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[bookmark: _Toc233374299]Introduction
This chapter reviews the literature on the experiences of healthcare providers caring for children with major burns. The review is guided by the objectives of the study and by the need to place those objectives within a broader body of evidence on paediatric burn burden, clinical management, health-system constraints, and provider wellbeing. Literature was drawn mainly from Google Scholar and PubMed/Medline and included peer-reviewed journal articles, systematic and scoping reviews, registry studies, and selected grey literature. Search terms combined phrases such as paediatric burns, healthcare workers, nurses, major burns, Malawi, and low- and middle-income countries. Healthcare providers are understood here to include nurses, doctors, and other clinical staff directly involved in the care of children with burn injuries, while experience is taken to include clinical, emotional, relational, and organisational dimensions.
The review focuses mainly on literature published between 2021 and 2026 in order to foreground the most recent evidence. That emphasis is useful because recent studies have sharpened understanding of paediatric burn epidemiology, referral pathways, care capacity, and the psychosocial burden of burn care on staff. At the same time, the newer literature also makes the gaps clearer. There is now substantial evidence on who is burned, how severe those injuries are, and which factors shape mortality and poor outcomes, but there is much less work on what it is actually like for healthcare workers to care for severely burned children under pressure (Jordan et al., 2022; Wondifraw et al., 2025). The field is therefore uneven: rich in epidemiology and service data, but thinner on lived experience.
That imbalance matters for this study. Provider experience does not sit outside clinical care as a secondary issue. It is produced within the same conditions that shape survival, pain control, operative access, infection risk, rehabilitation, and family communication. A useful literature review must therefore do more than describe paediatric burn burden. It must show how injury severity, prolonged treatment, resource scarcity, and emotional labour are linked. Read together, the recent literature broadly converges on four claims: severe paediatric burns remain concentrated in low- and middle-income settings and among very young children (Jordan et al., 2022; Puthumana et al., 2021; Quinn et al., 2022; Wondifraw et al., 2025); outcomes are shaped not only by burn size or mechanism but also by delay, referral pathways, operative access, and wider care capacity (Purcell et al., 2021; Shah et al., 2024; Vlasic, Mwakyembe, Fleming, et al., 2025); major burn care is technically intense and organisationally demanding (Naber & Sheridan, 2024; Palmieri, 2024; Pelizzo et al., 2025); and staff who deliver that care often describe it as emotionally exhausting and poorly supported (Bayuo & Agbenorku, 2021; Dartey et al., 2023; Gupta et al., 2021; Karahan et al., 2022; Taşdemir & Taşdemir, 2026).
The structure of this review follows that logic. It begins with the burden and outcomes of paediatric major burns, then examines the clinical and health-system conditions in which care is delivered, before turning to the experiences, challenges, and support needs of providers. The review ends by identifying the gap that justifies the present study at Queen Elizabeth Central Hospital.
[bookmark: _Toc233374300]Paediatric burn burden and its implications for healthcare provider experiences
Recent literature consistently shows that paediatric burns remain a major problem in low- and middle-income countries, especially among children under five years (Jordan et al., 2022; Puthumana et al., 2021; Quinn et al., 2022). Registry evidence indicates that young children make up a large share of burn admissions and that many present with major burns requiring surgery or prolonged inpatient care (Jordan et al., 2022). Studies on cooking-related burns further show that the burden is closely tied to household risk, unsafe fuels, and domestic environments rather than random injury alone (Puthumana et al., 2021). The epidemiology is therefore socially patterned. It reflects prevention failures and living conditions as much as it reflects clinical events.
The outcomes literature complicates this picture by showing that poor results are not explained by burn severity alone. Across sub-Saharan Africa, worse outcomes are associated with young age, larger total body surface area, flame injury, and malnutrition (Wondifraw et al., 2025). Malawian and Tanzanian studies extend that finding by showing that transfer status, delayed arrival, and lack of operative intervention also shape mortality (Purcell et al., 2021; Shah et al., 2024; Vlasic, Mwakyembe, Fleming, et al., 2025). This matters analytically because it shifts attention from the injured child alone to the pathway of care. Mortality and morbidity are not simply biological consequences of burns; they are also indicators of how well prevention, referral, surgery, critical care, and inpatient support function together.
For the present study, two implications stand out. First, tertiary providers often receive the most vulnerable patients: very young children, children with severe burns, and children whose condition may have worsened through delay or incomplete early management (Purcell et al., 2021; Vlasic, Mwakyembe, Fleming, et al., 2025). Second, the provider burden is cumulative. Staff repeatedly confront injuries that are severe in themselves but are also intensified by wider system weakness. The burden literature is therefore useful not only as background, but as an early sign that provider experience is shaped before the child even arrives on the ward.
A further point emerging from this literature is that paediatric burn burden is uneven not only between countries but within them. Multi-country surveys show wide differences in mortality, mechanism of injury, and length of stay across centres (Quinn et al., 2022), which suggests that the category of low- and middle-income settings can hide major differences in prevention environments, referral effectiveness, and institutional capacity. That is analytically important because it cautions against treating all resource-constrained settings as interchangeable. The same burn size may carry different implications depending on when the child presents, whether theatre access is available, and whether inpatient monitoring can be sustained. For provider-focused research, this matters because staff experience is likely shaped not by abstract national income level alone but by the specific organisation of local care. In other words, the burden literature does more than establish that paediatric burns are common and severe. It also suggests that provider experience will vary with patterns of delay, patient volume, and institutional readiness, which makes local qualitative evidence especially necessary.
Still, this literature has a limit. It describes scale, pattern, and predictors with increasing precision, yet says little about what these patterns demand from healthcare workers at the bedside. To understand that, the clinical and organisational conditions of major burn care have to be considered more directly.
[bookmark: _Toc233374301]Health-system conditions shaping challenges in paediatric burn care
The clinical literature presents major paediatric burns as among the most demanding injuries in acute care (Naber & Sheridan, 2024; Palmieri, 2024; Pelizzo et al., 2025). Children have distinct physiological vulnerability, can deteriorate rapidly, and often require simultaneous attention to airway compromise, fluid resuscitation, pain management, wound care, infection surveillance, nutrition, surgery, rehabilitation, and family support (Naber & Sheridan, 2024; Pelizzo et al., 2025). Burn care is therefore not a single intervention but a prolonged chain of interdependent tasks. That complexity helps explain why provider experience cannot be understood through emotional language alone; it is rooted in technically difficult work.
Yet the same literature also suggests that clinical complexity becomes most burdensome when it meets structural constraint. Good paediatric burn care assumes access to protocols, trained staff, analgesia, operating theatre time, blood products, rehabilitation, and continuous monitoring (Jordan et al., 2022; Naber & Sheridan, 2024). In low-resource settings those supports may be inconsistent. Evidence from Malawi is especially instructive here. Healthcare workers in one tertiary setting reported that burn fluid resuscitation was hindered by weak post-training preparation, inconsistent protocols, limited supplies, and the absence of a dedicated burns unit (Ng’ambi et al., 2025). The issue was not simply lack of knowledge. It was the recurring gap between what staff knew should happen and what the system allowed them to do.
Recent system-level studies reinforce that interpretation. Global and regional work shows that paediatric burn outcomes in low-resource settings are shaped by delay, referral inefficiency, uneven hospital capacity, and limits in critical care, theatre access, and rehabilitation (Jordan et al., 2022; Vlasic, Mwakyembe, Sakita, et al., 2025). Malawian research similarly shows that transferred paediatric burn patients have higher odds of death (Shah et al., 2024), while financing work points to the absence of dedicated trauma or burn financing and the structural persistence of resource shortage (Aminu et al., 2026). Read together, these studies suggest that the healthcare worker often functions as the point where systemic weakness is translated into daily clinical decisions.
The literature also makes clear that time is a hidden dimension of burden. Major burns rarely involve one decisive moment of treatment followed by predictable recovery. They require repeated reassessment, ongoing pain control, serial wound care, nutritional support, monitoring for infection, and in many cases staged operative management and rehabilitation (Naber & Sheridan, 2024; Palmieri, 2024; Pelizzo et al., 2025). This prolonged trajectory matters because it ties up staff attention and material resources over days or weeks rather than hours. In overstretched wards, the practical consequence is that one child with a major burn may represent not only one admission but a continuing set of demands on dressings, analgesia, observation, counselling, and documentation. The clinical literature therefore supports a broader interpretation of workload: it is not simply the number of patients that matters, but the intensity and duration of the care each child requires.
A related issue is prioritisation. Where equipment, staff, theatre space, and blood products are constrained, providers may have to make repeated judgments about what can be done now, what must wait, and what standard of care is realistically achievable. Financing and capacity studies in Malawi imply that such compromise is not exceptional but structurally embedded (Aminu et al., 2026; Ng’ambi et al., 2025). Yet most clinical papers discuss these constraints from the standpoint of service delivery rather than from the standpoint of the people who must work through them. This creates an important gap in the literature. It leaves underexplored how providers interpret compromise itself: whether they see it as routine adaptation, professional frustration, moral distress, or all three at once. That question is especially relevant in qualitative work, because the lived meaning of adaptation may shape both wellbeing and care practices.
This intersection of technical demand and resource scarcity is central to the present study. When protocols are inconsistent, staffing is thin, theatre access is constrained, and children arrive late or severely unwell, providers are not simply practising burn care; they are constantly adapting it. That is precisely why the literature on provider experience becomes important. It shows what this adaptation costs in emotional, relational, and professional terms.
[bookmark: _Toc233374302]Experiences and challenges of healthcare providers
Although smaller than the burden and management literature, provider-focused studies are strikingly consistent. Across qualitative studies, reviews, and occupational-stress research, healthcare workers in burn settings describe their work as emotionally draining, physically exhausting, and insufficiently supported (Bayuo & Agbenorku, 2021; Gupta et al., 2021; Gupta et al., 2024; Karahan et al., 2022; Taşdemir & Taşdemir, 2026). The consistency matters because it suggests that provider strain is not incidental. It is a recurrent feature of burn care.
One major theme is the emotional difficulty of necessary but painful treatment. Nurses describe dressing changes, wound care, mobilisation, and other procedures as clinically essential yet emotionally distressing, especially when children are frightened or in severe pain (Karahan et al., 2022; Taşdemir & Taşdemir, 2026). Work on emotion regulation during dressing changes shows that providers often suppress or manage their own feelings in order to continue treatment (Rudkin et al., 2024). This is more than ordinary occupational stress. It is a form of moral labour in which the provider must inflict short-term pain for therapeutic reasons while remaining exposed to the suffering that pain causes.
A second theme is that provider burden is relational as well as procedural. In paediatric burn care, the child’s suffering is rarely encountered alone. It is mediated through parents or guardians who may be distressed, confused, grieving, or frustrated by prolonged admission and uncertain recovery (Taşdemir & Taşdemir, 2026). Providers therefore carry not only the work of treating the burn, but also the work of explaining, reassuring, negotiating, and sometimes absorbing blame. The literature suggests that communication with families is not peripheral to burn care; it is one of the reasons the work becomes emotionally heavy.
A third theme is the persistence of organisational frustration. Studies repeatedly link provider distress to staffing shortages, weak institutional support, limited specialised training, and inadequate resources rather than to individual weakness alone (Bayuo & Agbenorku, 2021; Gupta et al., 2021; Taşdemir & Taşdemir, 2026; Yelvington et al., 2024). This is a critical point. If provider strain is treated only as burnout at the level of the individual, the structural causes of that strain disappear from view. The better studies show the opposite: emotional burden intensifies where teams are understaffed, pain management is imperfect, specialised preparation is weak, or psychological support is absent (Gupta et al., 2021; Karahan et al., 2022; Taşdemir & Taşdemir, 2026). Provider experience is therefore organisationally produced, even though it is personally felt.
Another recurring but underdeveloped theme is coping. Several studies imply that providers rely on emotional distancing, teamwork, routine, faith, or personal resilience to continue working in distressing conditions (Dartey et al., 2023; Gupta et al., 2024; Karahan et al., 2022). Yet this part of the literature is still more descriptive than analytical. It identifies coping strategies but rarely asks what such strategies cost over time or whether they protect care quality. Emotional distancing, for example, may help a nurse complete a painful dressing change, but it may also narrow space for empathy if sustained too long. Similarly, reliance on informal peer support may be helpful in the short term while also masking the absence of institutional psychological support. The literature therefore hints that coping is double-edged: it sustains practice, but may also normalise unsupported strain.
The evidence also suggests that provider experience may differ across professional roles, though this has not been well examined. Most studies foreground nurses because they spend the most continuous time at the bedside, but doctors, anaesthesia staff, rehabilitation workers, and other team members likely encounter the same case through different forms of responsibility. A doctor may carry the burden of urgent decisions under uncertainty, while a nurse may carry the burden of repeated painful procedures and prolonged bedside contact. A therapist may experience frustration around rehabilitation adherence or scar management. Because much of the literature remains nurse-centred (Gupta et al., 2024; Karahan et al., 2022; Taşdemir & Taşdemir, 2026), it risks narrowing the field of experience too quickly. Dartey and colleagues provide an important African contribution by showing that nurses caring for burned children in Ghana report emotional strain, practical difficulty, and coping efforts similar to those found elsewhere (Dartey et al., 2023). Even so, African evidence remains limited, multidisciplinary evidence is even thinner, and Malawi-specific provider evidence remains especially sparse.
[bookmark: _Toc233374303]Support needs and implications for the present study
The provider literature does not only identify distress; it also points, sometimes indirectly, to support needs. Across studies, staff call for stronger specialised training, better pain-management support, improved staffing, clearer protocols, and more institutional recognition of the emotional demands of burn care (Gupta et al., 2021; Karahan et al., 2022; Taşdemir & Taşdemir, 2026). Some studies also imply the need for multidisciplinary teamwork and psychological support systems rather than relying solely on personal coping (Bayuo & Agbenorku, 2021; Yelvington et al., 2024). The important point is that support needs are not separate from clinical quality. Where staff lack preparation, equipment, or emotional support, the quality and sustainability of care are also threatened.
In Malawi, this issue becomes sharper because the existing literature already shows significant structural strain. Recent studies have clarified mortality patterns, transfer-related risk, financing gaps, and barriers to selected treatment processes (Aminu et al., 2026; Ng’ambi et al., 2025; Purcell et al., 2021; Shah et al., 2024). What remains largely unexamined is how healthcare workers themselves interpret these conditions in daily practice. The literature says little about how they experience repeated exposure to children’s pain, how they navigate shortages, how they cope with moral distress, or what forms of support they see as most necessary.
The support literature itself also has limits. It is stronger at identifying what is missing than at evaluating which responses work best. Calls for more staffing, better specialised training, clearer protocols, and psychological support are common (Gupta et al., 2021; Karahan et al., 2022; Taşdemir & Taşdemir, 2026), but few studies test structured interventions or compare different support models in resource-constrained burn settings. As a result, the field knows more about the existence of need than about the most feasible response to that need. This is a weakness in practical terms, because support recommendations can easily become generic unless they are grounded in the realities of a particular service.
This gap is not only geographic but also conceptual. Existing literature often discusses epidemiology, clinical management, systems barriers, and staff wellbeing in parallel. Yet the experience of caring for children with major burns sits at the intersection of all four. It is in day-to-day practice that these domains converge: the severity of the child’s condition shapes workload, shortages shape clinical choices, family distress shapes communication, and repeated exposure to suffering shapes the emotional climate of care. A qualitative study at Queen Elizabeth Central Hospital is therefore justified because it can show how severe injury, complex care, resource scarcity, and provider wellbeing are lived together rather than as separate categories. It can also clarify whether providers see their main challenges as material, emotional, organisational, or relational, and how those dimensions interact in routine practice. In that sense, the study is positioned not only to document difficulty but also to make later support recommendations more context-sensitive and more credible.
[bookmark: _Toc233374304]Research gap
Taken together, the literature establishes that paediatric major burns remain common among very young children in low-resource settings, that outcomes are shaped by both injury severity and health-system weakness, and that the care required is prolonged, technically demanding, and emotionally heavy (Jordan et al., 2022; Naber & Sheridan, 2024; Palmieri, 2024; Purcell et al., 2021; Shah et al., 2024; Wondifraw et al., 2025). It also shows that healthcare workers in burn settings frequently report stress, emotional fatigue, organisational frustration, and inadequate support (Bayuo & Agbenorku, 2021; Gupta et al., 2021; Karahan et al., 2022; Taşdemir & Taşdemir, 2026).
What remains insufficiently explored is how these pressures are experienced by healthcare providers caring for children with major burns in Malawi, and specifically at Queen Elizabeth Central Hospital. The present study addresses that gap by focusing directly on providers’ experiences, the challenges they face, and the support they need within a resource-constrained public-hospital setting.
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