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MEDICO-SOCIAL SUBSTANTIATION OF A MODEL
FOR EARLY DETECTION AND PREVENTION OF BURNOUT
SYNDROME IN HEALTHCARE WORKERS

Ivashchenko R.O., Ohniev V.A.
Kharkiv National Medical University, Kharkiv, Ukraine

Background. Emotional Burnout Syndrome (EBS) among healthcare workers is a pressing
public health issue that affects professional performance, patient safety, and healthcare system
sustainability. Despite growing recognition, standardized early detection and prevention models
remain underdeveloped in Ukraine.

Aim. To conduct medical and social research and develop a model for early detection and
prevention of burnout syndrome among healthcare workers.

Materials & Methods. The study employed structural-functional modeling, synthesized
from a literature review and empirical research conducted in 2021-2023. The study population
comprised 483 healthcare professionals (study group, n=294; control group, n=189). An index-based
approach was applied using integral indicators: Emotional Burnout Index (EBI), Stress Load
Index (SLI), Support Index (SI), Access to Help Index (AHI), Learning Readiness Index (LRI),
and Work Ability Index (WAI). Risk prediction was performed using Wald’s Sequential Probability
Ratio Test. The model was validated via expert elicitation (12 experts) on a 10-point scale.

Research Ethics. The study was conducted in accordance with the World Medical Association
Declaration of Helsinki (1964-2024). Ethical approval was obtained from the Ethics Committee
of Kharkiv National Medical University. All participants provided written informed consent.

Results. Structural changes in burnout prevalence were observed: the proportion of
individuals with EBI <40% decreased from 354.7%o to 314.7%o, while those with EBI >70%
increased from 191.9%o to 231.9%o. Thirty risk factors were identified, with organizational-
managerial determinants showing the strongest effect. Work ability among healthcare workers
with burnout symptoms was low (mean WAI, [42.23+0.91]%). Access to help was limited
(mean AHI, 59.18%), with the presence of specialized services significantly increasing the odds
of high access (odds ratio, OR=43.56; p<0.001). A functional-structural model integrating
screening, risk stratification, forecasting, and routing to assistance was developed and validated
(mean overall score, [8.7+0.6] points).

Conclusions. The proposed model ensures standardized index-based screening, risk
stratification, forecasting, formalized access to psychotherapeutic assistance, and monitoring
of effectiveness, including work ability assessment. Implementation of the model corresponds
to contemporary international approaches to mental health governance in the workplace.
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Abbreviations
AHI  — Access to Help Index

EBI — Emotional Burnout Index
EBS - Emotional Burnout Syndrome
HR  —Human Resources

LRI - Learning Readiness Index

PC  —Prognostic Coefficients

Sl — Support Index

SLI  — Stress Load Index

SPRT - Sequential Probability Ratio Test

WAI —Work Ability Index

WHO - World Health Organization

Introduction

Emotional burnout syndrome among
healthcare workers represents a critical chal-
lenge for modern health systems, emerging
as a direct consequence of chronic occupa-
tional stress that has not been effectively
mitigated. According to the WHO, burnout
is conceptualized strictly as an occupational
phenomenon characterized by a triad of
symptoms: energy depletion or exhaustion,
increased mental distance or negativism
toward one’s career, and a persistent decline
in professional efficacy [1; 2].

The detrimental impact of burnout extends
far beyond the individual clinician’'s well-being;
it correlates with increased risks of profes-
sional errors, ethical and communication
conflicts, diminished productivity, and high
staff turnover. These factors collectively
undermine the organizational resilience of
healthcare institutions. Evidence suggests that
fragmented, one-off initiatives are insufficient.
Instead, effective mitigation requires a shift
toward integrated systems that combine
individual psychological interventions with
structural organizational solutions aimed at
optimizing workloads and enhancing mana-
gerial support [3-6].

Under current conditions, the transition
from episodic support to reproducible manage-
ment models is essential. Such models must
prioritize standardized screening, objective
risk stratification, predictive modeling, and
formalized routing to psychotherapeutic
(psychological) assistance. This systematic
approach aligns with contemporary interna-
tional recommendations for mental health in
the workplace [3; 7] and responds to the evol-
ving regulatory landscape in Ukraine, which
increasingly emphasizes psychosocial care and
institutional mental health governance [9-11].

Aim of study was to conduct medical and
social research and develop a model for early
detection and prevention of burnout syndrome
among healthcare workers.

Materials and Methods

The study employed a structural-functional
modeling method, synthesized from an
extensive review of domestic and interna-
tional burnout prevention strategies and the
authors' empirical research conducted between
2021 and 2023. This foundational research
encompassed a comprehensive situational
analysis, including the assessment of burnout
prevalence, identification of key determinants
and their impact magnitude, risk forecasting,
work ability evaluation, and an audit of existing
psychotherapeutic support and organizational
training gaps.

The study population comprised 483
healthcare professionals, stratified into a study
group (n=294) and a control group (n=189).
For quantitative monitoring, an index-based
approach was applied using integral indicators:
EBI, SLI, SI, AHI, LRI, and the functional
indicator — WAL.

Risk prediction was operationalized through
SPRT. This method enabled the construction
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of a prognostic matrix and the establishment
of diagnostic thresholds based on the cumu-
lative sum of prognostic coefficients [8].

The prognostic matrix was constructed
using all thirty identified risk factors to preserve
the full complexity of the risk structure during
the initial model development phase. The diag-
nostic thresholds (3 PC <-13, —12 to +12, >+13)
were derived from the distribution of prog-
nostic coefficients in the study sample, with
the +13 threshold corresponding to the 95th
percentile of the coefficient sum distribution,
consistent with Wald's original methodology.
Factors with lower informativeness were
retained because their cumulative contribution
in combination with other factors achieved
the predefined diagnostic thresholds; removing
them would alter the cumulative sum trajectory
and potentially reduce predictive accuracy.
Future iterations of the model may explore sim-
plification based on implementation experience.

Finally, the projected efficacy of the deve-
loped model was validated via expert elicita-
tion, with evaluators scoring the framework
on a standardized 10-point scale.

Research Ethics

The study was conducted in accordance
with the principles of the World Medical Asso-
ciation Declaration of Helsinki (1964-2024).
Ethical approval was obtained from the Ethics
Committee of Kharkiv National Medical
University (Protocol No.6 of October 02, 2019).
All participants provided written informed
consent prior to enrollment. The anonymity
and confidentiality of the respondents were
ensured throughout the study. The research
did not involve any invasive procedures or
interventions that could pose a risk to the
participants' health.

Results

The study established that during the
observation period, structural changes occurred
in the prevalence of burnout syndrome across
EBI thresholds: in 2023 compared with 2021,
the share of individuals with EBI <40%
decreased (from 354.7%o t0 314.7%0), while
the share of individuals with EBI >70%
increased (from 191.9%o to 231.9%o), with
stability of the "middle corridor" [40-70]%

(453.4%o0 in both 2021 and 2023). Profes-
sional and age-related heterogeneity of EBI was
also detected: the highest levels were charac-
teristic of psychiatry (581.4%o) and oncology
(533.1%0); intermediate levels — anesthesio-
logy/intensive care (505.3%o) and therapy/family
medicine (496.5%o); lower levels — surgery
(427.1%0) and pediatrics (381.4%o). In the
age dimension, the highest EBI values were
observed in the groups <25 years (579.8%o)
and >56 years (550.0%0), and the lowest —
in the 26-35 years group (440.3%o), which
substantiates the need for targeted prevention
prioritizing high-risk groups.

To delineate factors associated with the
driving the development of EBS, a compa-
rative analysis was conducted between the
study and control groups. This identified
thirty distinct risk factors, which were categorized
into four primary domains: socio-demographic
and professional, organizational-managerial,
patient-related, and individual-resource (endog-
enous). By ranking these factors according to
their effect size (n) and statistical informative-
ness, the core risk determinants (m>6.00%)
were identified: conflicts with patients
(m=23.88%), physical symptoms of exhaustion
(n=21.33%), frequent sleep disturbances
(n=19.69%), emotional/psychological pressure
from patients (n=19.11%), presence of chronic
diseases (n=18.04%), exacerbation of chronic
diseases due to workload (n=17.91%), pressure
due to high patient expectations (n=17.53%),
frequent anxiety/depression (n=14.05%), ex-
cessive workload (n=13.73%), administrative
ignoring of staff grievances (n=13.45%),
overtime shifts/work on weekends (n=12.04%),
lack of support from family/friends (n=9.28%),
unpaid overtime work (m=8.31%), irregular
physician visits regarding chronic diseases
(m=7.68%), and legal threats/complaints from
patients (n=6.51%).

All thirty factors, including those with n
below 10%, were retained in the prognostic
matrix because their cumulative contribution
in the Wald sequential algorithm proved nec-
essary to achieve the diagnostic thresholds.
Factors with smaller effect sizes were found
to contribute at specific stages of the sequen-
tial summation, particularly in cases where the
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cumulative score fell near the diagnostic
boundary. Excluding these factors would result
in a higher proportion of indeterminate cases
requiring additional diagnostic procedures,
thereby reducing the practical utility of the
prognostic algorithm.

The results demonstrate that while the
risk structure is inherently multivariate and
multi-level, it contains a clearly defined contour
of modifiable organizational and managerial
determinants. This evidence-base provides a
strategic roadmap for institutional-level preven-
tive interventions, allowing healthcare adminis-
trators to transition from generalized support
to targeted, high-impact systemic changes.

For the practical implementation of a risk-
oriented management strategy, a prognostic
algorithm was developed to predict the onset
of EBS. This model is based on Wald’s SPRT
and utilizes a structured prognostic matrix
comprising 30 factors, ranked by their decrea-
sing informativeness. The diagnostic process
involves the sequential summation of Prognostic
Coefficients (PC). The assessment continues
until the cumulative score reaches predefined
interpretation thresholds, which facilitate
objective clinical decision-making: > PC <-13 —
no risk; Y PC from —12 to +12 — probable risk;
> PC >+13 - high risk (with 95% probability) [8].
This formalized approach enables the syste-
matic identification of high-risk cohorts
within healthcare institutions. Furthermore,
it provides a rigorous evidentiary basis for the
initiation of tiered preventive interventions,
ensuring that the intensity of psychological
and organizational support is precisely cali-
brated to the individual’s risk profile.

Particular significance was attributed to the
assessment of WAL as the primary functional
consequence of professional burnout. Among
healthcare workers with signs of EBS, the mean
WAI was [42.23+0911% (range: [11.11-
88.89]%). A critical finding was the distribu-
tion of functional capacity: the vast majority of
respondents (81.6%) demonstrated a low level
of work ability, while medium and high levels
were equally infrequent (9.2% each). A domi-
nant influence of the stress load index (X1) on
WA was established (Rx1y=—0.451), and the
regression model of work ability had the form:

Y =54.926 — 0.482 x X1 +0.209 x X2 —

—0.059 x X3 +0.105 x X4 ),

where Y — Work Ability Index (%);
X1 — Stress Load Index;
X2 — Support Index;
X3 — Access to Help Index;
X4 — Learning Readiness Index;
adjusted R>=0.213.

The adjusted R2 of 0.213 indicates that the
selected indices explain 21.3% of the variance
in work ability, reflecting the multifactorial
nature of work ability beyond burnout-related
determinants. While this limited explanatory
power suggests that work ability is influenced
by additional factors not captured in the model,
the significant contribution of stress load (SLI)
as the dominant predictor (Rx1y=—0.451)
supports the rationale for including work
ability as a key functional outcome in pre-
vention strategies. Prevention efforts should
therefore target stress reduction as a modifiable
determinant of work ability, while acknowl-
edging that comprehensive preservation of
work ability requires broader organizational
and individual interventions beyond the scope
of burnout prevention alone.

The obtained data confirmed that preven-
tion should be oriented not only toward redu-
cing burnout manifestations, but also toward
preserving work ability as a practically
meaningful outcome.

At the same time, analysis of the organi-
zation of psychotherapeutic (psychological)
care showed that the key problem is not only
staff awareness, but real accessibility of support
and reproducibility of preventive procedures.
The mean AHI was 59.18% (95% CI: 57.39—
60.97), and LRI was 51.72% (95% CI: 50.30—
53.15); a positive association between AHI
and LR1 was established (r=0.379; p<0.001).
It was shown that the presence of specialized
services within an institution significantly
increases the odds of a high level of access
to help (AHI>70%) (OR=43.56; p<0.001),
and active managerial support is associated
with high learning readiness (LRI>70%)
(OR=6.76; p<0.001). These findings demon-
strate that the institutionalization of support —
encompassing dedicated services, formalized
routing, protected time allocation, and proactive
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managerial leadership — is a critical prerequisite
for effective prevention. Such a systemic ap-
proach aligns with contemporary international
standards for psychosocial care and mental
health governance in the workplace [3; 9; 10].

Based on the above, a functional-structural
model for early detection and prevention of
burnout syndrome in healthcare workers was
developed, grounded in a multi-level approach
and providing for integration of screening,
risk stratification, forecasting, routing access
to help, and monitoring effectiveness via harmo-
nized indices (EBI, SLI, SI, AHI, LRI) and
the functional indicator of work ability (WAI).
The model is designed for implementation at
national, regional, group, and individual levels,
and the preventive contour is structured accor-
ding to primary, secondary, and tertiary preven-
tion, involving administration, department
leaders, HR and educational-methodological
services, as well as psychological/psycho-
therapeutic support (as needed) [3; 7].

The functional-structural model for early
detection and prevention of burnout syndrome
in healthcare workers, incorporating the
multi-level approach and integrating screening,

risk stratification, forecasting, routing to
assistance, and monitoring of effectiveness,
is presented in Fig. 1.

The developed model was validated through
expert elicitation involving 12 independent
experts in the fields of occupational health,
medical psychology, and healthcare manage-
ment. Each expert evaluated the framework
on a 10-point scale across five criteria (all scores
in points): structural integrity, feasibility of
implementation, alignment with international
standards, clarity of the risk stratification
algorithm, and potential for sustainability.
The mean overall score was [8.7+0.6] (range:
[7.8-9.5]). The highest scores were assigned
to the risk stratification algorithm [9.1+0.4]
and alignment with international standards
[8.9+0.5]; the lowest scores were assigned to
feasibility of implementation [8.2+0.7], which
was attributed to variability in institutional
resources. A threshold of [>8.0] was prede-
fined as acceptable validity; all criteria met
this threshold. The validation results confirm
the model's conceptual soundness while
highlighting the need for context-specific
adaptation during implementation.
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Fig. 1. Functional-structural model for early detection
and prevention of burnout syndrome in healthcare workers.
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The primary goal of the proposed model
is to mitigate the incidence and progression
of Emotional Burnout Syndrome (EBS) among
healthcare professionals. This is achieved
through the systematic identification of high-
risk cohorts, the implementation of evidence-
based, targeted interventions, and the provi-
sion of streamlined access to psychothera-
peutic and psychological support, underpinned
by a continuous, dynamic evaluation of
effectiveness.

To ensure the structural integrity and oper-
ational success of the model, the following
foundational principles were formulated:

— proactivity and timeliness: prioritizing
early-stage detection to intercept burnout
before it reaches clinical severity;

—systemic multi-level integration: coordi-
nating actions across individual, departmental,
and institutional tiers;

— risk-oriented targeting: tailoring inter-
ventions based on objective risk stratification
and specific professional vulnerabilities;

— multidisciplinary collaboration: Integrating
expertise from clinical medicine, organizational
psychology, and healthcare management;

—accessibility and ethical integrity: guar-
anteeing low-barrier access to support while
maintaining strict professional confidentiality;

— bimodal intervention strategy: harmonizing
individual psychological resilience-building
with organizational structural optimizations;

—metric-driven governance: utilizing index-
based monitoring to provide an objective
evidence base for performance assessment
and model refinement.

The proposed model is designed to facilitate
the following strategic tasks: standardization
of screening and regular index monitoring;
risk stratification of personnel based on index
thresholds and a prognostic algorithm; forma-
lization of the route for accessing psycho-
therapeutic (psychological) assistance; imple-
mentation of preventive intervention packages
of varying intensity (primary, secondary, tertiary
prevention) considering dominant risk deter-
minants; reduction of the impact of manageable
organizational factors (workload, overtime/
on-call shifts, managerial pressure, response
to complaints, support deficit, conflict intensity

of interactions); provision of training modules
and enhancement of staff learning readiness
in practice-oriented formats; assessment of
prevention effectiveness by changes in indices
and work ability with the possibility of opera-
tional adjustment of managerial decisions.
The functional-organizational components
of the model include the subjects of manage-
ment, the object of management, and the requ-
latory block that ensures reproducibility of
the preventive contour (Fig. 2). The subjects
of management are health governance bodies
at relevant levels, healthcare facility admini-
stration, heads of structural units, HR/personnel
and educational-methodological services, psycho-
logical/psychotherapeutic services (if available),
as well as professional and public organiza-
tions (when available/feasible). The object
of management is the professional well-being
of healthcare workers and related outcomes:
the level of burnout manifestations (EBI),
work ability (WAI), and manageable risk
determinants (SLI, SI, AHI, LRI).
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[
Ministry of Health of Ukraine

Regional health level \
I

Administration
of the healthcare facilit

| Management entities

Professional well-being
of workers
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Organizational
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[ Work ability of staff (WAD | [ Resource component |
| Heads of structural units | [ |

Controllable risk I Human resource
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(SLL SI, AHI LRI)
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Educational and
methodological service /
continuing professional
development unit

Psychological/psychotherapeutic
service (internal or contracted

Staff support service /
quality and safety

of occupational health service

Professional and public
organizations

where available/possible)

Fig. 2. Functional-organizational structure
for implementing the model for early detection
and prevention of burnout syndrome
in healthcare workers.

The regulatory block of the model (Fig. 3)
includes interconnected components: legal
and regulatory (local documents, confidentiality
and non-punitive access to support, proto-
cols/routing for psychological assistance and
the mandatory requirements for monitoring
key performance indicators) [9; 10]; organi-
zational-structural (integration of screening
and index-based monitoring into existing human
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Clinical
and preventive component

| Scientific and
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resource management processes, designation
of a coordinator/support service, formalization
of the "entry window", regularity of activities
and interdepartmental interaction); resource
(protected time for consultations and trainings,
material and technical conditions, minimum
necessary resources for interventions of varying
intensity); staffing (training specialists and

educating department heads in managing psy-
chosocial risks); informational (psychoeduca-
tion, algorithms/memos, feedback channels);
clinical-preventive (intervention packages
according to risk level, routing to assistance);
scientific-methodological (effectiveness indi-
cators, analysis of index dynamics, and improve-
ment of prevention programs) [3-6].

Regulatory
and legal component

- Local protocols for early detection and prevention

- Procedure for routing access to help (referral pathway/regulations)

- Ethical principles, confidentiality, non-punitive nature of help

- Requirements for monitoring indicators (EBI, SLI, SI, AHI, LRI, WAI)

Organizational
and structural component

- Integration of screening into routine staff management processes
- "Traffic-light" risk triage and activation of intervention packages
- Formalized pathway for access to support (entry point)

- Interdepartmental coordination and feedback

Resource component

- Protected time for prevention/consultations/trainings
- Material and technical conditions for the support

- Availability of specialists (internal or external)

- Minimum necessary resources for interventions

Human resources
component

- Training of coordinators/persons responsible for burnout

|| - Training of unit managers in psychosocial risk management

- Staff capacity building in self-regulation and prevention
- Supervisory support for help providers (as needed)

Information component

- Raising awareness about burnout syndrome, its signs, and prevention
- Information on available services, pathways

- Memos/algorithms for staff and unit managers

- Collection and analysis of monitoring data for management decisions

- Primary prevention
(reducing controllable stressors, workload regulation)

Clinical - Secondary prevention
and preventive (early detection, triage, short targeted interventions)
component - Tertiary prevention
(psychotherapeutic/psychological care, follow-up, rehabilitation)
- Intervention packages according to risk level
- Methodological materials and training modules
Scientific (1-3 hours / 1 day, blended formats)
. - Use of the prognostic method (Wald’s method, thresholds +13)
and methodological — . ‘ .
- Effectiveness assessment by dynamics of indices
component

and work ability indicators
- Adjustment of prevention programs based on monitoring results

Fig. 3. Scientific-regulation block.
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The main idea of the proposed model is
embedding burnout prevention into routine
work to improve the quality of healthcare
services and strengthen the mental component
of healthcare workers’ well-being. Professional
well-being of staff is, in effect, an "invisible
infrastructure™ of safe medical care: when
exhaustion accumulates, the frequency of com-
munication failures, deontological conflicts,
and errors under time pressure and attention-
resource deficits increases — and the conse-
guences inevitably become systemic. This is
why burnout prevention matters at all levels
of care delivery: it supports continuity of pro-
cesses, reduces organizational vulnerability
during peak workload periods, strengthens
trust within the team and patients’ trust in the
institution. In a broader perspective, it is also
a mechanism for reducing indirect losses
associated with staff turnover, maladaptation,
and gradual decline in effectiveness that often
remains outside formal control. Thus, imple-
mentation of the model is considered a prac-
tical pathway to transform burnout prevention
into a manageable, accountable, and repro-
ducible element of the healthcare system,
aimed at strengthening institutional resilience
and the quality of medical care.

Discussion

The findings of this study regarding the
prevalence of burnout and its professional
and age-related heterogeneity are consistent
with international data showing that psychi-
atric and intensive care specialties are at
highest risk, while the U-shaped age distri-
bution reflects the dual vulnerability of early-
career professionals facing high demands
without sufficient coping resources and senior
practitioners experiencing cumulative long-term
stress exposure [3; 5; 6]. The identification
of modifiable organizational determinants —
particularly excessive workload, overtime,
managerial pressure, and inadequate response
to staff grievances — as core risk factors aligns
with the systems approach to burnout pre-
vention advocated by the National Academy
of Medicine and the WHO, which emphasize
that sustainable solutions require organiza-
tional-level interventions rather than indi-
vidual-focused strategies alone [3; 4; 7].

The critical deficit in regulatory aware-
ness among healthcare workers, identified
in previous research by the authors, further
supports the need for systemic changes. In a
separate study involving 221 medical profes-
sionals, only 23.6% demonstrated a high level
of knowledge regarding existing normative
documents on burnout prevention, while
72.6% had a low level of awareness; the ma-
jority of respondents (78.3%) relied on infor-
mal sources such as the Internet, whereas only
10.4% used official documents from the
Ministry of Health [12]. These findings highlight
a systemic gap between the formal existence
of regulatory frameworks and their practical
application in healthcare settings. The low
level of regulatory awareness, coupled with
the fragmented institutionalization of support
services identified in the present study,
underscores the need for targeted educational
interventions and the integration of burnout
prevention into routine professional training.

The relationship between physical work-
ability and health indicators, as discussed by
Heera et al., provides additional context for
understanding the functional consequences
of burnout. Their theoretical analysis emphasizes
that physical performance is closely linked
to cardiorespiratory capacity, stress resistance,
and the ability to maintain homeokinesis —
parameters that can be significantly compro-
mised in states of chronic stress and exhaus-
tion [13]. In our study, the dominant influence
of stress load on work ability (Rx1y=-0.451)
and the low overall work ability index
([42.23+£0.91]1%) among healthcare workers
with burnout symptoms align with this concep-
tual framework. The integration of physical
health indicators into workplace health assess-
ments may therefore enhance the early detec-
tion of burnout risk and support more compre-
hensive preventive strategies.

A potential limitation of the proposed
model is that the same administration respon-
sible for creating organizational risk factors
(e.g., workload, overtime, response to griev-
ances) is tasked with implementing mitigation
strategies. To address this tension, the model
explicitly separates the identification of risk
factors (conducted through standardized
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monitoring) from the implementation of pre-
ventive interventions (overseen by a multi-
disciplinary committee that includes staff
representatives and external experts where
feasible). The regulatory block of the model
further mandates transparency in monitoring
results and establishes accountability mech-
anisms, including regular reporting to staff
and the involvement of professional organi-
zations in oversight. This structural design aims
to mitigate the inherent conflict of interest by
distributing responsibility and ensuring that
intervention decisions are based on objective
index-based data rather than administrative
discretion.

Conclusions

The study results indicate the need for fur-
ther implementation in the healthcare system
of an improved model for early detection and
prevention of burnout syndrome in healthcare
workers as an organizationally manageable
process. The proposed model ensures stand-
ardized index-based screening, risk stratifi-
cation and forecasting, a formalized route for
access to psychotherapeutic (psychological)
assistance, as well as monitoring of effective-
ness, including assessment of work ability as a
key functional outcome. It has been demon-
strated that implementing the improved model
for early detection and prevention of burnout
syndrome in healthcare workers corresponds
to contemporary international approaches to
mental health governance in the workplace
and prevention of professional exhaustion,
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and its medical and social effectiveness has
been confirmed. Consequently, the proposed
model is highly recommended for adoption
within healthcare facilities across the regions
of Ukraine. Successful implementation should
be calibrated to local organizational resources
and staffing capacities, ensuring the model's
sustainability and long-term impact on the
quality of medical care.

Prospects for Further Research

Further research will involve implemen-
tation of the proposed model in healthcare
facilities to evaluate its social, medical, and
economic effectiveness.
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Ieawenko P.O., Oznee B.A.

MEIUKO-COUIAJILHE OBIPYHTYBAHHSI MOJIEJII PAHHBOI'O BUSABJIEHHA
TA MIPOPIIIAKTUKU CUHAPOMY BUTI'OPAHHSA Y MEJUYHUX ITPALIIBHUKIB

AxrtyanbHicTb. Cungipom emomnirinoro Buropanss (EBS, Emotional Burnout Syndrome)
y MEAMYHUX MPAliBHUKIB € aKTyaJbHOI MEIMKO-COI[IalbHOIO IMPOOJIEMOI0, IO BIUIMBAE
Ha npodeciiiHy MisIbHICTb, O€3MeKy MaIll€HTIB Ta CTIMKICTh CUCTEMH OXOPOHH 3JI0pOB’S.
Hespaxkatoun Ha 3pocTaroye BU3HAHHA MPOOJEMHU, CTaHAAPTHU30BaHI MOJIENl PaHHBOTO
BUSIBJICHHS Ta MPOQUIAKTUKY B YKpaiHi 3aIMIIAI0TCS HEOCTaTHBO PO3POOICHUMH.

OpwuriHanbHe gocnigkeHHs Original Research



EkcnepumeHTanbHa i kniHiyHa meguuuHa  94(4)2025 Experimental and Clinical Medicine

ISSN print 2414-4517, ISSN online 2710-1487, https://lecm.knmu.edu.ua, ecm.journal@knmu.edu.ua

Mera. IlpoBecTn MeauKo-coliaibHe IOCHIKEHHS Ta PO3POOUTH MOJEIh PAaHHLOTO
BUSIBJICHHS 1 MPO(ITAKTUKU CHHAPOMY €MOLIHHOTO BUTOPAHHS Y MEINYHUX TPAIliBHUKIB.

Marepianu Ta MeToau. Y JOCTIDKEHHI 3aCTOCOBAHO METOJ CTPYKTYPHO-()YHKITIOHATEHOTO
MOJICITIOBAHHS, CHHTE30BaHUH 3 aHAITI3y JIITEPaTypy Ta EMITIPUYHOTO TOCIIIKEHHS, TIPOBEICHOTO
y 2021-2023 pp. O6’exT gociimkeHHs — 483 MEIUYHUX MpalliBHUKKA (OCHOBHA Tpyna, n=294;
KOHTpOJIbHA rpyna, n=189). Bukoprucrano iHASKCHHUH MiXia 3 iHTErpATbHUMHU MOKa3HHKAMHU:
maexc emoniiHoro suropanss (EBI, Emotional Burnout Index), iHmekc ctpecoBoro HaBaHTaKEHHS
(SLI, Stress Load Index), ingexc miarpumku (SI, Support Index), iHgexc A0CTymy 10 J0IOMOTH
(AHI, Access to Help Index), ingekc naBuansHoi rotoBHOCTI (LRI, Learning Readiness Index)
ta inaekc npane3aaraocti (WAL Work Ability Index). [Iporao3yBanHsI pU3uKy 311iHCHEHO 3a
JIOTIOMOTOF0 TIOCTIZIOBHOTO KpuTepito Banbaa. Mozenb BanijoBaHO METOJJOM €KCIIEPTHUX OLIIHOK
(12 excnepriB) 3a 10-6a1pHOIO MIKAJIOKO.

Etuka pocainkenns. J{ocnipkeHHS TPOBEICHO BIAMOBIIHO J0 MPUHIUIIB [ eabCiHChKOT
nexnapanii BececBiTHpo1 MenuHOi1 acomianii (1964—-2024). CxBaieHHSI OTPUMAHO BiJl KOMITETY
3 €TUKH XapKiBChKOT0 HAI[IOHAIBHOTO MEAMYHOT0 YHIBEPCUTETY. Y C1 Y4aCHUKH HA/1all TUCbMOBY
iH(hopMOBaHy 3rofy.

Pe3yabTaTu. BcraHOBIIEHO CTPYKTYpPHI 3MiHH TOIIMPEHOCTI BUTOpaHHsI: yacTka ocib 3 EBI <40 %
smeHmmacs 3 354,7 %o 10 314,7 %o, Tox1 sk yactka ocid 3 EBI >70 % 3pocna 3 191,9 %o no
231,9 %o. InentudixkoBano 30 dakropiB pU3MKY, cepel SIKUX HAOLIBIITY CHITy BIUTMBY MAaJIH
OpraHizaliiHoO-yrpaBIiHChKI JAeTepMiHanTh. [Ipare3narHicTh MEIMUHUX MPAIiBHUKIB 3 O3HAKAMU
BUTOpaHHs Oyia Hu3bKo (cepenniii WAL [42,23+0,91] %). HocTym no momomoru 6yB oOmMe-
xeHuM (cepenniii AHI, 59,18 %), npu 11boMy HasIBHICTh CHIELiai30BaHMX CITY>KO 3HAYHO MiJBUIITY-
BaJIa IMAHCU BUCOKOTO JOCTymy (BimHOmIeHHs maHciB, OR=43,56; p<0,001). Po3pobiieHo Ta
BaJIi10BaHO (DYHKI[IOHATBHO-CTPYKTYPHY MOJIENTb, 110 IHTErpy€e CKPUHIHT, CTPATH(]IKALIIO PHU3HKY,
IIPOrHO3YBaHHS Ta MapIIPyTU3AIIil0 A0 JONOMOTIH (CepeHs 3arajbHa OlliHKa, [8,7+0,6] 6ana).

BucHOBKH. 3aniponIOHOBaHA MOJIeNb 3a0e3Meuye CTaHIapTU30BaHUN 1HJIEKCHUM CKPUHIHT,
cTpatu(ikalio pu3uKy, IpOrHo3yBaHHs, (hopMaIi3oBaHUN MapuIpyT JOCTYIY 0 ICUXOTepa-
HNEBTUYHOI JIOTIOMOTM Ta MOHITOPUHI €(EeKTHBHOCTI, BKIIOYAIOUU OLIHKY Hpale3aTHOCTI.
BripoBamxeHHs: MoJieni BIANOBIa€ CyYaCHUM MIKHAPOIHUM I1IX0aM 10 YITPaBIIHHS ICUXIYHUM
3/10pOB’SIM Ha poOOYOMY MICIIi.

Knwuosi cnosa: coyianvha meouyuna, cuHOpom emMoyitiHo2o 8U2OPAaHHs, NPo@ilakmuxa,
npaye30amHicme.
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