Professional Burnout and Resilience: Escalating Well-
Being Challenges During the Ongoing Global Crisis

Miodrag S. Milenovi¢*, Bojana R. Mateji¢, Dusica M. Simi¢

and Markus M. Luedi

*Correspondence email: milenx67@gmail.com

Abstract

Anaesthesiologists have a key role in the management and care of critically ill and injured patients across various

health care settings, from prehospital care to operating rooms and intensive care units. Their responsibilities are

compounded by rapid technological advancements and evolving professional standards, particularly in low- and

middle-income countries, where they often face greater workloads due to workforce shortages. These

requirements can lead to burnout, characterized by emotional exhaustion, depersonalization, and reduced

personal accomplishment, as identified by the Maslach Burnout Inventory. Recent studies reveal disturbingly

high levels of burnout among anaesthesiologists, particularly in low- and middle-income countries, where the

lack of trained personnel amplifies stress and impacts patient safety. To combat this issue, a metaperspective on

global burnout rates and the implementation of tailored support programs are essential. Developing emotional

intelligence among anaesthesiologists is crucial for enhancing resilience and improving patient care outcomes.

The World Federation of Societies of Anesthesiologists is actively promoting training initiatives to address these

challenges, recognizing anaesthesiologists as key leaders in pursuit of safe surgical care globally.
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Anaesthesiologists are integral to the care of critically
ill or injured patients, engaging in everything from
prehospital management and emergency room care
ad hoc to scheduled diagnostic and therapeutic
procedures. With the constant external demands,
their role requires not only expertise and skill but
also heightened professionalism and responsibility.
They are trained to stay attentive, react swiftly and
effectively in critical situations, and consistently

uphold the highest standards of patient safety."?

Anaesthesiologists’ high level of specialization means
they face the challenges of rapid technological and
scientific advancements, coupled with frequent changes
in professional and bureaucratic standards. Their
expertise extends through highly specialized operating
rooms and critical care units, covering the entire care
continuum from the prehospital phase to the emergency
department, operating room, and intensive care unit.
Additionally, anaesthesiologists play important roles in
nonclinical, resource-based decision-making, especially
in the aftermath of hybrid attacks on health care
institutions. After-action reviews of terrorist incidents

in several European capitals have highlighted the critical
role of anaesthesiologists in managing patient flow,
logistical support, triage, and advanced care, particularly
as these attacks have unexpectedly overwhelmed
hospitals with civilian casualties.’

The development of the theoretical concept of burnout
and attempts at operationalization during the last few
decades of the 20th century is a period marked by
significant contextual changes in the social environment.
Specifically, accelerated technological and scientific
advancements were accompanied by phenomena such as
professionalization, bureaucratization, standardization,
and increasingly stringent control of various social
activities. On the other hand, rising professional
demands needed to be reconciled with individual
aspirations for self-affirmation, particularly affecting
highly specialized professionals who seek fulfilment
and satisfaction from their work and workplace.*

From the initial stages of conceptualizing this
phenomenon, often described as nonempirical in the
1980s, we progressed to an empirical stage characterized
by an increasing volume of research data. Numerous
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studies, editorials, and books have been published on this topic. Various
conceptual models and measurement instruments have been proposed to
more accurately measure or better define this syndrome. Some authors
have described it as severe dissatisfaction and disappointment,
accompanied by exhaustion, unpleasant feelings, and reduced
motivation as well as the development of a dysfunctional and
noncompetitive attitude toward work. Others have described
burnout as “a state of exhaustion with too high expectations, where
vitality, drive, and energy wane like a dying candle or a depleted
battery.” Continuing with metaphorical descriptions, Maslach wrote
in a text published to mark 35 years of research on this phenomenon,
“The fire of initial enthusiasm and commitment to success has
burned out, leaving behind a blaze of exhaustion, cynicism, and
inefficiency.”

A researcher who explored this field during the last decade of the
20th century and the early years of the 21st century, Gil-Monte,
noted that when a worker experiences burnout, it typically indicates
dissatisfaction at work, which impacts relationships with colleagues
and those who use their services.® “Burnout syndrome” has become
a popular term for describing the universal personal distress caused
by workplace stress. The transitional characteristics of occupational
stress in industrial society are compared with the rapid and
profound transformation and development of the service economy
during globalization. Alongside significant social changes, such as
dramatic shifts in social communications, the phenomenon of
growing psychological pressure takes on a public and universal
dimension.”®

POTENTIAL DIFFERENCES BETWEEN HIGH-INCOME
COUNTRIES AND LOW- AND MIDDLE-INCOME COUNTRIES

In developed countries” health care systems, anaesthesiologists have
achieved notable professional acclaim and play a pivotal role as
integral members of interdisciplinary teams. They are actively
involved in collaborative scientific research across diverse fields,
reflecting their crucial contribution to advancing medical science
and enhancing patient care through teamwork and innovation.

In low- and middle-income countries (LMICs), anaesthesiologists
generally undertake similar responsibilities as their counterparts in
more developed regions but frequently face a significantly greater
workload. This is largely due to a shortage of qualified personnel,
which amplifies their challenges and demands. The intense demands
placed on these professionals can lead to significant psychological and
physical exhaustion, chronic stress, and difficulties in maintaining
healthy interpersonal relationships. Moreover, the relatively low
annual incomes of many anaesthesiologists in LMICs make it
challenging for them to meet their families’ basic needs. Currently,
the World Federation of Societies of Anaesthesiologists Workforce
Wellbeing Committee and national member societies are focused on
the professional well-being of their members. The issue of burnout is
frequently on the agenda.

BURNOUT SYNDROME MEASUREMENT

Although there is a considerable amount of published data on
burnout syndrome among anaesthesiologists, it is essential to
approach these findings with a critical perspective. Methodological

approaches vary widely, and the quality of studies is inconsistent.
The primary limitation to generalizability arises from the absence of
comparable data, influenced by factors such as differing study designs
(qualitative versus quantitative), inherent constraints of cross-sectional
studies, poorly defined study populations, variations in instruments and
cutoff points for the same scales, and inconsistencies in measuring overall
burnout.

Despite these challenges, anaesthesiologists are frequently identified as
one of the health care professions most affected by burnout. A fatigued
and exhausted anaesthesiologist may be more likely to compromise
patient monitoring, which can impair the interpretation of vital
parameters and potentially lead to incorrect decision-making. The need
to stay alert for extended periods, coupled with diminished physical and
cognitive abilities, can result in impaired judgment, delayed and
insufficient responses to clinical changes, poor communication, and
inaccurate recordkeeping. Therefore, gaining a deeper understanding of
the causes and consequences of burnout in anaesthesiologists can
enhance patient safety in the operating room and intensive care unit and

. . 9,10
across all areas of anaesthesiology practice.”

The Maslach Burnout Inventory, the burnout measure developed
through extensive psychometric research, continues to be the most
widely used tool for assessing burnout. Cristina Maslach defines burnout
as a psychological syndrome that arises from a prolonged response to
chronic interpersonal stressors in the workplace. The 3 key dimensions
of this response are emotional exhaustion, depersonalization (cynicism
and detachment from the job), and lack of personal accomplishment.
For some time now, we have been in the latest “semiempirical” phase,
which involves a sophisticated approach that includes studying the
pathogenesis of burnout, improving methods for quantification, refining
diagnostic techniques, and creating targeted treatment strategies.8

NEW DATA FROM LMICS

Over the last few years, data from LMICs have become more available
from studies focusing on burnout. The authors address the associated
sociodemographic and occupational factors leading to burnout with a
nationwide survey incorporating the Maslach Burnout Inventory, the
“golden standard” instrument.'® Researchers are achieving very high
response rates. In numerous publications, it has become somewhat
“fashionable” to report “disturbingly” high levels in 1, 2, or all 3
domains of burnout according to the Maslach Burnout Inventory.
The question of methodology should not be considered merely
rhetorical but rather a scientific concern. Problems arise from the
use of various measures that produce incomparable data. If similar
research questions are posed about other countries or regions, we
recommend using a stepwise multivariate logistic regression model
to extend the study’s model, as reasonably developed based on the
authors’ experiences.

Researchers conducting a cross-sectional study that examines only a
portion or segment of the research population and subsequently
report very high levels in the 3 major factors of burnout need to make
additional efforts to cover the entire population. For example,
researchers found that 39% of academic anaesthesiologists experienced
emotional exhaustion, 68.4% reported depersonalization, and 50.3%
reported a reduction in personal achievements, the 3 core factors of
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burnout. Holding a job outside of one’s primary career choice was
identified as a major risk factor in a multivariable analysis. The
disturbingly high levels of burnout, especially in the dimension of
depersonalization, should be addressed across the entire national
population of anaesthesiologists in future studies.

Some studies highlight issues related to a severe shortage of trained
manpower and equipment deficits. Notably, there are 1000 times
fewer appropriately trained anaesthesia providers in some LMICs
than in high-income countries (HICs).!113

WHAT CAN BE DONE?

Some health care systems recognize varying levels of training among
anaesthesia “providers,” which leads to differences in official
training, titles, incomes, and ultimately stress levels. We strongly
recommend continuing the assessment of burnout among all
anaesthesia providers in both LMICs and HICs to address existing
methodological limitations. Given the significant differences in
burnout prevalence among subpopulations of anaesthesia providers,
future analyses should explore potential predictors of burnout for
each subpopulation. This approach will facilitate the translation of
research findings into actionable knowledge, helping to inform
policies aimed at addressing burnout in diverse health care systems.

The challenges associated with extremely limited resources and
devastating clinical burden will go on,'? and innovative approaches are
urgently needed. With inexpensive professional development programs
supported by the World Federation of Societies of Anesthesiologists, the
Mongolian Society of Anesthesiologists significantly improved training
in Mongolia by developing leadership in acute care. Similarly, the recent
evolution of anaesthesiology in the Pacific region highlights the fact that
leadership development in teachers and trainees alike are key to
advancing our specialty. As recently stated by Kudsk-Iversen and
colleagues, we must focus on resilience to fight burnout and cessation of
professional practice in LMICs.'*"®

It is time to develop a metaperspective on global burnout rates among
anaesthesiologists and to embrace nontechnical dimensions in our
technical specialty. Although the challenges may differ from setting to
setting and country to country, evidence from both LMICs and HICs
teaches us that, when fighting burnout, emotional intelligence is key
for our profession and can be both learned and developed."
Developing qualities such as empathy, motivation, self-awareness, and
self-regulation will help anaesthesiologists serve as key players in acute
care, leading to safe surgery, obstetrics, and interventions as defined by
the Lancet Commission on Global Surgery. With safe surgical care as a
critical dimension of global health, one of the solutions for achieving
health, welfare, and economic development envisioned by the Lancet
Commission on Global Surgery**** defines a 2-hour response period
for safely managing Bellwether procedures (emergency laparotomies,
treatment of open fractures, and caesarean delivery) in first-level
hospitals worldwide.”?

A suitably trained anaesthesia workforce must be available globally.**
The World Federation of Societies of Anesthesiologists is supporting
that training, recognizing that anaesthesiologists are key leaders in
safely enabling the Lancet Commission on Global Surgery goals, even
in extremely resource-deprived settings.””> We strongly support all

future attempts by researchers to explore the alarming issue of burnout
among anaesthesiologists. Greater awareness of the causes, symptoms,
and consequences of burnout among health professionals is needed,
including implementation of specific policies and development of tools
to help providers develop resilience.?®

Our community must support the building of global resilience. The
measures countries use may be different, but the goal is the same.
Likely, finding sense in challenges is a common way to prevent

burnout in both LMICs and HICs alike.
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