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Countries in sub-Saharan Africa (SSA) are expected to experience more public health emergencies (PHEs) in the
near future. The fragile health systems emanating from poor health governance, inadequate health infrastructure,
shortage of healthcare workers (HCWs), inadequate essential medicines and technology, and limited funding will
make responses to these outbreaks slow and ineffective as seen with the COVID-19 pandemic. The workload for
HCWs will grow due to these PHEs, which will increase the likelihood that they may experience burnout. This
narrative review loosely followed the guidelines provided in the Preferred Reporting Items for Systematic Reviews
and Meta-Analysis Protocols (PRISMA-P) statement. Google Scholar, PubMed, and ScienceDirect databases were
used to retrieve relevant articles. Two reviewers assessed the titles and abstracts of all identified articles and
extracted the data independently and compared their results thereafter. The causes of burnout among HCWs,
its impact on patients, HCWs, and healthcare institutions, as well as preventive steps that should be taken to
safeguard HCWs from burnout, are all covered in this article.

1. Introduction

Working in an emotionally and physically taxing setting for an ex-
tended period leads to burnout. Even though burnout can impact any
profession, it is becoming acknowledged as a serious issue for healthcare
workers (HCWs) globally, particularly during public health emergencies
(PHEs) (Lam et al., 2022). Burnout can have negative implications on
patients, HCWs, healthcare organizations, and healthcare systems if it is
not properly handled (Ong et al., 2021). Burnout, initially described
by Herbert Freudenberger in 1974 (Khasne et al., 2020), is a multi-
faceted illness, characterized by emotional tiredness, depersonalization,
and a diminished sense of personal success (Maslach & Jackson, 1981).
Freudenberger’s twelve phases of burnout development were ultimately
reduced to five (Okoroafor et al., 2022). The five phases are shown in
Fig. 1 below.

The honeymoon phase begins with excitement. HCWs eventually
endure job stress. Without coping mechanisms, burnout starts during
this phase. The second phase, stagnation, or stress onset is when HCWs
recognize some days are harder than others. HCWs’ personal, family,
and social lives are disregarded. This phase causes physical and emo-
tional stress. The third phase is the chronic stress period. Chronic stress
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frustrates HCWs, and they feel incomplete, helpless, and unappreci-
ated. They feel like failures during this stage. The fourth phase, the ap-
athy phase, involves despair and disillusionment. HCWs feel trapped
and grow apathetic. The final step, habitual burnout, is marked by
physical and emotional symptoms that lead to HCWs seeking help
(De Hert, 2020).

Several tools have been developed to assess burnout among HCWs
and chief among them are the Maslach Burnout Inventory-Human Ser-
vices Survey (MBI-HSS), Oldenburg Burnout Inventory (OBI), and the
19-item Copenhagen Burnout Inventory (CBI). The MBI-HSS is the most
often used instrument for identifying burnout in HCWs. It has 22 items
and is the HCW instrument that has undergone the most extensive val-
idation. The 16-item OBI and the 19-item CBI are two tools that have
been developed because the MBI-HSS tool is expensive to administer in
large populations. A major drawback of these instruments is the length
of the tools, which has often times led to decreased user response and
engagement (Ong et al., 2021).

Recent significant PHEs in Sub-Saharan Africa (SSA) have included
the COVID-19 pandemic, cholera, yellow fever, dengue fever, and the
Ebola virus disease (EVD). Responses during these PHEs were usually
slow and ineffective due to the weak and fragile health systems result-
ing from poor health governance, inadequate health infrastructure, a
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Fig. 1. Phases of burnout development.
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lack of HCWs, inadequate essential medicines and technology, and lim-
ited funding (Okoroafor et al., 2022). It is projected that the PHEs will
increase the workload for the HCWs because there is a scarcity of HCWs
in SSA, which subsequently will lead to rises in the incidence of burnout
(Shah et al., 2021). Considering this, we explore the causes of burnout
among HCWs during PHEs, its effects, and preventative steps that can
be taken to reduce its burden in this narrative review with a focus on
SSA.

2. Methodology
2.1. Study design

This narrative review loosely followed the guidelines provided in
the Preferred Reporting Items for Systematic Reviews and Meta-Analysis
Protocols (PRISMA-P) statement (8).

2.2. Research question and study eligibility

The problem-interest-context (PICo) framework was used to deter-
mine the eligibility criteria for the review question. In this framework,
we defined the problem as burnout among HCWs, interest as public
health emergencies, and context as sub-Saharan Africa (SSA). This re-
view sought to answer the following research questions:

i What are the risk factors for burnout among HCWs during public
health emergencies in sub-Saharan Africa?
ii What are the effects of burnout among HCWs?
iii What prevention measures can be put in place to reduce burnout
among HCWs during PHEs?

2.3. Inclusion criteria
Studies were eligible if they were original qualitative and quantita-

tive studies published in English and reported on the risk factors, the ef-
fects, and the prevention measures of burnout among HCWs, and were

conducted in sub-Saharan Africa. Review articles, systematic reviews,
meta-synthesis, editorials, and letters to the editor were excluded.

2.4. Literature sources and search strategy

We searched for peer-reviewed articles published in English from
2017 to 2022 on Google Scholar, ScienceDirect, and PubMed databases.
The keywords we used for the literature search were ‘burnout’, ‘HCWs’,
‘sub-Saharan Africa’, ‘public health emergencies’, ‘outbreaks’, ‘epi-
demics’, ‘risk factors’, ‘causes’, ‘contributing factors’, and ‘prevention
measures.” Boolean operators ‘AND’ and ‘OR’ were used to retrieve ar-
ticles that have both terms or either term. To expand a search term to
include all forms of a root word, we used wildcard symbols and trunca-
tion symbols. Full-text versions of all the studies that potentially met the
inclusion criteria were retrieved and evaluated. The reference lists of all
the retrieved articles were searched for other relevant articles that were
not retrieved through the database searches. Two reviewers assessed the
titles and abstracts of all identified articles independently and compared
their results thereafter. Where discrepancies were identified, these were
resolved by discussion or adjudication by a third reviewer.

2.5. Data extraction

The data extraction form developed by the authors captured informa-
tion on the names of the authors, publication year, country, publication
type, study design, key findings on risk factors, and effects of burnout,
as well as prevention measures among HCWs during PHEs. After extrac-
tion, we presented a narrative account of the main findings from the
included articles.

3. Results

The initial search retrieved 542 articles from all the databases
used. A total of 130 articles remained after removing duplicates. Fol-
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Fig. 2. PRISMA Flowchart.
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lowing title screening, 100 were eligible for abstract screening. At
the conceptual screening stage, reviewers checked whether the ar-
ticles retrieved reported on burnout among HCWs in SSA. The re-
viewers also checked the date of publication of the articles and
whether they reported on original research or not. Eighty-eight arti-
cles were excluded at the conceptual screening stage, leaving 12 for
full-text screening. Two articles were excluded at the full-text screen-
ing stage because they did not report on burnout in PHEs. A total of
10 articles were included in this review. More details are presented
in Fig. 2.

3.1. Characteristics of included studies

A total of ten articles were included in this review. All the articles
were published journal articles. The authors used the Strengthening the
Reporting of Observational Studies in Epidemiology (STROBE) 22 items
checklist (Cuschieri, 2019) to assess the quality of the included quan-
titative studies while qualitative studies were assessed for credibility,
dependability, confirmability, and transferability (Stenfors et al., 2020).
The reviewers agreed that all the included articles were of good qual-
ity. Two studies were conducted in Zimbabwe (Chingono et al., 2022;
Moyo et al., 2022), two in Nigeria (Nwosu et al., 2021; Kwaghe et al.,
2021), two in Sierra Leone (Raven et al., 2018; Jones et al., 2020), and
one each in Kenya (Shah et al., 2021), Ghana (Konlan et al., 2022), South
Africa (Lee et al., 2022), and Ghana and Kenya (Afulani et al., 2021).
Six of the studies used a cross-sectional study design (Shah et al., 2021;
Nwosu et al., 2021; Jones et al., 2020; Konlan et al., 2022; Lee et al.,
2022; Afulani et al., 2021), three a qualitative design (Moyo et al., 2022;
Kwaghe et al., 2021; Raven et al., 2018), and one a mixed methods de-
sign (Chingono et al., 2022). Only two of the studies conducted in Sierra
Leone studied burnout among HCWs during the Ebola virus disease out-
break (EVD) (Raven et al., 2018; Jones et al., 2020), while the rest were
conducted during the COVID-19 outbreak. More details are presented in
Table 1.

3.2. Review findings

The findings of this narrative review are presented below. More de-
tails are presented in Table 2.

3.2.1. Burnout risk factors/contributing factors

All the included articles reported on burnout risk fac-
tors/contributing factors. We categorized the factors into individual,
institutional, and community-level factors. The individual factors
that were identified in the review include inadequate training
(Shah et al., 2021; Moyo et al., 2022; Jones et al., 2020; Konlan et al.,
2022; Lee et al., 2022; Afulani et al., 2021), isolation from families
(Chingono et al., 2022; Kwaghe et al., 2021; Raven et al., 2018), fear
of infection (Chingono et al., 2022; Kwaghe et al., 2021; Raven et al.,
2018; Lee et al., 2022; Afulani et al., 2021), the stress of watching
patients and colleagues dying (Moyo et al., 2022; Raven et al., 2018),
reduced earning (Chingono et al., 2022; Raven et al., 2018), and job
dissatisfaction (Konlan et al., 2022; Afulani et al., 2021). In addition,
other individual factors include poor self-rated health (Nwosu et al.,
2021), years of experience (Nwosu et al., 2021; Konlan et al., 2022),
and scepticism about the future (Kwaghe et al., 2021). While one study
reported that younger age was a risk factor for burnout (Konlan et al.,
2022), another one reported that long years in professional service
were a risk factor for burnout (Nwosu et al., 2021). Several institu-
tional risk factors for burnout were identified in the included studies.
These factors include inadequate resources and PPE (Shah et al., 2021;
Chingono et al., 2022; Moyo et al., 2022), lack of a formal mental health
response (Shah et al., 2021), increased workload (Chingono et al., 2022;
Raven et al., 2018; Jones et al., 2020; Konlan et al., 2022; Lee et al.,
2022), staff shortage (Chingono et al., 2022; Konlan et al., 2022),
stressful work environments (Jones et al., 2020; Konlan et al., 2022),
and a lack of support from supervisors and institutions (Moyo et al.,
2022; Konlan et al., 2022; Afulani et al., 2021). The identified stressful
environments were the Intensive Care Units (ICU) and Emergency Units



E. Moyo, M. Dzobo, P. Moyo et al.

Table 1
Characteristics of included studies.
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Authors, publication year

Country where study was conducted PHE

Reference Publication type Study design

Shah J, Monroe-Wise A, Talib Z, Nabiswa A, Said M, Abeid Kenya

A, et al., 2021

Raven J, Wurie H, Witter S., 2018 Sierra Leone
Konlan KD, Asampong E, Dako-Gyeke P, Glozah FN., 2022 Ghana
Chingono RM, Nzvere FP, Marambire ET, Makwembere M, Zimbabwe
Mhembere N, Herbert T, et al., 2022

Afulani PA, Nutor JJ, Agbadi P, Gyamerah AO, Musana J,
Aborigo RA, et al., 2021

Moyo I, Mavhandu-Mudzusi AH, Haruzivishe C.

Lee H, Wilson KS, Bernstein C, Naicker A, Yassi A, Spiegel

Ghana and Kenya

Zimbabwe
South Africa

JM., 2022

Jones S, White S, Ormrod J, Sam B, Bull F, Pieh S, et al., Sierra Leone
2020

Nwosu AD, Ossai E, Onwuasoigwe O, Ezeigweneme M, Nigeria
Okpamen J., 2021

Kwaghe AV, Kwaghe VG, Habib ZG, Kwaghe GV, Ilesani Nigeria

OS, Ekele BA, et al., 2021

COVID-19 De Hert, 2020 Journal article ~ Cross-sectional study
EVD Leo et al., 2021 Journal article
COVID-19 Maslach & Jackson, 1981 Journal article

COVID-19 Konlan et al., 2022 Journal article

Qualitative study

Cross-sectional study
Mixed-methods study
COVID-19 Muller et al., 2022 Journal article  Cross-sectional study
Journal article
Journal article

COVID-19 Kwaghe et al., 2021
COVID-19 Moyo et al., 2022

Qualitative study
Cross-sectional study

EVD Madewell et al., 2022 Journal article  Cross-sectional study

COVID-19 Lam et al., 2022 Journal article  Cross-sectional study

COVID-19 Lee et al., 2022 Journal article  Qualitative study

(Jones et al., 2020; Konlan et al., 2022). A lack of control over the work
environment was noted to contribute to stress (Jones et al., 2020).
Community-level factors included the breakdown of trust between
communities and HCWs (Raven et al., 2018), societal stigma and
discrimination (Chingono et al., 2022; Moyo et al., 2022; Kwaghe et al.,
2021), a lack of social support (Chingono et al., 2022; Kwaghe et al.,
2021), and movement restrictions brought about by lockdowns
(Kwaghe et al., 2021).

3.2.2. Effects of burnout

Only three of the included studies reported on the effects of burnout
(Nwosu et al., 2021; Jones et al., 2020; Konlan et al., 2022). One study
reported that burnout caused medication errors and physical health con-
ditions among HCWs (Konlan et al., 2022), one reported poor quality of
care resulting from burnout (Jones et al., 2020), and another reported
low productivity among HCWs as a result of burnout (Nwosu et al.,
2021).

3.2.3. Burnout prevention measures

Only one study included in this review did not report on burnout
prevention measures (Nwosu et al., 2021). We categorized the preven-
tion measures into individual, institutional, and community-level fac-
tors. Personal measures reported in the included articles for this re-
view include building individual resilience (Konlan et al., 2022), ex-
ercising (Chingono et al., 2022), and turning to religion (Raven et al.,
2018). Institutional measures include having a mental health response
plan in place (Shah et al., 2021), training HCWs on disease outbreaks
(Shah et al., 2021; Nwosu et al., 2021; Raven et al., 2018; Lee et al.,
2022), providing toll-free mental health helplines (Shah et al., 2021),
providing risk allowances (Shah et al., 2021; Kwaghe et al., 2021;
Raven et al., 2018), providing adequate equipment for the disease out-
breaks (Jones et al., 2020), and ensuring that the institutions are ad-
equately staffed (Kwaghe et al., 2021). Community measures include
developing social media platforms for HCWs where they can support
each other (Raven et al., 2018), and colleagues, friends, and family sup-
port (Moyo et al., 2022; Raven et al., 2018; Jones et al., 2020; Lee et al.,
2022; Afulani et al., 2021).

4. Discussion
4.1. Burnout risk factors/contributing factors
Risk factors identified in this review concur with those of an earlier

narrative review (De Hert, 2020). The worry of contracting the disease
and being quarantined, especially for HCWs who have children at home,

the fear of infecting family members, repressing personal needs, substi-
tuting social life with work, and the belief that someone is irreplaceable
were some of the personal factors reported in the earlier narrative re-
view (De Hert, 2020). The worry of becoming sick is not unjustified.
HCW infection rates during the EVD outbreak in Sierra Leone between
2014 and 2016 were quite high with one study estimating that HCWs
had a 21-32 times higher risk of contracting EVD compared to the gen-
eral population (Selvaraj et al., 2018). A study conducted in 11 African
nations found that among HCWs, COVID-19 seroprevalence might reach
about 45% (Muller et al., 2022). This review revealed that HCWs may
experience distress if their co-workers contract an infectious disease and
are usually worried about spreading the infectious disease to family
members. These findings agree with those of a scoping review which
also revealed that HCWs were afraid of transmitting COVID-19 to their
family members (Chemali et al., 2022). As a result of this fear, some
HCWs opted to stay separately from their families, which worsened their
distress (Chemali et al., 2022). The number of people in the household,
the type of infectious disease, the type of variant of the causative organ-
ism, and in some cases the number of people sharing a bedroom are all
factors that affect the household secondary attack rate (HSAR) of infec-
tious diseases (Caleo et al., 2018). Other factors include the immunity of
the household members, household hygiene practices, the vaccination
status of the household members, the number of people in the house-
hold, and the type of infectious disease (Glynn et al., 2018). A systematic
review was conducted to assess COVID-19’s HSAR, and it was found that
the HSAR varied by variant, with the Omicron variant having the great-
est HSAR at 42.7%, followed by the Alpha variant at 36.4%, and the
Delta variant at 29.7% (Madewell et al., 2022). A study conducted in
the Democratic Republic of Congo to determine the HSAR of EVD re-
vealed that it was 18% and was determined by the severity of illness of
the primary case and the number and age of people in the household
(Glynn et al., 2018).

This review revealed that several institutional factors also contribute
to HCW burnout. One of the identified factors is increased workload.
This finding concurs with findings from previous studies (Chemali et al.,
2022; Billings et al., 2021; Oyat et al., 2022). The previous studies
reported that a lot of effort was involved during the COVID-19 pan-
demic since a lot of people contracted the disease and needed hospital
treatment. The countries distributed this increased workload to HCWs
who were already understaffed, and this led to stress which could cause
burnout (Chemali et al., 2022; Billings et al., 2021; Oyat et al., 2022).
The increased workload, obligations, and pressure from superiors during
PHEs on HCWs raise the likelihood of burnout (Robertson et al., 2020).
HCWs may be reassigned to work in the regions most impacted by the
PHESs, occasionally without the required training or understanding of
their responsibilities. Role ambiguity may lead to poor task coordination
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Table 2
Findings from included studies.

Author, year of publication

Reference

Findings

Burnout risk factors/contributing factors Effects of burnout

Prevention measures

Shah J, Monroe-Wise A, Talib Z,
Nabiswa A, Said M, Abeid
A, etal., 2021

Raven J, Wurie H, Witter S., 2018

Konlan KD, Asampong E,
Dako-Gyeke P, Glozah FN., 2022

Chingono RM, Nzvere FP,
Marambire ET, Makwembere M,
Mhembere N, Herbert T, et al.,
2022

Afulani PA, Nutor JJ, Agbadi P,
Gyamerah AO, Musana J,
Aborigo RA, et al., 2021

Moyo I, Mavhandu-Mudzusi AH,
Haruzivishe C.

Lee H, Wilson KS, Bernstein C,
Naicker A, Yassi A, Spiegel JM.,
2022

Jones S, White S, Ormrod J, Sam
B, Bull F, Pieh S, et al., 2020

Nwosu AD, Ossai E,
Onwuasoigwe O, Ezeigweneme
M, Okpamen J., 2021

Kwaghe AV, Kwaghe VG, Habib
ZG, Kwaghe GV, Ilesani OS, Ekele
BA, et al., 2021

De Hert, 2020

Khasne et al.,
2020

Lee et al.,
2022

Leo et al.,
2021

Moyo et al.,
2022

Okoroafor et al.,
2022

Ong et al.,
2021

Oyatetal.,
2022

Ravenetal.,
2018

Robertson et al.,
2020

-Lack of adequate resources and PPE to -None mentioned
care for patients with COVID-19.

-Inadequate HCW training.

-Lack of a formal mental health response

to COVID-19.

-Breakdown of trust between communities -None mentioned
and HCWs.

-Isolation from families

-Fear of being infected

-Trauma from watching colleagues die.
-Economic hardship due to reduced
earning

-Increased stress and workload

-Night shifts

-Additional jobs

-High workload

-Harbouring intentions to leave the
current job

-Fewer years of work experience

-Low level of resilience

-Inadequate preparedness to handle
emerging diseases

-Staff shortage

-Lack of a structured mentorship program
-Young age

-Working at primary care level
-Working in Intensive Care Units and/or
Emergency Units

-Job dissatisfaction

-Long working hours

-Inadequate resources

-Societal stigma and discrimination
-Living separately from family

-Limited socialization due to lockdowns.
-Shortage of staff

-Financial constraints due to low salaries
-Fear for the lives and wellbeing of
themselves and their loved ones

-Fear of infection

-Perceived low preparedness

-Job dissatisfaction

-Less appreciation by management
-Suboptimal staff preparation

-Lack of institutional support
-Inadequate PPE

-Limited medical supplies

-Community stigma and discrimination
-Losing patients and colleagues

-Medication errors
-Physical health
conditions

-None mentioned

-None mentioned

-None mentioned

-Heavy workload -None mentioned
-Lack of skills

-Perceived risk of infection

-Increased workload -Poor quality of
-Lack of control over work environment care

-A lack of training

-Working at a facility offering emergency
care

-Poor self-rated health

-Longer years in professional service

-Low productivity

-Scepticism about the future -None mentioned
-Lack of emotional support and

motivation

-Fear of being infected

-Movement restrictions

-Separation from family and loved ones

-Long duration of wearing PPE

-Community stigma and discrimination

-Having a dynamic mental health
response plan

-Training HCWs on COVID-19
management

-Establish toll-free mental health helplines
for HCWs

-Providing daily allowances to HCWs to
boost their morale.

-Risk allowance

-Training and workshops

-Peer and family support

-Social media platform where HCWs can
discuss challenges they face

-Religious beliefs

-Resilience building

-Spending more time exercising
-Counselling

-Family support

-Support from colleagues and peers
-Support from family

-Training
-Supportive workplace relationships

-Good peer support

-Understanding roles at work

-Provision of PPE, other equipment, and
institutional support

-None mentioned

-Education and awareness creation about
infection, prevention, and control
measures

-Increasing manpower

-Motivating staff
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and ineffective teamwork (Chemali et al., 2022). The cost of the rede-
ployment may be borne by the HCWs, who may have to move their prop-
erties and find new housing. HCWs may still be underpaid despite the ad-
ditional workload, which further compounds their dissatisfaction with
the working environment (Chemali et al., 2022). Additionally, leader-
ship issues that result in poor internal communication, conflicting in-
structions, a lack of positive feedback, and a lack of HCW engagement in
decision-making during PHEs may demoralize HCWs and cause burnout
(Chemali et al., 2022). HCWs may experience anxiety and stress as a re-
sult, and if these issues are not resolved, burnout may result. Due to the
weak health systems in SSA, HCWs also witness an exceptional number
of patient suffering and deaths during PHEs (Billings et al., 2021). In
some instances, HCWs are faced with the choice of removing an individ-
ual from life support as has happened during the COVID-19 pandemic.
HCWs are traumatized as a result of these choices and events, which put
them at risk for burnout (Chemali et al., 2022).

Lack of resources, such as PPE, can hinder HCWs’ ability to do their
jobs during PHEs, raising their risk of contracting infectious diseases.
Even when personal protective equipment (PPE) is accessible, it may
still make the HCWs uncomfortable and interfere with their ability to
communicate with patients and with one another (Oyat et al., 2022).
The added time needed to manage PPE and the associated paperwork
also contributes to the workload. Furthermore, a lack of social support
for HCWs due to poor organizational management may further raise
their risk of suffering from burnout (Billings et al., 2021). Communities
may make matters worse by stigmatizing and discriminating HCWs dur-
ing PHEs because of their ignorance about the diseases (Billings et al.,
2021).

4.2. The effects of burnout

This review revealed that burnout has detrimental effects on HCWs
and patients. These findings concur with those of a previous review
(Leo et al., 2021). HCWs may experience unhappiness, anxiety, depres-
sion, and loneliness translating to job dissatisfaction (Leo et al., 2021).
Some of the consequences of burnout among HCWs are substance use
leading to addiction, strained or broken relationships, divorce, and sui-
cidal attempts (Leo et al., 2021). Also, burnout among HCWs may lead to
occupational injuries like needle stick injuries, increasing the likelihood
of acquiring infectious illnesses like hepatitis B and HIV (Khasne et al.,
2020). Burnout among HCWs may lead to less-than-ideal patient treat-
ment and hence low patient satisfaction. Additionally, it may cause more
medical mistakes, which might endanger patients. Litigation and sub-
sequent malpractice claims may result from this (Khasne et al., 2020).
Patients who receive suboptimal care from burnt-out HCWs are prone to
lose faith in them and may stop showing up for follow-up appointments.
Poor patient outcomes could arise from this, which would worsen the
population’s health (Khasne et al., 2020). Burnout may cause health-
care organizations to experience decreased production because of pre-
senteeism and absenteeism. In addition, they can incur higher opera-
tional costs because of litigation, a high turnover rate among HCWs,
and early retirements. Early retirements could make the region’s HCW
shortage worse (Leo et al., 2021).

4.3. Prevention measures

This narrative review revealed that personal measures to reduce
burnout include resilience building, exercising, and turning to religion
(Chingono et al., 2022; Raven et al., 2018; Konlan et al., 2022). These
findings concur with those of a previous scoping review which revealed
that HCW self-care activities and spiritual support may prevent burnout
(Chemali et al., 2022). Even though HCWs put in longer hours during
PHEs, they should still engage in some physical activity whenever they
have downtime because it will lower stress (Leo et al., 2021). HCWs
should also practice good sleep hygiene and a balanced diet to pre-
vent burnout. To avoid burnout, HCWs must also be encouraged to
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seek professional assistance anytime they have psychological symptoms
(Leo et al., 2021).

Healthcare institutions should make sure HCWs are involved in man-
agement decisions, especially during PHEs, to lessen burnout among
HCWs. HCWs will feel respected and appreciated by the organizations
as a result (Robertson et al., 2020). Healthcare institutions should make
sure HCWs are adequately resourced, like having enough PPE, because
doing so will relieve their anxieties about contracting infectious dis-
eases from patients and other staff members, which mitigates burnout
(Oyat et al., 2022). Institutions should provide training on the manage-
ment of the specific infectious disease causing the PHE and their unique
tasks to lessen HCW anxiety associated with being deployed in unfa-
miliar work environments (Robertson et al., 2020). Institutions should
also provide a risk allowance to HCWs as an incentive for the work
they undertake because they have a higher risk of contracting infec-
tious diseases than the general population (Chemali et al., 2022). This
can be provided in the form of a monetary bonus or in-person benefits
like family medical insurance, life insurance, or other benefits that their
loved ones can use if they die from diseases they contracted at work
(Leo et al., 2021). Task shifting is another strategy that healthcare insti-
tutions should use to prevent overworking any one HCW group during
epidemics. Some tasks usually done by registered nurses such as giving
patients parenteral medications can be shifted to enrolled nurses after
they have received proper training (Chemali et al., 2022). To prevent
any HCW from being compelled to make life-or-death decisions that may
later only affect them, healthcare institutions should establish commit-
tees that deal with ethical concerns (Robertson et al., 2020). Addition-
ally, organizations ought to provide social media channels for HCWs
to communicate difficulties they encounter during PHEs since this can
lessen their stress at work and lower the number of people who experi-
ence burnout (Leo et al., 2021).

Communities must be informed about the diseases during PHEs
to lessen the stigma associated with working in hospitals. This will
give them knowledge about the diseases’ modes of transmission, effec-
tive methods for preventing transmission, and the crucial function that
HCWs do during PHEs. Education can be provided by organizing work-
shops, or by mass media (Nashwan et al., 2022). Another effective way
of providing education to communities is through distributing informa-
tion, education, and communication (IEC) material through different
platforms in different languages. The IEC materials should be placed at
strategic points in the communities such as schools, shopping centers,
churches, and community boreholes (Wang et al., 2022).

This review had some limitations. One of the limitations is that only
three databases were used to retrieve relevant articles, making it possi-
ble that some relevant literature might have been missed. Another limi-
tation is that only articles published in English were included in this re-
view, which might have resulted in language bias. However, the fact that
two reviewers extracted and synthesized that data make the results be-
lievable. Furthermore, the review followed PRISMA-P guidelines, which
makes the study reproducible. Future longitudinal studies should, how-
ever, be carried out during PHESs to determine their dynamic effects on
HCW burnout.

5. Conclusion

More PHEs are anticipated in SSA countries in the near future. As was
the case with the COVID-19 pandemic, responses to these outbreaks may
be slow and ineffective due to the fragile health systems resulting from
poor health governance, inadequate infrastructure, a lack of healthcare
workers, inadequate essential medicines and technology, and limited
funding. These PHEs will raise the burden for HCWs, which is likely
to increase the likelihood that they may experience burnout. Burnout
among HCWs is a result of a variety of individual, institutional, and
community-level factors. The HCWs, patients, and healthcare institu-
tions may all be affected by burnout. Countries in SSA should imple-
ment plans to stop and handle HCW burnout if they want to be better
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equipped to handle future PHEs. These tactics fall into three categories:
HCW-level, institutional-level, and community-level.
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