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Abstract

This research aimed at studying nurse-family communication in the Internal Medicine Unit of Yaounde Central Hospital in
Cameroon and how these encounters are affected by healthcare providers' power dynamics, communication breakages, and moral
distress. A critical ethnography for this research obtained data through semi-structured interviews and other forms of
communication with nurses, as well as those involved with patients in the department including families/caregivers. Thematic
data analysis was conducted based on the power and practice relations framework. Three major and interrelated themes were
identified. 1) Fragmented Communication Pathways: Small and sporadic communication channels for exchanging information
between health workers and the patient's family members; 2) Unequal Power Relations in Communication: A situation where
the doctor's supremacy tends to dominate both nurses and family members, resulting in the disenfranchisement of these two
groups; 3) Perpetual Moral Distress: Continuously being in a state of ethical discomfort which is, for the most part, due to the
inadequacies of the healthcare system. According to the investigation, insufficient communication, unbalanced power relations,
and moral distress are different yet interconnected phenomena in this situation. Hospital authorities should tackle these problems
through system-wide changes, setting up structured communication pathways and fostering an environment that promotes
communication. Through this research, moral distress as a concept is advanced by redefining it as the interaction pattern of
behaviors in intricate relationships within the healthcare system where power disparities and communication failures as the
underlying condition are particularly context-specific for resource-constrained Critical Care settings. It aims to influence policy
and nursing practice through identifying the necessity for fair decision-making, communicative framework development
concerning case situations, and welfare that is provided by structures such as ethical competence that enhances nurse
advocacy/care partner roles in patient- and family-centered care.
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1. Introduction

The internal medicine unit (IMU) of the Yaounde Central
Hospital is one of the important units of the hospital which
focuses on the treatment of medical conditions affecting adults
such as heart problems, diabetes, infections, and multisystem
disorders. This unit is widely regarded worldwide as highly
complex clinical setting where communication is a major fac-
tor in determining patient outcomes, family experiences, and
ethical decision-making. In these environments, patients who
are critically ill are often unable to communicate; thus, health
care providers and family members become the ones who in-
terpret clinical data and negotiate decisions surrounding care
[1]. However, communication in IMUs tends to be irregular
and is influenced by several factors including; organizational
pressures, shortages of staff, and hierarchical structures that
regulate the flow of information [2].

Communication in IMUs goes far beyond just transferring
information; it is profoundly relational and ethical, since it is
through communication that families come to understand a pa-
tient's prognosis, decisions are openly explained, and trust is
either built or broken [3]. Research indicates that families of
IMU patients not only experience confusion but also emo-
tional upheaval as they have to cope with receiving incon-
sistent information and the absence of a systematic communi-
cation method [4].

In nursing practice, communication barriers are one of the
main reasons nurses experience moral distress, a situation
when nurses know the right thing to do, ethically speaking, but
are prevented from doing it by institutional or hierarchical
pressures. Moral distress has been extensively discussed in the
literature in relation to IMU settings and has been found to
contribute to emotional fatigue, burnout, and lower work sat-
isfaction [5]. In resource-limited settings like Cameroon, these
difficulties are made worse by the very few staff, poor facili-
ties and the lack of formal communication rules. Cultural hab-
its that support decision-making based on authority only very
much restrict communication between doctors and pa-
tients/families to collaboration [6].

Though the international literature on communication in
IMUs and moral distress is increasing, there is still a lack of
context-specific qualitative research in African IMUs that
looks at the intersection of these two phenomena. The study
presented here focuses on this issue by carrying out an inten-
sive critical ethnographic study of nurse-family interactions in
the IMU of Yaounde Central Hospital.
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2. Problem Statement

Whilst it is generally accepted that communication is an es-
sential element of high-quality internal medicine care, in
many resource-constrained environments, its implementation
is still fragmented, uncoordinated, and poorly structured [7, §].
One of the main complaints raised by family caregivers is that
they receive contradictory information about patient condi-
tions which not only causes confusion and anxiety but also
leads to mistrust of the care process [9]. In contrast, IMU
nurses have a primary communicative role with families but
are not given formal decision-making powers. The resulting
mismatch between responsibility and authority creates a situ-
ation where ethical concerns arise, and the nurses are emotion-
ally burdened [10].

Recent studies conducted by Howard Silverman and Kim
H. indicates that some of the significant causes of moral dis-
tress among nurses include structural constraints such as the
lack of cooperation between nurses and doctors, absence of
ethical environment, and insufficient organizational assis-
tance. Some of the consequences of the above include power-
lessness, ethical dilemma, emotional exhaustion, and staff
turnover intentions, among others [11, 12].

Empirical evidence drawn from two studies carried out in
Cameroon shows that breakdowns in communication, power
differences, and organizational distress are not fully investi-
gated yet but are related phenomena within the healthcare in-
dustry in Cameroon. The first study, undertaken by Esther L.
Wanko Keutchafo and Jane Kerr, examines how older patients
in Cameroon interpret the non-verbal communication of
nurses. It highlights the critical influence of poor communica-
tion skills on patients' perception of the service. The research-
ers noted that, in Cameroonian healthcare institutions, there is
a lack of effective communication practices for which there is
little evidence [13]. The second study done qualitatively
among nurses working in public health facilities in Cameroon
demonstrates that stress factors like inadequate pay, organiza-
tional constraints, emotional burnout, and poor working envi-
ronment affect nurses' morale and professional practice ad-
versely. The findings point to the negative impact of organi-
zational and structural limitations on professional nursing
practice and nurses' psychological well-being [14].

From the above discussion, it can be seen that even though
empirical evidence on the phenomenon of nurses' distress in
IMUs in Cameroon is scanty, existing evidence shows that
there are several factors contributing to nurses' experiences of
stress and their practice. Consequently, one may conclude that
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the problems under investigation will not be resolved without
a proper understanding of the situation and may end up focus-
ing on the symptoms rather than the roots of the problems [4].

3. Methodology

3.1. Study Design

We conducted a descriptive and exploratory study using a
critical ethnographic method focused on communication
among nurses and family members in the IMUs. The study
focused on how power relations, communication breakdowns,
and moral injury among healthcare workers shape communi-
cation practices within the unit. Thus, not only can critical eth-
nography inform researchers about social interactions in clin-
ical settings and the contexts of cultures or subcultures that
influence health, but also provide insights into how communi-
cation and decision-making may be influenced by structures
of inequality, dominance, and marginalization. Ironically, this
method enabled the authors to disclose that it is institutional
hierarchies and resource limitations that condition these nor-
mal routines and experiences in the IMU.

3.2. Study Setting

The study took place at the Internal Medicine Unit of Cen-
tral Hospital of Yaounde which is one of the largest teaching
hospitals in Yaounde, Cameroon. This hospital provides spe-
cialized care for adult patients with both acute and chronic
conditions. The unit was characterized by high patient acuity,
limited resources, and complex interprofessional interactions,
conditions under which challenges related to communication,
ethics, and power dynamics commonly emerge. This setting
was particularly suitable for the study because it enabled an
exploration of the interrelationship between communication
practices and structural constraints within clinical care.

3.3. Study Population and Sampling

The study included both registered nurses working in the
IMU and family members who served as the primary caregiv-
ers for patients in the IMUs. These two populations were se-
lected because they play central roles in communication and
decision-making regarding patient nursing care. Participants
were selected for the study based on purposive sampling and
were chosen because they were deemed to possess useful and
diverse experiences of interactions by the researchers.

3.4. Inclusion Criteria

Inclusion criteria required that nurses possess a minimum
of six months of experience with the unit, indicating clarity to
track communication patterns and ethical issues in the setting.
Also included were family caregivers over the age of 18, since
they had been exposed to the care environment long enough
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to provide meaningful feedback (at least 48 hours following
admission of their loved ones). Data collection continued until
theoretical saturation was obtained, that is, no additional
themes or ideas were derived from the data. In total, there were
14 nurses and 12 family caregivers in our study, providing am-
ple perspectives from both groups.

3.5. Data Collection

The research used interviews, observations, and field notes,
thus contributing to an effective methodology for collecting
data. The triangulation of methodologies improved the valid-
ity of results obtained from the study.

3.5.1. Interviews

We also performed one-on-one, semi-structured interviews
with nurses and family caregivers about a range of topics:
communication experiences; the perception that either fami-
lies-or health care professionals have power over each other;
and finally ethical challenges or moral distress. The semi-
structured design of the interview guide helped participants
share with us in their words, while also providing a guarantee
that key constructs were addressed. Interviews, either in Eng-
lish or French, were audio recorded with participants' consent
and transcribed verbatim.

3.5.2. Observation

In addition to the interviews, non-participant observation of
healthcare-provider—family member interactions were con-
ducted in real time within the unit. Observations focused on
communication patterns, decision-making and displays of au-
thority or hierarchy within the unit These observations pro-
vided contextual insights that complemented the qualitative
data obtained from the interviews.

3.5.3. Field Notes

Field notes were recorded throughout data collection to cap-
ture non-verbal expressions, contextual information and re-
flexive commentary from the researcher. These notes formed
an essential secondary data source and facilitated a richer in-
terpretation of the findings observed.

3.6. Data Analysis

Data were thematically analyzed using a practice-based
power relations framework. The first step of the analysis in-
volved repeated reading of the data to familiarize myself with
the interview transcripts. Then an inductive coding was used
to identify meaningful units of data, and these were later or-
ganized into categories and themes.

The analysis was an iterative process consisting of constant
comparison across interviews, observations and fieldnotes for
coherence and depth. In this process, three major interrelated
themes were uncovered: scattered communication pathways,
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imbalanced power dynamics in communication and an inevi-
table cycle of moral distress. These themes were also analyzed
through a critical lens, providing insights on how communica-
tion breakdown and power imbalance compromise ethical and
psychosocial challenges in the IMU.

3.7. Ethical Considerations

Ethical approval was obtained from the respective institu-
tional review bodies for the study. All participants received a
detailed description of the study and consented to take part.
Personal identifiers were removed and all transcripts and re-
ports used pseudonyms so that confidentiality and anonymity
were strictly maintained.

Since IMU encounters can be associated with trauma, the
emotional state of participants was also closely scrutinized.
Interviews were conducted in a calm manner, and the partici-
pants were advised of their right to withdraw from the study
at any time without penalty. Qualitative research governing

ethical standards were adhered to, including complete confi-
dentiality as data was stored safely and can only be viewed by
the research team.

4. Results

4.1. Demographic Characteristics of
Participants

Twenty-six participants from the IMUs of Yaounde Central
Hospital's participated in this study. The participants included
both nurses working in the IMU (14) and family members (12)
who were directly involved with the care of their loved ones'
rehabilitation/communication during their stay in the hospital.
The demographics of the sample provided a balance between
years of clinical experience and diversity of relationships
among the family caregivers, leading to a diverse context for
the study of communication in the IMU.

Table 1. Demographic Characteristics of Participants (n = 26).

Variable Category
Participant Type Nurses
Family caregivers
Gender Female
Male
Nursing Experience 1-5 years
6-10 years
>10 years
Caregiver Relationships Spouse
Parent
Sibling/Other

The demographic profile indicates that the majority of
nurses had mid-level experience. This is key to understanding
how communication behavior develops based on exposure to
hierarchical structures, such as nursing and other staff,
through institutional routinization processes. Similarly, the
majority of family caregiving was done by spouses or parents,
demonstrating a commitment to making decisions with a sig-
nificant emotional investment.
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Frequency (n) Percentage (%)
14 53.8
12 46.2
15 57.7
11 423
5 357
6 429
3 214
5 41.7
4 333
3 25.0

4.2. Frequency of Emergent Themes

Analysis found three main themes emerging multiple times
from interviews, observations, and field notes. These themes
were intertwined, not separate, representing the complicated
relationship and institutional complexities of the IMU.
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Table 2. Frequency of Emergent Themes.

Theme Description Frequency Across Data Sources (n=26) Proportion (%)
Communication Fragmented, inconsistent, and unstructured
. . 24 92.3

Breakdown communication between staff and families
Power Asymmetry Hlerarchlcal dominance of phys1?1'ans and lim- 2 346

ited autonomy of nurses and families

Emotional thical sufferi i
Moral Distress motional and ethical suffering experienced by )1 20.8

nurses due to systemic constraints

The overlaps and similarities among these three themes
demonstrate that these occurrences are not unique and instead
illustrate systemic conditions that impact patient care in Ya-
ounde 's Intensive Care Unit.

4.3. Thematic Findings

4.3.1. Communication Breakdown - The Reality of a
Systemic ICU

Communication in the Intensive Care Unit was consistently
described as being disjointed, inconsistent and reliant on the
availability of individual staff members as opposed to any
structured institutional guidelines. Due to conflicting mes-
sages among health care professionals, family members were
frequently left uncertain about the condition of their loved one.
One family member was openly frustrated by this discrepancy:

“In the morning, I am informed that the patient is stable,
yet by the evening, another staff member reports that the pa-
tient is in critical condition. Such inconsistencies make it dif-
ficult to know which information to trust"

The inconsistency wasn't just about information. Families
said it made them more anxious and they lost trust in the care
process. Observers found that communication was mostly re-
active. Staff only spoke when families asked for updates, not
through scheduled information sharing. Nurses admitted this.
They blamed workload and staffing limits.

"We are often overwhelmed. Sometimes you have to choose
between giving care and explaining things to families."

It shows that the communication breakdown isn't just one
person's failure. This is a result of organizational pressure and
limited resources.

4.3.2. Power Asymmetry and Hierarchical Control
of Communication

Power relations in the IMU were strongly hierarchical. Phy-
sicians were the ones in charge of clinical decisions and of
who got information. Though nurses were at the bedside all
the time, they were set up as intermediaries, not decision-mak-
ers. As one nurse put it plainly: “We are closest to the patient,
but we are not the ones who decide anything.” Family care-
givers see the same hierarchy when they deal with the system.
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Many said they felt left out of the real decision-making.

“We are only contacted when something needs to be signed.
Before that, no one consults us or seeks our input.”

It shows a communication model that mostly sends infor-
mation downward instead of sharing it. This setup reinforces
institutional authority and keeps shared understanding and
participation limited.

4.3.3. Moral Distress as a Continuous Ethical and
Emotional Burden

Moral distress was persistent for all IMU nurses. It was not
seen as a temporary discomfort but a steady emotional and
ethical burden. It came from facing the same situations again
and again where they knew what to do but couldn't act because
of institutional limits. One nurse said this about the conflict.

“You may know the most appropriate decision for the pa-
tient, but you cannot advocate for it because it is not your de-
cision.”

And that squeeze built up over time. Nurses said they car-
ried it home.

“Even when you go home, you are still thinking about the
patients you could not help the way you wanted.”

Family caregivers felt distress too. Mostly from not know-
ing and from uneven communication.

“The worst part is not knowing what is happening. Your
mind creates its own stories.”

When communication breaks down and power is uneven, it
doesn't just make things inefficient. It hits nurses and families
with real psychological and ethical harm.

4.4. Integrated Interpretation of Findings

The findings show that communication breakdown and
power asymmetry are tied to moral distress. They're not sepa-
rate, but depend on each other. Communication failures make
hierarchy stronger because transparency drops, and power dif-
ferences stop nurses from changing how people communicate.
All of it leads to ongoing moral distress for healthcare provid-
ers. In the IMU of Yaounde Central Hospital, these dynamics
look normal in daily practice. They seem embedded in the in-
stitutional culture, not just rare incidents.
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5. Discussion

5.1. Communication Breakdown as a Structural
and Organizational Phenomenon

This study shows that communication breakdown in the
IMU of Yaounde Central Hospital isn't just about individuals,
but structural and tied to how the health system works. The
inconsistencies point to no standard protocols and a frag-
mented flow of information. Staff end up relying on individual
initiative instead of institutional coordination [15, 16]. Recent
IMU research shows similar patterns. Communication failures
often come from heavy workloads and a lack of structured
ways to talk with families, not from individual negligence [2].
In critical care, this matters a lot, as families rely on healthcare
providers to explain rapidly changing conditions. If infor-
mation is inconsistent or delayed, families feel uncertain,
thereby reducing trust and increasing emotional distress [17].
Recent studies show that structured communication systems
improve family satisfaction and reduce anxiety in IMUs, thus
showing why institutional communication protocols matter
[4].

At Yaounde Central Hospital's IMU, there are no formal
communication systems. Communication is treated as an in-
formal clinical task instead of part of care, making messages
vary and pushes decisions onto individual discretion which is
dangerous in a high-stakes environment like intensive care.

5.2. Power Asymmetry and the Reinforcement
of Hierarchical Clinical Culture

The study shows IMU communication is shaped by strict
hierarchies as doctors are the sole decision-makers with nurses
and family caregivers being their subordinates. This makes
shared decision-making rare, making communication unidi-
rectional instead of being conversational [18]. Recent papers
say these hierarchies are still common in many low- and mid-
dle-income healthcare systems. Physician authority sits at the
center of clinical governance. This keeps teams from working
across disciplines and limits nurses' autonomy [5]. In this
study nurses said their role was mostly to communicate, not to
decide, as nurses often mediate between doctors and families
but have no real power to influence decisions leading to pro-
fessional frustration and inequality in interprofessional collab-
oration [19]. Family caregivers also reported being left out of
actual decision-making, which is of greater concern for patient
and family centered care in intensive care. Evidence shows
that when families aren't engaged in IMU decisions, it leads to
mistrust and dissatisfaction with care [9].

5.3. Moral Distress as a Systemic and Relational
Outcome

Moral distress came up in this study as something that IMU
nurses live with. It shows up as a persistent, deeply embodied
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experience. Due to institutional constraints, nurses are not able
to act on their ethical judgment. The literature now sees moral
distress as systemic and relational, rooted in organizational
structures and ethical environments and not just a personal
psychological problem [20, 21]. Recent critical care nursing
studies show a strong link between moral distress and repeated
exposure to ethically challenging situations where nurses lack
the authority to intervene even though they recognize patient
needs. This is connected to burnout, emotional exhaustion and
reduced quality of care [10, 22].

In the IMU at Yaounde Central Hospital, moral distress
grew from poor communication and strict hierarchies. Nurses
kept saying they felt an ethical tug between their duty and the
hospital's rules. They knew what good care looked like and
they couldn't do it. The stress piled up, remained unresolved,
carried on and became a moral residue over time [12, 23]. Re-
cent evidence shows that when moral distress goes unresolved,
it can seriously hurt workforce retention and professional en-
gagement, especially in high-intensity places like IMUs [6,
12].

5.4. Interrelationship Between Communication,
Power, and Ethics

One point from this study is that there is a communication
breakdown and power asymmetry, with moral distress tied in.
When communication breaks down, transparency falls, and
hierarchies tighten, with nurses having less agency and grow-
ing moral distress. This often causes nurses to pull back emo-
tionally or engage less in communication activities [24]. This
pattern fits theories that see healthcare as a complex adaptive
system. Structural setups shape relationships, and emotions
loop back into both. Recent work suggests that improving
IMU outcomes means tackling communication and power
along with ethical issues, treating them as linked, not separate

[4].

5.5. Contextual Influences in Resource-
Constrained Settings

The IMU at Yaounde Central Hospital works under tight
resources, few staff, and poor infrastructure. It makes commu-
nication harder, pushing decisions up the chain. Efficiency
gets priority over talking with families. Similar studies have
shown that limited resources shape how teams communicate
in IMUs. They often force providers to perform clinical tasks
first and skip structured family conversations [25].

In that setting, ethical care is hard to maintain. Limited time
and weaker chances to build relationships. So moral distress
and communication breakdowns become systemic.

6. Conclusion

This study shows that in the IMU of Yaounde Central Hos-
pital communication keeps breaking down, power is uneven
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and nurses face moral distress. Communication patterns are
not separate but are deeply connected to structural conditions
of care tied to broader systemic and organizational limits that
shape everyday clinical practice. Addressing these challenges
would require institutional reforms, improved communication
systems, a more equitable distribution of power, and stronger
ethical support for nurses.
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