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Abstract

The Hippocratic Oath has often been referred to as the ethical foundation of medical practice with the key restriction
“cause no harm” which is also the principle of benevolence in bioethics. In medical profession, the Oath still exemplifies
the key virtues of a doctor in its emphasis on the obligations toward the well‑being of the individual patient. In management
of end‑stage cancer in a depressed economy such as Nigeria, we frequently encounter a wide range of ethical issues
that arise in the provision of palliative care mostly due to the prevailing economic situation and cultural setting. Since
most of these patients came from a lower economic class of the society, with little or no formal education and lived
at a subsistence level, they often find it difficult to provide the medications needed. In a poor setting where health
inequity is rife, and ignorance and poverty are commonplace, a good understanding of medical ethics with a good
model of health care system will contribute to the health professional’s decision‑making that will be in the best interest
of the patients. Physicians must protect the lives of their patients and should never hasten their death. In end‑stage
cancer management, we have to relieve suffering and pains, promote palliative care, and give psychological support
but never abandoning the patient or initiate terminating their life. This presentation is a clinical analysis of the ethical
issues regarding the management of end‑stage cancer patients in a poor economy with a critical overview of end‑of‑life
issues in African perspective.
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Introduction
Worldwide, cancer constitutes serious health morbidity
and mortality with its incidence varying widely according
to geographical location and site of the body characterized
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by age, sex, or race. Estimated prevalence rate of cancer
worldwide shows there were 14.1 million new cancer cases,
8.2 million cancer deaths, and 32.6 million people living with
cancer within 5 years of diagnosis in 2012. Of these, 57%
(8 million) of new cancer cases, 65% (5.3 million) of the
cancer deaths, and 48% (15.6 million) of the 5‑year prevalent
cancer cases occurred in the less developed countries.[1]
In developing countries, most patients present late due
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to a chain reaction of event viz.: Improper health seeking
behavior, poverty and ignorance of the disease, treatment
by quacks and unorthodox medication, nonavailability of
medical personnel, superstitious belief, and family decisions.
End‑stage cancer has often been associated with having one
of the worst effects on the quality of life among affected
patients. The most patients on clinical management have
often demonstrated their concern and priorities on adequate
pain and symptom relief, avoidance of prolongation of painful
death, and relief of both financial and social burden on
relations.[2] The management of end‑stage cancer patients
involves palliative care since most patients are often faced
with uncertain prognosis and treatment outcome. The
World Health Organization (WHO) defined palliative care
as an approach that improves the quality of life of patients,
and their families facing the problem associated with
life‑threatening illness, through the prevention and relief
of suffering by means of early identification, impeccable,
assessment, and treatment of pain and other problems,
physical, psychosocial, and spiritual.[3] Palliative care
improves patient’s treatment outcomes, including family
satisfaction with care and symptom management.[4‑6] It also
promotes patient well‑being and dignity, communication
with healthcare providers, emotional and spiritual support
for the patient and the family, and access to community
support services.[7] Palliative care is often aimed at improving
the quality of life and supporting patients, and the families
of patients with serious and complex chronic illnesses in
whom prognosis is uncertain or may not be measured in
years. There is much difference between euthanasia and
palliative care. Palliative care is not euthanasia nor is it
physician‑assisted suicide. Fundamental differences in each
one of these make them distinctly separate. Euthanasia is
defined as the act of a third party, usually a physician, ending
a patient’s life in response to severe pain or suffering. In
contrast to euthanasia, the intent of palliative care is not
to cause death but to relieve suffering. Palliative care is
long‑term care to make the end‑of‑life stage as comfortable
as possibly, euthanasia is simply putting the patient out of
his or her misery in a humane manner. However, the focus in
this paper is on palliative care. The management of end‑stage
cancer patients involves relieving suffering through a
multidisciplinary and holistic approach that addresses
patients’ and caregivers’ physical, emotional, spiritual, and
logistical needs. In Nigeria, as its often the case with other
developing countries palliative care is a newly emerging
field of health care with little or no documentation of its
services.[8] Consequently, palliative medicine and hospices
have been neglected despite the increasing occurrence of
cancer in the environment.[9] In Africa, health inequity is
rife, and most of these cancer patients more often do not
have financial backings to receive palliative care treatment
and psychological support until they die naturally. In certain
situation, some of the patients are abandoned to their fate
in the hospital because the relations do not have the means
to fund their treatment. About 70% of cancer cases present
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at the advanced stage when the only option available
becomes the palliative care because of limited access to
health facilities and treatment options.[10] There is no doubt
that culture and poor economy among others are limiting
factors to palliative care in our environment in comparison
to developed countries. In the developed countries such
as USA, UK, and Canada palliative care has remained the
hallmark of end‑of‑life care because they practice the core
principle of palliative care which involves open disclosure of
ailments to the patient, autonomy and patients participation
in decision‑making concerning their health, and a workable
health system in contrast to what we have here.

Cancer and Palliative Care in Nigeria ‑ An
Overview
Cancer incidence in Africa is on the increase and according
to the WHO report 12.5% of all deaths worldwide are
attributable to cancer and if the trend continues unchecked,
it is estimated that by 2020, 16 million new cases will be
diagnosed per annum out of which 70% will be in the
developing countries. [11] Literature review shows the
occurrence of cancers in Africans is getting higher,[1] an
ailment which was once believed to be rare due to the
high prevalence of communicable diseases.[7] According to
Parkin et al.[12] about 650,000 indigenous African population
of the estimated 965 million are diagnosed with cancer
annually. While breast cancer is the most common cancer
among women in Nigeria with increasing incidence,[13,14]
the prostate cancer in men is equally on the increase.
Cervical cancer is the second most common cancer among
women worldwide, with an estimated 529,409 new cases
and 274,883 deaths in 2008 with about 86% of the cases
occurring in developing countries.[15] Orofacial cancer, on
the other hand, is becoming a new epidemic as several new
cases are being reported with increasing mortality rate.[16]
Cancers of the oral cavity make up 3–4% of all cancers,
being in eighth place in men and eleventh in women when
the cancer is caused by smoking and alcohol misuse[17] with
5‑year prevalence level of 4.2% for all cancers cases affecting
the lip, oral cavity, and the nasopharynx.[1] The increasing
incidence of oral cancer and the associated mortality
rate emphasizes the need for preventive measure.[18] The
most of the patients often come from a lower economic
class of the society, with little or no formal education and
lived at a subsistence level. Approximately, 100,000 new
cases of cancer occur in Nigeria annually.[19] In Nigeria,
these patients often present at an advanced stage of
the lesion when the only treatment options remain the
palliative care.[16] Palliative care in most African countries
is rudimentary, and most health practitioners have poor
knowledge of palliative care. It has been shown that
established care, support/pain control exists only in few
countries such as South Africa, Zimbabwe, Uganda, Kenya,
Tanzania, and Egypt. Therefore, individualistic approach
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to the management of terminal cancer patients is what
obtains.[20] The University College Hospital, Ibadan was
the first to have structured Palliative Care Services in
Nigeria. Palliative Care Services commenced in 2007 as a
collaborative effort between the Hospital and the Centre
for Palliative Care in Nigeria established in 2003.[21]

Ethics of Managing End‑stage Cancer in a
Depressed Economy
While individual doctors have their own personal beliefs
and values, there are certain professional values on which
all doctors are expected to base their practice. Doctors have
a duty to make the care of patients, their first concern and
to practice medicine safely and effectively. They must be
ethical and trustworthy. Patients trust their doctors because
they believe that, in addition to being competent, their
doctor will not take advantage of them and will display
qualities such as integrity, truthfulness, dependability, and
compassion. Good professional judgment and conduct in
clinical practice should be patient‑centered. It involves
doctors understanding that each patient at the end‑stage
of his or her ailment is unique, and working in partnership
with their patients to address the needs and reasonable
expectations of each patient. The philosophical dictum as
postulated by Plato and Aristotle emphasized the role of
reason both in perceiving what is just and in allowing us to
act justly rather than give in to contrary impulses of desires
and emotions. In the same ethical maxim, the Hippocratic
Oath has often been referred to as the ethical foundation
of medical practice with the key restriction “cause no harm”
which is also the principle of benevolence in bioethics. In
medical profession, the Oath exemplifies the key virtues
of a doctor in its emphasis on the obligations toward the
well‑being of the individual patient.[22] This is the principle
on which the professional conduct of physicians and
surgeons is centered.[23]
Ethics is about duties and obligations: To whom we have
duties, how extensive they are, how best they may be
discharged, and how we deal with conflicting duties and
obligations. Patients have duties and obligations too and
should be respected as moral agents and be seen as an
end but not as a means to an end. Situations where as a
clinician, you consider you have a duty to people other than
your patient; a key issue is how best you discharge these
duties in the best interest of both parties. A duty of care is,
therefore, paramount in the relationship between clinician
and patient, especially in a depressed economy such as
ours.[24] Ethics is not just a set of rules, nor is it a formula
that must be followed blindly or rigidly. Each case should
be treated on its merits and specific circumstances. One
rule fits approach might be unethical as it fails to consider
the specific interests of the prevailing situation. The moral
conduct and responsibility of medical professionals in the
Nigerian Journal of Clinical Practice • Supplement 1 • 2015

clinical management of terminally ill patients such as in
end‑stage cancer in a developing society with depressed
economy should be centered on giving the patients the best
palliative care available to relieve their pains and give them
psychological support.
As clinicians, our obligation to duty is to ensure the well‑being
of our patients and not sacrificing one to make other people
happy. Physicians must protect the lives of their patients and
should never hasten their death. When we cannot cure an
ailment what we have to do is to relieve suffering but never
abandoning the patient or initiate terminating their life. We
must promote palliative care and give psychological support,
so they can find the meaning of life until they die naturally.
In clinical management of terminal diseases, distinction
should be made between optional and obligatory treatment.
Extraordinary treatment can legitimately be forgone but
not ordinary treatment, especially in a depressed economy
like ours. The principle of deontology as postulated by
Immanuel Kant and utilitarianism should come into play
if we apply proper clinical judgment in the management of
terminal ailments with the watchword “cause no harm.”
Extraordinary treatment in this context means using
high‑tech costly equipment such as life support machines
while ordinary treatment is the common pain relieving drugs
used in palliative care such as morphine.
The national health policy of African countries should as
a matter of needs institute health insurance policy to help
patients under palliative care treatment obtained proper
care. The terminally ill patients, rich and poor should
have right to obtain treatment and be free from pain and
discomfort, share quality time with family and friends and
put their affairs in order as they set for their last journey
on earth.[25] A denial of such duty of care should be seen
as an infringement on the human right of the individual.
Because of the economic predicaments of most African
countries, and the fact that palliative care management
and hospices required funding, the health policy makers
in Africa countries should, therefore, institute policies of
palliative care beyond the conventional method obtained
in developed countries with the view of making palliative
care in the African context affordable and achievable.
Hospice and palliative care team can offer the required
comfort and peace of mind as people get near to the end
of life’s journey.[13]

End‑of‑Life Issues and Euthanasia in African
Perspective
In most African countries, the concept of life begins from
the time of conception to the last breath of life and any
human efforts aimed at truncating this natural process of life
is often seen as an abomination. In as much as one may not
rationalize the homogeneity of African culture because we
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live in a pluralistic and complex society, but all traditional
African people believe that the soul of an individual lives
after death. Most Africans, especially the Igbos and Yorubas
of Nigeria believe that people do not die in actual sense,
but transit to join their ancestors at the time the ancestors’
beckon on such an individual. Therefore, it will be a taboo
to institute terminating the life of an individual even in
the state of hopelessness and terminal disease because the
ancestors will be angry and visit the community with plaque.
The Igbos of Nigeria and indeed some other African
societies believe in reincarnation. People are believed to
reincarnate into families that they were part of while alive.
Before a relative dies, it is said that the soon to be deceased
relative sometimes give clues of who they will reincarnate
as in the family. Once a child is born, he or she is believed
to give signs of who they have reincarnated from. This can
be through behavior, physical traits, and statements by the
child. A diviner can also help in detecting who the child has
reincarnated from.[26] These beliefs also extended to their
understanding of health matters. In the traditional African
society most ailments are known to be spiritually oriented
so more often, they resort to a diviner for intervention or
witch doctors, with the believe that most often patients
with incurable diseases are suffering from vengeance from
an offended god for their sins committed in their past life.
Therefore, it will be improper to terminate the life of such
a person in the face of the terminal and incurable disease.
Extended families are still the norm and, in fact, remain
the backbone of the social system in Africa. Grandparents,
cousins, aunts, uncles, sisters, brothers, and in‑laws all
work as a unit through life. Family relationships are
guided by hierarchy and seniority (Familismo). Individuals
turn to members of the extended family for financial aid
and guidance, and the family is expected to provide for
the welfare of every member even in time of ill health.
Therefore, individual that benefited from the family
structure is expected to owe allegiance to the system in
return and in a certain situation, do not have autonomy to
decide on his or her health matters without the family input.
Cultural factors strongly influence patients’ reactions
to serious illness and decisions about end‑of‑life care.[27]
However, the emerging global health care has placed the
Africans on the precipice of being concerned about some
basic questions about life and human values such as the
rights to life and healthy living, euthanasia, healthcare
policy and management, health inequity, and life technology.
The extent to which cultural beliefs should be permitted to
influence health care policy in Africa should be of concern
to policy makers, clinicians, ethicist, and medical experts in
the face of increasing incurable cancer cases and terminally
ill patients in our society.
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Conclusion
The management of end‑stage cancer in a depressed economy
as seen in most African countries such as Nigeria should
be centered on palliative care. We frequently encounter
a wide range of ethical issues that arise in the provision
of palliative care mostly due to the prevailing economic
situation, limited option of treatment, and cultural setting.
In a poor setting where health inequity is rife, and ignorance
and poverty are commonplace, a good understanding of
medical ethics with a good model of health care system will
contribute to the health professional’s decision‑making that
will be in the best interest of the terminally ill patients. As
clinicians, our behaviors, actions, and attitudes must be in
tandem with the services we render to the public regarding
their health. We should be responsible enough to recognize
ethical issues involve in palliative care and make choices
that will be in the best interest of the patients. Clinicians
should, therefore, be accountable to meeting the standards
of care in their practice as required to enhance the public’s
trust. We should adequately be informed that patients
have fundamental right no matter how bad their health
condition may be and are entitled to make choices regarding
their health. We must protect the lives of our patients and
should never hasten their death. When a clinician cannot
cure a terminal ailment such as end‑stage cancer, what
should be done is to relieve suffering and pains but never
abandoning the patient or initiate terminating their life. We
should promote palliative care and give them moral and
psychological support until they die naturally.

Financial support and sponsorship
Nil.
Conflicts of interest
There are no conflicts of interest.

References
1.

2.
3.
4.

5.

6.
7.

8.

International Agency for Research on Cancer (IARC), GLOBOCAN. Estimated
Cancer Incidence, Mortality and Prevalence Worldwide; 2012. Available from:
http://www.globocan.iarc.fr/Default.aspx. [Last accessed on 2015 Mar 14].
Singer PA, Bowman KW. Quality care at the end of life. BMJ 2002;324:1291‑2.
World Health Organization. National Cancer Control Programmes: Policies
and Managerial Guidelines. 2nd ed. Geneva: WHO; 2002.
Higginson IJ, Finlay I, Goodwin DM, Cook AM, Hood K, Edwards AG, et al.
Do hospital‑based palliative teams improve care for patients or families at
the end of life? J Pain Symptom Manage 2002;23:96‑106.
Gade G, Venohr I, Conner D, McGrady K, Beane J, Richardson RH, et al.
Impact of an inpatient palliative care team: A randomized control trial. J Palliat
Med 2008;11:180‑90.
Higginson IJ, Romer AL. Measuring quality of care in palliative care services.
J Palliat Med 2000;3:229‑36.
Casarett D, Pickard A, Bailey FA, Ritchie C, Furman C, Rosenfeld K, et al.
Do palliative consultations improve patient outcomes? J Am Geriatr Soc
2008;56:593‑9.
Soyannwo OA. Palliative care and public health, a perspective from Nigeria.
J Public Health Policy 2007;28:56‑8.

Nigerian Journal of Clinical Practice • Supplement 1 • 2015

Chukwuneke: Ethics of palliative care in late‑stage cancer
9.

10.

11.
12.
13.
14.

15.

16.

17.

Adenipekun A, Onibokun A, Elumelu TN, Soyannwo OA. Knowledge and
attitudes of terminally ill patients and their family to palliative care and hospice
services in Nigeria. Niger J Clin Pract 2005;8:19‑22.
Soyannwo AO. End of Life Care: Palliative Care Initiative in Nigeria. Health
Life for All Foundation; 20th May, 2004. Available from: http://www.hlfonline.
org/articles. [Last accessed on 2015 Mar 14].
Geneva:World Health Organization;World Cancer Report 2008: http://www.
iarc.fr/en/publications/pdfs-online/wcr/2008/. [Last accessed on 2015 Nov 9].
Parkin DM, Bray F, Ferlay J, Pisani P. Global cancer statistics, 2002. CA Cancer
J Clin 2005;55:74‑108.
Adebamowo CA, Ajayi OO. Breast cancer in Nigeria. West Afr J Med
2000;19:179‑91.
Elumelu TN, Adenipekun A, Soyannwo O, Aikomo OO, Amanor‑Boadu SM,
Ogundalu OO. Palliative care experience in breast and uterine cervical cancer
patients in Ibadan, Nigeria. Internet J Pain Symptom Control Palliat Care
2013;10:2‑8.
International Agency for Research on Cancer (IARC), GLOBOCAN. WHO/
ICO Information Centre on HPV and Cervical Cancer (HPV Information
Centre). Human Papillomavirus and Related Cancers in Nigeria. Summary
Report; 2010. Available from: http://www.who.int/hpvcentre. [Last accessed
on 2010 Aug 02].
Chukwuneke FC, Anyanechi EC. Late presentation and synopsis of inoperable
cancer of the head and neck region in Enugu, south‑east Nigeria: Our
experience. Int J Oral Maxillofac Surg 2011;40:1163.
Oji C, Chukwuneke FN. Oral cancer in Enugu, Nigeria, 1998‑2003. Br J Oral

Nigerian Journal of Clinical Practice • Supplement 1 • 2015

Maxillofac Surg 2007;45:298‑301.
18. Oji C, Chukwuneke F. Poor oral hygiene may be the sole cause of oral cancer.
J Maxillofac Oral Surg 2012;11:379‑83.
19. Awodele O, Adeyomoye AA, Awodele DF, Fayankinnu VB, Dolapo DC.
Cancer distribution pattern in south‑western Nigeria. Tanzan J Health Res
2011;13:125‑31.
20. Olaitan AS. End of Life Care: Palliative Care Initiative in Nigeria. Health Life
For All Foundation; 20th May, 2004. Available from: http://www.hlfonline.org/
articles. [Last accessed on 2015 Mar 14].
21. Ana GR, Sridhar MK, Asuzu MC. Environmental risk factors and hospital‑based
cancers in two Nigerian cities. J Public Health Epidemiol 2010;8:216‑23.
22. Collier PF. Oath and Law of Hippocrates. Harvard Classics. Vol. 38. 1910.
Available from: http://www.nktiuro.tripod.com/hippocra.htm. [Last accessed
on 2015 May 22].
23. Hoeyer K, Dahlager L, Lynöe N. Conflicting notions of research ethics. The
mutually challenging traditions of social scientists and medical researchers.
Soc Sci Med 2005;61:1741‑9.
24. Lyno¨e N. Between cowboy ethics and scout morality. In: Medical research
ethics in practice. Stockholm: Liber; 1999.
25. Onyeka TC. Palliative care in enugu, Nigeria: Challenges to a new practice.
Indian J Palliat Care 2011;17:131‑6.
26. Newell WH.Ancestoride! Are African ancestors dead?.Ancestors. The Hague:
Mouton: Walter de Gruyter; 1976. p. 293.
27. Searight HR, Gafford J. Cultural diversity at the end of life: Issues and guidelines
for family physicians. Am Fam Physician 2005;71:515‑22.

S19

