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Abstract 

Pediatric oncology nursing plays a vital role in the comprehensive care of children diagnosed 

with cancer, particularly as they near the end of life. Nurses are often the primary caregivers 

who not only administer treatment but also provide emotional support to patients and their 

families. End-of-life care in pediatric oncology requires a delicate balance of pain management, 

symptom control, and psychological support. It emphasizes the importance of fostering open 

communication to ensure that the wishes of the child and family are respected. Education and 

training for nurses in palliative and hospice care are essential, enabling them to navigate the 

complexities of care during this critical time and to advocate for the best practices in pediatric 

end-of-life scenarios. Incorporating family-centered care into pediatric oncology nursing 

significantly enhances the quality of end-of-life support provided to children and their families. 

Nurses play a crucial role in creating a supportive environment where families feel empowered 

to participate in care decisions and express their preferences regarding end-of-life treatment 

options. Understanding the emotional, spiritual, and cultural dimensions of care is paramount, 

as these factors substantially influence the family's experience. By utilizing evidence-based 

practices and collaborating with interdisciplinary teams, pediatric oncology nurses can improve 

outcomes and ensure that the final stages of life are characterized by dignity, comfort, and 

meaningful connections.  

Keywords: Pediatric oncology nursing, End-of-life care, Palliative care, Symptom management, Family-

centered care, Emotional support, Communication, Pain management.  

 
Pediatric oncology is a specialized field of 

medicine dedicated to the diagnosis, treatment, 

and management of cancer in children and 

adolescents. This domain is particularly 
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complex, not only due to the intricate nature of 

cancer treatment but also because of the 

profound emotional and psychological 

consequences that accompany a cancer diagnosis 

in the pediatric population [1]. As healthcare 

evolves, so too does the approach taken by 

healthcare providers, especially nurses who play 

a pivotal role in the multidisciplinary team caring 

for these vulnerable patients. The importance of 

effective nursing practice in pediatric oncology 

becomes even more pronounced when 

considering the intricacies of end-of-life care—a 

critical and often overlooked aspect of pediatric 

cancer management [2]. 

End-of-life care in pediatric oncology 

encompasses a range of practices aimed at 

ensuring that children with terminal cancer 

receive humane and dignified treatment as they 

approach the end of life. It requires not only the 

management of physical symptoms but also the 

consideration of the emotional and psychological 

needs of both the child and their family. Nurses 

trained in pediatric oncology must navigate their 

role in this delicate setting, balancing the 

imperative for pain relief with ethical 

considerations regarding consent, advanced 

directives, and the emotional burden of decision-

making for families in crisis [3]. 

Research indicates that pediatric patients 

face unique challenges when diagnosed with 

cancer, including the impact of the disease on 

their development, families, and psychosocial 

well-being. Unlike adults, children may lack a 

comprehensive understanding of their illness or 

its prognosis. Consequently, healthcare 

providers must tailor their communication and 

care strategies to meet the developmental needs 

of younger patients. Furthermore, the emotional 

fallout from a cancer diagnosis extends beyond 

the patient; families often endure significant 

stress, fear, and despair. As primary caregivers, 

pediatric oncology nurses are in a unique 

position to provide support, advocacy, and 

education to both patients and their families, 

thereby alleviating some of the psychological 

burdens associated with terminal illness [4]. 

End-of-life care in pediatric oncology is 

often shaped by ethical considerations and the 

principles of palliative care. Palliative care, as 

defined by the World Health Organization, is a 

holistic approach that improves the quality of life 

for patients facing serious illness by addressing 

physical, emotional, social, and spiritual distress. 

While traditionally associated with adult care, 

the principles of palliative care have been 

increasingly integrated into the treatment of 

pediatric populations, with a focus on symptom 

management and quality of life. This necessitates 

a paradigm shift for nurses, who must now be 

equipped not only with clinical skills but also 

with empathy and compassion to navigate the 

often turbulent waters of end-of-life discussions 

and interventions [5]. 

The role of pediatric oncology nurses extends 

to promoting effective communication among 

healthcare team members, patients, and families. 

This communication is paramount during end-

of-life care, as it ensures that all stakeholders are 

cognizant of the patient's wishes and that care is 

aligned with those preferences. Furthermore, the 

establishment of trust between the nurse, the 

patient, and the family is essential for open 

dialogue about difficult topics, such as 

prognosis, treatment options, and the 

implications of choosing palliative rather than 

curative care [6]. 

Despite the critical role of pediatric oncology 

nurses in end-of-life care, there remains a gap in 

research regarding best practices, challenges, 

and training needs specifically related to this 

aspect of nursing. There is a pressing need to 

explore the experiences of pediatric oncology 

nurses in providing end-of-life care, as well as 

the resources and support they require to deliver 

compassionate and competent care. 

Understanding the lived experiences of these 

nurses can yield valuable insights into the 

complexities they face and the strategies that can 

improve care quality for pediatric patients with 

terminal diagnoses and their families [7]. 

 

 



Ibtisam Khalaf Ayad Alanazi, Noor Matar Alanazi, Amal Bshit S Alenezi, Fahad Rushid Fahad Altamimi, Asma Shulaywih Sanad Alanazi, 
Thuraia Freeh A Alanazi, Aftan Matar Alainzy, Raedah Fadhi Alanazi, Reem Shannan Khazin Alanazi, Reem Basheet Samir Alenazi  

1026                    Evolutionary Studies in Imaginative Culture 

 

End-of-Life Care:  

End-of-life care is a sensitive and nuanced 

aspect of healthcare that profoundly impacts 

patients and their families during one of life’s 

most challenging phases. This type of care 

encompasses the medical, emotional, social, and 

spiritual support provided to individuals who are 

nearing the end of their lives, typically 

characterized by terminal illness or advanced 

chronic conditions. In recent years, there has 

been a shift in how we approach end-of-life care, 

emphasizing the importance of quality of life, 

dignity, and patient autonomy. Understanding 

the principles and practices of end-of-life care is 

essential for healthcare providers, caregivers, 

and society at large [8]. 

As medical science advances, people are 

living longer but often with complex, chronic 

conditions that require careful management. 

End-of-life care plays a critical role in ensuring 

that patients can die with dignity, preserving 

their autonomy while managing symptoms and 

providing necessary support. The discussions 

surrounding end-of-life care must encompass not 

only medical treatment but also holistic 

approaches that address psychological, 

emotional, and spiritual needs [9]. 

Research shows that effective end-of-life 

care can significantly improve the quality of the 

dying experience. A well-coordinated approach 

can alleviate symptoms such as pain, anxiety, 

and depression often associated with terminal 

illness. Consequently, patients report higher 

satisfaction levels with their care and a better 

overall experience [10]. 

Components of End-of-Life Care 

1. Palliative Care: Palliative care is a 

multidisciplinary approach to treating patients 

with serious illness. Unlike curative 

interventions that seek to eliminate disease, 

palliative care focuses on symptom 

management, psychosocial support, and 

improving the quality of life. It is appropriate at 

any stage of illness and can be provided 

alongside other treatments. Palliative care teams 

typically include physicians, nurses, social 

workers, and chaplains who work together to 

address the patient’s comprehensive needs [11]. 

2. Hospice Care: Hospice care is a 

specific subset of palliative care designed for 

patients with terminal illnesses who are no 

longer seeking curative treatment. It prioritizes 

comfort and quality of life in the final months of 

life, providing medical, emotional, and spiritual 

support both to patients and their families. 

Hospice services may be offered in various 

settings, including the patient’s home, 

specialized hospice facilities, or hospitals. The 

philosophy behind hospice care emphasizes 

living fully until death, cherishing every 

moment, and ensuring that the transition is as 

peaceful as possible [12]. 

3. Advance Care Planning: Advance care 

planning is an integral part of end-of-life care 

that allows individuals to make their healthcare 

preferences known before a crisis occurs. This 

process includes discussions about treatment 

preferences, values, and goals of care, 

culminating in the creation of advance directives 

or living wills. These documents provide 

guidance to healthcare providers and family 

members in making decisions when patients are 

unable to communicate their wishes, thus 

fostering a sense of autonomy and security for 

individuals and their loved ones [13]. 

4. Family Support: Recognizing that 

dying is not solely an individual process, end-of-

life care includes substantial support for families. 

Caregivers and family members often experience 

significant emotional and physical stress as they 

navigate the complexities of caring for a dying 

loved one. Providing them with resources such 

as counseling, support groups, and respite care 

can alleviate some of this burden and foster a 

supportive environment encouraging open 

dialogue about grief and loss [14]. 

5. Spiritual Care: For many individuals, 

spirituality plays a crucial role in coping with 

terminal illness and the process of dying. 

Spiritual care can encompass religious support, 

personal belief systems, and philosophies that 

provide meaning and comfort during challenging 
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times. Integrating spiritual care into end-of-life 

planning and care can help ensure that patients 

feel supported in their psychological and 

existential concerns, promoting peace as they 

face the end of their life [15]. 

Despite the clear benefits of comprehensive 

end-of-life care, many challenges persist in its 

implementation. Disparities in access to quality 

end-of-life care highlight societal inequalities, 

with marginalized groups often receiving 

inadequate support. Geographic barriers, 

socioeconomic factors, and cultural variances 

can impede access to hospice and palliative 

services [16]. 

Communication barriers between healthcare 

providers and patients can lead to 

misunderstandings regarding the goals of care. It 

is vital that healthcare professionals develop 

strong communication skills to engage patients 

and families in open and honest discussions 

about their expectations and desires regarding 

end-of-life care [17]. 

Moreover, the stigma surrounding death and 

dying continues to obstruct meaningful 

conversations about end-of-life care, both within 

families and society at large. People often avoid 

discussing death, leading to under-preparedness 

and uninformed decisions regarding care 

options. Educating the public about the benefits 

of advance care planning and the various 

components of end-of-life care can play a vital 

role in demystifying this subject and promoting 

healthier dialogues around the inevitable [18]. 

Efforts to enhance end-of-life care must 

adopt a multifaceted approach. Policymakers, 

healthcare providers, and society must work 

collaboratively to create frameworks that support 

comprehensive care for individuals nearing the 

end of life. Increasing public awareness and 

understanding of end-of-life care options and 

encouraging advance care planning can 

empower patients and families, allowing them to 

make informed choices that align with their 

values and wishes [19]. 

Healthcare systems can also focus on training 

and supporting medical personnel in providing 

effective end-of-life care. This includes 

developing curricula that emphasize not just the 

clinical aspects of care but also the emotional, 

psychological, and ethical dimensions involved 

in managing the end-of-life experience [20]. 

The integration of technology into end-of-

life care is another area with potential for growth. 

Telehealth services can help improve access to 

palliative care consultations for patients in rural 

or underserved areas. Similarly, enhanced 

electronic health record systems can facilitate 

better communication regarding patient 

preferences and care plans among 

multidisciplinary teams [21]. 

Role of Nurses in Providing Comfort Care 

The domain of healthcare operates on 

principles that encompass not only the treatment 

of diseases and injuries but also attending to the 

holistic needs of patients. Among the myriad of 

healthcare professionals, nurses play a pivotal 

role in delivering comfort care, especially in 

settings where curative measures are no longer 

the primary focus. Comfort care, often associated 

with palliative care, prioritizes the quality of life 

and the alleviation of suffering, recognizing that 

every individual deserves dignity, respect, and 

support during times of health crises or terminal 

conditions [22]. 

Comfort care is an approach that emphasizes 

the relief of discomfort and pain through 

comprehensive support, addressing physical, 

emotional, social, and spiritual requirements. It 

is typically associated with patients suffering 

from serious illnesses or those who are at the end 

of life. Unlike curative care, which aims to 

eradicate illness, comfort care recognizes that the 

trajectory of some diseases cannot be altered and 

instead focuses on enhancing the quality of a 

patient’s remaining time. In this context, nurses 

are frontline providers who bridge the gap 

between patients and their families, participating 

actively in the holistic care process [23]. 

Primary Roles of Nurses in Comfort Care 

1. Assessment and Monitoring: Nurses 

are trained to perform thorough assessments of a 

patient’s condition. In providing comfort care, 
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they monitor vital signs and assess symptoms 

such as pain, nausea, fatigue, and anxiety. This 

clinical vigilance is crucial as it allows for timely 

interventions, which can be pivotal in providing 

relief from distressing symptoms. Regular 

assessments also help nurses tailor care plans to 

meet the individual preferences and needs of 

patients, ensuring a personalized approach to 

comfort [24]. 

2. Pain Management: One of the core 

components of comfort care is effective pain 

management. Nurses work closely with 

healthcare teams to implement pain relief 

strategies, which may include medications, 

alternative therapies, or physical interventions. 

They are responsible for continually evaluating 

the effectiveness of pain management protocols 

and making adjustments as necessary. This 

requires both clinical knowledge and the ability 

to communicate effectively with patients to 

understand their subjective experiences of pain 

[25]. 

3. Emotional Support and Counseling: 

Beyond physical care, nurses offer emotional 

support to patients and their families. Given that 

serious illnesses often provoke anxiety, fear, and 

sadness, nurses are trained to engage in 

therapeutic communication, offering empathy 

and understanding. They serve as advocates for 

patients' wishes, guiding families through 

challenging decisions regarding treatment 

options, and providing bereavement support as 

necessary. The emotional labor involved in 

comfort care requires resilience and a deep sense 

of compassion, enabling nurses to forge strong 

therapeutic relationships with patients [26]. 

4. Coordination of Care: Nurses serve as 

key coordinators within the interdisciplinary 

healthcare team, which often includes 

physicians, social workers, chaplains, and 

therapists. This collaborative approach ensures 

that all aspects of a patient's needs are addressed 

comprehensively. Nurses frequently 

communicate updates and ongoing assessments 

to other team members while advocating for 

patients' needs and preferences. Their unique 

position enables them to facilitate clear 

communication among all parties, including 

caregivers and family members [27]. 

5. Education: An essential, yet often 

overlooked, aspect of nursing in comfort care lies 

in patient and family education. Nurses educate 

patients and their families about the disease 

process, options for palliative care, and the 

potential benefits and side effects of treatments. 

They guide discussions on advance care 

planning, helping families to navigate complex 

decisions about end-of-life wishes. Through 

education, nurses empower patients and their 

families, equipping them with the knowledge 

they need to make informed choices that align 

with their values [28]. 

As advocates of patient-centered care, nurses 

often face ethical dilemmas in a comfort care 

setting. Balancing between respecting a patient’s 

autonomy and ensuring their welfare can pose 

significant challenges. For instance, when 

patients refuse certain interventions or express a 

desire to hasten their death, nurses must navigate 

these conversations delicately while supporting 

the patient’s rights and maintaining ethical 

standards. Additionally, ethical considerations 

extend to addressing disparities in access to 

comfort care, ensuring that all patients receive 

equitable treatment regardless of socioeconomic 

status [29]. 

The impact of nurses in comfort care extends 

beyond individual patients to the broader 

healthcare system. Their role in providing 

comfort significantly influences patient 

satisfaction, quality of life, and overall 

healthcare outcomes. Research shows that 

effective comfort care can lead to reduced 

hospitalizations and healthcare costs, as patients 

who receive comprehensive and compassionate 

care are more likely to experience fewer crises 

requiring acute interventions. Moreover, nurses’ 

involvement in comfort care contributes to the 

emotional well-being of patients’ families, 

potentially decreasing the stress and anxiety 

associated with caregiving duties [30]. 
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Pain and Symptom Management: 

Cancer is a significant health concern 

worldwide, particularly among children. 

Although cancer is comparatively rare in the 

pediatric population, the implications of a cancer 

diagnosis are profound, affecting not only the 

child’s physical health but also their emotional, 

social, and developmental well-being. One of the 

most challenging aspects of pediatric oncology is 

managing pain and other symptoms associated 

with both the disease itself and its treatment. 

Effective management strategies are essential for 

improving the quality of life in young patients, 

minimizing suffering, and facilitating their 

active participation in treatment [31].  

Pain is a complex experience that can be 

challenging to assess in pediatric patients due to 

variations in age, developmental maturity, and 

communication abilities. Pain can arise from 

different sources, including the cancer itself, 

diagnostic procedures, surgical interventions, 

and side effects from treatments such as 

chemotherapy and radiation. Furthermore, the 

subjective nature of pain means that its 

expression varies widely among children, 

making it crucial for caregivers to employ 

effective assessment tools to evaluate its 

intensity and impact on daily functioning [32]. 

The World Health Organization (WHO) 

emphasizes a multi-dimensional approach to 

pain management that considers the biological, 

psychological, and social aspects of the pain 

experience. This biopsychosocial model is 

particularly relevant in pediatrics, as children’s 

perceptions of pain are heavily influenced by 

their emotional state, family dynamics, and 

social interactions. Therefore, a thorough pain 

assessment is foundational in developing 

effective management strategies tailored to each 

child's circumstances [33]. 

Pharmacological Interventions 

Pharmacological management is often at the 

forefront of pain treatment for pediatric cancer 

patients. The goal of pharmacological therapy is 

to alleviate pain while minimizing side effects 

and maintaining functionality. The WHO 

recommends a stepwise approach to pain 

management, which is particularly relevant for 

children undergoing cancer treatment [34]. 

1. Non-Opioid Analgesics: For mild to 

moderate pain, non-opioid analgesics such as 

acetaminophen and non-steroidal anti-

inflammatory drugs (NSAIDs) are the first-line 

options. These can be effective in managing pain 

related to inflammation or post-operative 

recovery [35]. 

2. Opioids: For moderate to severe pain, 

opioids are the primary choice. Morphine is the 

gold standard in pediatric pain management due 

to its efficacy and relatively predictable 

pharmacokinetics. However, clinicians must 

carefully monitor dosage to avoid potential side 

effects such as sedation, constipation, and 

respiratory depression, especially in children 

with compromised respiratory function due to 

cancer or its treatment [36]. 

3. Adjunctive Medications: Medications 

such as anticonvulsants, antidepressants, and 

corticosteroids can also play a role in managing 

pain, particularly in cases involving neuropathic 

pain or complex symptom profiles. For instance, 

gabapentin and amitriptyline have shown 

efficacy in alleviating nerve pain that may occur 

in pediatric oncology patients [37]. 

Non-Pharmacological Strategies 

While pharmacological interventions are 

crucial for pain management, non-

pharmacological strategies should not be 

overlooked. These approaches can complement 

medicinal treatments and provide holistic relief 

for the child [38]. 

1. Psychological Support: Counseling and 

psychological support can help children cope 

with the emotional aspects of cancer treatment. 

Techniques such as cognitive-behavioral therapy 

(CBT) and mindfulness can empower children to 

manage their pain perceptions and develop 

healthier coping mechanisms. Additionally, 

support groups can provide shared experiences 

that alleviate feelings of isolation [39]. 

2. Physical Therapy: Engaging in 

physical therapy can help maintain mobility and 
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function. Therapists can design individualized 

exercise programs to promote physical activity, 

which may facilitate endorphin release and 

reduce pain [40]. 

3. Complementary Therapies: Therapies 

such as acupuncture, massage, and art or music 

therapy have been shown to reduce anxiety and 

pain levels in children with cancer. These 

modalities can lower stress, provide distraction, 

and promote relaxation [41]. 

4. Family Involvement: Involving family 

members in the pain management process can 

enhance the child’s support system and improve 

compliance with pain management strategies. 

Educating parents about pain assessment tools 

and management techniques empowers them to 

advocate for their child’s needs [42]. 

A successful pain and symptom management 

strategy in pediatric oncology requires a 

collaborative, multidisciplinary approach. An 

optimal team typically includes oncologists, pain 

specialists, nurses, psychologists, social 

workers, and physical therapists. This 

comprehensive framework ensures all aspects of 

a child’s care are addressed cohesively [43]. 

Establishing clear lines of communication 

among team members and between the team and 

the family is critical. Regular team meetings can 

facilitate collaborative decision-making, 

allowing for the continuous reassessment of the 

child's condition and pain management plan. 

Furthermore, educating families about the roles 

of different team members can enhance their 

trust and commitment to the treatment process 

[44]. 

Integrating palliative care into pediatric 

oncology practices is crucial for managing pain 

and other distressing symptoms. Palliative care 

focuses on optimizing the quality of life for 

children with serious illnesses, regardless of the 

stage of the disease or concurrent treatment 

modalities. This approach involves early 

identification and thorough assessment of pain, 

along with the provision of relief from 

distressing symptoms while offering support to 

the family [45]. 

Palliative care providers are trained to 

address the psychological, emotional, and 

spiritual dimensions of illness, making them 

invaluable members of the pediatric oncology 

team. Their involvement can enrich the overall 

care of the child, helping families navigate 

complex medical decisions and providing 

resources for psychosocial support [46]. 

Communication in Pediatric End-of-Life 

Care 

Trust is paramount in any healthcare 

relationship, but it bears particular significance 

in pediatric care, where decisions often involve 

sensitive family dynamics and emotional 

difficulties. For parents and guardians navigating 

the uncharted waters of their child’s illness, clear 

and honest communication from healthcare 

providers helps build a reassuring atmosphere. 

Transparency about the diagnosis, prognosis, 

and potential treatment options fosters trust, 

allowing families to feel empowered and 

involved in the decision-making process. This, in 

turn, enables caregivers to engage more 

meaningfully with families, addressing their 

concerns and anxieties in a supportive 

environment [47]. 

A family-centered approach to pediatric end-

of-life care recognizes that the child’s well-being 

is intertwined with that of the family. 

Communication in this context must extend 

beyond the child to include parents, siblings, and 

other significant family members. This holistic 

approach emphasizes the importance of active 

listening, emotional support, and respect for the 

family’s values and preferences. Staff members 

should be trained to navigate difficult 

conversations, using appropriate language and 

sensitivity to each family's unique situation [48]. 

For instance, healthcare providers should be 

adept at discussing a child's diagnosis and 

prognosis in a manner that is both truthful and 

sensitive. The development of a shared decision-

making model places families at the center, 

allowing them to comprehend the implications of 

various treatment options while tailoring care 

strategies to their specific values and wishes. By 
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fostering an open dialogue, healthcare providers 

can alleviate some of the burdens families 

experience, enhancing their overall experience 

during this challenging time [49]. 

Pediatric palliative care, which focuses on 

improving quality of life for children facing life-

threatening conditions, stands to benefit 

significantly from strong communication 

practices. A key aspect of palliative care is 

understanding the child’s and family's goals and 

preferences for care. Effective communication 

allows healthcare providers to engage in 

important conversations about symptom 

management, pain relief, and emotional support 

tailored to the individual needs of the child and 

their family [50]. 

Moreover, discussions centered around the 

child's end-of-life wishes can be an empowering 

aspect of care. While fraught with difficulty, 

allowing children of appropriate age and 

comprehension to voice their thoughts can 

provide solace and a sense of agency, even in 

such challenging circumstances. Thus, 

healthcare providers must be trained to facilitate 

these conversations, leveraging supportive 

communication frameworks that ensure children 

are heard and respected [51]. 

Pediatric end-of-life care occurs in a 

multicultural context where families often 

possess diverse beliefs, values, and customs. 

Healthcare providers must approach 

communication with cultural sensitivity, 

recognizing that their understanding of illness, 

death, and coping mechanisms may differ from 

that of the family. This diversity necessitates an 

awareness of varying attitudes towards medical 

intervention, grief expression, and dying itself 

[52]. 

Taking the time to learn about a family's 

cultural background is vital. It includes 

understanding their preferences for rituals, 

practices, and if they have specific spiritual 

requirements that relate to their coping 

mechanisms. By integrating this knowledge into 

communication practices, healthcare providers 

can foster an environment of respect and 

understanding, enabling families to navigate 

their grief more effectively while upholding their 

cultural values [53]. 

The importance of specialized training in 

communication skills for healthcare 

professionals cannot be overstated. Given the 

complexity and emotional weight of pediatric 

end-of-life scenarios, there is a pressing need for 

healthcare practitioners to develop competence 

in navigating these sensitive conversations. 

Training programs should focus on essential 

aspects such as active listening, empathy, and 

delivering difficult news. Role-playing 

scenarios, for instance, can better equip medical 

professionals to handle real-life situations with 

confidence and compassion [54]. 

Another critical area for training involves 

preparing healthcare teams to support one 

another. In high-stress environments, where 

practitioners may experience personal emotional 

tolls from their work, fostering an environment 

where team members can communicate openly 

about their feelings and experiences can lead to 

a more cohesive care team. This internal support 

strengthens the overall communication strategies 

employed externally with families, ensuring a 

unified and compassionate approach to care [54]. 

Ethical Considerations in End-of-Life 

Decision Making in Pediatric Oncology:  

Before delving into the ethical 

considerations, it is important to understand the 

landscape of pediatric oncology. Cancer in 

children, albeit relatively rare, is a significant 

cause of mortality and morbidity. The most 

common types of cancers affecting children 

include leukemia, brain tumors, and 

neuroblastoma. Treatment modalities can range 

from surgery and chemotherapy to radiation 

therapy and emerging immunotherapies. 

However, the invasive nature of these treatments 

and their often severe side effects can lead to 

scenarios where the burden of treatment may 

outweigh the potential benefits, making end-of-

life discussions imperative [17]. 

One of the core ethical principles in 

healthcare is respect for autonomy. In pediatric 
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oncology, however, this principle is complicated 

by the age of the patient. Children, given their 

developmental stage, may lack the maturity to 

fully comprehend the implications of complex 

medical decisions. Consequently, parents or 

guardians are placed in a crucial position as they 

must act in what they believe to be the best 

interest of their child. This raises significant 

ethical dilemmas surrounding surrogate 

decision-making [33]. 

Parental decision-making might hinge on a 

myriad of factors including cultural beliefs, 

religious convictions, and emotional 

attachments. The ethical principle of “best 

interest” complicates matters further; what 

parents might perceive as best may not align with 

medical evaluations of quality of life, prognosis, 

or even the child’s own preferences when they 

are developmentally capable of expressing them. 

The balance between parental autonomy and 

child welfare often leads to tension within 

clinical settings [12]. 

Effective communication between healthcare 

providers, patients, and families is essential in 

navigating end-of-life issues. Shared decision-

making, a model wherein clinicians and families 

work together, can enhance the decision-making 

process. This model respects the values and 

preferences of the family while providing 

medically accurate information. Clear and 

empathetic communication can ensure that 

families are adequately informed about the 

prognosis, potential treatments, palliative care 

options, and the likelihood of various outcomes 

[44]. 

However, clinicians may struggle with how 

much information to impart and in what manner. 

Disclosure of a terminal prognosis can 

profoundly impact the family’s emotional state, 

yet withholding information can lead to mistrust 

and feelings of helplessness. The goal for 

healthcare providers should be to foster a 

collaborative atmosphere where families feel 

supported in discussing not only treatment 

options but also the possibility of discontinuing 

aggressive interventions when they no longer 

align with the patient's quality of life or wishes 

[53]. 

Palliative care emerges as an indispensable 

component of end-of-life decision-making in 

pediatric oncology. The World Health 

Organization defines palliative care as an 

approach to improve the quality of life of patients 

facing life-threatening illness. It emphasizes 

symptom management, psychosocial support, 

and the enhancement of overall well-being. In 

pediatric contexts, palliative care can alleviate 

suffering—even in cases where aggressive 

treatment may continue [41]. 

The integration of palliative care into 

pediatric oncology can facilitate discussions 

around end-of-life decisions by providing 

families with additional support and helping 

them navigate symptom management and 

emotional distress. Furthermore, it often shifts 

focus from mere prolongation of life to the 

quality of the remaining time the patient has, 

challenging healthcare providers to reevaluate 

their approach to treatment [15]. 

Another layer of ethical complexity in 

pediatric oncology is the availability and 

appropriateness of experimental treatments. 

Given the desperate circumstances that often 

accompany terminal diagnoses, families may opt 

for clinical trials or novel interventions, 

sometimes at the expense of quality of life. 

Ethical questions arise regarding informed 

consent for experimental therapies and the extent 

to which healthcare providers should advocate 

for or against such options [11]. 

In pediatric cases, the ethical imperative 

shifts when weighed against the potential 

benefits and burdens of experimental treatments. 

Parents may press for aggressive actions, while 

physicians must consider the ethical principle of 

non-maleficence—doing no harm. These 

dilemmas can create friction within clinicians 

and families as they navigate through hope, 

optimism, and reality [29]. 

End-of-life decision-making in pediatric 

oncology is also influenced by societal norms 

and cultural beliefs. Different cultures have 



Pediatric Oncology Nursing and End-of-Life Care  

ESIC | Vol. 8 | No. 3 | Fall 2024                                         1033 
 

varying attitudes towards death and dying, which 

can significantly shape how families perceive 

their options and the urgency of decision-making 

processes. Awareness and respect for these 

diverse cultural perspectives are crucial for 

healthcare providers, as misunderstandings can 

exacerbate the emotional burdens on families at 

such a critical time [54]. 

As pediatric oncology care becomes more 

globalized, understanding the influence of 

cultural competency in end-of-life care becomes 

essential. Engaging with families in culturally 

responsive manners can help alleviate feelings of 

isolation and despair and foster an empowering 

environment for families during this challenging 

journey [54]. 

 

Conclusion: 
In conclusion, pediatric oncology nursing at 

the end of life is an intricate and compassionate 

undertaking that requires a deep understanding 

of both medical and emotional needs of children 

with cancer and their families. Effective end-of-

life care hinges on the holistic approach that 

nurses provide, emphasizing not only the 

management of physical symptoms but also the 

emotional and spiritual well-being of patients 

and their loved ones. By fostering open 

communication and collaboration within 

interdisciplinary teams, nurses play a pivotal role 

in ensuring that families feel supported and 

empowered to navigate their child's care 

decisions. 

Moreover, ongoing education and training in 

palliative care are essential for nursing 

professionals to enhance their skills and 

knowledge in this specialized field. As they 

advocate for dignity and comfort in the final 

stages of a child's life, pediatric oncology nurses 

are not just caregivers; they are essential partners 

in the journey, helping families to create 

meaningful memories and honoring the wishes 

of the child. Ultimately, the commitment to 

providing high-quality end-of-life care in 

pediatric oncology is a profound expression of 

compassion, underscoring the importance of 

human connection in the face of life's most 

challenging moments. 
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