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Background: With the high prevalence rate of cancer and increased survival rates, cancer pain has become
an ongoing challenge for patients/families, and healthcare professionals including nurses and society. The
Cancer Pain Management Guideline (CPMG) was first developed in 2004 following the many concerns of
healthcare professionals about the pain and suffering of patients with cancer and has been encouraged to use
over the last 15 years in South Korea. This study aimed is to explore and discuss the critical factors needed
when implementing the CPMG in nursing practice in Korean healthcare contexts.

Methods: Critical ethnography was used. Data was collected in a tertiary teaching hospital with 850 beds in
Seoul and included participant nurses (n=10) from three units that provided care for patients with cancer.
Results: There was minimal evidence of uptake of the CPMG by nurses. Receptiveness to change was
impacted by limited resources attributed to development of relevant evidence-based nursing specific actions
that support optimal pain management. Major stimulus for change arose from accreditation processes but
this did not translate to ongoing ‘usual’ practice. Findings illustrated the limited extent to which nurses were
informed about, or adopted, the CPMG. Professional and organizational factors including work culture and
leadership influenced the nature and extent of positive receptiveness to innovation.

Conclusions: The findings provide policy makers, managers and clinicians with new insights on
how policy and guidelines can be translated into practice. The organization could take several roles in
implementing the CPMG in nursing practice including creation of a workplace culture which is receptive
and supportive, provision of an adequate level of necessary human and material resources, and understanding

of the purpose of adopting the innovation.
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Introduction

World Health Organization announced that cancer is one of
the most significant diseases, given its high leading cause of
death and impacts of the increasing annual global economic
cost of health services (1). The International Agency for
Research on Cancer reported that 14.1 million people
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in the world have new diagnoses of cancer (of all types,
except non-melanoma skin cancer) and that 32.6 million
people were living with cancer over the last 5 years of their
lives in 2012 (2). Of concern, within the current report of
the National Cancer Institute was an estimate that there
would be a 50% incremental increase in rate of cancer cases
worldwide between 2012 and 2030 (3). Stewart and Wild in
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their report for the WHO reported that South Korea has
one of the highest cancer incidence rates in the world (4):
The prevalence of cases has increased from 1,370,049 to
1,464,935, despite the decreased incidence rates. They
attributed these rates to the increased survival rates (5,6).
With the high prevalence of cancer and increased
survival rates, cancer pain has become an ongoing challenge
for patients, families, healthcare professionals including
nurses and the society. Pain can occur at any stage of the
disease, arising from the cancer itself, from pre-existing
conditions and from the aggressive cancer treatment
regimens associated with chemotherapy, radiotherapy
and surgery. Increasing cancer prevalence rates means
increasing the chances of pain experience among those
patients with cancer, this in turn decreases the quality of
life for the patients and those around them (7-10). This
is evident in the international literature. In a systematic
review and meta-analysis of 122 international studies (11),
the pain prevalence rate was between 39.3% (post curative
treatment) and 66.4% (current advanced, metastatic, or
terminal disease). This figure is similar in South Korea in
that 38.4% of cancer patients report suffering from pain
and 10.6% of cancer patients experience severe pain (12).
Research particularly shows that unresolved pain can
lead to negative patient outcomes among those patients
with cancer (13,14). Inadequate pain management decreases
quality of life by impacting on levels of daily activities
and sleep. It increases the risk of medical complications
associated with the use of analgesic medications, such
as constipation and drowsiness resulting in refusal of
treatment. In addition, the presence of unrelieved cancer
pain could increase the burden of disease for Korea and
other nations because of increasing lengths of stay in
hospital and readmission rates (15). The relief of cancer
pain is recognized as the most significant issue in cancer
care and a key area for improvement in order to enhance
quality of life among the patients with cancer and their
families (16) in both national and international contexts.
Given the importance of adequately managing pain
among those patients with cancer, different countries have
developed and implemented guidelines to achieve evidence-
based practice (EBP) to improve quality of patient outcomes
(17-19). In South Korea, the ‘Cancer Pain Management
Guideline (CPMGQG)’ was developed in 2004 following the
many concerns of healthcare professionals, including nurses,
about the pain and suffering of patients with cancer and has
been encouraged to use over the last 15 years. Originally the
rational for guideline development arose from reviews of
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the WHO Cancer Pain Relief document, which drove the
policy and calls to achieve consensus on managing the needs
of those people with cancer pain and initiate systematic
research for evidence on approaches to more effective pain
management (20,21). There were 25 academic groups that
participated in developing and updating the CPMG and
the Korean Society of Nursing Science and the Korean
Oncology Nursing Society were the two nursing ‘academic
groups’ involved (22).

The development of the CPMG was an integral part
of the changes that Korean society was experiencing in an
effort to improve the quality of care provided within the
healthcare system. The CPMG has been reported as the
precursor to major changes in cancer pain management
practices, and has been the only evidence-based guideline
(EBG) existed for more than a decade in South Korea,
particularly in terms of the use of pharmacological
interventions (7). However, there were only limited number
of studies that showed the uptake of the CPMG, and the
impact on cancer pain management practices especially
for the nurses who provided direct care for patients with
cancer (23,24). Given the central role that nurses play in
providing care for patients with pain related to cancer and
its treatment, it was critical to investigate the introduction/
implementation of the CPMG and the relevant factors that
could have influenced on implementations of the CPMG.
Therefore, this paper aims to report on whether the CPMG
has been implemented among the nurses who provide care
for those patients with cancer in these particular study
settings. Any findings on influential factors impacting
implementation of the guidelines are included.

Methods
Design and conceptual framework of the study

Critical ethnography (CE) underpinned the study design
and the framework of Greenhalgh, Robert, and Bate’s ‘A
Conceptual Model for the Spread and Sustainability of
Innovations in Service Delivery and Organization’ (see
Figure 1) guided the data analysis (25). This unifying
conceptual model was based on a systematic review
of empirical research studies and was used to identify
the determinants of diffusion, dissemination and
implementation of innovations in healthcare service delivery
and organization. The spread of an innovation such as the
introduction of guidelines requires analysis of complex
interactions among the different elements of the conceptual
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Figure 1 A Conceptual Model for the Spread and Sustainability of Innovations in Service Delivery and Organization (25).

framework. The relevant elements include:

O

)

(IID)

The innovation: Development and publication
of the CPMG in South Korea was an innovation
at the time of its introduction. There were no
national guidelines that could help either healthcare
professionals or non-healthcare professionals
including government officials and the public prior
to the publication of the guidelines to understand
cancer pain management better;

Adoption: Rogers (26) particularly defined adoption
as ‘the decision to make full use of the innovation
as the best course of action available (p. 21)’.
Greenhalgh ez 4/. emphasize that people actively
seek innovations to experiment with, evaluate,
find meanings in, challenge, complain about and
modify: the nature of this adoption process makes
the whole process complex (25);

Assimilation through diffusion and dissemination:
once adopted, an innovation has to be spread by the
process of communicating the innovation outside
the original system (27). In particular, spreading the
innovation within a team, unit, department and/or
organization is called assimilation of the innovation.
Whilst dissemination is defined as a planned,
formal and centralized way of spreading innovation
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through vertical hierarchies, diffusion is defined as
an unplanned, informal and decentralized way of
spreading innovation through more horizontal and
peer-mediated routes (26-28);

Inner context: although, spreading the innovation
might initially begin with individuals, it should
eventually occur systematically, throughout the
ward and the organization. Hence, it is important
to consider the impact of organizational context
in order to enhance the spread of the innovation
following it becoming a routine within the system.
The contextual variables that indicate greater
likelihood for adoption of the innovation include
the structure of the organization, absorptive
capacity for new knowledge, and receptive context
for change (25);

Outer context: the decision on adopting the CPMG
by a group of nurses can be influenced by aspects
of the outer context such as inter-organizational
norms and values, and collaboration (25).

Ethical approval

Approval was obtained from the University of Newcastle
Human Research Ethics Committee (H-2012-0071)
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Table 1 Demographic characteristics of the RIN participants
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RN'’s name (initial) JN ES JH EN YH MH JM KM NR YS
Gender F F F F F F F F F F
Age (year) ~30 ~30 ~30 ~40 ~30 ~30 ~30 ~35 ~30 ~30
Length of working as a RN (year) ~5 ~10 ~10 ~20 ~10 ~10 ~10 ~5 ~10 ~10
Length of cancer care (year) ~5 ~10 ~10 ~15 ~10 ~10 ~10 ~5 ~10 ~10
Employment status FT FT FT FT FT FT FT FT FT FT
Education status B D D MP D MP D

Cancer pain management experience Y Y Y Y Y Y Y Y Y Y
Awareness of the CPMG N N N N N N Y

F, female; FT, full time; PT, part time; D, diploma; B, bachelor; MP, master in progress; Y, yes; N, no.

and the Dachan University Medical Center (DHUMC)
(Pseudonym) IRB (ECT 13-12-08) before entering the field
to conduct the study. All participants provided informed
consent.

Research setting and participants

The study setting, DHUMC in South Korea is a tertiary
teaching hospital in the capital city, Seoul, with 850 beds.
DHUMUC has been a facility for patient care and also
dedicated to education, research and treatment for a long
time. It has several departments including hematology and
oncology, and three units that mainly provided care for
cancer patients, hence those units were invited to participate
in the study.

The inclusion criteria for participants included the RNs
who (I) had cancer care experiences of more than 3 years; (II)
were directly involved in care of patients with cancer who
were experiencing pain; (III) were permanently employed
on the study unit.

Exclusion criteria: the RNs who worked in pediatric
settings.

Data collection

Permission to conduct the study was granted by the Direct
of Nursing (DON) and three Nurse Unit Manager (NUMs)
and a Nurse Educator (NE). A total of 16 RNs from 3 units
in the DHUMC attended the information session about
the study and 11 RNs consented to participate in the study.
However, one RN withdrew from the study, because of
early delivery of her baby. 7able 1 presents the demographic
characteristics of the RIN participants.

© Journal of Hospital Management and Health Policy. All rights reserved.

The data collection methods for this study included:
(I) participant observation; (II) in-depth semi-structured
interviews, and (III) document analysis. The primary author
of this paper conducted 7 months of participant observation
and in-depth semi-structured interviews.

The focus of participant observation was to gain a
holistic understanding of the experience of participants, the
practice culture and context. Participant observation of care
delivery preceded the interview in most cases, and reviews
of the relevant documents were maintained throughout
the observation period. Participant observations reporting
included structural and organizational features of each
unit and the participants’ activities and dialogue, if the
researcher considered these were relevant.

Each of the 10 semi-structured interviews took
approximately an hour in a quite meeting room using an
open-ended interview schedule, which was developed based
on the literature review, and research aims and questions.
The researcher was taking detailed notes while listening,
but was mindful of balancing between attentive listening
and note taking. Interviews were recorded and transcribed
verbatim.

Documents included in analysis included the Nursing
Task Guidebook (NTGB), patient information sheets and
the Electronic Medical Record (EMR)/Electronic Nursing
Record (ENR). The researcher focused on answering
questions such as “Are there any formal EBGs (e.g., CPMQG)
that drive nursing practice for caring cancer patients with
pain?” “Are these guidelines on an international level? In
what way or to what extent are they so?” and “Is nursing
practice for cancer pain management consistent (or
inconsistent) with the guidelines? In what ways or to what
extent is this so?”
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Data analysis

The primary author was involved in transcribing the first two
sets of interview data to be familiar with the data set and
the process of analysis and another eight sets of interview
data were transcribed by a transcriptionist who signed for
confidentiality agreement. She read the data for several
times with noting initial ideas and developed 10 storylines
about each 10 RN. Open coding was conducted to generate
initial codes across the entire data set with application of
critical lenses such as use of particular language, context-
situation and culture, and meaningful moments. Data
relevant to each code was generated. Codes were compared
and sorted into potential themes, then the themes were
reviewed to generate a thematic ‘map’ of the analysis. The
primary author conducted ongoing analysis to refine the
specifics of each theme and their relationship to each other
and ‘the fit’ with a broader overall story in relation to the
research questions. After the iterative processes, themes
emerged from the analysis based on significant statement
highlighted in the data during the process of reviewing
and responding to the research aims and questions.
Themes and relationships were scrutinized at each stage
by the other authors to ensure accurate interpretation and

credibility (29).

Results

Table 2 presents 3 themes, 6 subthemes, data sources and
quotations.

Seeds of innovation

The observations of nurses interacting with patients
suggested there was little evidence of use of the CPMG;
instead the nurses were using NTGB.

Guidelines for nursing practice

The NTGB was the major source of directions for all
nursing practice including pain management of patients
with cancer as part of their comfort and care. It was
noted during observation and review of the relevant
documentation that there was limited evidence of adequate
information or directions with rationales for nurses to make
decisions within their practice for managing cancer pain.
For example, although the nurses followed the NTGB
that provided instructions about nursing practice, the
content was very limited, especially around descriptions of
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interventions for pain. The content of the NT'GB did not
mention levels of evidence and nursing perspectives; they
simply instructed nurses to perform the task of managing
pain within medically driven structures and processes.

Lack of receptivity for change

A lack of receptivity to change was attributed to the
organizational constraints to innovation in practice. Strong
leadership from managers, those who are supportive in
adopting the innovation and have good relations with
the nurses are considered important elements in creating
receptive contexts for change. On the other hand, an
embedded hierarchical relationship among nurses was
apparent; this minimal openness and a non-receptive culture
limited chances for communication among the nurses.
Support should be in place for adoption of the CPMG
in nursing practice to improve cancer pain management.
However, such support was not reported or observed in this
study.

Resources for the management of pain

In order to use different interventions to provide
individualized care in managing pain for those patients
with cancer, nurses needed to have sufficient levels of
support. Despite the positive effects of extra material
resources that could increase the chance of spreading and
sustaining the CPMG, the participants often reported
limited availability of resources. A lack of equipment
supplies for non-pharmacological interventions such as
hot bags was reported in two Units. Safety reasons were
cited for the removal of hot bags from healthcare settings
without replacement with safe alternatives such as heat
lamps. In addition, human resources who could provide
a variety of non-pharmacological interventions including
professional therapists were reported to be limited,
despite their effectiveness of enhancing pain management
outcomes. Some interventions such as art therapies that
were known as effective could be more complex in terms
of instruction, thus needing professional instructors.
However, as there was no internal and/or external access to
professional instructors, the nurses appeared to believe that
there was nothing much that could be done. On the other
hand, it was reported and observed that even providing
a simple level of music therapy was often ignored due to
a busy workload with insufficient staffing in one of the
Units, where there was a music room. Although, some RN
participants appeared to have learned about certain non-
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Table 2 Themes related to CPMG implementation and supporting quotations

Theme Subtheme

Data source

Quotations

Seeds of Guidelines for
innovation nursing practice

Lack of receptivity
for change

Resources for the
management of
pain

Participant

observation,

document

analysis, interview

Interview

Interview,
participant
observation

The ‘NTGB’ included four different pain measurement scales that nurses could
use for the patients in different circumstances as follows; NRS (Numeric Pain
Rating Scale), PAFS (Pain Affect Faces Scale), NIPS (Newborn Infant Pain
Scale), and FLACC (Face-Legs-Activity-Cry-Consolability Scale). According

to the NTGB, nurses were required to assess the patients’ pain intensity,
location, pattern, frequency and duration by using the pain scales; record the
nursing intervention; report to the doctors, if there was any unrelieved pain
after interventions; and provide adequate education about pain to patients and
families (Field note, summary of NTGB)

We do have a guideline (NTGB) to train the new graduates and also the
checklists...//...we have one in the unit and every new graduate has a guidebook
(NTGB) (Jinhee)

There is a hospital policy that has been set. | mean, we attend to pain
assessment once every shift...and enter pain score (in the EMR system)//
(it doesn’t matter if patients have pain or not) we attend (to checking of pain
scores) as a routine (Eunsoo TC3)

The atmosphere of the hospital is not something like (someone would want to
initiate any ideas/practice), but just take orders and to do it (follow the order).//...
it (trying to initiating the ideas/practice) could be another example of behaviour
(that is trying to) draw people’s attention (because the one who initiates the
ideas/practice would ‘stand out’ and people would recognise her/him)...//we
don’t really like it (behaviour that draws people’s attention) (Jinhee C-VII-3)

| think I might have been working without much attention to manage pain and...
when | was invited to participate in this study, | responded in a negative way. |
(even) said to the Head Nurse “Do | really have to do this much?” and she said
jokingly “That’s why you don’t grow (within your profession).” (Nari)

| hardly talked with the Head Nurse. She’s a little bit hard to face...(Jinhee C-VII-5)

For example, of hot bag, we don’t have hot bag...Also, massage...there is
equipment that the volunteers bring in, but we don’t have our own massage
equipment or things like that...(Jina A-VII-19)...we used (hot bags) pouring hot
water in it, but it had a risk of burn, so we can’t use it anymore (Jina TC17)

It would be better to have professional (therapists) for those music or art
(therapies) than us, but that there is no one who could come...(Jina A-VII-20)

We have music played in a music therapy room...meant to provide emotional
support and make people relax. Patients said it is really helpful to be in that
room to listen to the music. So we made the room, but now...we often even
don’t play the music. If we got really busy in the morning, we forgot to turn the
music on...(Eunah D-VII-12)

Well...because of busyness (I can't do adequate pain management)...busyness
and also because patients are sick and...| think it’s because of busyness.//Just
the shift itself (makes me being busy) too many surgeries, admissions, (managing)
post-op patients, (managing) new admissions and make discharges and solve
the issues when patients make complaints in between (Eunsoo, B-VII-4)

There are many activities like art therapy and music therapy...l couldn’t use
them although | knew them, because | was neither a professional (instructor)
for those therapies nor had a certificate for it, so | didn’t know much about it
(Younhee TL40).

Table 2 (continued)
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Table 2 (continued)

Theme Subtheme Data source

Quotations

CPMG: Hospital Participant
Stimulus for accreditation observation,
changes interview

Changes in Interview
leadership,
changes in practice

CPMG: “We don’t know Interview
Diffusion & much about it.”
dissemination

| think it (hospital accreditation) is quite effective. It has the marketing effect
(given) that we have achieved JCI accreditation, in this country...this is one of
the few hospitals that achieved the foreign JCI accreditation...l've heard that
we’ve got increased numbers of patients, since the accreditation (Miho F-1X-4)

The (hospital) system has been totally changed and there has been more work
done electronically (Miho F-1X-4)

‘All patients are screened for pain and assessed when pain is present’—|
found in the JCI accreditation guideline under the section patient access and
assessment that pain screening and assessment are specifically stated (Field
note, Miho).

The hospital started using the EMR for the purpose of the JCI accreditation.
Nurses now had more frequent checks on for the patient, but Eunah was not
sure whether it was worthwhile to keep recordings such as completing frequent
‘Pain Report’ and thus have less time to provide hands on care (Field notes:
Eunah)

We (the hospital) wanted to show off to patients that we’ve gone through the
accreditation and achieved it in order to promote its reputation, so | think
(preparation for accreditation and changes in the hospital) was organised
without clear plans...(Miho)

No, | don’t usually ask the question as in number...but (I used) the number
during the accreditation (period)...//Really...It’s been about 6 years, but probably
I’'ve only asked with numbers less than 10 times...//During the accreditation...
When the JCI came (to assess for the accreditation), we actually went and
asked the patients with numbers (physically attend the patients to assess pain
with numeric pain scale), how much pain they had, because we were told that
they (the auditor) would also go and ask the patients (if we had come to assess
pain with the scale) (Younhee E-VII-9)

The biggest reason (of the changes in not using much placebo) would be the
professors, because there has been changes in what they think. Previously (the
professor) didn’t pay much attention on such problem (pain issue). Well...but
now they’ve been taking (the issue of) pain really seriously. Therefore, if a patient
complains of pain, they do their best to (reduce pain)//And Professor OOO has
become the Director of the Medical Centre, hasn’t she? She has been (involved
in) hospice...And | think it (Professor OOO and her involvement in hospice care)
was the reason why we have a hospice team (Miho)

There is a guideline for use of opioid, isn’t there? Something like you use it (this
guideline) like this in this situation and if it’s (use of certain opioid analgesic is)
not working, use something else...like this...But actually, we don’t know much
about it (the CPMG) (Nari I-VI-1)

| visit the patients, once | have handover...and if | have enough time, | start
asking questions to the patients (who are) on the first or second day of post-
operation. (Jeongmi G-I-1)

pharmacological interventions in their practice, they often from the adoption of the CPMG would not be achieved,
lacked confidence about its use in nursing practice, noting if nurses’ choices on interventions were limited due to
they were not certificated for this. It became apparent that inadequate resource support or confidence to use the
even if the CPMG were introduced, optimum outcomes resources they had.

© Journal of Hospital Management and Health Policy. All rights reserved. 7 Hosp Manag Health Policy 2020;4:12 | http://dx.doi.org/10.21037/jhmhp.2020.02.01



Page 8 of 11

CPMG: stimulus for changes

In the study contexts, it appeared that any tension for
changes in managing pain did not arise from the individual
nurse’s reflection on their own practice. Instead, it was
externally mediated because of the hospital accreditation
and changes in a medical consultant’s attitudes towards
cancer pain management.

Hospital accreditation

The study hospital setting is one of the few tertiary
education hospitals in Korea accredited by the Joint
Committee International (JCI). The aim of the accreditation
system is to improve patient-safety and quality of health
care, and promote rigorous standards of care and achieve
optimal levels of performance. Hence, all study sites were
formally recognized as quality healthcare settings once the
JCI accreditation was achieved; this consequently could
enhance their reputation. The RN participants reported
that the accreditation process influenced the introduction of
some changes in this healthcare setting such as introduction
of the EMR system, which was an innovation in itself. The
hospital installed computers with programs to support
patient care systems. This in turn led to change in nursing
practices such as maintaining a ‘Pain Record’ that in turn
mandated regular pain screening/assessment as a routine.

In theory, the tension for change imposed by the
accreditation and the consequent changes in the use of
‘Pain Record’ in the EMR, demonstrated readiness for
the uptake of other innovations such as the CPMG.
However, the participant nurses considered changes in
their practice arising out of accreditation as suboptimal;
they were frustrated and pessimistic. They considered the
accreditation requirements and processes caused too much
indirect activity for them (i.e., recording of what they did
during their shift) and that this reduced time for direct
nursing care. The changes in nursing practice resulting from
the hospital accreditation without nurses’ understanding of
changes increased doubt amongst nurses about its value in
relation to patient care and pain management.

Irrespective of the Unit, given the nurses’ perceptions
about the value of the accreditation and the changes to
practice, any changes seemed to reflect a ‘temporary
performance’ rather than achieving sustained changes in
practice aiming for better nursing care in managing pain.
Regardless of understanding the purpose of accreditation,
the nurses said it was important to comply with the
accreditation criteria, but it did not change the quality of

© Journal of Hospital Management and Health Policy. All rights reserved.
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their long-term practice including pain management.

One can see from the above that the nurses in the study
were frustrated about the demands for the level of care
that they were expected to meet, and pessimistic about the
influence of accreditation on their own practice and patient
outcomes without sufficient resources. The absence of the
use of CPMG in their practice to manage pain among the
patients with cancer was apparent, so was the frustration
and pessimistic attitude toward accreditation.

Changes in leadership, changes in practice

Another indicator of tension for change was noted when
there was a change in medical leadership, which influenced
approaches to the management of cancer pain and increased
use of analgesics. A newly appointed medical consultant
with experience in hospice care meant that the use of
placebo, previously a common practice in this setting,
was almost abolished. Miho noted the change of attitude
towards pain management from the new vice-president of
the hospital and this meant changes in the overall medical
team’s approach to cancer pain management. The Medical
Officers (MOs) used less, almost no placebos since the
vice-president of the hospital was also the consultant of
the hospice team and her views heavily influenced pain
management in the unit. The role of the Director of the
medical center heavily influenced the practices of not only
MOs, but also nurses. Such changes in leadership were a
positive step towards possible changes in nursing practices.

CPMG: diffusion and dissemination

“We don’t know much about it”

Only one nurse in the study acknowledged the existence
of the CPMG, but even though the Center in which she
worked promoted itself as excellent in treating cancer
including symptom management of pain. She did not
use the guidelines in reference to her own practice.
This ignorance of the CPMG was acknowledged by the
participant and also observed by the researcher; the nurses’
practices of attending to pain screening/assessment often
depended on whether the nurses felt they had enough time
to do so during the rounding rather than according to
the CPMG, which recommended frequent screening and
comprehensive assessment.

Discussion

Providing nursing care for those patients with cancer in
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managing pain based on evidence has become critical,
because EBP can improve the quality of care and patient
outcomes (16). As pain is an individual patient experience,
nurses who provide care for those patients with cancer are
required to develop their ability to make clinical decisions
for those individuals using the best evidence that reflects
the particular patient’s situation (30). However, the findings
illustrate the limited extent to which nurses were informed
about, or adopted, the national guidelines for cancer pain
management. The introduction and implementation of
the CPMG was not evident, and there was no evidence of
innovations in nursing practice around pain management
for cancer patients existed. Instead, nurses used the
NTGB which was clearly limited in terms of providing
directions for nurses reliant on a full suite of roles and
functions around pain management for those patients
with cancer. The findings in this study show professional
and organizational related factors that have influenced on
implementation of an innovation, CPMG, in managing
cancer pain.

First of all, absorptive capacity for new knowledge
around the innovation as a contextual variable in inner
context could be affirmed by a work culture that used
guidelines in nursing practice, the NTGB to optimize
the quality of care and patient outcomes although
its quality was limited yet as an international level of
EBGs. Receptiveness for change among nurses and the
organization is another important contextual variable in
inner context, as adopting an innovation like the CPMG
would require every individual nurse to make some changes
in their practice. However, in this study setting, achieving
international accreditation was essential and the focus of the
organization, given the recognition of the need for proof of
the quality processes and outcomes within the healthcare
system. Accreditation could have been a crucial opportunity
to introduce and implement the CPMG as EBGs and to
improve care quality, however nurses in this setting did not
see that the accreditation achieved improvement in care
quality inclusive of nursing practice.

Secondly, the above could be attributed to the fact
that the purpose of the changes to achieve international
accreditation was not clearly set up by the organization and/
or communicated to the nurses as improvement of care
quality and patient outcomes. There has been no shared
understanding about the achievement of accreditation and
the use of CPMG as the way of improving care quality in
caring for patients with cancer who are experiencing pain.
This degree of change demands a work climate that is
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receptive to challenges but supportive through any change
process (25). However, the analysis of the findings has
revealed an absence of evidence of the organization’s role
in support of CPMG and subsequent support for quality
care and workplace culture making. The findings also
indicated that potential barriers such as the atmosphere
and structure of the organization did not support the
initiation of new ideas and practices, and led to limited
support in resources, both human and material. Although
there were some reports of positive changes in cancer pain
management among MOs influenced by practice changes
among the medical leadership, tension for changes in
managing pain among nurses was externally mediated by
their participation in and achievement of accreditation in
the study setting. Despite the reports of several advantages
of achieving accreditation including improvements in care
processes and use of information (31,32), the negative
influences of accreditation prevailed. The changes have not
been sustained after the achievement of the accreditation,
despite the initiation of changes at the organizational
level. This has implications that any changes including
the implementation of accreditation and use of CPMG
for promoting care quality and patient outcomes warrant
organizational commitment to adequate initial and ongoing
resource support.

Another area that revealed insufficient support from
the organization was apparent in the reports of shortages
of human resources. Perceptions of excessive workload
due to insufficient staffing is one of the most frequently
and extensively reported barriers in all areas of nursing
including in this study setting. Jun, Kovner, and Stimpfel
emphasize that excessive workload causes nurses to be
hindered in the use of recommended guidelines regardless
of their recognition of their advantage in patient outcomes,
because they struggle with completing routine tasks (33).
Obtaining adequate levels (in quality and quantity) of nurse
staffing can reduce possible issues with nurses’ functions of
monitoring and early detection of problems such as pain
and pain related issues (34). The excessive workload may
not be an issue that can be solved with a simple strategy,
but it should be considered as one important element in a
range of inevitable contributors to limited care outcomes in
cancer pain management through the use of EBGs.

"This study was conducted in three different units in one
acute hospital setting. Therefore, the findings need to be
interpreted with caution. Only ten RNs were included in the
study. However, they were a representative sample in terms
of their ages and experiences. In addition, the final sample
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size of ten RNs was adequate and enabled data saturation to
fully analyze the topic under investigation. The study has
identified in-depth views and beliefs of nurses in managing
cancer pain. Multiple additional perspectives including
those of patients, families and MOs will be useful to add
further insights into optimal cancer pain management.

Conclusions

The findings show potential relevant factors, particularly
professional and organizational related factors that have
influenced implementation of the innovation, the CPMG
to manage cancer pain, if and where it has been introduced.
Although there were positive elements such as strong
leadership from the managers, negative elements were
revealed including organizational constraints to innovation,
an embedded hierarchical relationship among nurses and
limited choice of resources. Additionally, the findings
revealed that external stimulus for changes including hospital
accreditation and changes in medical leadership could make
some changes in nursing practice, but it might not guarantee
changes in quality of long-term nursing practice.

The organization could take several roles in implementing
an innovation, the use of CPMG in nursing practice
including creation of a workplace culture which is receptive
to and supportive of the implementation of CPMG in
nursing practice, provision of an adequate level of necessary
human and material resources, and understanding of the
purpose of adopting the innovation, which should focus on
improving the quality of care and patient outcomes before
promoting organizational reputation, as the latter could be
achieved once the quality of care is enhanced.
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