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Abstract

tors in this department yet.

among HCWs in sub-Saharan Africa.

Background Globally, healthcare workers (HCWs) in maternity units are at high risk of developing burnout. Burnout
can lead to multiple harmful impacts on HCWs, their patients, and the broader healthcare system. Little is known
about the burden of burnout among sub-Saharan African HCWs. Although evidence suggests that maternity unit
doctors in a hospital complex in Namibia are at risk of developing burnout, no studies have been conducted on doc-

Methods Through participant observation and a mixed-methods needs assessment, this study aimed to explore

the drivers, experiences, and impact of burnout symptoms among doctors in this department, and current support
mechanisms in place. Survey data was collected from 18 participants and seven in-depth interviews were conducted.
Burnout risk was assessed using the Burnout Assessment Tool.

Results Seven out of 18 participants were at very high risk for burnout and three were at risk, showing a high
prevalence of burnout risk. Burnout risk remained similar between levels of staff, while gender qualitatively impacted
burnout-related experiences. Drivers of burnout were identified at personal, occupational, and systemic levels.

Conclusions Over half of participants were at risk or at very high risk of burnout. Results highlighted a need
for support and identified areas for intervention and further research. Such areas include blame culture, lack of trust
between colleagues, and systemic drivers of burnout. This study contributes to the understanding of burnout

Keywords Burnout, Healthcare worker, Blame culture, Support, Trauma, Maternal health

Introduction

Globally, work-related stress among healthcare workers
(HCWs) is a major concern and increased due to effects
of the COVID-19 pandemic [1-3]. If not successfully
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managed, it can lead to burnout, as can long-term expo-
sure to emotionally demanding work [4]. Burnout is asso-
ciated with decreased emotional and physical wellbeing,
such as Post-Traumatic Stress Disorder (PTSD), and may
contribute to decreased quality of care, reduced patient
satisfaction, and poorer rapport between staff [5, 6].
HCWs are especially at risk of developing burnout due
to factors like performing emotionally taxing work in a
pressurised environment, compounded by high work-
loads and low social support [7].

Among different specialty disciplines, maternity care
workers (MCWs) experience some of the highest levels of
burnout [8]. MCWs have an especially high exposure to
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traumatic events like the loss of a baby or woman. Expo-
sure to such traumatic events can increase levels of burn-
out [9, 10]. The high prevalence of burnout in maternity
units is likely exacerbated by working in a high-risk con-
text, delivering more acute care, and working heavy night
shifts [4].

While burnout is prevalent among HCWs across the
globe, little is known about the burden of burnout among
HCWs in sub-Saharan African (SSA) [4]. Namibia is an
upper-middle-income country in SSA with a maternal
mortality ratio estimated at 215 per 100,000 live births
in 2020, compared to the upper-middle-income country
average of 61 per 100,000 [11, 12]. A shortage of qualified
HCWs, compounded by high staff turnover and limited
staff experience and supervision, is an important con-
tributor to maternal mortality in Namibia [13, 14]. High
workload and stress among Namibian HCWs were previ-
ously found to be associated with the provision of disre-
spectful maternal care [15].

There is a high prevalence of exposure to adverse
events in two of the largest hospitals in Namibia, which
form one hospital complex. These hospitals have the
highest recorded numbers of maternal and perina-
tal deaths in the country [16]. Considering these facts
in light of existing knowledge on contributors to HCW
burnout, maternity care doctors in the hospital complex
are at risk of developing burnout and experiencing its
associated effects. A recent study conducted in Namibia
[17] suggests high rates of burnout-related experiences
among midwives. However, to our knowledge, no studies
have been conducted on burnout among Namibian doc-
tors to date.

Dyrbye and colleagues’ synthesised Three-Part Model
of Physician Burnout was used as a conceptual frame-
work to better situate this study in the broader knowl-
edge context. We sought to investigate the key domains
of personal, local and systems drivers of burnout [18].
The framework recognises the intersection of multi-level
and intersectional factors that are both within and out-
side of an individual’s control to change. While individual
factors do play a role, organisational and systemic factors
are key drivers in the development of burnout [19]. Thus,
this study pays some attention to personal factors like
coping mechanisms, but places more emphasis on organ-
isational and systemic factors, like available support and
interpersonal work relationships.

This research aimed to explore the drivers, experiences,
and impact of burnout symptoms among doctors in
maternity units at the hospital complex. To better under-
stand their needs, we also sought to explore the current
support mechanisms in place in the department, as well
as how doctors cope with work-related stress. Through
performing a context-specific needs assessment, findings
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from this study could form the basis of much-needed
contextually-applied interventions or other efforts to
counteract burnout and optimise HCW wellbeing.

Methodology

Research design

This study used methodological triangulation by includ-
ing participant observation with a concurrent mixed-
methods design consisting of a survey to assess the
prevalence of burnout symptoms and in-depth interviews
to explore doctors’ experiences of working in the mater-
nity unit. Survey and interview data were collected con-
currently as it allows for each method to strengthen the
other, thereby deepening the researchers’ understanding
of the findings as well as providing greater validity [20].
Data were collected in February and March 2021 by the
primary researcher, who is Namibian. Data collection
involved all relevant stakeholders and was conducted in
English.

Study setting

The hospital complex consists of the only tertiary care
centre in the country, as well as a regional hospital. Doc-
tors working in the obstetrics and gynaecology depart-
ment are responsible for the obstetric and gynaecological
care in both hospitals. Both hospitals have independ-
ent gynaecology wards as well as maternity units. Dur-
ing the day, doctors are divided into teams and provide
either obstetric or gynaecological care in one of the two
hospitals. When on call, doctors cover one hospital for
obstetrics and gynaecology, but still sometimes have to
travel between the hospitals, as the blood bank or inten-
sive care, for example, is only available in one hospital,
or because there are not enough doctors to cover each
hospital.

The number of doctors in the department fluctuates
depending on availability of funds from the Ministry of
Health and Social Services to fill vacancies. Hospitals
often do not have enough funds to hire replacements for
those on study leave or to create more vacancies. While
the average working hours per week are 45, as defined by
the Labour Act 11 of 2007, HCWs are regarded as essen-
tial workers and are allowed to surpass this. The Labour
Act does not stipulate a limit on the number of hours one
can work overtime as an essential worker.

Sample population information

Total population sampling was used in this study. Six
hierarchical positional groups were present among
the doctors working in the obstetrics and gynaecology
department: the Head of Department (HoD), specialists
in obstetrics and gynaecology, Senior Medical Officers
(SMOs), Medical Officers (MOs), Medical Intern team
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leader(s), and Medical Interns. For the sake of anonymity,
stakeholders were clustered into three groups: specialists,
MOs, and interns. Representatives from each group were
included in the study.

When complications arise, interns are called to assess
the patient first. If they need further help, they should
contact the MO on call. The department has 14 to 18
MOs on average. One of the MOs acts as an intern coor-
dinator, who works more closely with the interns than the
SMOs do. The HoD is one of the specialists. At the time
of study, there were 54 doctors working in the depart-
ment: nine specialists, 18 MOs, and 27 interns.

Participant observation

The primary researcher, who was part of the participant
observers, identified and oriented herself to the current
department processes and dynamics. She also met with
key stakeholders, who had been pre-identified prior to
commencement of the study. These stakeholders intro-
duced the primary researcher to other doctors in the
department. During this phase, she identified and pur-
posefully recruited key stakeholders for interviews and
identified relevant stakeholder groups to include in the
survey. Key stakeholders were identified according to
position in the department.

Needs assessment

After observations, the self-administered survey was dis-
seminated among all relevant stakeholders in the depart-
ment. Initially, an online survey link was disseminated via
a key stakeholder on WhatsApp groups, but this received
few responses. To increase the response rate, physical
copies with a secure box for collection were placed in the
conference room where daily handover meetings took
place. One interview participant was recruited through
the survey through the use of an anonymous link.

The survey consisted of seven parts. It was previously
developed and used in the Netherlands [21] and adapted
to the Namibian context. This was done through discus-
sion and by cross-referencing the questionnaire with
that of one of the authors (T.E.), who performed a simi-
lar study on midwives in the department [17]. The sur-
vey included the Trauma Screening Questionnaire, a
validated 10-item screening instrument that indicates
provisional diagnosis of PTSD according to the DSM-IV
[22]. Questions on burnout were adapted from the vali-
dated Burnout Assessment Tool (BAT-23), chosen due
to its ability to address the conceptual, psychometric,
and practical applicability limitations of the well-known
Maslach Burnout Inventory tool (Schaufeli W, De Witte
H, Desart S: Manual Burnout Assessment Tool (BAT) -
Version 2.0, unpublished internal report). It was recently
validated in South Africa [23], proving its applicability
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to the Namibian context. The final survey was piloted
among non-participating HCWs who had previously
worked in the department for face validity, after which
some amendments were made.

Semi-structured interviews were also conducted with
key stakeholders in-person or through video confer-
encing tools. The interview guide was created based on
a guide developed by one of the authors (T.E.), whose
questionnaire also informed the data collection tools
[17]. This ensured that the guide was contextually sensi-
tive and included relevant questions. The interview was
reviewed and piloted four times prior to data collection
with different non-participating HCWs who had pre-
viously worked in the department, and subsequently
refined. Interviews were conducted on a voluntary basis.
The time ranged between 30 and 55 min, depending on
the availability of participants and on when data satura-
tion was reached.

Data analysis

Interview data was analysed as qualitative data, and sur-
vey data was analysed as quantitative data. The survey
results were inductively coded for open-ended questions
and closed-ended questions were analysed using descrip-
tive statistics in IBM SPSS Statistics (Version 26). Groups
were compared according to position, gender, and age,
using measures of central tendency and frequency
distribution.

PTSD prevalence was calculated based on methods
used by Baas et al. [21], which calculated the Trauma
Screening Questionnaire outcomes with a cut-off value of
six or more [24]. The sample size was too small to test for
statistical significance or associations.

The BAT-23 results were analysed according to the
guidelines in the user manual (Schaufeli W, De Witte H,
Desart S: Manual Burnout Assessment Tool (BAT) - Ver-
sion 2.0, unpublished internal report). A global burnout
score was calculated for each participant, based on the
four core symptoms (exhaustion, mental distance, emo-
tional impairment, and cognitive impairment). Scores
for psychological distress and psychosomatic complaints
were combined into one score labelled ‘secondary symp-
toms. The average score for each dimension was calcu-
lated too, to provide a differentiated overview for more
detailed insight into participant experiences. The scores
were interpreted using clinical cut-off values, which
compares the participants’ scores with those of patients
who have been diagnosed as burned-out by trained pro-
fessionals. This establishes an individual’s level of risk of
burnout.

All interviews were voice-recorded and manually tran-
scribed. Thematic analysis was conducted on ATLAS.
ti 8 software using integrated inductive and deductive
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coding. Codes were inductively clustered into themes.
Triangulation of interview results with survey results
and participant observations ensured validity, as did
member-checking. To assess inter-rater reliability, data
analysis was discussed during academic supervisory team
meetings. In these meetings, results were discussed with
research team members who had previously worked in
the department and had had similar experiences to the
participants, and results were compared to previous
research conducted by author T.E. in the same depart-
ment with a different study group.

Ethics

The study received approval from the Chief Medical
Superintendent of the hospital complex. Ethical approval
was received from the Research Management Committee
at the Namibian Ministry of Health and Social Services
(Ref: 17/3/3/TYB). Written and verbal informed consent
was obtained from all participants prior to participation.
Data confidentiality was ensured by proper data storage
on a personal password-protected data storage website.
Anonymity was ensured by excluding identifiable infor-
mation from data, using pseudonyms and anonymised
questionnaire links. Flexible scheduling allowed for jus-
tice in participation.

This research preceded the co-development and imple-
mentation of a staff support structure to mitigate burnout
as part of the same study. In this way, additional support
was provided. The primary researcher also emphasized
the availability of psychosocial professionals in the hospi-
tals, should participants require further support.

Results

Sample population information

Of the 54 doctors in the department, 26 agreed to par-
ticipate in the survey. Eight responses were removed for
being blank or incomplete. Thus, the survey received 18
valid responses. Seven participants agreed to take part in
the interviews. Survey participants will be referred to as
participants ‘@’ and interview participants will be referred
to as participants ‘b’ Participant characteristics are pre-
sented in Table 1.

Associated mental ill-health: PTSD prevalence

Of 18, 15 participants (a) reported having experienced
at least one adverse event (maternal and/or perina-
tal death) during their work in the last six months and
thereby meet the DSM-IV criterion A of PTSD diagnosis.
Three screened positive for a current PTSD diagnosis.
Among them, one was an intern and two were MOs. All
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Table 1 Characteristics of sample population
Variables Survey Interview
participants participants
(@) (N) (b) (N)
Total sample 18 7
Gender Male 5 3
Female 12 4
Non-binary 1 -
Marital status Single 12 n/a
Married 5 n/a
Other 1 n/a
Position Medical Intern 10
Medical Officer 7 4
Specialist 1 1

participants who screened positive were female. Addi-
tionally, seven participants (a) reported having experi-
enced multiple work-related PTS-symptoms earlier in
their career.

Burnout prevalence

Participants (b) often described burnout symptoms,
especially the experience of exhaustion (physical and
mental), irritability, and feeling mental distance from
work. On average, on a Likert scale of one to five, par-
ticipants (a) scored 2.68 on the burnout score (core
symptoms). See Table 2. According to cut-off values,
this means that participants are at risk for burnout. The
mean was calculated for each symptom category and was
also analysed according to cut-off values. ‘Exhaustion’
received an average score of 3.69, which is classified as ‘at
very high risk; according to cut-off values. This was fol-
lowed by mental distance (x=2.6) and emotional impair-
ment (x=2.21), which are categorised as at risk’ scores
for burnout. The remaining symptom category averages,
namely for cognitive impairment and secondary symp-
toms, were deemed as ‘not at risk’

Stratifying the burnout symptoms with demographic
variables provided further insight into the prevalence
of risk of burnout. According to the global score, seven
out of 18 participants were at very high risk for burnout,
three were at risk, and eight were not. Three of the seven
high risk participants were MOs and the remaining four
were interns. Of the three participants who were at risk
of burnout, one was an MO and two were interns. There-
fore, although the sample size is too small to run correla-
tion analysis, results demonstrate that the divide between
interns and MOs was similar.
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Table 2 Burnout score averages

Participant characteristics Burnout symptoms

Participant Gender Position Total (core Exhaustion Mental Emotional Cognitive Secondary
symptoms) distance impairment impairment symptoms

P1 Female MO 3.04° 3.75° 36° 24 24 27

P2 Female MO 34° 42 3.6° 3? 3 4.3°

P3 Male Intern 258 35° 2.8 2 2 1.7

P4 Male MO 3.25° 4.38° 2.6 3? 3 22

P5 Female Intern 247 3.88° 36° 1.2 1.2 22

P6 Male Specialist 1 1 1 1 1 1

P7 Female MO 2.87 3.88° 2.8 24 24 2.1

P8 Female Intern 3.94° 4.75° 347 3.8° 3.8° 34°

P9 Female Intern 3.07° 4.88° 3.8° 1.8 1.8 34°

P10 Female Intern 2.04 2.75 14 2 2 2.1

P11 Female MO 1.98 3.5° 16 14 14 14

P12 Female MO 2.31 3.25° 2 2 2 2.1

P13 Male MO 1.78 3.13° 12 14 14 1.6

P14 Female Intern 255 4.38° 2.6 1.6 1.6 28

P15 Non-binary Intern 3.02° 3.88° 22 3? 3 3.2

P16 Female Intern 291 4.25° 2.6 24 24 2.8

P17 Male Intern 3.14° 3.38° 3.2° 3@ 3 24

P18 Female Intern 2.87 3.88° 2.8 24 24 27

Average scores 2.68 3.69° 2.6 2.21 2.21 245

High-risk scores are represented in bold. Note: participant (a) codes do not correspond to participant (b) codes

The superscript ? denotes a “very” high-risk score

Maternal death

Perinatal death

Bad news conversation

Event

Missed diagnosis

Feel helpless

(Critically) ill
woman/baby

Feel underequipped

Doubtful about decision

Other (own entry)

No support from a
senior

Work ethics with
colleagues

Burnout drivers: Personal domain
Experiences of adverse events

Fourteen out of 18 participants (a) considered mater-
nal deaths the most emotional work- related events, and

15

Number (N=18)

B Note: multiple answers possible
Fig. 1 Work-related events considered the most emotional

12 considered perinatal deaths the most emotional. See
Fig. 1.

While participants (b) generally enjoyed their work,
10/18 participants (a) had seriously considered quitting
their job in the department. Of seven participants (a) who
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stated why they had considered doing so, six identified
the high rate of exposure to adverse events as the reason,
while one participant stated that it was due to the hos-
tile work environment. Participants (b) described adverse
events as traumatic and emotionally draining, and expe-
rienced self-blame, depressive moods, and suppression of
emotions. They often did not have the emotional capacity
to process adverse events. A participant, still ruminat-
ing about an event that happened years earlier, described
their experience several years later: ‘You have to see the
next patient and when you are done [...] your mind is
totally dead, you just want to sleep. So, I don’t think I did
much with it. Probably that’s why it keeps popping up’
(P1).

Self-reported quality of care

Some participants (b) reported feeling that their qual-
ity of care was reduced due to burnout-related symp-
toms. They described instances where they themselves or
their colleagues were so exhausted that they fell asleep in
front of patients, became more irritable, missed impor-
tant observations, were more prone to making mistakes,
or failed to adhere to protocol: “That can definitely affect
your patient care because youre not there, you're more
prone to... make mistakes or overlook things, maybe
cut corners if you're very, very tired, just to get the work
done. It can be very detrimental’ (P2).

Additionally, participants stated that poor relationships
between colleagues negatively impacted willingness to
help each other cover shifts if they were sick or in des-
perate need of rest, which means that one would have to

Praying or other religious
Hobby
Talk to friends/family about it
Informal case discussion
Talk to a colleague about it
Going home
Find a distraction
Emotional suppression
| do not cope

Use (more) alcohol, drugs or

Coping strategy

Burnout symptoms
Organize a formal case
Call in sick

Seek professional help
Medication

Other

Page 6 of 11

continue to provide care even when one considered one-
self unfit to do so.

Coping

The commonest ways of coping with emotional events
at work were reported by participants (a) as praying
(n=10), performing a hobby (n=9), talking to friends
or family (n=8), and having an informal case discussion
(n=6). Of 18, six participants spoke to colleagues about
the event, and none sought professional help (Fig. 2).

Burnout drivers: Local (organisational) domain

Blame culture

Following an adverse event, case discussions occurred
soon after in the daily handover meeting or, in severe
cases, in an ad hoc case review meeting. However, the
way in which the discussions unfolded was often per-
ceived by participants (b) as a ‘witch hunt’: aggressive,
hostile, and asserting blame, resulting in those on the
receiving end becoming defensive. Some participants
acknowledged that while there is a tendency to shift
towards blame when discussing cases, there is also the
reality that some doctors lack skills, and those responsi-
ble must be held accountable. Nonetheless, participants
(b) noted a fine line between being held accountable for
one’s actions and being made to feel bad about oneself:

I know I should learn from it, [..] but if now I
already feel terrible about what I did,

and then I have the whole team now sort of putting
me in a corner and pointing

fingers at me, that might just push me off the edge
and I become depressed. |[...]

Number (N=18)

B Note: multiple answers possible

Fig. 2 Coping strategies
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Tomorrow I might not want to come back to work.
(P3)

According to a participant (b), blame culture deters
others in the department from helping in an emer-
gency case as they feared both the verbal repercussions
of accusatory blame and the trauma associated with the
incident:

...People don’t want to get involved because they just
don’t want that trauma in their life, or they don’t
want that drama or they don’t want to be involved
in an incident where they have to explain what has
happened, explain what was who doing and what
not, because you fear the questions coming instead
of fearing losing the patient. (P4)

Lack of trust

Participants (b), especially interns and MOs, reported
feeling a lack of trust in their colleagues. This discour-
aged participants from speaking to peers about chal-
lenges they might be facing, as they felt others might use
that information against them somehow. Participants
(b) thought that improving feelings of trust and sup-
port between co-workers would be beneficial not only to
interpersonal work relations, but also to their personal
experiences of work:

If we can have that, it won’t be a problem coming to
work, knowing its stressful, you're exceeding your
hours, but you're ok with being at work, you're happy
spending an extra hour or two just to help somebody.
[...] Because you know that person has your back
also at work, and at any given time. (P4)

Institutional support
According to all participants (a and b), there is no proto-
col available in the department regarding support after an
adverse event. Thirteen participants (a) said they received
no support after a maternal or perinatal death. Addition-
ally, eight participants (a) disagreed that the institutional
support was good, nine stated that there was no support
organised, and one agreed that the support was good.
When asked if there should be a change in the depart-
ment or institution regarding support after an adverse
event, four participants (a) agreed and fourteen strongly
agreed. None disagreed. Additionally, a female partici-
pant (b) described a lack of consideration and support
after her short maternity leave as distressing and majorly
contributing to feelings of burnout and depression.
However, participants (b) described feeling some sup-
port from specialists and the SMOs. They thought that
specialists provided good academic support, which
helped with ease of work in terms of knowing what to
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do in certain medical situations. They also thought that
SMOs were highly supportive in the capacities they had
available to them. For example, they provided some flex-
ibility and choice with time off for personal reasons.

Burnout drivers: Systems domain

Understaffing and workload

Participants (b) reported that short staffing significantly
contributed to high stress levels. Some doctors described
being expected to be in two places at the same time,
which is especially problematic when complications arise
that can lead to maternal deaths, perinatal deaths, and
severe morbidity. In addition, high workload was fre-
quently stated as a common reason why participants (b)
have considered leaving the department or not re-joining
it after their internship. Two female participants (b) were
unhappy about missing spending necessary quality time
with their children and families due to the workload.
They described feeling overwhelmed by the double bur-
den of (domestic and professional) care.

Working hours in the department varied by occupation
level and were influenced by factors like reallocation of
personnel to the COVID-19 unit, colleagues taking study
or personal leave, and the availability of funds for the
department from the MoHSS. At the time of this study,
participants worked between five and seven days a week,
and were on call six or seven times per month on average.
Day shifts were officially nine hours long each, but par-
ticipants (b) described often working for longer. On calls
lasted over 24 h. One participant (b) described working
over 80 h some weeks.

Discussion

To the best of our knowledge, this is the first study on
burnout among maternity care doctors in Namibia. It is
also the first known study using the Burnout Assessment
Tool to measure burnout among SSA HCWs. Findings
highlighted a high prevalence of burnout-related experi-
ences among this population, where more than half were
at risk or at very high-risk of burnout. While the small
survey sample size limited statistical analysis possibilities,
descriptive and interview data provided valuable insight
into experiences of burnout-related symptoms according
to gender and occupational position as well as prevalence
of individual symptom categories.

Results highlighted the potential influencing impact of
gender on burnout, pointing to wider systemic contribu-
tors to burnout. Conducting further research on this dif-
ference would be valuable in contributing a Namibian
perspective to literature about the gendered experiences
of burnout among female maternity care doctors, where
women have reported higher levels of burnout than men,
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especially related to emotional exhaustion [25, 26]. For
example, female MCWs in Kenya have reported higher
burnout scores compared to their male counterparts [27].
Findings support global discussions of the double bur-
den of care: not only are female MCWs often expected to
perform more child- and domestic-care, but they are also
likely to experience bias and discrimination related to
pregnancy or maternity leave and a lack of support both
during pregnancy and after childbirth [28].

Results also presented insights into individual burn-
out symptom categories. Similarly to other studies con-
ducted on HCWs in SSA [29], participants frequently
described feeling mentally distant from their work, men-
tally and physically exhausted, and experienced psycho-
logical complaints such as feeling anxious. However, it
is interesting to note that almost all participants had a
very high-risk score for exhaustion, despite almost half
not meeting the global score for being at-risk or at very
high-risk of burnout. High exposure to traumatic events
with inadequate subsequent institutional support can
lead to high rates of emotional exhaustion [30]. Addition-
ally, the theory of allostasis states that chronic exposure
to traumatic experiences and stressful events can lead to
exhaustion [31].

Differences in development of burnout may be attrib-
uted to individual diversity in internal resources. Those
with fewer internal resources may be more susceptible to
the effects of chronic stress and high trauma exposure as
they are less able to cope with the effects thereof [32, 33],
though cultural differences may also play a role. In cul-
tures that practise high religiosity, there may be reduced
allostatic load due to regular attendance of religious ser-
vices [34]. In this study, praying was the commonest cop-
ing mechanism.

Nonetheless, results highlighted the impact of high
exposure to occupational stressors like deaths, blame,
and a lack of trust. Almost all participants were involved
in the care of at least one woman and one baby that
died around birth over the past six months. These were
considered the most emotional work-related events
and described as traumatic and leading to feelings of
negativity and self-blame. Three participants screened
positive for a PTSD diagnosis, while several others
experienced numerous work-related PTS-symptoms
earlier in their career. Literature shows that burnout
is associated with decreased wellbeing such as PTSD
and may contribute to decreased quality of care and
high turnover rates [5, 6]. Midwives in the department
reported similar experiences; some wanted to leave the
profession due to the high exposure to adverse events,
and many experienced self-blame and guilt. Their fam-
ily lives were negatively affected, and they experienced
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increased feelings of loneliness, which can lead to fur-
ther distress and depression [17].

Despite the high exposure to stressors, participants
described receiving no support after an adverse event
from the department. Such experiences increase the risk
of burnout, as factors like performing emotionally taxing
work in a pressurised environment are compounded by
high workloads and low social support [7]. For example,
low supervisor support contributed to higher burnout
levels among East African nurses [35]. Not only so, but
participants also received blame for such events, which
contributed considerably to negative affect. Midwives in
the same department reported similar experiences of the
blame culture, including being blamed and stigmatised
by the general public after a death event [17].

Interpersonal aggression like blame culture can trig-
ger a stress response and feelings of anxiety, depres-
sion, job dissatisfaction and burnout [36]. This response
is positively associated with depersonalization (mental
distance) and emotional exhaustion, both of which were
frequently experienced by participants. Similarly, inter-
personal conflict at work was found to be a predictor of
burnout among nurses in South Africa [37]. Findings also
showed that participants feared being blamed more than
the act of making an error. Fearing being blamed can ulti-
mately impose a barrier to reporting errors, thus limit-
ing opportunities for improvement, and resulting in high
turnover [38].

The causes of blame culture are likely multifaceted and
common in many countries globally [39-41]. Individuals
are held responsible for errors, as opposed to the systems
in which they work. A key component of medical culture
is medicine’s standards of perfection and invulnerability
[42], leading individuals in this system to be more vulner-
able to the impact of a blame culture like loss of profes-
sional reputation [43]. However, it is likely that burnout
and its drivers in this setting affected the continuation of
a blame culture. All levels of staff throughout the hospital
complex face similar systemic drivers of burnout: despite
servicing over 80 percent of the Namibian population,
the public healthcare sector faces major resource defi-
ciencies [44, 45]. Considering that, as managerial figures,
senior staff are held accountable for those working under
their supervision, it is likely that they transfer blame to
those who were directly involved in an effort to avoid the
harsh blame on themselves.

The transference of blame is not a unique phenom-
enon to Namibia nor to the healthcare context: a com-
mon organizational strategy used to manage blame is
to create scapegoat(s) to avoid blame and its associated
repercussions [46]. In Namibia, HCWs have faced pub-
lic scrutiny and legal procedures, exacerbating the fear
of blame. Media reports have gone so far as to directly
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accuse individual HCWs of the death of a woman or baby
in national newspapers [47-52]. Understanding the sys-
temic contributors to human error, such as exhaustion
from working in high-stress and low-resource settings,
is essential in distinguishing between inevitable human
error and blameworthy behaviour [53]. To contribute to
addressing the fear of blame among HCWs, the national
maternal and perinatal mortality committee of Namibia
focused on the identification of system failures, rather
than on mistakes made by individuals [47].

Strengths and limitations

This study had a small sample size, which did not allow
for quantitative data analysis showing causal relation-
ships and statistical significance. Underreporting may
have occurred due to the possibility that the nature of
explored experiences was considered unfavourable,
undesirable, or stigmatised. Similarly, interview partici-
pants may have provided socially desirable answers for
the same reasons. Responder bias may have occurred as
people who thought they experienced burnout-related
symptoms may have been more likely to fill out the sur-
vey than those who did not think so. Additionally, the
results are not representative of maternity care doctors in
other centres in the country, thus limiting generalizabil-
ity. Nonetheless, findings align with both international
and regional research, strengthening validity.

Strengths include using a variety of methods to answer
the research question. This enabled triangulation of data
as results from each method informed each other. Trian-
gulation was also made possible through the inclusion of
a number of stakeholders from a variety of occupational
positions, allowing a more in-depth exploration of expe-
riences across positions. However, only one specialist was
included, disallowing meaningful comparison between
this position and others.

Conclusion

This study not only demonstrates well-known contribu-
tors to HCW burnout among Namibian doctors in the
hospital complex maternity units, but also a lesser-
established yet highly impactful driver: blame culture.
Significant changes must be made to address blame
culture to establish a sense of social safety and support.
Common contributors to occupational stress included
high levels of exposure to adverse incidents, a lack of
trust between colleagues, and a lack of support struc-
tures. Over half of the participants were either at risk
or at very high risk of burnout, pointing to an acute
need to address burnout drivers in this population.
Some qualitative contributors to burnout according to
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gender were noted, while burnout risk remained simi-
lar between MOs and interns. It is highly recommended
that further studies explore how to increase feelings of
support and trust between colleagues to mitigate the
development of burnout symptoms.

One cannot ignore the systemic drivers of burnout.
Efforts to mitigate burnout contributors cannot only
be individually- or community-based. To truly make a
significant difference, changes on a system-level must
be included, too. Policy adjustments should be made,
such as allocating more resources to public maternal
healthcare to combat burnout drivers like under-staff-
ing. The complexity of this challenge is considerable
but increasing the level and distribution of resources
in an under-resourced public hospital is needed. This
study is a call-to-action to pay meaningful attention to
and address the experiences of maternity care doctors.
Not only would this improve their health and wellbe-
ing, but it could also likely have ripple effects on their
patients and, ultimately, on the wider health system in
general.
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