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Objective: to know the ethical problems experienced by oncology nurses. Method: descriptive and 

exploratory study with a qualitative approach, performed in inpatient units and in chemotherapy 

out-patients units that provide assistance to oncological patients in two capitals in the South 

region of Brazil. Eighteen nurses participated in this study, selected by snowball sampling type. 

For data collection, semi-structured interviews were carried out, which were recorded and 

transcribed, and then analyzed by thematic analysis. Results: two categories were established: 

when informing or not becomes a dilemma – showing the main difficulties related to oncological 

treatment information regarding health staff, health system, and infrastructure; to invest or not –  

dilemmas related to finitude – showing situations of dilemmas related to pain and confrontation 

with finitude. Conclusion: for the effective confrontation of the ethical problems experienced by 

oncology nurses to occur, it is important to invest in the training of these professionals, preparing 

them in an ethical and human way to act as lawyers of the patient with cancer, in a context of 

dilemmas related mainly to the possibility of finitude.
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Introduction

Nursing objectives are clearly ethical: to protect 

patients regarding disrespect to their autonomy, to 

provide dignified care, and to prevent damage and 

potential complications by maintaining a healthy 

environment for patients and their family(1). Similarly, 

the law on health, an inherent part of nursing goals, 

has been considered an inseparable element of the 

nursing professional ethics, including the nurses’ efforts 

to promote the welfare and interests of their patients, 

aiming to ensure their autonomy in decision-making(2).

In the oncology context, nursing professionals 

maintain a close contact with situations of pain, finitude 

and death, physical and emotional side effects, among 

these hopelessness, anguish, fear and loneliness, 

intense and denouncing feelings of human fragility, at 

the same time that an expectation of curing the disease 

may be present(2). 

Oncology is an area of constant ethical problems, 

experienced from situations already considered part 

of the professional routine, such as lack of informed 

consent of patients before diagnostic and therapeutic 

procedures, the extension of life without concern 

for its quality, and questionable and heteronomical 

professional practices(3-4). Regarding the increased use 

of technologies and medicines for treating oncological 

patients who no longer respond to available therapies, 

professionals often experience the life extension of the 

patient without reacting or positioning(3,5).

All these situations awaken the need of advocacy 

in health by the nurses, an integral part of the nursing 

care related to the defense of the rights and interests 

of patients, avoiding patients and their families to be 

exposed to a variety of situations that cause suffering. 

Nevertheless, health advocacy actions, performed by 

nurses in oncological and palliative care, can be defined 

as assisting patients and families to overcome the 

difficulties hindering the path of care, informing and 

clarifying them as well as defending their choices and 

acting as a link between them and the health staff(5).

However, many issues experienced by professionals 

every day are only perceived as organizational problems 

and conflicts and/or regarding the relationship in nursing 

and health staff related to directors, managers, patients 

and their relatives, and not in its ethical dimension. 

Such conflicts can occur when there are differences 

in understanding a given situation, which cannot be 

adequately communicated, understood, and resolved(6). 

The ethical problems can be divided didactically 

into three categories: moral uncertainty, when there 

is a question on inadequate or incorrect position and 

a feeling of tension, frustration, and annoyance, but 

such a situation is not perceived as part of an ethical 

problem; moral dilemma, which is characterized by two 

distinct paths to be followed, however, with a single 

option to be chosen; and moral suffering, situation in 

which you know what is correct and what should be 

done, but is prevented from doing so for some reason, 

either individual, institutional, or social, and you may 

not follow the path of your conscience(7). More extensive 

and complex than the division presented, routine plot, 

present in the oncological context, shows a range 

of moral issues that cannot always be classified in 

literature, demonstrating that the ethical dimension 

remains marked by the need for constant reflections.

Thus, the ethical problems are questions for which 

the answer is not initially present, and there is no way 

of knowing whether and how it might be resolved and, 

therefore, the question is not only about the choice 

between two or more possible answers, but also about 

searching a unique and appropriate response to each 

situation(8-10). 

Thus, it is appropriate to recognize the ethical 

dimension of the problems experienced by Oncology 

nurses, stimulating them to reflect and question the 

realities presented, justifying this study. Taking this into 

consideration, we aimed to know the ethical problems 

experienced by Oncology nurses.

Method 

Descriptive and exploratory study with a 

qualitative approach, performed in inpatient units and in 

chemotherapy out-patients units that provide assistance 

to oncological patients in two capitals in the South region 

of Brazil. The criteria for the selection of participants 

was limited to: be a nurse; develop assisting activity 

with adult oncological patients; not be on vacation or 

with a license; and have a year or more of experience 

in Oncology, considering that a contact less than this 

period of time may not be enough to experience and 

identify situations of ethical problems. 

Eighteen nurses participated in this study, selected 

by non-probabilistic sampling, snowball type(11). Thus, 

the initial participants were chosen in each of the 

capitals selected for this study, requesting that, at the 

end of their interviews, they indicated other participants 

with the characteristics required to the research. The 
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number of nurses was not predetermined, in such a way 

that the number of participants has occurred through 

repetition of data(11).

Data collection was performed by two interviewers 

who had the title of nurses, trained for this research, 

in March, 2013, at different places and times, indicated 

according to the preference of the participants. Semi-

structured interviews were carried out, recorded and 

transcribed, focusing on the possible situations that may 

cause ethical problems in oncological care. 

For data analysis, we used the thematic analysis 

from the proposed objective. Hence, in the first analysis 

the full transcript of the interviews and their prior reading 

occurred, identifying key elements. This was followed by 

the expanded reading of testimonials, in-depth analysis, 

and grouping of key elements, defining the categories of 

analysis by the researchers responsible for the project. 

Finally, we composed a descriptive structure that formed 

each of the two categories presented as follows(11). All 

ethical precepts of Resolution 466/12 were followed. The 

study obtained approval by the local Research Ethics 

Committee, with issuance of the Protocol of Approval no 

204,293. Participants were identified by the names of 

Greek gods and goddesses. 

Results

From the data analysis, we managed to identify two 

categories regarding the experience of ethical problems 

in Oncology: when informing or not becomes a dilemma; 

to invest or not - dilemmas related to finitude.

When informing or not becomes a dilemma

This category presents situations regarding 

the transmission of information and guidance in the 

oncological context, and the dilemmas related to the 

lack or incompleteness of information. Yet, it presents 

problems resulting from inadequate infrastructure and 

the little effective and resolutive health system, creating 

dilemmas and moral suffering among professionals of 

different health staffs.

One of the main dilemmas evidenced by nurses 

refers to the matter of informing or not, as well as 

guiding the patient and their family members, which 

may be enhanced by the difficulty of the family in 

accepting the information.

Most of the time these people are not prepared, they have 

no knowledge of what they will suffer with the chemo, no matter 

how you explain that it makes you nauseous, that your hair will 

fall. One thing is for you to say that when the person still has 

hair, another is when you have to, someday, go there and have 

to shave that hair because it is falling (Metis).

Patients will have to be palliative, but do they know what 

palliative means? Do they know they are going to have palliative 

care? No! The relative call saying that the father has a fever, 

pain, almost dying at home. What do they do? Where do they 

go? And then you say this: ah, but that’s right, that’s the disease, 

the best you can do is going to the emergency. You know, like 

this, but they don’t have that preparation for palliative care at 

home, they were not guided, they were not prepared, they were 

not given this information (Pandora). 

In addition, we can show that the nurses realize 

that there is a relationship of uncertainty when it comes 

to the medical cancer-related diagnosis and prognosis, 

and they need to advocate for patients, acting as a link 

between them and other health staff members, ensuring 

they are informed and clarified about their care. 

However, often, these situations may not be recognized 

by nurses as ethical problems, which can compromise 

patient advocacy actions.

The doctor knows the diagnosis, the staff knows the 

diagnosis, and the patient knows it in a different way, and I, 

as a nurse, try to clarify something that is in my power, but 

I can’t interfere with a medical diagnosis [...] and the doctor 

sometimes says: - but I already told him what he’s got, he’s 

understanding that the way he wants to. And I say: - but, 

doctor, he thinks he has something else! - that’s his problem, 

is what he’s understanding, I told him what he’s got. There are 

other doctors that we have a giant facility to ask and he goes 

there, stops everything he’s doing and explains to the patient 

again (Pandora).

The fragile communication and interaction between 

the different professionals who are part of the health 

staff show itself as an important source of ethical 

problems, making many decisions not to be taken 

as a team, or even based on desires of the patients, 

which can compromise the quality of the care and the 

autonomy of the oncological patient.

There are communication problems in the nursing/doctor/

patient relationship, which generates doubt and insecurity, and 

damages the professional-patient link (Bia).

Nursing disunion is real and important, we take our focus 

from the patients, I think if the thought was focused on them, 

many problems would not exist, you know? Rivalry between the 

staff, the absence of the doctor, the nursing, the technician, the 

nutrition professional. There is a lack of unity among us (Hestia).

The absence or incompleteness of the records held by 

the health staff also weaken the care to oncological patients, 

since it can hinder the continuity and quality of the provided 
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care as well as prevent the support regarding situations in 

which professional practices need to be evaluated.

Sometimes you don’t have a good evolution of the medical 

staff that can be supported. We know that the patient is support, 

is palliative care, but this isn’t evolved and the medical staff 

didn’t talk to the family (Nemesis). 

The recognition of inappropriate situations related 

to professional negligence, unpreparedness, and 

incompetence can lead nurses to experience moral 

suffering, confronting their values and beliefs regarding 

the care they provide to patients, with the difficulties 

imposed by the staff and the health care system.

What bothers the most is when we see the patient being 

mistreated, it’s not the patient’s loss, death, or illness, but 

the suffering itself. It’s knowing that the patient has the right 

to what should have been done and it hasn’t because your 

colleague was negligent. What bothers me and makes me suffer 

is the lack of ethics, lack of respect. [...] All situations in which 

we’re powerless cause a discomfort to us, either because we 

can’t provide what the patients need, or because we know they 

weren’t assisted as best as they could have been (Eileithyia). 

An older adult patient, unaccompanied, came early with 

the ambulance, spent all day only with lunch, finished what he 

came to do at the end of the afternoon, he had not made a snack 

and was even forgotten by the transportation of his city [...] so it 

generated a suffering in me by seeing that patient abandonment 

under those conditions (Diceia).

Another thing that’s very conflicting is the difficulty of 

access to the most modern treatments that SUS patients face. 

Patients with the same pathology, from a health insurance and 

from SUS have different treatments. The prognosis of the SUS 

patients could change a lot if they could have a faster access, 

if they didn’t need to enter in judicial process, wait for all these 

procedures until they could get the medication (Eros). 

Another important source of moral suffering refers 

to the infrastructure of the institution, since nurses 

find themselves limited to offer patients the minimum 

infrastructure that enables quality care. In the same 

way, several times, the nurses reported that they were 

not able to perform confrontations, and they even have 

to improvise conditions in such a way that patients 

receive the required information and care.

There’s not, in an oncological hospital, a room for 

palliative care. Patients die along with those who arrived to do 

chemotherapy, we don’t have that whole concept of palliative 

care related to oncology. We take courses and we can’t put them 

in practice by lack of structure (Nemesis). 

The physical space is tiny for our service [...] I often can’t 

sit in a room to a medical appointment and we make it an open 

consultation over there in the chemotherapy room (Pandora).

To invest or not - dilemmas related to finitude

In this category, dilemmas and moral suffering are 

confronted by uncertainty and certainty related to pain 

and non-acceptance of human finitude. To experience 

the treatment of patients who no longer respond to the 

available therapies, as well as the ineffective coping 

of the patient regarding the treatment, with doubt of 

healing and the possibility of death, are conditions that 

put nurses in a state of vulnerability and impotence.

It is worth conducting a treatment and telling the patients 

that they’ll have a survival rate? A weak patient, unable to eat, 

vomiting, complaining of pain in the body, for 4 months? Until 

the patient’s death? [...] I have a huge difficulty in determining 

what survival is (Eros).

Therapeutic obstinacy and futile treatment, because the 

investment in a patient who does not bear treatment is common, 

either because the doctor didn’t communicate the real situation 

to the family, or didn’t say that the patient cannot be cured, or 

because the family does not accept losing the loved one [...] these 

dilemmas have caused me much suffering, because they often 

make us hostages of that situation, if the doctor didn’t tell the truth 

to the relatives, how are we supposed to tell them? (Aphrodite). 

Yet, when it comes to pain in oncology, nurses 

reported that sedation is an option to provide a terminal 

process that is less aggressive and suffered, both for 

the patients and to their family, and to the staff itself. 

However, the decision to sedate or not the patient may 

also generate uncertainties, especially when there is 

no agreement among the staff about the best conduct 

for the patient: to comfort and accept the finitude or to 

invest in uncertainty? 

That moment of decision between what to do: to sedate, 

to invests in the patient, to communicate the family, to not 

communicate. I think this situation is the most conflicted of all 

because we’re in a crossfire with the doctor, the patient, and 

the family, and what happens sometimes is that we realize that 

there are some doctors who have more difficulty to decide this, 

and sometimes the patient will suffer and the family suffers as 

well (Iris). 

Discussion

The approach to patients with cancer is a difficult 

task in clinical practice, involving the need to transfer 

information about their diagnosis, prognosis, risks and 

benefits of the treatment, in addition to the possibilities 

of disease progression; in these circumstances, to 

communicate the news to the patient is a challenging 

process(12).
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The act of informing patients about their diagnosis 

is a legal duty of the doctor, as well as the treatment 

and its risks, allowing patients to express their consent 

to the treatment. However, it is the responsibility of the 

nurse to guide and clarify doubts about the diagnosis 

and the treatment, in such a way that its educational 

role is fundamental in the assistance provided, since 

the clarification on several aspects of the disease 

contributes to a better experience of the patients, 

decreasing their anxiety(13). 

The dilemmas recognized by the nurses interviewed 

in this study on the decision of informing or not patients 

and family members can demonstrate that these 

professionals deny their status as lawyers of the patient, 

enhancing the occurrence of ethical problems, as 

nurses who work in oncology care understand that they 

are advocating, especially when they teach self-care 

strategies for patients and their families, providing them 

with clinical information and assisting them in clarifying 

their anguishes and goals(14).

Yet, the ethical problems highlighted, arising from 

the fragile interaction and communication between the 

different health staff professionals, can compromise the 

quality of the care provided to the patient, considering 

that health care, under the interdisciplinary perspective, 

has as an action proposal with a focus on the life of 

the human being, through collective effort of multiple 

knowledge. Thus, it should be noted that the integration 

of knowledge occurs, above all, through dialogue, 

communication, exchange, mutual respect, synergy, and 

convergence of ideas, and not simply by juxtaposition of 

knowledge(15).

Also, the fragile communication evidenced among 

the staff could compromise the patient’s autonomy 

in decision making, which is often taken without 

considering their wishes. In the Brazilian context, 

recently, the doctor-patient relationship was still under 

a paternalistic and conservative model, however, the 

emergence of the patient’s rights, especially the right 

to self-determination, motivated doctors to adopt new 

behaviors(13,16).

In certain specialties, such as in Oncology, these 

changes have brought new ethical problems(16). In this 

sense, it is the responsibility of the nurse, as a lawyer 

of patients, to ensure their right to self-determination, 

helping them to clarify their desires and perceive their 

values in a given situation, in such a way that they make 

their decisions expressing and reaffirming these values(17).

Another important aspect, recognized as a source 

of ethical problems by nurses, refers to the absence 

or weakness of the medical records, which should be 

reliable regarding the performed procedure. However, a 

study on Brazilian Intensive Care Units (ICU) showed 

that intensivist professionals avoid registering some 

procedures, admitting that they omit information in the 

medical record, either for considering them unnecessary, 

or for fearing of punishment by the code of ethics and/or 

criminal law. In addition to the lack of hospital protocols 

of procedures regarding a patient without hope of cure, 

such as limitation of vital support, the absence of a clear 

legislation on the subject contributes to the insecurity 

of health professionals to carry out their records(18), 

enhancing the ethical problems in environments of 

health care to oncological patients.

The recognition of morally inappropriate situations 

can lead the nurses to experience moral suffering. 

Several studies indicate that aggressive treatments to 

terminal patients, unnecessary tests, and inappropriate 

treatments constitute situations that commonly generate 

moral distress in health care environments(1,6,19-21). 

Therefore, oncology nurses can recognize what is the 

appropriate ethical behavior to be followed, however, 

due to external pressures, they become unable to 

continue with the right action path(7).

In addition, when recognizing the precariousness of 

the infrastructure that comprises the care in Oncology 

as a source of ethical problems, nurses confirm that 

inadequate working conditions, such as lack of material 

resources and/or humans to perform the work of nursing, 

may be a source of ethical problems, as identified by 

a study with nursing professionals working in hospital 

environments(19).

Health disparities may also generate major ethical 

problems in care to oncological patients, especially due 

to the difficulty of access to health services or advanced 

technology. In this sense, the law on health could prove 

to be an important element to promote user rights that 

are not respected, and raise the awareness of authorities 

to the needs and requirements of the population(6,19-21).

In Brazil, health care comprises a dual system in 

which, even though there is a system of universal access 

(SUS – Unified Health System), there is another one, 
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of differentiated access and that offers a differentiated 

assistance: the private system. Considering this system, 

there may be situations of injustices committed in the 

hospital scenario, against the patients and their family, 

as well as against health professionals(22).

These situations are related to various processes, 

such as, for example, the type of coverage offered by 

the health insurance, resulting in an unequal and unfair 

assistance, involving them in discriminatory practices, 

according to the type of coverage to the treatment 

offered to the patient by the health insurance. Health 

care quality seems to be related to the scope of coverage 

of the health insurance, i.e., the health insurance that 

patients have is what will determine the quality of the 

care they will receive(22).

It is worth mentioning that Federal Law no. 12,732, 

of November 22, 2012, establishes a maximum of 60 

days for people with cancer to begin the treatment 

provided by SUS. This period starts from the 

confirmation of the diagnosis and the inclusion of this 

information in the medical record, and establishes that 

patients should undergo surgery or start chemotherapy 

or radiation therapy, according to the indication given to 

each case(23).

However, technological advances in medicine 

sometimes make inaccurate the limit of therapeutic 

possibilities. The devices that extend life, the 

extraordinary means applied to the maintenance of 

biological functions, the duty to make every effort to 

prevent death, using all means available, created the 

theoretical possibility to indefinitely delay the moment in 

which it is possible to recognize the limits of science and 

technology in the maintenance of life(18). 

However, a new critical view, which gives priority 

to the quality of life and the comfort of the patient, has 

been replacing an obstinate vision of keeping the patient 

alive. These changes enable patients without prognosis 

to evolve a less painful death, creating an honest 

relationship with emotional support and communication 

with the patient and their family(18).

In this context, the autonomy of the patient 

must be valued, since patients have values that are 

different from those of professionals, and they must be 

respected. Thus, it is important to conduct a discussion 

between different professionals of the health staff, then, 

with the patient and/or family, always considering the 

ethical and moral assumptions, without losing sight 

of the particularity of each situation and the possible 

vulnerability of the individuals, which can compromise 

their proper decision-making process(23).

Nurses can perform a fundamental role regarding 

the promotion and protection of the autonomy of the 

patient, according to a study with oncological patients 

which identified that when such patients were confronted 

with difficult decisions about quality versus quantity of 

life, the nurses were in an ideal position to provide them 

with clinical information and assist them in clarifying 

their goals and values. Therefore, the nurses will be 

working in health law, assisting them to self-determine, 

rather than comply with their lack of autonomy(17).

Along with the intention to improve the quality of 

life of the person with cancer, palliative care is seen as 

a proposal of therapeutic intervention for people with 

any chronic disease, regardless of the terminal process. 

Its purpose is to provide living with the disease in a 

dignified manner and with quality of life(23-24). However, 

the resistance of some professionals in joining the 

paradigm of care, when there is no cure, brings the 

finding of negligence in care for patients with cancer 

in advanced stage. Given this, some professionals feel 

distressed, unmotivated, and impotent as a result of 

unfair and discriminatory practices(25).

Hence, the moral uncertainty is evidenced 

by insecurity regarding the morality of the action 

implemented, considering if it is correct or not. The 

circumstances of life and death, related to the oncological 

disease process, often extended by technological 

advances in these environments, become even more 

replete with situations of uncertainty, moral dilemmas, 

and moral suffering, situations that occur repeatedly, 

requiring adequate attention and future studies(6).

Conclusion

To explore the ethical problems experienced by 

oncology nurses is a difficult task, considering that many 

times these situations are not even reflected or understood 

as a whole, given the human difficulty in dealing with the 

issues of finitude, compromising patient care.

Issues that are involved in the approach to the 

patient with cancer, such as communication and 

appropriate information, are crucial for the quality of 

care. Furthermore, regarding the ethical problems of 

Oncology, the paradigm of palliative care, therapeutic 
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obstinacy, and oncological pain comprise thematic and 

terminologies that exceed the simple academic reduction, 

requiring constant discussion and questionings about 

life and death, the autonomy of people, and the artificial 

extension of human life.

To recognize the dimension of ethical problems 

involved in the approach to the patient with cancer 

becomes a determining factor for tracing strategies to 

cope with these problems. We highlight that the results 

of this study have brought important data for the field of 

investigations related to care in Oncology, and also the 

need to develop further research in this area, leading to 

a discussion about the ethical problems experienced by 

nurses in the practice of oncology nursing.
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