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NAVIGATING THE PRESSURES: ADDRESSING OCCUPATIONAL STRESS AND 

BURNOUT AMONG ANESTHESIOLOGISTS AND ICU PROFESSIONALS (Abstract): 

Occupational stress and burnout have become critical issues in healthcare, particularly 

among anesthesiologists and Intensive Care Unit (ICU) professionals. By addressing these 

issues, we aim to foster a healthier work environment that can sustain the vital contributions 

of anesthesiologists and ICU personnel. Materials and methods: A cross-sectional survey 

was conducted among 49 anesthesiologists and intensive care unit (ICU) physicians working 

in several hospitals in the City of Iași, Romania. The survey included the Perceived Stress 

Scale (PSS), the Maslach Burnout Inventory (MBI), and additional demographic questions 

regarding job seniority, age, sex, and marital or long-term partnership status. Results: un-

derscores the central role of stress management in preventing emotional exhaustion. Al t-

hough the regression did not identify age, sex, or marital status as statistically significant 

predictors, the data trends still point to meaningful subgroup differences. These results align 

with previous research emphasizing the psychological toll of sustained high-pressure clinical 

environments where women may be more prone to emotional exhaustion, and younger male 

professionals may face higher risks of depersonalization. Conclusions: This study under-

lines the need for targeted interventions aimed at managing perceived stress as a method of 

preventing professional burnout. Promoting mental health, work-life balance, and organiza-

tional support should become institutional priorities, especially in critical areas such as anes-

thesia and intensive care. Keywords: OCCUPATIONAL STRESS, BURNOUT, ANESTHE-

SIOLOGISTS.  

INTRODUCTION 

Occupational stress and burnout have 

become critical issues in healthcare, particu-

larly among anesthesiologists and Intensive 

Care Unit (ICU) professionals. These highly 

specialized fields demand not only extensive 

knowledge and technical proficiency but 

also the capacity to perform under intense 

pressure, often with life-or-death conse-

quences. The unique challenges faced by 

anesthesiologists and ICU workers, such as 

long hours, high patient acuity, and the emo-

tional toll of critical care, contribute signifi-

cantly to their stress levels (1, 2). 

In recent years, the conversation around 

mental health in the medical community has 

gained momentum, revealing alarming rates 

of burnout among healthcare providers (3). 
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For anesthesiologists and ICU staff, the 

combination of high-stakes environments 

and constant vigilance can lead to chronic 

stress and burnout, adversely affecting their 

well-being and potentially compromising 

patient care (4, 5). Understanding the factors 

that contribute to occupational stress and 

identifying strategies to mitigate burnout are 

essential for ensuring the health and effec-

tiveness of these crucial healthcare workers. 

This article delves into the root causes 

of occupational stress and burnout among 

anesthesiologists and ICU professionals. It 

examines the psychological and physical 

demands of their roles, explores the impact 

of workplace stressors, and discusses evi-

dence-based interventions to support their 

mental health. By addressing these issues, 

we aim to foster a healthier work environ-

ment that can sustain the vital contributions 

of anesthesiologists and ICU personnel. 

 

FACTORS CONTRIBUTING  

TO OCCUPATIONAL STRESS  

AND BURNOUT 

1. High workload and long hours: 

Anesthesiologists: Often work long 

shifts and are on call for emergencies. The 

nature of their job requires constant vigi-

lance and precision (6). 

ICU Physicians: Manage critically ill 

patients, which involves complex decision-

making, frequent emergencies, and long 

hours (7). 

2. Emotional demands: 

Both specialties deal with life-and-death 

situations regularly, leading to emotional 

exhaustion (1). 

Interactions with patients' families dur-

ing critical times add to emotional stress 

(8). 

3. High responsibility and risks 

Anesthesiologists and ICU doctors are 

responsible for patients during critical 

phases, where errors can have severe con-

sequences (5). 

The need to stay updated with medical 

advancements and protocols increases men-

tal load (9). 

4. Working environment 

The ICU is a high-stress environment 

with alarms, equipment, and constant activ-

ity (6). 

Operating rooms for anesthesiologists 

are high-pressure settings, requiring intense 

concentration (7). 

5. Administrative and bureaucratic 

pressures 

Documentation, compliance with regu-

lations, and administrative duties add to the 

workload (10). 

Managing insurance and patient care 

coordination can be burdensome (11). 

  

MATERIALS AND METHODS 

Study Design 

A cross-sectional survey was conducted 

among anesthesiologists and intensive care 

unit (ICU) physicians working in several 

hospitals in the city of Iași. The survey 

included the Perceived Stress Scale (PSS), 

the Maslach Burnout Inventory (MBI), and 

additional demographic questions regarding 

job seniority, age, sex, and marital or long-

term partnership status (12-14). In Roma-

nia, anesthesiologists also manage inten-

sive care. For simplicity, the term anesthe-

siologist is used throughout this article 

(15). 

Data Collection 

Data were collected through a printed 

questionnaire distributed over a three-week 

period. Participation was voluntary, and 

responses were anonymized to ensure con-

fidentiality. Ethical approval for this study 

was obtained from the Research Ethics 
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Committee of “Grigore T. Popa” Universi-

ty of Medicine and Pharmacy of Iași (Ap-

proval No. 438/28.04.2024). 

 

Scales and inventories 

Perceived Stress Scale (PSS): A widely 

used psychological instrument for measur-

ing the perception of stress. Originally 

developed in 1983, it remains a valid and 

reliable tool to assess how different situa-

tions affect personal feelings and stress 

perception over the past month (10). 

Maslach Burnout Inventory (MBI): This 

tool assesses three core dimensions of 

burnout: 

 Emotional Exhaustion (feeling emo-

tionally drained and fatigued), 

 Depersonalization (developing a de-

tached or cynical attitude toward pa-

tients), 

 Personal Accomplishment (feelings 

of competence and successful 

achievement at work) (1). 

 

RESULTS 

Data from 49 respondents who complet-

ed the Perceived Stress Scale (PSS) and the 

Maslach Burnout Inventory (MBI) were 

analyzed. The purpose of the analysis was 

to identify statistically significant differ-

ences between demographic subgroups and 

to determine the predictors of emotional 

exhaustion. 

 

Descriptive Statistics 

 Average age: 40.2 years (range: 28-

63) 

 PSS Score (perceived stress): mean 

= 20.1, range = 4-35 

 Emotional Exhaustion (MBI-EE): 

mean = 24.8, range = 6-50 

 Depersonalization (MBI-DP): mean 

= 10.9, range = 0-26 

 Personal Accomplishment (MBI-

PA): mean = 25.2, range = 10-41 

 

Differences in  

Perceived Stress Between Sexes 

The independent t-test for PSS scores 

between men and women showed no statis-

tically significant difference: t(47) = -0.88, 

p = 0.39. Thus, no significant difference 

was found in perceived stress levels be-

tween sexes. 

 

Differences in Emotional  

Exhaustion Across Age Groups 

The ANOVA test indicated a trend to-

ward statistical significance between age 

groups in emotional exhaustion scores: F(2, 

46) = 2.44, p = 0.098. Although not signifi-

cant at p < 0.05, this result suggests a pos-

sible age-related influence that warrants 

further exploration in larger samples. 

 

Correlation Between  

Age and Depersonalization 

The Pearson correlation coefficient be-

tween age and depersonalization score was 

r = -0.028, p = 0.85, indicating no signifi-

cant relationship. 

 

Multiple Regression:  

Predicting Emotional Exhaustion 

The linear regression model included 

the following predictors: age, sex, PSS 

score, and marital status. Results showed 

that the only statistically significant predic-

tor of emotional exhaustion was the PSS 

score (p < 0.001). Sex, age, and marital 

status did not have a significant influence 

in the model. This suggests that perceived 

stress is a key determinant of emotional 

burnout.  

This finding underscores the central 

role of stress management in preventing 



Navigating the pressures: addressing occupational stress  

and burnout among anesthesiologists and ICU professionals 

439 

emotional exhaustion. Although the regres-

sion did not identify age, sex, or marital 

status as statistically significant predictors, 

the data trends still point to meaningful 

subgroup differences worth exploring in 

future research. 

The findings of this study indicate that 

perceived stress is the primary factor asso-

ciated with emotional exhaustion, the core 

dimension of burnout. Although no statisti-

cally significant differences were identified 

between sexes or age groups regarding PSS 

or MBI scores, observed trends suggest that 

women tend to score higher on emotional 

exhaustion, while younger male physicians 

are more at risk for depersonalization.  

These results align with existing litera-

ture that highlights increased vulnerability 

among younger or overburdened healthcare 

personnel (2, 3). 

The lack of influence of marital status 

corroborates other studies suggesting that 

emotional balance is not necessarily deter-

mined by this factor, but rather by effective 

social support and individual coping strate-

gies (13). 

 

DISCUSSION 

The findings of this study confirm the 

relevance of perceived stress as a key driv-

er of emotional exhaustion in anesthesiolo-

gists and intensive care professionals. Alt-

hough no statistically significant differ-

ences were observed between sexes or age 

groups in the Perceived Stress Scale (PSS) 

or Maslach Burnout Inventory (MBI) 

scores, the analysis showed a strong asso-

ciation between perceived stress and emo-

tional burnout, as evidenced by the regres-

sion model where PSS emerged as the only 

significant predictor (p < 0.001). 

These results align with previous re-

search emphasizing the psychological toll 

of sustained high-pressure clinical envi-

ronments (2)(3). While the t-test and 

ANOVA did not reveal statistically signifi-

cant group differences, the observed trends 

suggest that women may be more prone to 

emotional exhaustion, and younger male 

professionals may face higher risks of de-

personalization. These trends are consistent 

with studies reporting increased burnout 

vulnerability among early-career physi-

cians and female healthcare workers bal-

ancing professional and social expectations 

(4)(5). 

The absence of a statistically significant 

correlation between age and depersonaliza-

tion (r = -0.028, p = 0.85) indicates that 

emotional distancing may not necessarily 

be a function of age, but perhaps of work-

related coping strategies or organizational 

culture. Similarly, marital or partnership 

status showed no predictive power in the 

regression analysis, suggesting that emo-

tional resilience may be more influenced by 

individual or systemic factors rather than 

personal relationships (13). 

Taken together, these findings support 

the need for targeted interventions focused 

not only on reducing work-related stress 

but also on promoting psychological re-

sources and institutional safeguards. Burn-

out prevention should become a core com-

ponent of workforce well-being programs, 

especially in specialties where clinical 

intensity and emotional demand are persis-

tently high. 

 

CONCLUSIONS 

The analysis highlights that although 

there are no statistically significant differ-

ences between sexes or age groups regard-

ing PSS and MBI scores, perceived stress 

remains a major predictor of emotional 

exhaustion.  
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This study underlines the need for tar-

geted interventions aimed at managing 

perceived stress as a method of preventing 

professional burnout. Promoting mental 

health, work-life balance, and organiza-

tional support should become institutional 

priorities, especially in critical areas such 

as anesthesia and intensive care. Future 

studies should include larger samples and 

longitudinal analyses to track the progres-

sion of burnout over time. 
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