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Abstract---All types of healthcare professionals can develop burnout 
syndrome (BOS), while those who serve in critical care and emergency 

units are more susceptible to it. The emergence of BOS is linked to an 

imbalance between a team member's personal traits and problems at 

work or with other organisational elements. BOS is linked to a 

number of negative effects, including as higher rates of employee 
turnover, lower patient satisfaction, and lower levels of care quality. 

BOS also has a direct impact on the mental and physical health of the 

many physicians and other healthcare workers that work in 

emergency and critical care settings around the world. Critical care 

medical professionals and other psychological illnesses went mostly 

undetected until recently. The current paper examines the burnout 
prevalence among doctors in critical care (CC) unit and emergency 

unit physicians, the risk factors (RF) of burnout and their 

consequences, prevention and treatment measures of BOS and 

intensive and non-ICU healthcare workers' burnout prevalence 

comparison were also studied. It finally concludes from the study that 

the physicians from the Critical Care Unit and emergency department 
unit are more stressed and prone to high burnout levels than others. 

Many burnout types of research focused on the negative impacts on 

patients of the condition, like the safety of patients, their happiness 

with their care, and the quality of the care they received. However, it is 

equally important to promote the well-being of medical workers. 
 

Keywords---Burnout syndrome (BOS), critical care, burnout, 

emergency care unit, physician, ICU, moral distress. 

 

 

Introduction  
 

Burnout has been defined as a protracted reaction to persistent interpersonal and 

emotional stress at work [1]. It is frequently the outcome of a period of exerting 

excess effort on the job while having insufficient downtime [2]. Burnout syndrome 

can occasionally result in clinicians treating their patients like objects rather than 
people and developing negative, cynical, antagonistic attitudes and feelings 
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toward them. Personal accomplishments that are lacking are an indication of low 

self-esteem, insecurity, as well as inefficiency in day-to-day activities. According 

to several studies, the percentage of fatigued physicians’ ranges anywhere from 
25 to 60 percent across all medical disciplines [3]. 

 

As per research surveys of both physicians in training [4] as well as practicing 

physicians [5], physician stress & burnout, an illness related to work that is 

classified by mental exhaustion, depersonalization, as well as a lower sense of 

personal achievement, has reached alarming proportions with an incidence that is 
either close to or exceeds 50 percent. Implications entail negative impacts on 

healthcare professionalism [6], patient safety, professional competence, and 

physicians’ services [7] as well as well-being & safety (considering many problems, 

such as mental illness & car accidents), healthcare system sales and profits, & 

physician professional workload substantial reduction. Evidence has 
demonstrated a correlation between one-point changes in burnout levels and 

significant variations in self-perceived severe medical errors, eight work-hour 

reductions, [8] and suicidal ideation [9].  

 

As a result of these worries, requests have been made for more focus on physician 

health, including initiatives to combat burnout [10]. Table 1 explains the 
symptoms of physician burnout.  It is now impossible to have a comprehensive 

understanding of the quality & findings of the literature on techniques to avoid 

and reduce burnout, which is a prerequisite for creating a solid basis for future 

studies to fill up the gaps.  

 
Table 1 

Symptoms of Physician Burnout 

 

Physical Symptoms Psychological Symptoms 

Headache Anger 

Muscle Tension Frustration 

Insomnia   Fear 

Exhaustion Anxious 

Fatigue Lack of ability to express happiness 

GI problems Not being professional 

 

Burnout prevalence among doctors in critical care (CC) unit and emergency 

unit physicians 
 

Numerous research findings [11–13] show that between 25 & 33 percent of CC 

and emergency unit doctors have serious symptoms related to stress and 

burnout, and up to 86 percent showed at least one of the three traditional signs, 

which are depersonalization, decreased personal achievement, and exhaustion 

[14]. Compared to other medical specialties, critical care and emergency unit 
clinicians encounter burnout more frequently [15]. The most prominent indicator 

of burnout among CC unit and emergency unit doctors is emotional exhaustion 

(73 percent), preceded by a failure of personal accomplishment (60 percent) and 

depersonalization (48 percent) [16].  A "contagion effect" may occur in enterprises 

with a hazardous work environment [17]. The significant lack of CC and 
emergency unit doctors and the need to recognize and address doctor stress & 
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burnout [15]. Up to 45 percent of the time, physicians who work in CC as well as 

in emergency unit have reported showing symptoms of serious burnout [18]. The 

incidence of burnout & stress in other CC and emergency unit healthcare 

professions, like healthcare professionals & social workers in physical, 
respiratory, occupational, and speech therapy, is poorly understood [19]. 

 

The risk factors (RF) of burnout 

 

The cross-sectional structure of the majority of previous investigations [20] makes 

it challenging to demonstrate the possible link between the majority of RF as well 
as the beginning of burnout. Four different types of RF can be recognized for 

burnout: (1) personal characteristics, (2) organizational components, (3) 

significant professional interactions, as well as (4) exposure to anxieties or 

concerns about death [20] (Figure 1). Self-criticism, unhealthy coping 

mechanisms, sleep deprivation, and an imbalance between work and life are all 
personal traits linked to burnout [21]. Idealism, perfectionism, and over-

commitment are additional personal risk factors for burnout; these traits are 

frequently seen in the greatest and most productive workers. On the other hand, 

extroverted, conscientious, and agreeable people are less prone to exhibit signs of 

burnout. Neurotic people are also more likely to experience burnout [22]. Burnout 

was once believed to be a phenomenon that only affected professionals later in 
their careers. Still, studies show that it is more common in younger physicians 

than in their more experienced counterparts and can begin as soon as residency 

training [23]. High rates of burnout have also been linked to lacking a strong 

support network outside the workplace, such as a spouse or children [24]. 

Organizational factors leading to burnout include: 
 

• An enormous amount of work 

• A lack of control over the workplace environment 

• Insufficient benefits 

• A disruption in the working atmosphere 
 

Burnout is a problem for CC and emergency unit doctors who cannot choose their 

days off, have a high patient turnover rate, or don't participate in an ICU working 

group [13]. Higher rates of physician burnout were also linked to having to make 

ethical judgements. The strained interactions between medical staff, patients, and 
their families are a substantial source of stress. End-of-life (EOL) issues, like 

caring for a dying person and participating in or observing decisions to 

discontinue life-prolonging therapies, are widely cited as RF among physicians. 

Consequently, increased levels of burnout amongst medical personnel in CC and 

emergency unit are associated with higher unit-specific survival rates [25].  
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Figure 1. Burnout RF (ICU= Intensive care unit) [20] 

 
Burnout Consequences 

 

Burnout consequences include posttraumatic stress disorder (PTSD), alcoholism, 

and even suicidal thoughts in critical care and emergency unit medical personnel 

[26]. Intrusion, avoidance, negative cognitive and affective changes, and 

noticeable changes in arousal and responsiveness are all symptoms of PTSD. A 
single catastrophic incident can trigger PTSD, as can chronic or recurring 

exposure to traumatic events. Additionally, nearly all doctors (98%) who have 

PTSD will also exhibit symptoms associated with burnout [16]. Participating in 

EOL challenges, being overburdened, caring for combative patients, observing 

injuries or severe bleeding, and providing post-mortem care are ICU-related 
factors for PTSD [27,28]. Many variables can impact a healthcare professional's 

decision to leave their current position. Moreover, burnout influences a 

healthcare expert's choice to abandon the line of work [28]. Since competent 

doctors who leave the ICU should be substituted, high turnover rates increase 

healthcare expenditures, reduce efficiency, weaken employee satisfaction, and 

lower the quality of care altogether [29]. 
 

Additionally, burnout relates to decreased efficiency and poor work performance, 

which affect the quality of care. There were strong dose-response relationships 

between burnout evaluations and medical blunders in investigations featuring 

primarily physicians. Following a medical blunder, doctors from CC and 
emergency unit may experience extreme work-related distress, including fear 

about prospective blunders, lack of confidence, difficulties sleeping, reduced 

employee satisfaction, and concerns of reputational damage [30]. Discovering 

techniques to minimize burnout and turnover among CC and emergency unit 

professionals would also likely have a substantial impact on the care grade and 

healthcare expenditure. 
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Burnout prevention and treatment measures 

 

No sizable randomized control trials have looked at current methods for treating 

or preventing burnout among critical care and emergency unit medical personnel. 
Two kinds of treatment options can be used to treat or prevent burnout 

associated with CC: (1) treatments aimed at enhancing the ICU atmosphere and 

(2) treatments focused on supporting patients in dealing with their 

circumstances. Establishing and maintaining a healthy work environment that 

encourages respect may be a crucial strategy for reducing stressful situations in 

the ICU environment [31,32]. An analysis from the American Association of CC 
doctors says that a healthy workplace needs to meet six specifications: 1) good 

communication, 2) authentic collaboration, 3) effective decision, 4) the correct 

combination of personnel, 5) constructive recognition, as well as 6) strong 

leadership [33]. A healthy ICU workplace should also emphasize "improving EOL 

care" and "preventing or managing conflicts." Communication, collaboration, and 
sensible decision-making during emotional extremes are necessary to encourage 

the team and minimize stressful situations. It can improve workplace health by 

holding team debriefings, engaging in organized communication, and 

collaborating with team members on significant decisions [34]. 

 

Health care providers should consider accepting personal responsibility for 
preserving their own mental and physical well-being and fostering resilience. 

Resilience is a multifaceted quality that enables someone to survive in challenging 

situations with rapid rates of change [35]. Table 2 explains potential solutions for 

critical care and emergency unit burnout prevention and treatment. Family care 

conferences are now urged within 72 hrs. of ICU admittance [36] to understand 
prognosis & treatment goals with the families of severely ill patients, especially 

those with serious sepsis as well as multiple organ system failures. These 

measures, coupled with the usage of palliative care & ethics counselling, may 

minimize the moral distress that ICU physician’s face, which is believed to be a 

significant mediator in the development of burnout. More research is required to 

find specific treatments for psychological illnesses like burnout and others in 
critical care as well as emergency unit medical personnel. Burnout treatment 

measures include academic institutions, group patient advocacy, professional 

organization, etc. Professional societies help members' education and 

informational requirements. These programs focus on improving medical 

knowledge, updating healthcare rules, and teaching new practices.  
 

Intensive and non-ICU healthcare workers' burnout prevalence comparison  

 

The surroundings of the ICU are very distinctive from that of the general wards. It 

has been discovered that burnout is more common in the ICU because the work 

is getting harder, the people with the disease are sicker, as well as members of 
the family & patients are under more mental trauma. According to four large-

scale research investigations, the incidence of burnout ranged from 28 percent to 

61 percent, suggesting that ICU healthcare providers were significantly more 

likely to experience burnout than the typical healthcare worker [37].  
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Table 2 

Potential solutions for CC and emergency unit burnout prevention and treatment 

 

Environment-related 
actions 

Encouraging a productive workplace 

mitigation strategies for RF ➢ Palliative care advice sessions 

➢ Ethics consultations 

➢ Defining each ICU patient's treatment objectives 

➢ Conference with family members within 72 hours of 

ICU arrival 

Team-based interventions ➢ Team debriefings 
➢ Using tools that are established for communication 

➢ Forming a team and interacting with others 

➢ Training 

Collaborative interventions 

 

 

➢ Debriefings with the entire team 

➢ Utilization of formal communication tools 

➢ Training in interpersonal skills and teamwork 

Practitioner-focused 

interventions 
 

 

➢ Stress management instruction 

➢ Calming strategies 
➢ Management of time 

➢ Practise with assertiveness 

➢ Meditation 

➢ Work-life balance indicators: family, interests, & social 

activities 
➢ Self-care practises include getting enough sleep, 

exercising, and maintaining a balanced diet. 

 

Conclusion  

 

Most of the research on burnout focused on the negative impacts on patients of 

the condition, like the safety of patients, their happiness with their care, and the 
quality of the care they received. However, it is equally important to promote the 

well-being of medical workers [38,39].  

 

Professionals in critical care and emergency unit nursing and their friends 

and families 
 

There should be services available to healthcare professionals who can recognise 

the signs and symptoms of burnout. Family members of CC and emergency unit 

medical workers should be notified of the warning signs of burnout and trained 

about its long-term consequences. 

 
ICU Unit-based Leaders 

 

Healthcare directors, unit-based administrators, as well as ICU nurse supervisors 

need to know if any of their staff have mental health problems that are happening 

at the same time. ICU nurse managers as well as medical directors can promote 
their workers to take part in running the unit, reward great work, and try to make 

the workplace a good place to be.  
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Professional Organizations 

 

Professional societies play a crucial role in their members' education and 

informational needs. These educational programmes frequently concentrate on 
advancing medical understanding, revising healthcare regulations, and imparting 

fresh methods of practise. Professional organisations should tell their members 

about burnout as well as other psychological problems that could hurt their 

mental and physical health, lower the quality of care they give to their patients, 

and dissuade trainees from going into their fields. 

 
Academic institutions preparing the next wave of healthcare workers 

 

In career guidance, academic institutions are crucial. The positions and 

specialties in which students and postgraduate trainees are most likely to 

succeed should be pursued. Nevertheless, fewer undergraduates and 
postgraduate trainees are being hired for specializations that involve a lot of 

stress. Career counsellors should enhance trainees' readiness for their chosen 

jobs and help them build more satisfying and long-lasting careers. 

 

Group patient advocacy 

 
Patient advocacy groups are primarily concerned with educating the public, 

influencing public policy, advancing scientific discovery, and enhancing patient 

care. Patient advocacy organizations should be concerned with enhancing 

healthcare personnel's capacity to provide patients with effective treatment, given 

the negative consequences of burnout on patient-centred outcomes. In 
conclusion, everyone needs to collaborate to create healthy working conditions in 

the intensive care unit (ICU), which will ultimately & most importantly, improve 

the level of care given to patients. 
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