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Purpose: This study aimed to explore the challenges faced by Chinese multidisciplinary teams in transitioning patients with life- 
limiting illnesses to palliative care, utilizing the social-ecological model as a framework.
Participants and Methods: A descriptive qualitative study was conducted involving 39 multidisciplinary team members, including 
physicians, nurses, psychologists, social workers, rehabilitation therapists, nutritionists, traditional Chinese medicine therapists, 
nursing attendants, and volunteers from six health institutions. Data were collected through semi-structured focus group interviews 
and analyzed using both inductive and deductive thematic analysis.
Results: Four themes were identified: 1) dilemmas in individual end-of-life decision-making rights, with three subthemes: irrational 
perceptions hindering rational decision-making, the agony of life-and-death decision-making, protective medical practices inducing 
decision-making rights squeeze; 2) multiple constraints in the family fields, with three subthemes: external stigma of “unfilial” 
oppression, intrafamilial disparities in palliative care perceptions, distorted emotional connection among family members; 3) Intrinsic 
barriers in healthcare provision, with three subthemes: institutional deficits in palliative care literacy, professional competence gaps in 
palliative care delivery, and deficiency in quality control system for palliative care; and 4) constraints shaped by social environment, 
with four subthemes: insufficient funding support for palliative care, ambiguous palliative care pricing mechanisms, absence of 
practitioner safeguards in palliative care, and entrenched perceptions of life and death.
Conclusion: Palliative care transition were shaped by multi-layered challenges across micro-macro systems, rooted in cultural norms, 
healthcare provision, and structural inequities. Challenges such as protective medical care, stigma around “unfilial” behavior, and 
emotional connection within families offer novel perspectives on promoting palliative care transition. Addressing these challenges 
necessitates targeted strategies across patients (eg., implementing advance care planning consultations), families (eg., the reconcep
tualization of filial piety and its recalibration), healthcare institutions (eg., establishing evidence-based standards, guidelines, and 
screening tools), and social environment (eg., implementing universal death education to dismantle stigma). These strategies could 
promote culturally sensitive and sustainable palliative care transitions within similar healthcare and sociocultural contexts.
Keywords: palliative care, transition, multidisciplinary team, challenges, qualitative study

Introduction
Globally, health- and disease-related severe suffering poses a significant threat to individuals with life-limiting illnesses.1 

Palliative Care, which actively provides comprehensive physical, psychological, and spiritual care for individuals with 
life-limiting illnesses, is an effective measure to alleviate severe health and disease-related suffering and to enhance the 
quality of life for both the individuals and their families.2 It has been incorporated by the World Health Organization2 as 
an essential component of people-centered integrated health services. Furthermore, a study indicated that patients with 
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life-limiting illnesses require continuous palliative care for at least 12 weeks to derive significant benefits.3 This 
underscores the importance of early identification of patients who can benefit from palliative care and facilitating their 
transition to such service. Studies have reported that early palliative care not only improves patients’ quality of life, 
enhances prognostic awareness, facilitates communication about end-of-life preferences, and minimizes crises at the end 
of life, but also helps establish harmonious physician-patient relationships, increases patient and family satisfaction, and 
alleviates caregivers’ negative emotional experiences as well as caregiving burdens.4–6 Against this backdrop, the quality 
of transitional care—particularly the seamless transition from curative treatment to palliative care—has emerged as 
a critical determinant of whether these documented benefits can be fully realized in clinical practice.

Currently, transitional care is internationally recognized as a series of comprehensive, time-limited services aimed at 
providing patients with coordinated, continuous, and safe care during transitions between various medical services, 
healthcare providers, and medical settings.7 This approach seeks to prevent or mitigate the deterioration of health status 
among high-risk patients. However, the development of palliative care transitions remains inconsistent worldwide. 
Countries, such as the United States and the United Kingdom, have integrated tools like the Leeds eligibility criteria,8 

the Gold Standards Framework,9 and the Surprise Question10 into routine clinical pathways for early palliative care 
screening and referral. In contrast, many countries and regions have yet to incorporate early palliative care into 
standardized practices for patients with life-limiting illnesses. For instance, in mainland China, there are currently no 
unified transitional standards for palliative care or standardized referral processes,11 leading to significant disparities in 
the availability and utilization of palliative care services across different regions. Until 2023, the “Guidelines for 
Integrated Diagnosis and Treatment of Cancer in China: Palliative Care”12 indicated that potential candidates for 
palliative care include “patients with clearly diagnosed, high-mortality advanced malignancies”, “cancer patients with 
poor functional status and ongoing failure of vital organs”, or those who present with “uncontrollable severe physiolo
gical symptoms, with or without serious mental and psychological symptoms”. However, the transition criteria for 
palliative care in Chinese non-cancer patients remain ambiguous and lack consistency.

These circumstances have resulted in a widespread phenomenon of delayed transitions to palliative care, wherein 
patients frequently make this transition only in the last 1–2 weeks of their lives or even during critical moments when 
they are facing imminent danger.11,13,14 Statistics indicated that the average length of stay in palliative care wards is only 
5 days (with shorter stays correlating to reduced actual survival periods, reflecting a late transition to palliative care).13 

Alarmingly, 14.4% of patients die within 24 hours of admission to the palliative care department.13 The study by Gu 
et al11 also found that among 759 patients transitioning to palliative care, 21 (2.77%) died within 24 hours of admission, 
and 121 (15.94%) died within one week of admission. Quaidoo et al14 reported a delayed transition rate to palliative care 
as high as 85.6%. Late palliative care transition not only hinders patients with life-limiting illnesses from receiving 
optimal hospice support and assistance but also prevents families from benefiting from hospice services, ultimately 
becoming an indicator of poor quality in palliative care.15–17 It is evident that promoting transitions to palliative care 
faces multiple challenges, and identifying these challenges during the transition process is an essential preliminary step.

Studies have confirmed that multidisciplinary team (MDT) collaboration could more effectively address the multi
dimensional and complex needs of patients with life-limiting illnesses, alleviate their physical and psychological 
suffering, and enhance their quality of life.18–20 In the palliative care transition process, MDT members assume 
complementary and irreplaceable functions. Specifically, physicians are responsible for assessing conditions and prog
noses, screening for palliative care eligibility, and initiating discussions regarding transition decisions; nurses undertake 
symptom management, provide comfort care, facilitate patient-family communication, and coordinate transitions; nutri
tionists, psychologists, rehabilitation therapists and social workers offer nutritional support, psychological interventions, 
rehabilitation guidance, and social resources coordination, respectively; volunteers provide daily companionship and 
assist in creating comfortable care environments.18,21 However, significant shortcomings exist within the multidisciplin
ary service system for palliative care in mainland China. On one hand, there is a general shortage of multidisciplinary 
professionals, such as psychologists, social workers, and volunteers. On the other hand, most medical institutions have 
yet to establish a unified and systematic continuing education training system for MDTs, resulting in a lack of 
standardized training in palliative care for relevant practitioners.22,23 Consequently, the professional capabilities of 
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MDT members during the palliative care transition are inconsistent, hindering the achievement of standardization and 
homogenization in palliative care transition practices.

MDTs play a critical role throughout the entire process of palliative care transition, encompassing early screening and 
eligibility assessment, patient-family communication and decision-making, as well as interdepartmental referral and care 
handover. Serving as both frontline practitioners in direct interact with patients and families and key implementers of 
institutional and governmental palliative care standards, policies, and regulations, these teams provide a unique perspec
tive. Unlike the viewpoints of patients or families, which primarily illuminate their experiences and needs, the MDT 
perspective can identify systemic, modifiable challenges operating at the individual, interpersonal, organizational, and 
societal levels, many of which remain opaque to patients and families. Consequently, the holistic and process-oriented 
perspective of MDTs provides a more integrated evidence base for developing systemic interventions, moving beyond 
fragmented, single-layered solutions. However, existing research has rarely explored the challenges faced during 
palliative care transition from the MDT perspective. This oversight has resulted in a incomplete understanding of the 
various stakeholders involved and the multidimensional challenges they encounter. This gap is particularly pronounced in 
mainland China, where palliative care is still evolving and qualitative evidence regarding transition-related challenges 
remains limited. Moreover, such challenges are often context-specific, shaped by distinct characteristics of the healthcare 
system and sociocultural norms.

Palliative care transition is characterized by systemic complexity, necessitating an analysis of the challenges it 
encounters across multiple layers to construct a comprehensive explanatory framework. Drawing on Bronfenbrenner’s 
ecosystems theory, the social-ecological model underscores the importance of situating human development within 
a broader ecological context.24 This model can be employed to systematically organize the factors related to health and 
disease across various layers: the individual level (eg., attitudes), the relational level (eg., family environment), the 
community level (eg., healthcare institutions), and the societal level (eg., culture, regulations and policies). Therefore, 
guided by the social-ecological model, this study aimed to explore the challenges encountered during palliative care 
transition in mainland China from the MDT perspective. This exploration provides a theoretical foundation for 
formulating targeted and actionable intervention strategies that assist patients with life-limiting conditions in accessing 
palliative care earlier and avoiding the adverse effects associated with delayed transitions.

Materials and Methods
Study Design
This study employed a descriptive qualitative design using thematic analysis conducted through a series of focus group 
interviews. The descriptive qualitative approach is effective in exploring the diverse experiences and perceptions of 
individuals regarding the research question, offering direct and context-rich descriptions of real-world clinical 
practice.25,26 The focus group methodology was specifically selected for this study because it is particularly effective 
in capturing shared experiences, interactive dialogue, multidisciplinary consensus, and divergent perspectives, which 
cannot be fully elicited through one-on-one interviews.27 This method aligns directly with our core objective of 
thoroughly exploring team-based challenges in palliative care transitions.28 Furthermore, this study adhered to the 
Consolidated Criteria for Reporting Qualitative Studies (COREQ) checklists.29

Study Setting
This study was conducted across six healthcare institutions in Chongqing, the only municipality directly under the central 
government in southwestern China and a major transportation hub, with a population of approximately 32 million. 
According to the Seventh National Population Census bulletin, the city’s elderly population aged 65 and above 
constitutes 17.08%, ranking second nationwide, indicating a severe aging population situation.30 Since 2019, four 
administrative districts (Beibei District, Jiulongpo District, Shizhu County, and Fengdu County) in Chongqing have 
been successively included in the national pilot program for palliative care. These pilot regions are actively exploring 
palliative care practices, which contributes to expanding the public coverage of palliative care and improving responses 
to the challenges posed by population aging.
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Participants and Recruitment
To comprehensively explore the challenges associated with the transition to palliative care, this study employed a two- 
stage participant selection strategy. Firstly, health institutions were selected through stratified sampling based on their 
years of palliative care provision. Subsequently, palliative care MDTs were recruited from these institutions using 
maximum variation purposive sampling. This method is widely regarded as the most effective in qualitative research, 
as it enables the selection of participants who demonstrate sufficient interest in the research question and are capable of 
providing rich, in-depth information.31 MDT members were recruited through a two-stage process. First, an official 
invitation letter was sent by the researchers’ institution to each participating healthcare institution to obtain formal 
institutional support and informed consent for participation. Second, designated liaisons at each site coordinated with the 
research team to facilitate recruitment of eligible team members—namely, healthcare professionals from various 
disciplines who had been involved in palliative care practice for at least six months. No prior relationship existed 
between the study authors and participants.

Data Collection
This study conducted semi-structured focus group interviews in July and August 2024. Based on the social-ecological 
model and previous studies, the interview outline development followed a rigorous three-stage process. First, the 
researchers (JT, JL, and QZ) drafted the preliminary interview outline based on the study objectives and 
a comprehensive literature review. Subsequently, experts in gerontology, oncology, and palliative care, along with 
a methodology expert skilled in qualitative study, were invited to provide guidance to refine the content organization, 
question sequencing, and phrasing, resulting in a revised interview outline. Finally, two doctors, one nurse, and one nurse 
manager assistant involved in palliative care practice participated in a focus group pre-interview to further optimize 
question formulation and interview procedures, ultimately finalizing the validated interview outline (Table 1). 
Additionally, a sociodemographic questionnaire was developed to capture essential participant characteristics, including 
gender, age, educational attainment, occupation, professional position, and years of palliative care experience (Table 1). 
This questionnaire facilitated contextual understanding of participants’ professional backgrounds and practice 
trajectories.

Formal interviews were conducted in independent, round-table conference rooms that could accommodate approxi
mately 10 people at various health institutions, creating a safe, open, and comfortable environment for participants to 

Table 1 The Instruments of Focus Group Interviews

Part 1: The sociodemographic questionnaire

Number Questions
1 Gender: □Male □Female

2 Age:_____(years)

3 Educational attainment: □Junior College □Bachelor □Master □Doctor
4 Occupation: □Physician □Nurse □Rehabilitation therapist □Nutritionist □Psychologist 

□Traditional Chinese medicine therapist □Social worker □Volunteer 

□others_____(Please specify the exact occupation)
5 Professional position: □Ungraded positions □Junior □Intermediate □Senior

6 Palliative care experience:_____(years)

Part 2: The semi-structured focus group interviews outline

7 During the transition of patients with life-limiting illnesses to palliative care, how do you/ does multidisciplinary team conduct this 
process? Please describe (the routine workflow and current practices) in detail.

8 Could you describe the difficulties and challenges you have encountered while participating in above transition? Please provide some 

examples (form patients / patient’s family / healthcare institution/ social environment levels).
9 What other factors do you believe hinder the transition of patients with life-limiting illnesses to palliative care? Please provide some 

examples (form patients / patient’s family / healthcare institution/ social environment levels).
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authentic dialogue.32 The interview facilitator (JT) and on-site recorders (XW), all experienced palliative care research
ers, had completed systematic coursework in qualitative research methodology and participated in theoretical-practical 
training programs, ensuring methodological rigor through their combined professional expertise. Prior to interview 
commencement, the facilitator comprehensively informed participants about the study background, purposes, procedures, 
potential benefits and risks, and privacy protection protocols to obtain their informed consent forms and complete the 
sociodemographic questionnaire. To ensure the quality of the focus group, the facilitator emphasized several key points to 
participants before the interviews:28 (1) each participant should speak in turn to prevent simultaneous conversations, 
which facilitates accurate recording of the discussion; (2) there are no “correct or incorrect” answers to any questions, 
and participants are encouraged to share their authentic experiences and viewpoints, even if they are critical.

During the interview, the facilitator maintained a strictly neutral stance, avoided leading questions, and allowed 
sufficient speaking time for quieter participants as well as those with dissenting views. Meanwhile, the facilitator 
employed active engagement techniques including probing, repetition, summarization, and responsive feedback to 
encourage participant expression. Focus groups were conducted without time constraints to enable comprehensive 
sharing of diverse experiences and perspectives. Data collection continued until information saturation was achieved, 
which was indicated by the absence of new themes or meaningful statements in the interviews, resulting in repetitive 
content. Hudson28 suggested that two focus groups might suffice to reach data saturation. It was determined that data 
saturation was reached after the fourth focus group interview, as no new categories or subthemes emerged across the 
social-ecological layers. To confirm saturation and enhance the richness and variability of perspectives, two additional 
focus group interviews were conducted.

Seven candidate institutions were invited for formal interviews, with one declining participation due to preparation 
for a government-mandated institutional inspection. A total of six focus groups were conducted, each consisting of 5 to 8 
participants, with durations ranging from 77 to 156 minutes. All collected data were anonymized, encrypted, and securely 
stored with restricted access to authorized research personnel, ensuring data confidentiality. The interview recordings 
were transcribed verbatim within 72 hours following each interview, and the transcripts were subsequently returned to the 
corresponding participants for verification. Participants were allotted three working days to provide feedback regarding 
the accuracy of the transcripts and to supplement or revise their expressed views. A total of one supplementary comment 
was received from participants, all of which were incorporated into the final dataset for analysis. This validation 
procedure enhanced data credibility by confirming informational authenticity and minimizing interpretive bias.

Data Analysis
Data analysis was conducted employing both inductive and deductive thematic analysis methods.33,34 This combined 
approach to data analysis in qualitative studies has been previously employed to assess the influences on behavior within 
the healthcare sector.35–37 Inductive thematic analysis is data-driven and guided the initial phases of data analysis, 
effectively capturing participants’ perspectives and experiences. In contrast, deductive thematic analysis is theory-driven 
and guided the latter phases of data analysis, integrating the identified themes into established theoretical frameworks.

Initially, two researchers (JT and JL) conducted the inductive thematic analysis33 independently. The implementation 
procedures encompass the following steps. Step 1: Familiarizing with the data involved repeatedly engagement with 
interview transcripts and field notes to ensure a comprehensive understanding of the structural framework and content of 
data. Step 2: Generating initial codes entailed identifying information related to the challenges encountered during the 
transition to palliative care, thereby forming initial codes. Step 3: Searching for themes involved organizing the raw data 
corresponding to the initial codes and combining these codes meaningfully to provide valuable insights for the research 
question, ultimately identifying themes of broader significance. Step 4: Reviewing themes entailed examining the coded 
data under each theme to ensure that the coded content aligns with the original material. Data within the same theme should 
exhibit sufficient commonality and coherence, while data among different themes should demonstrate sufficiently distinct 
differences. Step 5: Theme conceptualization involved further analyzing the distinctions and connections among various 
themes, conducting iterative refinement of theme boundaries through team deliberation, and generating clear definitions and 
names for each theme. Step 6: Producing the report required integrating existing literature, raw data, initial codes, thematic 
concepts, and memos to ensure the results of the thematic analysis comprehensively address the research questions.
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Based on the inductive thematic analysis, the identified themes were deductively mapped onto the social-ecological 
model. This process was led by researcher JT and JL, with support from XW, and finalized following discussions with 
QZ. Due to the limited understanding of the interest phenomenon, the deductive mapping was performed using the 
finalized themes rather than the original transcripts. This approach ensured that no relevant data potentially outside the 
scope of the social-ecological model was overlooked. Additionally, the deductive analysis offered an opportunity to 
validate the applicability of the social-ecological model in the context of Palliative Care Transitions.

Rigor and Trustworthiness
The rigor and trustworthiness of this study were established through the criteria of credibility, transferability, depend
ability, and confirmability.38 The combined professional expertise in palliative care and qualitative research of the 
researchers and a scientifically designed interview outline ensured the credibility of the study. A purposeful sampling 
approach using stratified sampling and maximum variation sampling enhanced the representativeness and transferability 
of the participants. Focus groups were conducted in a safe, open, and comfortable environment, with real-time audio 
recording and on-site field notes ensuring the confirmability of data collection. The interview recordings are transcribed 
promptly following each interview, and the resulting transcripts are returned to the participants for confirmation, 
correction, or supplementation, thereby ensuring the dependability of the data sources. Moreover, to enhance confirm
ability and reduce interpretive bias in the findings, this study employed analyst triangulation. Specifically, two research
ers independently conducted the coding and analysis of the data, maintained a tracking record of the data collection and 
analysis process, and all team members participated in the discussion and interpretation of the results.

Results
The Sociodemographic Characteristics of Participants
A total of 39 participants (Table 2) came from a range of specialties, including nursing, psychology, nutrition, social 
work, and medicine. The majority of participants were female (N=32, 82%). Participants’ palliative care experience 
ranged from 0.5 to 10 years, ensuring a wide range of expertise (Table 2).

Theme 1: Dilemmas in Individual End-of-Life Decision-Making Rights
Subtheme 1: Irrational Perceptions Hinder Rational Decision-Making
Information from non-official channels often leads to cognitive biases and misunderstandings regarding palliative care 
among patients with life-limiting illnesses. The stigmatized perceptions such as “waiting to die” and “euthanasia” 

Table 2 The Sociodemographic Characteristics of Participants

Focus Group Gender Age (Years) Educational 
Attainment

Occupation Professional Position Palliative Care 
Experience (Years)

1 Female 47 Bachelor Nurse Senior 2
Female 23 Bachelor Psychologist Junior 0.5

Female 53 Junior College Nurse Intermediate 3

Male 38 Bachelor Physician Intermediate 1

Female 27 Junior College Nurse Junior 1

Female 32 Bachelor Nurse Junior 3

Female 32 Bachelor Nurse Junior 1

2 Female 48 Bachelor Nurse Intermediate 3
Female 44 Junior College Psychologist Intermediate 4

Female 28 Bachelor Nurse Intermediate 1

Female 37 Bachelor Nurse Intermediate 5

Female 33 Bachelor Nutritionist Intermediate 1

Female 35 Bachelor Nurse Intermediate 6

(Continued)
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position palliative care in opposition to rational decision-making for these patients. This misconception perpetuated by 
stigma delays patients’ transition to palliative care.

Patients often do not learn about palliative care through official channels, such as education provided by healthcare profes
sionals, but rather through hearsay. Thus, some patients believe that choosing palliative care is “waiting to die”, while others 
equate it with “entering a nursing home” due to the absence of active treatment. These misconceptions may lead patients to 
resist or feel unwilling to choose palliative care, perceiving that opting for it signifies they have reached the “end of the road”. 
(Focus Group 1) 

The understanding of palliative care remains inadequate. Many patients conflate palliative care with “euthanasia”, believing that 
opting for palliative care equates to “waiting to die”. This misconception contributes to their reluctance to transition to palliative 
care. (Focus Group 2) 

Subtheme 2: The Agony of Life-and-Death Decision-Making
Patients with life-limiting illnesses frequently experience oscillating illness trajectories that precipitate existential 
dilemmas between the desire to live and the pursuit of relief. This dilemma encapsulates the agonizing decision- 
making process that patients face regarding the balance between life-prolonging interventions and quality-of-life 
optimization during the terminal phase of illnesses, which complicates their transition to palliative care.

Some patients experience fluctuations and changes in their condition during the course of treatment, which in turn affects their 
psychological state. For instance, when patients are in unbearable pain, they may wish for death as a means to escape their 

Table 2 (Continued). 

Focus Group Gender Age (Years) Educational 
Attainment

Occupation Professional Position Palliative Care 
Experience (Years)

3      Female 52 Bachelor Nurse Senior 2
Female 34 Bachelor Nurse Intermediate 3

Female 28 Master Traditional Chinese medicine therapist Junior 1

Female 42 Doctor Physician Senior 3

Female 46 Bachelor Nurse Intermediate 4

Female 36 Bachelor Nurse Intermediate 1

Female 34 Bachelor Nurse Intermediate 3

Female 35 Bachelor Nurse Intermediate 3

4 Male 38 Master Physician Intermediate 3
Female 23 Bachelor Volunteer Ungraded positions 0.5

Female 29 Master Social worker Intermediate 1

Female 41 Master Psychologist Intermediate 2

Female 25 Master Rehabilitation therapist Junior 0.5

Female 38 Bachelor Nurse Intermediate 3

Female 35 Bachelor Nurse Intermediate 1

5 Male 37 Master Physician Senior 0.5
Female 34 Bachelor Nurse Intermediate 0.5

Female 56 Bachelor Physician Intermediate 0.5

Female 42 Bachelor Nurse Senior 0.5

Female 31 Master Physician Intermediate 0.5

6    Female 39 Master Physician Intermediate 6

Female 42 Bachelor Nurse Intermediate 9

Female 47 Bachelor Nurse Senior 10

Female 31 Junior College Nursing attendant Ungraded positions 6

Female 26 Bachelor Rehabilitation therapist Junior 4

Female 34 Bachelor Social worker Intermediate 6
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suffering. However, when the pain is managed, they may regain a desire to live, reigniting their hope and leading them to decide 
to undergo another round of chemotherapy in the hope of controlling the cancer. Yet, after chemotherapy, when their body 
cannot withstand the strain, they may once again wish for death, and this cycle continues. (Focus Group 1) 

Subtheme 3: Protective Medical Practices Inducing Decision-Making Rights Squeeze
In cases of life-limiting diagnoses (eg., metastatic malignancies), some family members may communicate with 
healthcare professionals to implement protective medical practices for the patient, aiming to avoid severe psychological 
distress In this context, only family members are fully aware of the patient’s condition, while the patient themselves may 
be unaware or only partially informed Based on the principle of “benevolent concealment”, the absence of informed 
consent for patients can result in the erosion or even deprivation of the patient’s medical decision-making rights. The 
resultant therapeutic alienation transfers medical determination authority exclusively to surrogate decision-makers, who 
select “appropriate” interventions based on perceived patient interests rather than authentic patient values. Consequently, 
this situation presents a challenge for patients seeking to autonomously transition to palliative care.

Patients receiving protective medical care often lack complete aware about their own conditions, which hinders their ability to 
objectively assess their illnesses. Consequently, they frequently maintain high expectations for a cure and typically do not 
proactively request a transition to palliative care. (Focus Group 1) 

Some family members are very insistent on implementing protective medical care, even after the patient has been admitted to 
the palliative care unit. They continue to insist on keeping the illnesses confidential. Consequently, only the family members are 
aware that the patient has entered the palliative care stage, while the patient remains unaware and is unable to make autonomous 
decisions. (Focus Group 1) 

Theme 2: Multiple Constraints in the Family Fields
Subtheme 1: External Stigma of “Unfilial” Oppression
When families face the decision of transitioning a patient to palliative care, they must contend not only with public 
scrutiny and accountability from their social network for “not doing enough”, but also with concerns about being 
stigmatized as “unfilial”. Consequently, many families often equate “filial piety” with “overtreatment”, which lead to 
a blind insistence on life-sustaining technologies by family members, ultimately hindering a timely transition to palliative 
care.

Many family members, when deciding whether to admit a patient into hospice care, express concern about the opinions of 
others. For instance, if the patient passes away, other relatives are likely to ask, “How did the patient die?” and “Why wasn’t 
aggressive treatment pursued at the time?” As a result, family members take into account public opinion and pressure from 
relatives and friends, which may compel them to opt for aggressive treatment. (Focus Group 6) 

Some family members fear that the public may perceive their choice of palliative care as an attempt to avoid spending money on 
the patient’s treatment or as a decision to forgo treatment altogether. Consequently, they worry about being labeled as “unfilial” 
and are therefore reluctant to allow the patient to enter palliative care. (Focus Group 2) 

Under the influence of filial piety culture, family members often perceive that signing a palliative care consent form, at first 
glance, signifies a complete abandonment of efforts to rescue the patient. If this decision becomes known to other relatives and 
friends, it may generate a negative impression, prompting comments such as, “Why have you given up on treatment?” or “Why 
don’t you try treating them again?” Family members fear facing such pressure and criticism. (Focus Group 3) 

Subtheme 2: Intrafamilial Disparities in Palliative Care Perceptions
Families of patients with life-limiting illnesses often exhibit cognitive disparities in palliative care due to socioeconomic 
inequities and intergenerational value conflicts. These disparities lead to divergent decision-making stances regarding the 
transition to palliative care. The polarized perspectives between prioritizing unconditional life extension and considering 
quality-of-life often result in decision-making deadlocks. Such deadlocks create ambiguous treatment goals and delay the 
decision-making process, ultimately compromising patients’ right to timely palliative care.
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At the familial level, disparate perceptions of palliative care between patients and family members (eg., spouse and adult 
children) frequently result in discordant perspectives regarding palliative care transition decisions. (Focus Group 5) 

Previously, we encountered a male patient in his 80s who had raised both a son and a daughter. The patient’s daughter, 
a corporate executive with a strong financial standing, believed that since the patient had devoted his entire life to the family, she 
should spare no effort in actively treating him. Conversely, the son felt that, given the patient’s advanced age and unclear 
consciousness, there was no need to pursue treatments that might increase his suffering. Instead, he believed that adopting 
palliative care measures to ensure the patient’s comfort and peace would be sufficient. (Focus Group 2) 

Subtheme 3: Distorted Emotional Connection Among Family Members
When a patient with life-limiting illnesses, as a core family member, has been deeply involved in intergenerational 
support, the profound emotional connection often transform medical decision-making into a means of maintaining family 
cohesion. Family members often perceive life-sustaining interventions as a form of emotional reciprocation, yet 
simultaneously experience moral distress when witnessing patient suffering. This distortion of emotional connection 
reflects traditional family values that conflates “length of life” with “emotional value”, resulting in deviations from the 
patient’s best interests.

If a patient has made significant contributions to the family during the early stages of life and developed strong connection with 
family members, such as raising children and educating grandchildren, sacrificing entire life to meet the growth needs of family, 
the transition to palliative care can disrupt not only the family’s functionality but also tear the entire family apart. Family 
members may be unwilling to witness the patient’s suffering yet reluctant to cease treatment, hoping that the patient can live 
longer and remain with the family for a bit more time. (Focus Group 6) 

Theme 3: Intrinsic Barriers in Healthcare Provision
Subtheme 1: Institutional Deficits in Palliative Care Literacy
Effective identifying patients with life-limiting illnesses who require palliative care is a prerequisite for facilitating 
a smooth transition to such care. However, non-palliative care professionals exhibit pervasive conceptual deficiencies 
regarding palliative care principles. This workforce literacy gap not only hinders their ability to effectively identify and 
assess patients’ palliative care needs but also leaves desperate patients and families without essential decision-making 
guidance, perpetuating therapeutic navigation challenges.

Apart from the professionals in the palliative care department, professionals in other departments generally possess a limited 
understanding of palliative care and lack a comprehensive of it. This deficiency hinders the timely transition of appropriate 
patients to palliative care. (Focus Group 2) 

A cognitive barrier often exists in medical understanding between patients, their families, and healthcare professionals. This 
suggests that the breadth of knowledge among healthcare professionals directly influences that of patients. Consequently, the 
awareness and perspectives of healthcare professionals regarding palliative care are crucial. If their understanding of palliative 
care is limited, the information provided to patients and their families will be even scarcer, potentially leading them to overlook 
the option of transitioning to palliative care when they feel they have “no way out”. (Focus Group 6) 

Subtheme 2: Professional Competence Gaps in Palliative Care Delivery
The robust professional competence of MDT in palliative care as the cornerstone for addressing the complex and diverse 
needs of patients with life-limiting illnesses. However, palliative care workforce shortages has resulted in ambiguous role 
definitions and the lack of a certification system, which collectively undermine the operational capacity to meet the 
transition needs of patients with life-limiting illnesses to palliative care.

Due to the insufficient number of palliative care professionals, many of us are required to assume multiple roles, which 
ultimately leads to compromise expertise depth. For example, while aromatherapy should ideally be conducted by specialized 
aromatherapists, it is often the nurses who are tasked with administering this therapy. As a result, there may be a noticeable gap 
in professional expertise when compared to that of specialized aromatherapists. (Focus Group 6) 
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The volunteers involved in palliative care are currently operating under an experience-dependent model characterized 
by low entry thresholds and insufficient training. The absence of standardized certification protocols and systematic 
training frameworks compromises volunteers’ empathic support competencies, thereby creating service provision gaps 
that fail to address the multidimensional needs of patients with life-limiting illnesses.

The volunteers in our department are primarily university students, whose life experiences are still developing. For instance, 
during my training in Taiwan, China, I observed that volunteers engaged in palliative care are not only evaluated based on their 
educational background but are predominantly retired individuals. These volunteers possess extensive life experiences and are 
more adept at communicating with patients from an equal perspective, which leads to improved outcomes in volunteer services. 
Currently, we are facing a significant shortage of such volunteers. (Focus Group 6) 

Patients and their family members often face extreme situations as they confront death or the impending loss of a loved one. As 
a volunteer, I feel that my ability to provide meaningful comfort is limited, and I hesitate to offer casual words of consolation, 
fearing that they may inadvertently trigger negative emotions. If I were provided with effective training and the necessary 
qualifications, I believe I could perform volunteer service more effectively. (Focus Group 4) 

Subtheme 3: Deficiency in Quality Control System for Palliative Care
The types of institutions providing palliative care and the service scenarios in China are becoming increasingly diverse. 
However, a standardized system for palliative care tailored to different institutional types and service scenarios has 
remained incomplete. This lag in the standardization of palliative care development consequently impedes the homo
geneous quality assurance of palliative care.

Due to the differing nature of institutions (eg., medical institutions, integrated medical and elderly care institutions, and elderly 
care institutions) and the varying contexts (eg., hospitals, communities, and homes) in which palliative care, there are notable 
differences and particularities in the target population, content, and processes of palliative care. To ensure the smooth 
implementation of palliative care across these diverse institutions and contexts, specific and practical standard guidelines are 
necessary. (Focus Group 5) 

Prognostic survival period serves as a pivotal indicator for evaluating whether patients with life-limiting illnesses 
should transition to palliative care. Accurate and reliable survival prediction facilitates clarifying treatment goals, 
optimizing therapeutic regimens, assisting patients and families in decision-making, and rationally arranging subsequent 
matters. However, when medical and nursing interventions are involved, survival assessment tools represented by the 
Karnofsky Performance Scale (KPS) still face issues regarding their accuracy and scientific validity, which hinders the 
precise determination of the optimal timing for transitioning to palliative care.

The Karnofsky Performance Scale is a commonly used clinical tool for assessing survival, primarily predicting a patient’s 
prognosis based on their physical condition. However, for patients and their families preparing to receive palliative care within 
an institution, there is often a certain level of medical and nursing care provided, such as oxygenic therapy, sputum suction, and 
nasogastric feeding, aimed at promoting patient comfort. These seemingly straightforward medical and nursing procedures can 
significantly influence the patient’s expected survival, resulting in notable discrepancies between estimated and actual survival 
times. We have encountered several patients whose initial assessments upon admission predicted a survival of less than one 
month, yet they remained in the department for much longer than anticipated. (Focus Group 3) 

Theme 4: Constraints Shaped by Social Environment
Subtheme 1: Insufficient Funding Support for Palliative Care
Funding for palliative care primarily comprises government allocations and social capital. However, inadequate govern
ment investment has resulted in heavy reliance on internal subsidies from health institutions, while insufficient social 
funding prevents operational costs from being offset through market-based mechanisms. This macroscopically impedes 
the sustainable development of palliative care and, on a micro level, undermines the willingness of patients and their 
families to opt for palliative care.
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The provision of palliative care necessitates financial support; however, local government departments do not offer subsidies to 
palliative care departments or practitioners. Consequently, hospitals either provide direct financial support or other departments 
within the hospital utilize their performance bonuses to subsidize palliative care. Given that hospitals must prioritize profit
ability, they cannot indefinitely sustain reverse subsidies. This situation is undoubtedly not a sustainable long-term solution. 
(Focus Group 1) 

Many services in palliative care are closely associated with humanistic care, exemplified by the frequent purchase of flowers, 
cakes, photo albums, and cards to fulfill patients’ wishes. However, these expenses often lack financial support from govern
ment subsidies or social funds, necessitating departments to independently address the issue through methods such as collecting 
activity fees from practitioners. (Focus Group 2) 

Subtheme 2: Ambiguous Palliative Care Pricing Mechanisms
Although policies has proposed that palliative care can be charged by bed-day or service project, the absence of 
integration into the healthcare insurance system has led to a lack of detailed and specific pricing standards. Notably, 
regulatory delays in pricing emerging services such as aromatherapy within the healthcare insurance framework have 
trapped palliative care implementation in a detrimental cycle of being “operationally viable yet financially unsustainable, 
desired yet unprofitable”.

Currently, the aromatherapy program, as a part of our palliative care offerings, has shown relatively good efficacy in managing 
symptoms such as edema and pain in patients. However, it is not covered by healthcare insurance, lacks a clear fee standard, and 
therefore cannot be charged to patients. (Focus Group 3) 

We recognize the value and importance of palliative care and are eager to participate in its implementation. However, palliative care 
has yet to be integrated into the healthcare insurance system, and the fee standards for palliative care remain ambiguous. As a result, 
many palliative care initiatives cannot be billed appropriately, leading to a situation where departmental involvement in palliative 
care is nearly unprofitable. This presents a substantial barrier to the progress of palliative care initiatives. (Focus Group 4) 

Subtheme 3: Absence of Practitioner Safeguards in Palliative Care
In comparison to the exploration and implementation of palliative care legislation in the international community, 
China’s legal documents regarding palliative care require enhancements to ensure the occupational safety of practitioners 
and to prevent unnecessary disputes.

In the field of palliative care, although numerous relevant policy documents have been issued in mainland China, currently only 
Shenzhen has enacted legislation concerning living wills. To our knowledge, many countries and regions have already 
established laws and regulations related to palliative care. Once a patient is determined to be transitioned to palliative care, 
the specific measures implemented by practitioners, such as symptom control and comfort care, are considered legal. Legal 
protection is essential, as clearly defined palliative care practices can help resolve many potential medical disputes. (Focus 
Group 6) 

Moreover, palliative care practice constitutes an emotionally, physically, and temporally intensive profession. Yet, 
practitioners’ specialized efforts fail to translate into equitable economic returns, and the economic value of their labor 
remains inadequately recognized.

The emotional, temporal, and energetic resources expended in delivering palliative care far exceed those required for routine 
medical care. For instance, conducting a family conference may take half a day, which is significantly longer than the time 
a nurse spends administering an injection or sputum suction. While the latter can yield clear economic value, the former can 
only be documented in medical records as evidence of the physical and psychological care provided to the patient and their 
family. (Focus Group 3) 

Subtheme 4: Socially Entrenched Perceptions of Life and Death
Within the cognitive paradigm of traditional Chinese perspectives on life and death, the public often perceives death as 
a taboo subject to be avoided. As a result, palliative care, which should be considered a reasonable approach to medical 
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intervention, is relegated to a mere symbol of life’s demise. This relegation places palliative care in a gray area of cultural 
cognition, rendering it an “other”, shunning and avoiding in collective consciousness.

The public’s perception of life and death can significantly hinder their choices regarding palliative care. Throughout an 
individual’s life, opportunities to confront death are quite limited, typically arising only through the loss of close friends or 
family members. When removed from these familiar contexts, death becomes a taboo subject for many, resulting in a reluctance 
to engage with it actively. This inherent aversion to death causes the public to instinctively resist the concept of palliative care. 
(Focus Group 1) 

Influenced by traditional Chinese perspectives on life and death, the public often perceives “death” as a negative term, 
representing the conclusion of existence and the absence of hope. Consequently, since palliative care is regarded as 
a gateway to death, the public tends to resist it. (Focus Group 4) 

Discussion
This study was grounded in the social-ecological model and systematically elucidated that the challenges of palliative 
care transition emerged from four interrelated dimensions, as revealed through multi-perspective qualitative data obtained 
from multi-center focus groups: individual rights, family fields, healthcare provision, and social environment. This 
framework not only synthesized the core findings of the study but also offered a cohesive theoretical perspective for 
interpreting the challenges of palliative care transition across various layers. A scoping review conducted in the United 
Kingdom reported similar findings, where researchers, utilizing the socio-ecological theoretical framework, identified 
barriers in the transition to palliative care for children and adolescents with life-limiting illnesses across individual, 
interpersonal, organizational, community, and societal levels.39 Moreover, the findings observed in this study regarding 
a certain theme and sub-theme align with those of existing single-perspective studies, such as those from the perspectives 
of doctors or nurses.40–43 The study incorporated insights from a multidisciplinary palliative care team, which not only 
corroborated the core conclusions of existing research but also elucidated the differences in the challenges faced during 
palliative care transition from the perspectives of various stakeholders, thereby providing a more comprehensive 
empirical foundation for understanding these challenges in the mainland Chinese context.

The life decision-making rights dilemma faced by patients with life-limiting illnesses constitutes a major challenge 
hindering their transition to palliative care. Firstly, informal sources of information often lead patients to misinterpret 
palliative care as merely “waiting to die” and “euthanasia”, thereby obstructing rational decision-making regarding 
palliative care transition. As noted in the study by Hugar et al,44 cancer patients and caregivers often equated palliative 
care with curative treatment or institutional care based on unverified online sources; similarly, Shalev et al45 highlighted 
that community-dwelling adults frequently conflated palliative care with euthanasia This phenomenon may be related to 
the unique amplification mechanisms of misconceptions surrounding palliative care. Firstly, during the early development 
period of palliative care in mainland China, issues such as inconsistent terminology and conceptual confusion arose, 
resulting in a lack of unified standards for information dissemination. Secondly, personal social media accounts (eg., 
Weibo), along with networks of friends and family, serve as the primary sources through which the Chinese individual 
acquires information about palliative care. The insufficient presence of authoritative information sources exposes the 
public to biased, emotional, or even erroneous information. Second, the agonizing conflict between prolonging life and 
preserving quality of life during terminal stages creates decision-making paralysis that impedes palliative care transition. 
A Chinese study reported similar findings, where inadequate decision-making support triggered helplessness and 
indecision in patients, resulting in transitional barriers.46

Third, the deprivation of informed consent under protective medical practices, a system that withholds full diagnosis 
or treatment information from patients with conditions like cancer to mitigate psychological distress,47 exacerbates 
challenges in autonomous decision-making. In mainland China, although laws such as the “Medical Practitioners Law”, 
the “Regulations on Handling Medical Accidents”, and the “Implementation Rules for Medical Institution Management 
Regulations” grant patients the right to be informed, the healthcare system predominantly operates under protective 
medical practices. Legally, this practice prioritizes informing family caregivers about the patient’s condition “to protect 
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the patient’s interests”, thereby establishing a hierarchical relationship in information disclosure between family 
caregivers and patients with life-limiting illnesses. Consequently, the information disclosure model in mainland China 
adopts a family-centered approach.48,49 This model is characterized by family caregivers who communicate on behalf of 
both patients and physicians. As a result, family caregivers exercise initiative and decision-making power in the process 
of information disclosure, focusing on the overall interests of the family.48,50 Although designed to safeguard patient 
interests, such practices paradoxically deprive patients of their autonomy over end-of-life decision-making. The 
hypothetical benefits of protective medical practices are overshadowed by their tangible harms, as the envisioned 
“protection” fails to outweigh the evident infringement on patients’ rights.51

Addressing the challenges of dilemmas in individual life decision-making rights requires targeted interventions. 
Authoritative information dissemination through health institutions and government-endorsed media could rectify 
misconceptions about palliative care and reduce decision-making conflicts. Furthermore, implementing advance care 
planning (ACP), a structured process enabling individuals to articulate their values, life goals, and healthcare 
preferences,52 not only improved the consistency of patients’ future medical decisions but also upholds their autonomy 
over life,53 serving as a critical measure to resolve life-rights dilemmas in palliative care transitions. The implementation 
of ACP must take into account the cultural characteristics of Chinese families and establish a shared decision-making 
model that is both patient-led and family-involved. Such as approach would significantly enhance the acceptability and 
effectiveness of ACP within the local context.

Family fields refer to the relational network governing interactions among family members, shaped by ethical norms, 
logical imperatives, and cultural rules (eg., intergenerational dynamics)54 This study reveals that multifaceted constraints 
within the family fields significantly hinder the transition of patients with life-limiting illnesses to palliative care In 
Chinese culture, filial piety, rooted in Confucian philosophy, embodies a moral framework emphasizing respect and care 
for parents55 However, filial piety is socially evaluated, wherein children are judged by whether they provide their 
parents with what is considered appropriate and proper by societal standards during significant life events, such as life- 
limiting illnesses. This is often manifested in the overtreatment of parents with life-limiting illnesses, where the decision 
to treat or not is driven by “face-saving concerns”.56 Consistent with our findings, family members frequently opt for 
overtreatment to avoid social stigma, thereby delaying palliative care transitions. Reconceptualizing filial piety and 
recalibrating its application thus emerge as urgent cultural imperatives.

Moreover, cognitive disparities arising from intergenerational values and unequal economic resource allocation within 
families exacerbate decision-making conflicts. Kirby et al57 similarly identified unresolved familial discord as a dominant 
barrier to palliative care acceptance. Notably, profound emotional connection among family members can paradoxically 
fuel irrational medical decision-making. When patients have served as central pillars of intergenerational support, 
families often perceive life extension, despite observable suffering, as an emotional obligation, even at the cost of 
prolonging patient distress. The irrational medical decision-making induced by the abnormal reinforcement of familial 
emotional connections is not merely a result of emotional reactions; rather, it is deeply rooted in the cultural tradition of 
“family-oriented” values in China. In many Chinese families, a patient’s life is not viewed solely as an individual 
concern, but rather as a shared responsibility and a symbol of the family’s value.58,59 Consequently, the act of “receiving 
palliative care” is often perceived by family members as a deviation from familial responsibility, rather than merely 
a medical choice. This finding underscores that simple interventions related to palliative care information are insufficient 
to fundamentally alter the logic of family decision-making. It is essential to reconstruct the internal communication 
patterns and responsibility awareness within families through methods such as family conferences. As an effective 
communication channel, the family conference serves as a platform for healthcare professionals to convey disease-related 
information to patients and their families. It not only facilitates a comprehensive assessment of the needs of both patients 
and their families and provides emotional support, but also enables a joint discussion on care goals and strategies to reach 
a consensus.60 This approach can be an effective strategy for fostering a shared understanding of palliative care within 
the family and preventing the distortion of emotional connection among family members.

Systemic barriers in healthcare provision, manifested through institutional deficits in palliative care literacy, profes
sional competence gaps in palliative care delivery, and deficiencies in the quality control system for palliative care, 
significantly impede patients’ transition to palliative care. This study revealed a widespread lack of palliative care literacy 
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among non-palliative care professionals in health institutions. Studies corroborate this finding,6,14,61,62 documenting that 
non-palliative care professionals often conflate palliative care concepts, remain uncertain about transition criteria and 
timing, and delay transitions due to “fear of losing patient management control” or “equating the transition to palliative 
care with abandoning patients”. Consequently, decisions to discontinue aggressive treatments frequently occur only when 
death is imminent. Another critical challenge lay in the shortage of trained professionals and suboptimal expertise among 
existing palliative care professionals. According to the APHN Atlas of Palliative Care in the Asia Pacific Regions 2025, 
palliative care remains largely absent from compulsory undergraduate medical and nursing curricula, and is often limited 
to elective training or postgraduate programs without official educational endorsement.63 This deficiency contributes 
significantly to the inadequate competency of existing palliative care professionals. Therefore, it is crucial to incorporate 
palliative care as a required component of medical and nursing education and to establish standardized continuing 
education programs with practitioner certification.6,61,64 Clinicians with expertise in palliative care are well-positioned to 
spearhead this educational advancement. While standards, guidelines, and guidance aim to standardize clinical 
protocols,6 this study identified critical gaps in palliative care quality control systems, particularly the underdevelopment 
of standardized frameworks and insufficient accuracy in survival prediction tools. Studies have reported analogous 
challenges.41,46,62 The ambiguous admission and discharge criteria across palliative care tiers not only hinder physicians 
from easily and effectively identifying eligible patients but also result in non-standardized referral pathways and channels 
for palliative care.46,62 Overestimation of survival prognoses further complicates timely palliative care initiation, as 
physicians may delay transitions due to prognostic uncertainty.65 It is clear that establishing evidence-based standards, 
guidelines, and screening tools is essential, not only to effectively bridge the widespread literacy gap in palliative care 
among healthcare professionals but also to facilitate a more proactive and informed transition to palliative care.40,66

This study identified four constraints shaped by the social environment affecting palliative care transition. First, 
insufficient government allocations and social capital in palliative care remained a critical barrier. The National Cancer 
Institute faces similar challenges in other countries, as the majority of funding is concentrated on cancer prevention, 
diagnosis, and treatment studies. In contrast, less than 1.0% of the total budget is allocated to research in palliative and 
hospice care services.64 Second, similar to many countries,6,40,62 palliative care has not yet been integrated into the 
healthcare insurance system, and the fee standards remain unclear, which hinders patients’ transition to palliative care. 
For instance, a study revealed insufficient coverage of palliative care payments in the United States, where not only is 
home-based palliative care excluded from coverage, but only 10–15% of insurance companies currently reimburse 
palliative care costs, collectively deterring patients from transitioning to palliative care.62 Meanwhile, the Gold Standards 
Framework (GSF) in the United Kingdom, recognized as the first training program aimed at improving the quality of 
end-of-life patient management, has provided standardized guidance for general practitioners in palliative care 
practices.67,68 In contrast, China’s palliative care workforce lacks comparable legal and economic safeguards, destabiliz
ing professional retention and palliative care quality. Finally, pervasive cultural taboos surrounding death and dying 
suppress public expression of palliative care needs.6,69 In China, the pervasive influence of Confucianism, Buddhism, and 
Taoism philosophies has entrenched rigid societal attitudes toward mortality. Similarly, studies conducted in the United 
States have highlighted how sociocultural perceptions of death influence palliative care acceptance.6,69 Initiatives like the 
“Dying Matters initiative” in the United Kingdom demonstrate the value of public death education in normalizing 
discussions about mortality. To address these challenges, three-pronged systemic reform is imperative. First, it is essential 
to formulate specific fiscal policies and detailed medical insurance coverage for palliative care. Second, promoting 
legislation on palliative care and safeguarding the rights of practitioners is crucial. Third, conducting universal death 
education for the general public is necessary to eliminate the taboo surrounding death.

Limitations
This study has several limitations. Firstly, although this was a multicenter qualitative study drawn all participants from 
a single city in southwestern China. This limitation may restrict the generalizability of the findings to other regions with 
differing socioeconomic contexts, healthcare systems frameworks, and aging population profiles. Future research should 
consider conducting studies across various regions and countries to enhance the representativeness of the results. 
Secondly, this study adopted a cross-sectional design with data collected within a two-month period. While this approach 
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provides a comprehensive snapshot of MDTs’ perceptions of the challenges in palliative care transitions at the time of 
data collection, it does not allow for tracking long-term systemic changes in palliative care transition practices. Future 
research could benefit from employing a longitudinal study design to monitor the challenges of palliative care transitions 
over time. Thirdly, since this study relied on self-reported experiences from healthcare professionals, the findings may 
have been influenced by social desirability bias, where participants might provide responses that align with professional 
norms or organizational expectations. Although confidentiality and voluntary participation were emphasized throughout 
the study, this bias cannot be entirely eliminated. Future research could enhance the credibility and trustworthiness of 
findings through strategies such as methodological triangulation, prolonged engagement, and member checking. Finally, 
although this study focused on a MDT involved in palliative care practice, the overall development level of palliative care 
in mainland China, particularly in Chongqing, has severely limited the availability of professionals such as volunteers 
and nutritionists in this field.70,71 Consequently, there is a low representation of these groups in the study sample. This 
limitation may hinder a comprehensive exploration of the profession-based challenges associated with the transition in 
palliative care. Future research could specifically target groups such as volunteers and nutritionists to better identify the 
profession-related challenges encountered during this transition.

Conclusions
Guided by the social ecological model, MDTs offer a unique and comprehensive perspective to assist researchers in 
identifying challenges during the palliative care transition process. Based on focus group interviews with multidisci
plinary palliative care teams from six medical institutions in Chongqing, China, this study demonstrated that palliative 
care transition faced multi-layered challenges spanning micro to macro systems, including dilemmas in individual life 
decision-making rights, multiple constraints in the family fields, systemic barriers in healthcare provision, and constraints 
shaped by the social environment. Notably, novel challenges, such as the protective medical care paradox, external 
stigma of “unfilial” oppression, and distortion of emotional connection among family members require particular 
attention and further exploration in countries and regions with similar healthcare and sociocultural contexts.

Based on the findings of this study, we propose a targeted multi-layered intervention prototype that provides specific 
and feasible strategies for transitioning from problem identification to resolution, thereby promoting the establishment 
and enhancement of palliative care service systems. The content of the intervention prototype is as follows: At the patient 
level, short-term interventions can be implemented through ACP consultations within the local context, thereby preser
ving patients’ rights of end-of-life decision-making. Furthermore, the long-term dissemination of authoritative and 
accurate palliative care information via media recognized by medical institutions and national governments can enhance 
awareness of individual end-of-life decision-making rights, thereby establishing a foundation for their future main
tenance. At the patients’ families level, short-term initiatives may involve the scientific organization of family confer
ences aimed at resolving decision-making conflicts and distortions in emotional connection, thereby facilitating the 
transition to palliative care for patients with life-limiting illnesses. In the long term, it is essential to explore and address 
the reconceptualization of filial piety and its recalibration to support the transition to palliative care, considering the 
developmental processes of local palliative care services. At the healthcare institutions level, it is essential for existing 
palliative care experts to collaboratively establish evidence-based standards, guidelines, and screening tools in the short 
term to promote the standardization and homogenization of palliative care transitions. In the long term, it is crucial to 
encourage national government departments to establish standardized continuing education programs with practitioner 
certification, as well as to incorporate palliative care as a mandatory component of medical and nursing education. At the 
social environment level, short-term efforts should focus on conducting universal death education for the general public 
to eliminate the taboo surrounding death. In the long term, national government departments should formulate specific 
fiscal policies and detailed medical insurance coverage for palliative care, while also establishing laws and regulations 
that safeguard the rights of palliative care practitioners.
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