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Introduction

Abstract
Background: Studies in Tanzania have reported that many
hospitals in the country have no intensive care unit (ICU)
where critically ill patients could be managed thus critically
ill patients are cared for with other non-critical patients. The
aim of this study is to describe nurses and physicians’ experience of caring critically ill patients in the general wards
at the Regional hospital.
Methods: A descriptive qualitative design was used. Purposeful sampling method was used to enroll 10 nurses and
5 physicians working in various departments at the regional
hospital. Using semi-structured interview guide, 15 interviews were conducted. Qualitative content analysis framework guided analysis of data.
Results: Three (3) major themes emerged from the data
of nurses and physicians’ experiences of providing care to
critically ill patients at the regional hospital. These included;
being present and staying close, being powerless and lacking caring abilities.
Conclusion: Nurses and physicians at regional hospital
face multifaceted experiences when caring critically ill patients. Lack of equipment supplies and medicine, lack of expertise in caring for critically ill patients and lack of a special
room to care for the critically ill patients, made them feel
powerless in providing appropriate and effective care to critically ill patients.
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The intensive care unit (ICU) provides a continuous
monitoring system for critically ill patients who have
the potential for recovery or are in a life-threatening
situation. Critically ill patients are mostly victim patients
from motor vehicle crashes, violence, burns, drowning,
falls, patients with multiple complications from health
alignment like myocardial infarctions, congestive heart
failure, or cerebral vascular accidents [1]. Therefore,
optimal, fast and professional care is highly needed to
stabilize critically ill patients, this is because the more
critically ill the patient is, the more the life is threatened
and at risk [2]. Therefore, management of critically ill
patients should be thoughtfully planned. Nevertheless,
nurses and physicians should be able to assist the patient to cope with stress, pain and anxiety during their
stay in the ICU, and also be able to support the family
from being worried of losing their beloved ones and
therefore they should provide good care [3]. The place
(ICU) where serious patients could be managed need
to be quite and free of noisy to facilitates patients sleep and rest [4]. Some studies have indicated important
of keeping the critically ill patients in the single private
rooms [5]. To the contrary, many hospitals in Tanzania
have no intensive care unit (ICU) where critically ill patients could be managed [2,6] thus critically ill patients
are cared for with other non-critical patients. In these
hospitals, wards patients are overcrowding, there is
scarce of live saving equipment and medical supplies
and trained staff to manage critical patients [6]. In the
ICU, critically ill patients could receive appropriate ho-
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listic care, to promote their healing and that of their
families. Patients who are managed in the ICU benefit
from adequate specialized trained staff and specialized
equipment such as mechanical ventilators, infusion pumps and continuous monitoring of their vital signs [7].
For example, in Australia, the nurse patient ratio in the
ICU is 1:1 and for the dependency unit 1:2 [8]. Critically
ill patients who are admitted in the general ward may
exhibit premonitory signs of adverse events, which may
be observed but cannot be acted upon by nurses and
physicians because of human and non-human resource scarcity and environment un-conducive to manage
such patients [9]. Management and care of critically ill
patients who are admitted in the ward is suboptimal because in these settings, staff and monitoring machines
are limited [10]. Adequate staff and equipment could
assist in quick management of patients when adverse
signs are identified [9].
Experiences and challenges of caring for critically ill
patients in the ICUs have been reported in some studies
globally and also in Africa including Nigeria and South
Africa [11,12]. In Tanzania, needs of the family of critically ill patients and their satisfaction with care were
reported [13]. Nevertheless, none of these studies reported on health care providers’ experience of caring
for critically ill patients in the general wards other than
in the ICU. While Fowler and colleagues [14] described
difficulties in managing critically ill patients in the wards
due to their vulnerabilities, experience of nurses and
physicians in caring critically ill patients in general wards
have not been explored. This study therefore, describes
experience of nurses and physicians caring for critically
ill patients in the general wards at the regional hospital.
The study adopted the following key operational terms:
• Critically ill patient: Is a patient who is admitted in
the regional hospital because of life threatening or
potential life-threatening physiological alterations
requiring intense and vigilant medical care.
• Critical care: Is a specialized care given to patients
with life-threatening conditions who require more
comprehensive care and constant monitoring usually in intensive care units.

Methods
Study design
This study used an exploratory descriptive qualitative design [15] to gain in-depth understanding of nurses’
and physicians’ experiences of caring for critically ill patients in the general wards of the regional hospital.

Setting
The study was conducted at Tanga regional referral
hospital in Tanzania. The regional hospital in this context refers to the second level of referral care system
that receives patients from the district level hospitals. In
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these hospitals on average shall have between 200-400
beds and provides specialised care and training of health professionals [16]. The Tanga referral regional hospital was selected because it was a regional and teaching
hospital offering health care services to clients including
critically ill patients. It also serves as a teaching hospital
for intern doctors, nurses and assistance medical officer
students. The hospital has capacity of 412 beds and it
receives about 16,520 patients annually [17]. In the hospital, critically ill patients are managed in the general
wards with other patients.

Participants and recruitment
Participants for this study were nurses and physicians working in the 4 departments of the hospital. The
inclusion criteria were; physicians and registered or enrolled nurses who had been working at the hospital for
3 years or more to ensure that participants had the opportunity to manage a couple of critically ill patients and
therefore would provide rich information based on these experiences, thus gaining insight and understanding
of what it is like to care critically ill patients in the general wards. Purposive sampling method [18] was used
to enroll 15 participants from 4 departments namely
obstetrics and gynecology, pediatrics, medical and surgical that manages critically ill patients. This sampling
technique ensured useful and rich data from the participants. The heads of the departments assisted with
identification of participants based on the set inclusion
criteria. Participants were then met with the co-author
(HM) who provided information about the study purpose and issues of confidentiality. Thereafter the interview
time was set with participants who agreed to participate in the study.

Data collection
Data was collected from the 4 departments through semi-structured interviews. A semi-structured interview is a method of data collection where the researcher and the participant engage in a formal conversation following a guide to a specific topic [19]. Fifteen
(15) semi-structured interviews (SSI) were conducted
with physicians and nurses who have worked for 3 or
more years in the departments of the hospital. Five (5)
semi-structured interviews with physician and 10 with
nurses were conducted after participants had completed their duty or when they were off duty so that
it does not interfere with their daily working routines.
Participants were explained the study purpose, procedure, privacy policy and issues of confidentiality, right of
withdrawal and explanation about the consent. All participants provided written consent for their participation and oral consent was provided on the use of audio
recorder. During interviews semi-structured interview
guide was used (see Table 1) that aimed at exploring
experiences of nurses and physicians of caring for critically ill patients. The semi-structured interview guide
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Table 1: Interview questions.
1
2

3

Experiences with managing critically ill patient
- Could you please explain about your experience of caring for critically ill patients?
Challenges of managing critically ill patients
- What obstacles do you encounter when caring critically ill patient? Can you please provide specific examples?
- How did you overcome these challenges? Can you explain why you think these challenges exist?
- What would you recommend as the best strategies to overcome these challenges?
Improving care
- What could be the best way of caring critically ill patients?

had open ended questions and probes that allow the
researcher to explore issues as they emerged and elicited broader and deeper views from participants [19].
Interviews were conducted in Kiswahili, the National
language spoken fluently by all participants. Interviews
lasted between 30 to 45 minutes to an hour.

Data analysis
Qualitative content analysis inspired by Graneheim
and Lundman [20] guided the analysis of data. Qualitative content analysis was chosen because it is a concrete analytical framework that could be readily applied
and easily followed. All audio recorded interviews were
transcribed verbatim by a person fluent in the local dialect. The Kiswahili transcripts were then translated into
English by the co-author (HM) and thereafter the first
author (LTM) who is a nurse-midwife with social sciences background and good command of both languages
crosschecked the accuracy of translations and completeness against the original notes before data was ready
for coding. Gaps identified, or clarifications needed were
discussed and corrections made accordingly. Translated
transcripts were read through several times to enable
a general understanding of the participants’ accounts.
Paragraphs or pieces of the text referring to specific
experiences or challenges related to caring of critically ill patients were identified and formed into meaning
units. These meaning units were further condensed into
codes that were sorted according to their similarities or
differences into themes.

Ethical Considerations
The study was approved by Research and Publication
Committee of Muhimbili University of Health and Allied
Sciences (MUHAS) (Ref. No. MU/PGS/SAEC/Vol.XIV/).
Permission to conduct the study was provided by the
management of the regional hospital. All participants
provided written informed consent after they were given information about the aim of the study and issues
of confidentiality. Further, they were informed about
voluntary participations and that they could decide to
withdraw their participation at any time.

Results
Characteristics of participants
The 15 health care providers interviewed were
between 32-59 years of age. Among the 15 participants,
5 were medical practitioners (MD or AMO) and 10 were
Mselle and Msengi. Int J Crit Care Emerg Med 2018, 4:047

nurses (EN or RN). Seven (7) had working in the wards
where they had interviewed for 9 years or more, and 8
had attained education beyond Diploma.

Experiences of caring critically ill patients
Three (3) themes were extracted from semi-structured interviews of physicians and nurses’ experience on
caring for critically ill patients and direct quotes supporting the themes are shown in italics. The person in direct
quotes was coded by the individual interview number
and sex to maintain confidentiality.

Being present and staying close
Caring for critically ill patients involves the demand
for a holistic approach and close monitoring and support from specialized equipment and medications in
order to ensure normal bodily functions. Participants
thought that for the effective care of the critically ill patients, these patients who are being cared with other
patients in the general ward need to be near the nursing
station so that they could be monitored closely, and appropriate action taken promptly when needs arise:
“… critically ill patients if managed in the ward they
need to be close to the nursing station, ...and the nurses
have to be close to the patients. Critically ill should be
on the beds that are close to the nursing station so that
they can be monitored and cared easily” (P10-Female).
For the reason of continuously monitoring and quick
response to critically ill patients who are in the general
wards, life support and monitoring machines, equipment and supplies are brought closer to them to ensure
that they are easily accessible when needed:
“We usually put a screen around the critically ill patient so that we know that this patient needs close care
and we prepare oxygen concentrators, suction and other
equipment and keep them close to patients for easy access when need arise…” (P10-Female).
Much as the health care providers would wish to
bring facilities near critically ill patients but these facilities
sometimes are not available:
“… You need facilities like monitors near patients …
but they are not available”. (P3-Female).
Other participants thought that some staff should be
assigned to focus their care and attention to critically ill
• Page 3 of 7 •
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patients to ensure that they are attended constantly as
required:
“… you can commit one or two staff so that they can
closely care for critically ill patients. Critically ill patients’ vital signs are supposed to be checked every half an
hour, but you cannot afford due to the scarcity of the
staff” (P10-Female).
Maintaining privacy and confidentiality when managing critically ill patients with other non-critical patients
in the general wards was also an issue of concern when
managing critically ill patients with other general patients in the same ward:
“Critically ill patients need privacy, of course all patients’ need privacy, but because the critically ill patient
is very sick unlike other patients...in the ward other patients and relatives keep staring at critically ill patients
who usually have tubes and machines around them and
during this time nurses fails to effectively provide care…”
(P8-Female).
They therefore thought that having a special room
or an ICU where critically ill patients could be cared of
would help in improving care of critically ill patients and
their outcomes:
“… critically ill patients need to be managed in the
ICU, so that intubation can be done, or patients can be
kept in the monitor machines for continuous ventilation.
…but in the ward, you cannot do, you can only do little
that you can be able to do” (P1-Male).

Being powerless
Availability of staff, equipment, medications and
other medical supplies is critical in providing high quality health care and improve overall patients’ health
outcomes. Participants describe their powerlessness
to efficient provide care to critically ill patients in situations with lack of adequate staff, drugs, equipment and
supplies. They reported that the staffing level was very
minimal compared to numbers of patients admitted in
the general wards. Therefore, the few staff available
had to take care of both critically ill patients and those required general management, for them this was a
challenge:
“… when you have 50 patients in the ward and a few
who are critically ill, it’s not easy to look after them frequently as you are supposed to care all of them…critically ill patients especially bed ridden ones, need change
of position and they are usually assisted on their beds…
you are also expected to participate in the ward rounds
...therefore regardless the existence of guideline for caring critically ill patients but is difficult to follow because
we are very few…” (P13-Female).
“… the close monitoring of patients is not possible,
this is because we are few and have many patients to
look after” (P5-Female).
Mselle and Msengi. Int J Crit Care Emerg Med 2018, 4:047
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Because of shortage of staff, participants reported
being overworked and not having adequate time to
provide care to other patients while critically ill patients
were waiting for their services:
“… you are only two staff on duty, there are may be
three (3) serious cases it becomes more overloaded, there is a post-operative’ patients to be cared off, there are
patients need wound dressing, responsibilities become
too many, truly this is a problem…” (P4-Female).
“... as a supervisor I will run and try to supervise
everywhere now you cannot…, responsibilities are getting bigger, truthfully it is becoming a problem. For the
situation like this truthfully staff are in overwhelmed, a
nurse or a physician may not even have time to eat because of over responsibilities...” (P2-Female).
Staff commonly gave priority to critically ill patients.
“Yes, my experience is that it affects the care because I am always with the critically ill patients most of
the time. Thus, why I told you when I come in the morning I determine/assess who are serious whom I have
to give them first priority, the rest I go to them later. It
takes time until you reach to attend the rest of patients”
(P2-Female).
Inadequate availability of medical supplies is commonly associated with provision of substandard care
and reduces staff motivation to work effectively. Participants reported that it was common to ask relatives of
the critically ill patients to purchase medicine. However,
many times it is difficulties for the family members to
purchase them because they are expensive.
“… a doctor may prescribe some medicines for a patient and then the staff goes to the hospital pharmacy
unfortunately she comes back with none of the medicine
prescribed, then you start looking for the family members who are unable to purchase medicine…you fail to
help the patient” (P5-Female).
Sometimes Government exemption is secured to
help patients:
“… when patients are unable to purchase medicines
when they are not available in the hospital, you cannot
leave them to suffer, you would help by consulting people who approve exemption as per government policy,
but you find that the drugs needed are not available at
hospital…you need to look for other alternatives, to look
for help from other sources (P4-Female).
Membership to the National Health Insurance Fund
(NHIF) was thought to be the best that would ensure
that patients receive medications timely:
“… patients who are covered by health insurance are
easy for us to treat and care because at least most of
supplies especially drugs are covered by the insurance.
But for those patients who do not have a health insurance even their relatives they run away from them… which
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make our life difficult managing them without medicine” (P4-Female).

Lacking caring abilities
Inadequate possession of the necessary skills may
lead to inability to make clinical decisions that are important especially when caring for critically ill patients.
Staff caring for critically ill patients needs to have the
ability to swiftly make interventions at an early stage to
prevent further patient decline based on the findings
from patients’ continuous assessment. Participants reported that they experienced difficulties providing appropriate and effective management to critically ill patients due to lack of specialized training in critical care
management.
“… truly I have never seen (silent moment...). I mean,
since I started working in this hospital twenty years ago,
I have never seen anyone going for special ICU training
…” (P3-Female).
“... majority of staff have not been trained to manage
critically ill patients” (P10-Female).
Participants also reported that they had no orientation on the specific equipment needed for managing
critically ill patients.
“…at times equipment such as oxygen concentrator
is available, but staff member doesn’t know how to operate it, because he/she was not taught how to handle
those equipment” (P10-Female).
Staff experience was an asset in managing critically
ill patients.
“In terms of training we still do not have quality training, therefore I have been using my experience and I
continue with that …” (P6-Male).
“… no one is taught how to take care of a critically ill
patients, we just teach ourselves through experience we
have not received any sort of training at all… like you are
shown this is a critically ill patient you are supposed to
do this and that …” (P2-Female).

Discussion
The discussions highlighted a number of issues that
nurses and physicians come across while caring for the
critically ill patients in the general wards. These ranged
from difficulties encountered during the caring process
that limited their abilities to effectively provide care to
critically ill patients.
Participants in this study were unable to provide optimal care to critically ill patients because of the shortage of medical supplies and equipment. Although some
studies have reported adequacy of medical supplies for
emergency and critical care [2], this study and others
[21,22] reported insufficient medical supplies. For
example, Mkoka and colleagues attributed the shortage
of medical supplies with delay in disbursement of druMselle and Msengi. Int J Crit Care Emerg Med 2018, 4:047
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gs to the health facilities from the relevant department,
insufficient budget for medical supplies from central
government and lack of accountability within the medical supplies system [21]. Availability of resources has a
huge impact on the ability of staff to care for the critically ill patients and contributes to job satisfaction among
staff [23] and is the key for safer care [24].
In addition to the shortage of medical supplies, this
study also highlights shortage of human resource for health. Just like in most sub Saharan African countries, in
Tanzania there is a severe shortage of health professionals across all cadres [25,26] and critical care personnel
[2] which affects the quality of care offered. Consistent
with other studies on health care system conducted in
Tanzania [22,27], this study found shortage of staff in
terms of quantity and quality. Participants in this study
reported staff shortage that posed challenges in managing critically ill patients and other patients admitted in
the general wards. Studies have reported association
between high intensity staffing and positive patient
outcomes [28,29]. The ICU patient-staff ratio is usually
high because the allocation of ICU nurses to patients is
influenced by patients’ acuity levels, the nurses’ competence and the severity of illness of the patient [30].
However, the number of the staff alone may not produce the outcome that is expected but is also dependent
on the quality in terms of staff competence, experiences, and motivation [31,32] and good leadership [33].
As reported in this study, managing critically ill patients without having formal training on critical care or
intensive care is difficult, findings that are similar to the
previous study conducted in Tanzania [2]. Further, managing critically ill patient based on working experiences may result into failure to promptly intervene when
the best interest of the patient is in question [34]. This
failure could be due to limited technological skills, broad skills and knowledge base and higher level of decision-making skills [11,35,36]. Critically ill patients are at
high risk for actual or potential life-threatening health
problems requiring intense and vigilant continuous,
comprehensive and detailed intensive care from the critical care prepared health personnel [30]. Critical care
personnel need to be confident with the use of various
monitors and machines [7,37] for sustaining ICU process
improvement [38].
In Tanzania there are very few critical care nurses
and other intensive care specialists [2]. According to
World Health Organization (WHO) report, the shortage
of nurses is a result of under investment in training, wages, working environment and management [39]. The
shortage of critical care prepared nurses in Tanzania is
contributed by the low production of this category of
health staff [2]. For example, between 2009 and 2015,
only 40 critical care and trauma nurse specialists graduated at the Muhimbili University. This is the small
number to cater for more than 3000 health care faci• Page 5 of 7 •
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lities in the country of over 40 million people. Further,
lack of financial support for training contributes to this
challenge [40]. In realizing the demand for critical care
and trauma nurses and knowing that nurses require skills and knowledge of caring for critically ill patients that
are not included in their basic nursing programs. The
School of Nursing at Muhimbili University has included
basic critical care and Trauma nursing course in the undergraduate nursing and midwifery curriculum to equip
students with basic competencies to manage critically
ill patients [41]. However, since this program is only offered in this University, it is likely that most nurses in
Tanzania graduate without this important competency.
Managing critically ill patients in the general ward
with other general patients requiring less attention
was reported to contribute to challenges of managing
critically ill patients. Critically ill patients require close
monitoring which is not supported by the limited staff
and other resources when these patients are cared in
the general wards. As noted elsewhere [9,34], critically
ill patients who are being managed in the ward are potentially at risk of serious deterioration. This is because
patients’ deteriorating signs may exist without being
noticed and acted up on by the medical staff. Early identification of clinical deterioration is important in preventing subsequent cardiopulmonary arrest and to reduce
mortality, but sometimes patients’ conditions deteriorate before nursing and medical staff recognizes and respond to the signs [42]. Delayed management and treatment for these highly vulnerable patients may bring
about increasing patient mortality and morbidity [34].
Therefore, critically ill will benefit from being managed
in a special room “Intensive Care Unit (ICU)”, a unit designed according to hospital needs for caring patients
who need a vigilant care with specialized personnel in
the field as well as sophisticated equipment such as cardiac monitor, mechanical ventilation with oxygen therapy, following their life-threatening health conditions
[43]. In the ICU, a combination of effective process of
care and appropriate structure increases the likelihood
that every patient will receive the correct interventions
at the appropriate time(s) and interventions will be performed properly and cost effectively. Moreover, this is
the best environment especially in areas where facilities
and staff are limited. This is because few staff available
will be forced to transport equipment to the patient’s
bedside throughout the ward and this may delay patient’s care. Again, as reported in this study, it’s very
difficult for the staff to maintain privacy and confidentiality when managing critically ill patients with other
non-critical patients in the general wards because of
inadequacy of medical supplies and patients’ overcrowding. Managing critically ill patients in ICU would be a
solution to effective use of both human and non-human
resources especially in situations of inadequacy.
While this study was conducted with rigor and provides important insights into the experience in caring
Mselle and Msengi. Int J Crit Care Emerg Med 2018, 4:047
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for critically ill patients in the general wards, there are
some limitations that should be acknowledged. Only 15
skilled health personnel including 10 midwives and 5
physicians were interviewed. The number of skilled personnel interviewed is small, however qualitative sample
size has no rule it depends on what the researcher wants to know, the purpose of the research study, what can
be done with available time and resources and it should
be based on expected reasonable coverage of the phenomenon given the purpose of the study and interest
[15].

Conclusion
This study aimed to explore the experiences of nurses and physicians in caring for critically ill patients in
admitted in the general wards. It highlights important
challenges that impacted on the provision of professional and ethical care to critically ill patients. Nurses and
physicians working at regional hospital were unable to
provide optimal care to critically ill patients because of
shortage of critical care prepared personnel, medical
equipment and supplies. They have to deal with competing demands of caring for the critically ill patients and
other patients who need general care in the same ward.
Further, lack of the ICU where critically ill patients could
be managed impacted on their ability to promptly and
effectively provide professional and ethical care to critically ill patients.
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