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Abstract

Introduction: The interplay of high technology and high acuitycritical care makes the intensive care
unit (ICU) environment one of the most complicatedhealthcare facilities. Most hospitalized patge

with critical conditions are cared for in ICUs. Nas with limited ICU experience consider caring for
highly dependent patients more challenging thareeegpced nurses and may perceive that ICU setting i

a more strenuous and stressful environment in wioietork.

Objective: The aim of this study was to assess the challeagesoping mechanisms of nurses working
in intensive care unit in caring for patients invgmmental and non-governmental Hospitals of Addis
Ababa, Ethiopia, 2012.

Methods: Descriptive cross sectional study was conductedassess the challenges and coping
mechanisms of nurses working in intensive caresunitcaring for patients in governmental and non-
governmental Hospitals in Addis Ababa. A total 6f7Zntensive care unit nurses were involved in the

study.

Result: A total number of 207 nurses who were workingnitensive care units of both governmental and
nongovernmental hospitals were participated in ghely, of which 102 (49.3 %) were working in
government hospitals in neonate, pediatrics, médicd surgical intensive care units, where as és¢ r
105 (50.7 %) were working in nongovernmental hadpitin neonate, pediatrics, medical, surgical,
emergency and cardiac intensive care units. Amdhgespondents 85 (41.1 %) didn’t get adequate
information from physicians about the patient’s ok condition. Majority 156 (75.4%) of nurseemg
assigned in intensive care units without their c@oiThe result shows that majority 136 (65.7 %) of
nurses feels demoralization when they were unableerform procedure for their patients in their

respective working units followed by feeling ofeanibrity which accounts 18.4 %.

Conclusion and recommendation:Nurses in intensive care units have no adequateliesggo provide
care for their patients and also there is poor tsprite in the intensive care units of both govezntal
and nongovernmental hospitals. Nurse- patiente ratithe study site indicates that nurses are highl
overloaded. Therefore there should be proper staffiolicy in each hospital to maintain quality tial

care service.

Key words: - challenges & Coping strategies
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CHAEBR ONE

Introdtion

1.1. Background

There is growing evidence that critical care saviface significant change over the years as
demand for intensive care unit (ICU) beds contintesescalate. As a result, there is an
increasing number of highly dependent patientsdesred for in general wards, thus placing
increased pressure on the multi-disciplinary telliorses with limited ICU experience consider
caring for highly dependent patients more challegghan experienced nurses and may perceive

that ICU setting is a more strenuous and stressfuronment in which to work (1).

In hospital critical care units, many of the indival challenges confronting other hospital units
intersect, making the critical care setting the tmosmplex environment in the healthcare
facility. While other units may need to manage onéwo of these challenges at a time, critical
care settings must manage them all simultaneouklie wemaining focused on the delivery of

safe patient care. These challenges include magagingh-tech environment and ensuring staff
competency in operating the equipment, providinghkguality care to the facilities of sickest

patients, and tending to the needs of staff memlerking in a very stressful environment. The
interplay of high technology and high acuity intical care makes the intensive care unit (ICU)
environment one of the most complicated for healthdacilities. Most hospitalized patients

with critical conditions are cared for in ICUs, igat care areas designed to provide
extraordinary treatment by specially trained heath professionals, often with the use of high-

tech equipment (2).



Most critically ill patients are cared for in anUCThese patients receive the most aggressive
care and are monitored minute by minute. The pyngaal of aggressive care in the ICU is to
stabilize and restore patients to their prior stténealth. However, an increasing number of
patients are receiving terminal care in ICU settjingpntrary to the original intent of an ICU.
Nurses who deliver terminal care in an ICU musthinvitid or withdraw life-sustaining therapies,
which often involve procedures beyond the skill angberience of general, medical-surgical
nurses. For example, terminal care procedures nwyde palliative sedation in which patients
are given medications to induce varying degreasobnsciousness. Nurses in the ICU may also
be asked to titrate and wean vasoactive drips, &tbp feedings, and administer other pain
medications. Additionally, nurses are often asked perform these procedures while

simultaneously dealing with family members who experiencing emotional crises (3).



1.2 Statement of the problem

Intensive care unit (ICU) remain complex, challemgienvironments for the delivery of
healthcare. In the era of increasingly sophisttaegan support, patients with multiple medical
conditions and specialization in the field, theecar critically ill patients can no longer be
accomplished by a single healthcare professionaA{ternatively; working in the Intensive care
unit (ICU) produces formidable stresses for nurgagsonnel. A major problem for nurses is the
repetitive exposure to death and dying, posingatisref object loss and personal failure. Some
may use defensive distancing techniques to suggmottinued function in ICU but this raises
secondary adaptive problems. The strenuous denmmairk overload and lack of gratification
from obtunded patients also add to the problem®ahtaining self-esteem. The special nature
of the work promotes communication breakdowns wpthysicians, relatives, nursing and
hospital administration, leading to lack of suppgoom these crucial groups. These and similar
factors are examined in this study in terms ofrtpsiychological and interpersonal demands on

ICU nurses, resulting in maladaptive maneuvers (5).

Nursing is considered to be inherently stressfiMlany challenges exist in intensive care
environments. These involve the constant intesactith seriously-ill patients: uncertainty
about the illness outcomes, demoralizing situatihsen patients do not get better despite the
nurses and doctors’ best efforts; and having tdaih distraught families. In the intensive care
environment situations often call for immediate idens with life and death implications (e.g.

cardiac arrests and having to implement resusaitgtrocedures) (6).

To the best of our knowledge, there was no publistata on the challenges and coping

mechanisms of nurses working in intensive care iamprovision of care for patients in Ethiopia.



Therefore this study was conducted to identig/¢hallenges and coping mechanisms of nurses
working in intensive care units in both Governmantl non-governmental hospitals of Addis

Ababa, Ethiopia.



1.3. Significance of the study

International studies on ICU nurses have showrchtizdlenges in caring for patients. Taken furthleese
challenges, barriers and impact on care have ses@rsequences for ICU nurses by reducing their
effectiveness and subsequently producing burnooiveiter, in the Ethiopian context, there is a pgucit

of empirical evidence on the challenges ICU nurfsie and the coping mechanisms they use to address
them. Thus, this present study would address tpeirggéhe literature by examining the challenges and

coping mechanism ICU nurses in government and oeergment hospitals use.

This study is very important for different bodiesaddressing the issues related to the qualityucding

service to the community.

Firstly, the study would be designed in the broadtext of understanding why the intensive care isnit
considered to be stressful area and the qualipatént care is affected, it would be undertakeassess

the quality of service being provided in each Htapi

Secondly, the study would provide certain direcidor the nursing profession to provide the optimal

nursing service.

Thirdly, it would also essential for both governrt@rand non-governmental Hospitals to adjust fer th
structural, procedural and administrative improvetrd the ICU to provide the optimal nursing caoe f

their patients.

Fourthly, the study would provide information fooligy makers to draw strategies to address the

problems associated with the challenges that inflaghe quality of care and service to patients.

Finally, the study might become a solution for tfaion at large since there are no previous rekearc

that are done on the intensive care unit to agkesshallenges that hinders the nursing servideeatg!



CHAPTER-TWO

LITRATURE REVIEW

The literature review is organized under three nieadings: challenges in the ICU, barriers to
optimal care in ICU and coping mechanisms. Supporimpirical evidence is subsumed under
each heading and sub-heading. This chapter corxluite the presentation of a conceptual

framework, which would guide the study design analysis.

2.1 CHALLENGES IN ICU

In recent years, due to rapid advancement of metticanology, increasing job complexity and
ethical dilemmas associated with it workloads inUlGave increased. Stress has been
acknowledged as a significant problem in ICU sittogir inception almost four decades ago.
Today, evidence indicates that ICUs are a stresgfwk environment for nurses. Critical care
nurses work in an environment that is highly stfidstor even the best-prepared individual.
ICUs are assuming an ever increasing responsilbdityatient care. ICU nurses are confronted
not only with the impending crises faced by pageamd families, but also demand for technical
excellence(7).Barriers to optimal care are theastdss or hindrances that ICU nurses experience,

which preclude them from delivering optimal termioare (4).

A research studies conducted to identify barrieeg hinder optimal care in ICU, identified the
following barriers: (1) lack of involvement in th@an of care, (2) differences between the
medical and nursing practice models, (3) disagre¢ramong physicians and other healthcare
team members, (4) perception of futile care andeuoessary suffering, (5) unrealistic

expectations of the family, and (6) lack of expecie and education of the nurse (4).



2.1.1 Communication Barriers

Critically ill patients are particularly frail, wh complicated medical courses that put them at
high risk of medical errors in comparison with pats hospitalized on regular wards. A recent
American study found that communication errors faeguent (involved in one-third of major

cardio-respiratory events in the ICU) and moreljike occur during late shifts (8).

In the US, quality improvement initiatives havevoived implementing physician-led
multidisciplinary rounds where clinicians encouragle team members to communicate and
contribute to the patient decision-making procéldse introduction of this intervention was
associated with a decline in adverse event rates the course of a year. Jain and colleagues
reported that better communications during rounésewcentral to the improvements, as they
enhanced interdisciplinary teaching and the coatthn of patient care (9). Attitudinal research
has also provided some interesting findings such @esitive perceptions of teamwork and
communication are associated with lower self- reggbrerror rates in the Netherlands (10).
Specifically, positive perception of factors suahtienely and accurate information transfer was
associated with lower perception of errors, althong predictive relationships were established.
Lastly, Puntilo and McAdam have discussed the irtgpe of clear and constructive
communication for improving end-of-life care in th&U. Specifically, nurses have reported that
there is poor communication between nurses ancddoduring decision-making on end-of-life

care (11).

Error-reporting systems in the US are now freqyeftttused upon poor communication as an
antecedent to error in the ICU. A recently conddamralysis of published ICU critical incident

studies found that just under half of all contrimyt factors underlying critical incidents were



related to nontechnical skills (e.g. teamwork aedislon-making), with poor communication
frequently being reported as contributing to theusence of critical incidents (12). The review
concluded that information on the contributory rofecommunication is often superficial, with
little analysis being performed on the team memineost susceptible to error, or the specific

communication problems that result in critical oemts(13).

In one of the most extensive human factors invastgs of error in the ICU, Donchin and
colleagues found that nurse and doctor communitatmccurred in just 2% of all activities
performed in their unit. Alongside safety, commuaticn skills in the ICU have also been shown
to be important for the quality of care received pgtients. For example, high levels of
collaboration between nurses and doctors have Iskewn to result in improved patient

mortality rates and reduced average patient leofgstay (13).

Stressful experiences may lead to work-related Iprog and ultimately burnout. Moreover,
nursing stress can compromise patient care (7)pdrticular, differences in training and
perspective are cited as resulting in communicgbi@blems, with a lack of communication on
issues of end-of-life care resulting in poorer miation being provided to patients’ families

(13).

A recently conducted analysis of published ICUicait incident studies found that just under
half of all contributory factors underlying criticancidents were related to nontechnical skills
(e.g. teamwork and decision-making), with poor camioation frequently being reported as
contributing to the occurrence of critical incider(L3). Effective team communication and
coordination are recognized as being crucial foprowing quality and safety in acute medical

settings such as the intensive care unit (14).



Studies of communication failures in medical teahwve indicated the influence that
hierarchical and social factors have upon the hehaf junior medical staff. Communication
failures can emerge from junior team members beghgctant to communicate openly with
senior team members because of a fear of eithezagipg incompetent, or of being rejected,
embarrassed, or reprimanded. Attitudinal researcithe US has indicated that ICU team
members have divergent perceptions of their comaation behaviors’, with more nurses than
doctors reporting difficulties in speaking-up abpubblems with patient care, and fewer nurses
reporting that teamwork between nurses and dodsoveell coordinated (15,16). Not only do
such factors increase the likelihood of medicabmsrroccurring, but also the extent to which
communication in the ICU is open may influence tiegree to which patient care duties are

understood (17).

The literature shows that direct communicationcéféo-face communication or real time
communication) is the preferred mode of communicain Intensive Care Units (18). However,
because work in the ICUs can be fragmented andiémty interrupted, direct communication
may not be optimal, therefore leading to commuincabreakdowns and possibly medical errors
(19). According to The Joint Commission, two-thiafshe root causes of sentinel events in the
period 1995-2005 were communication-related (20xeftinel event is defined by the TJC as
any unanticipated event in a healthcare settingltreg in death or serious physical or
psychological injury to a person or persons, néateel to the natural course of the patient's
illness. However, relatively little is known abatlte relationship between communication and

patient safety, in particular in ICUs (21).



2.1.2. Lack of Involvement in Decision Making

In relation to decision-making, the nurses recoghithe limitations to their authority. Although
nurses had an obligation and an ethical respoitgitol provide pain relief effectively, they often
struggled to fulfill this responsibility due to ftitsitional regulations or limited coordination with

other healthcare providers (22).

2.1.3. Lack of resources

The optimal provision of critical care resourcemams unknown. Critical care delivery varies
substantially between countries, with heterogeneitystructure and quality. A regionalized
system of critical care may be one option to omenguality of care within a context of
constrained resources. The availability of resagitoecare for critically ill patients varies across
countries, ranging even in developed countries ftioree ICU beds per 100,000 populations in
the UK to over 20 beds per 100,000 in Germany &aedUSA. It remains unsure as to what
constitutes appropriate provision of critical caesources, although a few aspects of the overall
delivery of care become apparent. First, in mosehbgped countries, the proportion of hospital
beds dedicated to the ICU is relatively constarithwhe USA being a notable exception.
Second, data from the UK suggest that extremelydowision of ICU beds may be detrimental
(23). Recent analysis of the impact of a drive tmlarnize critical care in the UK that included a
35% increase in ICU beds between 2000 and 2006df@usignificant decrease in hospital
mortality (24). However, these findings must beabakd against the possibility that high
availability of ICU beds, such as in the USA, cobllassociated with an overuse of critical care

services. For example, a recent study demonstthtgchearly half of terminal hospitalizations
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involve critical care in the USA, which is not catent with the majority of studies of peoples’

wishes regarding end-of-life care [25, 26].

A research study conducted by S.P. Beaua , onteegisnurses’ perception of factors causing
stress in the intensive care environment found laickuman and material resources were a
major causes. It also found that 87.5% of respaisderere unable to cope with excessive
workload, shortage of personnel and inadequateuress. Positive responses to the statements
indicate that registered nurses are also involaeitie performance of non-nursing duties such as

messenger work, serving food for patients, anohgfof heavy patients (6).

2.1.4. Work over Load

Nurses, as one of the professional service growpsl to be exposed to extreme workloads.
Their work loads are generally characterized byirigaa high contagious potential, being labor-
intensive, having an overwhelming job shifting, aexperiencing malicious complaints from
patients. Compare to other general and professisealice jobs, nursing requires handling
complicated and dynamic occurrences under strioe tpressures. Studies have generally
revealed that continuously excessive workloads témdower their job satisfaction and
deteriorate in turnover intentions. These contdxtiifficulties indeed continuously challenge a

nurse’s temper and professional performance (27).

Few studies have evaluated optimal nurse staffitigs and hours in different clinical settings;
instead, they reported the overall correlation vgigtected patient outcomes (28). The effect size
varied widely using different definitions of RN patient ratio. An additional patient per RN per
shift was associated with increased relative risknortality by 6-7 percent in surgical patients

(29). An increased patient/RN ratio in the evenivas associated with a 90 percent increase in
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relative risk of death in ICUs. Each additionalipat per RN was associated with a 5 percent
increase in failure to rescue (30). Few studiesnexad the effect on patient outcomes on nurse

staffing strategies, such as overtime hours antractor agency nurses (31, 32).

Nurses in particular play a key role as membets®iCU team. One large variable across ICUs
is the nurse-to-patient ratio, which may be oneite-in some units and as high as one-to-three
or one-to-four in other units. Broader studies loé impact of nurse-to-patient ratios in the
hospital suggest that more patients per nurse ssecemted with higher rates of complications
(33), although few data are available that speddiffoexamine nursing in the ICU. One study of
ICU patients who underwent esophageal resectiondfdbiat having a nurse care for more than
two patients at night was associated with highengeation rates and greater resource use. The
gold standard of one nurse for each patient igctttre, but may be considered unachievable in
practice owing to the shortage of critical caresesrand the high costs associated with the
additional staffing. Recent British recommendatipnemote a nurse—patient ratio of at least one
nurse for two patients. Theoretically, the nursedatient ratio should be adjusted to the
workload intensity and nurse experience (skills &ndwledge) and consequently be flexible
within units across time. Further studies are néddesvaluate the feasibility and effectiveness

of flexible nurse—patient ratios in the ICU (34).

Staffing patterns in ICUs vary markedly, includiiig background and specialty of the attending
physician, the nurse-to-patient ratio, and the gmes of other specialists, such as pharmacists,
respiratory therapists, physical therapists, andasavorkers. The question of the need for
intensivist coverage for care of critically ill patts remains a debate, primarily in the USA (35).
Although most European ICUs are fully staffed btemsivists, the USA has a hodge—podge of

staffing systems; with only approximately one-thimf ICUs covered by intensivists

12



(36).Workload, time pressure, and the lack of supfi@m management are the primary

predictors of distress (37).

A nurse shortage, in combination with increasedkiead, has the potential to threaten quality
of care (38, 39). Hospitals with inadequate nwtsdfing have higher rates of adverse events
such as hospital acquired infection, shock, andraito rescue (39). Systematic reviews of the
published literature show that better nurse stgffnassociated with less hospital mortality and
failure to rescue, and shorter lengths of stay.(28) simulation model based on extensive
research on nurse staffing estimates the needitbti@nal nurses to achieve the quality goals set

for hospital care (40).

Although perceptions towards the construct of wallated stress may vary from one nurse to
another, studies, in general, view this term espaesentation of physiological or psychological
reactions, or both, that are caused by routinekwstress emerges when the work environment
or job requirements constantly exceed one’s linmtderms of individual job capability, or
personal cognition towards the work and the astegtianvironment, or psychological tolerance
(12). In general, the term “job” includes variegég of employment or assignments that exceed

those items stated in individual job specificat{Bi).

2.1.5. Night Duty

Nurses as health care providers are obliged to woring the day and during the night to cater
for the needs of sick people. While Intensive catgses were vulnerable to a stressful
environment because of the complex nature of pdieealth problems that require an extensive
use of very sophisticated technology. Nurses’duen is expensive. It affects the safety and

effectiveness of service in Intensive Care Unitegbent night duty is a major factor influencing
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turnover. A research done by Mathew & Campbell bintyt nurses, who choose to leave
intensive care unit within last eight month, shawat 50% of the staff left intensive care unit,
because of general dissatisfaction with a var@dtyaspects of their job, specifically night

duty(41).

The shift length for critical care nurses is anotsieuctural aspect of staffing that may impact
outcomes. The majority of studies published onretifiects of different shift lengths (most often 8
versus 12h) on quality of patient care and nursecooes are not focused on critical care nurses,
have a lack of methodological quality (no standaedimeasure of nursing care quality or nurses
outcomes), and show discrepancies in their reg#ts Underlying mechanisms remain unclear.
A 12h shift may be more attractive to some nursesrKing fewer days per month leads to
increasing free time and better quality of life)danurse managers (easier scheduling) and
involves fewer handovers of care. But 12h shiftghthbe also associated with an increased risk
of burnout syndrome, decreased direct nursing aetigities, and decreased weekly or monthly
contact with medical staff (e.g., nurses workingh 1¢hifts rarely work more than three

consecutive days), which may influence patientande outcomes(43).

The International Council of Nursing (ICN) recoggszthat many health care providers' services
are accessible on twenty-four hour basis, makiift \wbrk a necessity. At the same time ICN is
very concerned that shift work may have a negatiygact on the individual's health, ability to
function, thus affecting the services provided (4A9r example, Jordan University Hospital
conducted a research study to determine whethét slgft affects the social aspect of nurses.
Results showed that 60% of respondents statedhthiatsocial life was sometimes affected, 33%

stated that their social life was always affectdulcly means 93% of the nurses were affected and
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7% were not affected. The aspect of social lifeolmed nurse’s families, work relationships and

other social groups (41).

2.1.6. Administrative Issues and Working Environmem

Organizational or environmental stressors idemtifiére related to center around lack of
managerial support; excessive workloads; shortafjs&ff; and conflicting roles. Internal work
related stressors include insufficient knowledgel akills and were found to be the most
commonly occurring stressors (6). The physicallitgancluding noise, physical hazardous and

badly restricted work areas have their own impécioe provision in ICU (37).

Creating supportive and enabling work environmeninursing staff is a way of finding solution
to the problem of stress and burnout associateld thiir duties. Nurses who perceived their
work as supportive were more satisfied with thelosj and in their ability to provide high quality

patient care (44).

Emergency cases, danger lists, and patient paonse ©f which may be perceived by young
nurses as exceptional stressors originated fromemgatand family. Administrative regulation,

such as those on medical disputes, schedulingtiows$a special mission orders, unidentified
patients, workloads or unpredictable service demmamd challenges that affects care provision
of ICU nurses to their patients (37).Unsatisfactorgnagement attitudes towards nursing staff

also affect the work of ICU nurses(6).

The actual use of the control that the individdedse in their job to cope with stressful working
situation is a determinant of their health and sbeling. For instance in a study of Dutch nurses,
the investigators found that overall job controlswapsitively related to employees’ well-being
but for nurses who used active or control copinghhob control reduced the increase in

15



emotional exhaustion due to job demands. In coftfas nurses with low active coping, and
high job control overtaxed such individuals whenef with high job demands, resulting in a

lowered well-being; having high levels of controted as a stressor for these individuals (44).

Increased managerial pressure can impact an englog#-being. By virtue of their superior
position in an organization, managers and supawvisatentionally or unintentionally can cause
stress for their subordinates. When under pressoa®y managers may react by exhibiting a
negative managerial style. Managerial support siscéffective communication and feedback are
important factor for employee well-being. Poor swpor support has been linked with
increased stress level and symptoms of depresaditionally, a bullying management style is
detrimental to workers’ health. Bullying at work lisked with employee ill-health including

psychosomatic stress symptoms, muscles-skeletalteyms, anxiety and depression (44).

2.1.7. Lack of Knowledge and In-service Training

Some departments like Intensive care units andrmiaaand Emergency units are expected to
have the knowledge and skills required to functioompetently in a high technology
environment, and to utilize critical thinking skillin the planning and implementation of
excellent care. However, some nurses lack the ey to take responsibility for these
specialized units. The nurse, who lacks the necgssmwledge and practical skills, could find
working in these specialized units and environmstrisssful (45).Additionally, knowledge and
techniques, like care techniques, timely judgmant patient education, are critical to perform
services properly. Lacking such knowledge, for ti¢ only generates potential disputes, but

also horrifies nurses by being accused of mal-padawsuits (46).
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A research conducted by S.P. Beaua, on registensgsi perception of factors causing stress in
the intensive care environment found that unavaitlof in-service education is also viewed as
a serious problem. It stated that 54.2% of the aedents strongly disagree that in-service
education is in existence and also 29.29% of tspaedents disagreed to the same statement,
giving a total of 83.4% negative responses. Theams that all respondents are saying that there
is no in-service education in their work environings).

A study carried out with 81 critical care nurse®wad that 38% of nurses frequently called
physicians to modify medications and tended to ddpen the doctors to decide on pain
management. Pain intervention involves more clinjc@gment, since pain is difficult to
measure. Nurses need to be equipped with adegoatdddge of pain management in making
accurate and relevant clinical judgments. Fromphgicipants’ reflections on their practice, it
seems that nurses’ knowledge is vital in their sieai making in pain management. Generally in
critical care, a culture exists whereby everyoneaiteam has his/her own role to play and
functions in the hierarchy of roles (47).

2.1. 8. Ethical challenges

Caring for critically ill patients in an intensivaare unit means that difficult ethical problems
must be faced and resolved (48). Two aspects eh&nte care create ethical problems. First,
intensive care is costly as a result of the higlestiment of human and technological resources,
implying material costs as well as emotional st@inhealth providers due to patients’ suffering
and dying. Secondly, in intensive care, life andtdassues are often imminent. Intensive care
units are traditionally focused on providing cave lfving persons, with often dramatic efforts to
preserve life. Treatment of critically ill patients today’s intensive care unit is dictated by the

latest developments in life-sustaining and lifeilsgvtechnology. The greater control over life
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and death through advanced resuscitative technigliEsssupport systems, monitoring
equipment and computers not only transforms alliptes limitations of mortality, but also
appears to challenge basic ethical principles. Algh advances in technology allow for better
recovery and longer lives for critically ill patiesn the same technological advances also give rise
to moral and ethical questions. Questions such\émen can treatment be stopped or continued
to a less than maximal degree? Who decides thegessand by what standards? The resolution
process in these new and open-ended questionsrgequritical analysis of ethical dilemmas
according to the main principles of medical ethidmong the many ethical problems facing
physicians and nurses in intensive care units, samesncountered frequently: withholding or
withdrawing life-sustaining treatment, overtreatierdo-not-resuscitate status, artificial
hydration and nutrition, distribution of limited seurces, lack of respect for the patient as a

person, and differences in perspective betweenighys and nurses (49).

Ethical issues and dilemmas are inherent in nurpiragtice. An adverse experience termed
“moral distress” is thought to be a serious probfermurses, particularly those who practice in
critical care areas. Moral distress has been défeee painful feelings and/or psychological
disequilibrium that occurs in situations in whidtetethically right course of action is known but
cannot be acted upon. As a result, persons in nisaless act in a manner contrary to their

personal and professional values (50).

In summary, ethical issues have emerged in re@arsyas a major component of health care for
critically ill patients (51).Advances in sciencedamedical technology, recognition of ethics as a
foundation for clinical practice, acknowledgemeftnew rights, an unlimited array of health

care choices, and changes in social and familyesystrelated to health care have strongly

influenced the approach to critically ill patierdsiring the last few decades (52, 53). Thus,
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intensive care units have developed to providensit® monitoring and treatment with high

technology equipment for critically ill patients4(6

Coping Mechanisms

Coping refers to a phenomenon that an individuersitheir personal perception and behavior in
response to the conflicts raised from the envirammhe individual exchanges with. In
workplaces, people develop proper attitudes an@wers by reacting to difficulties or barriers

they encounter during their accomplishment and ions&5).

Lazarus &Folkman categorized the stress coping \nehaas two strategies of “problem

focused” and “emotion focused”. The former représeactions that are taken to solve the
problem directly, and the latter refers to actibattan individual change the personal attitudes
towards emotion that was irritated by external stir(b5, 56). However, categorizing the coping
behaviors into two distinctive types while desardpi a stress-coping behavior may be

oversimplified (57).

Problem oriented approaches center on finding theses of the current problem. This is an
active and rational approach. Alternatively, emwotioriented approaches aim to ease the
respondent’s emotional reactions by accepting stasspart of life, or as natural, by which to
alleviate painful feelings. Compare to the emotidnaused method, the problem-focused
method is generally more acceptable as a positivereferred reaction to stress (58). Nurses
capable of dealing with stress tended to adoptcdabl@m or active coping strategies. This
particular approach may include taking coursespigrade professional knowledge or to sharpen
their problem-solving techniques, seeking suppotnf supervisors or colleagues, and other

alternatives that would effectively enrich theirgmal knowledge and capability in dealing with
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inevitable stress (59). Focusing on what and hosvpgioblems occur and how the problem is
defined and handled is the core of the problemated behavior (60). Since this method reduces
the complexity of a problem in which logical altatives aim for solution becomes possible.
This has been proven a more efficient way in dgalWith work stresses, thus are generally

recommended by healthcare management experts (59).

On the other hand, the emotion reaction that nursgshave in response to a stress may include
some of the following ways while on duty, such amplaining, performing duties in a passive
manner, fewer intents of cooperating, absent frarkvor any reason. These reactions would be

a drawback for personal growth and would causetnegianpact on service quality (60).

It is interesting to note that a nurse is uniquamsdependent human, with distinctive ways of
responding to a difficult situation. Many studies/a shown that an individual nurse may behave
quite differently in response to perceived stresth \@ssociated coping mechanisms. Factors
influencing these responses may include gender, @&fg, and education (62). However, the
effects of personal factors, such as the effecesdotation, religion (60), marital status, size of
household (63), and the number of children (63, 64 stress perception and associated coping
behaviors had not come to a consensus. It is alsstignable whether being older in age may
represent having more life experiences or managingss differently. Similarly, having an
individual with higher nurse status and positiorbemg more knowledgeable in predicting and

coping with possible job related stresses may laaeguate coping mechanisms (63).

Social support coping (a problem-focused and emdboused strategy) was highly regarded
and often used. Nurses expressed their feelings @ath other and received validation from

each other. Family and friends provided differemtnfs of emotional and physical support.
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Several nurses also commented that “God” and “tfeirch” were sources of social support. A
few indicated that their pets were a calming inficee Nurses believed that their pets “tuned”

into them, made physical contact, and somehow a¢glitheir emotions (65).

A research conducted on Iranian nurses’ copingegfies for job stress showed that the most
frequently used coping strategies include; beirganized, helping others, continuing education,
ensuring up to date knowledge of equipments andg dregimes, maintaining social
communication, being more tolerant, taking to athenaking an effort to relax, and having
hobby. Similarly, some nurses used coping straselike; having higher income, experienced
colleagues support, decrease in workload, atteneéhgational programs, using humor, group
work, out of work activities, positive feedback ftomanagers, attending stress management

programs and peer support (66).

Nurses employ variety of reactions to cope withedé@nt stressors without necessarily causing
less productivity. The main categories obtaineanfraurses’ experience indicated the following
different strategies. First, work management sfpatevas work management which decreases
stress without necessarily causing less produgtivit comprises two sob categories: (a)
anticipating tasks- participants believed that thweye overloaded with work causing stress due
to time constraints. Therefore, time managemetitlsiip them used their time more efficiently,
get their priorities in order, anticipating lack @fuipments, consider safety measures and being
prepared for possible crisis. (b) Doing the tasldl-wnurses expressed that they employed
strategies like observing safety considerations @&ng tasks on time. Second; self control
strategies which includes; preparing for work (esrgvere aware of the importance of adequate
rest before starting their job), avoidance strat@gge leaving the ward for a movement).

Thirdly; emotional strategy: it includes (a) emoiab satisfaction such as satisfaction with patient
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improvement and (b) acting out; it comprises agavesess, resentment, silence, crying
laughing and facing difficulties agreeably. Fouwthkpiritual strategy; includes the role of
religious beliefs, reading the Quran, praying, ttinsGod indicate that nurses employ spiritual
strategies to cope with stressors. Fifth; cognititrategies such as positive thinking, looking
for positive aspects in every situation, and ttaue of the nursing occupation were related to
this strategy. Sixth, interactional strategies sashinteraction with the Colleagues, interaction

with the Patients, and interaction with the fanmigmbers (66).

In summary, several descriptive international stachave identified challenges and barriers for
practicing ICU nurses. Some of these studies hagidighted the impact or consequences of
these challenges to ICU nurses’ quality of patieare and work life. Similarly, a few studies
have also suggested factors that facilitate thengomechanisms of individuals. However, to
date, no Ethiopian study has assessed the chadlenfgéCU nurses in caring for patients.
Therefore, this study is designed to assess thkenbas and coping mechanisms of intensive
care unit nurses working at governmental and noreigonental hospitals in Addis Ababa. Such

a study would fill the gap in the literature fohietpian health care professionals.
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Conceptual Framework of the Study

The conceptual frame work of the study was adoptad Iranian Clinical Nurses’ Coping Strategies for
Job Stress with some modification. This framewockntains five variables: organizational factorsykv
environment factors, personal factors, socio deapuc factors and coping mechanisms which is farthe
determined by the others. The following diagramsiliates how ICU nurses work experience, knowledge,

training, work load, space of work area, and resesican affect the delivery of patient care in ICU.

Working environment factors
Organizational factors

- Space of the work area
- Quite
- temperature

- team coordination
- resource allocation
- Working hours

- work shift

- in service-training

Challenges in
caring for patients

Coping

in intensive care
unit

Personal fact mechanisms

- Experience
- Level of education

/

Socio demographic

Impact /effects ol
nurses

characteristic of nurses

Fig 1 conceptual frame work of the study whichdsated from Iranian Clinical Nurses’ Coping

Strategies for Job Stress with some modification
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CHAPRe THREE

OBATIVES

General objective

-To identify the challenges and coping mechanismsurses working in intensive care units of

governmental and non-governmental Hospitals in sddiaba, Ethiopia, 2012

Specific objectives

- To identify the challenges that nurses workingniemnsive care units face.
- To describe the impact of challenges on nursestémsive care units in provision of care.

- To assess the coping mechanisms tinases used to deal with challenges that occurténsive

care units.
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CHAPTER FOUR

METHODS AND MBRERIALS

4.1 Study Area and Period

The study was conducted in Addis Ababa which is dhpital city of Ethiopia and seat of

African Union & Economic Commission for Africa. AddAbaba has a population size of over 3
million (303809) with annual growth rate of 2.1 J6The city is divided into ten sub cities and
99 kebeles (lowest level administrative unit in tigy). Addis Ababa is located between 8055
and 9005' North Latitude and between 38040' ané@8bast Longitude and the total Land area
is 54,000 hectares. It was established in NoveriB87 by Emperor Menelik Il and Empress
Taitu. Its average elevation is 2,500 meters als®ee level, and hence has a fairly favorable
climate and moderate weather conditions. Availgbiiif health and educational services i.e.
public and private clinics, health centers and hakg and private kindergartens, primary and
secondary schools; and colleges and universitieadefquate standard made the city very

attractive (68).

The city has thirteen governmental hospitals, ofclhh5 are under Addis Ababa Regional
Health Bureau (AARHB) and 5 are specialized refefcantral) Hospitals. Two are defense
forces (military) referral hospitals and one haspitnder army force. Furthermore the city has

27 health centers under the AARHB and 6 healthecsreire expected to be opened soon (68).

There are 2 hospitals, three health centers andif8drent level clinics established by non-
government organizations (NGOs). The city also B@srivate hospitals and more than 700

different level private clinics (68).
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Governmental Hospitals which deliver ICU servicelunles: Federal commission police referral
Hospital, Ras Desta Hospital, Tikur Anbessa Ho§pi&.Paulose Hospital and Yekatit 12
Hospital. Similarly, non-governmental Hospitalsigfh deliver ICU service includes: Addis
cardiac Hospital, Betel Hospital, Betezata Hospitalre Hospital, Hayat Hospital, International
Cardiovascular Hospital, Korea Hospital, Land Mé&l&spital, St.Gebrael Hospital, St. Yared

Hospital and Yordanos Hospital.

The study was conducted from September, 2011 tq RE12.

4.2. The study design

A descriptive cross sectional study was employedassess the challenges and coping

mechanisms of nurses working in intensive caresunit

4.3. Source population

All nurses working in all intensive care units imth governmental and non-governmental

hospitals of Addis Ababa.

4.4. Study Population

All nurses working in the intensive care unitsggolvernmental and non-governmental Hospitals

were invited to participate in the study.

4.5. Inclusion and Exclusion Criteria

4.5.1. Inclusion criteria are as follows: all nigsgorking in intensive care units who are 18
years and older; able to read, understand and &migish; and gave consent to participate in the

study.
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4.5.2. Exclusion criteria are as follows nurses wiere not willing to participate in the study

and nurses who are on long term leave of absence.

4.6. Sample size determination and sampling procedg

4.6.1 Sampling procedure

Sampling procedure was necessary if samples weneedefrom the source population. In this
study, since all nurses working in intensive cantsuwere included in the study a special
sampling procedure was not employed. It implies tha source population and the sample of

the study were equal.

4.6.2Sample size determination

The sample size of the study was 207 nurses froth governmental and nongovernmental

hospitals.

4.7. Study Variables
4.7.1. Independent variables
Socio-demographic characteristics
- Age, sex, marital status, gender and ethnicity gemknd

Organizational factors

team coordination

resource allocation

Working hours

work shift

in service-training
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Personal factors

- Experience

- Level of education
Working environment factors

- Space of the work area
- Quite

- Temperature

4.7.2. Dependent Variables
. Challenges in intensive care unit
.Coping mechanisms

4.8 Operational Definitions

Organizational Factors. are factors which are related to the Hospitalsliqy on staffing,
resource allocation, number of working hours, aklity of means to upgrade the knowledge

and skill of their employees.

Environmental Factors: are those which are related to the setting ofuthiégs which further

affects care provision. It includes space of thié, temperature and quiet in the room.

Personal Factors:those are factors which are related to the emplsylkknowledge to perform

the activities, work experience and level of ediacatvhich further affects care provision.

Coping Mechanismsare strategies that intensive care unit nursestaseaintain or resolve

challenges occurring in their setting.

Challenges:are constraints that influences nurses in intensare unit during care provision for
their patients.
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Impact of challenges: are the effector negative consequence$ challenges on nurses in

intensive care units, such as demoralization, ioifity, and decrease motivation to work
Governmental Hospitals are those which are owed by federal or regionaegnmental states
Nongovernmental Hospitals are those which are owed by individuals and otinganizations

4.9. Data Collection Instrument and Procedures

A self-administered open-ended and closed endedstineaire of English version was

administered by trained data collectors to conegntparticipants. The questionnaire for
assessing work environment and its challenges developed based on the objectives of the
study and the questionnaire for coping mechanisasadopted from the dynamics of a stressful
encounter: Cognitive appraisal, coping and encouatécomes; Journal of Personality and

Social Psychology with some modification basedrengtudy objectives.

Whilst reliability and validity were not formallyséablished, great care and attentions was made
to ensure questionnaires were relevant to the stsbeeing studied. Items in the questionnaire
were formulated by defining the concept and idgmtd the dimensions that are components of
the concept. Due to small number of source pomrab conduct pre-test, the questionnaire was
given for my friends and staffs in school of nugsitHawassa university for verification of
content validity. They evaluated the questionnaisgope of coverage and extent to which the

guestionnaire items reflected the concept undesideration.

The questionnaire contains three parts. Part sneio demographic characteristics of the
participants; part-two: work environment and itsalidnges and part three is about coping

mechanisms.
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4.10. Data Quality Control

The investigator was counter check the data fasrerthrough double entry. Additionally the
supervisors and investigator were closely followsddata entry and daily counter check data

from the questionnaires for completeness.

A database was developed and maintained using $€&8 Windows. Data was coded using a
numbering system and the coded data was storedbirtked filing cabinet. The coded data was

entered into the database.

4. 11. Data Processing and Analysis

Upon completion of the questionnaires, the formsewshecked for completeness, cleaned and
the data was coded to enter into the EPI-INFO (%.13 statistical software to generate

descriptive statistics such as mean and standatdtd®. The entered data was exported into
SPSS for window version 16.0 for analysis and fidalning. Analysis was done based on
variables outlined in the conceptual framework.aHinthe associations between variables were

assessed using the odds ratio.

4.12. Ethical Consideration

The study was conducted after getting ethical eleee from IRB of department of nursing and
midwifery, School of Medicine & College of Healthci®nces, Addis Ababa University.
Permission from each Hospital was obtained to cohdhe research. The entire study
participants were informed about the purpose ofstidy and their consent was obtained before
distributing the questionnaire. The researcheresisid any questions participants had about the

study prior to obtaining written consent.
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4.13 Freedom to Withdraw

Participants were aware of that they could withdfiamn the study at any time and if they chose
to withdraw from the study or refused to answeuastjon, that their employment would not be

affected at the institution where they work.

4.14 Confidentiality

Confidentiality was honored throughout the studyl. iAformation was remained confidential.
The researcher kept code numbers in a sealed @evelithin a locked cabinet. Data was saved

on a password-protected computer.

4.15 Benefits and Risks

There were no known risks for participating in teigdy. Although there were no direct benefits
to participants, the study results would inform iseradministrators at various hospitals and
government officials about the study results. Figdifrom this study had the potential to change
future practice and educational requirements fosesiworking in ICUs as well as provide them

with problem solving skills and strategies to managess and challenges faced in ICUs.

4.16 Compensation

There was no cost to participate in this reseatadysbeyond the time spent completing the

guestionnaire
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CHAPTER 5

EBULT

5.1 Socio demographic characteristics of respondest

A total number of 207 nurses who were working iemsive care units of both governmental and
nongovernmental hospitals were participated instinely, of which 102 (49.3 %) were working

in government hospitals in neonate, pediatrics,ica¢@nd surgical intensive care units, where
as the rest 105 (50.7 %) were working in nongovemtal hospitals in neonate, pediatrics,

medical, surgical, emergency and cardiac intensive units.

Among all respondents 26 (12.6 %) were males arid(88.4 %) were females. Majority of the

respondents were in the age group of 20-30 yeaichvatcounts 63.3% followed by 31-40 years
age group and above 40 years, 29.5 % and 7.2%atesdg. Most of the respondents were

belongs to orthodox religion (117, 56.5 %) and Amahethnic group (86, 41.5%). One hundred
nineteen (57.5 %) were diploma in nursing and tlagitad status of most respondents (106, 51.2
%) was single. The title of majority of the studsgrficipants was senior nurse (106, 51.2 %) and
most of them were working in medical intensiveecanit (90, 46.9 %) and also about 45.4 %

had 3- 5 years clinical work experience (tablel ).
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Table 1: socio demographic characteristics of raunsentensive care units of governmental and

nongovernmental hospitals of Addis Ababa, 2012

Government:  nongovernment
Sex
Male 12 14 26 (12.6%)
female 90 91 181 (87.4%)
Age
20-30 72 57 131 (63.3%)
31-40 27 34 61 (29.5 %)
Above 40 3 12 15 (7.2%)
Religion
Orthodox 61 56 117 (56.5%)
Catholic 1 4 5 (2.4%)
Muslim 8 3 11 (5.3%)
Protestant 31 40 71 (34.3%)
Others 1 2 3 (1.4 %)
Level of qualification
Diploma nurse 45 74 119 (57.5%)
BSc nurse 57 31 88 (42.5 %)
Ethnicity
Amhara 33 57 86 (41.5 %)
Oromo 22 32 54 (26.1 %)
Tigre 10 14 24 (11.6 %)
Others 37 6 43 (20.8%)
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Marital status
Single
Married
Divorced
Widowed

Title
Junior nurse
Senior nurse
Others

Working unit
Neonate ICU
Pediatrics ICU
Medical ICU
Surgical ICU
Emergency ICU
Cardiac ICU

Work experience
Less than 2 years
3- 5 years

Above 5 years

TOTAL

54

51
47

30
13
42
17

31
42
29

102 (49.3 %

52
44

46
59

48
31

15

27
52
26

105 (50.7 %

106 (51.2 %)
89 (43 %)
8 (3.9 %)
4 (1.9 %)

97 (46.9 %)
106 (51.2 %)
4 (1.9 %)

39 (18.8 %)
14 (6.8 5)
90 (46.9 %)
48 (23.2 %)
1 (0.5 %)
15 (7.2 %)

58 (28 %)
94 (45.4 %)
55 (26.6 %)

207 (100%

5.2. Intra-personal and inter personal factors affeting the care provision of nurses in ICU

In both governmental and nongovernmental hospita¢s majority 128 (61.8 %) of nurses

working in ICUs had no past experience in the urfitom all nurses who were working in

nongovernmental hospital 69.9 % had no past ICUeeapce similarly 61.8 % nurses in
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governmental hospitals had no past ICU experieMast nurses in both governmental and
nongovernmental hospitals had willingness to camtinvorking in ICUs, 54.9% and 52.4%

respectively.

Majority of nurses in governmental ICUs took traimiwhile working in ICU compared with
nurses in nongovernmental hospitals which acco8nt3 % and 80 % respectively. Among all
respondents 85 (41.1 %) didn’t get adequate infaomdrom physicians about the patient’s over
all condition. Most nurses in governmental hospitiElce communication problem with their
patients than nurses in nongovernmental hospB8l€ % and 84.4% respectively. Majority of
nurses who are working in governmental intensive caits faced conflict with ICU teams than
nurses in nongovernmental intensive care unit2%1. and 85.7%respectively. Among all
nurses in nongovernmental hospitals 67.6% werealfaeegistance from their patients and patient

families during care provision compared with 56.82fiurses in governmental hospitals.

Table 2: frequency and percentage distribution exspnal (intra personal) and inter-personal
factors that affect the care provision of nursesniensive care units of governmental and

nongovernmental hospitals of Addis Ababa, 2012

Variables Hospitals
Governmenta Nongovernmente Total
NO (%) NO (%) NO (%)

past ICU experience

yes 39 (38.2) 40 (38.1) 79(38.2)
no 63 (61.8) 65 (69.9) 128(61.8)
total 102 (100) 105 (100) 207 (100)
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Willingness to work in ICU
Yes
No
Total
take training in ICU
Yes
No
Total

Communicate effecively
with ICU teams

Yes
No

Total

Get adequate information
from physicians about the
patient

Yes
No
Total

Communication  problem
with patients

Yes
No

Total

Conflict with ICU teams
Yes
No

Total

56 (54.9)
46 (45.1)
102 (100)

89 (87.3)
13 (12.7)
102 (100)

98 (96.1)
4 (3.9)
102 (100)

64 (62.7)
38 (37.3)
102 (100)

90 (88.2)
12 (11.8)
102 (100)

93 (91.2)
9 (8.8)
102 (100)
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55 (52.4)
50 (47.6)
105 (100)

84 (80)
21 (20)
105 (100)

99 (94.3)
6 (5.7)
105 (100)

58 (55.2)
47 (44.8)
105 (100)

89 (84.4)
16 (15.2)
105 (100)

90 (85.7)
15 (14.3)
105 (100)

111 (53.6)
96 (46.4)
207 (100)

173 (83.6)
34 (16.4)
207 (100)

197 (95.2)
10 (4.8)
207 (100)

122 (58.9)
85 (41.1)
207 (100)

179 (86.5)
28 (13.5)
207 (100)

183 (88.4)
24 (11.6)
207 (100)



Resistance from patient or
family

58 (56.9) 71 (67.6) 129 (62.3)
Yes

44 (43.1) 34 (32.4) 78 (37.7)
No

102 (100) 105 (100) 207 (100)
Total

5.3. Organization related factors affecting the cae provision of nurse working in ICU

Nurses in nongovernmental hospitals had cooperdingpital management compared with
nurses in governmental hospitals, 86.7 % and 79résfectively. Most 187 (90.3 %) of nurses

respond that there was no in-service training beorglucted in their working hospitals.

Thirty nine (38.2%) nurses who were working invgamental hospitals respond inadequate
material provision to provide care for their patseem ICU similarly forty five (42.9 %) nurses in
nongovernmental hospitals respond inadequate rahgmovision from the hospital to provide
care for their patients. Majority (156, 75.4%) rafrses were assigned in intensive care units
without their choice, of which 78 were in governrtanhospitals and the rest 78 were in
nongovernmental hospitals. Fifty eight (28%) of 8tudy participants respond that they had no
authority to make independent nursing interventiminwhich 33 belongs in governmental and

25 were in nongovernmental hospitals.

Among all participants the majority (175, 84.6%3pend that they had no guideline to manage
pain. Forty nine (48%) nurses in governmental hatpivork less than 40 hours per week where
as 62 (59%) of nurses in nongovernmental hospitalk 40-56 hours per week. Eighty three

(40.1%) of the total nurses in intensive care unigse assigned for more than 4 patient. And
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also most (72.5 %) of the nurses respond that wbift, specifically night duty has negative

impact on their social life (table 3).

Table 3: Distribution of organizational factors tltetermines the care provision of nurses’ in

intensive care units of governmental and nongoventat hospitals of Addis Ababa, 2012

variables Hospitals
Governmenta Nongovernmente  Total
NO (%) NO (%) NO (%)

Cooperative hospital managerr

Yes 81 (79.4) 91 (86.7) 172 (83.1)
No 21 (20.6) 14 (13.3) 35 (16.9)
Total 102 (100) 105 (100) 100 (100)

in-service training / education in t

Hospital
16 (15.7) 4 (3.8) 20 (9.7)
Yes
86 (84.3) 1ol (96.2) 187 (90.3)
No
102 (100%) 105 (100) 207 (100)
Total
Provision of adequate supplies
provide care
63 (61.8) 60 (57.1) 123 (59.4)
Yes
39(38.2) 45 (42.9) 84 (40.6)
No
102 (100) 105 (100) 207 (100)
Total
Way of assigning nurses in I(
personal will 11 (10.8) 22 (21) 33 (15.9)
being assigned 78 (76.5) 78 (74.3) 156 (75.4)
being rotated 13 (12.7) 5 (4.8) 18 (8.7)
Total 102 (100) 105 (100) 207 (100)

Autholity to make independe
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nursing interventio 69 (67.6

Yes 33(32.4)
No 102 (100)
Total

Guideline to manage pain in IC

Yes 7 (6.9)
No 95 (93.1)
Total 102 (100)

support from hospital managem

Yes 68(66.7)

No 34 (33.3)

Total 102 (100)
Work shif

Night duty’s negative impact on
social life

74 (49.3)
Yes
28 (49.1)
No
102 (100)
Total
Number of working hours per we
Less than 40 hours 49 (48)
40-56 hours 47(46.1)
Above 56 hours 6 (5.9)
Total 102 (100)
Number of patients assigned
each ICU nurse
41 (40.2)
Less than 3 patients
19 (18.6)
3-4 patients
42 (41.2)
Above 4 patients
102 (100)

Total

39

80 (76.2
25 (23.8)
105 (100)

25 (23.8)
80 (76.2)
105 (100)

76 (72.4)
29 (27.6)
105 (100)

76 (50.7)
29 (50.9)
105 (100)

40 (38.1)
62 (59)
3(2.9)
105 (100)

37 (35.2)
27 (25.7)
41 (39)

105 (100)

149 (72
58 (28)
207 (100)

32 (15.4)
175 (84.6)
207 (100)

144 (69.6)
63 (30.4)
207 (100)

150 (72.5)
57 (27.5)
207 (100)

89 (43)
109 (52.7)
9 (4.3)
207 (100)

78 (37.7)
46 (22.2)
83 (40.1)
207 (100)



5.4. Work environment factors

Among all respondents (170, 82.1 %) responds thecespof intensive care units were
appropriate, the rest 37 (17.9 %) responds theespaithe unit was not appropriate to provide
care. According to the respondents governmentgiteddCU had appropriate space compared
to nongovernmental hospitals which accounts 91.8é678.3 % respectively. Majority (82.1 %)
of nurses responds the presence of noise in theikimg units. And also 26.5 % of nurses
respond the room temperature of working unit is apropriate for both the care giver and

patients.

Table 4: Distribution of work environment factotsat affects the care provision of nurses’ in

intensive care units of governmental and nongoventat hospitals of Addis Ababa, 2012

Variables Hospitals

Government:  Nongovernment:  Total

NO (%) NO (%) NO (%)
appropriate space in the
unit
93 (91.2) 77 (73.3) 170 (82.1)
Yes
9 (8.8) 28 (26.7) 37 (17.9)
Noise in the unit
Yes 93 (91.2) 77 (73.3) 170 (82.1)
No 9 (8.8) 28 (26.7) 37 (17.9)

5.5 Commonly occurred difficulties in intensive cae unit

As shown in table 5 the most problems that theydaio intensive care units were unable to
perform the procedures for their patients and diffy of understanding the diagnosis of their

patients, 39.6 % and 23.7 % respectively.
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Table 5: Distribution of difficulties face in intsive care units of governmental and

nongovernmental hospitals of Addis Ababa, 2012

Difficulties

unable to perform the proced
difficulty of understanding the [
unable to operate machit
unable to interpreting findin
other:

Total

number

82

49

2€

48

Percent (%)

39.¢
23.7
12.¢
23.2
1.C

100.(

5.6 communications with intensive care unit team mmbers

Majority 144(69.6%) of nurses responds their comication while working in intensive care

units were with nurses in ICU. Forty five (21.7 @f)nurses communicate with physicians in

ICUs. Only 1 % of nurses respond their communicatiith pharmacies.

Table 6: frequency and distribution of communicattd nurses in intensive care units with their

team members in governmental and nongovernmensaitats of Addis Ababa, 2012

Team membe
nurses in ICl
Pharmacie
head nurse
Physician
Other:

Total

Frequenc

144
2
15

41

Percent (%
69.€

1.C

7.2

21.7

0.t

10C



5.7 conflict with ICU team members

From the total study participants 183 (88.4f&6ped conflict with other members in ICU.

Most 114 (62.3%) had conflict with physicians @mlled conflict with head nurses which accounts

17.5%.

Table 7: conflict of nurses in intensive care sinitith their team members in governmental and

nongovernmental hospitals of Addis Ababa, 2012

ICU teams in which conflict Number Percent (%)

occurs in most cases

Head nurses 32 17.5
Nurses who work in ICU 28 15.3
Physicians 114 62.3
Supervisors 3 1.6
Others 6 k8
Total 183 100

5.8 Factors affecting communication of nurses in 10 with their patients

As shown in table 8 most (75.4%).of the particisamespond the common barrier of
communication with patients was language differefudl®ewed by the health condition of the

patient.
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Table 8: factors affecting communication of nurge$CU with their patients in governmental

and nongovernmental hospitals of Addis Ababa, 2012

Factors Number Percer
language different 15€ 75.2
health condition of the patie 36 17.¢
age differenc 14 6.€
Other: 1 .5
Total 207 100.(

5.9 effects of challenges on nurses in intensivereainits

The result shows that majority 136 (65.7 %) of earseel demoralization when they were
unable to perform procedure for their patients hairt respective working units followed by
feeling of inferiority which accounts 18.4 %. Anid@ majority 133 (64.3 %) respond that lack

of managerial support causes decrease motivatiomii.

Table 9: effects of challenges on nurses in intenstare units in governmental and

nongovernmental hospitals of Addis Ababa, 2012

challenge: Effects Number Percentage (9
Unable to Demoralizatiol 13¢€ 65.7
perform Inferiority 38 18.£
procedures Fear of being insulted by the pati 17 8.2
Fear of being criticized by my supervis 9 4.2
Others 7 3.4
Lack of | Decrease motivation 13¢ 64.
i
SUPPOTIVE | 1 -rease work performance 41 19.¢
management
Decrease opportunity to upgrade knowledge | 33 15.¢
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According to the analysis done using multivariatalgsis there was significant association between
difficulties faced in intensive care units with séindicates that males who are working in inteasare
units are 4.6 times susceptible to face difficgltie their units (p value= 0.046). And also therasw
significance association between difficulties fagedCU with the age group of 20-30 years and 31-40
years of respondents (p value= 0.007 & p-value3®.@&spectively). It indicates that being young in
relation to others is preventive. Implies that egrat the age of less than or equal to 40 yearsadras
such susceptible to face difficulties in intensbage units. Finally conflict with intensive careituieams

doesn’t predispose nurses for difficulties.

Table 10: multivariate analysis of face diffigulh ICU with selected independent variables, nsiige

intensive care unit, 2012

Characteristics Face difficulties
Yes No OR (95 % CI) P value
No (%) no (%)
Sex
Male 23 (88.5%) 3 (11.5%)  4.591 (1.029, 20.492) 0.046
Female 176 (97.2%) 5 (2.8 %)
Age
20-30 years 128(97.7 %) 3 (2.3 %) 0.094 (0.017, 0.0516) 0.007
31- 40 years 59(96.7 %) 2 (3.3 %) 0.136 (0.020, 0.901)  0.039
Above40 years 12 (80 %) 3 (20 %)
Conflict with ICU teams 179  (97.8 0.112 (0.026, 0.482) 0.003
Yes #) 4 (2.2 %)
20 (83.3 %)
No 4 (16.7 %)
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Coping mechanisms

The coping strategies in which nurses in intensar@ units used were prioritized based on
their means and standard deviation after computiagnaximum and minimum values in

excel from the four scaled questionnaire (usgrkat deal=3, frequently used=2, used
some times=1 and not used=0)

. 1. Coping strategies of nurses for lack of in-servicegaining and supportive management

As shown in table 11 the top 3 coping strategiesewaking advantages of others experience
(mean= 2.3092, s.d= 0.80717), positive thinkingualeork (mean=2.1836, s.d= 0.85623)and
attempt to change the work unit ( mean= 1.69%1% $.0654) for lack of in-service training &

lack of supportive management.
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Table 11: Coping strategies of nurses for lackefervice training and supportive management

in governmental and nongovernmental hospitals afi®&\ébaba, 2012

Coping strategies N Sum Mean Std. Deviation

Taking advantages of others experience 207 478.00 2.3092 0.80717

Positive thinking about my work 207 452.00 2.1836 .85623

Attempt to change my work unit 207 351.00 1.6957 1.06540

Referring the problem to the head nurse 207 327.00 1.5797 0.95642

Referring the problem to higher officials 207 288.00 1.3913 0.99344

of the hospital

Attempt to leave the hospital as a whole 207 275.00 1.3285 1.10089

2. Coping strategies of nurses for lack of knowledge

As shown in table 12 the top three coping strategiere using references (Mean= 2.1063,
s.d= 0.82926), assign friends to perform the prase@dmean=1.7295, s.d=  0.85004) and

seek advice from nurses (mean= 1.6763, s.d= 0.868B&ck of knowledge
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Table 12: Coping strategies of nurses for lackmafwledge in governmental

and nongovernmental hospitals of Addis Ababa, 2012

Coping mechanisms N Sum Mean Std.

Deviation

| used references to refer if the procedure bey 207  436.0C 2.106: 0.8292

my know-how

Assign my friends to perform the procedure 207  358.00 1.7295 0.85004

Seek advice from nurse 207 347.00 1.6763 0.86830
Seek help from physicians 207 321.00 1507  0.86242
Leave the procedure from performing 207  229.00 1.1063 0.94423

. Coping strategies for work overload
Based on the mean average the most commonly uggdgcstrategies were prioritize the
activities (m= 2.5556, s.d= 0.71432), doing taskgime (m= 2.0676, s.d= 0.72089) and being

prepared for possible crisis (m=2.1691, s.d= 0/8)%s shown in table 1
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Table 13: Coping strategies of nurses for work lmagt in governmental

and nongovernmental hospitals of Addis Ababa, 2012

Coping strategies N Sum Mean Std.
Deviation
Prioritize the activities 207 529.00 2.5556 0.71432
Doing tasks on time 207 454.00 2.1932 0.78292
Being prepared for possible crisis 207 449.00 2.1691 0.81575

| knew what had to be done, so doub 207 428.00 2.0676 0.72089

efforts

Observing safety considerations 207 409.00 1.9758 0.77859

Seek help from my friends in other ward 207 393.00 1.8986 0.82694

4. Coping strategies for night duty
Based on the result the most commonly used coprategies were organize shift schedules

(m=2.2174, s.d= 0.77965), Use recreation actsienight (m=1.8116, s.d= 0.88035) and

adequate rest before starting the work (m= 1.8868; 0.88205) as shown in table 14.
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Table 14: Coping strategies of nurses for nighy dugovernmental and

nongovernmental hospitals of Addis Ababa, 2012

Coping strategies N

Organize shift schedules 207

Use recreation activities at night 207

Adequate rest before starting the work | 207

Inform my families 207

Sum

459.00

375.00

374.00

331.00

5. Coping strategies for conflict with ICU teams

Mean

2.2174

1.8116

1.8068

1.5990

Std. Deviation

77965

.88035

.88205

.98464

Based on the result the most commonly used ccgimategies were talk to likely friends

(m=1.9710, s.d=0.8528), ask apologize immedigimly1.9662, s.d=0.88340) and came up

with a couple of solutions (m=1.7101, s.d=0.80283%hown in table 15.
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Table 15: Coping strategies of nurses for conilith ICU teams in governmental

and nongovernmental hospitals of Addis Ababa, 2012

Coping strategies N Sum Mean Std.
Deviation
Talk to my likely friends 207 408.00 1.9710 0.85283
Ask apologize immediately 207 407.00 1.9662  0.88340

Came up with a couple of solutions 207 354.00 1.7101 0.80233

Avoid the problem 207 350.00 1.6908  0.92488
Read religious books 207 343.00 1.6570 0.99671
Drew on past experience 207 328.00 1.5845  0.91448

Avoided being with people in gener: 207 288.00 1.3913 0.86828

Leave the ward for a movement 207 232.00 1.1208 7839

Take drinks 207 197.00 0.9517 1.15228

. Coping mechanisms for communication problem with I@ teams and patients
Based on the result the most commonly used copirajegies were take time to talk with
members (m=1.7729, s.d= 0.85705), explore the sviemther (m=1.6763, s.d= 0.85705) and

Perform only that activities that | understand (n61B4, s.d= 0.83854) as shown in table 16
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Table 16: Coping strategies of nurses for commuioiecgroblem with ICU teams and

patients in governmental and nongovernmental kalspyf Addis Ababa, 2012

Coping strategies N Sum Mean Std.
Deviation
Take time to talk with members 207 367.00 1.7729 .91463
Explore the events furth: 207 347.00 1.6763 .85705

Perform only the activities that | understanc 207 335.00 1.6184 .83854

Use interpreters 207 267.00 1.2899 .97196

Decide not to deal with memb: 207 214.00 1.0338 1.00185

Analysis of correlation matrix indicates that usiatjempt to leave the hospital as a coping
strategy is positive correlated with the total n@mbf hours per week and number of patients
assigned for each nurse. As the number of hoursvpek increases, nurses’ perception to leave
their working hospital increases but the relatisnwieak. Similarly as the number of patients
assigned for each nurse increases, nurses pertéptieave their hospital increases, the relation
is weak (r= 0.0203, p-value= 0.003 and r= 0.14%alpe= 0.042 respectively). The use of
prioritizing activities as a coping mechanism igdrsely related with the total number of hours
per week and the number of patients assigned fdr earses. It reveals that as the number of
working hours per week and the number of patiesigagd increases, the use of prioritizes the
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activities as a coping mechanism decrease butelaian is weak in both cases. (r= -0.233, p-
value= 0.001 and r= _0.175, p-value=0.012 respelghv Take adequate rest before starting
work and take drink as a coping mechanisms havéiygorrelation with total number of

hours and they have inverse related with work eégpee. The strength of association is weak in

both mechanisms.

Table 17: correlation matrix analysis of coping medsms with work experience, number of

hours and number of patients in governmental amyomernmental hospitals of Addis Ababa,

2012
Coping strategie Work Total hours No. of
experience per week patients
assigned
Attempt to leave the hospi 0.205" 0.147
Pearson Correlation (r) 0.042
0.003
P -value
Prioritize the activitie: -0.23%° -0.17%
Pearson Correlation (r) 0.012
0.001
P —value
Take adequate rest before starting w -0.16¢ 0.14C -
Pearson Correlation (r) 0.016 0.044
P- value
Doing taks on tim -0.147
Pearson Correlation (r) 0.034
P value
Adequate rest before starting w -0.16¢ 0.14C
Pearson Correlation (r) 0.016 0.044
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Avoid the probler -0.151

Pearson Correlation (r) 0.030

p-value

Drew on past experient - 0.15Z
Pearson Correlation (r) 0.028
p-value




CHAPTER SIX

Discussion

In hospital critical care units, many of the indival challenges confronting other hospital units
intersect, making the critical care setting the tmoesmplex environment in the healthcare
facility. The results of this study indicated tmatrse-physician communication in intensive care
units was not adequate. From all study participdatg % respond that they didn’t get adequate
information about their patient’s condition, asesult 23.7 % of nurses who were working in
intensive care units on governmental and nongovemta&h hospitals face difficulties of
understanding the diagnosis of their patientsduditéon to this 23.2 % of nurses faced a problem
of unable to interpret the findings of the patidhtwas similar with a study conducted on ICU
critical incidents in  US found that just underfh@0%) of all contributory factors underlying
critical incidents were related to nontechnicallsl{e.g. teamwork and decision-making), with
poor communication frequently being reported astrdmuting to the occurrence of critical
incidents. The review concluded that informationtbe contributory role of communication is
often superficial, with little analysis being pemfeed on the team members most susceptible to
error, or the specific communication problems tlegult in critical incidents. This might indicate
that poor communication between intensive care t@ains might be one of the reason for the

difficulties occurred in ICU on care givers andigats (12, 13).

The availability of resources to care for critigall patients varies across countries. In thiggtu
40.6 % of the study participants respond that theas no adequate material to provide care for
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patients in intensive care units. The figure wagelowhen we compare with a research study
conducted by S.P. Beaua revealed that factors ragsiess in the intensive care environment
found lack of human and material resources wereapmtauses. It also found that 87.5% of
respondents were unable to cope with excessiveloaitkshortage of personnel and inadequate
resources. This might be due to variations amamdysparticipants and the setting of intensive

care units (6).

Creating supportive and enabling work environmeninursing staff is a way of finding solution
to the problem occurred in intensive care unitghla study, 88.4 % of nurses faced conflict with
ICU teams, of which 62.3 % of nurses faced conflith physicians, 17.5 % faced conflict with
head nurses and the rest with nurses who work th 16.3%. It implies that conflict among
nurses comprises 32.8 %. The figure is high congpavéh a study conducted to identify
stressors in intensive care unit which found thatflects were perceived by 5,268 (71.6%)
respondents. Nurse—physician conflicts were thet mosimon (32.6%), followed by conflicts
among nurses (27.3%) and staff-relative confliz&§%). This might be due to poor team sprite

and lack of cooperative leadership in the stud3sgi22).

Nurses, as one of the professional service graeps, to be exposed to extreme workloads. In
this study nurses who were working in governmeatad nongovernmental hospitals were not
proportional to the patient number in ICUs. Frompalticipants 22.2 % of nurses were assigned
for 3 to 4 patients and also 40.1 % of nurses wassigned for more than 4 patients. It implies
that 62.3 % of nurses were assigned for 3 and apatients. This figure is higher compared
with recent British recommendations of a nurse-gmatratio of at least one nurse for two
patients. Theoretically, the nurse-to-patient ratiould be adjusted to the workload intensity and
nurse experience (skills and knowledge) and coresgtyube flexible within units across time.
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This difference might be due to poor staffing pplat hospitals and shortage of nurses who were

willing to work in ICUs. (34).

Nurses in Intensive care units are expected to ttev&nowledge and skills required to function
competently in a high technology environment, aadutilize critical thinking skills in the
planning and implementation of excellent care. Kieolge and techniques, like care techniques,
timely judgment, and patient education, are crittcaperform services properly. In this study
90.3 % of nurses respond that there was no inervaining or education in their working
hospitals. The result is higher as compared to shely conducted at Nelson Mandela
Metropolitan University on registered nurses’ petae of factors causing stress in the intensive
care environment found that unavailability of imgee education was also viewed as a serious
problem. It stated that 54.2% of the respondemtsgly disagree that in-service education was
in existence and also 29.29% of the respondenégyidied to the same statement, giving a total
of 83.4% negative responses. This means tha¢gtlondents were saying that there was no in-
service education in their work environment. Thigedence might be due to unorganized set of
units in each hospital and most of the hospitadtusted in this study were nongovernmental, as
a result most hospitals have no their own traimmegters (6, 45, 46).

Nurses as health care providers are obliged to woring the day and during the night to cater
for the needs of sick people. While Intensive catgses were vulnerable to a stressful
environment because of the complex nature of pgiéealth problems that require an extensive
use of very sophisticated technology. Frequenttrdgity is a major factor influencing turnover.
In this study nurses prefer day time to work in EZ@mong all participants 72.5 % respond that

night duty had negative impact on their social. liféis figure is lower compared with a study
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conducted at Jordan University Hospital to deteemiiether night shift affects the social aspect
of nurses. Results showed that 60% of respondéatisdsthat their social life was sometimes
affected, 33% stated that their social life wasaglsvaffected which means 93% of the nurses
were affected and 7% were not affected. The asgestcial life involved nurse’s families, work
relationships and other social groups. This difieee might be due to difference in the
perception of study participants to night duty, ii@pin real situations some nurses in this study

engaged in night duty for a means of economicainme (duty salary) (41).

Increased managerial pressure can impact an engplagdl-being. The result in this study

showed 64.5 % of nurse responds that lack of mai@gepport caused decrease motivation to
work. Similarly, the study conducted in Nigeria aleal that poor supervisor support has been
linked with increased stress level and symptomsiegdression. When under pressure, many
managers may react by exhibiting a negative maregstyle. Managerial support such as
effective communication and feedback are import@ator for employee well-being. This

similarity might be due to the complexity of int@érescare units to control compared with other

units (44).

The result in this study showed that majority 186.7 %) of nurses feel demoralization when
they were  unable to perform procedure for tipatients in their respective working units.

Similarly a study conducted on moral distress afeshurses in a medical intensive care unit in
Rush university medical center, Chicago stated &ahdistress” was thought to be a serious
problem for nurses, particularly those who practiceritical care areas. As a result, persons in
moral distress act in a manner contrary to theisg®al and professional values. This might be

due to the stressful situation of the intensives canits (50).
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The findings of this study also indicated that esrsvho were working in intensive care units
used different coping strategies for different drades. Coping strategies nurses used mostly to
cope with lack of in-service training and suppatimanagement were taking advantages of
others experience, positive thinking about work attdmpt to change the work unit. Nurses in
this study used different coping strategies fok latknowledge such as using references, assign
friends to perform the procedure and seek advioen fnurses. Work overload was another
challenge that nurses faced. They mostly usedipziog the activities, doing tasks on time and
being prepared for possible crisis. Similarly fither challenges such as conflict with ICU
teams, communication problem with ICU teams andéepte they used the following strategies
talk to likely friends, ask apologize immediatelydacame up with a couple of solutions, take
time to talk with members explore the events furthied Perform only the activities that they
understand. The result in this study is similarhwibhe coping mechanisms / strategies that
Iranian nurses used. It found that the most fretipersed coping strategies by Iranian nurses.
The main categories obtained from nurses’ expesiemdicated the following different
strategies. First, work management strategy: wask moanagement which decreases stress
without necessarily causing less productivity. dinprises two sob categories: (a) anticipating
tasks- participants believed that they were ovelddawith work causing stress due to time
constraints. Therefore, time management skill hbgm used their time more efficiently, get
their priorities in order, anticipating lack of egments, consider safety measures and being
prepared for possible crisis. (b) Doing the tasldl-wnurses expressed that they employed
strategies like observing safety considerations @&ngl tasks on time. Second; self control
strategies which includes; preparing for work (esrgvere aware of the importance of adequate

rest before starting their job), avoidance strat@igie leaving the ward for a movement).
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Thirdly; emotional strategy: it includes (a) emaoidb satisfaction such as satisfaction with patient
improvement and (b) acting out; it comprises aggvesiess, resentment, silence, crying
laughing and facing difficulties agreeably. Fouwthkpiritual strategy; includes the role of
religious beliefs, reading the Quran, praying, ttinsGod indicate that nurses employ spiritual
strategies to cope with stressors. Fifth; cognititrategies such as positive thinking, looking
for positive aspects in every situation, and ttaue of the nursing occupation were related to
this strategy. Sixth; interactional strategies:hsas interaction with the colleagues, interaction
with the Patients, and interaction with the famitgmbers. This might be due to similarity of

work challenges that nurses faced during care giavi(66)
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Limitation and strength of the study

Limitations

- Lack of references which were conducted in Ethi@oid on study sites

- The study did not incorporate qualitative methdu® enable triangulation of the general

information due to logistic and time constraints.

Strength

- Since there was no past study conducted in themathis study might be used as

baseline information for further studies.
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CHAPTER SEVEN

CONCLUSION AND RECOMENDATION

Conclusions

Most researches indicate intensive care units; irectzallenging environments for the delivery
of healthcare. Alternatively; working in the Intéres care unit produces formidable challenges
for nursing personnel. As a result, the care dicatly ill patients can no longer be accomplished

by a single healthcare professional.

This study revealed that nurses assigned in intertgire units not based on their experience and
willingness rather it is based on the organizatislh and this predispose them for a number of
challenges since there is no in-service trainingniost hospitals. Nurses have no adequate
supplies to provide care for their patients and #here is poor team sprite in the intensive care
units of both governmental and nongovernmental itelspNurse- patient- ratio in the study site

indicates that nurses are highly overloaded.
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Recommendations

Based on the study findings, the principal invesdtg would like to recommend the following

points for concerned bodies

Ministry of Health and Ethiopian Nurse Associatioshould develop a sound
credentialing program for critical care providersglavalidate the skills of nurses in
critical care settings and other ICU staff members

Governmental and nongovernmental hospital managsnstiould assesses the ICU
culture and environment in order to identify prabgein early stages and to improve
care delivery.

Governmental and nongovernmental hospital managesnsfrould educate or train
ICU staff to promote the development of skills &ndwledge of care givers.
Governmental and nongovernmental hospital managsnmshould adjust patient-
nurse- ratio in intensive care units.

Ministry of Health and Addis Ababa health bureaowdt follow the staffing policy

of hospitals to maintain quality of health service.
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Annex |

ADDIS ABABA UNIVERSITY SCHOOL OF MEDICICE &COLLEGE OF HEALTH

SCIENCES DEPARTEMENT OF NURSING AND MIDWIFERY

INDIVIDUAL CONSENT FORM

My name is ----------- . I am working with the esmrch team of Addis Ababa University

department of Nursing & Midwifery. At -------- Hospital,

intensive care unit, we are here to collect datstess the challenges and coping mechanisms of
nurses working in intensive care units in caringr fpatients in governmental and
nongovernmental hospitals of Addis Ababa city. Vé&dve that this study would help to bring
change in nursing care service. We would like teues you that your name will not be
mentioned in the questionnaire and the informatthat you will give us will be kept confidential
and only used for research purpose.

You have full right to refuse, to take partoiinterrupt the study at any time. But the infotioa that

you will give us is quite useful to achieve theadtjve of the study and to bring change in nursiage

delivery.
Are you willing to participate in the study?
1- Yes 2-No
If the answer is yes, thanks! Conduct the interview
If the answer is no, Thanks!

Data collector name signature --date
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Annex-ll

Study Information Sheet (SIS)

» Title of the project: challenges and coping mecs@si of nurses working in intensive
care unit in caring for patients in governmentad aongovernmental hospitals of Addis
Ababa city.

» Background of the study: The interplay of high teallogy and high acuity in critical care
makes the intensive care unit (ICU) environment afiethe most complicated for
healthcare facilities. Most hospitalized patiewith critical conditions are cared for in
ICUs, patient care areas designed to provide extirmary treatment by specially trained
healthcare professionals, often with the use ofiégh equipment. Nurses with limited
ICU experience consider caring for highly dependeatients more challenging than
experienced nurses and may perceive that ICU gattim more strenuous and stressful
environment in which to work.

» Objective: to assess the challenges and coping ameshs of nurses working in
intensive care units in caring for patients in goweental and non-governmental
Hospitals of Addis Ababa, Ethiopia, 2012

» Significance of the study:

This study will be very important for different bhied in addressing the issues related to
the quality of nursing service to the communitye®tudy will be designed in the broad
context of understanding why the intensive car¢ isréonsidered to be stressful area and
the quality of patient care is affected, it will bedertaken to assess the quality of service
being provided in each Hospitals. It will provider@in directions for the nursing

profession to provide the optimal nursing serviod also it will be essential for both
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governmental and non-governmental Hospitals tosadgr the structural, procedural and
administrative improvement of the ICU to providee tbhptimal nursing care for their
patients.

» Study site and period of the study: The study ballconducted in Addis Ababa which is
the capital city of Ethiopia. This study will bertmfrom September 2011 to May 2012.

» Confidentiality: The response of study particip@ completely confidential. Their
names not included in the study and will never beduin connection with any of the
information they give.

> Rights of participation: Participants are not &mcto be participated (Voluntary
Participation).

» Termination of the study: participants are freenithdraw from the study at any time,
and this will not have any impact on their subsetueanagement.

» Benefits and Risks
There are no known risks for participating in tktsidy. Although there are no direct
benefits to participants, the study results willorm senior administrators at various
hospitals and government officials about the strebults. Findings from this study has
the potential to change future practice and edogatirequirements for nurses working in
ICUs as well as provide them with problem solvikdls and strategies to manage stress
and challenges faced in ICUs.

» Address of principal investigator: Mobile: +251926004

Mail:_ ame0457 @gmail.com
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Annex |l

Self administered questionnaires on challenge€0frurses in caring for patients

Part-1: socio demographic characteristics

h

Serial | Questions Responses
No.
1 Sex 1. ------ Male
2----efRale
2 Ageinyears | smmemmemmeeeee-
3 Religion 1, Orthodox 3. Catho
2. Muslim 4. Protestant
5, others
4 level of qualification a). Certificate
b). Diploma
c). Bachelor Degree in Nursing (BSc N)
d). Master in nursing (MSc N)
e) others (specify)--------------=--=-=-----
5 Ethnicity 1. Amhara
2. Oromo
3. Tigre
4. others (Specify)----------------
6 Marital status 1.Single 2. Married 3. Divorced
1. Widowed
7 Title 1. Junior nurse 2. Senior nurse
3, others--------------
8 Working Hospital 1. Governmental 2. Non government
9 Working unit 1. Neonate ICU
2. Pediatric ICU
3. Medical ICU
4. Surgical ICU
5. Emergency ICU
6. Cardiac ICU
7. Others(specify)
10 Work experience in years
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PART-II: work environment in intensive care unit and its challenges

No. | Questions Response
1 Have you had any ICU experience 1. Yes
other than your present setting? 2. No
2 How you are assigned to work 1. Personal will
intensive care unit? 2. Being assigned
3. Being rotated
4. others (specify)-------------
3 Do you want to continue working 1. Yes 2. No
in ICU for the future?
If your answer is no
Please specify the reason
4 Has the work area appropriate 1. Yes 2. No
space to give care?
5 Have the work area adequate 1. Yes 2. No
supplies /materials to give care?
6 Is there any noise in the room? 1. Yes 2. No
2.
If your answer is yes what are the
causes? Specify --- --
7. Is the room temperatufe 1. Yes 2. No
comfortable for both client and the
care giver?
8 Is there a guideline to manage 1. Yes 2. No
pain for patients admitted in ICUP
9 Have you ever taken training 1. Yes 2. No
while working in ICU?
If your answer is Yes, list the Specify-----------------
types of training that you took?
10 Is there in-service training in your 1. Yes 2. No
Hospital?
11 | Did you face a difficulty while 1. Yes 2. No
giving care for your patient in
ICU?
12 | Which difficulties you mostly face 1. Unable to perform the procedure
in ICU during care provision? 2. Difficulty of understanding the diagnosis
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the patient

A

3. Unable to operate machines
4. Unable to interpreting the findings
5. Others (specify)--------------
13 | From whom you need help/ advice 1. Nurses
when the case of the patient|is 2. Physicians
beyond your knowledge? 3. Others (please specify)--------------=-------
14 | What do you feel, if you afte 1. Demoralization
unable to perform the procedure? 2. Inferiority
3. Fear of being insulted by the patient
4. Fear of being criticized by my supervisors
5. Others (specify)--------------------
15 | Do you communicate with ICU 1. Yes 2. No
teams effectively?
If no, what affects youfPlease specify----------
communication?
With  whom you mostly 1. Nurses who works in ICU
16 | communicate with during cafre 2. Head nurses
provision in ICU? 3. Pharmacists
4. physicians
5. Others (specify)----
17 | Which  factors affect your 1. Level of experience
communication with ICU teams 2. Knowledge level
during care provision? 3. Professional difference
4. Others(please specify)----------------------
18 | What is the effect of decrease
communication with ICU 1. Decrease work effectiveness
members on you? 2. Feel of isolation
3. Job dissatisfaction
4. Others (specify)--------------
19 | Do you get adequate informatipn 1. Yes 2. No
from a physician regarding the
medical condition of a patient?
20 | Have you ever face conflict with 1. Yes 2. No

your co-workers in ICU?

If yes, with whom the conflic
occurs in most cases?

1. Head nurses
2. Nurses who works in ICU
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3. Physicians
4. Supervisors
5. Others (specify)---------=====-------

g

21
Does conflict with your cor 1. Yes 2. No
workers affect job satisfaction?
22
Did you face communication
problem with your patient(s)? 2. Yes 2. No
23 | Which factors mostly affect your 1. Age difference
communication with your patient? 2. Sex difference
3. Language difference
4. Health condition of the patient
5. Others (please specify)-----------------
24 | Do communication barriers hinder 1. Yes 2. No
your care provision for yoJr
patient?
25 | Have you ever face resistance 1. Yes 2. No
from the patient or families during
care provision?
If your answer is yes, how ygu 1. By discussing with the patient or families
solve the problem? 2. By discussing with ICU members
3. By stopping the procedure from performi
4. Others (specify))
Do you involve in clinical 1. Yes 2. No
26 | decision making process?
27 | Do you have the authority to make 1. Yes 2. No
independent clinical decisions for
your patient based on your
assessment?
If your answer for Q16 is ‘Nof
who interferes in your decisianSpecify------------=-==-====mmumn--
making?
What is the effect of lack of
involvement in decision makingPlease specify----------
on your work?
28 | Is the Hospital management
Cooperative? 1. Yes 2. No
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29 | Does the management of yogur 1. Yes 2. No
Hospital encourage you fo
upgrade your knowledge?

30 | Do you get support from the 1. Yes 2. No
Hospital management?

31 | What effect does lack of 1. Decrease motivation
managerial support has on yqur 2. Decreases work performance
work in ICU? 3. decrease  opportunities to  upgrade

knowledge
4. Please (specify)----------------

32 | How many hours you work in ICUSpecify --------------------
per week?

33 | For how many patients are yp&pecify the number -----------
assigned to provide care?

34 | Do increase working hours affect 1. Yes 2. No
your interaction with your friends,
families and patients?

35 | Which duty time is preferable for 1. Day 2. Evening 3. Night
you?

Why it is preferable? Specify---------------

36 | Has night duty negatively impagct

on your social life? 1. Yes 2. No

Part —three: Coping strategies

Part —three: coping mechanisms that ICU nurse$oudke challenges occurred in ICU

No

Statements

Responses
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Challenges USED | FREQU | USED | NOT
A ENTLY | SOME | USED
GREA |USED |TIME
T 2 S 0
DEAL 1
3
Lack of in-
service Taking advantage of othefs
training & | experience
supportive | Positive thinking about my work & ||
managemen| express my feeling to get chance
t Attempt to change my working unit
Attempt to leave the Hospital as| a
whole
Referring the problem to the head
nurse
Referring the problem to the higher
officials of the Hospital
Lack of | Seek advice from nurses
knowledge | Seek help from physicians

Leave the procedure from performing

Assign my friends to perform the
procedure

| use references to refer if the
procedure beyond my know-how

Prioritize the activities

Being prepared for possible crisis

Work

Observing safety considerations

overload

Seek help from my friends assigned
in other wards

Doing tasks on time

I knew what had to be done, sqg |
doubled my efforts to make things
work

Night duty

Organize shift schedules

Use recreational activities at night

Adequate rest before starting the
work

Inform my families since it affects
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my family life

Avoid the problem

Conflict Ask apologize immediately
with  ICU | Leave the ward for a movement
teams Talk to my likely friends

Take drinks

Read religious books

Avoided being with people in
General

Drew on past experiences; | was in a
similar situation before

Came up with a couple of
different solutions to the

problem

Communica

tion Explore the evens further

problem Take time to talk with members

with in ICU Decide not to deal with members

teams &

patients Perform only the actives that |I
understood

Use interpreters

79




Curriculum Vitae /CV/

Personal Detail

» Name Amare Tarekegn

» Sex M

> Nationality Ethiopian

» Marital statues Single

» Date of birth Oct. 22,1981 E.C

> Place of birth Gonder

» Address Hawassa

» Contact Address 0910-04-57-04  /0918-15-81-6

Email:_.ame0457@gmail.comn ame0457@ yahoo.com

1. Educational Back ground
> Elementary Licha
» High school Estie M/Eyesus
» Higher Education Jimma university
2. Language skill

Writing Speaking
» Amharic Excellent Excellent
» English Excellent Excellent

3. Qualification
BScN, Msc candidate

4. Training attended

= TOT and management of obstetric emergencies provigiddadwassa university
and southern Ethiopia Gwent health link UK.( Octobg to 30,2009)

= PMTCT conducted by SNNPR
= Expanded Program of Immunization /EPI/ in Addis Bagrepared by WHO
» Teaching methodology prepared by Hawassa University

5. Experience

1/. Hawassa University school of Nursing and Midwifery as an instruc@#-1 /

2/COC examiner/assessor/ 8NNPRA&outh Nation, Nationality & peopRegional state/

6. Reference
Ato Aweke Yilma (Nursing and Midwifery Departmenthbid)

Mob 0911 -70-¥2

Ato Tesfaye Bedru (BSc.N, MSc) Mob 0911547648

80



Declaration

I, the undersigned, declare that this thesis isanginal work in partial fulfilment of the
requirements for the degree of Master of Sciencednlt health nursing. All sources of

materials used for this thesis have been acknowtkdg

Name of the student Amare Tarekegn

Date ----- mmmmmmmm GYNALUTE---mmmmmmmmmmmm oo

Name of advisor Erdaw Tachbele (PhD cand)

81



