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Supplementary information on the 13 interviews  

 We recruited our participants from different regions of Japan by e-mail. We 

obtained written informed consent from all participants prior to enrollment. Each 

participant underwent a single interview using semi-structured, open-ended questions in 

a quiet, private area of their workplace. The duration of the interview was intended to be 

60–90 minutes. The age of the participants ranged from 33 to 51 years. Only one female 

pediatrician took part in this study, reflecting the high male-to-female ratio of 

pediatricians employed in hospitals providing secondary and tertiary care. Colleagues of 

the interviewers were excluded from the study. All participants approved of the aims of 

this study, and no one refused to participate. We recruited no other candidate interviewees. 

 We pilot-tested the utility of the interview guide with two pediatricians, one 

specialist physician in palliative care medicine, one clinical ethicist, and one board-

certified nurse. All of the participants freely expressed details of their own experiences 

during critical events and disclosed their professional attitudes regarding patient-

physician relationships and their own decision-making process. With the participant’s 

consent, the entire interview content was digitally recorded. The original consent forms 

and recorded data were kept safely in our laboratory at Kyushu University. All of the 

procedures were performed in strict compliance with the protocol and institutional 

guidelines for clinical studies.  

 The first three pediatricians had the subspecialties of pediatric emergency 

medicine, neonatology, and pediatric cardiology, respectively (Interviews 1–3). They 

recognized that their critical decisions had a direct effect on the life of a child. Their 

concerns reflected the patients’ best interests and the sanctity of life. They were 

characterized by the following quotes:  
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• “It’s our role to save the child’s life, no matter what others may say.” (Interview 1)  

• “I will save the child to the extent that the parents wish it—even when I know it will 

not produce any favorable outcomes for the child.” (Interview 2)  

• “I performed CPR [cardiopulmonary resuscitation], knowing that it was not good for 

the child, but for her mother.” (Interview 3) 

The following three participants specialized in chronic diseases and severe 

neurological disabilities (Interviews 4–6). They had a unique sense of treatment being 

able to extend life. They made frequent reference to the child’s quality of life:  

• “I wonder if withdrawing life-sustaining treatment is the right thing to do when the 

child no longer appears to feel pain because they are brain dead.” (Interview 4)  

• “I do not truly understand the hardship that patients with Duchenne muscular 

dystrophy have to go through.” (Interview 5).  

• “We need to think of the condition that will make severely disabled children happy.” 

(Interview 6)  

• “It was hard to fill the gap between the mother and myself regarding the value of 

mechanical ventilation. Her friends and the care supporters appeared to want to start 

mechanical ventilation once her respiratory distress progressed, but I was reluctant to 

use that intervention. The mother was opposed to my opinion, saying, ‘Everybody 

does it. Why shouldn’t it be used for my child?’” (Interview 6)  

 One physician (Interview 7) appeared to have an established procedure for 

making critical decisions in terms of philosophical ideas. That procedure is reflected in 

the following quotes:  

• “The best thing is, of course, to save the child’s life. Even if we can’t, we need to find 

and apply truly supportive care that reflects and respects the comfort of the patient.”  
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• “To explain appropriate information to the parents and to take responsibility for the 

child’s life are among the most important skills for a pediatrician.”  

• “At the end of life, it is crucially important to think carefully about what treatments 

we can offer. We need to present therapeutic options to the family and help them 

decide.”  

 Two participants (Interviews 8 and 9) were specialists in the field of pediatric 

oncology. They had experience in caring for children with end-stage cancer. They had 

definite thoughts about the decision-making process, and they had concerns about the 

autonomy of the child:  

• “Who has the right to make the final decision?” (Interview 8)  

• “Maybe parents regretted not having listened more carefully to what their child 

wanted and let the child decide to discontinue chemotherapy.” (Interview 8)  

• “To what extent should we authorize the parents’ decision as the representatives of 

their children?” (Interview 9) 

One physician (Interview 10) had reported that they had experienced practicing 

medicine in a developing country, where materials and services were highly limited. 

This participant disclosed a viewpoint that was not presented by any of the other 

participants:  

• “Neonatologists need to articulate their views about severely disabled children to the 

society associated with palliative care.”  

• “Neonatologists, including myself, do not necessarily know about the long-term 

prognosis or how babies actually live after they survive the acute perinatal period.” 

 The last three participants were physicians who were the heads of their 

departments (Interviews 11–13). They had established strategic procedures for 
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decision making through their rich experience in struggling with severe cases when 

they were younger. Their thoughts were expressed as follows:  

• “What I can say at least is that we are professional physicians. We must take 

responsibility, and we should bear any ethical burdens—whatever they may be—to 

make final decisions.” (Interview 11)  

• “Making any decision requires experience. I can express my own opinion because I 

have experienced various difficult conditions.” (Interview 11)  

• “We can only make a decisive judgment with the aid of team support.” (Interview 12)  

• “Good medical decisions require a good sense of humanity.” (Interview 12)  

• “It is hard to distinguish between life-sustaining treatments and treatments for 

palliating symptoms. That difficulty applies to both families and medical staff.” 

(Interview 13)  

  

 Supplementary data (quote representing participants’ quest for achieving 

consensus)  

 “I was deeply concerned about the cost of saving the child and how much we 

could do. I’m not saying I wanted to cut expenses for such children. But we have to be 

aware of pointlessly wasting resources.” (Int11/q196)  
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