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To avoid this neglect, we recom mend 
a primary policy focus on basic, effective 
actions with potential population 
impact. A conceptual framework has 
recently been proposed that illustrates 
the need for hospital readiness and 
good quality clinical practice for the 
dual aspects of identification and care 
of critically ill patients (appendix).5 
Hospitals should establish effective 
systems for triage and essential 
care in emergency units and wards, 
including patient separation and staff 
safety. User-friendly, concise protocols 
should be developed, disseminated, 
and implemented for good quality 
and feasible clinical care, with WHO’s 
leadership and through national 
authorities. Simple physiological signs 
have been shown to identify critical 
illness, and single-parameter systems 
might be easier to use than compound 
scores. The central role of oxygen 
therapy should be emphasised, 
oxygen supplies and delivery systems 
secured, and guidelines for sustainable 
and appropriate use issued. Other 
essential care includes a head-up 
patient position, suction, and simple 
chest physiotherapy. When human 
resources are limited, such care can be 
implemented by less trained health 
workers or vital-signs assistants 
through a protocolised approach and 
task sharing.

Essential care of critical 
illness must not be 
forgotten in the 
COVID-19 pandemic
The coronavirus disease 2019 
(COVID-19) pandemic will have a 
large impact in low-resource settings 
(LRS). 20% of COVID-19 patients 
become critically ill with hypoxia or 
respiratory failure (figure).1 Critical 
illness, describing any acute life-
threatening condition, is receiving 
increased attention in global health 
because of its large disease burden 
and popu lation impact.2 Before 
the COVID-19 pandemic, growing 
evidence suggested that the care 
of critical illness was overlooked in 
LRS—hospitals cannot, or do not, 
prioritise emergency and critical care.3 
Most critically ill patients are cared 
for in emergency units and general 
wards and do not have access to 
advanced care in intensive care units 
(ICUs). Data from hospital wards in 
Malawi showed that 89% of hypoxic 
patients (oxygen saturation <90%) 
were not receiving oxygen, and 53% 
of unconscious patients (Glasgow 
Coma Scale <9) were being nursed 
supine without a protected airway 
(unpublished data).

The COVID-19 pandemic will lead 
to a surge in the number of critically 
ill patients.4 Hospitals throughout 
the world will become overwhelmed, 
and care will be provided at a lower 
resource level than usual. Along 
with preventive measures and infec-
tion control, the clinical care of 
these patients will be a fundamental 
determinant of the pandemic’s overall 
impact.

Unfortunately, the headline figures 
of ICU requirements for COVID-19 
patients in resource-rich settings 
are masking the need for essential 
care. Attention is directed towards 
expensive, high-tech equipment that 
demands highly trained providers 
while neglecting low-cost essential 
care.

Quality essential care of critical illness 
could have a large positive effect on 
mortality even without ICUs. It would 
ameliorate the fatalism and passivity 
that arises from an absence of high-
resource treatment options. Moreover, 
provision of essential care could 
prevent progression to multi-organ 
failure, reducing the burden on limited 
ICU capacity. The ability of health 
services in LRS and throughout the 
world to provide good quality essential 
care of critical illness must be greatly 
and urgently increased.
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Figure: Severity profile of coronavirus disease 2019
Data source: Wu et al (2020).1
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