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restricted access to doctors at night and weekends,
which requires them to make crucial patient-care
decisions independently. A shortage of allied healthcare professionals (eg, nutritionists, pharmacists,
palliative care providers) increases the burden on nurses.
Furthermore, many nurses in LMICs do not have either
basic medical equipment or the authority to direct the
quality of nursing care, and eﬀective communication
and partnerships between physicians and nurses are
rare.8 This limits the nurse’s ability to educate families
about treatment plans, which is critical to reducing
abandonment of care, a leading cause of death in
LMICs.9 As such, the SIOP PODC Nursing Working Group
has therefore developed six baseline global standards
for nursing care.
First, staﬃng plans should be based on acuity of
patients’ conditions. A nurse to patient ratio of 1:5
for paediatric oncology units and 1:2 for critical care
and transplant units is recommended. Nurses with
experience of oncology should remain within the service
and not rotate between specialities.
Second, a formalised paediatric oncology orientation
programme for new nurses is necessary. The
programme should deﬁne speciﬁc learning objectives
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In high-income countries, children with cancer have
survival rates of almost 80%. However, most children
with cancer live in low-income and middle-income
countries (LMICs), and their chances of survival are often
less than 20%.1 The vision of the International Society of
Paediatric Oncology (SIOP) is that no child should die of
cancer, which it strives towards through improvement
of treatment access and care globally. At the 2011 SIOP
Congress, a Nursing Working Group was established
within the Paediatric Oncology in Developing Countries
(PODC) structure. This group represents nurses from
23 countries, and partners and advocates for nurses who
seek to improve paediatric oncology care.
High-quality nursing is central to the care of children
with cancer. However, nurses in LMICs are frequently
poorly educated, and hospitals often do not have
adequate staﬃng to provide quality care. This is a
major impediment for treatment programmes and
contributes to the low survival rates in LMICs, where
most childhood cancers occur.2,3 Results from large-scale
studies have suggested that poor nursing education
and staﬃng contribute to longer hospital stays, raised
risks for complications, and increased mortality.4–7
Nurses in LMICs face other challenges, including
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and include training in both theory and clinical skills,
followed by 3–4 weeks of working with a skilled nurse.
New nurses should successfully complete orientation
before providing unsupervised patient care. The
programme should include a review of paediatric
cancers, how to give chemotherapy and blood products,
infection control and prevention, education for patients
and families, palliative care, and early detection and
management of oncology emergencies.
Third, education and training should be continued
to increase paediatric oncology clinical skills and
knowledge. A minimum of 10 h per year of continuing
education and training is recommended.
Fourth, nurses should be acknowledged as core
members of multidisciplinary paediatric oncology
teams. A nurse should be included in patient rounds and
all meetings with patients and parents or caregivers to
discuss diagnosis and treatment plans.
Fifth, resources for safe paediatric oncology care
should be available. Intravenous pumps and supplies for
hand washing, sanitising, and isolation should be made
available. Nurses should only prepare chemotherapy if
a pharmacist is not available and when provided with
personal protective equipment and a biosafety level two
cabinet.
Lastly, evidence-based paediatric oncology nursing
policies and procedures should be adopted to guide the
delivery of quality nursing care. Because of the scarcity
of nursing research in LMICs, funding for locally directed
research is the next step to create relevant nursing
policies and procedures.
Although these standards are basic, there are several
potential barriers to their implementation in LMICs, even
in programmes supported by a twinning partnership
with a high-income country. These barriers include a
lack of ﬁnancial commitment by local governments
to prioritise patient and nurse safety, recognition by
hospital administrations of the value of specialised
nursing care, and acknowledgment by physicians that
meaningful clinical and research collaboration with
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nurses have a crucial role. To achieve these standards, it is
essential for local governments to commit to provision of
initial and continuing education for paediatric oncology
nurses. Hospital administrators need to dedicate ﬁnancial
resources to support adequate staﬃng and to obtain the
minimum safety equipment for handling chemotherapy.
Physicians should strive to use the expertise and
knowledge base of paediatric oncology nurses by actively
involving them in clinical care. Local nursing schools with
physicians and twinning partners should support nursing
research to identify and address local priorities. These
actions will support the international implementation
of core nursing standards and contribute to improved
survival of children with cancer in LMICs.
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