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Abstract

In paediatric oncology, ethical dilemmas often arise and includes different perspec-
tives about what is perceived as ethically right care for the child. Ethics Case Re-
flection (ECR) rounds, a form of Clinical Ethics Support (CES), offer a structured,
dialogical approach to facilitate ethical reflection. A Nordic working group on eth-
ics in pediatric oncology offers a training program for healthcare professionals to
become facilitators for ECR rounds. The aim of this study was to explore experi-
ences of these facilitator trainees when facilitating ECR rounds in Nordic paediatric
oncology. Using classic grounded theory methodology, data were collected through
three focus groups with 22 Nordic facilitator trainees and 27 individual interviews
with 17 facilitator trainees from Sweden. Carrying the facilitator responsibility is
the core category in this study, used to resolve the main concern of delivering a
meaningful experience of ethics support and enabling ethically good care for the
child. To carry the facilitator responsibility and handle associated challenges, the
condition of achieved facilitator confidence and the strategies of allying and un-
dertaking the facilitator role is important. ECR facilitator trainees take their role
seriously as they are carrying the facilitator responsibility to deliver a meaningful
experience of CES and enable ethically good care for the child. We conclude that
this perceived burden of responsibility should be better addressed during future fa-
cilitator trainings, emphasising the use of various strategies to decrease this burden
and share the responsibility for the ECR together with the ECR participants. Train-
ing also needs to strengthen ethical competence to achieve facilitator confidence of
the trainees. Further research is needed on what kind of core ethical competencies
facilitators of ECR rounds needs.
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Introduction

Healthcare professionals (HCPs) working in paediatric oncology frequently encoun-
ter ethical dilemmas involving moral uncertainties in the care of vulnerable children
and their families. In these situations, navigating potentially conflicting values, emo-
tional burdens, and complex decisions are often required. In order to learn to han-
dle these ethical dilemmas and promote joint ethical reflection in multidisciplinary
teams, structured Clinical Ethics Support (CES) can be helpful. CES has become an
established and acknowledged service in many healthcare organisations in Europe.
One of the forms of CES is Ethics Case Reflection (ECR) rounds, also referred to as
Moral Case Deliberation (MCD) or Ethics Reflection Groups (ERG); synonymous
for the same form of CES and independent of the specific conversation method used.

ECR rounds entails a structured methodological approach in a group setting, guided
by a trained facilitator or ethicist, using dialogue as a tool to reflect on individuals’
experiences involving an ethical question and focus on joint ethical understanding
and learning (Bartholdson et al., 2014). This approach distinguishes from traditional
Clinical Ethics Consultation (CEC) or Moral Counselling as it is primarily focused
on facilitating a joint moral inquiry and exchanging perspectives from stakeholders
involved, to gain both a collective and individual ethical knowledge and create moral
wisdom rather than through expert facilitation and guidance (Delany et al., 2024).
Various evaluation studies have shown that the dialogical approach of ECR rounds
suits many different goals at the same time, such as facilitating a permissive dialogue,
foster shared understanding, providing a basis for decision making, strengthening
ethical competences, and developing policies (Bartholdson et al., 2016, 2022; Haan
et al., 2018; Hem et al., 2015; Weiner et al., 2021). Research have also shown that
ECR rounds enables HCPs to deal more constructively with their ethical dilemmas
and increase the cooperation in interprofessional teams (Bartholdson et al., 2018,
2022; Haan et al., 2018; Hem et al., 2015; Janssens et al., 2015; Silén & Svantesson,
2019; Weiner et al., 2021).

ECR rounds are guided by a trained facilitator who uses a dialogical approach
during the moral inquiry into a moral question in which participants reflect on their
ethical dilemma in a case (Stolper et al., 2015). The facilitator should be neutral
regarding the content of the case and promote an open and safe space in which par-
ticipants have an equal say (Metselaar et al., 2015). To guide and support the dialogue
and reflection process, the facilitator can use one of the many conversation methods.
Examples of conversation methods are the Dilemma method (Stolper et al., 2016),
the Karolinska model (Bartholdson et al., 2014), and the SME model (Forde & Peder-
sen, 2011). Facilitating ECR rounds requires a distinct set of competencies, including
ethical sensitivity, dialogical skills, and the ability to guide group reflection without
imposing personal views. The facilitating role is non-authoritarian and focuses on
facilitating HCPs to deliberate for themselves and come to their own moral conclu-
sions in the case at hand (Pergert et al., 2025). The facilitators, and also the ECR
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round, have no legal mandate or responsibility to make decisions. Thus, the profes-
sional responsibility of the decision remains with the HCPs.

In the past two decades, various training programs have been developed in Europe
for HCPs to gain and develop the expertise of a facilitator of ECR rounds (Plantinga
et al., 2012; Stolper et al., 2015) or ethics support personnel in general (Dorries et
al., 2014). In the Nordic countries, a facilitator training programme was developed
and has been offered since 2017 within a Nordic working group on ethics to prepare
HCPs to guide ECR rounds in paediatric oncology. The training was developed and
offered by members of a special interest group in the Working Group on Ethics of the
Nordic Society of Paediatric Haematology and Oncology (NOPHO), and NOPHO
Nursing. This training, inspired by established Dutch models (Stolper, 2016), com-
bines theoretical knowledge with practice in clinical settings. For improving facilita-
tor training and ensuring the sustainability and quality of CES in paediatric oncology,
it is important to evaluate and gain knowledge about the facilitators experiences of
facilitating ECR rounds in their clinical settings.

Aim

To explore experiences of HCPs, under training to become facilitators, of facilitating
ECR rounds in Nordic paediatric oncology.

Research Question

What is the main concern of HCPs, under training to become facilitators, when facili-
tating ECR rounds in paediatric oncology, and how do they handle it?

Methods

In this qualitative study, classic grounded theory methodology was employed to
explore how HCPs handled their main concern when facilitating ECR rounds (Gla-
ser, 1998; Glaser & Strauss, 1967).

The Facilitator Course

The facilitator course was structured into three parts: a three-day introductory part,
a two-day follow-up part about six months later, and a practical part after the intro-
duction and after the follow-up. In the practical part participants were expected to
conduct ECR rounds in their clinical settings, performing approximately 4-8 rounds
as facilitators or co-facilitators. In the first cohort of the course 29 HCPs, recom-
mended by their managers, participated including 21 participants representing all six
paediatric oncology centres in Sweden and eight participants from the other Nordic
countries.
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Participants and Data Collection

We invited facilitator trainees from the first cohort of the course to participate in
this study by taking part in a focus group interviews and in individual interviews.
Data were collected by focus group interviews (n=3) in person with trainees from
the Nordic countries: Sweden, Denmark, Finland, Iceland, and Norway (n=22). The
focus groups consisted of facilitator trainees who were registered nurses, physicians
or social workers. These focus groups took place at the beginning of the second part
of the course, about six months after the introductory part. The focus group inter-
views were moderated and observed by the researchers, who were also teachers in the
course, and the first author who was not a teacher in the course. When moderating,
the researchers used an interview guide to foster interaction and discussion within the
group while the observers took field notes (Bloor et al., 2001).

Besides the focus groups, Swedish trainees from all paediatric oncology centres
were invited and 17 out of 21 agreed to take part in individual semi-structured tele-
phone interviews. The individual interviews were done, by the first author, three
months after the introductory part (n=14) and three months after the follow-up part
(n=13) of the course. Examples of questions in the interviews were: How has it been
to facilitate ECR rounds in the team? How do you see your role as a facilitator? What
strategies do you use? The Swedish trainees participating in the study had an aver-
age of 11 years of work experience in paediatric oncology, with a range spanning
from 1 to 30 years, and included representation from various professional groups and
nationalities. Three trainees declined, two had ended their position and one did not
have time. All interviews were sound-recorded and transcribed, and field notes were
written.

Data Analysis

Data collection and analysis were carried out in parallel, according to classic grounded
theory (Glaser, 1978, 1998; Glaser & Strauss, 1967). The first author read through
fieldnotes and transcribed text to gain a comprehensive understanding of what the
trainees expressed in the focus group interviews and individual interviews. Coding of
the data included open coding, selective coding and theoretical coding (Glaser, 1978).
Open coding, line-by-line, was conducted using a software for qualitative analysis
(NVivo). Using grounded theory, it is not uncommon for several core categories to
emerge and in that case, the researchers need to focus on one at a time (Glaser &
Strauss, 1967). In this study, two core categories emerged. One core category, which
is covered in this article, concerned facilitating ECR rounds in the clinic. The other
core category concerned the implementation of the ECR rounds (Pergert et al., 2024)
and is published separately. In the present study, the first author continued the analy-
sis with selective coding of data pertinent to the core category. Codes and categories
were continuously compared and discussed among the authors. Memos were written
to document the categories and their properties. Additionally, memos were sorted and
theoretical coding was performed manually to integrate the categories (Glaser, 1978).
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Findings

Carrying the facilitator responsibility is the core category in this study. It is used to
resolve the main concern of delivering a meaningful experience of ethics support and
fostering ethically good care for the child. To carry the facilitator responsibility and
handle associated challenges the condition of achieved facilitator confidence and the
strategies of allying and undertaking the facilitator role is important.

Carrying the Facilitator Responsibility

Carrying the facilitator responsibility is about feeling a heavy burden of responsibil-
ity but also trying to take on the responsibility for the case, the ECR participants and
the process as well as adhering to one’s personal standards as facilitator and high
demands, as exemplified by this quote:

But it is precisely this that we provide a lot of value, and it turns out that you set
very high demands. Maybe you should be a little more relaxed and not make
those demands, ‘oh I have to be really, really good’....

In relation to the case, carrying the facilitator responsibility entails feeling and tak-
ing on great responsibility for identifying the ethical dilemma and what is important
followed by relevant actions in the case, as it could influence the care of the child.

In relation to the ECR participants, carrying the facilitator responsibility is about
providing a good experience and having ethical competence and tools to get to the
ethical aspects of the case. When feeling and taking on responsibility for the ECR
participants experience, the facilitators perceived challenges. Challenges included
that sometimes HCPs were uncertain to give their views and did not know how to
formulate what was important for them, mostly depending on the unfamiliar situ-
ation. Facilitators in our study explained that when uncertainty about giving their
views and how to formulate values occurred, facilitators tried to guide the reflection
and encourage the ECR participants to assist each other in formulating different ways
of expressing perspectives.

In relation to the process, carrying the facilitator responsibility is about being
responsive to the latent meaning of what is being expressed and posing questions
to encourage participants to think beyond social facades and preconceived notions.
It is also about encouraging everyone to feel that they are able to articulate their
individual perspective. When feeling and taking on responsibility for the process,
participants experienced challenges. Challenges included getting stuck in the ethical
analysis of the case without knowing how to proceed and deciding on what ethi-
cal question to reflect upon. Furthermore, dealing with HCPs that tend to end up in
problem solving and to rush to a conclusion, was also challenging for the facilitators.
Moving forward to the next steps within the ECR conversation method when guiding
the dialogue was also sometimes hard. Participants in the present study explained that
HCPs sometimes get so engaged that they start to talk about things not relevant to the
ethical dilemma; thus, showing that the HCPs sometimes struggled to focus on the
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specific case. Challenges for carrying the facilitator responsibility involved feelings
of being insufficient both theoretically and practically.

Achieved Facilitator Confidence

Achieved facilitator confidence is a condition for carrying the facilitator responsibil-
ity and undertaking the role as facilitator. Achieving facilitator confidence involves
feeling safe in the role and in the ECR round process and includes safe practicing and
developing theoretical knowledge.

Safe practicing: Almost all participants expressed a great need for exercise to get
extended skills because they experienced practical insufficiency. For example, not
feeling able to document the ethical analysis on the flip chart and guiding the dia-
logue at the same time. Safe practicing was conducted by repeated exercise in a safe
group. A safe group was a small group at the clinical ward or within a small group
of facilitator trainees only. The examples of small groups were perceived as a safe
environment for exercise and mutual learning. As expressed by one participant: “The
exercise itself within a small safe group, like, was a key for me”. Another participant
expressed:

But I think you need to do it many times to have it in use. Do this more. I think
you need some time. And then when maybe a year or so has passed,... or maybe
not a year, but when you’ve managed to do 30 [ECR rounds], something like
that.

Developing theoretical knowledge: Participants described a desire for theoretical
education because they experienced theoretical insufficiency including lack of ethical
reasoning, leading to challenges identifying the ethical dilemma and what is impor-
tant followed by relevant actions (values and norms). Some wanted to take a course
in ethics including ethical theories and models, others wanted to attend ethics-semi-
nars and workshops. The main reason for the need for achieved facilitator confidence
was that many ECR trainees assumed that it would impact their ECR facilitator role
as well as the outcome of the ECR. One participant expressed it like this:

But it would be nice for yourself to have more theoretical knowledge in depth,
that it might make it easier for you when you try to help people find, the most
important thing....maybe it would be good if you yourself had more solid like
foundational knowledge in ethics, it would be easier.

Allying

Allying is a strategy for carrying the facilitator responsibility and is about sharing the
responsibility by working together with fellow facilitators and providing mutual sup-
port and assistance when facilitating. Allying is also about making efforts to achieve
the shared goal. Facilitators are supporting each other in guiding the group and some-
times share the role as facilitators or having co-facilitator roles.
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Participants in our study expressed that they were energized by fellow facilitators
and that it felt safe to share the facilitating role with a trained colleague, thus not
being alone. Participants said:

Then I could really feel this way that “this is what we do together”. It depends
as much on us as it depends on me if it goes well, and then I could kind of relax,
and I think that also made the group relax better.

And that it is, precisely in the role of facilitator, that it feels like it has been
good that there have actually been three of us,... that we ourselves have become
secure in the role, because you know that there is a kind of lifeline, if you lose
the thread, that you can always kind of reflect with the others and so on.

Undertaking the Facilitator Role

Undertaking the facilitator role is another strategy for carrying the facilitator respon-
sibility and involves striving to find a neutral role in the beginning of the ECR round.
One way of doing that is to start with the practical issues (such as deciding on time-
frames and confidentiality). It is also important to step out of the role as a HCP and
one way to make this easier is to facilitate patient-cases that the facilitators are not
clinically involved in, as exemplified by the following quote:

I have been involved in facilitating a patient [case] whom I have not met at
all. And it was much easier for me, then I felt very neutral. I think it was much
easier to be neutral when not knowing the patient. Then you had no opinion
from the beginning.

Furthermore, undertaking the facilitator role includes standing back and balancing
guiding. Standing back includes not giving own arguments and perspectives on the
case but rather focusing on the process and fostering the dialogue to help HCPs to
formulate their perspectives. Balancing guiding includes considering steering or let-
ting go, as exemplified by this quote:

...something that has been a little difficult when someone has kind of drifted
away, to steer it back without that person feeling like they are not allowed to
say what they want ...should we break... try to steer...maybe this still needs to
be said and then I have let it go.

Moreover, an example of letting go included to let medical facts take time as it
resulted in increased understanding of the difficult ethical situation.

Undertaking the facilitator role was described as thinking in circles and alternative
approaches as well as trying to avoid being solving-oriented but rather tolerating the
uncertainty. “...we as healthcare professionals tend to end up in this solution-focused
way...we should try not to solve the problem when we...look at values and norms
and so on...”.
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Lastly, to undertake the role involved to stay after the ECR round to get feed-
back to learn how to develop and improve the role. In our study, several facilitators
described feeling satisfied with undertaking the facilitator role when the discussion
turned out as productive and they expressed that they felt that they had assisted the
participants in the ECR round to express their views. Expectations of their role were
described as initially low, and several participants felt nervous and doubted their own
performance. However, positive feelings were many times experienced after the ECR
round.

Discussion

The experiences of HCPs, under training to become facilitators, have been explored
in Nordic paediatric oncology. Facilitator trainees’ main concern was delivering a
meaningful experience of ethics support and fostering ethically good care for chil-
dren. Carrying the facilitator responsibility is the core category and includes feeling
and taking on the responsibility related to the moral case at hand in ECR, the ECR
participants and their deliberation process. The great responsibility reinforces their
perceived need for achieved facilitator confidence. Strategies for carrying the facili-
tator responsibility includes allying and undertaking the facilitator role.

Carrying facilitator responsibility emerged strongly from the data of the facilita-
tor trainees. This resonates well with what the authors observed during the training
of the HCPs as ERC facilitators. Despite, the absence of legal mandate and respon-
sibility for the treatment decisions with respect to the care for children in paediat-
ric oncology (Bartholdson et al., 2014), facilitator trainees took a heavy burden of
responsibility on their own shoulders. Responsibility is a central concept in health-
care, often perceived by professionals as both a moral imperative and a source of
pressure (Brown & Savulescu, 2019). Previous research has shown that HCPs tend to
internalize responsibility not only for clinical outcomes but also for the ethical qual-
ity of care, sometimes to the extent that it becomes burdensome (Brown & Savulescu,
2019). This is particularly relevant in the context of CES, where facilitators may feel
personally accountable for the success of the ERC process and its impact on patient
care. Thus, this is important for the future training of ECR facilitators. Notably, the
perceived responsibility in this study has impacted the Nordic training, emphasising
more strongly shared responsibility, of the process and the outcome, in the group. An
important factor is that this is in line with the ECR methodology (Molewijk et al.,
2008). The success of an ECR cannot and should not solely be on the shoulders of
the facilitators.

It is not surprising that achieved facilitator confidence was perceived as an impor-
tant condition for carrying the facilitator responsibility, which was experienced as a
heavy burden. Confidence could be connected to the need of ethical competencies of
facilitators of ECR rounds; including knowledge, attitudes and skills (Molewijk et
al., 2008). The knowledge could be compared to the perceived challenge of theoreti-
cal insufficiency, attitudes to the perceived responsibility of the case, and skills to the
perceived responsibility of the process. Achieved facilitator confidence is not only a
condition for performing as an ECR facilitator, it is also a goal of the training. Based
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on the results of the present study, the schedule has been changed to include more
time for trainees to practice in the safe context of training to undertake the role by
repeatedly facilitating real cases with trainee fellows. Somehow, it is understandable
that the facilitator trainees in this study had not yet achieved it, since they were under
training. There is an ongoing dialogue about core competencies of CES personnel,
including facilitators. In the USA, core competencies have been developed for eth-
ics consultants (Tarzian, 2013). In Europe, core competencies are still in the early
phases of development and not yet formalized. One reason might be that CES is
more pluralistic and that competencies might differ depending on the role of the CES
personnel (for example, the facilitating role). Various authors who wrote about the
competencies of CES personnel, have argued for non-theoretical competencies such
as self-reflexivity, imagination and individual characteristics (Larcher et al., 2010;
Slowther et al., 2004; Thornton, 2023). Moreover, another important competence of
CES personnel in the European context is to strengthen the ethical competencies of
all participants in CES i.e., HCPs (de Snoo-Trimp et al., 2020; Pergert et al., 2025).
Furthermore, in a study with CES personnel, they perceived that if patients and fami-
lies were to participate, CES personnel needed more confidence and experience in
facilitating CES with only HCPs present (Billstein et al., 2025).

Allying emerged as a strategy for carrying the facilitator responsibility. This was
expected since the trainees were encouraged to co-facilitate and collaborate when
practicing in the clinic. To further encouraging allying, the teachers ensured that
facilitator trainees practiced in couples, together with colleagues, from their own
clinic during the facilitator course. This strategy turned out to be useful for carrying
the facilitator responsibility and was also prominent when positioning ethics as facili-
tators were implementing ECR rounds in paediatric oncology (Pergert et al., 2024).

Undertaking the facilitator role entails adopting a facilitating rather than an author-
itarian role, which has been claimed as most suitable in CES in Sweden (Pergert et
al., 2025). Other than the facilitating role, a clear blueprint of what a good facilitator
entails is not provided during the Nordic training. However, the training includes
reflection about the role and meaning of being a good facilitator. Moreover, the train-
ing includes the tasks they need to do in ECR rounds, for example, foster a dialogue.
The role of the facilitator can be undertaken by ethicists and chaplains as well as
HCPs themselves. If ethicists have the opportunity to focus solely on CES they might
assume a role as an expert. In our study participants were foremost HCPs, which is
in line with CES personnel in Sweden who are most often HCPs rather than trained
ethicists (Pergert et al., 2025). Thus, HCPs needed to step out of that role and step
into the facilitator role. When HCPs step into the role as ethicists (Benedetti et al.,
2023) and employ dual roles we believe they would benefit from using the strategy
of undertaking the facilitator role.

Strengths and Limitations
This study employed classic grounded theory to explore trainees’ experiences of
facilitating ECR rounds in paediatric oncology. The methodology is suitable for

uncovering underlying processes and generating middle-range theory. However, it
could also be used to generate concepts and their properties (Glaser & Strauss, 1965,
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1967), as in this study. In this paper, the conceptual categories remain closely tied to
the study context and it thus quite descriptive. For instance, the use of “carrying the
facilitator responsibility” rather than the more general term “Carrying the responsi-
bility.” While “Carrying the facilitator responsibility” is grounded in the healthcare
setting, the concept may also be applicable in other settings, though further theoreti-
cal sampling would be necessary to modify it (Glaser, 1978).

Although this study did not include observational data, which could be seen as
a limitation, interviews are a well-established data source in classic grounded the-
ory. The methodology is flexible regarding data types, as emphasized by the prin-
ciple that “all is data” (Glaser & Strauss, 1967). However, the combination of focus
group interviews and individual interviews provided rich, triangulated data. Another
strength lies in the diversity of participants across all paediatric oncology centres in
Sweden as well as focus group participants from all the Nordic countries, which sup-
ports the transferability of the results within similar healthcare contexts. However,
the majority of participants came from Sweden, which may limit the transferability
of the results across different cultural or institutional settings. The dual role of some
researchers as both trainers and interviewers is a limitation as it may have introduced
bias, potentially influencing participants’ responses in focus group interviews. How-
ever, this was partially mitigated by involving a non-teaching researcher conducting
all individual interviews.

Conclusion

In a context where HCPs are trained to become ECR facilitators, they take their
role seriously. Facilitator trainees see it as their responsibility to deliver a meaning-
ful experience of CES and to foster ethically good care for children when guiding
ECR rounds in paediatric oncology. This perceived burden of responsibility should
be addressed during facilitator training emphasising the use of the strategies allying,
including shared responsibility, and undertaking the facilitator role. Training also
needs to strengthen ethical competence to achieve facilitator confidence of the train-
ees. Further research is needed on what kind of core ethical competencies facilitators
of ECR rounds need.
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