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Abstract

Background

The level of burnout among nurses working in the Intensive Care Unit ICU) and Emergency
Department (ED) is high, which adversely affects health and work-related outcomes for both
nurses and patients. Little is known about burnout among ICU and ED nurses in Rwanda.
Obijective

To explore the perceived effects of burnout among nurses and its management at a referral
hospital in Rwanda.

Methods

A qualitative study design was carried out using focus groups. A purposive sample of six
ICU and six ED nurses were recruited from the referral hospital in the capital city of Kigali.
The discussions were audio-recorded in Kinyarwanda, transcribed verbatim into English and
analysed inductively using thematic analysis.

Results

Burnout among the 12 nurses was high and the five main themes namely, high burnout, the
Variability of care, Incomplete care, Erratic care and Improving situation to prevent burnout.
Conclusion

The results of this study indicated that burnout is high between the ICU and ED study
population and nurses need to be taken care of too. A good working environment addressing
adequate staffing, specialty training, operational materials, and social activities are needed to

improve unit functioning, and patient satisfaction and safety.
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Background

Many healthcare professionals are burned out.[1] Forty-
three per cent of nurses had a high level of emotional
exhaustion and physicians were at 50%. Burnout is not
only characterised by emotional exhaustion, but also
high depersonalization (cynicism), and a low sense
of personal accomplishment.[1] A 2017 systematic
review involving 25 studies revealed that the prevalence
burnout rate among ICU professionals ranged from 6%
to 68%, higher than the average health care worker,[2,3]
and similar to the challenges for ED nurses.[4] Burnout
significantly affects the quality of care and safety (patient
and nurse) healthcare costs, turnover and lower work
effort, patient satisfaction, and personal consequences
to healthcare professionals.|1]

Burnout can be described as a condition of reduced
energy of an individual and has three dimensions,
according to the Maslach Burnout Inventory published
in 2006; [5] Emotional exhaustion; Depersonalization;
and reduced Personal accomplishment. Emotional
Exhaustion is the lack of energy and motivation of an
individual for work. Depersonalization is treating people
who are beneficiaries of a given service indifferently and
criticising colleagues’ attitudes and behaviours. Reduced
personal accomplishment is the inability to be competent
and achieve feelings of insufficiency after evaluating
one’s performance.[6] Findings from their more recent
research, Leiter and Maslach|7] revealed that a high level
of cynicism appeared to reflect burnout better than high
emotional exhaustion alone.
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Kompanje provided specific situations whereby nurses
and physicians were burnt out because of the distress
at work and becoming progressively more cynical. [6] A
nurse showed cynicism toward his patients asif they were
“disposable inhumane objects”(p1). Another nurse felt
disengaged a feeling of no personal accomplishment,
and cynic toward her suffering patients. Working in
the ICU and ED is particularly distressing due to the
severity of the patients’ conditions and attendant high
mortality rate, and dealing with challenging traumatic
and ethical issues daily.[4,7]

Burnout among nurses affects not only nurses but
also the patients, colleagues and the organisation.|3,8]
Burnout among nurses was found to decrease the
quality of care provided,[1] and increased the rate of
hospital-acquired infections, particularly surgical and
urinary tract infections,[9] and patient mortality rate.
[10] Furthermore, the perceived quality of interpersonal
teamwork declined[11] is affected daily. A high level of
burnout among nurses causes job dissatisfaction and
leads to high nurse turnover, thus creating staff shortage
and more distress.|9]

The first burnout research in the 1980s used qualitative
research to explore the phenomenon [6], and since
there is limited knowledge on this topic in Rwanda,
a qualitative study was thought to be an appropriate
approach. One cross-sectional study was conducted by
the author,[unpublished] and the results indicated that
the burnout level was high among ICU and ED nurses.
However, there appears to be no known study conducted
on the effects of nurse burnout and its consequences in
Rwanda. This study aimed to explore burnout between
ICU and ED nurses, its perceived effects on patients,
and potential solutions at one of the referral hospitals
in Rwanda.

Methods

Design

A descriptive qualitative design was used to explore the
concept of burnout among nurses, its perceived effect
on patients, and potential solutions. The study was
conducted in the ICU and ED at one of the referral
hospitals in Rwanda in a period of one month from
February to March 2017.

Participants recruitment

A purposive sampling strategy was used to target
registered nurses in two units. Six nurses from the ICU
participated in one focus group, and six nurses from the
ED participated in a second focus group. Nurses were
working in ICU or ED, with at least one year or more
work experience in their speciality field, were included in
the study. The investigator conducted the focus group
discussions.

Measures
A semi-structured interview guide was used to gather
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data from the two focus groups. The guide had been
developed from an in-depth review of the current
literature and two experts in the area of critical care
nursing. The guide included open-ended and probing
questions to foster more opportunities for participants
to express feelings, attitudes, and thoughts about burnout
in their high-stress work environment. The discussions
were conducted in Kinyarwanda or French, depending
on the participants’ preference as these languages are
used interchangeably in Rwanda.

The data was later transcribed verbatim into English.
The interview guide began with broad questions and
contained the following questions: (1) How would you
rate burnout level among nurses working in the unit?
Why do you think so? (2) How would you compare
burnout here with other units? Why? What do you think
exposed ICU and ED nurses to burnout, compared to
nurses on other units? (3) How do you think the burnout
of nurses will affect patients’ care? (4) How could this
situation be improved? (5) Is there anything else you
would like to add?

Data collection

The investigator and a moderator (research assistant)
conducted the focus group discussions at the nurses’
work, though outside of duty hours to avoid interruptions
to attend to patient care or help a colleague on the unit.
One focus group discussion occurred during the day in
the ICU following night duty, and the other focus group
met in the ED during the night following day duty. The
focus group discussions took between 30 to 90 minutes
and were conducted in the unit staff rooms. The room
was calm, quiet, safe, comfortable, well lit and ventilated.
During the discussion, participants sat facing each other
in order to promote mutual interaction, maintain eye
contact, and discussion.

The moderator, experienced in qualitative data
collection, moderated the focus group discussions. The
investigator operated the audio recorder and took field
notes on how participants responded and reacted during
the discussions. Prior to commencement, the moderator
and the participants set ground rules to promote mutual
respect and thoughtful exchange. Probing, clarifying
and summarising were strategies used by the moderator
during the focus group discussions to encourage
respondents to give more information and continued
until data saturation was reached. A small gift of airtime
was given to the participants, as they had to stay beyond
their work hours to complete the study.

Trustworthiness

Several strategies were used to ensure trustworthiness
of the qualitative data. [12] The investigator transcribed
verbatim the audiotapes that were initially done in
Kinyarwanda and French and then translated into
English. The investigator documented the decision
process and used audit trails, to assure transferability to
other contexts. To further add credibility, an experienced
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qualitative supervisor (last author) overseeing the study,
reviewed the transcripts and verified the codes and data
analysis.

Furthermore, a peer debriefing was done whereby the
research methodology, data analysis and interpretations
were done with skilled researchers not involved in the
study. Dependability, achieved by using participants
from two slightly different units 1CU and ED) provided
critical care for consistency. Confirmability was achieved
when the lead author did member checking with
participants, which verified that the themes reflected
the data gathered during the focus group discussions.
Authenticity was obtained through the direct quotes of
the lived experiences of nurses working in critical care
units and emergency department.

Data analysis

Data were analysed using the Thematic Analysis as
outlined by Braun and Clarke,[13] and defined as, “A
method for identifying, analysing and reporting patterns
within data.” (p. 79). The thematic analysis included six
phases: Data from the two focus group discussions were
transcribed verbatim, read entirely and reread, searching
for meanings and patterns. Initial coding was done
through structured coding which consisted of labelling
the data and organising it into meaningful groups.
A pattern coding took place whereby the researcher
organised the labels given to data in the initial coding
into broad categories, then subcategories based on
information with similar content or meanings, known
as the similarity principle. The researchers reviewed the
categories and themes to see if they fit the narrative
material collected in the focus groups. The refined
themes were identified as commonalities, not based
on individual nurses, but across the nurses working in
ICU and ED. The final analysis involved three themes
and seven subthemes. Vivid examples given by the
participants were integrated into the text in italics to
support the final manuscript.

Ethical considerations

Permission was granted by the University of Rwanda,
College of Medicine and Health Sciences’ Institutional
Review Board (IRB) and the participating institution.
Participation was voluntary, all consent forms were
signed, and anonymity was ensured in the dissemination
of the findings.

Results

Five themes emerged from the data, namely, high
burnout, variability of cate, incomplete care, erratic care
and improving situation to prevent burnout.

Theme 1: High burnout

On initial discussion, participants perceived themselves
to have high burnout, which they attributed to staff
shortage compounded by high workload amid patients
of high acuity, unpredictable hours and patient flow

and non-recognition of extra hours they worked.
Furthermore, these participants would go for 24
hours without meeting their families whom they left
sleeping to go to work and found asleep coming back.
The participants demonstrated these issues both in
Emergency and ICU as the following excerpts:

The number of patients we receive does not match the number
of nurses who have to take care of them; there is a shortage of
staff. We don’t have a fixed number of beds for our patients,
and we keep receiving them (1ER). You work extra hours; you
cannot know the time for work or not; you work without resting
(2ER). We work many hours, and you always have two patients
to take care of, and they are in critical condition (11CU). ...
nurses in ICU start from 7 am to 7 pm, or from 7 pm to 7 am
without having a break, you get tired (31CU). Furthermore,
those worked extra hours we work are not recognized, and they
don't even consider the bigh workload ... (31CU). You can find
yourself not meeting your family menbers in 24 hours; you leave
home early morning while they are asleep and you come back
while they sleep again (2ED).

Theme 2: Variability in care

Participants expressed the impact of burnout on the
variability of patient care, necessitating prioritisation of
patients, based on who is more critical, but at the detri-
ment of others, as expressed by the following excepts:

You delay giving care to the patient (1ED). ... 1f you have 2
patients that need suctioning at the same time and yet 1 person
has to help them, one patient may suffer from the problem of
airway obstruction and even develop asphyxia because the suc-
tioning was not done on time (41CU).

Due to the shortage, we prioritise care, we provide some care,
and others remain (2ER). If a patient develops cardiac arrest,
you focus on that one with cardiac arrest, you will be busy with
CPR, and maybe another patient may develop a problem, and
that time you will not be aware of (4ED). We are no longer
helping patients appropriately because we are exhansted.

Theme 3: Incomplete care

Based on instability and crowding of the emergency and
allocation of patients beyond the standard 1:1 in ICU,
the participants felt that they could not complete care
or perform comprehensive care as expected in ICU.
This is compounded by a shortage of staff, long shift
hours without even a tea break, and instability in the
emergency room in the face of high acuity patients. The
participants reported that these factors contributed to
their exhaustion and underperformance. They expressed
these concerns in the following excerpts:

We receive patients without stopping (1ER) ... We provide
some care, and others remain, and due to many patients and
Satigne (2ER), it is obvious when you are tired you can’t work
properly (1ER). We get tired. Care is limited. We provide some
care and others remain and due to many patients and fatigne
(2ER). You get exchausted, and you do not provide full nursing
care (11CU). Normally in 1CU, it should be 1 patient for 1
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nurse so that she could be given fully needed care. Again due
to many hours we work from 7 am to 7 pm you get exhansted
(2ICU). You maximise to 80% but as youn understand if yon
do not work well at 100% as it was supposed to be that 20%
remaining can harm (41CU). On our side, we have the will to
work very well at 100%, but when it becomes impossible, it is
not because of you but becanse of the high workload and from
that you do what you can (41CU).

Theme 4: Care is erratic

Participants perceived exhaustion from high burnout,
which they professed to suffer, to contribute to errors
in their care over and above incomplete care. Two of
the participants in both focus groups felt that they do
not find any effect, they, however, admit to performing
80% at the same time raising concern that the remaining
20% can cause harm. However, they found themselves
compelled to continue working whether tired or not.
This they expressed in the following excerpts:

Two patients both in critical condition and every patient need
close monitoring (41CU). High level of burnout can canse
errorsy you cannot give a drug properly, causes needle sticks;
in fact, it causes many problems (1ER). The patient may not
be turned because you are tired and at that time the patient
will be affected (21CU). You do not perform your job very well
(5ICU).

But to me, there is no effect on patient care becanse you do your
best to do what is supposed to be done to the patient even though
it is not done a hundred percent (2ICU). ... you have to finish
your tasks being tired or not. We do onr best to finish onr tasks,
but you cannot work well at 100% (41CU). In fact, we do onr
best even though we are exhausted we feep working, but you
delay to give care to the patient (1ER).

Theme 5: Improving situation to prevent burnout
In order to protect patients from burnt-out nurses,
participants ~ recommended  improving  working
conditions for nurses working these units, such as, regular
hours, appropriate staff-patient ratios, staff motivation
and capacity building, in addition to, provision of
necessary equipment that is functional and not broken.
Recognition of extra hours in terms of extra payment
was identified as one of the motivators that could
energise them and even attract other nurses to ICU or
ER to the solution of staffing problems. Participants
expressed their sentiment as follows:

To improve the situation, the first thing is that each nurse in
ICU... should have one patient to take care of- ... and hours of
work should be respected (TYCU). Increase the number of staff
and work recommended honrs (\ED). Provide all material
and equipment that works properly (91CU).Give motivation to
nurses and recognise extra hours worked (91CU). Motivation
will play on onr psychology (TYCU). 1CU nurses should be paid
more than other nurses working in other units so that others may
not fear to come working in ICU (11CU).
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Subtheme: Proper resource management
Improving knowledge and skills utilisation specific
to ICU would give nurses more confidence, job
satisfaction, and improve patient outcomes. Two ICU
nurses explained:

Give us training, becanse to come and work here in ICU, we
arrange onrselves. They give us training on Basic Life Support,
but really, someone who does critical care and trauma nursing

should be the one to work in ICU(TICU).

The nurses expressed a need for more personal
accomplishment; to reduce the feeling of insufficiency
and increase job performance.

Provision of necessary equipment that is functional and not
broken can not be underestimated. Provide all material and
equipment that works properly (91CU).

Staff motivation

The ICU and ED participants would like more time for
activities outside the work time in the high-stress units
in order to motivate staff. Two ED nutses offered the
following solutions:

The first solution 1 propose is to work recommended hours; then
we can have time for rest and time for sport (VED).Create time
Jor nurses, such as, once or twice a year for people to meet and
extchange ideas to manage burnont. For instance, people can get
out for a picnic. Organise a visit for them to share issues that they
Jace at work, in order for them to change the environment and
improve staff motivation, and offer airtime (3ED).

Nurses could become part of the solution by involvement

in staff scheduling,

Discussion

The results of this study in Rwanda indicated that nurses in
ICU and ED perceived high burnout among themselves.
The high burnout is similar to other studies conducted
in Africa in similar settings.[14—20] These participants
attributed burnout to overburden with responsibilities of
high acuity patients and unpredictable work environment
while faced with staff shortage and irregular hours.
Moreover, they identified a lack of motivation as in
training and recognition of their extra effort. Various
other studies have found a high workload as a predictor
of burnout,[1,15-23] or job demands.[24] In contrast,
however, a study conducted in an ICU in Portugal found
no correlation between burnout and workload.[24]

As a result, exhaustion was repeatedly mentioned as a
contributory factor to burnout with ICU nurses as in
other studies.[17] This factor was seen to affect the
quality of patient care because they claimed their care was
not comprehensive/holistic as expected in ICU where
allocation is individual patient care versus task-oriented
care in other units which they exemplified in the study as
“only giving medicine”. Individual patient care affords
comprehensive care from specialised care, integration
of activities of daily living, including psychosocial care
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accommodating the family.

Furthermore, the participants saw the quality of care
being affected by the variability of care among patients
under their care due to delays in reaching the second
patient. They were compelled to prioritise among the
patients but, because these patients were both of high
acuity, care became in vain on the other patient; hence
patients would complicate, often without even being
seen.

Participants found their care also to be fraught with
errors because they were exhausted from long hours and
demotivation from lack of training, lack of recognition
of their efforts including lack of operational equipment.
This factor affected the quality of care and caused harm
to patients; for example, they would give medication
inaccurately including increased incidence of needle
stick injuries.

There is a need to protect patients from burnt out nurses
who have the good intention of quality patient care from
their expression but incapacitated by the factors above.
Participants from the study have proposed reasonable
strategies, such as increasing the number of staff, so
the ICU nurse to patient ratio would be 1:1. Similarly,
a study conducted in Brazil showed that improved
work conditions, such as adequate staffing helped
prevent burnout and thus resulted in improved patient
outcomes.|28] In contrast, a study conducted in South
Africa showed that personal stress was a better predictor
of burnout than job satisfaction, and indicated a need to
develop staffing and coping strategies within contexts.
[19] Participants further recommended that ICU nurses
be paid extra with an additional benefit of attracting
other nurses to ICU to solve the staffing issue as was the
case in Nigeria and South Africa.[18]

Participants  recommended  unit-specific  specialty
training, other than just Basic Life Support (BLS).
Similarly, in South Africa, specialised training increased
job satisfaction and decreased burnout levels.[14] Staff
was more likely to suffer from both Ewmotional exhaustion
and Depersonalization if they had not received specialised
job training,[14] In Egypt, improved training and skills
utilisation increased job satisfaction,[20] and may have
increased the Personal accomplishment (the third component
of burnout) through communication with peers and
management.

Nurses receive little recognition for performing their
duties, and that can be difficult and result in lack of
energy.[29] In contrast, the participants in this study did
not mention conflict among the nurses or bullying, as
seen in other research,[30] doctor and nutrse conflict,
or nursing hierarchy issues.[16] Nurses also requested
sufficient materials and equipment that functions
properly, which has been shown in Brazil to help prevent
burnout.[31]

It appears that witnessing pain and suffering requires

mental balance and a life outside of work.[32] A study
conducted in Iran discovered relaxation exercises, such
as yoga or mindfulness were effective antidotes to
manage burnout among ICU nurses.[33] Other coping
strategies include social support, relaxation time, good
leadership and counselling.[7,34,35] Basic social support
is met through interaction with others.[34] Similarly, the
participants of this study also mentioned these issues
as a solution to their burnout. In Rwanda, Friday at 3
pm is a government-mandated time to begin sport! The
nurses who work in the ICU and ED could participate in
the healthy national activity, which would likely enhance
their spirits and decrease emotional exhaustion.

In summary, resolutions to nurse burnout need to
be customised to the particular group of healthcare
professionals.[7] The focus should be, what are the
underlying problems of the different groups,[7] for
example, in Rwanda having the time to take off
work to attend the Friday 3 pm sport ritual is vital to
the participants in this study population. In a recent
systematic review, fourteen interventions were focused
on the individual, and four focused on the individual and
occupational interventions.[35]

Limitations

This study showed the situation of only one referral
hospital in the capital city, as it was an explorative qualitative
study with no intention to generalise but to inform a larger
quantitative study for generalisation. Furthermore, the
nurses may have been tired at the time of the focus group
discussions, as they had just finished work on the ICU and
ED units after a 12-hour work shift.

Recommendations

1. This study, through its participants, recommends the
promotion of a more conducive work environment,
appropriate utilisation of nurses with specialised
training in Critical Care and Trauma and provision of
relaxation time including social support from peers
and supervisors. A conducive healthy environment
can be achieved by reducing high nurse workload in
ICU and ED. Use of standard norms for ICU and
ED staffing, based on best practice or benchmarking
similar to other countries like South Africa, United
States, United Kingdom and Australia and promote
efficiency in Emergency Departments to avoid crow-
ing and unpredictability.[36—41]

2. Rwanda has recently introduced a specialisation in
Critical Care and Trauma Nursing together with
other specialisations. This, not being the first initia-
tive on Critical Care and Trauma Nursing denote a
reasonable number to staff the ICUs and Emergen-
cy Departments. Perhaps the products of this pro-
gramme could be better utilised in the Critical Care
Units and Emergency Departments of Rwanda. Per-
haps the next study should track the graduates of
this programme and establish their utilisation in the
respective units.[42]

3. The motivation of staff by the provision of regular
break time and recognition of extra hours worked.
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Extra hours should be recorded and nurses given the
opportunity to take them later or be paid overtime for
them if the hospital budget allows. The participants
asserted that motivation would play on their psyche.
[43] In addition, they could help organise time for
sport on Fridays at 3 PM and other events, such as
a picnic or other excursion where nurses could relax
together. Not everyone will be able to attend at one
time, so a roster should be planned, so every nurse
gets a chance to attend one event or another.

4. Empowering nurses on procurement and effective
communication including in order to make sure that
they have an adequate and constant supply of opera-
tional materials and equipment.|[44]

5. Accommodation in the work schedule for regular
debriefing sessions, so that ICU and ED nurses can
discuss stress promptly and test shared solutions.|[44]

6. Perhaps the unit on Care of the Carer and healthy
work environment must now get more attention in
education programs and be applied in clinical prac-
tice. Specialised nurses could lead the way by initiat-
ing a discussion on organisational and self-care ac-
tivities to prevent stress and burnout.[44,45]

7. Further research could involve a countrywide sample
to inform interventions that may benefit the whole
health care system in Rwanda. Future research should
also address other high-risk departments, such as on-
cology, theatre, neonatal and paediatrics.

Conclusion

The study participants in ICU and ED perceived high
burnout among themselves at a referral hospital in Kigali.
The nurses need to be taken care of too: A good working
environment concerning adequate staffing, specialty
training, adequate operational materials, and time for regular
social activities is needed to improve unit functioning,
quality of care and safety, hence patient satisfaction.
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