 
well-being.
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