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Abstract

Background The importance of developing and supporting emotional well-being among all frontline health system
staff, including those in leadership positions, is increasingly recognized as essential to health system resilience and
patient outcomes. Nurses working in many public sector newborn units in sub-Saharan Africa work in highly stressful
environments; often asked to perform what has been described as‘an impossible task’ of meeting international
standards of nursing in significantly under-resourced environments. This paper focuses on the emotional dimensions
of nurses'daily work in newborn units in Kenya. These dimensions of newborn nurses'work are rarely documented
and are under-supported in policy and practice.

Methods We conducted an empirical qualitative study design in two public hospital newborn units in Kenya.
Methods included observations of nurses in their workplaces, individual in-depth interviews with 21 health workers
(mostly nurses), and reviews of self-administered questionnaires submitted to us by these staff. Data were analyzed
using a thematic analysis approach.

Results Neonatal nurses reported emotions ranging from pride and satisfaction to devastation, heartache, and
indifference, with handling infant deaths and communicating bad news to families particularly distressing. Influenced
by individual, interpersonal, and structural factors, emotions play a central role in nurses'interactions with their peers,
supervisors, ward-in charges, and parents. Interactions with supervisors and in-charges have a an especially powerful
impact on staff emotional well-being and team cohesion, and informal support from peers is a key coping strategy.
Conclusion We draw on our data, the wider literature, and nurses' recommendations to reflect on the interplay
between emotional well-being and ethical nursing practice, and to make suggestions for ongoing health system
strengthening efforts.

Keywords New-born nurses, Soft skills, Emotional well-being, Emotional dimensions, Emotional intelligence,
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Background

Newborn units (NBUs) can be stressful environments
for healthcare workers and parents all over the world
[1]. Given the highly specialized form of nursing in such
units, and rapidly evolving health conditions among sick
newborns, neonatal nurses often experience psychologi-
cal and physical stress [2]. At the same time, nurses need
to interact with and ideally be responsive to parents and
other caregivers who have themselves been documented
to experience fear, sadness, anxiety, guilt, and even shame
in newborn units [3, 4].

In sub-Saharan African public health facilities, high
workloads, low staffing levels, resource shortages, and
environmental inadequacies (crowding, lack of privacy)
potentially add to emotional burdens for staff and fami-
lies, contributing to high levels of stress and ‘burnout’ [5].
Burnout has been defined as a constellation of symptoms
— malaise, fatigue, frustration, cynicism, and inefficacy
— that arise from ‘making excessive demands on energy,
strength, or resources’ in the workplace [6]. Stress, burn-
out, and detachment have negative implications for intra
and interprofessional team relationships, interpersonal
quality of care, staff well-being, and patient outcomes.
Two recent reviews suggest high rates of health worker
stress and burnout across a range of geographical and
clinical settings in sub-Saharan Africa, and significant
communication challenges between staff and families [5,
7].

The WHO Framework of Global Standards for improv-
ing the quality of maternal and newborn care recognizes
that the provision and experience of care depend on the
soft skills and emotional competence of healthcare work-
ers, including nurses [8]. ‘Soft skills’ refer to competen-
cies that are not related to specific tasks but rather to
managing intra- and interpersonal relationships within
an organization, including communication, courtesy,
flexibility, integrity, interpersonal skills, professionalism,
teamwork, responsibility, work ethic, and having a posi-
tive attitude [9, 10]. Soft skills play a central role in the
application and utilization of technical skills; for exam-
ple, flexibility and adaptability support the effective deliv-
ery of care in dynamic clinical contexts such as hospital
wards. Soft skills are valuable to individuals and teams,
helping them navigate the difficult terrain of providing
quality healthcare in resource-limited settings. They are
also essential to systems in interplaying with hardware
elements (technology, infrastructure, funding, human
resources) to build system resilience to stresses [11-13].
When emotional well-being is undermined by resource
constraints or a poor team climate, these skills erode,
undermining resilience and intensifying burnout. Rec-
ognizing this interplay between the individual, relational,
and organisational is essential in understanding how
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nurses navigate emotionally demanding roles and what
strategies can help sustain their well-being.

Given the importance of soft skills in health care and
the recognized stress among health workers, there are
growing calls to strengthen health workers ‘emotional
intelligence. Salovey et al. have broadly defined emotional
intelligence as the competence to identify, express, and
understand emotions, assimilate emotions in thought,
and reflectively regulate both positive and negative emo-
tions in the self and others [14]. Emotional intelligence
may reduce the likelihood of burnout by facilitating cop-
ing mechanisms to withstand the challenges encountered
at work [15, 16]. However, daily challenges and structural
constraints such as low staffing levels and inadequate
resources may undermine staft’s ability to demonstrate
respect and dignity, offer emotional support, build sup-
portive and effective intra- and interpersonal relation-
ships, and manage change [11, 17, 18].

While many studies have documented high levels
of stress and burnout in sub-Saharan Africa, few have
explored the emotional dimensions of neonatal ward
nurses’ daily work lives. In this paper, we present qualita-
tive data collected as part of a wider set of evaluations of
long-term, collaborative health system strengthening ini-
tiatives involving newborn units in Kenya. We highlight
the range of emotions that neonatal nurses described in
interactions with colleagues and parents and some of the
individual, interpersonal, and systems drivers of nurses’
emotional well-being.

We also share formal and informal strategies used by
newborn nurses to cope with stressful interactions and
encounters. The interviewees in this study were partici-
pants in a communication skills and emotional compe-
tence course aimed at enhancing nurses’ communication
skills, confidence, professional identity, and ability to pro-
vide respectful care [19].

In the discussion, we explore the links between soft-
skills and burnout, emotional well-being, emotional com-
petence training, and organizational change. In so doing,
we support others in arguing that in such significantly
constrained environments, burnout might often be bet-
ter described as ‘moral injury’ This term suggests that the
sources of nurses’ distress are ‘in a broken system, not a
broken individual, which in turn suggests the importance
of organizational interventions [6].

Methods

This empirical qualitative study was conducted as part
of a wider long-term collaboration between county hos-
pitals, researchers, the Ministry of Health, and pediatric
professional groups. This wider collaboration is focused
on the quality and outcomes of inpatient pediatric and
newborn care and on fostering learning to strengthen
practice (the Clinical Information Network, CIN) [20].
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In this paper, we draw primarily on interviews con-
ducted by PM with 21 health workers from two public
hospitals (Table 1) involved in the CIN (12 from hospital
A and 9 from hospital B), who participated in a commu-
nication skills and emotional competence course. Most
interviewees were nurses working in the newborn units
(n=19), including the two newborn unit in-charges and
the hospital nurse manager. The other two participants
were a clinical officer and a nutritionist. Of the 21 partici-
pants, 18 were female and 3 were male, all aged between
25 and 55 years with 2 to 30 years of work experience.
Most of the nurses, including one in charge, had diploma
rather than degree-level training, except for two partici-
pants (including an in-charge) who had a nursing degree.

Interviews were conducted in English before the start
of the course, each lasting between 45 min and one hour.
They focused on three main areas: (1) nurses’ communi-
cation experiences with parents, colleagues, and supervi-
sors; (2) the emotional challenges encountered in their
daily work; and (3) the support available to both nurses
and parents in coping with these challenges. Data col-
lection continued until saturation was achieved. During
the early stages of the course, and before any input, par-
ticipants completed a self-administered questionnaire
to reflect on their communication strengths and chal-
lenges. Additionally, they were asked to conduct guided
self-observation of their daily work interactions over
blocks of one week. Each week, they focused on aspects
of their communication and links to their emotions. They
were given short, focused self-observation and reflec-
tion tasks to build self-awareness of their communication
habits (listening, asking questions, handling emotions,
handling death, patient-centered care, and constructive
feedback) and their impacts on themselves and others.
They submitted their written reflections and a self-filled
Copenhagen burnout inventory tool [21] to MB. Data
from interviews and self-reported documents were sup-
plemented by observations of nursing teams during their

Table 1 Description of the two study hospitals

Hospital A Hospital B
Location Semi-urban Rural
Metropolitan
Catchment population 63,767 47,000
Number of annual births (2019) 5679 3975
Annual neonatal admissions to the 2357 1251
neonatal unit (2019)
Total number of NBU nurses 17 10
No of nurses per shift 2or3 1or2
Average ratio of babies: Staff during 56/5 44/5
shifts
Number of cots 49 18
Percent neonatal unit capacity filled 93% 122%
More than 1 baby per cot/radiant Frequently Frequently

warmer/phototherapy light/incubator
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daily work routines over two weeks in each hospital. The
observations were conducted during different shifts: day
shift, night shift, and weekend shift, when there were dif-
ferent workloads.

Data analysis

Data were analyzed using a thematic analysis approach
[22, 23]. Encrypted audio recordings were transcribed
verbatim by a team of external professional transcribers.
DS and PM read through the transcripts and observation
notes to develop initial coding frameworks based on the
study foci. The richest transcriptions and initial coding
frameworks were shared with other team members (MB,
DO, and SM) for discussion and agreement on the main
themes and sub-themes. Themes were iteratively refined
through constant comparison of coded segments across
transcripts. Discrepancies were resolved by group con-
sensus, and overlapping categories were merged until a
stable set of overarching themes and sub-themes were
felt to capture the range of nurses’ emotional experi-
ences. Emotional triggers and reactions (sub-themes and
codes) were clustered around who the nurses were inter-
acting with (themes). Transcriptions were uploaded into
Nvivol2 and coded using the agreed framework. Coded
data were summarised across the main themes, and addi-
tional data from the self-observation reflective notes and
the observations were used to enrich the summaries.
Copenhagen Burnout Inventory data were analyzed using
descriptive statistics in Excel for each hospital.

Ethical considerations

Ethics approval was obtained from the Kenya Medical
Research Institute Scientific Ethics Review Commit-
tee (SERU), reference number 3852. Permission to con-
duct the study was granted by the County Department of
Health and the medical superintendents of each hospital.
All participants provided written informed consent at the
start of the study and verbal consent to continue through
all stages, including publication. All participants were
assured of the confidentiality of information shared and
all audio recordings, transcriptions, and consent forms
were stored in a secure database. No significant ethical
issues arose during the study conduct.

Findings

Overall, interviewees described the newborn unit as a
busy and intense environment, where every activity from
admission to discharge involves a high level of interac-
tion with peers, colleagues, supervisors, and babies’
parents. These interactions took place during regular
ward functioning, with particularly important points of
interaction described as handovers between shifts, ward
rounds during care and drug administration, patient
critical incidents, especially deaths, and tea breaks. In
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Table 2 Summary of emotions triggered in interactions with
peers, supervisors, and patients

Interactions Emotion Triggers Range of emotions

with
Peers working together in appreciation, respect,
and team collaboration confidence
members informal interactions, friendships  Relief, Understood
working together but with less  Intimidation, humilia-
collaboration/Respect tion, embarrassment,
demotivation, anger
Seniors, working with nurses with higher  Disrespected inferior
supervi- degrees
sors, and support and respect from happy, valued
managers supervisors
insensitive, unapproachable, under-valued,
unsupportive supervisors unhappy, fearful,
traumatized
Mothers mothers are cooperative with satisfaction, feeling
and Family nurses, Good communication valued, confidence
members Mothers not being cooperative,  anger, frustration
rude, unappreciative, doubtful
of skills
family or father’s interference frustration
communicating news of the quilt, sadness, de-
death moralization, shame,
feeling like a failure,
regrets
100%
90%
80%
70%
60%

50%

40%

30%

20%

10%

Both
Hospitals

Hospital A Hospital B Hospital A

Emotionally Exhausting

W To avery high degree M To a high degree

Fig. 1 Staff responses to selected Copenhagen burnout inventory results

Hospital B

Burn Out Because of Work

Somewhat
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one of the two hospitals, there were also monthly audit
monitoring meetings where health workers met to dis-
cuss and debrief on any mortalities. Emotions regularly
expressed included fear, insecurity, irritation, anger, anxi-
ety, pressure, frustration, ‘switching off} happiness, pride,
and feeling empowered. Following an overview of over-
all emotional well-being, we show how a range of these
emotions were triggered across interactions with peers
and team members, seniors and supervisors/managers,
and patient family members (as summarised in Table 2).
We then describe findings on influences on emotional
well-being, coping strategies, and support needs.

Overall emotional well-being

The results from the Copenhagen burnout inventory
(Fig. 1) suggest just under half of the participants in both
hospitals experience a high or very high level of work-
related burnout. Over one-third find their work emo-
tionally exhausting, and just over a third reported feeling
that to a high or very high degree, they give more than
they get back from their patients. Although not depicted
in the Figure, about a third of participants reported that
they often or sometimes wonder if they will be able to

0% I I I I I I I I I

Both
Hospitals

Both
Hospitals

Hospital A Hospital B

Feel that you give more than you get
back when you work with patients

To a low degree To a very low degree
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continue working with patients (20% in Hospital A and
42% in Hospital B).

Emotions triggered in interactions with peers and team
members
Emotions were often triggered in nurse interactions
with their colleagues. In the self-administered forms and
meetings, nurses described feeling appreciated when they
were treated with respect by colleagues, as demonstrated
through understanding, cooperation, and good team-
work. They valued having colleagues who were ready to
help when called upon, where staff assisted one another
in an emergency or a personal crisis, and where cheer-
ful nurses kept a shift lively with their humour. Where
treated with respect by colleagues, many described con-
fidence and appreciation in being part of a supportive
team: “My confidence builds up and I feel appreciated’;
“I feel good, loved and a sense of belonging”; ‘I feel loved,
Respected, Needed, Appreciated” (excerpts from self-
administered forms, NBU staff).

The importance of friendship, and of informal interac-
tions with peers, particularly between shifts, in helping
nurses feel relieved and understood was clear:

“...in NBU, mostly we value friendship. Because it's
a unit where you cannot work with a heavy heart or
with a heavy mood swing because we need to com-
municate every time.” (Nurse, IDI _011, Hospital B).
“Yeah, and even after every shift, we spend some
time, we socialize after the report we talk things out-
side work. At least when you're breaking the shift,
you feel relieved because you have people that you
talk to” (Nurse, IDI _007, Hospital B).

In contrast, where nurses felt they were not adequately
assisted or treated with respect by colleagues, they
described feeling intimidated, humiliated, embarrassed,
demotivated or angered. While some reported ‘act-
ing out’ with these emotions in their self-administered
forms, others described themselves as conflict-averse and
unable to share their feelings even when unhappy or hurt
by a situation.

“I tend to feel intimidated i.e., once a colleague cor-
rected me rudely and in the presence of the patient.
I was demotivated. I left what I was doing and went
to the tearoom feeling emotionally down’ (excerpts
from self-administered forms, NBU staff).

“When I am overwhelmed, I usually blame my col-
leagues for unfinished work or untidy nursing station
“(excerpts from self-administered forms, NBU staff).
“[when angered] I don’t answer questions rightly
especially to colleagues, I become rude. I cry some-
times. I respond harshly. One time I spoke so badly
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at my supervisor”(excerpts from self-administered
forms, NBU staff).

Emotions triggered in interactions with ‘seniors;
supervisors, and managers

Interactions between nurses with different levels of for-
mal training, particularly between degree- and diploma-
trained nurses, as well as between supervisees and
supervisors, could be particularly triggering emotionally.
Six nurses reported feeling disrespected when engaging
with colleagues who held higher degrees. As one nurse
explained:

Okay, sometimes you find that those Bachelor of Sci-
ence Nurses feel like they are learned, more than you
as a diploma; ...Even the in-charge you find she feels
like those degree nurses are more knowledgeable.
You, see? With some, you find you have more experi-
ence than them, but they feel like they are the best,
they know more than you know, which is not good.
(Nurse, IDI _012, Hospital A)

In interviews, self-reflection, and observations, nurses
noted that issues with senior staff, such as lack of atten-
tion, unequal treatment, and harsh tones—especially in
public—left them unhappy, fearful, and sometimes even
traumatized. Supervisors being insensitive, unsupportive,
or unapproachable, and especially apparently unfairly so,
had similar negative emotional impacts.

“I think ...if she wanted to correct me, she could have
until waited we finish up with the clients then talk to
me while we're the two of us” (Nurse, IDI _017, Hos-
pital A).

“..they (senior staff) have their favourites, and that
is very true, it’s the truth. You find that he or she
has those people that you see that he or she tends to
favour” (Nurse, IDI _012, Hospital A).

Supervisors who were supportive, approachable, and
respectful, and ensured privacy while talking to the
nurses made them feel good and valued.

“It makes me feel good, yeah, in that if I have a prob-
lem, and in case I have a problem, I am free to air
it. And I can’t be pressed or stressed by something I
can air out. I will just talk to her; tell her I have this
issue, and she will assist you to solve it” (Nurse, IDI
_001, Hospital A).

Emotions triggered in interactions with mothers and
family members

Nurses in this study described feeling satisfied and valued
while interacting with parents. Such interactions often
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led to positive outcomes of care in the newborn unit. For
instance, a nurse wrote, ‘I communicate confidently and
feel good that I am seeing the fruits of my input in work.
A baby was admitted with AKI (Acute Kidney Injury)
because of not getting enough breastmilk, I showed the
mother how to express/attach the baby to the breast and
later the baby was able to get enough and gained weight
and discharged. The mother was very happy” (excerpts
from self-administered form, NBU staff).

Some of the ‘positive results’ described by nurses
included mothers being happy with and appreciative of
the service and having new understanding and confi-
dence (for example in breastfeeding). However, this sat-
isfaction among nurses appeared to be conditional on
family members’ cooperation. Nurses described feeling
frustrated or angry when mothers or parents of new-
borns would not cooperate, were rude, unappreciative, or
even doubted their skills.

“If I've explained the first time, the second time, the
third time it hurts me, and I get angry. I just tell
my colleague ‘Continue with that one” (Nurse, IDI
_001, Hospital A)

A mother talked rudely to me and assumed I didn’t
know what I was doing. I angrily threatened her that
her child will complicate and be returned to [hospi-
tal X]” (excerpts from self-administered form, NBU

staff]

A specific source of frustration for nurses arises when
interactions with mothers are further complicated by
the involvement of other relatives, particularly babies’
fathers:

“I reacted madly in a situation where I attended a
patient with bronchiolitis. I took my time, examined
this infant, and informed them that the child did
not need antibiotics, but they could bring the child
when the symptoms worsened. This young mother
came a few hours later with her husband [asking] so
aggressively why I didn’t treat a child with antibiot-
ics. I tried to explain to the husband, but he couldn’t
understand and started to abuse me which I could
not bear, and we ended up quarrelling bitterly”
(excerpts self-administered form, paediatric staff).

Nurses frequently described feelings of guilt, sadness, or
demoralization following the loss of a baby or child, par-
ticularly when delivering the news to the parents. As a
result, many either avoided communicating altogether or
did so inadequately, leaving them feeling ashamed. These
emotions were often intensified when relatives spoke
rudely to the nurses or seemed to blame them for the
death.
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“It saddens us when we lose a baby because, some-
times you have given your best Kabi sa, kabisa,
kabisa [totally, totally, totally] and thinking that
maybe the baby will pick and maybe the mother
will go home. It really saddens us. Personally, I hate
breaking bad news ...because I'm too emotional”
(Nurse, IDI _002, Hospital A).

“... you see now how the relatives talk? [they accuse
you] You don’t feel any compassion’ but you see you
go to the office and cry, then you leave. Because you
can’t cry in front of them you, see?” (Nurse in-charge,
IDI_020, Hospital B).

Health workers described feeling empowered when their
communication assists family members cope with such a
traumatic situation. As one nurse:

“...it makes me feel good that I've explained to her
[the mother]. I've talked to her, I took my time to talk
to her and I see that if she was crying a lot, she has
stopped it, it makes me feel good and feel appreci-
ated.” (Nurse, IDI _001, Hospital A.

Influences on emotional well-being

Interwoven across emotional dimensions of interactions
among colleagues and between staff and parents, there
are clearly individual and interpersonal influences and
deeper organizational or structural drivers. At the indi-
vidual level nurses’ experience, training and emotional
awareness influenced their ability to manage their own
and mothers’ emotions:

“..being patient and understanding. Okay, you know
a person can be facing some issues, some stress and
sort of stress, and if I don’t take my time to under-
stand them and be patient with them, it will affect
me emotionally” (Nurse, IDI _001, Hospital A).

Where emotions are not managed well, many nurses
described interactions escalating, sometimes into
conflicts:

“l learned that sometimes when communicating
especially when I feel that my colleagues have done
something wrong, I tend to rebuke him/her in front
of a patient or vice versa which escalates or worsens
a disagreement” (excerpts self-administered form,
NBU staff).

As would be expected, a big influence on the nature of
interactions was nurses feeling overwhelmed, stressed,
and sometimes panicked by staff shortages, high work-
loads, and serious infrastructural challenges:
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“Sometimes we make noise because we are over-
whelmed. Mothers stress you; you keep telling a
mother about e.g., feeding but they keep repeating
the mistake. So, if she does not understand or keeps
doing the same thing it pushes me, and I lose my
peace. (Nurse, IDI_001, Hospital A)

A nurse reporting for the afternoon shift comes in
at 1.30 pm. She is the only nurse in the shift. As she
greets the other nurses who are leaving, she expresses
her frustration at being alone. She says she will do
what she can and if babies are many, she will only
concentrate with the babies in HDU. (Observations-
Hospital A)

“There is a blackout, there is no oxygen, it was a very,
very stressful scenario because you're seeing babies
are dying” (Nurse, IDI _011, Hospital B).

These challenges are compounded by frequent staff rota-
tions across wards which make it difficult for the nurses
to build rapport across the team. New staff from different
wards also feel inadequately prepared or disempowered
to treat newborns:

... you know after staying with adults for long, we
were not used to staying with kids, with neonates.
So, you could find that most of the procedures we
can’t remember ... Yeah, so we find that it's kind of
leaving us as if we're illiterate” (Nurse, IDI _001,
Hospital A).

Notable through our observations and informal interac-
tions was that although both hospitals had similar infra-
structural challenges, nurses in one hospital functioned
much more cohesively than in the other, where two
‘camps’ of nurses had minimal interaction beyond basic
requirements. These differences appeared to be related
in part to the relative busy-ness and high workloads of
the less cohesive hospital, but also to the different lead-
ership styles of the in-charges, with one being far more
‘command and control’ in communication and decision-
making and the other more nurturing and consulta-
tive. The more ‘command and control’ hospital operated
within a generally busier environment, with an average
1:11 nurse-to-baby ratio rather than 1:8. There was also a
broader organizational culture in that hospital of shifting
staff regularly between wards, including for disciplinary
reasons.

Coping with emotional distress and support needs

Several nurses in both hospitals mentioned receiving for-
mal support from the hospital, such as access to counsel-
lors or regular debrief sessions to help them cope with
stressful situations like newborn deaths. They found
these resources helpful in identifying and discussing
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emotional challenges early on. Informal discussions with
supervisors, and especially peers, were more common
and described as valuable for understanding and manag-
ing difficult situations and helping minimize self-blame.

“We only talk amongst ourselves. Like the people
that you're working with, when they come in the
morning, you're handing over the shift.... you pour
your heart out and tell them, “I've been confronted
here with relatives” “Why?” Now that is now the only
way you can burst so that that thing can come out of
your chest...” (Nurse, IDI _007, Hospital B).

However, nurses also often described coping strategies
such as going silent, withdrawing, sticking to basic tasks,
and even crying alone. One nurse was observed suggest-
ing she would handle anger with a colleague by seeking
relocation to another ward.

Twelve participants expressed the need for more formal
emotional support for healthcare workers. Suggestions
included counseling, psychological support, training in
emotional management and bereaved motherhood ther-
apy, as well as spaces or recreation time to release emo-
tions and avoid taking stress home:

“There is death... you are human, and there is
nobody who will assist you. It just stops there; you
go home with your problems. So, this thing - counsel-
ing sessions - would help a lot. And especially, being
okay with the issue of death” (Nurse, IDI_014, Hos-
pital A).

Many nurses emphasized the importance of adding staff
to share tasks and provide moments of respite from
difficult situations. They also suggested small acts of
encouragement from the government, such as inviting
them to seminars or offering tokens of appreciation for
good work, as valuable motivators, especially in a context
where salaries are often delayed, and staff still need to
provide for their families:

“First of all, we need enough staff .... because for
example I wake up in the morning one baby dies,
after lunch another baby dies, tomorrow another one
and I'm in the same room. Aih, of course I will need
a break. That thing affects you even in the house...
you're just thinking about that. And maybe you have
a small baby, it hurt, you so much...” (Nurse, IDI
_017, Hospital A).

Discussion

We have shared some of the wide range of emotions
staff report experiencing in their daily work in Kenyan
newborn and related units, from professional pride and
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satisfaction to devastation, heartache, and indifference.
Emotions play a central role in nurses’ interactions with
their peers, supervisors, ward-in charges, and parents,
shaped by individual, interpersonal, and underlying
structural factors. A central factor is the low staffing lev-
els handling large workloads. Interactions with supervi-
sors and in-charges appear to play a significant role in
staff emotional well-being and team cohesion, while peer
support serves as a key coping strategy. Handling infant
deaths and communicating bad news with families are
particularly triggering events emotionally for nurses as
well as mothers.

Our study contributes to the relatively small number of
papers describing the emotional dimensions of the lives
of nurses working in newborn units and allied units in
sub-Saharan Africa. Our findings support the work of
others who suggest that the management of emotions is
critical for the well-being of healthcare workers, for com-
munication with colleagues and parents, and for ensur-
ing the quality of care. Nurses in Chad for example felt
empowered when they were able to draw on their inter-
personal and technical skills to take care of serious cases
[24]; conversely, in a study in rural Kenya, stress and
burnout among maternity care providers were reported
to have contributed to disrespectful behaviours towards
mothers, including verbal and physical abuse [25]. More
specific to neonatal units, a study in South Africa found
that poor communication between nurses and moth-
ers led to misunderstanding and mismanagement of
babies, feeding back into nurses’ frustrations and com-
munication challenges [26]. Globally, but particularly
in sub-Saharan Africa where neonatal mortality is high,
neonatal nurses are having to deal with the trauma of
deaths among their patients [27-29].

Our findings suggest there is a potential role, albeit lim-
ited, for training programmes in communication skills
and emotional competence for nurses working in NBUs
in Kenya, as has been widely recommended for health
staff more widely in sub-Saharan Africa [5]. However,
this must be seen as complementary to, not instead of,
interventions and change processes aimed at reducing
the organisational drivers of emotional distress includ-
ing, most critically, nursing staff shortages. These short-
ages result in long working hours, huge workloads and
staff rotation systems that undermine team building and
opportunities for mutual support. Nurse managers and
supervisors should be a key focus for such training due to
the significant impact their leadership style has on nurse
confidence, emotional well-being, and team dynamics.
Such training should be designed to acknowledge and
address the structural factors influencing staff interac-
tions and behaviors, while building on existing leadership
practices and coping strategies, including management
of emotions, positive appraisal, and social support. Such

Page 8 of 10

training should recognize tensions between diploma and
degree nurses and support the resolution of stressful situ-
ations in ways that strengthen team relationships and
quality of care [30]. In Kenya, we initiated a communica-
tion and emotional competence training process through
a co-design and implementation process involving 18
nurse managers from 14 hospital NBUs [19]. The pro-
cess offers some positive potential alongside a broader set
of efforts introduced through a long-term collaboration
between county hospitals, researchers, the Ministry of
Health, and pediatric professional groups.

Any communication skills and emotional compe-
tence initiatives targeting leaders and frontline staff will
be undermined by the same structural constraints that
necessitate such support in the first place, not least high
workloads, low wages, and other resource constraints
[11]. In the neonatal wards we are working in, the high
nurse-to-baby ratio is likely to lead to coping strategies
of clinical tasks being prioritized over non-clinical tasks
and informal delegation of care to untrained parents [17,
31-33]. As noted by Riley and Weiss, cited in Ramsey
[34], in resource-constrained environments, providers
tend to rationalize or withdraw from the ‘emotional work’
required to manage personal or others’ emotions in the
workplace and focus instead on biomedical work [33], as
seen when nurses in our study described staying silent
in difficult situations. In these ways, burnout might be
better described as moral distress or even ‘moral injury,
where health workers know what care patients need but
are unable to provide it due to constraints beyond their
control [6]. This distinction is important because the
term moral injury shifts the focus of potential solutions
from individual resilience to addressing broader system-
atic constraints. It also emphasizes ‘creating a health care
environment that ...[values]... developing ...trust, under-
standing and compassion’ [6].

Failure to tackle organizational drivers of moral distress
and injury has the potential to contribute to ‘moral neu-
tralization’ among some staff, whereby they become too
discouraged to show moral sensitivity, normalize or jus-
tify unethical behaviour, or become morally indifferent.
This can be a sub-conscious strategy to cope in such dif-
ficult contexts. Hakimi et al. described a pattern whereby
Iranian nurses’ ethical performance changed negatively
during their work years as a result of their ethical practice
being critiqued or discouraged and unethical practices
being normalized [35]. They argue that over time this can
lead to an unethical climate where nurses cannot recog-
nize and solve moral issues, and they ‘give up moral per-
formance and even start to engage in immoral actions’
(p 7). In Kenya and Uganda, Zhao et al’s examination of
medical officer intern transition experiences also sug-
gests the normalization of unethical behaviors as a result
of chronic resource constraints [36]. Such behaviours
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can feed back into communication and relationship chal-
lenges with colleagues and patients/family members, as
part of a vicious circle. As noted by Jenkins about phy-
sicians in the United States, in our setting nurses may
be effectively serving as ‘shock absorbers, routinely
absorbing countless, interconnected structural demands
(“shocks”), at significant cost to their mental well-being,
and with negative longer-term implications for system
resilience [37].

Recognizing burnout and stress as structurally driven
highlights the need for policy interventions target-
ing organizational causes of emotional distress, such as
increasing nurse staffing levels. Initiatives to improve
emotional well-being and team dynamics must also be
carefully designed to avoid disrupting existing coping
mechanisms. For example, policymakers planning com-
munication training and emotional support programs
should avoid adding responsibilities onto nurses that
could further strain their well-being. Furthermore, any
such initiatives should be part of multi-level, comprehen-
sive change processes that focus on addressing systemic
pressures.

Conclusion

Our findings and the literature highlight the urgent need
for interventions that reduce and manage emotional dis-
tress and strengthen emotional well-being in ways that
improve care quality. There is a potential role for training
programs in communication skills and emotional com-
petence for nurses working in NBUs in Kenya. However,
any such initiatives must complement broader efforts to
address organizational drivers of emotional distress, such
as nurse shortages.
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