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ABSTRACT

Background. The world’s global cancer burden disproportion-
ally affects lower income countries, where 80% of patients
present with late-stage disease and have limited access to pal-
liative care and effective pain-relievingmedications, such asmor-
phine. Consequently, millions die each year with unrelieved pain.
Objective.The objective of this study was to examine barriers
to opioid availability and cancer pain management in India,
with an emphasis on the experiences of nurses, who are often
the front-line providers of palliative care.
Methods. Fifty-nine participants were recruited using a pur-
posive, snowball sampling strategy. Ethnographic data collec-
tion included in-depth, semistructured interviews (n 5 54),
4001 hours of participant observation, and review of docu-
ments over 9months at a government cancer hospital in South
India. Systematic qualitative analysis led to identification of
key barriers that are exemplified by representative quotes.

Results.Morphine is more available at this study site than in
most of India, but access is limited to patients seen by the
palliative care service, and significant gaps in supply still occur.
Systems to measure and improve pain outcomes are largely
absent. Key barriers related to pain management include the
role of nursing, opioid misperceptions, bureaucratic hurdles,
and sociocultural/infrastructure challenges.
Implications. Interventionsmust streamline process details of
morphine procurement, workwithin the existing sociocultural
infrastructure to ensure opioids reach patients most in need,
target unexpected audiences for symptom management
education, and account for role expectations of health care
providers.
Conclusion.Macro- and micro-level policy and practice
changes are needed to improve opioid availability and cancer
pain management in India. The Oncologist 2014;19:515–522

Implications for Practice: Improving access to opioid therapy for cancer patients in lower income countries involves both health
policy and clinical practice efforts. Even whenmorphine is available, it may not reach patients in need due to health care provider
lackof knowledge, limited responsibility for pain assessment andmanagement by nursing staff, or infrastructure challenges, such
as geographical distance fromanurbanhospital. Effective training and educationmust account for social and cultural factors, such
aswhen health care providerswill, or will not, advocate for patients in pain. Family caregivers and auxiliary hospital staff whomay
be highly involved in pain management should be included in educational interventions. It is also important to leverage the
knowledge of lower-level administrators whomay play a pivotal role in ensuringmorphine is available for patients and to explore
ways to improve access to pain relief for cancer patients who live in rural areas.

INTRODUCTION

Reliable access to strong opioids, such as morphine, is
a prerequisite to delivering quality palliative care, a crucial
componentofglobal cancer control [1–3].However, despite its
designation as a World Health Organization essential medi-
cine, morphine is drastically limited, or absent, in many low-
andmiddle-income countries (LMICs), such as India [4–7].This
problem is significant, as 60% of the world’s cancer deaths
occur in LMICs and 80% of patients in these countries present

with late-stage, incurable disease [2].This global public health
crisis is increasingly viewed as a violation of basic human rights
[1, 8–11].

Barriers to opioid availability are extremely complex, but
a key problem involves overly restrictive laws, regulations, and
licensing requirements (that commonly exceed standards
established by international treaties [12]) that significantly
limit the distribution of controlled substances and medical
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decision making of providers [13]. Additional challenges
include prescriber fear related to retribution from police
authorities for providing morphine to patients [11, 14], low
prioritization of pain management and palliation on national
health care agendas [3], geographical barriers, and disruptions
inherent with war and political instability [15].

Opioid consumption data indicate that higher income
countries consume a disproportionate amount of morphine
for medicinal purposes compared with LMICs (Figs. 1, 2).
Although certain regions in India have made tremendous
progress in developing palliative care services and access to
morphine, this success is relatively isolated [16–20]. Of the
approximate 2.4 million people in India living with cancer,
approximately 1.6 million are likely to be in pain, and it is
estimated that only 0.4% of the Indian population that could
benefit from opioid therapy can access the medication [19].

OBJECTIVE

The objective of this study was to describe barriers to opioid
availability and cancer pain management in India from the
perspective of health care providers (HCPs), particularly
oncology nurses, and offer specific recommendations to
improve cancer pain management in LMICs. It was part of
a larger ethnographic project whose primary objective was to
explore the relationship between moral distress and opioid
availability in lower income countries [21].

METHODS

Design
This was a qualitative, ethnographic study.

Setting
The primary field site (South Indian Cancer Hospital [SICH,
pseudonym]) is a 300-bed government cancer hospital located
in a large city in South India. As a government hospital, it sees
ahighvolumeofpatients (.10,000ayear)andprovidescareat
a highly subsidized rate to those who cannot afford care in the
private sector.

Sample
Participants were recruited during an informational session
about the project held for SICH staff and also during hospital
observations. Inclusion criteria for the primary sample (nurses)
includedbeing18yearsofageorolderandspendingat least50%
ofclinicaldutiesproviding care to cancerpatients.Thesecondary
sample included those who interacted closely with nurses.

Data Collection
The first author (V.L.) collecteddataover 9months of intensive
field immersion from September 2011 to June 2012. Semi-
structured interviews were audio-recorded (with permission)
and lasted approximately 1 hour. Questions were open-ended
and elicited experiences of caring for cancer patients with
pain and challenges related to pain management and opioid
use. A translator fluent in the local language assisted as
necessary. Observational data (more than 400 hours) were
recorded daily as field notes and triangulated with data from
interviews and review of relevant documents.

Data Analysis
Recorded interviews were transcribed and cleaned, and
accuracy of translation was verified by two native speakers

Figure 1. Global comparison of morphine consumption (mg/capita), 2011.
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of the local language. Field notes were edited and organized
chronologically [22]. Formal interview transcripts were coded
with Dedoose version 4.5.91, using a systematic coding
schema supplemented by open coding as concepts emerged
from the analysis. Details of study procedures and analysis
havebeenreportedelsewhere [23].Thisworkdescribes results
from the thematic analysis [24] of data related to opioid
availability and cancer pain management.

Ethical Considerations
Approval was obtained from both the University of Utah
Institutional Review Board (IRB) and the SICH Ethics Commit-
tee before data collection. Participants who agreed to be
formally interviewed consented using an IRB-approved form.
Participants and location were de-identified to protect
confidentiality.

RESULTS

The total sample (n 5 59; Table 1) included oncology nurses
affiliatedwith SICH (n5 37) and otherswho interacted closely
with nurses (n5 22).

Since 2006, SICH has made tremendous progress in
ensuring more reliable access to morphine. Yet there are still
significant obstacles in obtaining morphine—both at an
institution level and in distribution to the individual patient.
Morphine is more available at SICH than most of India, but
access is largely limited to patients seen by the palliative care
service (20% of total patients), and significant gaps in supply
still occur. During fieldwork for this study, there were several
gaps in oral morphine supply (lasting 3–5 days), but month-
long gaps are not uncommon.

Data from field observations and participant interviews
revealed that SICH is the only hospital with an adequate, and
consistent, supply of morphine in both the entire state and
a city of more than 8 million people. With rare exception,

morphine (oral and intravenous)was prescribed exclusively by
two or three physicians in the palliative care outpatient clinic.
Consequently, despite some form of morphine being mostly
available in the hospital, the benefits did not reach most
patientsonthegeneralwards—manyofwhomsuffered inpain
without referrals to the palliative care department.

Barrier 1: The Role of Nurses
The majority of nurses had a very limited role in symptom
management, and this was a significant factor in how pain
was approached. Regular nursing assessments of hospitalized
patients were not the norm, and it was generally expected that
familycaregivers (whowererequiredtobewiththepatient24/7
for the patient to be eligible for treatment) would advocate for
patients, not nurses. Below, an oncologist (who completed
training in the West and then returned to India to practice)
describes the difference in the role of the nurse as advocate:

Duringmyresidencyandmyfellowship [abroad]whatyou
see and what you learn is that the nurses are the
advocates for the patient. You know, they say the patient
has pain, why arewe not looking at it?…But here it’s not
the case, very often. I’m not sure what the reasons are. It
might be to do with their training, where they are not
sensitized to be sensitive to patients and their symptoms.
It might be that there’s just too much work for them to
do…maybethey justdon’thave timetoask symptoms,or
if theydo theydon’t knowwhat todowith it because there
is no solution for the symptom. If a patient tellsmeat 8:30
in the night that I have pain, what am I going to do about
it? It’s not much that the nurse can do. If she calls a
physician and there’s only 1 physician for the 350 patients
in the hospital then for him it’s not a priority. You know,
he’s dealing with the shortness of breaths, and the blood
transfusions, and the reactions, and this and that, so to

Figure 2. Annual total morphine consumption (kg) as a percentage of the global total morphine consumption (kg) consumed in high-
income countries and LMICs. Abbreviation: LMICs, low- and middle-income countries.

www.TheOncologist.com ©AlphaMed Press 2014

LeBaron, Beck, Maurer et al. 517

http://www.TheOncologist.com


somebody with a known history of cancer, terminally ill,
with pain, then he’swritten out “let’swait until tomorrow
morning” and the physician has to take care of it. So the
evening and night nurses I think they just can’t do
anything even if there is a symptom. So, maybe they’ll
stop asking after a point … I feel that they don’t even
notice that a patient has pain or that they are notmoved
by it. Have they rationalized it? I don’t know. Have they
internalized the whole thing and said, “I’m not going to
do anything about it… it’s notmy job toworry about the
patient’s pain, it’s the physician’s job?” I don’t know.
– HCP 1, physician

General ward nurses did not administer morphine; family
members dispensed tablets to the patient if they received
prescriptions from the palliative care department. In part, the
nurses’ lack of engagement with pain assessment and
management related to nurse-to-patient ratios that some-
times exceeded 1 nurse for more than 60 patients, negating
the ability to provide individualized care. However, therewere
situations in which the ratios were more favorable (for
example, 1 nurse to 4 or 5 patients in the intensive care unit),
and ostensibly more personalized care was possible, but
significant differences in pain care were not observed during
this research. Occasionally, nurses did try to advocate for
patients, but oncologists were often reluctant to order
morphine:

I’ll call the doctor. If he is available, I will say that patient
is feeling very restless, he needs some morphine, I will
suggest it: “Hemay need somemorphine, sir. He is feeling
restless, he is shouting.” If doctor says, “no, no, no not
morphine, you give any tramadol injection,” or anything
like that, I will give.
– RN 16, general ward nurse

Participants had inconsistent opinions about whether
pain management was a nurse’s responsibility. Some nurses
felt strongly that doctors were responsible for pain manage-
ment and felt there was little, if anything, they could do to
manage pain. Others felt that pain management was
primarily the responsibility of the nurse, recognizing that
nurses spent the most time with patients and were more
accessible than doctors. A few participants described pain
management as an interdisciplinary effort. This acknowledg-
ment of the importance of working together, however, did
not always translate into concrete actions to assess and
intervene tomanagepain.Nurses generally conveyed a sense
of helplessness when confronted with difficult pain situa-
tions, and common behaviors observed included focusing
attention on other duties, such as technical aspects of
chemotherapy administration or clerical work.

Barrier 2: Opioid and Pain Management
Misperceptions
Many participants related inaccurate information about manag-
ing pain (for example, insisting that antinausea or sedative
medications were analgesics), and no written protocols, doc-
umentation guidelines, or standards of practicewere available to
help assess and manage pain. Pain on the general wards was
typically treatedwithnonsteroidal anti-inflammatorydrugs (such

as diclofenac), steroids, or tramadol—and if it was deemed
severe—a combination of pentazocine and promethazine. Even
participants who had some amount of formal palliative care
training (n5 18) sometimes verbalized and demonstrated a lack
of knowledge about opioids, mostly related to disproportionate
fears about addiction, misunderstandings related to appropriate
opioid dosing and schedules, and viewing pain as primarily
psychological:

Inmy experience, therewas one patient she used to come
[daily] and ask us to give the pain injection, regularly. For
a long period. Then I tried placebo. Giving some sweet
water to that patient. And she didn’t complain … I felt
good. I was able to understand the psychology of the
patient. She was becoming dependent. She feels that by
taking the injection shewon’t have pain. So,we tried that
and the patient was quite good.
– RN 1, general ward nurse

There was a prevalent attitude that cancer pain was
inevitable and largely unmanageable. Witnessing patients
suffering in unrelieved pain seemed to reinforce this belief.
Some nurses felt that even morphine was ineffective in
treating cancer pain, as they viewed opioid side effects as
offsetting any benefit:

In the last stages, when the patient is in a lot of pain, we
have Pain and Palliative Care here; we send them there.
Even if they receive the morphine dose, the pain does not
comedown. Itdoesnotcomedownevenafter giving them
pain killers. We cannot do anything then. We say it will
come down, but it doesn’t … and also, if they use more
morphine, theywill have constipation.The constipation is
not relieved even after giving Dulcolax (bisacodyl).
– RN 24, general ward nurse

Often during fieldwork patients were observed clearly
suffering in pain, but participants did not seem to “see” the
same reality; obvious pain from massive malignant wounds
or recent surgerywasdismissedasnotaproblem,orattributed
to psychological causes. Patients and family members also
demonstrated a lack of knowledge about pain management.
Throughout the hospital, the majority of patients and family
members verbalized a very limited understanding of the
medications they were taking for pain, even those on
morphine. Most reported they simply followed the doctor’s
instructions to “take these tablets for pain.”

Barrier 3: Bureaucratic Hurdles
During fieldwork, it was discovered that the nitty-gritty details
thatmade itpossible formorphine tobestockedatSICHhinged
on one (nonmedical) individual, who had taken it up as her
personal responsibility to help ensure that the hospital had an
adequate supply of morphine:

So, again it’s paperwork. Again, going to the Director,“sir,
the transportpermit is ready,weneed toprocure thedrug,
pleasekindlymaketheadvancedpayment.”Directorsigns
one letter and from the in-charge of the department we
get one letter to make the necessary arrangements for
advance payment and again that copy should go to the
purchase section, from there the purchase section to the
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billing department, again from the billing department, to
the accountant and then accountant settles the money,
after doing his own format, hewill have somework to do,
to arrange for payment with the Director… But again if
you depend for this dispatch thing from the hospital, they
say very silly reasons saying that we don’t have envelope
covers, or we don’t have revenue stamps or some stamps
to attach, so today this dispatch guy didn’t come, so this
persondidnot come,whowill goandpost it and come?So
again it takes another 3, 4 days or 1 week delay … And
then finally, they send thedrug. Sobecause it’sabigparcel
it takes minimum 1 week to 10 days to reach us… finally
our stock is ready in the pharmacy. And even though our
stock is ready in the Pharmacy,we can’t just like that open
the stock and use it. Again there’s a process. We have to

call theDrug Inspectorwhohas comeandmake the report
initially and submit it to theDirectorofDrugController, he
should come, we should call him, he will not be available
on the phone, hewill not take the calls, andwe should call
him repeatedly, one week, minimum 3 to 4 days we have
to call him. Once it took 15 days also, we have stock in the
hospital and we are unable to open the stock and use it.
– HCP 18, administrator

Bureaucratic delays in dispensing morphine, even after it
was procured and physically available in the hospital, could
result in significant patient distress and unmanaged pain:

Right now, it [morphine] has come, but theDrug Inspector
has to come and open [the package] and then we will
distribute. Today is the 3rd day, Friday, Saturday, and
Monday; 3 days gap. Patients came. I told to the patients,
“wait till Monday or you can take weak opioid… and you
can take steroid … and then we will write for Voveran
(diclofenac) and Rantac (ranitidine)”… Sometimes, they
beg from other people that are rich in their family,
because, [they say] “without this tablet, I cannot reduce
my pain, I can’t reduce my breathlessness, I can’t reduce
my cough.” Sometimes, [the gap in supply] may be 1
month, then it is very terrible job to handle the patients.
– RN 7, palliative care nurse

Members of the palliative care team expressed frustra-
tion and acknowledged the difficulty for patients when the
morphine supply ran out, especially for patients who traveled
long distances to reach the hospital. Consequently, staff
developed “work-arounds,” such as keeping a separate,
additional supply of morphine tablets to administer if the
hospital pharmacy stock was depleted, or using steroids or
tramadol until morphine was again available. In particularly
dire times, both the hospital supply and the extra supply
would run out. In these cases, patients would try to obtain
morphine from another hospital—a burdensome, costly, and
sometimes impossible task.

Barrier 4: Sociocultural and Infrastructure Challenges
The typical SICH patient was financially destitute, illiterate,
suffering frommetastatic disease, andhad traveledhundredsof
kilometers to seek care. Patients seen by the palliative care
departmentweregenerallygivenamonth’s supplyofmorphine,
buta familymemberhad to return to the city regularly toobtain
refills as there was nomechanism to procure morphine in rural
areas. Sometimes, a familymemberwould travel longdistances
fromthepatient’svillage toSICHonly todiscover thatmorphine
was unavailable. In these cases, patients and family members
were referred to other local hospital pharmacies, known to
sometimes stock a small supply of morphine. This was still
problematic, however, asmany patients could not afford to pay
for transportation from SICH to another local hospital. Bandhs
(strikes)made transportation evenmore challenging, and other
hospitals were often reluctant to dispense their limited (if any)
supply of morphine tablets to patients from SICH.

DISCUSSION

This study confirms known barriers to cancer painmanagement
in LMICs related to knowledgedeficits, regulatoryobstacles, and
infrastructure/sociocultural challenges [3, 13–15, 25–29] and

Table 1. Participant demographics

Variable n %

Primary participantsa 37 100

Gender

Female 35 94.5

Male 2 5.4

Position

Staff nurse 32 86.5

Head nurse/administration 5 13.5

Posting

Wardsb 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

Governmentc 25 67.5

Contractd 12 32.4

Secondary participantse 22 100

Position

Physicianf 5 22.7

Volunteer/Studentg 5 22.7

Patient/Family member 4 18.2

Social worker 4 18.2

Pharmacist 2 9.1

Ayahh 1 4.5

Administrative assistant 1 4.5
aSouth Indian Cancer Hospital nurses.
bIncludes general medical/surgical wards, oncology outpatient clinics,
intensive care unit, and blood bank.
cNurses employed by the government.
dNurses hired on annual contracts by the hospital; includes those
working in pediatrics, palliative care, home care, and the intensive care
unit.
eOthers who work closely with primary nurse participants.
fIncludes South Indian Cancer Hospital physicians: 2 palliative care
physicians, 1 radiation oncologist, 1 medical oncologist/pediatric
oncologist, and 1 surgical trainee.
gIncludes 1 visitingmedical student, 1 retired oncologist, 1 visiting home
care nurse, 1 volunteer oncology nurse, and 1 volunteer biologist.
hHousekeeper.
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enhancesourunderstandingof thesechallenges intwokeyways:
one, by more thoroughly exploring the role of bedside nurses in
managing pain in this context; and two, by providing additional
insight into the logistical details involved with morphine
procurement. This study also highlights the importance of both
macro (state and national)- and micro (regional and local)-level
policy and practice changes that are needed to enhance cancer
pain management in settings such as SICH (Table 2).

Traditionally, oncology nurses are viewed as front-line care
providers responsible for pain assessment and management
[30]. However, complex practical, sociocultural, and political
factors seemed to influence the willingness, or ability, of the
nurse totakeanactiverole inpainassessmentandmanagement
at SICH; similar issues have been described elsewhere [21, 31].
Consistent with findings from other lower income countries,
nurses at SICH did not routinely or systematically assess or ask
patients about pain [15, 25, 32, 33] and relied upon the patients
or family attendants (members) to advocate, andmanage, pain
for themselves.Acultureofnonintervention related topain [15]
was the norm throughout most of SICH, particularly on the
general wards. The reasons for this are complex and seem to
involve not only limited resources and training but deeply
embedded sociocultural dynamics that exist between patient
and provider [21, 31].

Evenwhenmorphine is available, trainingand education are
essentialelements in improvingcancerpainmanagement. Inany
setting, it makes little difference if morphine is available if
practitioners will not prescribe it, nurses will not administer it,
and patientswill not take it. Educational programsmust account
for sociocultural factors such as when and why and how
practitioners will, or will not, advocate for patients in pain, how
they view the experience of cancer pain for their patients (as
somethingbadtobeeradicatedorprevented,orsomethingtobe
endured, perhaps by those who are deserving), and what they
see as their ethical and moral obligation in treating cancer pain.
It is essential that country-level medical and nursing school
curricula, attuned to these crucial sociocultural factors, include
content related to palliative care and cancer pain management.

Given the scope of nursing practice observed by V.L. in this
study, it is likely not currently feasible—or advisable—for the
majority of general ward nurses to administer morphine to
patients. However, working toward this should be a long-term
goal, as itwouldallow foramuchgreaternumberofpatients to
receive optimal pain management. One potential approach is
to identify and train a groupofmotivated oncology nurses and
formally recognize themaspalliative care resourcenurseswho
can serve as mentors on the ward. Similar approaches have
been used in higher-resource settings [34] and may have
applicability in LMICs with contextual adaptations.

Other nontraditional care providers could also benefit
from training related to pain assessment andmanagement, as
also suggested by Size et al. [15]. For example, in SICH ayahs
(housekeepers), ward boys (orderlies) and especially family
members played a vital role in managing pain; their potential
contributions should be recognized and supported. Piloting
educational interventions to help family attendants learn
medication regimens, how to communicate their assess-
ments of pain to nurses and physicians, and how to safely
administer morphine is a next step forward in LMIC
institutions in which morphine may be available, and

prescribed, but general staff may not yet be fully engaged
in pain assessment and management.

Ensuring morphine availability also requires working to
remove barriers that impact the distribution system [35]. On
a macro-level this involves helping governments correctly
interpret and implement international drug control require-
ments so they effectively balance preventing diversion of
controlled substances with ensuring their availability for
legitimate medical purposes [13, 36], supporting policy efforts
to make palliative care and morphine availability a priority on
the national health agenda, and working to address larger
societal issues, such as corruption, complicated bureaucracy,
and geographical barriers. On a micro-level, utilizing quality
improvement approaches to deconstruct the process of
morphine procurement and engaging key gatekeepers (such
as the drug controller who must inspect incoming supplies of
morphine before it can be dispensed, or the accountant who
must process the advance payment to obtain the transport
permit) are vital to improve opioid availability and use in LMICs.
The very recent amendment of the onerous Narcotic Drugs and
Psychotropic Substances (NDPS) Act by the Indian parliament
holdsgreatpromise in removingmanyof the regulatorybarriers
related to opioid availability [37]. However, time and effort are
needed to ensure its effective implementation.

Opioidprocurement trainingandadvocacy programs, such
as those offered by the Pain and Policy Studies Group [38]
traditionally have involved physicians, pharmacists, and high-
ranking government officials. These successful programs
should also consider involving nurses and lower-level admin-
istrators who are likely to play crucial roles in the details of
morphine procurement and in ensuring that the supply
reaches patients on the wards.

The broader sociocultural challenges that affect hospitals
like SICH, such as poverty, illiteracy, and political instability, are
substantive and lack simple solutions. One approach is to take
feasible steps to improve access to opioids for patientsmost in
need, working within the existing infrastructure. For example,
more than 72% of the Indian population lives in villages [17],
and these individuals are at particular risk of dying in pain as
a result of lack of access to morphine. Serious consideration
should be given to creating a specially trained cadre of nurses
tohelp improvedistribution ofmorphine among rural patients
in India. Suchprogramscould look to successfulAfricanmodels
[39] and be piloted in a state with an existing palliative care
network and a strong history of advocacy and policy work
relatedtoopioidavailability, suchasKeralaorAndhraPradesh/
Telangana [16, 17, 40].

Limitations
Language barriers sometimes resulted in translation problems
or misunderstandings; every effort was made to clarify
discrepancies. The study sample was skewed toward an
experienced group of government nurses, whose observed
actions were not always congruent with what they expressed
during interviews.This inconsistencymayhavebeen related, in
part, to social desirability bias. Many participants volunteered
that SICH is a “typical” government institution, suggesting
generalizability to other government hospitals in India.
However, SICH is unique in regard to its palliative care
department and efforts made to procure morphine; the
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majority of government hospitals in India have not made the
same progress in these areas [16–18].

CONCLUSION
For many patients suffering with terminal cancer in LMICs,
morphine is often theonlyeffective therapy that canbeoffered.
Ensuring that patients who desperately need morphine have
access to this medication is critical as the global cancer burden
continues to grow. Interventions that account for the role and
attitudes of health care providers, target unexpected audiences
for symptommanagement education, work within the existing
sociocultural infrastructure, and focus onprocess improvement
related to morphine procurement are important next steps in
future research and policy work.
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Table 2. Barriers and opportunities to improve cancer pain management in India

Barriers Opportunities

Role of nursing Macro:

• Support, strengthen, and standardize nursing education; improve congruence
betweendidactic content and clinical practica; reviewand revisenursing curricula
[41, 42]

• Incentivize nurses to practice to the full extent of their training
Micro:

• Target “unexpected” audiences for symptommanagement education (e.g.,
ayahs, ward boys, family members)

• Facilitate nurse-to-patient ratios conducive to individualized patient care
Opioid and pain management misperceptions Macro:

• Ensure relevant content related to pain management and palliative care is
included in training curricula for all levels of health care providers (nurses,
physicians, pharmacists, social workers)

Micro:

• Create teams of “resource nurses” to serve as mentors on wards for pain
management and palliative care

• Invest in training and continuing education of hospital staff
Bureaucratic hurdles Macro:

• Assist governments to correctly interpret and implement recommendations of
the International Narcotics Control Board and the World Health Organization
Principle of Balance [36]

• Support policy efforts to prioritize palliative care and opioid availability on the
national health agenda

•Work to address larger issues of corruption and inefficient bureaucracy

Micro:

• Identify keygatekeepers at the local level, understanddetails andon-the-ground
realities of morphine procurement, and look for ways to streamline the process

• Include nurses and lower-level administrators in opioid procurement training
and advocacy programs [38]

Sociocultural and infrastructure challenges Macro:

•Work to address root causes of poverty, discrimination, illiteracy, political
instability, and weak health systems that perpetuate disparity in access to
palliative care and opioids

Micro:

• Consider creation of a specially trained cadre of nurses (or other health
professionals) to improve distribution of opioids to patients in need who live in
rural areas
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Challenges and Opportunities Symposium at Dana-Farber
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