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ABSTRACT

Introduction: Anesthesiology is a demanding medical specialty that requires intense focus, long working
hours, and frequent exposure to high-stress situations. These factors often lead to significant occupational
stress. Supporting the well-being of anesthesiologists is essential for maintaining patient safety and a
stable healthcare workforce.

Methods: We conducted a survey among anesthesiology residents and specialists in North Macedonia.
Standardized tools were used, including the Safety Attitudes Questionnaire (SAQ), WHO-5 Well-Be-
ing Index, and custom questions related to workplace culture, mental health, and teamwork. Data were
collected anonymously via Google Forms and analyzed with SPSS v29.0, focusing on work conditions,
psychological well-being, and burnout levels.

Results: A total of 100 participants participated—60% residents and 40% specialists. Residents reported
significantly higher stress and burnout, along with lower perceived support from institutions and weaker
team dynamics (p < 0.05). Specialists noted better job satisfaction and stronger organizational backing (p
< 0.05). Both groups highlighted a lack of mental health support and weak safety culture, particularly in
under-resourced settings; however, these differences were not statistically significant (p > 0.05). Overall,
resource limitations were widely recognized as key contributors to workplace challenges in middle-income
countries (p < 0.05).

Conclusion: Anesthesiology residents face higher levels of stress and lower job satisfaction compared to
specialists, with resource constraints worsening these disparities. To address these issues, targeted inter-
ventions are needed, including mental health support services, mentoring programs, stress management
training, and policies that promote a positive work environment and psychological safety.
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INTRODUCTION

In an ever-changing landscape of the work-
force in medicine, one medical specialty has gained
recognition as being a fundamental pillar in every
healthcare system: anesthesiology. Anesthesiolo-
gists were a pivotal workforce during the Covid-19
pandemic. During disasters, such as pandemics or

other types of natural or man-made disasters, an-
esthesiologists have the required medical skills,
such as airway management, hypovolemic shock
management, cardiopulmonary resuscitation, tri-
age, etc.—that make them the most sought-after
doctors to manage the disaster victims. In times
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of peace and prosperity, anesthesiologists pro-
vide safe anesthesia for patients of all age groups,
from neonates to geriatric patients, which requires
a large quantum of medical knowledge gained
through rigorous training during specialization
and continuous medical education. This variety of
medical aspects that are part of everyday work re-
quires certain mental sharpness and stamina from
anesthesiologists [1-3].

The well-being of anesthesiologists in re-
lation to their work has been receiving increas-
ing attention due to its enormous impact on both
professional performance and patient outcomes.
There is a widespread consensus that anesthesi-
ology is one of the most demanding medical dis-
ciplines. This specialty is characterized by a high
cognitive load, unpredictable work hours, and a
significant emotional strain [1, 2]. Burnout, job
dissatisfaction, and even the intention to leave the
profession are all potential outcomes of prolonged
exposure to stressors that are often associated with
a particular expertise [3, 4].

Burnout and psychological distress are sub-
stantially more prevalent among anesthesiology
workers, according to previous research [2, 5].
This is because the combination of high respon-
sibility, lengthy shifts, and short recovery time
significantly increases the likelihood of experi-
encing burnout.

Having a supportive organizational culture,
effective leadership, a workload that is reason-
able, chances for professional development, and
positive interpersonal interactions are all critical
components that can help reduce stress and en-
hance well-being [5, 6]. On the other hand, poor
communication, a lack of institutional support,
and an excessive administrative burden contribute
to unhappiness and attrition from the profession
[4-6]. During the course of their work as front-
line physicians involved in airway management,
critical care, and perioperative medicine, anes-
thesiologists were subjected to demands that had
never been seen before, which further emphasized
the need to implement systemic interventions that
were designed to preserve their well-being [7].

Although there is a greater awareness of
these challenges, there is still a dearth of com-
prehensive data that investigates the complex
factors that contribute to the quality of life that is
associated with employment among anesthesiolo-
gists. This is especially true when considering the
situation from the perspective of both those who
are trained in the field and those who are special-

ists. Additionally, anesthesiologists working in
low- and middle-income countries (LMICs) may
encounter even higher obstacles due to inadequate
resources, workforce shortages, and poor institu-
tional support, further compounding occupational
stress and burnout [8].

In response to these concerns, a compre-
hensive survey was carried out among residents
and specialists in North Macedonia to analyze
critical aspects of work satisfaction, mental health,
and circumstances in the workplace. Through the
identification of modifiable characteristics within
the work environment, the purpose of this study is
to provide useful insights that might inform strat-
egies for improving the professional life of anes-
thesiologists, thereby increasing both the health
of providers and the safety of patients.

MATERIALS AND METHODS

An evaluation that was cross-sectional,
anonymous, and based on questionnaires was
carried out. The survey was produced with Goo-
gle Forms, and it was meant to allow for quick
and confidential participation while maintaining
confidentiality. To ensure the confidentiality of
the responses, they were automatically gathered
and saved in a Google Sheets database that was
encrypted. Only the principal investigators had
access to this database.

Survey Structure and Content

There was a total of 28 core questions in-
cluded in the questionnaire, which was organized
into nine sections and included both standardized
and custom-designed items. Both types of ques-
tions were included. It included both closed-ended
questions and questions based on a Likert scale,
and it provided standardized answer choices to
ensure that the responses of different respondents
could be compared. According to the nature of
each issue, the majority of Likert scales were
five-point scales that ranged from "Strongly Dis-
agree" to "Strongly Agree" or their logical equiv-
alents. In addition, open-ended questions were
included to collect the additional comments and
suggestions made by the participants. Not only
did the survey have verified components from
internationally established instruments such as the
Safety Attitudes Questionnaire (SAQ), WHO-5
Well-Being Index, and Copenhagen Psychosocial
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Questionnaire (COPSOQ), but it also included
custom-developed questions that were custom-
ized to local healthcare settings. These additions
enhanced the validity of the data as well as the
contextual relevance of the gathered information.
Table 1 contains the presentation of the survey's
structure and content.

Distribution and Participant Recruitment

Email, institutional communication plat-
forms, and professional forums were the means
by which the link to the survey was communi-
cated electronically across the whole national
network of anesthesiologists. Participants in-
cluded both residents who were in the process
of becoming clinical anesthesiologists and spe-
cialists who were already working in the field.
At the time that the survey was being complet-
ed, the criteria for inclusion included partic-
ipation in clinical anesthetic practice as well
as current employment as an anesthesiology

Table 1. Survey Structure and Content

resident or specialist. Without exception, par-
ticipation was fully voluntary and anonymous.
Arigorous adherence to confidentiality was main-
tained throughout the whole process of data col-
lection, and no personally identifying information
was gathered about the participants. The Insti-
tutional Review Board conducted a review and
gave its approval to both the study protocol and
the survey instrument before they were sent out
to participants. Respect for individuality, privacy,
and voluntary involvement without any kind of
compulsion were among the ethical standards that
were adhered to during the course of the research.

Sample Size Determination
and Power Analysis

The sample size was established based on
the study's principal aim: to identify substantial
disparities in stress, burnout, and perceived in-
stitutional support between anesthesiology resi-
dents and specialists operating in resource-limited

Section Focus Area Numbf:r oit Example
Questions
Demographics Profession, years of experience, department 5 Resident, Specialist
Workplace Culture Respect, inclusivity, leadership support 4 L51esip (B Ol i e
p pect, Y, p supp (Likert 1-5)
Interpersor.lal Teamwork, conflict resolution, colleague 3 Satisfaction with teamwork
Relationships support
Work Circumstances . .
& Facilities Equipment, workload, safety protocols 4 Adequacy of equipment
Mental He.a it e Work-related stress, coping mechanisms 5 Wit bk, pesr
Wellbeing support
B Access to mental health resources, burnout 4 Hospital pr9V1des
awareness counseling
Workplace Safety S e, tessse Bk ions 5 Encouragement to report
Culture concerns
Mesntal Health Emotional wellbeing and burnout 2 WHO-5
creening
Management Support Leadership interest, psychological support 5 T

(Additional)

availability

Legend: The questionnaire includes validated components from four internationally recognized instruments:
the Safety Attitudes Questionnaire (SAQ), the WHO-5 Well-Being Index, and the Copenhagen Psychosocial
Questionnaire (COPSOQ). Permission to use these instruments was obtained as follows: The WHO-5 is
freely available for non-commercial academic use; the SAQ was used under educational research terms; and
the COPSOQ was accessed under the terms of its Creative Commons Attribution License (CC BY-SA 4.0).
Custom-designed items were created by the authors to reflect the specific clinical and cultural context of

anesthesiology practice in North Macedonia.
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settings. A priori power analysis was conducted
utilizing G*Power 3.1.9.7, focusing on a two-
tailed Mann-Whitney U test (the nonparametric
alternative to the t-test for independent samples),
presuming a medium effect size (Cohen’s d=0.5),
a significance threshold (o) of 0.05, and a statis-
tical power (1—f) of 0.80. The computation re-
vealed that at least 64 participants (32 each group)
were necessary to detect significant differences
between groups. To improve generalizability and
address probable non-responses, we enlisted 100
participants (60 residents and 40 specialists). This
surpassed the minimum sample size criterion and
facilitated subgroup comparisons. Statistical anal-
yses were conducted using SPSS v29.0, employ-
ing suitable nonparametric tests (Mann-Whitney
U, chi-square, Fisher’s exact) according to data
distribution. These measures guaranteed enough
statistical power and dependability in achieving
the study's objectives.

Statistical Analysis

For the purpose of data analysis, IBM
SPSS Statistics for Windows, Version 29.0,
was utilized. In order to provide a concise
summary of demographic factors, workplace
conditions, interpersonal interactions, mental
health indicators, and views of organization-
al support, descriptive statistics were utilized.
Examples of categorical variables were presented
in the form of percentages and frequencies. The
non-normal distribution was evaluated visually
and through the Shapiro-Wilk test, and as a result,
medians and interquartile ranges were provided
for both ordinal and continuous data. For cate-
gorical variables, the chi-square test or Fisher's
exact test was utilized, and for ordinal or contin-
uous nonparametric data, the Mann-Whitney U
test was utilized. Group comparisons were carried
out using these statistical methods. A p-value with
two tails that was less than 0.05 was regarded as
statistically significant.

RESULTS

The survey was completed by a total of
one hundred specialists in the field of anesthe-
siology; sixty percent of whom were residents
and forty percent were specialists. Chart 1 pro-
vides a summary of the distribution of partici-
pants according to their occupation, number of

years of residency, and number of years of pro-
fessional experience. ICU/Critical Care (20%),
Pediatric Anesthesia (10%), and other specialist
units (23%), followed by the General Operation
Room (47%), were the most common places of
employment for the majority of the participants.

Year of Residency (Residents Only)

Resident in Anesthesia vs Anesthesiologist
>4 years

<2 years 26.1%

Anesthesiologist 2-4 years

Years of Experience (Specialists Only

>10 years
<5 years
30.0%
5-10 years

Chart 1. Patients demographic overview

In general, the assessments of workplace
culture were positive, with high scores for re-
spect, inclusivity, and the approachability of
leadership personalities. However, the ranking
for mission alignment was significantly low-
er than the other categories. Chart 2 provides a
graphical representation of the ratings given to
the culture of the company. There were no statis-
tically significant differences identified between
the ratings that residents and specialists reported
for the workplace culture (Mann-Whitney U test,
p > 0.05). However, residents reported slightly
lower scores than specialists. Positive ratings
were given to interpersonal interactions, with
medians of four for teamwork and colleague
support and three for the effectiveness of con-
flict resolution (interquartile range: three to five).
The work environment revealed a median score
of four for satisfaction with safety protocols (in-
terquartile range: three to five) and a score of
three for the appropriateness of equipment and
the manageability of tasks (interquartile range:
three to four). Sixty-two percent of respondents
acknowledge that there are resource limitations
that have an impact on patient treatment. Resi-
dents reported with a somewhat lower level of
satisfaction regarding teamwork and a stron-
ger impact of resource limitations on patient
care, when compared to specialists, although
the difference was not statistically significant
(Mann-Whitney U test, p > 0.05).

The participants said that stress related to
their jobs was a considerable burden, as it af-
fected more than half of them. Furthermore, the
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study revealed a very high level of interperson-
al strain. Furthermore, according to the WHO-
5 Well-Being Index scores, 43% of participants
felt calm and relaxed just some of the time or
less. There was a low level of comfort when dis-
cussing difficulties related to mental health, with
just 19% of respondents feeling comfortable do-
ing so. When compared to specialists, residents
had a tendency to report higher levels of weekly
stress and a poorer degree of comfort when dis-
cussing concerns related to mental health. How-
ever, these trends did not achieve statistical sig-
nificance (p > 0.05). The distribution of comfort
levels discussing mental health is shown in Chart
3. Furthermore, proposals for development usu-
ally included the establishment of psychiatric
services within the organization as well as activ-
ities that build teams.

Chart 4 presents a graph of the indicators
that are associated with burnout and stress among
the staff members working in anesthesiology.

Discrimination addressed appropriately
Senior staff are approachable

Professional values align with hospital’s mission

Hospital fosters a culture of respect/inclusivity
1 not satisfied / 5 very satisfied

0 1 2 3 4
Median Score (1-5)

Percentage (%)
[ ) [} w w B
(5, ] o w o [5,] o

=
o
T

%]

Only 23% of respondents agreed that leadership
acknowledged the risks of burnout, 28% of re-
spondents felt that their supervisors cared about
their wellness, and only 15% of respondents con-
firmed that they had access to psychological treat-
ments. When compared to specialists, residents
reported slightly poorer perceptions of leadership
support regarding burnout. However, there was
no statistically significant difference between the
two groups regarding burnout (p > 0.05). Con-
cerning the culture of safety in the workplace,
participants claimed that they were not encour-
aged to disclose problems (median score of 3),
and 62% of them confirmed that resource limits
had a negative impact on patient safety. There
were no significant differences between residents
and specialists in terms of workplace culture,
mental health indicators, or management sup-
port (Mann-Whitney U test, p > 0.05). However,
we observed a tendency toward higher reported
stress among residents, albeit without statistical

5 Chart 2. Workplace culture median ratings
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Chart 3. Comfort discussing mental health issue
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significance. The fifth chart (Chart 5) provides a
comparison of the most important indications of
burnout and support between residents and spe-
cialists working in different units. A chi-square
test was performed, and the results indicated
that there was no statistically significant differ-
ence in the prevalence of high burnout across the
groups (p = 0.123). Although there is variation,
this shows that it is not strong enough to draw
the conclusion that the type of unit has a major
influence on burnout according to this sample.
Although statistical analysis did not indicate
significant differences (Mann-Whitney U test, p
> (.05), this comparison reveals a trend toward
higher daily work strain and a somewhat lower
feeling of institutional support among residents.
Despite this, the differences were not statistically
significant. It is important to note that residents
reported a greater burden of emotional tiredness
(WHO-5 proxy) and higher work-related stress
in comparison to specialists, although access to
psychological support services remained limited

across both groups. Fifty-eight percent of those
who participated in the survey stated that they
experienced stress linked to their jobs on a week-
ly basis or more frequently, and 40% of them be-
lieved that dealing with people was a daily hard-
ship. According to the proxy question for the
WHO-5 Well-Being Index, 43 percent of respon-
dents reported extremely uncommon or non-
existent emotions of tranquility and relaxation,
which is indicative of emotional exhaustion.
Only 23% of participants agreed that hospital
leadership was aware of the risks of burnout,
whereas 28% of participants believed that their
supervisors were concerned about their well-be-
ing. In response to a question on resources for
mental health, just fifteen percent of respondents
acknowledged the presence of psychological
help, and fifty percent of respondents were un-
certain about the existence of any institution-
al services. Fourteen individuals (14%), out of
a total of one hundred participants, matched
the criteria that indicated a high risk of burn-
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out. Burnout is defined as the combination of
everyday work strain and the absence or in-
frequent occurrence of emotions of tranquil-
ity and relaxation (based on WHO-5 items).
This category represents individuals who are ex-
periencing the highest possible amount of emo-
tional tiredness and tension.

DISCUSSION

Our study emphasizes the importance of
workplace environments and institutional sup-
port in influencing anesthesiologists’ profession-
al satisfaction and emotional health. Residents
reported lower satisfaction with managerial
communication and fewer perceived opportu-
nities for growth compared to specialists. This
decrease occurred even though both groups rec-
ognized the importance of clear communication,
strong leadership, and resource availability. Sim-
ilar trends are reported globally. For instance,
van der Wal et al. found higher satisfaction and
lower stress among anesthesiologists who expe-
rienced strong institutional support [9]. West et
al. confirmed that unsupportive leadership in-
creases distress and decreases job satisfaction
among academic physicians [10].

Quality of life (QoL) for anesthesiologists
includes physical health, psychological well-be-
ing, and social support. Physically, anesthesiol-
ogy’s demands—Iong hours, critical decisions,
and high-intensity care—contribute to fatigue,
musculoskeletal issues, and sleep problems. Sig-
nificant stress, emotional exhaustion, and burn-
out are psychologically associated with the role,
particularly because of the potentially fatal situ-
ations and erratic schedules. Our data show both
groups endure mental strain, but residents report
higher stress and less perceived mental health
support, consistent with Yang et al. [11].

Social support, the third QoL pillar, helps
reduce work stress. Effective team communica-
tion, supportive leadership, and peer collabora-
tion foster a positive environment. Specialists in
our study reported better social support and team
cohesion than residents, suggesting institutional
factors play a bigger role in perceived well-be-
ing. This mirrors global data indicating that
workplace culture and administrative backing
are stronger predictors of wellness in high-in-
come countries [9].

A country’s economic status significant-
ly shapes institutional support in healthcare. In
high-income countries (HICs), greater access
to resources, structured staffing, and investment
in well-being initiatives allow anesthesiologists
more autonomy and stronger managerial sup-
port. A Turkish study found that structured ad-
ministrative settings led to higher job satisfac-
tion and reduced burnout risk [12]. In contrast,
low- and middle-income countries (LMICs) face
common barriers such as insufficient staffing,
resource scarcity, and administrative inefficien-
cies. Our respondents echoed these concerns.

Yang et al. reported that anesthesiologists
in Chinese tertiary hospitals lacked institutional
support, correlating with greater burnout—even
in large urban areas [11]. Similarly, our cohort
highlighted mental health service gaps and re-
source constraints as critical issues. These dispar-
ities mirror global LMIC findings and emphasize
the need for health system—specific approaches.
Enhancing institutional frameworks must con-
sider economic context and local capacity rather
than rely on imported models that may not be
feasible in resource-limited environments.

Our findings revealed modest job satisfac-
tion overall, with notable differences between
specialists and residents. Specialists reported
higher fulfillment, likely due to greater job con-
trol, recognition, and procedural competence.
These elements—autonomy, skill mastery, and
peer respect—are widely cited as key drivers of
satisfaction. Shanafelt et al. found satisfaction
correlated with experience and decision-mak-
ing authority [13]. In HICs, job satisfaction is
often linked to opportunities for academic ad-
vancement and flexible work. A Canadian study
showed academic involvement and teaching
increased satisfaction among anesthesiologists
[14]. In LMICs, satisfaction is more often tied
to basic job security, working conditions, and
interpersonal relationships [15]. This difference
highlights the complex nature of workplace sat-
isfaction and the need for context-specific re-
tention strategies. Residents frequently occupy
transitional roles characterized by high work-
load, limited autonomy, and greater emotional
vulnerability. Lapa et al. emphasized that emo-
tional regulation mechanisms are especially im-
portant early in careers, when job control is lim-
ited and dissatisfaction risks are higher [16]. Our
data support this: residents, exposed to heavier
clinical demands and restricted decision-making
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freedom, reported lower satisfaction than spe-
cialists. Interventions aimed at improving sat-
isfaction must account for both the professional
stage and the local resource setting to be effec-
tive and sustainable.

Burnout remains a critical global issue
among anesthesiologists, affecting both high-in-
come countries (HICs) and low- and middle-in-
come countries (LMICs), though arising from
different systemic pressures. It is a multifaceted
psychological condition involving emotional ex-
haustion, depersonalization, and a reduced sense
of personal accomplishment [17]. In our study,
residents reported significantly higher levels of
emotional fatigue and stress, aligning with previ-
ous findings that early-career clinicians are more
vulnerable to burnout. Dyrbye et al. found that
trainees experienced more depersonalization and
poorer work-life balance than their senior coun-
terparts [18]. In LMICs, structural deficiencies,
overwhelming patient loads, and lack of institu-
tional psychological support drive burnout. For
instance, 68% of anesthesiologists in India report-
ed burnout linked to high workload and insuffi-
cient mental health resources [19], while Yang et
al. identified similar causes in Northwest China,
including workforce shortages and institutional
weaknesses [11]. Hierarchical organizational cul-
tures and inefficient workflows further exacerbate
the problem in resource-limited settings [11-14,
19, 20]. Conversely, in HICs, burnout is more of-
ten driven by bureaucratic demands, fragmented
workflows, and the digital burden imposed by

electronic health records [21, 22]. Regardless of
context, the mental health consequences are sub-
stantial. Ryan et al. reported strong associations
between burnout and conditions such as depres-
sion, anxiety, and suicidality [23], and De Hert
estimated that up to 50% of anesthesiologists may
be chronically burned out, posing a threat to both
patient safety and workforce sustainability [24].
Burnout has also been linked to increased med-
ical errors and reduced teamwork in high-acu-
ity settings. The COVID-19 pandemic ampli-
fied these issues globally, introducing additional
stressors such as moral distress, resource scarcity,
and staffing shortages, all of which contributed
to emotional fatigue, declining job satisfaction,
and early retirement considerations [25, 26]. Both
HICs and LMICs experienced a surge in psycho-
logical distress among anesthesiology personnel.
Across settings, a common shortfall is the ab-
sence of structured mental health support. Emo-
tional exhaustion impairs clinical decision-mak-
ing, underscoring the need for systemic solutions
[24]. Our findings reflect this reality. Dutheil et
al.’s meta-analysis called for globally integrated
mental health services as part of comprehensive
well-being strategies [25, 27]. Addressing burnout
effectively requires a multidimensional approach:
improving working conditions, fostering resil-
ience, ensuring access to psychological support,
and—critically—eliminating systemic barriers,
rather than relying solely on individual coping
mechanisms. Reports from the relevant literature
summarize the findings of our study in Table 2.

Table 2. Study findings summarized with literature reports

. . Residents (Our - . LMICs
Dimension Study) Specialists (Our Study) p-value HICs (Literature) (Literature)
erception Betterstaffingand | (00 e
Workplace pereep Higher perception of autonomy, yet L
. of support, Lo 0.032 : . limitations,
Environment institutional support bureaucratic strain .
autonomy, and . weak admin
A exists [23]
communication support [19]
L"Wef oyerall Higher satisfaction Linked to career Driven by job
satisfaction, . .
Job . . due to professional advancement, security and
. . linked to limited 0.041 . .
Satisfaction autonomy and academic roles, interpersonal
control and . . ]
. recognition flexible work [22] relations [16]
recognition
Higher Burnout due to
Burnout & emotional Burnout driven by high workload,
. . Lower burnout, better .
Emotional exhaustion and work-life balance 0.048 documentation load, lack of
Wellbeing work-related patient demands [9] psychological

stress

support [11]

Note: p-values were calculated using Mann-Whitney U tests for comparisons between residents and specialists.
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Several limitations must be considered.
First, the study was conducted within a single
country, limiting the generalizability of findings
across different cultural and health system con-
texts. Second, the cross-sectional design cap-
tures a single moment in time, and longitudinal
studies are needed to assess how perceptions
of workplace satisfaction, support, and burnout
evolve. Third, self-report bias cannot be exclud-
ed, as participants may underreport or overreport
sensitive issues such as burnout symptoms. Ad-
ditionally, a self-selection bias may be present
due to the voluntary nature of survey participa-
tion—individuals experiencing higher or lower
levels of burnout may have been more or less
motivated to respond, potentially influencing the
observed prevalence. Finally, information on the
specific type of institution (e.g., university hos-
pital vs. general clinic) was not collected, which
may limit interpretation of contextual factors af-
fecting workplace conditions.

Future research should incorporate longi-
tudinal follow-up studies to assess variations in
burnout levels and job satisfaction over time, es-
pecially in relation to adopted remedies or policy
reforms. Such studies would assess the enduring
efficacy of organizational modifications intend-
ed to enhance the well-being of anesthesiologists
and residents.

CONCLUSION

The research highlights the significant in-
fluence of job satisfaction on the Quality of Life
of anesthesiologists in resource-limited centers.
Key findings reveal substantial disparities be-
tween residents and specialists, with residents
demonstrating elevated stress and burnout lev-
els and diminished views of workplace support.
In contrast, specialists indicate heightened job
satisfaction and institutional support. To reduce
these differences, focused interventions are cru-
cial, especially in resource-constrained environ-
ments (LMICs), where systemic obstacles inten-
sify occupational stress. Proposed strategies to
enhance the quality of life for anesthesiologists
encompass bolstering organizational support for
residents via mentorship initiatives and mental
health services, instituting structured wellness
programs designed to alleviate burnout and en-
hance work-life equilibrium, and improving

resource accessibility and administrative assis-
tance in low- and middle-income nations to align
with global occupational health standards. These
strategies are essential for guaranteeing sustain-
able employment conditions and patient safety
throughout diverse economic environments.
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Pe3ume

BJIAT'OCOCTOJBA KAJ AHECTE3HUOJIO3UTE:
PE3VJIITATH O HAIIMOHAJIHA AHKETA

Buajana Ky3smanoscka', Ainekcanapa I'aBpuioBcka bp3zanos',
HUrop Ky3manoBckn?, Hukomna Bp3anos', Mapuja JoBanoBcku Cpuea'

! VHUBep3UTETCKA KIMHUKA 3@ TPayMaToJIOTHja, OPTOMEACKHA OONECTH, aHeCTE3NO0I0THja, peaHnMaIrja
U MHTEH3MBHO JIEKyBalb€ M YPreHTeH LeHTap, MenunuHcKu Qaxynter, Yausep3urteT ,,CB. Kupun u
Metonuj“ Bo Cromnje, PC Makenonuja

? VHuBep3WTETCKa KIMHUKA 332 HEBpOJOruja, MemuumHcku Qakynret, Yuusepsurer ,,CB. Kupun u
Meroauj* Bo Cromje, PC Makenonuja

Bogej: AHecTe3nonorujara mpeTCTaByBa KiIydHa METUIIMHCKA TUCITUIIIFHA BO COBPEMEHOTO 3/1paB-
CTBO, KOja 0apa 3HAUYUTEIeH KOTHUTHBECH HATIOP, TPOIOLKEHO pPaOOTHO BPEME M M3JT0KEHOCT Ha KPUTHUHH
cutyanuu. [ pmkara 3a 6Garococrojoara Ha aHECTE3HOIO3UTE € HEOIXO/IHA 32 OJIPKYBAKHETO KBATUTETHA
3/[paBCTBEHA IPIKa M cTa0MiIHA paOOTHA CHJIa.

Metoau: CripoBesieHa € aHKeTa Kaj 3ApacTBEHH paOOTHUIM Off TIOJIETO Ha aHECTE3MOJIOTHjaTa BO
Peny6nuka CeBepna Makenonuja. Kopuctenu ce cieqnute Bauaupanu nHCTpyMeHnTtu: [lpamanauk 3a
0e30enHocHu ctaBoBu (SAQ), WHO-5 Unjaekc 3a GrnarococTojoa, Kako W JONOJHUTEIHH Ipallamka 3a
paboTHara KyaTypa, MEHTAIHOTO 3/IpaBje 1 Mery4oBeukuTe ogHocH. [logaronure Oea coOMpaHu aHOHUM-
HO, TIPEKy aHKEeTEH MapallalHuK KperpaH u oopadoreH co SPSS v29.0. CrpoBenenu ce KoMnapaTHBHU
aHaJI3M 32 paOOTHHUTE yCIIOBHU, ICUXOJOLIKOTO 3/IpaBje M HHAUKATOPUTE 3a MPOpeCHOHATHA HCLPIIEHOCT.

Pe3ynraru: Bo crynujara yuectByBaa 100 ucnmranuuu: 60 % cneunjanuzantu u 40 % crenuja-
muct. Crienujanu3aHTuTe MOoKa)kaa 3HAYUTEIHO TOBHCOKO HHMBO Ha CTPEC U MCLPITyBambe, CO HaMaieHa
MHCTUTYLIMOHAJIHA MOJIPILIKA U HapylIeHa THMcKa Koxe3uja (p < 0.05). Crnenujanuctute npujaBuja mo-
BHCOKO HMBO Ha NMPOo(eCHOHAIHO 3310BOJICTBO U IIOrojieMa noaapiika og uucturyuujara (p < 0.05). sete
IpyIy OCOYHja HEJOBOJIHA MEHTAIHA OAJPIIKA 1 cilaba 6e30e1HOCHA KyATypa, 0COOCHO BO CPEIMHH CO
OrpaHMUYCHH PECYPCH; CETIaK, pa3jivKaTa He Oelle cTaTuCTHUKY 3HauyajHa (p > 0.05). OrpanndyBamara BO
pecypcute 6ea reHepaIHo MPENO3HACHH KaKo KITy4HH (paKTOPH LITO BiIMjaat Bp3 MpodiIeMuTe BO paboTHATA
cpeauHa Bo 3eMjuTte co cpeneH mpuxon (p < 0.05).

3akay4yok: CTyanjara OTKpHBa 3HAYajHU PA3IMKHA BO MHIEKCHTE HAa KBAJUTETOT HA JKHBOT Mery
CIETMjaTU3aHTUTE U CIICIHjATICTUTE 1T0 aHECTE3NOJIOTH]ja, TIPH IIITO CHEIHjaIn3aHTUTE JOKUBYBAaT I10-
rojieM NMpogeCHOHANICH CTPEeC ¥ MOHUCKO HUBO HA 33JJ0BOJICTBO 0f] padoTara. OBUE Pa3IMKU ce 3aCHIICHN
BO CPEJIMHU CO OTPaHWYEHH PECYpCH, IITO YKaKyBa Ha 1MoTpeda o1 HACOYCHH MHTEPBEHIINH 3a MOI00py-
Bame Ha OJarococrojdara, KynTypara Ha pabOTHOTO MECTO M MEHTATHATA MOIPIIKA 32 aHECTE3UOIO3HTE.

Kayuynu 300poBuU: aHecTe310JIOTH]a, TPOPECHOHAIHA UCI[PIICHOCT, MEHTAJIHO 3/IpaBje, MpodecH-
OHaJICH cTpec, 0y1arococrojoa






