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Abstract

Original Article

Introduction

The global cancer burden is rapidly increasing and is 
projected to dramatically affect low‑  and middle‑income 
countries (LMICs) in the coming decades.[1‑4] It is estimated that 
by 2030, the number of cancer deaths worldwide will increase 
by almost 80%, with the majority occurring in LMICs.[5] In 
India, approximately 1 million people are diagnosed with 
cancer each year and close to 700,000 died from the disease 
in 2012.[6] Almost 70% of patients in LMICs, including India, 
are diagnosed with late‑stage cancer and require excellent 
palliative care to manage multiple symptoms.[5]

The growing burden of cancer in the  developing world is 
poised to strain the already heavy workload of nurses in LMICs 

and exacerbate serious healthcare workforce shortages.[7‑10] 
Worldwide, nurses comprise the largest group of healthcare 
providers.[11] It is essential that feasible, sustainable, and 
specific strategies to support nursing practice in LMICs are 
implemented to improve patient care outcomes, address the 
exploding rates of noncommunicable diseases, and meet 
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the United  Nations health‑related sustainable development 
goals.[11‑15] However, this is not an easy task as nurses who 
provide cancer care in LMICs face numerous challenges, 
including an overwhelming volume of highly symptomatic 
patients, limited access to essential supplies and medications, 
lack of specialized oncology and palliative care training, and 
institutional and professional dynamics of power, stigma, and 
hierarchy that can make the nurse feel disempowered and 
helpless.[9,10,16‑21]

The broader sociocultural and political challenges that affect 
health care delivery in government hospitals in India are 
complex and do not have simple solutions. Continuing to 
improve governmental policy (at both the state and national 
level) should be an ongoing goal to help nurses and patients. 
However, one must balance this goal with the reality that this 
level of change can take significant time. Consequently, the 
goal of this report is more modest: to propose hospital‑level 
recommendations to support nurses who practice in India, 
with the hope that this will, in turn, improve outcomes for 
cancer patients in LMICs. The following recommendations 
are intended to capitalize on existing strengths and be 
constructive, pragmatic and implemented at the institution/
hospital level.

Methods

This report describes recommendations for nursing practice 
that were identified as a part of a larger ethnographic study that 
explored nurse moral distress and cancer pain management in 
India.[16,22] The challenges and opportunities discussed below 
are based on interviews and observations collected during 
9 months of in‑country immersion fieldwork by the first author.

Design
Methods for the parent study have been described in detail 
elsewhere.[16,22] In brief, the original project was a qualitative, 
ethnographic study designed to explore the experiences of 
nurses who care for patients with advanced cancer in India.

Setting
South Indian Cancer Hospital (SICH [A pseudonym is used to 
protect the identity of the institution and research participants]) 
is a 300‑bed government/public sector cancer hospital in 
urban South India known to the first author through previous 
collaborations. Typical of government sector hospitals in India, 
SICH serves a predominantly impoverished population and 
faces serious resource shortages. SICH is the only government 
cancer hospital in the state, and many patients travel from 
far distances to receive treatment. The hospital accepts 
approximately 10,000 new patients a year, and the majority of 
patients present in the late stages of cancer, with a high symptom 
burden. Inpatients are admitted to the general wards (surgical or 
medical), pediatrics, or Intensive Care Unit (ICU) and there is a 
large outpatient clinic population (radiation, medical oncology, 
surgical oncology, palliative care). At the time this research 
was conducted there were 79 bedside nurses (including head 
nurses, government nurses, and contract nurses) and 1 nursing 

superintendent employed at SICH. Currently, there are 10 head 
nurses, 64 government staff nurses, 36 contract staff nurses, 
and 1 nursing superintendent.

Data collection
Participants were recruited using an informational flyer (written 
in the local language) distributed at a meeting with the nursing 
staff, through interactions during observational experiences, 
and by word of mouth. Data were collected over 9 months 
from September 2011 through June 2012. Consistent with the 
principles of ethnography, data collected consisted primarily 
of observations and interviews.[23‑25] A key goal was to collect 
data from different sources that could be used for corroboration 
and comparison.[26,27]

Interviews were approximately 1  hour in length and 
audio‑recorded with permission. A  translator assisted as 
needed. Interview questions were open‑ended and designed 
to allow the participant to talk freely about their experiences 
caring for cancer patients. During interviews and informal 
conversations, the first author asked participants questions 
such as, “What could help make your job better or easier?” 
Many participants had a difficult time answering this question, 
but some nurses had very specific suggestions as to how to 
improve patient care and were eager to share their thoughts.

Observations involved “shadowing” (closely following) nurses 
in their day‑to‑day care of patients. Most (but not all) of the 
nurses shadowed were also formally interviewed. Observations 
were recorded in the field as small notes (or memos) and then 
expanded into larger, written explanations of the observations 
each evening (known as “field notes”).[24]

Data analysis
Formal interviews were transcribed and accuracy of translation 
was verified by two independent speakers of the local language. 
The translated interviews were analyzed using a qualitative 
software program (Dedoose version 4.5.91) to organize the text 
to answer specific questions and identify the main messages 
or themes.[16] Field notes were organized chronologically 
and iteratively analyzed for patterns that confirmed or 
contradicted interview findings. Field note and interview data 
were integrated into a narrative account that addressed the a 
priori research questions. The results from data analysis were 
validated with participants informally during fieldwork and 
formally at the completion of fieldwork through a hospital‑wide 
presentation.

Ethical considerations
Institutional Review Board  (IRB) approval was obtained 
from both the University of Utah  (USA) and the SICH 
Ethics Committee before data collection. The project was 
also reviewed and approved by the Government of India. 
Participants who agreed to be formally interviewed were 
verbally consented using an IRB approved consent form in 
both English and the local language. No financial compensation 
was offered, but participants who were formally interviewed 
received a small gift of appreciation (valued at approximately 
Rs. 700, $10 USD). Participant identity was disguised, 
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and location and identifying details were altered to protect 
confidentiality.

Results and Discussion

A total of 54  (n  =  54) formal, semi‑structured interviews 
were conducted. Of these 54 interviews, 37 (n = 37) nurses 
from SICH were formally interviewed, as well as 22 (n = 22) 
other caregivers  (physicians, pharmacists, etc.) who work 
closely with nurses [Tables 1 and 2]; some participants were 
interviewed more than once. In addition, over  400  hours 
of observations were conducted, mostly at SICH. Limited 
observations for comparison were also conducted at two other 
local government hospitals (a nearby maternal and child health 
hospital and a general hospital), one private/corporate cancer 
hospital, one trust cancer hospital, and also with rural outreach, 
hospice, and home care teams.

The primary study findings that address the research questions 
related to nurse moral distress and access to pain relief have 
been reported elsewhere[16,22] and are not the focus of this 
report. Instead, this report focuses on sources of work‑related 
distress experienced by the nurses in a government cancer 
hospital in India and institution‑level recommendations to 
help support nurses in their care of cancer patients. The 
key recommendations identified to support nurses in India 
include: prioritize safety, optimize the role of the nurse 
and explore innovative models of care delivery, empower 
staff nurses, strengthen nursing leadership, offer relevant 
educational programs, enhance teamwork, improve cancer pain 
management, and engage in research and quality improvement 
projects.

Each recommendation is described below by detailing the 
specific challenge and opportunities. Except recommendation 
#1, which is felt to be the most urgent priority and is therefore 
listed first, the additional recommendations are considered 
equally important and are not ranked in any particular order. 
Hospital directors may wish to review the list, ideally in 
consultation with their nursing colleagues, and focus efforts 
on priorities most relevant for their specific institution. Table 3 
provides a summary of the recommendations, along with 
supporting quotes from participants.

Recommendation #1: Prioritize nurse safety
Challenge
Two primary safety concerns for nurses emerged from the 
data: (1) occupational hazards related to lack of supplies and 
chemotherapy administration and (2) perceived risk of personal 
workplace violence/harassment.

Lack of supplies and chemotherapy administration
Many nurses were distressed by the lack of supplies, such 
as thermometers, bedpans, and wheelchairs. Lack of basic 
resources (such as running water or soap) compromised the 
safety of nurses and patients and made it extremely difficult 
to implement fundamental elements of nursing practice, such 
as good hand hygiene, which has been demonstrated to be the 

most important front‑line strategy in reducing the spread of 
infection in hospitals.[28]

Another critical safety issue, voiced by almost every nurse, 
involved the mixing and administration of chemotherapy, which 
occurred without access to a ventilation hood or appropriate 
personal protective equipment. Most nurses feared for their 
physical health related to exposure to chemotherapy (and to 
a lesser extent, radiation) and verbalized some understanding 
of the risks. Many expressed specific concerns about how 
exposure could affect their menstrual cycles, fertility, and 
ability to carry a child. These concerns are legitimate and well 
documented in current guidelines.[29‑32]

Opportunities
Providing appropriate incentives and accountability for nurses 
to engage in regular, between‑patient hand sanitization (such as 
with hand sanitizer gel if sinks/water are not easily accessible) 

Table 1: Primary participant demographics

Variable n (%)
Nurses 37 (100)
Gender

Female 35 (94.5)
Male 2 (5.4)

Position
Staff nurse 32 (86.5)
Head nurse/administration 5 (13.5)

Posting
Wards* 26 (70.2)
Pediatrics 5 (13.5)
Palliative care 4 (10.8)
Home care 2 (5.4)

Education
General Nurse and Midwifery 31 (83.7)
Bachelor of Science 6 (16.2)

Classification
Government 25 (67.5)
Contract** 12 (32.4)

*General wards, oncology outpatient clinics, ICU, blood bank; 
**Pediatrics, palliative care, home care, ICU. ICU: Intensive Care Unit

Table 2: Secondary participant demographics

Variable n (%)
Total 22 (100)
Position

Physician* 5 (22.7)
Volunteer/student** 5 (22.7)
Family attendant 4 (18.2)
Social worker 4 (18.2)
Pharmacist 2 (9.1)
Ayah*** 1 (4.5)
Administrative assistant 1 (4.5)

*South Indian cancer hospital physicians: 2 palliative care, 1 radiation 
oncology, 1 medical oncology/pediatrics, 1 surgical trainee; **Two 
physicians (medical student; retired oncologist), two nurses (home care; 
oncology), one biologist; ***Housekeeper
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Table 3: Summary of recommendations and supporting participant quotes

Recommendations Exemplar quotes
Recommendation #1: Prioritize nurse safety

Effectively address nurse concerns related to chemotherapy safety
Promote hand hygiene and needle safety
Provide basic oncology and chemotherapy training to all cancer 
nurses
Ensure security for nurses on evening/night shifts
Provide communication training to nurses and physicians regarding 
breaking bad news and discussing prognosis

If two nurses are at the table, from morning 9 to 12:30, they will be mixing 
chemotherapy. They do nothing else. We inhale all that… We have to get the 
chemo on the same day, we have to mix it and give it to the patient. In that 
time, to give 25 chemos per day in a single ward, it is very stressful… They 
are not providing aprons… Not even sufficient gloves…. From long time, this 
practice is going on. ‑ RN12, general ward nurse
Sometimes, if patient is getting worse they (family attendants) come 
and attack us. ‑ Group consensus during interview with four staff 
nurses, ‑ RNs11‑14, general ward nurses
The big ones (gaps) that I identified were, needle safety and disposal of sharps. 
And then the other thing was around… basic oncology, what is cancer? What 
is chemotherapy? How does it work? ‑ HCP4, visiting nurse from the West

Recommendation #2: Optimize the role of the nurse and explore 
innovative models of care delivery

Match nurse‑to‑patient ratios with expectations of the nursing role
Reevaluate documentation and clerical requirements
Incentivize nurses to work to the full extent of their training
Leverage informal caregiving provided by family attendants and 
ayahs/ward boys

First thing is all paperwork, they have to keep one. Means, they have to post 1 
person for all these clerical… No! It is not necessary (for this person) to be a 
nurse. Someone qualified, that’s all. So they can enter all these things. ‑ RN2, 
general ward nurse
For that (documentation), we are wasting so much time, spending so much 
time. ‑ RN4, ICU nurse
When we have to give it to 25 patients at a time, we can’t concentrate on a 
single patient. Just we are giving like machines. ‑ RN11, general ward nurse
For my job to be better, I want more isolation room, want more staff, and my 
patient census should come down; rather than 10 or 15, it should be 4‑6; then I 
can look after them comfortably. ‑ RN25, pediatric nurse
80:1 (nurse to patient ratio)… There will be one sister in the evening and 
night… What will we do better in our work? We feel frustrated. ‑ RN18, 
general ward nurse
They’ll (family attendants) take care of everything including vomiting, 
motions, and take them to the bathroom, they’ll take care of, if getting 
vomiting, they will catch the bowl. They will clean his mouth. Everything 
they’ll do. They’ll bring food, they’ll cook food, they’ll feed them. ‑ RN16, 
general ward nurse

Recommendation # 3: Empower staff nurses: Facilitate and 
incentivize accountability and development of professional expertise

Assign nurses permanently to one ward to create stable staffing 
patterns and sense of ward cohesion
Admit patients to the wards by specialty/type of cancer
Strive to give nurses individual patient assignments
Identify and support nurses with a genuine interest in professional 
development

I think having specialized nurses who stick to one place, and who are 
accountable to one person… it will help. So here one day I see a nurse, the 
next day she is not there. So then there is no way I can empower. There is no 
team. ‑HCP1, physician
Probably, we should have more staff, dedicated staff, and each staff should be 
given a separate responsibility, like this person is going to take care of this job 
for so many patients. So, they have to be made in‑charge of that particular job 
and accountability also should be there. ‑ HCP11, physician
If all Medical Oncology cases were put at one place, then it would be 
better. ‑ RN9, general ward nurse

Recommendation #4: Support and strengthen nurse leadership; 
Provide opportunities for interdisciplinary role modeling

Hold monthly staff meetings for nurses
Utilize advanced practice nursesa (clinical nurse specialists, nurse 
educators, or equivalent) on the wards
Promote the leadership role of senior and head nurses

They should conduct meetings once a month in the hospital especially for the 
nursing staff… Like the practical nurse in the ward, they should have here 
teaching nurse, clinical nursing. Then they will know what to do, what not to 
do… If they provide a teaching nurse, she will conduct meetings and then will 
organize everything and inform us what is happening and when. It should be 
like that. ‑ RN29, general ward nurse
Some seniors, they won’t do duties and all, they feel only juniors should do… 
Who has the biggest mouth, they will have more importance. ‑ RN16, general 
ward nurse

Recommendation #5: Offer relevant educational programs: Involve 
motivated nurses in teaching others and community outreach

Require all nurses to complete a basic oncology and chemotherapy 
training course
Secure funding through philanthropic donations or other 
mechanisms to send selected nurses to oncology‑related training 
within India or South East Asia; they should teach others when they 
return in a train‑the‑trainer model
Enlist bachelor’s (or master’s) degree prepared nurses to lead 
educational initiatives for other nurses and care providers (family 
attendants, ayahs, ward boys) within the institution
Support nurses in community outreach efforts, particularly related 
to cancer prevention and screening

Not only in this hospital, but a lot of people don’t know about cancer. There 
is no awareness about what is cancer. So, cancer awareness is required for 
people in villages. For that to happen, it is a huge process, but they can know 
if we tell them as much as we can about it. ‑ RN25, pediatric nurse
(Here, the participant refers to a training course she attended at her own 
expense) What I have learned there is pre‑ and post‑chemotherapy care, 
pre‑ and post‑surgery care… that I want to tell my colleagues, but I have no 
chance. ‑ RN16, general ward nurse

Contd...
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is important to prevent infection among vulnerable cancer 
patients whose immune systems are weakened by the effects 
of chemotherapy, radiation, and surgery. Supplies that directly 
relate to patient and nurse safety (for example, gloves, soap, 
“sharps” containers to dispose of used needles) are essential and 
increased accountability related to their use is recommended. 
Hospital administrations and senior personnel can work to 
ensure that these resources are available and utilized by nurses, 
other healthcare providers, and family attendants  (family 
members). For example, at a pediatric public hospital in Nepal, 
V.L. observed that the primary family attendant was provided 
with a bottle of hand sanitizer that was kept at the patient’s 
bedside; the family attendant was tasked with offering hand 
sanitizer to every care provider that approached the patient.

Safety issues related to chemotherapy are important for all 
staff who handle and administer chemotherapy, but they 
are particularly essential for nurses directly involved in the 
reconstitution and mixing of chemotherapy agents, and who 
are at high risk for repeated exposure through inhalation, 
dermal absorption, or ingestion.[30] Some have called for LMIC 
hospitals to prioritize hiring dedicated pharmacists or pharmacy 
technicians to assume the task of mixing chemotherapy, thereby 
removing this activity from the work of nurses.[10] While this 
could be an important strategy, it is often complicated by a lack 
of trained pharmacists and available safety equipment[8,9] and 
perceived role expectations of the nurse. In the meantime, one 

idea is to mandate pharmaceutical companies who distribute 
chemotherapy agents to institutions such as SICH to include 
adequate amounts of personal protective equipment (gloves, 
aprons, masks, eye protection) for nurses along with their 
shipments and require senior and head nurses to ensure they 
are properly used.

It is important to note that larger system issues related to safe 
disposal of bio‑hazardous waste are a crucial environmental 
and safety issue that needs to be addressed by the local and 
state government. However, most urgently, hospital staff, 
patients, and family attendants must be protected from 
unnecessary exposure to cytotoxic agents and needle‑sticks 
while in the hospital, and effective strategies can be simple 
and cost‑effective. For example, chemotherapy mixing tables 
in the wards could be moved further away from patients 
and family members and closer to windows and fans for 
improved ventilation; basic wooden ventilation hoods could 
be constructed to make chemotherapy mixing safer for nurses, 
and family members discouraged from handling chemotherapy. 
Nurses could be provided with inexpensive, reusable, plastic 
point‑of‑use trays, so they are able to keep sharps more safely 
contained as they move bed‑to‑bed, patient‑to‑patient (this last 
strategy was piloted on the pediatric wards by Z.L. during a 
trip to SICH with significant success).

Providing basic chemotherapy safety training for nurses (and 
any other caregivers involved in handling chemotherapy) 

Table 3: Contd...

Recommendations Exemplar quotes
Recommendation #6: Enhance teamwork

Foster and reward positive interdisciplinary teamwork and 
cooperation
Encourage nursing and physician leaders to role model effective 
interprofessional communication
Ensure psychosocial support for patients

We need to have cooperation between the doctors and us (nurses), the class 
4 (class 4 employees, ward boys/ayahs). We should have cooperation from 
everybody, all should have knowledge about the patient. ‑ RN20, general ward 
nurse
But if the crowd is more, maybe we can take some help from the volunteers or 
social workers, and we come together as a team… Some financial supporters, 
all those things. Like some network. If I am a nurse, I should have a good 
network… ‑ RN1, general ward nurse
There should be counseling here, but there is no counseling for the 
patient. ‑ RN29, general ward nurse

Recommendation #7: Improve cancer pain management
Ensure reliable availability of opioids (especially short‑acting oral 
morphine) within the institution
Encourage all nurses to take a palliative care course (see 
Recommendation #5)
Increase nurse accountability to assess and manage pain
Consider a specially trained team of nurses to improve access to 
opioids and symptom relief in rural areas and for community‑based 
patients

Finally, we all feel to have more number of home care services, so that more 
patients are seen by care providers. ‑ HCP3, home care team counselor
Before morphine, patients used to suffer a lot. They used to shout, they used to 
roll on the ground in pain. ‑ RN16, general ward nurse
Some patients will need tapping, dressing. It is also very problematic to bring 
them to hospital from a long distance. They have breathlessness. The patient 
might have a problem when they are brought to the hospital. The patient may 
expire. That sort of difficulty should not be there. There should be home care 
mainly. ‑ RN36, home care nurse

Recommendation #8: Engage in research opportunities and 
quality improvement projects

Capitalize on the existing strengths of the nursing staff
Identify nurses with leadership potential; work to develop their 
research and quality improvement skills
Consider community‑based participatory approaches that focus 
on a safe work environment and improving pain management for 
patients

I definitely think that one of the most helpful things that we can do is to 
promote research in this context. One, to better be able to identify the 
problems that are here (India). And also try to come up with solutions that are 
context appropriate. We won’t be able to do that with data from the West… 
We have to find a way to do it here. ‑ HCP9, visiting trainee physician from 
the West

aAn “advanced practice nurse” in the U.S. is a nurse with advanced training (generally a master’s degree) in clinical care, quality improvement, or 
education. HCP: Healthcare Provider; ICU: Intensive Care Unit
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could be done cost‑effectively by exploring local or regional 
chemotherapy training programs that already exist, partnering 
with nongovernmental organizations or other nonprofit 
training institutions, or through an international “twinning 
program” with oncology certified and specialist nurses who are 
informed and sensitive to the realities of practice in LMICs.[33] 
Particular attention should be given to chemotherapy dose 
calculations and prevention of chemotherapy extravasations 
and needle‑sticks. Education about safe needle practices 
and tools to help nurses administer medications and insert 
intravenous lines with less risk of getting accidently 
punctured (“stuck”) by used needles is needed. Nurses (as well 
as auxiliary staff and family attendants who are likely to be 
monitoring chemotherapy infusions on an overcrowded ward) 
must be taught to promptly recognize the signs and symptoms 
of extravasation and how to properly intervene to prevent 
potentially devastating complications.

Perceived risk of personal workplace violence
Nurses expressed fear that family attendants would verbally or 
physically attack them if a patient’s clinical status deteriorated 
or a patient died unexpectedly during their shift. Female nurses 
seemed especially concerned about their personal safety during 
evening or night shift when staffing and security were minimal. 
Other female nurse participants did not express explicit 
concerns for their personal safety, but a more general discomfort 
in attending to the personal care needs of male patients.

Opportunities
Nurses’ fear of personal violence in the hospital is not 
unique to India and has deep and complex roots, including 
disconnection between nurses and family attendants, 
lack of information or misunderstandings by family 
attendants regarding patient prognosis, frustrations related to 
overcrowding and understaffing, and societal perceptions and 
stereotypes regarding gender, status/class, and the profession 
of nursing.[16,17,34] Strategies to address this concern are equally 
complex, but a first step could include acknowledging the 
nurses’ fears in a formal meeting with hospital leadership 
and increasing meaningful security presence at night 
within hospital wards. Promoting opportunities for positive 
interactions between nurses and family attendants, as well as 
training physicians and nurses to effectively discuss prognosis 
and break bad news to family members, represent longer term 
and upstream strategies to help address concerns of personal 
violence. Hiring a diverse nursing workforce, to include more 
male nurses, is also a potential strategy.

Recommendation #2: Optimize the role of the nurse and explore 
innovative models of care delivery
Challenge
Almost all nurses discussed stress related to nurse‑to‑patient 
staffing ratios. Many felt that increasing the number of nurses 
was a crucial factor to improve patient care, particularly 
on evening and night shifts. Ratios on the general wards 
of one nurse to sometimes over fifty patients are extremely 
challenging/impossible, and by default, reduce the nurse to 
a medication technician and clerical scribe. “No time” was 

the primary reason given by nurses to explain compromised 
patient care. Most nurses expressed that they found the amount 
of required documentation tedious and the major barrier to 
having time to provide direct care to patients.

Opportunities
Increasing the number of nurses is recommended in 
combination with reexamining the roles and responsibilities of 
the nurse. In other words, hiring more nurses to allow for better 
nurse‑to‑patient ratios is an important step, but it is not enough 
by itself. Hiring additional nurses will be more successful 
if it is accompanied by concurrent efforts to encourage and 
incentivize nurses to practice to the full extent of their training 
and capacity. Supporting nurses to realize their full scope of 
practice will require commitment by hospital leadership and 
buy‑in from senior nursing staff.

One way to give nurses in the current system more time 
to care for patients is to reexamine the type and amount of 
documentation required and who is responsible for it. Much 
of the currently required documentation is redundant and has 
a debatable role in improving patient care. One senior nurse 
suggested that the burden of clerical work could be largely 
delegated to nonnursing personnel. Reducing clerical work 
may alter the “identity” of general ward nurses, and a period 
of intensive role modeling may be necessary to help nurses 
focus on patient‑centered aspects of their job that can occupy 
time previously dedicated to documentation.

It is unlikely that the large patient‑to‑nurse ratios in LMIC 
public sector hospitals will improve in the near future; in 
fact, they will likely worsen as the global burden of cancer 
and other noncommunicable diseases explodes. Therefore, 
it is critical that pragmatic, scalable, and novel care delivery 
models are implemented and evaluated. For example, in 
SICH, a family attendant is required to remain in the hospital 
for the patient to receive care. Family attendants, along with 
ayahs (housekeepers) and ward boys (orderlies), informally 
perform and assist with many crucial nursing‑oriented tasks, 
such as medical administration, dressing changes, toileting, and 
mobilizing patients. New models of care delivery that formally 
train, support, and leverage the activities of the family attendant 
and auxiliary staff[35‑37] can provide cost‑effective approaches to 
improve patient care in hospitals such as SICH; more resources 
and funding should be directed towards implementing and 
evaluating such models.

Recommendation #3: Empower staff nurses:  Facilitate and 
incentivize accountability and development of professional 
expertise
Challenge
Nurses in this study, particularly those on the general wards 
(versus specialty departments, such as pediatrics or palliative 
care), reported limited opportunities and incentives to develop 
their professional expertise.

Opportunities
Many nurses expressed eagerness to enhance their professional 
skillset; such individuals could be organized into an informal 
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“professional development team” to help improve care 
delivered at the bedside. Examples of specific strategies 
to enhance accountability, continuity of care, and foster 
the development of professional nursing identity include: 
assigning nurses permanently to a specific ward to create stable 
staffing patterns (versus requiring nurses to shift/rotate wards 
every few months); assigning/admitting patients to the wards 
by specialty/type of cancer to help nurses develop proficiency 
and expertise in caring for a specific cancer population, such as 
medical oncology patients; and give nurses individual patient 
assignments, when possible, to increase nurse accountability 
and the connection between the nurse and patient/family 
attendant.

Nurses who demonstrate an eagerness to enhance their skill 
set and leadership potential should be identified by hospital 
administrators, given more decision‑making authority, 
and provided with opportunities and financial support for 
professional development, expecting that they will formally 
share this knowledge with colleagues.

Recommendation #4: Support and strengthen nurse leadership; 
Provide opportunities for interdisciplinary role modeling
Challenge
Participants expressed concerns regarding strained interactions 
between different groups of interdisciplinary care providers, 
limited decision‑making opportunities for nurses, and an 
emphasis of seniority over competence.

Opportunities
Certain departments within SICH have the benefit of 
particularly strong physician leadership and advocacy; 
this results in greater support and additional professional 
development opportunities offered to nurses working in these 
departments. Importantly, these physicians provide excellent 
role modeling for nurses related to communication with 
patients and family attendants and a commitment toward 
solving difficult patient care problems. Identified physician 
champions for nurses should be formally recognized and 
supported by hospital leadership.

There is great potential for senior and head nurses to assume 
increased responsibilities in the development of junior 
staff through role modeling and promotion of professional 
standards. Similar to staff nurses who could be permanently 
assigned to one ward, head nurses could also be permanently 
assigned to one ward (versus shifting/rotating from ward to 
ward). This may foster an increased sense of accountability 
and continuity in the supervisory management and professional 
development of junior nursing staff.

One participant  (who had significant nursing experience in 
the private sector and also abroad) suggested that regular staff 
meetings and educational activities for nurses are important 
and should be organized for nurses at SICH; this is a role 
that head nurses could potentially assume, with appropriate 
mentorship. This participant also suggested that a “teaching 
nurse” should be available on the wards to support nurses. 

This suggestion seems consistent with the employment of a 
clinical nurse specialist (CNS) or nurse educator (terms used in 
the United States or Canada) – a nurse with advanced training 
who can help teach and guide other nurses in best practices and 
quality improvement efforts.[38] One strategy for government 
hospitals in India could be to prioritize employment of two 
Master’s prepared nurses  (either from within India or from 
another country or similar setting) to help supervise clinical 
practice, write protocols and standards of care, and role model 
patient‑centered care. Clearly, this represents a financial 
investment for the hospital, but there are cost‑effective and 
creative ways to explore this possibility. For example, it may 
be possible to partner with a College or School of Nursing, 
either from within India or internationally, who offers academic 
credit to graduate nurses for this type of practicum global health 
work. Additional “twinning” partnerships could be sought 
within professional organizations that have a commitment to 
global oncology nursing, such as the International Society for 
Nurses in Cancer Care.[39] Long‑term immersion in the field 
by a nursing mentor, or team of nursing mentors, sensitive to 
the on‑the‑ground realities and cultural context of the specific 
LMIC setting, could be a helpful strategy to role model caring 
and advocacy behaviors.[40,41]

Recommendation #5: Offer relevant educational programs: 
Involve motivated nurses in teaching others and community 
outreach
Challenge
Nurses are on the frontlines of managing cancer treatment and 
symptoms, but most of them do not receive formal training 
related to oncology care.

Opportunities
There are many educational topics relevant for cancer 
nurses in India, especially related to palliative care and 
chemotherapy. Standardized, general content regarding 
cancer biology, treatment modalities, symptom management, 
and palliative care should be integrated into preclinical level 
(e.g., General Nurse and Midwifery (GNM), and BSc) nursing 
curricula.[42] A more specialized, standardized chemotherapy 
certification course  (that focuses on safe chemotherapy 
mixing and administration, managing treatment side 
effects, and oncologic emergencies) should be required for 
all government and private sector oncology nurses who 
administer chemotherapy. Curricula models exist that cover 
general oncology topics, as well as specific palliative care 
and chemotherapy content;[43‑46] however, most are based 
on high‑income country resources. It is critical that any 
oncology nurse curriculum or chemotherapy certification 
course developed for India (or any LMIC) is culturally and 
contextually relevant, developed and ultimately taught by 
in‑country leaders to ensure sustainability, and involves 
hands‑on, mentored practice at the bedside.[10,16,21,47]

One excellent example of a relevant in‑country training course 
is the month long palliative care course offered at SICH, which 
has been completed by all of the palliative care department 
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nurses and a limited number of the general ward nurses. 
A  modified and abbreviated version of this course, which 
emphasizes pain assessment and management, care of the 
actively dying patient, and communication, is recommended 
for all cancer nurses in India. General ward nurses should 
be taught basic principles regarding the safe and beneficial 
use of morphine even if they are not administering the 
medication themselves. Obviously, this requirement could 
strain existing resources (in terms of time needed to teach the 
class and nurses being away from their wards), and support 
would need to be granted at the institutional level. Exploring 
telehealth and e‑learning delivery models may be an option 
depending on the institution’s technology and internet 
capabilities. However, meeting this goal could also promote 
nursing development as the classes could be taught by nurses 
who have already completed the training and who can role 
model to others effective ways to communicate and manage 
symptoms. A  train‑the‑trainer approach that capitalizes on 
local expertise and cultural knowledge is essential. Such an 
approach has the potential to empower nurses and improve 
patient care by focusing on the types of scenarios nurses 
typically encounter at hospitals such as SICH. For example, 
most Western nurses  (except specially trained wound and 
ostomy nurses) have limited knowledge about how to manage 
the complicated wounds often seen in LMICs; SICH palliative 
care nurses are already experts in this area and have much 
knowledge to share with nursing colleagues. Another potential 
benefit of a train‑the‑trainer model is that it may foster greater 
cooperation and collegiality between distinct groups of nurses 
within an institution (for example, between contract nurses and 
government appointed nurses). At SICH, many lay‑providers, 
such as volunteers and family attendants, and ayahs and ward 
boys care for patients; these individuals could also be involved 
in nurse‑led educational programs to learn about symptom 
management and caring for cancer patients; such a program 
may be a positive step to further improve interactions between 
family attendants, ayahs/ward boys, and nurses.

A number of nurse participants also discussed their interest in 
educating members of the community about cancer screening 
and prevention. This is an area ripe for nurse leadership as it 
is a project well aligned with the professional goals of nursing 
and has the potential to make a significant and positive impact 
on the local community. Nurses who have an interest in this 
type of community outreach should be identified, and a nursing 
leader, ideally within the home institution, could be assigned 
to coordinate and facilitate this professional activity.

Recommendation #6: Enhance teamwork
Challenge
Many nurses talked about the importance of “teamwork” and 
believed that more could be accomplished by working together. 
However, a strong sense of hierarchy and segregation among 
physicians, nurses, class IV employees (ward boys and ayahs), 
and patients and family attendants within the hospital (observed 
during fieldwork) may create barriers to cooperation as equal 
team members. Nurses, especially on the general wards, 

expressed distress related to professional isolation and lack 
of supportive services. The absence of counseling services to 
help patients and family attendants cope with the tremendous 
psychosocial and financial impact of cancer was mentioned 
by a number of nurses (and other healthcare providers), who 
felt like this was an important element of the “team” missing 
on the general wards.

Opportunities
While it would be naïve to ignore the reality of longstanding 
power dynamics, certain measures can be taken to enhance a 
sense of teamwork. For example, working together to offer 
interdisciplinary education  (see Recommendation #5) may 
be one way. Nursing leaders could role model collegial, 
interdisciplinary collaboration between different groups of 
nurses within the hospital and with physicians and ward boys 
and ayahs. Physician champions within a hospital can engage 
nurses collaboratively on patient rounds and role model 
effective interdisciplinary and patient‑provider communication.

It may be an extremely beneficial investment for hospitals to 
enhance social work and counselor support to improve patient 
care and reduce the risk of nurse burn‑out.

Recommendation #7: Improve cancer pain management
Challenge
Opioids, such as morphine, are critical to manage cancer pain, but 
access to these medications is often problematic in LMICs.[48‑52] 
Progress has been made to improve opioid availability within 
India, but many patients with cancer still suffer in avoidable 
pain.[53‑55] For example, the palliative care department at SICH 
has made significant effort to procure morphine and make 
the medication available to patients, especially those seen in 
the palliative care department. However, most nurses on the 
general wards reported (and were observed to have) a very 
limited role in pain assessment and management and rely 
on family attendants and the palliative care department to 
assess and manage pain.[22] This unfortunately results in many 
patients suffering in pain even when morphine is available in 
the hospital. Many patients and family members live in rural 
areas and must travel hundreds of kilometers to reach hospitals 
such as SICH and obtain morphine.

Opportunities
The first critical step is for hospitals to take action to 
procure morphine and to ensure, at a minimum, that oral, 
immediate‑release (short‑acting) morphine is available at all 
times in the hospital pharmacy. Institutions that have been 
successful in procuring morphine (such as SICH) could serve 
as role models and mentors to other institutions who wish to 
improve access to pain relief for their patients. Resources exist 
through international organizations, such as the Pain and Policy 
Studies Group,[56] as well as regional institutions, such as the 
Indian Association of Palliative Care[57] and Pallium India,[58] 
to support improving access to opioids.

Concurrent with ensuring availability of morphine, institutions 
could require all oncology nurses to complete a basic palliative 
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care course (See Recommendation #5) to improve their ability 
to appropriately and safely assess and manage pain. Another 
approach may be to train a motivated group of ward nurses 
and formally designate and recognize these individuals as 
“palliative care champions” or “pain resource nurses.” These 
nurses could then serve as resources and mentors to other 
nurses on the wards. Similar approaches have been used in 
higher‑resource settings[59] and may be useful in hospitals in 
India, with appropriate adaptations to account for available 
resources and cultural differences.

In addition, clinical practice should facilitate nurse 
accountability for assessing and managing pain. On the 
general wards, this would likely involve education of 
the nurses and also a reevaluation of staffing patterns 
and nursing role expectations  (see Recommendation #2). 
A serious commitment on the part of hospital leadership will 
be essential for success. On wards where nurse‑to‑patient 
ratios are more manageable  (such as ICUs, for example), 
implementing this recommendation could involve education 
about considering pain as “the 5th  vital sign,”[60] improving 
accurate documentation of patient’s pain, and reinforcing the 
importance of reassessing the effectiveness of pain medication 
therapy. This type of quality improvement project could be 
undertaken by a graduate nursing student or nurse educator/
CNS (see Recommendation #4).

More than 70% of the Indian population lives in villages,[61] 
and these individuals are at particular risk of dying in pain.  
Serious consideration should be given to creating specially 
trained teams of hospital‑based nurses to improve distribution 
of morphine among rural patients in India as has been done in 
countries like Uganda.[62] A project such as this is obviously 
a large undertaking on multiple levels. Government officials 
and hospital directors could look to successful African models 
and pilot a program in regions with an existing palliative care 
network, and a strong history of advocacy and policy work 
related to opioid availability, such as Kerala or Telangana/
Andhra Pradesh.[63‑65]

Recommendation #8: Engage in research opportunities and 
quality improvement projects
Challenge
More research is needed to move beyond “transplanting” or 
“adapting” Western‑developed interventions to LMICs and to 
instead develop a robust evidence base from within LMICs 
that is culturally, contextually, historically, and linguistically 
relevant to nurses practicing in these settings.

Opportunities
Future projects should consider a community‑based 
participatory research approach, which actively engages nurses 
to set priorities and collaboratively develop and pilot solutions. 
Successful examples of this approach exist in LMICs.[18,66,67] 
Nurse researchers from higher resource countries involved 
in twinning programs or related partnerships can work 
collaboratively and longitudinally with cancer nurses in India 
to identify priorities and implement realistic interventions 

and solutions and strive for full ownership of the project to 
ultimately rest with local in‑country collaborators.[68]

Limitations
This study took place in a government/public cancer hospital 
in India and thus may be most relevant to similar care settings. 
However, while the available resources and patient population 
served differ significantly between government/public sector 
and private/corporate hospitals, many of the concerns voiced 
by nurses in this report can apply broadly to LMICs and are 
not unique to government sector hospitals or to India. For 
example, concerns regarding chemotherapy safety and limited 
oncology training are likely to be pertinent for many LMIC 
nurses, regardless of specific practice setting or location.

Conclusions

Our findings contribute to the body of literature regarding the 
critical role of cancer nurses in LMICs.[8‑10,69] We offer specific 
institution‑level recommendations supported by ethnographic 
data and designed to improve oncology nursing practice and 
the care of cancer patients in India.

Efforts to address safety and supply issues by institutional 
leadership would visibly demonstrate that the role and safety 
of the nurse are valued and respected. We argue, as have others, 
that it is unfair to expect nurses to value the safety of patients 
when their own safety is compromised.[19] Consistent exposure 
to safety challenges such as those described above, and the 
feeling that nothing appears to be improving, can contribute 
to decreased staff morale, poor motivation, and passivity on 
the part of nursing staff.[70] Hospital leaders could do much to 
improve nurse morale by taking visible and relatively simple, 
but meaningful steps to provide a safer working environment 
for nurses.

Specifically, safety needs for nurses, family attendants, 
patients, and auxiliary staff  (ayahs and ward boys) related 
to chemotherapy mixing and administration should be a 
top priority; cost‑effective and pragmatic strategies exist to 
address this challenge. Standardized basic training in cancer 
biology, cancer treatment and side effect management, and 
safe handling of cytotoxic agents should be required of all 
nurses administering chemotherapy, regardless of setting or 
location. Additional steps include supporting the professional 
development and scope of practice of oncology nurses through 
appropriate mentorship, recognition, and role modeling; 
aligning nurse leadership and decision‑making authority 
to a greater degree with competency versus seniority; and 
developing workforce capacity strengthening interventions 
from within the LMIC setting using a community‑based 
participatory approach to ensure cultural relevance and 
sustainability.

It is also critical to acknowledge the positive work that 
already occurs at SICH  (and other hospitals in India) and 
the commitment to progress by the hospital leadership and 
administration. The majority of cancer patients who present for 
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care in India have serious and significant needs – physically, 
emotionally, and socially, and it is extremely difficult work. 
The hospital leadership and all healthcare providers fulfill a 
crucial role in helping these patients and family members. It is 
hoped that this report can build upon the existing strengths and 
positive work at SICH and other hospitals in India by offering 
constructive and helpful recommendations to further improve 
patient care and support to nurses.

Supporting nurses who practice in LMICs is crucial since they 
will increasingly care for a growing number of patients with 
cancer. It is vital for hospital administrators and government 
officials to first address the difficult working conditions and 
safety needs of oncology nurses in India and similar settings 
so that there is an opportunity to actualize the full potential 
of nursing practice.
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