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ANNOTATION

Burnout syndrome among healthcare professionals (HCPs) is a major occu-
pational health concern, particularly in primary care settings undergoing rapid
digital transformation. This doctoral thesis investigates burnout prevalence and
its association with work-related psychosocial factors, technostress, and Smart
Technology, Artificial Intelligence, Robotics, and Algorithms (STARA)-related
perceptions among HCPs in Family Medicine Centers (FMCs) in Jubail, Saudi
Arabia, using an integrated sociotechnical framework and quantitative cross-sec-
tional design.

Four validated instruments were administered, MBI-HSS, COPSOQ II,
Technostress Creator Scale, and AI/STARA Awareness Scale, to 160 HCPs
(response rate 62.7%) from a population of 255 staff. Burnout prevalence was
34.6%, with emotional exhaustion as the dominant dimension (52.5% high).
Psychosocial stressors were the strongest predictors ( = 0.663, p < 0.001), while
technostress (r = —0.588, p < 0.001) and AI/STARA perceptions (r = 0.378,
p = 0.001) also showed significant associations. The integrated sociotechnical
model demonstrated superior explanatory capacity over single-domain models
(p < 0.001), confirming the general hypothesis. Findings are translated into
evidence-based burnout prevention guidelines within a Plan-Do-Check-Act
(PDCA) framework, aligned with international occupational health standards
and Saudi Vision 2030 objectives.

Keywords: Burnout, Healthcare, Psychosocial Factors, Technostress,
Artificial Intelligence, Sociotechnica
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INTRODUCTION

Topicality

Burnout syndrome has become one of the most pressing occupational health
challenges of the twenty-first century, particularly in healthcare, where high
job demands, sustained emotional labor, and accelerating digitalization create
conditions of chronic occupational stress (Maslach & Leiter, 2016). In 2019,
the World Health Organization formally recognized burnout in the International
Classification of Diseases (ICD-11) as an occupational phenomenon arising
from chronic workplace stress that has not been successfully managed (WHO,
2019). Burnout constitutes not only an individual mental health issue but also
a critical organizational and public health priority with consequences for care
quality, patient safety, organizational performance, and workforce sustainability
(Panagioti et al., 2018; West et al., 2018; Shanafelt et al., 2015).

The healthcare sector in Saudi Arabia is undergoing substantial digital
transformation under Vision 2030, accelerating the introduction of Electronic
Health Records (EHRs), clinical decision-support systems, and emerging
artificial intelligence (AI)-enabled tools across primary care settings (Saudi
Vision 2030, 2021). This transformation introduces new work-related stressors:
technostress, psychological strain arising from the demands, complexity, and
uncertainty of information and communication technologies (Tarafdar et al.,
2019), and anticipatory Al anxiety, defined as occupation-related distress
stemming from perceived threats to professional roles, skill relevance, and
employment security in the context of advancing automation (Brougham &
Haar, 2017; Makarius et al., 2020).

Despite a growing international literature on burnout in healthcare,
significant knowledge gaps persist. Existing studies predominantly examine
psychosocial, technostress, or Al-related stressors in isolation, leaving the syn-
ergistic effects of these three domains within a unified explanatory model largely
unexamined. Primary care settings, including FMCs, remain substantially
under-represented. Furthermore, the anticipatory dimensions of Al-related
occupational stress have received minimal empirical attention. In Saudi Arabia
specifically, empirical research integrating burnout, digital transformation, and
AT perceptions within primary care FMCs is insufficient despite the country's
rapid adoption of digital health initiatives (Babiker et al., 2021). The present
study addresses these gaps through an integrated sociotechnical approach.

Aim of the research

The aim of the doctoral thesis is to investigate work-related psychosocial
factors, technostress, and artificial intelligence as determinants of burnout



syndrome among HCPs employed in Family Medicine Centers of the Royal
Commission Health Services Program (RCHSP) in Saudi Arabia, in order to
develop an evidence-based, sociotechnical grounded model and multi-level
guidelines for burnout prevention.

Tasks of the research

To achieve the stated aim, the author has formulated the following research

tasks:

1. Conduct a systematic review of scientific literature on burnout syn-
drome, psychosocial risk factors, technostress, and Al in healthcare,
referencing international and regional evidence.

2. Develop a research methodological design and select appropriate
research instruments and analytical methods.

3. Determine the prevalence, severity, and dimensional profile of burnout
syndrome (emotional exhaustion, depersonalization, personal accom-
plishment) among HCPs in FMCs in Saudi Arabia.

4. Investigate the relationships between burnout dimensions, work-related
psychosocial factors and technostress among HCPs.

5. Assess the relationship between AI/STARA awareness, perceived job
insecurity, and burnout among HCPs.

6. Analyze differential burnout levels across demographic and professional
subgroups of HCPs.

7. Develop an integrated, evidence-based, comprehensive multivariate
sociotechnical burnout model and translate empirical findings into
scientifically grounded PDCA-based prevention guidelines.

Research object and subject

« The research object is work-related psychosocial factors, technostress, and
artificial intelligence as determinants of burnout syndrome among HCPs.

« The research subject is the association between burnout syndrome, work-re-
lated psychosocial factors, technostress creators, and AI/STARA awareness
among HCPs employed in FMCs of RCHSP in Saudi Arabia.

Research hypotheses

« General Hypothesis (GH): Burnout among primary care HCPs is statis-
tically significantly associated with psychosocial work environment risks,
technostress, and AI/STARA perceptions; an adverse combination increases
burnout risk.

« H1: Higher psychosocial job demands, and lower job resources are signifi-
cantly associated with burnout dimensions among HCPs.



« H2: There is a significant relationship between technostress creators and
burnout dimensions among HCPs.

« H3: AI/STARA awareness is associated with burnout, negative perceptions
of AI/STARA technologies are linked with higher burnout among HCPs.

« H4: Burnout levels differ significantly among HCPs according to demo-
graphic and professional characteristics.

« H5: A comprehensive multivariate sociotechnical model incorporating
psychosocial, technostress, and AI/STARA factors significantly predicts
burnout dimensions among HCPs.

Research methodology

A quantitative cross-sectional survey design was employed (Creswell &
Creswell, 2018). The theoretical framework integrates the Job Demands-
Resources (JD-R) Model (Bakker & Demerouti, 2007), the Technostress Model
(Tarafdar et al., 2019), and the STARA/Al-related job insecurity framework
(Brougham & Haar, 2017; Makarius et al., 2020) with Maslach's Burnout
Framework. Four internationally validated instruments were administered:
MBI-HSS, COPSOQ II, Technostress Creators Scale, and AI/STARA Awareness
Scale.

Scientific and practical novelty of the research

Three principal scientific contributions: (1) Development of an integrated
sociotechnical burnout model simultaneously incorporating psychosocial work
factors, technostress creators, and STARA-related perceptions, not previously
applied in Saudi primary care; (2) Extension of established burnout theory (JD-R,
COR) to digitally transforming healthcare settings; (3) Empirical identification
of anticipatory Al stress as a measurable psychosocial risk factor independent
of actual AI deployment.

Three principal practical contributions: (1) Development of a PDCA-
aligned, evidence-based multi-level burnout prevention framework for digitally
transforming healthcare organizations; (2) Empirical evidence directly support-
ing Saudi Vision 2030 workforce sustainability and occupational health policy;
(3) Actionable guidance for human-centered digital health implementation
integrating psychosocial risk management.

Limitations of the research

The sample was drawn exclusively from RCHSP FMCs, a technologically
advanced, well-resourced organization, constraining generalizability to other
Saudi healthcare settings. The cross-sectional design precludes causal inference.
Self-reported instruments introduce potential social desirability, recall, and



common method variance biases. Burnout expression in Saudi Arabia may be
modulated by cultural values, professional hierarchy, collectivist norms, and
expatriate workforce dynamics that differ from validation contexts.
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Structure of the thesis

The doctoral thesis comprises an Introduction, four chapters, Conclusions,
Recommendations, References, and Appendices. Chapter 1 provides a com-
prehensive literature review identifying research gaps. Chapter 2 describes
the methodological design, study setting, instruments, data collection, and ana-
lytical plan. Chapter 3 presents empirical results structured around hypotheses
H1-H5 and the general hypothesis. Chapter 4 develops evidence based PDCA
burnout prevention guidelines across four intervention levels.
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1. THEORETICAL FRAMEWORK OF BURNOUT
SYNDROME AND ITS DETERMINANTS

The literature review employed a structured narrative synthesis method
adhering to the modified PRISMA framework (Page et al., 2021). Searches
covered PubMed, Scopus, Web of Science, PsycINFO, and Google Scholar for
publications from 2000 to 2025. A total of 52 empirical studies were included
alongside theoretical, conceptual, and policy documents. Six thematic areas are
addressed: burnout definitions and measurement, psychosocial work factors,
technostress in healthcare, AI/STARA-related concerns, demographic and
professional influences, and evidence-based prevention strategies.

1.1. Burnout: Conceptual Development and the MBI
Framework

Burnout syndrome (BS) is a psychological disorder resulting from chronic
work-related stress that is inadequately managed, particularly prevalent in occu-
pations requiring sustained emotional engagement (WHO, 2019). Freudenberger
(1974) first conceptualized burnout as a state of emotional exhaustion and
cynicism in mental health workers. Maslach and Jackson (1981) subsequently
operationalized burnout as a multidimensional syndrome encompassing three
core dimensions: emotional exhaustion (EE), depletion of emotional energy from
sustained interpersonal demands; depersonalization (DP), the development of
cynical, detached attitudes toward service recipients; and reduced personal
accomplishment (PA), a declining sense of professional competence and effec-
tiveness. The MBI-HSS remains the gold standard for burnout measurement
across healthcare settings (Maslach et al., 2001; Cronbach's o = 0.71-0.92). Global
prevalence estimates range from 25% to 60% among HCPs (Rotenstein et al.,
2018). Saudi studies report emotional exhaustion rates of approximately 54% in
Riyadh-based tertiary institutions (Aldrees et al., 2013).

Table 1.1 presents the principal causes of burnout among HCPs, organized
into organizational, technological, and personal domains. This taxonomy,
derived from JD-R theory and the structured literature review, illustrates
the breadth, complexity, and interdependence of burnout determinants in
contemporary healthcare settings.

As demonstrated in Table 1.1, burnout determinants are multidimensional
and interdependent. Organizational factors, including workload, role ambiguity,
limited autonomy, and weak leadership, align directly with the health-impair-
ment pathway of the JD-R model. Technological factors, notably digitalization
burden, Al-related insecurity, and technostress, represent the emerging class of
determinants central to the sociotechnical perspective of this thesis. Cross-level
interactions between organizational structure, digital demands, and individual
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Table 1.1. Causes of burnout among HCPs organized by domain, key factors, and
brief explanations (Author's developed table based on JD-R theory and structured
literature review)

Domain Key Factors Brief Explanation
Organizational « Workload, time pres- High demands, unclear roles, limited
sure (Aiken et al., 2002; control, and insufficient support
Shanafelt et al., 2012) increase emotional exhaustion and

« Role ambiguity, low auton- | disengagement (Maslach et al., 2001;
omy (Bakker & Demerouti, | Westet al., 2018).
2007)

« Weak leadership
(Shanafelt et al., 2017)

Technological « Digitalization, technostress | Rapid technological and regulatory
(Ragu-Nathan et al., 2008; changes intensify cognitive load,
Tarafdar et al., 2019) uncertainty, and job insecurity (Taraf-
« Al-related insecurity dar et al,, 2019).

(Brougham & Haar, 2017;
Makarius et al., 2020)

« Regulatory pressure
(Dragano & Lunau, 2020)

Personal « Coping style (Lazarus & Individual coping strategies and
Folkman, 1984) emotional exposure influence sus-

« Emotional exposure (Broth- ceptibility to occupational stress and
eridge & Grandey, 2002; burnout.
Greenhaus et al.,

. 2014)

Cross-Level « Interaction of system, or- Individual coping mechanisms and
ganization, and individual | emotional demands influence vulne-
factors (Demerouti et al., rability to stress
2001) and burnout. Individual

« Technostress and Al-related reslourcis_ la}nd lif];e demands (iinﬂuencq
vulnerability to burnout under sustai-
f)auctti(;)rzso(ol?]a)kker & Demer ned stress (]}IID—R & COR frameworks).

vulnerability underscore the necessity of the integrated model tested empirically
in Chapter 3.

Table 1.2 provides a profession-specific comparative analysis of burnout
drivers across the principal HCP groups in the study sample, enabling a role-dif-
ferentiated understanding of burnout vulnerability that informs the targeted
prevention strategies developed in Chapter 4.

The comparative analysis in Table 1.2 reveals both universal and profes-
sion-specific burnout patterns. While emotional exhaustion and high workload
are shared across all professions, the specific underlying mechanisms differ sub-
stantially: physicians face EHR-driven administrative burden eroding clinical
time; nurses confront acute emotional labor and staffing shortages; pharmacists
navigate rapidly expanding roles under workflow pressure. These heterogeneous
vulnerability profiles inform the role-differentiated prevention strategies embed-
ded within the PDCA framework developed in Chapter 4.
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Table 1.2. Comparative profile of burnout across healthcare professions
(Author's developed table)

Profession Key Drivers

Physicians High workload, administrative/EHR burden, emotional
demands, low autonomy

Nurses Emotional labor, staffing shortages, shift work, high
patient acuity

Pharmacists Workflow pressure, long hours, limited autonomy, role
expansion

Dentists Physical strain, patient anxiety management,
administrative burden

Laboratory / High accuracy demands, understaffing, repetitive

Radiology workload

Table 1.3 presents the documented consequences of burnout syndrome
across four impact levels, psychological, professional, organizational,
and systemic, demonstrating the cascading effects that justify multi-level
intervention.

Table 1.3. Consequences of burnout syndrome in healthcare across individual,
professional, organizational, and system levels (Author's developed table)

Level of Impact Consequence Link to Study Model
Psychological Emotional exhaustion, depersonaliza- MBI; COR
tion, reduced accomplishment; psycho-
logical
distress
Professional Reduced performance, medical errors, JD-R; cognitive
turnover intention impairment
Organizational Reduced patient satisfaction; Burnout-quality
absenteeism; workforce instability link
System Increased costs; interaction of psychoso- | Sociotechnical model
cial and technological
factors

As illustrated in Table 1.3, unaddressed burnout cascades across all levels
of the healthcare system. At the individual level, burnout is associated with
depressive symptoms, anxiety, substance abuse, and suicidal ideation. At the pro-
fessional level, burnout drives increased medical errors, reduced clinical decision
quality, and higher turnover intent. At the organizational level, consequences
include elevated absenteeism, reduced productivity, and substantial replacement
costs estimated at up to USD 1 million per physician (Sinsky et al., 2013). At
the systemic level, burnout amplifies healthcare costs and compromises popu-
lation health outcomes. These cascading consequences provide the rationale for
the multi-level PDCA prevention framework developed in Chapter 4.
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1.2. Psychosocial Work Factors and the JD-R Model

The Job Demands-Resources (JD-R) model (Demerouti et al., 2001;
Bakker & Demerouti, 2007) provides the primary theoretical architecture for
understanding psychosocial determinants of burnout. The model posits two
distinct pathways: a health-impairment pathway in which persistently high job
demands, workload, cognitive demands, emotional labor, role ambiguity, deplete
psychological resources, producing exhaustion and cynicism; and a motivational
pathway in which sufficient job resources, social support, autonomy, recogni-
tion, development opportunities, buffer the impact of demands and protect
against burnout. The Conservation of Resources (COR) theory (Hobfoll, 1989)
complements this framework, explaining that burnout escalates when actual or
threatened resource loss exceeds the capacity for resource replenishment under
sustained stress. In Saudi primary care, key psychosocial burnout predictors
include excessive workload, lack of autonomy, low supervisory support, and
work-life imbalance (Babiker et al., 2021).

Figure 1.1illustrates the JD-R model pathways, demonstrating how job demands
and resources jointly influence exhaustion, cynicism, and performance outcomes.
This model directly grounds Hypothesis H1, predicting that high demands and
low resources will be significantly associated with elevated burnout dimensions.

Work Pressure

Job +

Emotional )
s
Demands Exhaustion

Demands

\l/

Work-Home
Conflict

Colleague

Spport Performance

Team Cohesion

Harmony

Job -

&.}
__—" Resources Cynicism
Autonomy /

Coaching

Supervisor
Support

Figure 1.1. Job Demands-Resources (JD-R) Model and its impact on burnout and
performance (Bakker & Demerouti, 2007)

As shown in Figure 1.1, job demands (work pressure, emotional demands,
work-home conflict) exert direct positive effects on exhaustion and cynicism,
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while job resources (colleague support, team cohesion, autonomy, coaching,
and supervisor support) exert buffering (negative) effects on both pathways.
Both pathways converge on performance outcomes, providing the conceptual
basis for organizational interventions targeting demand reduction and resource
enhancement simultaneously.

1.3. Technostress in Healthcare Settings

Technostress, psychological strain arising from the use and demands of
information and communication technologies, was operationalized within
organizational research by Tarafdar et al. (2007, 2019). Five principal tech-
nostress creators are identified: techno-overload (excessive technology-driven
workload); techno-invasion (inability to disengage from work due to constant
connectivity); techno-complexity (perceived insufficient competence to operate
deployed technologies); techno-insecurity (fear of job displacement by tech-
nology-competent colleagues or automation); and techno-uncertainty (anxiety
arising from rapid, unpredictable technological change). In healthcare, EHR
systems represent a primary driver of technostress through increased documen-
tation burden, cognitive load, workflow fragmentation, and perceived loss of
clinical autonomy (Calift et al., 2020; Babiker et al., 2025b). Under Vision 2030,
Saudi Arabia's top-down digital healthcare transformation has amplified these
stressors, with techno-complexity and techno-insecurity emerging as dominant
contributors to burnout risk.

1.4. Artificial Intelligence and STARA-Related Concerns

The STARA (Smart Technology, Artificial Intelligence, Robotics, and
Algorithms) awareness construct (Brougham & Haar, 2017; Makarius et al.,
2020) captures workers' perceptions of automation-related job risk. Research
consistently demonstrates that high STARA-related threat perceptions, even
in the absence of actual AI deployment, are associated with elevated occupa-
tional stress, reduced job satisfaction, and heightened burnout susceptibility
(Babiker et al., 2025a). Among HCPs specifically, concerns center on Al
eroding clinical autonomy through algorithmic deskilling and generating eth-
ical distress through opaque AI recommendations that conflict with clinician
expertise.

Six primary mechanisms through which AI perceptions contribute to
burnout have been identified: (1) job insecurity and loss of professional
autonomy; (2) cognitive intensification through Al-generated information
overload; (3) role ambiguity and accountability confusion at the human-AI
interface; (4) reduced collegial social connectedness through digital media-
tion of clinical work; (5) professional efficacy erosion through over-reliance
on algorithmic support; and (6) ethical and moral distress arising from
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non-transparent Al recommendations. In the present research context, where
AT adoption in FMC clinical decision-making is anticipated but not yet opera-
tionally deployed, these stressors operate through an anticipatory mechanism,
where the perceived costs of future Al are experienced before its benefits are
realized.

1.5. Demographic and Professional Influences on Burnout

The burnout literature consistently documents significant variation across
demographic and professional subgroups. Nurses and physicians report
the highest overall burnout rates globally (Rotenstein et al., 2018). Female HCPs
typically report higher emotional exhaustion; males show higher depersonal-
ization (Maslach et al., 2001). Early-career HCPs (<5 years' experience) face
elevated vulnerability due to limited coping repertoires and training-induced
performance demands. Heavy patient loads, administrative burden, and dual
clinical-administrative roles represent the strongest workload-related burnout
predictors (Shanafelt et al., 2015). In Saudi Arabia, demographic burnout patterns
are modulated by professional hierarchy, collectivist values, gender role dynam-
ics, and the distinct stressors facing expatriate HCPs, who comprise approxi-
mately 60-65% of RCHSP clinical staff and face acculturation demands, reduced
family support, and heightened job insecurity perceptions (Alharbi et al., 2019).

1.6. PreventionStrategiesandthe CaseforanIntegrated Model

Evidence-based burnout prevention operates across three primary lev-
els. Individual-level approaches include mindfulness-based stress reduction
(MBSR), cognitive behavioral therapy (CBT), peer mentorship, and structured
microbreaks, targeting resilience, emotional regulation, and early symptom
recognition. Organizational-level approaches include workload redesign and
redistribution, recognition and reward reform, leadership development, and psy-
chosocial risk assessment protocols. Policy-level approaches include national and
institutional occupational health standards, mandatory burnout monitoring,
and alignment of workforce wellbeing with accreditation frameworks.

Figure 1.2 illustrates the theoretical basis for psychosocial intervention,
showing how individual strategies (targeting personal resources) and organi-
zational strategies (targeting work resources) function to interrupt the pathway
from work demands to burnout.

Figure 1.2 confirms that both personal resources (individual strategies) and
work resources (organizational strategies) can buffer the causal pathway from
work demands to burnout. This dual-channel intervention architecture directly
informs the four-level PDCA framework developed in Chapter 4, simultaneously
targeting individual resilience-building and organizational demand-resource
restructuring,.
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Personal
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resources
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Figure 1.2. Focus of psychosocial intervention strategies for burnout: methods
addressing both personal and organizational resources (adapted from Bakker &
Demerouti, 2007; LaMontagne et al., 2007)

Table 1.4 summarizes psychosocial intervention strategies across all four
prevention levels, illustrating the continuum from early risk identification to
rehabilitation.

Table 1.4. Principal strategies of psychosocial intervention across prevention levels
(LaMontagne et al., 2007)

Level Individual Focus Organizational Focus
Diagnosis Self-awareness; stress recog- | Psychosocial risk assessment
nition; MBI-HSS screening | (COPSOQ II); workload audit
Primary Time management; social Job redesign; workload redistribution;
Prevention skills training; MBSR; work- | leadership development; recognition
life strategies programs
Secondary CBT; peer support groups; Team climate improvement; flexible
Prevention early burnout intervention | scheduling; organizational development
programs
Tertiary Counselling; psychotherapy; | Employee Assistance Programs (EAP);
Prevention occupational rehabilitation | phased return-to-work; role modification

Table 1.4 demonstrates that effective burnout prevention requires contextu-
ally aligned, multi-level interventions spanning the full continuum from early
risk identification to recovery support. Organizational-level structural interven-
tions must be implemented in combination with individual psychosocial support
programs to achieve sustained outcomes, a principle embedded in the PDCA
framework developed in Chapter 4.

Table 1.5 presents an integrative synthesis of the key burnout domains, their
constituent factors, and the condensed theoretical pathways through which they
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contribute to burnout, ensuring direct alignment between the theoretical review
and the hypotheses tested in Chapter 3.

Table 1.5. Key burnout domains and condensed theoretical pathways identified in
the literature (Author's developed table)

Domain Key Factors Condensed Pathway to Burnout
Demographic & | Age, gender, profession, Frontline, younger, and high-workload
Professional experience, patient load, dual | HCPs face higher EE due to sustained role

role burden pressure and resource insufficiency.

Psychosocial Job demands, job resources, | High demands deplete resources

Work Factors organizational climate, work- | driving exhaustion; limited resources
life balance reduce engagement and erode personal

accomplishment.

Technostress Techno-overload, invasion, | Poorly implemented digital systems
complexity, insecurity, intensify cognitive load, disrupt clinical
uncertainty workflows, and accelerate all three

burnout dimensions.

Al-Related STARA awareness, Al Anticipatory Al threat heightens job inse-
Factors anxiety, role uncertainty, curity and EE through perceived resource
skill obsolescence loss (COR mechanism).

Sociotechnical | Psychosocial, digital interac- | Burnout emerges from systemic misa-

Perspective tion; organizational design; | lignment between work organization,
technology governance employee capacity, and technology

demands.

Table 1.5 establishes that burnout among HCPs is a multideterminant
phenomenon arising from the convergent effects of psychosocial job stressors,
digitalization-driven technostress, and anticipatory AI anxiety, operating within,
and amplified by misalignments between organizational design and employee
capacity. Three key research gaps motivate the present study: (1) no prior study
has simultaneously examined all three stressor domains in a unified burnout
model in Saudi primary care; (2) primary care FMC settings are substantially
under-represented in technostress and AI occupational health research; and
(3) anticipatory Al stress as a psychosocial risk construct has received minimal
empirical validation in healthcare.
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2. RESEARCH DESIGN AND METHODOLOGY

This chapter describes the methodological framework of the research,
encompassing the conceptual and theoretical design, study setting, sampling
strategy, measurement instruments, data collection procedures, ethical consid-
erations, and analytical strategy. The methodology was structured to ensure
alignment between the theoretical frameworks, research hypotheses (H1-H5),
and statistical analytical methods.

2.1. Research Design

A quantitative, cross-sectional survey design was employed to investigate
the relationships between psychosocial work conditions, technostress, Al/
STARA awareness, and burnout syndrome among HCPs (Creswell & Creswell,
2018; Aguinis et al., 2021). The design precludes causal inference; all reported
relationships are associative. Figure 2.1 illustrates the methodological design
framework, demonstrating the alignment between theoretical frameworks, study
variables, measurement instruments, and analytical pathways.

THEORETICAL STUDY VARIABLES & MEASURES ANALYSIS & TRANSLATION
FRAMEWORKS

Burnout Syndrome (Outcome Variable) Analytical Pathways

Job Demands- Instrument: MBI-HSS (EE, DP, PA)
Resources (JD-R) Model

Descriptive statistics

Psychosocial Work Factors (H1) (frequencies, %, mean, SD)

Technostress Instrument: COPSOQ I

Model

Group comparisons (testing H4):
independent t-tests, one-way ANOVA

Technostress Creators (H2
yanasgliRelated > Instrument: Technostress C(reat)or Scale >
Job Insecurity Framework i (testing H1-H3)

ST Al/STARA-Related Perceptions (H3) Chi-square (x?) tests
F K Instrument: STARA Awareness Scale (categorical burnout levels
rameworl x demographics)

Pearson correlation analysis

Demographic & Professional Multivariable regression analysis
Characteristics (H4) (testing H1, H5 — integrated model)

* Age, gender, marital status,
 Education level, profession/specialty,

« years of experience, patient load,

Conceptual grounding

Evidence-Based
Guidelines Development (PDCA)
* administrative workload
Translation of empirically supported

determinants into PDCA-aligned
organizational interventions

Figure 2.1. Methodological Design Framework illustrating the alignment between
theoretical frameworks, study variables, measurement instruments, and analytical
pathways (Author's developed figure).

EE = Emotional Exhaustion; DP = Depersonalization; PA = Personal Accomplishment.
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As illustrated in Figure 2.1, the methodological design framework ensures
that each theoretical framework (JD-R Model, Technostress Model, STARA/
Al-related job insecurity framework, Maslach's Burnout Framework) is directly
mapped to its corresponding predictor variable domain, measurement instru-
ment, and analytical method. Psychosocial work factors (H1), technostress
creators (H2), AI/STARA perceptions (H3), and demographic/professional
characteristics (H4) serve as independent predictor domains, while EE, DP, and
PA are the dependent outcome variables. This alignment ensures every analytical
step in Chapter 3 is theory-driven and hypothesis-anchored.

2.2. Study Setting and Sample

The study was conducted in Family Medicine Centers (FMCs) operated
under the Royal Commission Health Services Program (RCHSP) in Jubail
Industrial City, Saudi Arabia, a technologically advanced primary healthcare
network maintaining integrated EHR and Health Information System (HIS)
infrastructure. A census-style sampling strategy was employed: all full-time
HCPs in RCHSP FMCs (N = 255) were invited to participate via official organ-
izational email. Of 255 eligible staff, 160 completed usable questionnaires,
yielding a response rate of 62.7%. At 95% confidence with n = 160 and N = 255,
the estimated margin of error was approximately 5%, confirming adequate
statistical precision for organizational-level inference.

2.3. Measurement Instruments

Four internationally validated instruments were employed, each selected for
established psychometric properties and conceptual alignment with the theo-
retical framework. (1) MBI-HSS (Maslach et al., 2001): 22-item gold-standard
burnout measure assessing EE (9 items), DP (5 items), and PA (8 items) on
a 7-point frequency scale (0 = Never to 6 = Every Day); Cronbach's a = 0.71-0.92.
(2) COPSOQ II (Pejtersen et al., 2010): Eight validated subscales comprising
28 items (o = 0.78-0.91) measuring quantitative demands, cognitive demands,
development possibilities, meaning of work, workplace commitment, rewards/
recognition, and social support. (3) Technostress Creators Scale (Tarafdar et al.,
2019): Multi-item scale measuring five technostress dimensions (o = 0.84-0.91).
(4) AI/STARA Awareness Scale (Brougham & Haar, 2018): Four items measur-
ing personal and industry-level AT threat perceptions on a 5-point Likert scale
(o = 0.80-0.90; in this sample o = 0.87).

Table 2.1 confirms the technical rigor of the data collection process.
The 62.7% response rate substantially exceeds the conventional 50-55% bench-
mark for organizational occupational health surveys (Dillman et al., 2014) and
reflects strong organizational support for the research and HCPs' willingness
to engage with burnout-related inquiry.
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Table 2.1. Technical overview of the survey administration

Aspect Description
Study setting Family Medicine Centers (FMCs), RCHSP, Jubail Industrial
City, Saudi Arabia
Target population N =255 full-time healthcare professionals (census of all eligible

FMC staff)

Achieved sample

n =160 completed questionnaires

Response rate

62.7% of the defined organizational population

Confidence level

95%

Margin of error

+5% for proportion estimates within the defined population

Sampling approach

Census-style invitation - all eligible staff invited via official
organizational email

Data collection method

Electronic, self-administered structured questionnaire via
Google Forms

IRB approval

RCHSP Institutional Review Board (Reference: IRB-RCH-52,
December 3, 2023)

Data collection period

March - June 2024 (12 weeks)

Survey language

English (operational documentation language at RCHSP FMCs)

2.4. Data Collection Procedures

Data collection was conducted in three sequential phases following IRB
approval. Phase 1: Preparation and Coordination (December 2023 - January
2024): Completion of ethical and administrative procedures; development
of the electronic survey via Google Forms. Phase 2: Pilot Testing (February
2024): Administration to a pilot cohort of 20 HCPs; Cronbach's a ranged from
0.78 to 0.93; minor item modifications based on participant feedback. Phase
3: Main Survey Administration (March - June 2024): Distribution via official
organizational email to all eligible HCPs with a participant information sheet;
participation was voluntary and fully anonymous; no personally identifiable
information collected; weekly reminder emails over a 12-week administration
window. AI tools were used exclusively for language editing and structural
formatting; all research design decisions, data analyses, result interpretations,
and theoretical integrations were conducted by the researcher.

2.5. Ethical Considerations

Ethical approval was obtained from the RCHSP Institutional Review
Board prior to any data collection (Reference: IRB-RCH-52, December 3, 2023;
Appendix 1). The research was conducted in full compliance with institutional
policies, Good Clinical Practice guidelines, and GDPR principles. Participation
was voluntary with the right to withdraw at any time without consequence;
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no personally identifiable information was collected; data were stored on pass-
word-protected, access-restricted devices accessible only to the research team;
data will remain secure until August 2026 and will be reported only in aggregate
format.

2.6. Data Analysis

Data were analyzed using IBM SPSS Statistics Version 26. The analytical
strategy comprised five complementary approaches aligned with the research
hypotheses: (1) Descriptive statistics: means, standard deviations, and fre-
quencies for all study variables and demographic characteristics; (2) Pearson
correlation analyses: bivariate associations between burnout dimensions and
psychosocial factors (H1), technostress (H2), and AI/STARA awareness (H3);
(3) Multivariable regression analyses: identification of independent burnout
predictors and estimation of effect sizes (f5) for H1 and H5; (4) Independent-
samples t-tests and one-way ANOVA: burnout comparisons across demographic
and professional subgroups (H4); (5) Chi-square (x°) analyses: distributional
associations between categorical burnout levels and demographic characteris-
tics (H4). All statistical assumptions were tested prior to inferential analyses.
Significance threshold: p < .05. Effect sizes (r and f§) were interpreted alongside
p-values.
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3. EMPIRICAL ANALYSIS OF
BURNOUT DETERMINANTS

This chapter presents the empirical results in a systematic, hypothe-
sis-driven sequence, beginning with the descriptive burnout profile, followed
by an examination of psychosocial work factors (H1), technostress (H2), and AI/
STARA awareness (H3). The analysis then proceeds to subgroup differences (H4)
and the integrated sociotechnical model (H5), concluding with the evaluation
of the general hypothesis (GH). All findings are contextualized within their
theoretical frameworks and compared with international and regional evidence.

3.1. Survey Characteristics

Data were collected from HCPs employed across RCHSP FMCs in Jubalil,
Saudi Arabia. The complete eligible population comprised 255 HCPs. A total
of 160 completed responses were received, representing a 62.7% response rate.
The estimated margin of error at 95% confidence was +5%, confirming sufficient
statistical precision for organizational-level descriptive and inferential analyses.

3.2. Sociodemographic Characteristics

The final sample of 160 HCPs was predominantly female (62%), consistent with
primary care nursing and allied health workforce composition in Saudi Arabia.
The age distribution favored younger-to-mid career professionals (25-35 years: 40%;
36-49 years: 45%). Marital status was predominantly married (>60%). Educational
attainment was high, more than 80% held at least a bachelor's degree, with a sub-
stantial proportion holding masters or doctoral qualifications. Professional group
representation reflected FMC staff composition: physicians (28%), nurses (35%),
pharmacists (20%), and laboratory/radiology professionals (17%). Approximately
50% of respondents held additional administrative or coordination responsibil-
ities, creating a dual-burden workload profile relevant to H4 subgroup analyses.

3.3. Burnout Prevalence and Distribution (MBI-HSS)

Using the combined MBI-HSS classification (high EE plus high DP and/
or low PA), overall burnout prevalence was 34.6%. Emotional exhaustion
was the most prevalent dimension (52.5% in the high category), followed by
depersonalization (32.5% high). Personal accomplishment remained relatively
preserved (63.8% high), reflecting an 'engaged-exhausted' professional profile,
sustained professional purpose coexisting with high emotional depletion,
characteristic of professionals maintaining strong clinical identity under high
demand conditions (Maslach & Leiter, 2016).
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Table 3.1. Mean scores, standard deviations, and item-level interpretation of
burnout dimensions (MBI-HSS) among HCPs (N = 160)

Frequency Highest-Scoring Item
Subscale Mean SD Interpretation (Mean)

Emotional Exhaus- 3.16 | 0.69 |Onceaweek "I feel that I am working
tion (EE) too hard in my job”

(M =4.07)
Depersonalization 1.88 | 0.34 |Onceamonthorless |"Tam afraid this job will
(DP) harden me emotionally”

(M =2.36)
Personal Accomplish- | 4.57 | 0.33 | Once a week (high "I deal very effectively
ment (PA) accomplishment with patients' problems”

(M=5.14)

The item-level results in Table 3.1 reveal clinically meaningful patterns.
The highest-scoring EE item, 'T feel that I am working too hard in my job'
(M = 4.07), reflects workload over-engagement rather than patient-related
emotional depletion, directing intervention attention toward organizational
workload governance. The highest-scoring DP item, 'T am afraid this job will
harden me emotionally' (M = 2.36), reflects anticipatory depersonalization,
suggesting a preventive opportunity window. The high PA item mean (M = 5.14)
confirms strong clinical self-efficacy as a persistent protective resource consistent
with the JD-R motivational pathway.

3.4. Hypothesis H1: Psychosocial Work Factors and Burnout

COPSOQ II analysis revealed a paradoxical psychosocial profile. The three
highest-rated dimensions, meaning of work (M = 2.88, SD = 0.41), support from
colleagues (M = 2.87, SD = 0.28), and cognitive demands (M = 2.85, SD = 0.52),
simultaneously represent the most protective resource (professional meaning)
and the most salient demand (cognitive load). Moderate scores for recogni-
tion (M = 2.37) and development opportunities (M = 2.39) indicate persistent
resource deficits. Overall psychosocial factors correlated significantly with
burnout (r = —0.387, p < 0.001). Multivariable regression identified psychosocial
work conditions as the strongest predictors (8 = 0.663 for EE, p < 0.001). H1
is supported.

Table 3.2 shows that work-related psychosocial factors are significantly
associated with emotional exhaustion (EE) and personal accomplishment (PA),
but not with depersonalization (DP). The strongest associations with EE were
observed for quantitative demands (f = —-0.612, p < 0.001) and job insecurity
(B = —0.534, p < 0.001). For PA, significant positive associations were found
with cognitive demands (p = 0.614, p < 0.001), possibilities for development
(B = 0.540, p < 0.001), and rewards (B = 0.518, p < 0.001). No significant rela-
tionships were identified for DP (p > 0.05).
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Table 3.2. Mean, descriptive statistics and regression analysis of psychosocial
factors (COPSOQ II) in relation to burnout dimensions

Psych ial Fact
ebosocialFector [ yewn | sp | BEGP | PAGD | DP(BD)
Meaning of Work 2.88 0.41 —-0.480 0.428 -0.214
(<0.001) | (<0.001) | (0.327)
Social Support 2.87 0.28 0.245 -0.203 0.060
(Colleagues) (0.137) (0.223) (0.562)
Cognitive Demands 2.85 0.52 —-0.413 0.614 0.118
(<0.001) | (<0.001) | (0.334)
Social Support 2.65 0.10 0.432 -0.084 -0.072
(Supervisors) (<0.001) (0.521) (0.445)
Possibilities for 2.39 0.30 -0.351 0.540 0.070
Development (0.133) (<0.001) (0.412)
Rewards / 2.37 0.38 -0.230 0.518 0.070
Recognition (0.213) (<0.001) (0.410)
Workplace 2.34 0.24 0.511 -0.280 -0.122
Commitment (<0.001) | (0.003) (0.288)
Quantitative 1.96 0.53 -0.612 0.440 0.213
Demands (<0.001) (<0.001) (0.343)
Job Insecurity 1.74 0.53 -0.534 -0.073 -0.062
(<0.001) | (0.530) (0.418)

Overall, these findings provide partial support for Hypothesis 1 and are
consistent with the Job Demands-Resources (JD-R) model, where psychosocial
demands relate to EE and resources enhance PA.

3.5. Hypothesis H2: Technostress and Burnout

The overall technostress composite was in the neutral-moderate range
(M = 3.00, SD = 0.70), masking clinically important dimension-level variation.
Techno-complexity (M = 4.34, SD = 3.23) and techno-insecurity (M = 3.94,
SD = 3.13) were the highest-scoring dimensions, with approximately two-
thirds of participants indicating insufficient digital competence for their job
demands, a significant techno-mismatch reflecting structural implementation
failure rather than individual inadequacy. A statistically significant association
(r = -0.588, p = 0.001), with the direction reflecting the scoring structure of
the scale, supporting H2.

The dominance of techno-complexity and techno-insecurity over tech-
no-overload and techno-invasion in Table 3.3 reveals that the primary technos-
tress burden is cognitive and identity-threatening rather than merely volumetric.
Organizations should assess digital competence requirements and training needs
before, not after, deploying new clinical technologies. The involvement dimension
(M =2.97) indicates that end-users are only moderately consulted before technol-
ogy introductions, amplifying the skills mismatch and its burnout consequences.
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Table 3.3. Descriptive statistics of technostress creator dimensions among HCPs
(N = 160). Higher scores indicate greater perceived digital stress

Technostress Creator

Di . Mean SD Interpretation

imension

Techno-Complexity 4.34 3.23 | Highest- 67% report insufficient digital
skills for job demands

Techno-Insecurity 3.94 3.13 | High - substantial uncertainty about
technology-related job future

Multitasking demands 3.60 2.21 | Moderate-high - concurrent digital task
demands are significant

Information Overload 3.43 2.17 | Moderate - digital information volume
is burdensome

Techno-Uncertainty 3.23 1.88 | Moderate - rapid system changes create

professional instability

Technical Support availability | 3.01 1.27 | Moderate - help desk accessibility is
variable

Techno-Overload 2.20 1.12 | Lower concern - technology volume less
salient than complexity

Techno-Invasion 2.20 1.12 | Lower concern - after-hours connecti-
vity is less problematic

Total Technostress (composite) | 3.00 0.70 | r=-0.588**, p =0.001 with burnout
composite

“p = 0,001.

3.6. Hypothesis H3: AI/STARA Awareness and Burnout

AI/STARA awareness scores were uniformly low (composite M = 1.24,
SD = 0.14), with strong disagreement that AI could replace current clinical
roles (M = 1.10-1.13). Concerns were marginally higher regarding industry-level
disruption (M = 1.37). Despite these low absolute scores, AI/STARA awareness
exhibited a statistically significant moderate positive correlation with overall
burnout (r = 0.378, p = 0.001), supporting H3. This finding demonstrates that
anticipatory Al stress operates as a measurable psychosocial risk factor inde-
pendently of actual AT exposure, consistent with the COR mechanism of burnout
arising from perceived resource threat.

The pattern in Table 3.4 reveals an asymmetry between personal and
industry-level AI threat perceptions, an 'optimism bias' whereby workers
underestimate personal automation risk while acknowledging sector-level
transformation. This creates a specific preparedness gap: HCPs may be psycho-
logically unprepared for the disruption that occurs when anticipatory concerns
translate into actual role changes as Vision 2030 digital health implementations
accelerate. Proactive Al literacy, transparent organizational communication, and
participatory Al governance are warranted as preventive psychological health
measures.
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Table 3.4. AI/STARA awareness scores and association with burnout dimensions H3

AI/STARA Statement Mean SD Interpretation
I think my job could be replaced 1.13 0.99 | Strongly disagree — minimal per-
by Al ceived personal threat
I am worried that what I do will be | 1.10 0.91 | Strongly disagree — lowest concern
replaced by AT across all four items
I am worried about my future in 1.34 1.09 | Disagree - slight organizational-le-
this organization due to Al vel concern
I am worried about my future in 1.37 1.07 | Disagree — highest concern at
my industry due to AI industry level
Total AI/STARA Awareness (com- 1.24 0.14 | Low overall; r=0.378**, p = 0.001
posite) with burnout composite
“*p = 0.001.

3.7. Hypothesis H4: Demographic and Professional
Differences

Subgroup analyses revealed differential patterns across burnout dimensions.
Emotional exhaustion showed no statistically significant mean differences
across any demographic variable (all p > 0.05), indicating that the pervasive
high-demand primary care environment produces relatively uniform emotional
depletion regardless of individual background. Depersonalization and personal
accomplishment showed significant differences by professional specialty, patient
load per day, education level, and marital status. Nurses reported the highest
EE (M = 42.5, SD = 7.1) compared with physicians (M = 37.1, SD = 6.5). Years of
experience emerged as protective for personal accomplishment, consistent with
the JD-R motivational pathway. H4 received partial support: professional role
characteristics and workload factors were more significant burnout differentia-
tors than basic demographic variables.

Table 3.5. Inferential statistics for burnout dimension differences across
demographic and professional characteristics H4

Variable EE (F/t; p) DP (F/t; p) PA (F/t; p) H4 Evidence
Gender t=0.780 (ns) | t=1.590 (ns) | t=0.687 (ns) | Not supported
Age group F=0.111 (ns) | F=0.470 (ns) | F=0.373 (ns) | Not supported
Marital status F=0.232(ns) | F=4.244" F=5.127% | Partial support
Education level F=0.231(ns) | F=4494* F=4.158* | Partial support
Specialty / Profession F=0.735(ns) | F=5.164* F=5.456* | Partial support
Years of experience F=0.300(ns) | F=0.327 (ns) | F=3.927* | Partial support
Patient load per day F=0.548 (ns) | F=5.716* F=5.520* | Partial support
Administrative workload t=0.496 (ns) | t=0.235 (ns) t=2.590* | Partial support

*p < 0.05; ns = not significant. EE = Emotional Exhaustion; DP = Depersonalization; PA = Personal
Accomplishment.
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The uniform distribution of EE across all demographic groups underscores
the systemic, organizational nature of emotional depletion in this primary care
context. The significant variation in DP and PA by specialty and patient load
underscores the importance of role-specific prevention strategies that address
distinct HCP group vulnerability profiles.

3.8. Hypothesis H5: Integrated Sociotechnical Model

The integrated multivariable regression model, including all predictor
domains and demographic covariates, was statistically significant (p < 0.001),
supporting H5. Psychosocial factors were the strongest predictors (f = 0.663 for
emotional exhaustion, p < 0.001), while technostress (r = —0.588) and AI/STARA
awareness (r = 0.378) also showed significant independent associations.
The model demonstrated greater explanatory power than single-domain models,
confirming burnout as a sociotechnical phenomenon arising from combined
organizational, digital, and technological stressors.

Table 3.6. Mean scores across all study domains: burnout, psychosocial factors,
technostress, and AI/STARA awareness (N = 160).

Domain Mean + SD | Scale Range Interpretation
Psychosocial factors (COP- | 2.46 +0.49 1-5 Moderate exposure to psycho-
SOQII) social demands with resource
deficits

Technostress (Creators 3.08 +0.70 1-5 Neutral-to-moderate overall;

Scale) complexity and insecurity
dominant

AI/STARA Awareness 1.22+£0.14 1-5 Low absolute awareness; anti-
cipatory psychological impact
evident

Burnout overall (MBI 3.29+1.19 0-6 Symptoms present a few times

composite) per month; clinically signifi-
cant burden

The convergence of all three predictor domains at similar correlation mag-
nitudes in Table 3.6 validates the JD-R theoretical prediction that cumulative
demands from multiple organizational and technological domains exert additive
burnout strain. The integrated model's superior explanatory capacity over sin-
gle-domain models provides strong empirical support for conceptualizing and
addressing burnout as a multidetermined sociotechnical phenomenon.

Summary of Hypothesis Testing and General Hypothesis

Table 3.7 presents a comprehensive summary of hypothesis testing outcomes
across all five specific hypotheses and the general hypothesis.
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Table 3.7. Summary of hypothesis testing results and general hypothesis evaluation

H Domain Key Evidence D;r‘lﬂg;::ins Key Statistic Decision
H1 |Psychosocial Job demands EE B up to 0.663; | Supported
work factors predict EE; (strongest), r=
(COPSOQ II) resources predict PA, DP -0.387,p
PA; overall model < 0.001
significant
H2 | Technostress cre- | Strong associa- EE, DP r=-0.588, Supported
ators (composite) | tion with bur- p=0.001
nout; complexity
and insecurity
dominant
H3 | AI/STARA Anticipatory Al EE, DP, PA r=10.378, Supported
awareness (com- | concerns corre- p=10.001
posite) late with burnout
despite low
absolute scores
H4 |Demographic & | Subgroup diffe- DP, PA ANOVA Partial sup-
professional rences in DP and p<0.05 port
characteristics PA; EE uniformly
distributed
H5 |Integrated socio- |All three pre- EE, DP, PA Model Supported
technical model | dictor domains p <0.001
jointly and inde-
pendently predict
burnout
GH | Sociotechnical Convergent evi- All three Consistent Supported
burnout (conver- | dence across all dimensions | across analy-
gent) five hypotheses ses
confirm general
hypothesis

**p < 0.001. EE = Emotional Exhaustion; DP = Depersonalization; PA = Personal Accomplishment.

The outcomes obtained from the hypotheses tested are summarized below
in Table 3.7. The results of the tested hypotheses indicate that the original
hypothesis of this study was supported; however, there was a wide variation
among the original hypotheses across the four domains studied. The psycho-
social wellness dimensions of the work environment had statistically significant
correlations with various aspects of burnout, with emotional exhaustion being
the most highly correlated dimension. Technostress and AI/STARA technologies
also demonstrated statistically significant correlations with burnout; however,
technostress had a greater impact than did AI perceptions.

The subgroup analyses for hypothesis 4 provided partial support for
the hypothesis whereby it was found that statistically significant differences
were present primarily in depersonalization and personal accomplishment
across the selected demographic and professional characteristics as well as
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across the four domains of the original hypotheses. In general, these findings
support the conceptualization of burnout as a multidimensional sociotechnical
phenomenon that is influenced by the interaction of psychosocial work condi-
tions, digital stressors, and job characteristics.
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4. EVIDENCE-BASED GUIDELINES FOR
BURNOUT PREVENTION AMONG HCPS

This chapter translates the empirical findings into a comprehensive,
multi-level evidence-based burnout prevention framework structured within
the Plan-Do-Check-Act (PDCA) continuous improvement cycle. The framework
is grounded in WHO (2020) and ILO (WHO & ILO, 2021) international occu-
pational mental health frameworks, aligned with ISO 45001 (2018) Occupational
Health and Safety management standards, and designed to support Saudi Vision
2030 workforce sustainability objectives.

4.1. The Integrated Sociotechnical Prevention Model and
PDCA Framework

Figure 4.1 presents the evidence-based comprehensive multivariate
sociotechnical model of burnout and PDCA-based intervention framework,
synthesizing the empirical findings into an integrated conceptual and prac-
tical architecture. The model demonstrates how psychosocial work factors
(COPSOQ), technostress creators, and AI/STARA awareness jointly create
a Job Demands-Resources imbalance (JD-R framework) that produces burnout
outcomes across all three MBI dimensions, and maps this to a structured PDCA
intervention framework.

As illustrated in Figure 4.1, the integrated model positions psychosocial
work factors, technostress creators, and AI/STARA awareness as three con-
verging predictor domains feeding into a central Job Demands-Resources
imbalance mechanism that produces the three burnout dimensions (EE, DP,
PA). Demographic and professional characteristics moderate these relationships.
The PDCA intervention framework maps evidence-supported predictive links
to structured organizational actions: Plan (psychosocial risk assessment, tech-
nostress and AI/STARA evaluation), Do (workload redistribution, digital skills
training, Al literacy, leadership support), Check (burnout monitoring, psycho-
social indicators, technostress tracking), and Act (corrective actions, counselling
interventions, policy refinement). PDCA is endorsed by ISO 45001 (2018) OHS
management standards and aligned with the continuous quality improvement
culture embedded in Vision 2030's National Health Sector Transformation
Program.
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Figure 4.1. Evidence-Based Comprehensive Multivariate Sociotechnical Model
of Burnout and PDCA-Based Intervention Framework among HCPs (Author's
developed figure based on JD-R, COR, Technostress, and STARA frameworks)

ok

p < 0.001.
Note: Technostress showed a strong association with burnout (r = -0.588, p = 0.001). AI/STARA
variables demonstrated moderate positive associations (r = 0.378, p = 0.001), while psychosocial
factors showed the strongest predictive effects in regression analyses.

4.2. Individual-Level Interventions

Individual-level interventions target three mechanisms identified empir-
ically: excessive workload engagement (highest EE item: 'working too hard'),
cognitive depletion (highest COPSOQ demand: cognitive demands M = 2.85),
and anticipatory Al and technostress anxiety. Evidence-based approaches include
Mindfulness-Based Stress Reduction (MBSR) for improved emotional regulation
(Grossman et al., 2004); Cognitive Behavioral Therapy (CBT) for maladaptive
cognitive patterns associated with over-commitment (Ruotsalainen et al., 2015);
structured peer mentorship programs addressing early-career vulnerability; and
microbreaks (30 seconds to 5 minutes during clinical workflows) demonstrated
by systematic review and meta-analysis to significantly improve attention, reduce
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cognitive fatigue, and counteract techno-overload effects (Albulescu et al., 2022).
Annual MBI-HSS burnout screening within routine occupational health checks
enables early detection. Individual strategies must not substitute for organi-
zational interventions, organizational-level psychosocial risk management is
the primary burnout prevention lever.

4.3. Organizational-Level Interventions

Organizational interventions represent the most impactful prevention level
given psychosocial work conditions were identified as the strongest burnout
predictors ( = 0.663, p < 0.001). Key actions include: (1) Annual COPSOQ II
psychosocial risk assessments with mandatory departmental action plans for
high-risk units; (2) Systematic workload audits with redistribution protocols and
specialty-calibrated patient load thresholds, addressing the 42% of staff reporting
insufficient work time; (3) Structured recognition and reward programs linked
to objective clinical performance indicators; (4) Leadership development pro-
grams transforming supervisory culture from crisis-driven management toward
developmental mentorship; (5) Participatory digital governance mechanisms
involving clinical end-users in EHR/HIS design, selection, and implementation
decisions to reduce techno-complexity and techno-insecurity.

4.4. Technological Interventions

Given the technostress-burnout association (r = —0.588) and the finding that
67% of HCPs lacked adequate digital skills, technological interventions focus
on structural remediation of the techno-mismatch: (1) Mandatory role-specific
digital skills training at onboarding and annually; (2) Regular EHR/HIS
usability audits every 12-18 months with audit findings integrated into system
redesign priorities; (3) Digital workflow redesign teams with clinical end-user
representation prior to all significant technology implementations; (4) A for-
mal 'right to disconnect' policy limiting after-hours digital communications;
(5) Streamlined EHR documentation workflows reducing administrative burden
not contributing to clinical quality. For Al-related risk: transparent AI commu-
nication strategies; annual Al literacy training including practical engagement
with decision-support tools; pre-implementation participatory workshops; and
institutional commitment to Al as augmentative of, not substitutive for, clinical
professional judgment.

4.5. Policy-Level Interventions

Policy-level interventions provide the structural and regulatory architec-
ture for sustainable burnout prevention: (1) Formal recognition of burnout
as a tracked organizational occupational health Key Performance Indicator
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with mandatory reporting to governance structures and accreditation bodies;
(2) Incorporation of psychosocial, technostress, and anticipatory Al stress
into standard workplace risk assessment protocols aligned with ISO 45001
(2018); (3) Establishment of institutional multidisciplinary Burnout Prevention
Committees (clinical, HR, IT, occupational health, policy representation) with
PDCA cycle oversight authority; (4) Explicit alignment of burnout prevention
goals with Vision 2030 National Health Sector Transformation Program indi-
cators, treating workforce wellbeing as a prerequisite for healthcare quality and
digital transformation targets; (5) Mandatory annual workforce health reports
including burnout prevalence trends, intervention coverage, and measurable
outcomes as components of CBAHI accreditation requirements.
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CONCLUSIONS

. The systematic literature review, covering 52 empirical studies alongside
theoretical, conceptual, and policy documents, established that burnout in
healthcare is a complex, multidimensional occupational health phenomenon
shaped by the simultaneous interaction of psychosocial work conditions,
technological change, and organizational context. Contemporary occupa-
tional health scholarship increasingly recognizes burnout as a sociotech-
nical phenomenon, the product of systemic misalignment between human
work demands, organizational resources, and the requirements of digitally
transforming care delivery systems.

. The review identified technostress and AI/STARA-related concerns as
emerging psychosocial risk factors requiring explicit integration into
contemporary burnout models. The persistence of single-domain research
designs, examining psychosocial, technostress, or Al factors in isolation,
constituted the primary knowledge gap motivating the integrated socio-
technical approach adopted in this thesis.

. A robust methodological framework incorporating four internationally vali-
dated instruments (MBI-HSS, COPSOQ II, Technostress Creators Scale, and
AI/STARA Awareness Scale) within a quantitative cross-sectional design
was established. The hypothesis-driven analytical plan ensured method-
ological transparency and alignment with established occupational health
psychology research standards.

. Burnout was prevalent among HCPs in RCHSP FMCs (34.6% by combined
MBI-HSS criteria), with emotional exhaustion as the dominant dimension
(52.5% high). The 'engaged-exhausted' professional profile, sustained
professional purpose coexisting with high emotional depletion, represents
a critical occupational health risk that, without targeted organizational
intervention, may progressively deteriorate toward full burnout.

. Psychosocial work conditions (H1) were confirmed as the strongest asso-
ciation of burnout, accounting for the largest proportion of variance in
emotional exhaustion (f = 0.663, p < 0.001). High cognitive demands, work-
load imbalance, inadequate recognition, and the paradoxical contribution
of organizational over-commitment to emotional exhaustion were the most
significant individual predictors.

. Technostress (H2) demonstrated a statistically significant association with
burnout (r = -0.588, p = 0.001), with techno-complexity and techno-insecu-
rity as dominant contributors. The finding that two-thirds of HCPs lacked
adequate digital competence for their job demands represents a structural
techno-mismatch, reflecting insufficient pre-deployment training and par-
ticipatory governance rather than individual inadequacy.
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10.

AI/STARA awareness (H3) exhibited a statistically significant moderate
positive correlation with burnout (r = 0.378, p = 0.001) despite uniformly
low absolute awareness scores. This demonstrates that anticipatory Al
stress functions as an empirically measurable psychosocial risk factor inde-
pendently of actual AT deployment. As Vision 2030 accelerates AT adoption,
proactive organizational management through Al literacy and transparent
governance is required.

. Subgroup analyses (H4) provided partial support: professional role char-

acteristics, clinical specialty, patient load, and years of experience were
more significant burnout intensity differentiators than basic demographic
variables. The uniform distribution of EE underscores the systemic organ-
izational nature of emotional depletion. Nurses and early-career HCPs
represent the highest-risk subgroups requiring targeted prevention.

The integrated sociotechnical model (H5) demonstrated that psychosocial,
technostress, and Al-related factors jointly and significantly predict all
three burnout dimensions (overall model p < 0.001), confirming the general
hypothesis. The integrated model demonstrated superior explanatory capac-
ity over single-domain models, providing strong empirical validation for
conceptualizing burnout as a multidetermined sociotechnical phenomenon.
The empirical findings were successfully translated into a multi-level,
evidence based PDCA burnout prevention framework encompassing psy-
chosocial risk governance, digital ergonomics and technostress reduction,
proactive Al literacy and governance, and targeted high-risk subgroup
support, aligned with ISO 45001 OHS standards and the workforce sus-
tainability and quality improvement of Saudi Vision 2030.11.
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RECOMMENDATIONS

Organizational Practice
Psychosocial Risk Management (Priority: Critical - p = 0.663, p < 0.001)

« Implement annual COPSOQ II psychosocial risk assessments across all clin-
ical departments with mandatory action plans for high-risk units, reported
to senior leadership with tracked implementation timelines.

« Establish semi-annual staff wellbeing surveys monitoring workload, emo-
tional demands, recognition, and job resources with longitudinal trend
tracking.

« Embed annual MBI-HSS burnout screening within routine occupational
health checks for all HCPs.

« Create structured recognition and reward programs linked to objective
clinical performance indicators.

« Provide leadership development programs transforming supervisory cul-
tures toward developmental mentorship, particularly within hierarchical
Saudi healthcare contexts.

« Establish specialty-calibrated patient load thresholds and workload redistri-
bution protocols to address the 42% of staff reporting insufficient work time.

Technostress Reduction and Digital Ergonomics

(Priority: High - r = —0.588, p = 0.001)

« Mandate role-specific digital skills training at onboarding and annually,
with curricula differentiated by clinical function and identified techno-com-
plexity gaps.

+ Conduct formal EHR/HIS usability audits every 12-18 months, with find-

ings integrated into system redesign priorities.

Establish digital workflow redesign teams incorporating clinical end-user

representation prior to all significant technology implementations.

« Implement and enforce a formal right to disconnect’ policy limiting after-

hours digital communications.

Simplify EHR documentation workflows to reduce administrative burden

not directly contributing to clinical quality.

Proactive AI Governance and Workforce Preparation

(Priority: High and growing - r = 0.378, p = 0.001)

+ Develop and communicate a transparent organizational Al strategy speci-
fying planned implementation steps, clinical scope, expected role impacts,
and safeguards against professional displacement.

« Provide annual AT literacy training for all clinical staff, including practical
engagement with decision-support tools in simulated environments.
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« Establish mechanisms enabling healthcare professionals to participate in
the design, piloting, evaluation, and governance of AI systems.

« Develop training and professional development programs for clinical roles
most likely to be augmented by AL

 Formally commit to recognizing Al as a tool that supports, rather than
replaces, clinical professional judgement.

Targeted High-Risk Group Interventions

« Launch structured mentorship and peer supervision programs for early-ca-
reer HCPs (<5 years' experience), the most vulnerable subgroup for personal
accomplishment erosion.

« Provide regular clinical supervision or structured peer support groups for
nurses and pharmacists.

« Implement flexible scheduling and workload protection for HCPs managing
dual clinical and administrative responsibilities.

« Regularly review and enforce maximum patient load thresholds by specialty.

Governance and Policy

« Formally recognize burnout as a tracked organizational occupational health
Key Performance Indicator with mandatory governance reporting.

« Incorporate psychosocial, technostress, and anticipatory Al stress into
standard workplace risk assessment protocols aligned with ISO 45001
(2018).

« Establish institutional multidisciplinary Burnout Prevention Committees
with formal PDCA cycle oversight authority.

« Align burnout prevention goals explicitly with Vision 2030 National Health
Sector Transformation Program indicators.

« Mandate annual workforce health reports including burnout prevalence
trends as mandatory components of CBAHI accreditation requirements.

Future Research Directions

« Conduct longitudinal cohort studies following HCPs through digital health
implementation phases to establish causal directionality of technostress and
AT anxiety effects on burnout.

« Replicate the integrated sociotechnical burnout model across diverse Saudi
primary care settings, including MOH primary health care centers and
private sector facilities.

« Investigate mediating and moderating mechanisms through which tech-
nostress and anticipatory Al anxiety translate into burnout using mixed
methods designs.

37



« Evaluate PDCA-based prevention framework effectiveness through prospec-
tive intervention studies with pre-post designs and active control conditions.

« Develop and validate culturally adapted psychosocial risk assessment tools
for GCC healthcare settings.
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ANOTACIJA

IzdegSanas sindroms straujas digitalas attistibas apstaklos ir batiska arodve-
selibas probléma veselibas aprupes profesionaliem (VAP) ipasi primaras aprupes
iestadés stradajosiem. Promocijas darba, izmantojot integrétu sociotehnisku
pieeju un kvantitativu $kérsgriezuma dizainu, pétita izdeg$anas izplatiba un
tas saistiba ar psihosocialajiem darba vides riskiem, tehnostresu un ar viedajam
tehnologijam, maksligo intelektu, robotiku un algoritmiem (anglu val. saisi-
najums: STARA) saistito uztveri gimenes medicinas centros DZubaila, Satda
Arabija. Pétjjuma izmantoti Cetri validéti instrumenti: Maslacas izdegSanas
inventarizacijas un cilvékresursu aptauja (anglu val. saisinajums: MBI-HSS).

Kopenhagenas psihosocialas anketas otra versija (anglu val.saisinajums:
COPSOQ II), Tehnostresa izraisitaju skala un MI/STARA izpratnes skala.
Pétljuma no 255 uzrunatajiem darbiniekiem piedalijas 160 veselibas aprapé
nodarbinato profesionalu. IzdegSanas izplatiba tika konstatéta 34,6% respon-
dentiem, kur dominéjosais bija emocionalais izsikums (52,5% respondentiem),
kas norada uz augstu limeni. Psihosocialie stresori bija spécigakie izdegSanas
prognozetaji (p = 0,663, p < 0,001). Bez tam nozimigu saikni uzradija ari teh-
nostress (r = —0,588, p < 0,001) un AI/STARA uztvere (r = 0,378, p = 0,001).
Integrétajam sociotehniskajam modelim izradijas augstaka izzinosa spéja neka
atsevi$ku jomu modeliem (p < 0,001), tadéjadi apstiprinot galveno hipotézi.
Pétljuma rezultati tika izmantoti uz pieradijumiem balstitas izdegSanas noveér-
$anas vadliniju izstradasana atbilstosi Plano-Dari-Parbaudi-Novérté (anglu val.:
Plan-Do-Check-Assess) ietvaram, kas atbilst starptautiskajiem arodveselibas
standartiem un Saiida Arabijas Vizijas 2030 mérkim.

Atslegvardi: izdegSanas sindroms, veselibas aprape, psihosocialie faktori,
tehnostress, maksligais intelekts, sociotehniska pieeja
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IEVADS

Aktualitate

Izdegsanas sindroms ir kluvis par vienu no nozimigakajam 21. gadsimta
arodveselibas probléemam, jo Ipasi veselibas aprapé, kur augstas darba prasibas,
ilgstosa emocionala spriedze un strauja digitalizacija rada priek$nosacijumus
hroniskam ar darbu saistitam stresam (Maslach & Leiter, 2016). Pasaules
Veselibas organizacija (PVO) 2019. gada Starptautiskaja slimibu klasifikatora
(SSK-11) izdegsSanu oficiali atzina par arodslimibu, kas attistas hroniska un
nepietiekami parvaldita stresa darbavieta rezultata (PVO, 2019). IzdegSana
ir netikai individuala garigas veselibas problemam bet ari nozimiga organi-
zaciju un sabiedribas veselibas prioritate, jo tas sekas skar apriipes kvalitati,
pacientu drosibu, organizaciju darbibas rezultatus un darbaspéka ilgtspéju
(Panagioti et al., 2018; West et al., 2018; Shanafelt et al., 2015).

Salida Arabija veselibas apriipes nozaré Vizijas 2030 ietvaros jau tagad
notiek vérieniga digitala pilnveide, kas paatrina elektronisko veselibas karSu
(EVK), klinisko lémumu atbalsta sistému un jaunu maksliga intelekta (MI) riku
ieviesanu primaraja veselibas apripé (Saudi Vision 2030, 2021). Sis pirmainas
rada jaunus ar darbu saistitus stresorus: tehnostresu - psihologisku spriedzi,
ko izraisa informacijas un komunikacijas tehnologiju prasibas, to sarezgitiba
un nereti arl nenoteiktiba (Tarafdar et al., 2019). Bez tam nodarbinatajiem
biezak novéro trauksmi, kas saistita ar maksliga intelekta (MI) ieviesanu, jo
darbiniekiem pieaug spriedze uztverto draudu par profesionalajam lomam dél,
iegiito prasmju pielietoSanu un nodarbinatibas dro$ibu (Brougham & Haar,
2017; Makarius et al., 2020). Neraugoties uz pieaugoso starptautisko pétjjumu
apjomu par izdegSanu veselibas aprapé, joprojam atklajas batiskas zinasanu
nepilnibas. Lidz$ingjos pétijjumos psihosocialie faktori, tehnostress un ar MI
saistitie stresori galvenokart analizéti noskirti, tadé] So triju jomu sinergiska
ietekme vienota skaidrojosa modeli vél nav pietiekami izpétita. Arl primaras
apripes iestades, tostarp gimenes medicinas centri, pétijumos ir nepietiekami
parstavetas. Turklat anticipatora ar MI saistita profesionala stresa dimensijam
lidz Sim pievérsta ierobezota empiriska uzmaniba. Satida Arabija trakst péti-
jumu, kuros primaras aprapes gimenes medicinas centru konteksta vienlaikus
tiktu analizeta izdegSana, digitala parveide un MI uztvere, neraugoties uz valsti
strauji istenotajam digitalas veselibas iniciativam (Babiker et al., 2021).

Saja pétijuma minétas zinaganu nepilnibas par izdegsanu veselibas apripé
nodarbinatajiem risinatas, izmantojot integrétu sociotehnisku pieeju.
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Pétijuma meérkis

Promocijas darba mérkis ir izpétit ar darbu saistitos psihosocialos faktorus,
tehnostresu un maksliga intelekta uztveri ka izdegsanas sindroma noteicosos
faktorus veselibas apriipes profesionaliem, kuri strada Satida Arabijas Karaliskas
komisijas Veselibas apripes pakalpojumu programmas (anglu val. salsinajums:
RCHSP) gimenes medicinas centros (GMC), izstradat uz pieradijumiem bals-
titu, sociotehniski pamatotu modeli un daudzlimenu vadlinijas izdegSanas
profilaksei.

Petijuma uzdevumi

Meérka sasniegSanai autors ir izvirzijis $adus pétijuma uzdevumus:

1.

Veikt sistematisku zinatniskas literatiiras parskatu par izdegSanas
sindromu, psihosocialajiem riska faktoriem, tehnostresu un maksligo
intelektu veselibas apripé, analizéjot starptautiskos un regionalos
pétijumus.

Izstradat pétijuma metodologisko dizainu un atlasit atbilstosus pétijuma
instrumentus un analitiskas metodes.

Noteikt izdegSanas sindroma izplatibu, smaguma pakapi un dimensiju
profilu (emocionalais izsikums, depersonalizacija un personigo sas-
niegumu izjata) veselibas aprupes profesionaliem, kuri strada Satida
Arabijas gimenes medicinas centros.

Izpétit saistibu starp izdegSanas sindroma, ar darbu saistitajiem psiho-
socialajiem faktoriem un tehnostresa veselibas apriipes profesionaliem.
Noverteét saistibu starp MI/STARA izpratni, uztverto nodarbinatibas
nedrosibu un izdegSanu veselibas apriipes profesionaliem.

Analizét izdegSanas limena atskiribas veselibas apripes profesionaliem
demografiskajas un profesionalajas apaksgrupas.

Izstradat integrétu, uz pieradijumiem balstitu daudzfaktoru socioteh-
nisku izdegSanas modeli un, pamatojoties uz empiriskajiem rezultatiem,
formulét zinatniski pamatotas profilakses vadlinijas atbilstosi Plano-
Dari-Kontrolé-Novérté (PDKN) ciklam.

Petijuma objekts un priekSmets

« Pétijuma objekts ir ar darbu saistitie psihosocialie faktori, tehnostress un
maksligais intelekts ka izdegSanas sindroma noteicosie faktori veselibas
apripes profesionaliem.

« Pétijuma priekSmets ir izdegSanas sindroma saistiba ar psihosocialajiem
darba vides faktoriem, tehnostresa izraisitajiem un MI/STARA izpratni vese-
libas apripes profesionaliem, kuri nodarbinati Satida Arabijas Karaliskas
komisijas Veselibas apripes pakalpojumu programmas GMC.
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Péetijuma hipotézes

« Galvena hipotéeze (GH): izdegSana primaras aprupes veselibas aprupes
profesionaliem ir statistiski nozimigi saistita ar psihosocialajiem darba
vides riskiem, tehnostresu un MI/STARA uztveri; nelabvéliga so faktoru
kombinacija palielina izdegSanas risku.

« HI: Augstakas psihosocialas darba prasibas un zemaki darba resursi ir
statistiski nozImigi saistiti ar veselibas apriipes profesionalu izdegsanas
dimensijam.

« H2: starp tehnostresa izraisitajiem un veselibas apripes profesionalu izdeg-
$anas dimensijam pastav statistiski nozimiga saistiba.

« H3: MI/STARA izpratne ir saistita ar izdeg$anu; negativaka MI/STARA
tehnologiju uztvere ir saistita ar augstaku izdegSanas limeni veselibas
aprupes profesionaliem.

« H4: IzdegSanas limenis veselibas apriapes profesionaliem statistiski nozimigi
atskiras atkariba no demografiskajiem un profesionalajiem raksturlielumiem.

« H5: Visaptvero$s daudzfaktoru sociotehniskais modelis, kas ietver psihoso-
cialos, tehnostresa un ar MI/STARA saistitos faktorus, statistiski nozimigi
prognozé veselibas aprupes profesionalu izdegsanas dimensijas.

Péetijuma metodologija

Pétijuma izmantots kvantitativs $kersgriezuma aptaujas dizains (Creswell &
Creswell, 2018). Teorétiskais ietvars apvieno darba prasibu un resursu (anglu
val. saisinajums: JD-R) modeli (Bakker & Demerouti, 2007), tehnostresa
modeli (Tarafdar et al., 2019), Viedas tehnologijas, maksliga intelekta, roboti-
kas, algoritmu (STARA) un ar MI saistitas nodarbinatibas nedrosibas modeli
(Brougham & Haar, 2017; Makarius et al., 2020), ka arl Maslacas izdeg$a-
nas modeli. Izmantoti Cetri starptautiski validéti instrumenti: MBI-HSS,
COPSOQ II, Tehnostresa izraisitaju skala un MI/STARA izpratnes skala.

Petijuma zinatniska un praktiska novitate

Pétijuma galveno zinatnisko ieguldijumu veido: (1) integréta sociotehniska
izdegSanas modela izstrade, kura vienlaikus ietverti psihosocialie darba fak-
tori, tehnostresa izraisitaji un ar STARA saistita uztvere un kurs ieprieks nav
izmantots Satda Arabijas primaraja veselibas apripé; (2) iedibinato izdeg$anas
teoriju — darba prasibu un resursu (JD-R) modela un resursu saglabasanas
(COR) teorijas — piemeérosanas paplasinasana uz veselibas aprapes vidi digitalas
parveides apstaklos; (3) paredzama ar MI saistita stresa empiriska identificesana
ka izmérams psihosocialais riska faktors neatkarigi no faktiskas MI ieviesanas.

Pétijuma galveno praktisko ieguldijjumu veido: (1) ar PDKN ciklu saskanota,
uz pieradijumiem balstita daudzlimenu izdegSanas profilakses ietvara izstrade
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veselibas aprupes organizacijam digitalas parveides apstaklos; (2) empirisku
pieradijumu snieg$ana Satida Arabijas Vizijas 2030 darbaspéka ilgtspéjas un
arodveselibas politikas pilnveidei; (3) praktiski istenojamu ieteikumu izstrade
cilvekcentrétai digitalas veselibas risindjumu ievieSanai, integréjot psihosocialo
risku parvaldibu.

Péetijuma ierobezojumi

Pétijuma izlasi veidoja tikai tehnologiski attistito un resursiem labi nodro-
§inato gimenes medicinas centru darbinieki, tadé] rezultatu visparinasana uz
citam Satida Arabijas veselibas apriipes iestidém ir ierobezota. Skérsgriezuma
pétijuma dizains nelauj izdarit secinajumus par célonsakaribam. Pagnovértéjuma
instrumentu izmantoSana var radit socialas vélamibas, atceré$anas kladu un
kopéjas metodes dispersijas ietekmi. IzdegSanas izpausmes Satida Arabija var
ietekmét kultiiras vértibas, profesionala hierarhija, kolektivisma normas un
arvalstu darbaspéka dinamika, kas atSkiras no instrumentu sakotnéjas valida-
cijas konteksta.

Publikacijas

Pétljuma rezultati aprobéti un izplatiti recenzétas publikacijas, starptautis-
kas konferencés un akadémiskajos seminaros:

1. Babiker, M., Merisalu, E., Roja, Z., Kalkis, H. (2025). Prospective effects
of artificial intelligence on burnout syndrome: Reducing risks and enhan-
cing psychological well-being. Sigurnost, 67(2), 135.-141. Ipp. https://doi.
org/10.31306/s.67.2.4 (zurnals indekséts datubazé Scopus)

2. Babiker, M., Merisalu, E., Roja, Z. (2024). Exploration of the association between
technostress and burnout among healthcare professionals. International
Journal of Social Relevance & Concern, 12(3), 29.-41. lpp. https://doi.org/
10.26821/1JSRC.12.3.2024.120306 (starptautisks recenzéts zurnals)

3. Roja, Z., Kalkis, H., Babiker, M. (2025). Interaction of physical and mental
strain for surgeons and nurses in operating theatre in Latvia. No: H. Kalkis,
Z. Roja (red.), Social and Occupational Ergonomics (AHFE Open Access,
190. s&j.). AHFE International. https://doi.org/10.54941/ahfe1006596 (recen-
z&éts konferences rakstu krajums, AHFE Open Access)

4. Babiker, M., Merisalu, E., Roja, Z., Kalkis, H. (2025). Evaluation of techno-
stress creators among healthcare workers in Saudi Arabia. No: T. Ahram,
W. Karwowski, D. Etinger (red.), Human Systems Engineering and Design
(IHSED 2025): Future Trends and Applications. AHFE International.
https://doi.org/10.54941/ahfe1006780 (recenzéts konferences rakstu kra-
jums, AHFE Open Access)

5. Babiker, M., Merisalu, E., Roja, Z., Kalkis, H. (2025). Evaluation of the ele-
ments influencing response to online surveys among healthcare workers.
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https://doi.org/10.31306/s.67.2.4
https://doi.org/10.31306/s.67.2.4
https://doi.org/10.26821/IJSRC.12.3.2024.120306
https://doi.org/10.26821/IJSRC.12.3.2024.120306
https://doi.org/10.54941/ahfe1006596
https://doi.org/10.54941/ahfe1006780

No: Proceedings of the BNU Workshops on Health and Social Sciences.
Vilnius Tech Press. https://doi.org/10.20334/2025-048-K (starptautisks
recenzéts konferences rakstu krajums)

6. Babiker, M., Roja, Z., Kalkis, H. (2025). Assessment of the relationship
between artificial intelligence applications and healthcare workers' perspec-
tives on the future workplace in Saudi Arabia. No: T. Ahram, W. Karwowski,
J. Kalra (red.), Human Factors in Design, Engineering, and Computing
(AHFE Open Access, 199. s&j.). AHFE International. https://doi.org/
10.54941/ahfe1006979 (recenzéts konferences rakstu krajums, AHFE Open
Access)

7. Babiker, M., Merisalu, E., Roja, Z., Kalkis, H. (2026). Factors that contribute
to physician's satisfaction with the quality of the health information system.
No: J. Choudrie, E. Tuba, T. Perumal, A. Joshi (red.), ICT for Intelligent
Systems (ICTIS 2025) (Smart Innovation, Systems and Technologies, 325.
s€j.). Springer, Singapura.https://doi.org/10.1007/978-981-95-1365-9_36
(Springer gramatu sérija, indekséta datubazé Scopus)

8. Babiker, M., Roja, Z., Kalkis, H. (2026). Assessment of work-related psycho-
social factors among primary healthcare employees. No: H. Kalkis, Z. Roja,
S. S. Aytag, J. A. Sheikh (red.), Social and Occupational Ergonomics. AHFE
(2026) International Conference. AHFE International, ASV. https://doi.org/
10.54941/ahfe1007941 (konferences rakstu krajums, indekséts datubazé
Scopus)

9. Babiker, M., Roja, Z., Kalkis, H. (2026). Evaluation of burnout syndrome
and work-related psychosocial factors among healthcare workers. No: M. E.
Ward, S. Corrigan, P. Lachman, J. Fitzsimons, T. Grimes, L. M. Chadwick
(red.), Safer Better Healthcare, By All for All (HEPS 2025) (Springer Series
in Design and Innovation, 64. s€j.). Springer, Cham. https://doi.org/
10.1007/978-3-032-23073-7_17 (Springer gramatu sérija, indekséta datubazé
Scopus)

Promocijas darba saturs un struktira

Promocijas darbu veido ievads, cetras nodalas, secinajumi, ieteikumi,
pétitas literatiras un avotu saraksts, ka ari pielikumi. Pirmaja nodala sniegts
visaptvero$s literatiiras parskats un identificétas pétjjumu nepilnibas. Otraja
nodala aprakstits pétijuma metodologiskais dizains. Tresaja nodala empiriskie
rezultati izklastiti atbilstosi hipotézém H1-H5 un galvenai hipotézei. Ceturtaja
nodala izstradatas uz pieradijumiem balstitas izdegSanas profilakses vadlinijas
Cetros intervences limenos, ievérojot PDKN ciklu.
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1. IZDEGSANAS SINDROMA TEORETISKAIS
PAMATOJUMS UN TA NOTEICOSIE FAKTORI

Literatairas parskata izmantota strukturéta narativas sintézes metode,
ievérojot modificetu PRISMA ietvaru (Page et al., 2021). Izmantotas $adas
datu bazes: PubMed, Scopus, Web of Science, PsycINFO un Google Scholar d,
aptverot publikacijas no 2000. lidz 2025. gadam. Kopuma ieklauti 52 empiriski
pétijumi, ka ari teorétiskie, konceptualie un politikas dokumenti. Analizétas
seSas tematiskas jomas: izdegSanas definicijas un mérisana, psihosocialie
darba faktori, tehnostress veselibas aprapé, ar MI/STARA saistita nedrosiba,
demografiska un profesionala ietekme un uz pieradijumiem balstitas profilakses
stratégijas.

1.1. lzdegS$ana: konceptuala attistiba un tirgus vadibas (MBI)
ietvars

IzdegSanas sindroms (IS) ir psihologisks stavoklis, kas rodas ilgstosa un
nepietiekami parvaldita ar darbu saistita stresa ietekmé un ir Ipasi izplatits
profesijas, kuras nepiecieSama pastaviga emocionala spriedze (PVO, 2019).
Freudenbergers (1974) izdegSanu sakotnéji raksturoja ka emocionala izsikuma
un cinisma stavokli garigas veselibas aprapes darbiniekiem. Maslac¢a un
Dzeksons (1981) izdegSanu vélak apziméja ka daudzdimensionalu sindromu,
ko veido tris pamatdimensijas: emocionalais izsikums (EI) - emocionalo
resursu izsiksana ilgstoSu starppersonu prasibu ietekmé; depersonalizacija
(DP) - ciniskas un distancétas attieksmes veido$anas pret pakalpojumu
sanémeéjiem; un pazeminata personigo sasniegumu izjata (PS) — profesionalas
kompetences un efektivitates izjitas mazinasanas. MBI-HSS joprojam ir viens
no visplasak izmantotajiem instrumentiem izdeg$anas novértésanai veselibas
aprupé (Cronbach a = 0,71-0,92). Pasaulé izdegSanas izplatiba VAP vida tiek
lésta 25-60% robezas (Rotenstein et al., 2018).

1.1. tabula autors apkopojis un galvenos izdegSanas veselibas apriipes
profesionaliem, pamatojoties uz strukturéto literatiras analizi (sk. 1.1. tabulu).

1.1.tabula atspogulotie izdegSanas noteicosie faktori ir daudzdimensionali
un savstarpéji saistiti. Organizatoriskie faktori, tostarp darba slodze, lomu
neskaidriba, ierobezota autonomija un vaja vadiba, tiesi atbilst JD-R modelim
veselibas traucéjumu dél. Tehnologiskie faktori, jo ipasi digitalizacijas slogs, ar
maksligo intelektu saistita nedrosiba un tehnostress, parstav jauno noteicoso
faktoru célonu klasi, kas ir $is disertacijas sociotehniskas perspektivas centra.
Starplimenu mijiedarbiba starp organizatorisko struktaru, digitalajam prasi-
bam un individualo reakciju norada uz integréta modela nepieciesamibu, kas
empiriski piedavats 3. nodala.
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1.1. tabula. IzdegSanas céloni veselibas apriipes specialistiem, kas sakartoti pec
galvenajiem faktoriem, céloniem, un isiem skaidrojumiem (autora veidota tabula,
pamatojoties uz JD-R teoriju un strukturétu literataras apskatu)

stratégijas (Lazarus & Folk-
man, 1984)

» Emocionala slodze un
ekspozicija (Brotheridge &
Grandey, 2002;

Greenhaus et al., 2014)

Faktori Galvenie celoni Iss skaidrojums
Organizatoriskie | « Darba slodze, laika Augstas darba prasibas, neskaidri
spiediens (Aiken et al., 2002; | darba pienakumi, ierobeZota
Shanafelt et al., 2012) kontrole un nepietiekams organi-
« Lomu neskaidriba, zema zatoriskais atbalsts veicina emo-
autonomija (Bakker & Demer- cioné}p izvsikumu un profesionalo
outi, 2007) atsveSinasanos (Maslach et al., 2001;
« Vaja vadiba (Shanafelt et al., West et al., 2018).
2017)
Tehnologiskie « Digitalizacija, tehnostress Straujas tehnologiskas un normati-
(Ragu-Nathan et al., 2008; vas parmainas palielina kognitivo
Tarafdar et al., 2019) slodzi, nenoteiktibu un darba nedro-
« Nedrosiba saistiba ar maksligo | $1bas sajiitu (Tarafdar et al., 2019).
intelektu (Brougham & Haar,
2017; Makarius et al., 2020)
« Normativais un regulativais
spiediens (Dragano & Lunau,
2020)
Individualie « Parvarésanas (coping) Individualas parvarésanas straté-

gijas un emocionala iesaiste darba
ietekmé uznémibu pret profesionalo
stresu un izdeg$anu.

Starp-limenu
(integrétie)

« Sistémas, organizacijas
un individualo faktoru
mijiedarbiba (Demerouti et al.,
2001)

« Tehnostresa un ar maksligo
intelektu saistitie faktori
(Bakker & Demerouti, 2007)

Izdegsanas risks veidojas dazadu
limenu faktoru

mijiedarbiba. Individualie

resursi, parvaré$anas mehanismi un
dzives prasibas nosaka ievainoja-
mibu ilgstosa stresa apstaklos (JD-R
un COR teorétiskie ietvari).

Autors 1.2. tabula apkopojis galvenos izdegsanu veicinosos faktorus attieci-
gas veselibas apripes specialistu grupas, kas lauj izprast izdegsanas sindroma
célonus katra profesija, kas, savukart, nosaka nepiecieSamibu péc mérktiecigas
profilakses vadlinijam, kas piedavatas 4. nodala.

1.2. tabulas salidzino$a analize atklaj universalas un katrai profesijai
specifiskas tendences. Arstiem elektronisko veselibas karsu (EVK) raditais
administrativais slogs samazina klinisko laiku ar pacientu; medmasas saskaras
ar akatu emocionalu darba un personala trakumu; farmaceiti spiesti stradat
aizvien pieaugosas darba plasmas spiediena ietekmé.Lidzigi ar ar zobarstiem un
darbiniekiem laboratorijas. IzdegSanas sindroma salidzinosais profils dazadas
veselibas aprupes profesijas norada par nepieciesamibu katrai profesijai atbil-
stosu profilakses stratégiju (sk. 4. nodalu).
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1.2. tabula. IzdegSanas sindroma salidzinoSais profils dazadas veselibas aprupes
profesijas (autora veidota tabula)

Profesija Galvenie izdeg$anu veicinosie céloni péc profesijam

Arsti Liela darba slodze, administrativais/EVK slogs, emocionalas
prasibas, zema autonomija

Masas Emocionalais darbs, personala trikums, mainu darbs, augsta
pacientu apripes intensitate

Farmaceiti Darba plasmas spiediens, garas stundas, ierobeZota autonomija,
lomu paplasinasanas

Zobarsti Fiziska slodze, pacientu trauksmes vadiba, administrativais slogs,
profesionala izolacija

Laboratorija / Augstas precizitates prasibas, personala triikums, zema atziniba,

Radiologija atkartots tehniskais darbs

1.3. tabula apkopotas izdegsanas sindroma sekas Cetros ietekmes limenos,
demonstréjot tos efektus, kas pamato vairaku limenu iejauk$anas nepieciesa-
mibu - atbilsto$a modela izstradi.

1.3. tabula. Tzdeg$anas sindroma sekas veselibas apriipe individualaja,
profesionalaja, organizatoriskaja un sistémiskaja limeni (autora veidota tabula)

Ietekmes limenis Sekas Saistiba ar modeli
Psihologiskais Emocionalais izsikums, MBI; COR
(individualais) depersonalizacija,

samazinata sasniegumu
izjuta; psihologiskais distress

Profesionalais (uzvedibas) Samazinata veiktspéja, JD-R; kognitivie traucéjumi
mediciniskas kladas,
nodoms pamest darbu

Organizatoriskais Samazinata pacientu Apripes kvalitate; izdegSana
apmierinatiba; darba
kavéjumi un personala
nestabilitate

Sistémas / starplimenu Pieaugosas izmaksas; Sociotehniskais modelis
psihosocialo, tehnologisko
un MI faktoru mijiedarbiba

1.3. tabula atspogulotais raksturo, ka ignorétas izdegSanas sekas var izpla-
tities visa veselibas aprapes sistéma, no individualiem simptomiem (depresivie
simptomi, trauksme) lidz organizatoriskajiem (paaugstinats prombiutnes raditajs,
samazinata produktivitate) un sistémiskajiem (lielakas veselibas aprupes izmak-
sas). Tas saskan ar citu autoru pétjjumiem, kuros noteuikts, ka personala aizsta-
$anas izmaksas var sasniegt lidz USD 1 miljonam par vienu arstu (Sinsky et al.,
2013). Sis sekas pamato 4. nodala izstradata vairaku limenu PDKN profilakses
sistémas nepieciesamibu.
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1.2. Psihosocialie darba faktori un JD-R modelis

Darba prasibu un resursu (anglu val. saisindjums JD-R) modelis
(Demerouti et al., 2001; Bakker & Demerouti, 2007) nodro§ina primaro teo-
rétisko izpratni par psihosocialajiem izdegSanas noteicéjfaktoriem. Modelis
atspogulo galvenos divus at$kirigus virzienus: (1) veselibu ietekméjosos
nepartrauktu augstu darba prasibu, darba slodzes, kognitivo prasibu, emocio-
nalas slodzes, lomu neskaidribas, izsikstosu psihologisko resursu dél, izraisot
izsikumu un cinismu; (2) un motivaciju ietekméjosu, kura ir pietiekami darba
resursi, socialais atbalsts, autonomija, atziniba, atvieglotas prasibas darba un
nodrosinata aizsardziba pret izdegSanu. Resursu saglabasanas teorija (COR;
Hobfoll, 1989) papildina $o izpratni.

1.1. atteéls ilustré JD-R modela virzienus, paradot, ka darba prasibas un
resursi kopigi ietekmé izsikumu, cinismu un snieguma rezultatus. Sis modelis
tiesi pamato hipotézi H1, prognozéjot, ka augstas prasibas un zemi resursi bus
batiski saistiti ar paaugstinatu izdegSanas sindroma limeni.

Darba slodze

+ )
Emocionalas \ Darba Emocionalais

e = p— P
prasibas prasibas izstkums
Darba un privatas

dzives lidzsvars =

Darba un privatas
dzives konflikti

L + Darba
Kolégu atbalsts sniegums
Komandas -
saliedétiba i
Autonomija Darba _,  Cinisms
resursi (atsvesinasanas)
Mentorings/

profesionalais atbalsts

Vadibas atbalsts

—> Poxzitiva ietekme (+) — Negativa ietekme (=)

1.1. attels. Darba prasibu un resursu (JD-R) modelis un ta ietekme uz izdegSanu un
darba sniegumu (Bakker & Demerouti, 2007)

Analizejot 1.1. attéla redzamo, autors secina, ka darba prasibas (darba spie-
diens, emocionalas prasibas, nesabalanséts lidzsvars starp darbu un majam)
tie$i pozitivi ietekmé emocionalo izsikumu un cinismu, savukart darba resursi
(kolégu atbalsts, komandas saliedétiba, autonomija, vaditaja atbalsts) rada nega-
tivu ietekmi gan uz veselibu, gan darbinieku motivaciju. Abi virzieni saplist
ar snieguma rezultatiem, nodrosinot konceptualu pamatu organizatoriskam
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intervencém, kuru meérkis ir vienlaikus samazinat pieprasijumu un uzlabot
resursus.

1.3. Tehnostress veselibas aprupes iestadés

Misdienas pieradits, ka tehnostress, psihologiska slodze rodas no infor-
macijas un komunikaciju tehnologiju (IKT) lietoSanas augstajam prasibam
(Tarafdar et al. 2007, 2019). Ir pieraditi pieci galvenie tehnostresa izraisitaji:
(1) tehnologiju parslodze (parmeériga tehnologiju virzita darba slodze); (2) teh-
nologiju invazija (nespéja parslégties no darba nepartrauktas savienojamibas
del); (3) tehnologiju sarezgitiba (nepietiekama kompetence ieviesto tehnologiju
lietoSana ); (4) tehnologiju nedrosiba (bailes no darba zaudésanas kompetentaku
kolégu tehnologiju joma vai automatizacijas dél); un (5) tehnologiju nenoteik-
tiba (trauksme, kas rodas strauju, neparedzamu tehnologisko parmainu dél)
tehnologiska nedrosiba (bailes no darba vietas zaudésanas automatizacijas dél);
un tehnologiska nenoteiktiba (trauksme par strauji mainigajam tehnologijam).
Veselibas apripé elektroniskas veselibas apriipes sistémas ir galvenais tehno-
logiska stresa virzitajspéks, palielinot dokumentacijas slogu, kognitivo slodzi,
darbplismas sadrumstalotibu un uztverto kliniskas autonomijas zudumu
(Califf et al., 2020; Babiker et al., 2025b). Saskana ar Viziju 2030 Satada Arabijas
digitala veselibas apripes transformacija no augsas uz leju ir pastiprinajusi Sos
stresa faktorus, un tehnologiju sarezgitiba un tehnologiska nedrosiba klast par
galvenajiem izdeg$anas riska faktoriem.

1.4. Maksligais intelekts un ar STARA saistitie apsvérumi

Izpratne par STARA (viedas tehnologijas, maksligais intelekts, robotika un
algoritmi) ietvaru (Brougham & Haar, 2017; Makarius et al., 2020) atspogulo
darbinieku uztveri par ar automatizaciju saistito darba risku. Pétijumi kon-
sekventi liecina, ka augsta ar STARA saistito draudu uztvere, pat bez faktiskas
maksliga intelekta ieviesanas, ir saistita ar paaugstinatu stresu darba, sama-
zinatu gandarijumu par darbu un paaugstinatu izdegSanas sindroma risku
(Babiker et al., 2025a). Veselibas aprupes specialistiem uztraukumu galvenokart
rada tas, ka maksligais intelekts grauj klinisko autonomiju, izmantojot algorit-
misku kvalifikacijas samazinasanu, un rada étisku stresu, izmantojot neskaidrus
maksliga intelekta ieteikumus, kas ir pretruna ar klinicistu kompetenci.

Identificéti sesi galvenie mehanismi, ar kuriem maksliga intelekta uztvere
veicina izdegSanu: (1) nedrosiba par darbu un profesionalas autonomijas zaudé-
$ana; (2) kognitiva intensifikacija maksliga intelekta raditas informacijas pars-
lodzes dél; (3) lomas neskaidriba un atbildibas apjukums cilvéka un maksliga
intelekta saskarné; (4) samazinata kolegiala sociala saikne, izmantojot kliniska
darba digitalos rikus; (5) profesionalas efektivitates samazinasanas, parmerigi
palaujoties uz algoritmisko atbalstu; un (6) étiskas un moralas cieSanas, kas
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rodas no necaurspidigiem maksliga intelekta ieteikumiem. Pétijjuma konteksta,
kur maksliga intelekta ievieSana kliniskaja lémumu pienemsana ir paredzéta,
bet vél nav operativi ieviesta, $ie stresori darbojas, izmantojot paredzésanas
mehanismu, kur nakotnes maksliga intelekta uztvertas izmaksas tiek piedzivo-
tas, pirms tiek realizéti ta ieguvumi.

1.5. Demografiska un profesionala ietekme uz izdegsanu

Analizgjot literatiiru par izdegSanu, novérots, ka konsekventi dokumentétas
batiskas atskiribas starp demografiskajam un profesionalajam apaksgrupam.
Medmasas un arsti zino par augstakiem kopéjiem izdegSanas raditajiem pasaulé
(Rotenstein et al., 2018). Toties sievietes, kas nodarbinatas veselibas aprapé
vairak zino par augstaku emocionalo izsitkumu; virieSiem novérota augstaka
depersonalizacija (Maslach et al., 2001). Karjeras sakumposma esosie veselibas
aprupes specialisti (< 5 gadu pieredze) saskaras ar paaugstinatu uztraukumu par
doto uzdevumu kvalitativu izpildijjumu. Uztraukumu pastiprina liela pacientu
plisma, administrativais slogs, kliniskas un administrativas ricibas, kas ir spé-
cigakie ar darba slodzi saistitie izdeg$anas prognozétaji (Shanafelt et al., 2015).
Saada Arabija demografisko izdegSanu nosaka profesionala hierarhija, kolektivas
vértibas, dzimumu ats$kirib un dazadi citi stresori, ar kuriem seviski saskaras
arzemju veselibas aprapes specialisti, kas veido aptuveni 60-65% no visa kliniska
personala un kas ir paklauti vietéjas kultiiras prasibam, samazinatam gimenes
atbalstam un paaugstinatai uztverei par darba nedro$ibu (Alharbi et al., 2019).

1.6. Profilakses stratégijas un integréta modela
nepiecieSamiba

Uz pieradijumiem balstita izdegSanas profilakse darbojas tris limenos:
(1) individuala limeni: apzinati balstita stresa mazinasana, kognitivi biheivioralo
terapija, vienaudZu mentorésana un strukturéti mikropartraukumi, kas vérsti
uz noturibu, emociju regulésanu un agrinu simptomu atpazi$anu; (2) organi-
zatoriska limeni: darba slodzes parveidosana un sadaliSana, atlidzibas reforma,
vaditaju izaugsme, psihosociala riska novértésana: (3) politikas limeni: valsts un
iestazu darba drosibas standarti, obligata izdegSanas uzraudziba un darbaspéka
labklajibas saskano$ana ar akreditacijas noradém.

1.2. attéls ilustré psihosocialas intervences teorétisko pamatu, paradot, ka
individualas stratégijas (kas verstas uz personigajiem resursiem) un organizato-
riskas stratégijas (kas verstas uz darba resursiem) darbojas, lai novérstu darba
prasibu lielo ietekmi uz izdeg$anu.

Minétais attéls uzskatami parada, ka gan personigie resursi (individualas
stratégijas), gan darba resursi (organizatoriskas stratégijas) var mazinat célo-
nsakaribu starp darba prasibam un izdegSanu. Si divu intervencu virzienu
pieeja veido pamatu 4. nodala izstradatajam Cetru limenu PDKN ietvaram, kura
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Individualas stratégijas
Personigie
resursi
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Darba
resursi

Organizaciju stratégijas

1.2. attels. Psihosocialo intervencu stratégija izdegSanas profilaksé: pieejas, kas
vérstas gan uz personigajiem, gan organizacijas resursiem (pielagots péc Bakker &
Demerouti, 2007; LaMontagne et al., 2007)

vienlaikus paredzéta individualas noturibas stiprinasana un darba prasibu, un
resursu lidzsvara parveide organizacijas limeni.

1.4. tabula apkopotas psihosocialo intervencu stratégijas visos Cetros profi-
lakses limenos, atspogulojot nepartrauktu pasakumu kopumu no agrinas riska
identificesanas lidz rehabilitacijai.

1.4. tabula. Psihosocialo intervencu galvenas stratégijas dazados profilakses
limenos (LaMontagne et al., 2007)

Limenis Individualais fokuss Organizatoriskais fokuss

Diagnostika | Paapzina; stresa atpaziSana; Psihosociala riska novértésana (COP-
MBI-HSS skrinings SOQ II); darba slodzes audits

Primara Laika parvaldiba; socialo prasmju | Darba parveido$ana; darba slodzes

profilakse | trenins; stresa mazinasanas pasa- | pardale; vaditaju attistiba; atzinibas
kumi; darba-dzives stratégijas programmas

Sekundara | Kognitivi biheiviorala terapija; Komandas klimata uzlabosana; elastigs

profilakse | atbalsta grupas; agrinas interven- | darba laika grafiks; organizatoriska
ces programmas attistiba

Terciara Konsultésana; psihoterapija; Darbinieku palidzibas programmas;

profilakse | rehabilitacija pakapeniska atgriesanas darba; lomu

pielago$ana

Tatad, efektivai izdegSanas profilaksei nepieciesamas pielagotas daudzli-

menu intervences visa profilakses procesa — no agrinas riska identificésanas
lidz atveselo$anas atbalstam. Lai panaktu noturigu ietekmi, organizacijas
limena strukturalie pasakumi jaisteno kopa ar individuala psihosociala atbal-
sta programmam. So principu autors iestradajis 4. nodala izstradataja PDKN
ietvara.
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1.5. tabula autors attélojis integrétu pieeju par izdegSanas galveniem iemes-
liem un teorétisko izdegSanas iespé&jamibas celu, nodrosinot tiesu sasaisti starp
literataras parskatu un 3. nodala empiriski parbauditajam hipotézem.

1.5. tabula. Literaturas analizé identificétas galvenas izdegSanas faktoru jomas un
isi teorétiski iespéjamie izdegSanas celi (autora veidota tabula)

Joma

Galvenie faktori

Cels uz izdegsanu

Demografiskais
un profesionalais

Vecums, dzimums, profesija,
pieredze, pacientu slodze,
duala lomas slodze

TieSaja pacientu apriipé nodarbinatie,
§ados jaunaki un augstas slodzes vese-
ibas apripes profesionali ilgstosa lomu
spiediena un resursu nepietiekamibas dél
biezak piedzivo emocionalo izsikumu.

Psihosocialie Darba prasibas, darba Augstas darba prasibas izsme] resursus
darba faktori resursi, organizacijas kultdira, | un veicina izsikumu; nepietiekami darba
darba un dzives lidzsvars resursi mazina iesaisti un personigo
sasniegumu izjutu.
Tehnostress Tehnologiska parslodze, Nepietiekami pardomatas digitalas sisté-

sarezgitiba, nedrosiba, neno-
teiktiba

mas palielina kognitivo slodzi, sadrums-
talo kliniska darba plasmu un veicina
visas tris izdeg$anas dimensijas.

Ar MI saistitie
faktori

STARA izpratne, MI trauk-
sme, lomu nenoteiktiba,
prasmju noveco$ana

MI apdraudéjums palielina nodarbinati-
bas nedro$ibu un emocionalo izsikumu,
aktivizé&jot uztverta resursu zaudéjuma
mehanismu.

Sociotehnikas
perspektiva

Psihosociali-digitala mij-
iedarbiba; organizacijasdi-
zains; tehnologiju parvaldiba

Izdegsana veidojas tarp darba organiza-
ciju, darbinieku spéjam un tehnologiju
prasibam sistémiskas neatbilstibas del.

1.5. tabula apkopotais apliecina, ka izdegSana veselibas apripes profe-

sionaliem ir daudzfaktoru paradiba, ko veido psihosocialo darba stresoru,
digitalizacijas radita tehnostresa un ar MI saistitas trauksmes kopéja ietekme,
kuru pastiprina neatbilstiba starp darba organizaciju un darbinieku spé&jam.
Pétijumu pamato tris butiskas zina$anu nepilnibas: (1) Iidz $im Saada Arabijas
primaraja aprapé nav vienlaikus analizétas visas tris stresoru jomas; (2) gimenes
medicinas centru vide tehnostresa un ar MI saistitie arodveselibas pétijumi ir
nepietiekami parstaveti; (3) paredzosais maksliga intelekta stress ka psihosociala
riska konstrukcija ir sanémusi minimalu empirisku apstiprindjumu veselibas
aprupe.
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2. PETIJUMA DIZAINS UN METODOLOGIJA

Saja nodala raksturots pétijuma metodologiskais ietvars, ietverot koncep-
tualo un teorétisko dizainu, pétijuma vidi, izlases veidoSanu, mériSanas instru-
mentus, datu vakSanas procediiras, étiskos apsvérumus un analizes stratégiju.
Metodologija izstradata, lai nodrosinatu saskanu starp teorétiskajiem ietvariem,
pétijuma hipotézém (H1-H5) un statistiskas analizes metodém.

2.1. Petijuma dizains

Izmantots kvantitativs skérsgriezuma aptaujas dizains, lai izpétitu saistibas
starp psihosocialajiem darba apstakliem, tehnostresu, MI/STARA izpratni un
izdeg$anas sindromu veselibas apriipes profesionaliem (Creswell & Creswell,
2018; Aguinis et al., 2021). Sads dizains nelauj izdarit secinajumus par célonsa-
karibam; visas konstatétas attiecibas interpretéjamas ka asociacijas.

2.1. attéla autors atspogulojis kopéjo metodologiska dizaina ietvaru, ta
saistibu ar teorétiskajiem modeliem, pétijuma mainigajiem, mériSanas instru-
mentiem un analizes virzieniem.

IETVARS

lzdegSanas sindroms (atbildém mainigie) Analitiska pieeja

Darba prasibu-resursu
Instruments: MBI-HSS (EE, DP, PS,
(JD-R) modelis nstruments ( )

Aprakstosa statistika
(biezumi, %, vid&ja vértiba, SD)
Psihosocialie darba faktori (H1)
Instruments: COPSOQ Il

Grupas salidzinajumi
(H4 parbaude: neatkarigo izlasu
t-tests, vienfaktora ANOVA)

Tehnostresa modelis

_ STARA/ ar maksfigo —p  Tehnostresa izraisitaju skala (H2) - ! o )
intelektu saistitas darba [hstrumentss Teaknostiess/Creator Seale Pirsona korelacijas analize

nedrosfibas ietvars (H1-H3 parbaude)

MI/STARA uztvere (H3) Hi kvadrata (x?) tests
Instruments: STARA Awareness Scale (kategorisko izdeganas limenu
un demografijas)

Maslaca izdegsanas
ietvars

Demografiskie un profesionalie Daudzfaktoru regresijas analize
raksturlielumi (H4) (H1-H5 - integrétais modelis)
l * Vecums, dzimums, gimenes stavoklis

Konceptualais pamatojums

B> o lzglitibas limenis, profesija/specialitate

Uz pieradijumiem balstitu
vadliniju izstrade (PDKN)

Empiriski pamatotu noteicoSo faktoru
parvérde PDKN pieeja balstitas intervencés

o Darba pieredze, pacienta slodze
* Administrativa slodze

2.1. attels. Metodologiska dizaina ietvars, kas atspogulo saistibu ar teorétiskajiem
modeliem, pétijuma mainigajiem, mériSanas instrumentiem un analizes virzieniem
(autora izstradats attéls)

EI - emocionalais izstkums; DP - depersonalizacija; PS - personigo sasniegumu izjuta.

Ka redzams 2.1. attéla, katrs teorétiskais ietvars — darba prasibu un resursu
(JD-R) modelis, tehnostresa modelis, STARA un ar MI saistitas nodarbinatibas
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nedrosibas ietvars, ka arl Maslacas izdegSanas modelis ir tiesi sasaistits ar attie-
cigo prognozéjoso mainigo jomu, mériSanas instrumentu un analizes metodi.
Psihosocialie darba faktori (H1), tehnostresa izraisitaji (H2), MI/STARA uztvere
(H3) un demografiskie un profesionalie raksturlielumi (H4) veido neatkarigo
prognozéjoso mainigo jomas, bet EI, DP un PS ir atkarigie iznakuma mainigie.

Sada saskanotiba nodrosina, ka katrs 3. nodala veiktais analizes solis ir
teorétiski pamatots un sasaistits ar konkrétu hipotézi.

2.2. Pétijjuma vide un izlase

Pétijums veikts Karaliskas komisijas Veselibas aprupes pakalpojumu
programmas gimenes medicinas centros DZubailas industrialaja pilséta Saiida
Arabija - tehnologiski attistita primaras veselibas apripes tikla ar integrétu
elektronisko veselibas kars$u un veselibas informacijas sistemas infrastruktaru.
Izmantota pilnas mérkpopulacijas aptveres izlases pieeja: visi 255 pilna laika
veselibas apriupes profesionali tika uzaicinati piedalities, un 160 iesniedza ana-
lizei derigas anketas. Atbildétibas raditajs bija 62,7%. Pie 95% ticamibas limena
izlases kladas robeza bija aptuveni £5%, kas nodrosina pietiekamu statistisko
precizitati secindjumiem organizacijas limeni (sk. 2.1. tabulu).

2.1. tabula. Aptaujas tehniskais parskats

Aspekts Apraksts

Pétfjuma vide Satida Arabijas Karaliskas komisijas Veselibas apriipes pakal-

pojumu programmas gimenes medicinas centri (GMC)

Meérka populacija N = 255 pilnas slodzes veselibas aprupes profesionali (visi

atbilstosie GMC darbinieki)

Sasniegta izlase n = 160 aizpilditas anketas

Atbildes raditajs 62,7% no definétas organizacijas populacijas

Ticamibas limenis 95%

Kladas robeza +5% proporcionalajiem aprékiniem

Izlases pieeja Uzaicinajums piedalities aptauja, izmantojot e-pastu

Datu vaksanas metode

Elektroniska aizpildama strukturéta anketa (Google forma)

Etikas komitejas apstipri-
najums

RCHSP IRB (Nr.: IRB-RCH-52, 2023. gada 3.
decembris)

Datu vaksanas periods

2024. gada marts - junijs (12 nedélas)

Aptaujas valoda Anglu valoda (GMC operativa dokumentacijas valoda)

2.1. tabula apliecina datu vak$anas procesa metodologisko precizitati.
Atbildétibas raditajs 62,7% biitiski parsniedz organizaciju arodveselibas aptaujas
biezi izmantoto 50-55% atskaites limeni (Dillman et al., 2014) un atspogulo gan
organizacijas atbalstu pétijumam, gan veselibas aprapes profesionalu gatavibu
iesaistities izdegSanas problematikas izpéte.
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2.3. Mérisanas instrumenti

Izmantoti Cetri starptautiski validéti instrumenti, kas izvéléti atbilstosi to
psihometriskajam Ipasibam un konceptualajai saskanai ar teorétisko ietvaru: (1)
MBI-HSS - 22 jautajumu izdegSanas novértésanas instruments, kas méra EI, DP
un PS septinu punktu bieZuma skala (Cronbach a = 0,71-0,92); (2) COPSOQ
IT - astonas validétas apaksskalas ar 28 jautajumiem psihosocialo darba faktoru
novértésanai (a = 0,78-0,91); (3) Tehnostresa izraisitaju skala - piecu tehnostresa
dimensiju novertésanai (a = 0,84-0,91); (4) MI/STARA izpratnes skala - Cetri
jautajumi personiga un nozares limena MI draudu uztveres novértésanai piecu
punktu Likerta skala (a = 0,80-0,90; $aja izlasé o = 0,87).

2.4 Datu vaksanas procediras

Datu vaksana notika tris secigos posmos péc Etikas komitejas apstiprina-
juma sanemsanas. Pirmaja posma (2023. gada decembris-2024. gada janvaris)
pabeigtas étiskas un administrativas procediiras un izveidota elektroniska anketa
Google Forms videé. Otraja posma (2024. gada februaris) veikts pilotpétjjums ar
20 veselibas aprupes profesionaliem; Cronbach o koeficienti bija 0,78-0,93, un
péc dalibnieku atsauksmém veikti nelieli jautajumu precizéjumi. Tresaja posma
(2024. gada marts—junijs) anketa ar dalibnieku informacijas lapu izplatita visiem
darbiniekiem, izmantojot organizaciju oficialo e-pastu. Daliba bija brivpratiga un
pilniba anonima; personas identificéjosa informacija netika vakta, un 12 nedélu
datu vaksanas perioda katru nedélu nosutiti atgadinajumi. MI riki izmantoti tikai
valodas redigésanai un strukturalai formatéSanai; visus pétjjuma dizaina léemu-
mus, datu analizi, rezultatu interpretaciju un teorétisko integraciju veica pétnieks.

2.5 Etiskie apsvérumi

Etikas apstiprinajums sanemts Saiida Arabijas Karaliskas komisijas Veselibas
aprupes pakalpojumu programmas (RCHSP) Institucionalaja parskata padomé
pirms datu vaksanas saksanas (atsauce: IRB-RCH-52, 2023. gada 3. decembris;
1. pielikums). Pétijums istenots atbilstosi institucionalajam prasibam, labas
kliniskas prakses vadlinijam un Visparigas datu aizsardzibas regulas princi-
piem. Daliba bija brivpratiga, un dalibnieki jebkura laika vareja izstaties bez
nelabvéligam sekam. Personas identificéjosa informacija netika vakta; dati
glabati ar paroli aizsargatas, ierobezZotas piekluves iericés un tiks atspoguloti
tikai apkopota veida.

2.6. Datu analize

Dati analizeti, izmantojot IBM SPSS Statistics 26. versiju. Analizes straté-
gija ietvéra piecas savstarpéji papildinosas pieejas, kas saskanotas ar pétijjuma
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hipotézém: (1) aprakstoso statistiku - vidéjos raditajus, standartnovirzes un
biezumus; (2) Pirsona korelacijas analizi saistibam starp izdeg$anas dimensijam
un psihosocialajiem faktoriem (H1), tehnostresu (H2) un MI/STARA izpratni
(H3); (3) daudzfaktoru regresijas analizi neatkarigo izdeg$anas prognozétaju
un ietekmes lielumu noteiksanai (H1 un H5); (4) neatkarigu izlasu t-testus un
vienfaktora dispersijas analizi (ANOVA) apaksgrupu salidzinajumiem (H4); (5)
hi kvadrata (x*) analizi kategorisko izdegSanas limenu un demografisko rak-
sturlielumu saistibu novértésanai (H4). Pirms inferencialas analizes parbauditi
visi statistiskie pienémumi. Statistiskas nozimibas slieksnis noteikts p < 0,05,
un ietekmes lielumi interpretéti kopa ar p vértibam.
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3. IZDEGSANAS NOTEICOSO
FAKTORU EMPIRISKA ANALIZE

Saja nodala empiriskie rezultati ir apkopoti sistematiska, uz hipotézém
balstita seciba, sakot ar apraksto$o izdegsanas profilu, kam seko psihosocialo
darba faktoru (H1), tehnostra (H2) un AI/STARA izpratnes (H3) izpéte. Péc
tam analize turpinas ar apaksgrupu atskiribam (H4) un integréto sociotehnisko
modeli (H5), noslédzoties ar visparéjas hipotézes (GH) izvertésanu. Visi atkla-
jumi ir kontekstualizéti to teorétiskajos ietvaros un salidzinati ar starptautiskiem
un regionaliem pétijjumiem/pieradijumiem.

3.1. Aptaujas raksturojums

Dati iegiiti no 160 veselibas aprupes profesionaliem, kuri stradaja RCHSP
gimenes medicinas centros DZubaila. No 255 atbilstosajiem darbiniekiem
sanemtas 160 pilniba aizpilditas anketas, tadéjadi atbildétibas raditajs bija 62,7%.

Pie 95% ticamibas limena aprékinata izlases kliidas robeza bija £5%, kas
apliecina pietieckamu statistisko precizitati apraksto$ajai un inferencialajai
analizei organizacijas limeni.

3.2. Sociodemografiskais raksturojums

Pétijuma izlasé (N = 160) parsvara bija sievietes (62%), kas atbilst masu un
citu veselibas apripes profesiju darbaspéka struktarai Saiida Arabijas primaraja
aprupeé. Vecuma sadalijjuma dominéja agrina un vidéja profesionalas karjeras
posma darbinieki: 40% bija 25-35 gadus veci, bet 45% - 36-49 gadus veci.

Vairak neka 60% respondentu bija precéjusies, un vairak neka 80% bija
bakalaura grads; ievérojamai dalai bija magistra vai doktora grads. Profesionalo
grupu sadalijums atbilda gimenes medicinas centru personala struktiirai: arsti -
28%, masas — 35%, farmaceiti — 20%, laboratorijas un radiologijas specialisti -
17%. Aptuveni puse respondentu papildu kliniskajiem pienakumiem veica ari
administrativus vai koordinésanas uzdevumus, radot dubultas darba slodzes
profilu, kas nemts véra H4 apaksgrupu analizeé.

3.3 lzdegs$anas izplatiba un sadalijjums (MBI-HSS)

Izmantojot kombinéto MBI-HSS klasifikaciju (augsts emocionalais izsikums
kopa ar augstu depersonalizaciju un/vai zemu personigo sasniegumu izjatu),
kopéja izdeg$anas izplatiba veidoja 34,6%. Emocionalais izsikums bija visizpla-
titaka dimensija (52,5%), kas ierindojas augstaja kategorija, tam sekoja deper-
sonalizacija (32,5%), kas norada par augstu kategoriju. Personigais sasniegums
saglabajas relativi augsts (63,8%), atspogulojot “iesaistita-izsmelta” profesionala
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profilu, ilgstosu profesionalo mérki, kas ir ar1 raksturigs augstam emocionalam
izstkumam, un tas ir novérots profesionaliem, kuri saglaba spécigu klinisko
identitati intensiva darba apstaklos. (Maslach & Leiter, 2016).

IzdegSanas dimensiju (MBI-HSS) vidgjie raditaji, standartnovirze un vie-
numu limena interpretacija veselibas apripes specialistiem (N = 160) attéloti
3.1. tabula.

3.1. tabula. IzdegSanas dimensiju vidéjie raditaji, standartnovirze (SN) un

jautajumu limena interpretacija (MBI-HSS) veselibas apriipes profesionaliem

(N = 160)
Apakiskala Vidgjais | SN _ Biezuma Augstakais novertétais
interpretacija apgalvojums (vidéjais)
Emocionalais 3,16 0,69 | Reizi nedéla “Es jutu, ka stradaju
izstkums (EI) parak smagi sava darba”
(M = 4,07)
Depersonalizacija 1,88 0,34 | Reizi ménesi vai “Baidos, ka $is darbs mani
(DP) retak emocionali iztuk3os”
(M =2,36)
Personigo sasnie- 4,57 0,33 |Reizi nedéla (augsts | “Es loti efektivi risinu
gumu izjata (PS) sasniegums) pacientu problémas”
(M = 5,14)

Iegiitie rezultati atklaj kliniski nozimigas tendences. Augstakais emocionala
izstkuma apgalvojuma vértéjums “Es jutu, ka sava darba stradaju parak smagi”
(M = 4,07) - vairak atspogulo parmérigu darba slodzi neka pacientu aprupes
izraisitu emocionalu izsikumu, tadé] intervenéu uzmaniba primari vérsama
uz darba slodzes parvaldibu organizacijas limeni. Augstakais depersonaliza-
cijas apgalvojuma vértéjums “Baidos, ka $is darbs mani emocionali iztuksos”
(M = 2,36) - norada uz anticipatoru depersonalizaciju un iespéjamu agrinas
profilakses intervences iespé&ju. Augstais personigo sasniegumu apgalvojuma
vertéjums (M = 5,14) apliecina spécigu klinisko pasefektivitati ka noturigu
aizsargresursu, kas atbilst JD-R modela motivacijas mehanismam.

3.4. Hipotéze H1: Psihosocialie darba faktori un izdegsana

COPSOQ II analize atklaja paradoksalu psihosocialu profilu (sk. 3.2. tabulu).
Tris visaugstak novértétas dimensijas — darba jega (M = 2,88, SD = 0,41), kolégu
atbalsts (M = 2,87, SD = 0,28) un kognitivas prasibas (M = 2,85, SD = 0,52) -
vienlaikus atspogulo visaizsargajo$ako resursu (profesionalad nozime) un
batiskako prasibu (kognitiva slodze). Vidgji vértéjumi atzinibai (M = 2,37) un
attistibas iespéjam (M = 2,39) norada uz pastavigu resursu deficitu. Kopéjie psi-
hosocialie faktori butiski koreléja ar izdegSanas sindromu (r = —0,387, p < 0,001).
Daudzfaktoru regresija identificéja psihosocialos darba apstaklus ka spécigakos
prognozéjosos faktorus (p = 0,663 EE, p < 0,001).
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3.2. tabula. Psihosocialo faktoru (COPSOQ II) aprakstosa statistika un regresijas
analize saistiba ar izdegSanas dimensijam

Psihosocialais Videja
faktors (COPSOQII) | vértiba | P EL(B,p) PS (B, p) DP (B, p)
Darbajéga 2.88 0.41 |-0.480 (<0.001) | 0.428 (<0.001) | —0.214 (0.327)
Socialais atbalsts 2.87 0.28 0.245 (0.137) | —0.203 (0.223) | 0.060 (0.562)
(kolegi)
Kognitivas prasibas 2.85 0.52 |-0.413 (<0.001) | 0.614 (<0.001) 0.118 (0.334)
Socialais atbalsts 2.65 | 0.10 | 0.432(<0.001) | —0.084 (0.521) | —0.072 (0.445)
(vaditaji)
Attistibas iespéjas 239 | 030 | —0.351(0.133) | 0.540 (<0.001) | 0.070 (0.412)
Atalgojums / 237 | 038 | —0.230(0.213) | 0.518 (<0.001) | 0.070 (0.410)
atziniba
Organizatoriska 2.34 0.24 0.511 (<0.001) | —0.280 (0.003) | —0.122 (0.288)
apnemsanas
Kvantitativas 1.96 0.53 |-0.612(<0.001) | 0.440 (<0.001) | 0.213 (0.343)
prasibas
Darba nedrosiba 174 | 053 |-0.534(<0.001)| —0.073 (0.530) | —0.062 (0.418)

Atspogulotais 3.2. tabula lauj secinat, ka ar darbu saistitie psihosocialie
faktori ir statistiski nozimigi saistiti ar emocionalo izsikumu (EI) un personigo
sasniegumu izjutu (PS), bet ne ar depersonalizaciju (DP). Spécigakas saistibas
ar EI konstatétas kvantitativajam prasibam (p = -0,612; p < 0,001) un nodar-
binatibas nedrosibai (p = —0,534; p < 0,001). Savukart PS statistiski nozimigi
pozitivi sasaistijas ar kognitivajam prasibam (p = 0,614; p < 0,001), attistibas
iespejam (P = 0,540; p < 0,001), atalgojumu un atzinibu (f = 0,518; p < 0,001).
Statistiski nozimiga saistiba ar DP netika konstatétas (p > 0,05). Kopuma Sie
rezultati sniedz daléju apstiprinajumu H1 un atbilst darba prasibu un resursu
(JD-R) modelim: psihosocialas prasibas ir saistitas ar emocionalo izsikumu, bet
darba resursi stiprina personigo sasniegumu izjatu.

3.5. Hipotéze H2: Tehnostress un izdegsana

Kopéjais tehnostresa raditajs bija neitrali mérena limeni (M = 3,00;
SN = 0,70), tomér tas maskéja kliniski nozimigas atskiribas starp dimensijam
(sk. 3.3. tabulu). Tehnologiska sarezgitiba (M = 4,34; SN = 3,23) un tehnologiska
nedrosiba (M = 3,94; SN = 3,13) bija visaugstak noveértétas dimensijas. Aptuveni
divas tresdalas dalibnieku noradija, ka vinu digitalas kompetences nav pietieka-
mas darba prasibu izpildei, kas liecina par strukturalu neatbilstibu tehnologiju
ievieSana, nevis individualu darbinieku nepietiekamibu. Starp tehnostresu
un izdeg$anu konstatéta statistiski nozimiga saistiba (r = —0,588; p = 0,001);
korelacijas virzienu nosaka izmantotas skalas kodéjums - sk. 3.3. tabulu. H2
ir apstiprinata.
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3.3. tabula. tabula. Tehnostresa raditaju dimensiju aprakstosa statistika veselibas
apripes profesionaliem (N = 160). Augstaki raditaji norada uz lielaku uztverto
digitalo stresu

Tehno(sit_resa izraisitaja Vidéjais SN Interpretacija sa}istibajl ar tehnostresa

imensija limeni

Tehnologiska sarezgitiba 4,34 3,23 | Augstakais - 67% norada uz nepietieka-
mam digitalajam prasmém

Tehnologiju izraisita 3,94 3,13 | Augsts — nenoteiktiba par ar tehnologi-

nedrosiba jam saistitas karjeras nakotni

Vairaku uzdevumu vienlai- | 3,60 2,21 | Méreni augsts — vienlaicigas digitalas

cigas izpildes prasibas uzdevumu prasibas

Informacijas parslodze 3,43 2,17 | Mérens - digitalas informacijas apjoms
rada papildu slodzi

Tehnologiska nenoteiktiba 3,23 1,88 | Mérens - straujas sistému parmainas
rada profesionalu nenoteiktibu

Tehniska atbalsta pieeja- 3,01 1,27 | Mérens - tehniska atbalsta pieejamiba ir

miba nevienmériga

Tehnologiska parslodze 2,20 1,12 | Mazakizteikta probléma - tehnologiju
apjoms rada mazaku slodzi neka to
sarezgitiba

Tehnologiska invazija 2,20 1,12 | Mazaks uztraukums - savienojums arpus
darba laika ir mazak problematisks

Kopéjais tehnologiskais 3,00 0,70 |r=-0,588** p=0,001 ar izdegSanas

stress kompozitu

*p = 0,001,

3.3. tabula redzama tehnologiskas sarezgitibas un tehnologiskas nedrosibas
dominance par tehnologisko parslodzi un tehnologisko invaziju atklaj, ka galve-
nais tehnologiska stresa slogs ir kognitivs un identitati apdraudoss, nevis tikai
apjomigs. Organizacijam janoveérté digitalas kompetences prasibas un apmacibu
nepiecieSamiba pirms, nevis péc jaunu klinisko tehnologiju ieviesanas. Iesaistes
dimensija (M = 2,97) norada, ka pirms tehnologiju ievie$anas ar gala lietotajiem
tiek veiktas tikai nelielas konsultacijas, kas tikai pastiprina prasmju neatbilstibu
un izdegsanas sekas.

3.6. Hipotéze H3: MI/STARA izpratne un izdegsSana

MI/STARA izpratnes kopéjais raditajs bija zems (M = 1,24; SN = 0,14), un
respondenti parliecinosi nepiekrita, ka MI varétu aizstat vinu pasreizéjas kli-
niskas lomas (M = 1,10-1,13). Nedaudz lielaks uztraukums bija par parmainam
nozares limen1 (M = 1,37). Neraugoties uz zemajiem absolatajiem raditajiem,
MI/STARA izpratnei bija statistiski nozimiga, vidéji ciesa pozitiva korelacija ar
kopéjo izdegsanu (r = 0,378; p = 0,001), tadél H3 ir apstiprinata. Sis rezultats
apliecina, ka anticipatorais ar MI saistitais stress var darboties ka izmérams
psihosocials riska faktors ari bez faktiskas MI izmanto$anas darbavieta, kas
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atbilst COR teorija raksturotajam izdegSanas mehanismam uztverta resursu
apdraudéjuma apstaklos. (sk. 3.4. tabulu).

3.4. tabula. MI/STARA izpratnes raditaji un asociacija ar izdegSanas dimensijam
(tresas hipotézes pieradijums)

MI/STARA apgalvojums | Vidéjais SN Interpretacija

Domaju, ka MI varétu 1,13 0,99 | Pilniba nepiekritu — minimali uztverts
aizstat manu darbu personigais apdraudéjums
Uztraucos, ka MI aizstas 1,10 0,91 |Pilniba nepiekritu - viszemakais uztrau-
mana darba saturu kuma limenis
Uztraucos par savu nakotni | 1,34 1,09 | Nepiekritu - nelies uztraukums organiza-
organizacija MI dél cijas limeni
Uztraucos par savu nakotni 1,37 1,07 | Nepiekritu - salidzino$i lielaks uztrau-
nozaré MI dé] kums nozares limeni
Kopéja MI/STARA izpratne | 1,24 0,14 | Kopuma zems limenis; saistiba ar izdeg-
(kompozits) $anu: r = 0,378**, p < 0,001

**p = 0,001.

3.4. tabula vérojama asimetrija starp personiga un nozares limena MI draudu
uztveri — optimisma aizspriedumu, kura darbinieki nenoverté automatizacijas
risku, vienlaikus atzistot nozares limena parmainas. Tas liecina par veselibas
apriipes specialistu psihologisko nesagatavotibu parmainam, ko paredz Vision
2030 digitalas veselibas ievieSana. Tadeé] profilaktiski nepiecieSama MI pratibas
pilnveide, parredzama organizacijas komunikacija un lidzdaliba MI parvaldiba.

3.7. Hipotéze H4: Demografiskas un profesionalas atskiribas

Apaksgrupu analizes atklaja atSkirigus modelus visos izdeg$anas sindroma
aspektos (sk. 3.5. tabulu). Emocionalais izstkums neuzradija statistiski nozimigas
vidéjas atSkiribas neviena demografiskaja mainigaja (visi p > 0,05), noradot, ka
visaptverosa augsta pieprasijuma primaras apripes vide rada relativi vienadu
emocionalu izstkumu neatkarigi no individa izcelsmes. Depersonalizacija un
personigais sasniegums uzradija batiskas atSkiribas atkariba no profesionalas
specialitates, pacientu slodzes diena, izglitibas limena un laulibas stavokla.
Medmasas zinoja par augstako EI (M = 42,5, SD = 7,1) salidzinajuma ar arstiem
(M = 371, SD = 6,5). Lielaka darba pieredze bija aizsargajoss faktors perso-
nigo sasniegumu izjatai, kas atbilst JD-R motivacijas celam. H4 ieguva daléju
apstiprinajumu: profesionalas lomas raksturojums un darba slodzes faktori bija
nozimigakie izdegSanas diferenciatori neka pamata demografiskie mainigie.

Emocionala izsikuma relativi vienmérigais sadalijums dazadas apaksgrupas
uzsver ta sistémisko raksturu $aja primaras aprapes vidé. Savukart statistiski
nozimigas depersonalizacijas un personigo sasniegumu izjitas atSkiribas starp
specialitatem norada uz nepieciesamibu izstradat profesionalajam lomam pie-
lagotas profilakses stratégijas.
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3.5. tabula. 1zdeg$anas sindroma dimensiju atskiribu secinosa statistika dazados
demografiskajos un profesionalajos raksturlielumos (ceturtas hipotézes
pieradijums)

Lo DP (F/t; H4
Mainigais EI (F/t; p) p() PS (E/t; p) pieradijums

Dzimums t=0,780 t=1,590 t=0,687 Nav apstiprinata
(n.n.) (n.n.) (n.n.)

Vecuma grupa F=0,111 F=0,470 F=0,373 Nav apstiprinata
(n.n.) (n.n.) (n.n.)

Gimenes stavoklis F=0,232 F=4,244* F=5,127* | Dalgji apstiprinata
(n.n.)

Izglitibas limenis F=0,231 F =4,494* F=4,158* | Dalgji apstiprinata
(n.n)

Specialitate / profesija | F=0,735 F=5,164* F=5,456* | Daléji apstiprinata
(n.n.)

Darba pieredzes gadi F=0,300 F=0,327 F=3,927* | Dalégji apstiprinata
(n.n.) (n.n.)

Pacientu slodze diena | F=0,548 F=5,716* F=5,520* | Daléji apstiprinata
(n.n.)

Administrativa slodze t=0,496 t=0,235 t=2,590* | Daléji apstiprinata
(n.n.) (n.n.)

*p < 0,05; n.n. - nav statistiski nozimigs.

1.8. Hipotéze H5: Integrétais sociotehniskais modelis

Integrétais daudzfaktoru regresijas modelis bija statistiski nozimigs (p < 0,001).
Psihosocialie faktori bija specigakie izdeg$anas prognozétaji, ipasi emocionalajam
izstkumam (f = 0,663), bet arl tehnostress (r = —0,588) un MI/STARA izpratne
(r = 0,378) uzradija statistiski nozimigas neatkarigas saistibas. Integrétajam
modelim bija augstaka skaidrojosa spéja neka jebkuram atseviskas faktoru jomas
modelim (sk. 3.6. tabulu). Tadéjadi H5 un visparéja hipotéze ir apstiprinatas.

3.6. tabula. Videjie raditaji visas pétijuma jomas: izdegSana, psihosocialie faktori,
tehnostress un AI/STARA izpratne (N = 160)

Videgjais + Skalas

Joma SN diapazons Interpretacija
Psihosocialie darba 2,46 + 1-5 Meérena psihosocialo darba prasibu
faktori (COPSOQ II) 0,49 ietekme un atsevisku resursu nepietieka-

miba
Tehnostress (Raditaju | 3,08 + 1-5 Neitrali mérens limenis; dominé tehnolo-
skala) 0,70 giska sarezgitiba un nedrosiba

MI/STARA izpratne |1,22+0,14 1-5 Zems absolitais raditajs, tomér konstateé-
jama anticipatora psihologiska ietekme
Izdegsana kopuma 3,29 £1,19 0-6 Simptomi vairakas reizes ménesi; kliniski
(MBI kompozits) nozimiga slodze
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Visu tris prognozésanas doménu konvergence pie lidzigiem korelacijas
lielumiem 3.6. tabula apstiprina JD-R teorétisko prognozi, ka kumulativas pra-
sibas no vairakam organizatoriskam un tehnologiskam jomam rada papildu
izdegsanas spriedzi. Integréta modela paraka skaidrojosa spéja salidzinajuma ar
vienas jomas modeliem sniedz spécigu empirisku atbalstu izdegsanas konceptu-
alizesanai un risinasanai ka daudzfaktoru sociotehniskai paradibai.

3.9. Hipotézu parbaudes kopsavilkums un galvenas
hipotézes pieradijums

3.7. tabula atspoguloti visu hipotéZu parbaudes rezultatukopsavilkums.

3.7 tabula. HipoteZu parbaudes rezultatu un galvenas hipotézes novértesanas
kopsavilkums

H Joma Galvenie Skartas Galvena Lémums
pieradijumi dimensijas statistika
H1 | Psihosocialie darba | Prasibas EI (spéciga- B up to Apstiprinata
faktori (COPSOQII) | prognozé EI; kais), PS, DP 0,663;
resursi prognoze r=-0,387,
PS; modelis p < 0,001
nozimigs
H2 | Tehnostresa raditaji | Spéciga asociacija EI, DP r=-0,588, | Apstiprinata
(kompozits) ar izdegSanu p=0,001
dominé
sarezgitiba
un nedrosiba;
korelacija;
sarezgitiba
dominé
H3 | MI/STARA izpratne |Paredzamas EI DP, PS r=0,378, | Apstiprinata
(kompozits) bazas par maks- p=0,001
ligo intelektu
korelé ar izdeg-
Sanu, neskato-
ties uz zemiem
absolitajiem
raditajiem
H4 | Demografiskais/ DP un PS DP, PS ANOVA Dalgji
profesionalais atskiribas; p<0,05 apstiprinata
EI vienmerigi
sadalits
H5 | Integrétais Visas tris jomas EI DP, PS Modelis | Apstiprinata
sociotehniskais kopigi un neatka- p<0,001
modelis rigi prognozeé
izdegSanu
GH | Sociotehniska Konverggjosi Visas trls | Konsekventi | Apstiprinata
izdegSana pieradjjumi dimensijas
(konvergenta) apstiprina vispa-
rejo hipotézi

**p < 0,001. EI = Emocionalais izsikums; DP = Depersonalizacija; PS = Personiskais sasniegums.
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3.7. tabulas rezultati apstiprina galveno hipotézi: izdegSana Saiida Arabijas
primaras aprupes veselibas apripes profesionaliem ir sociotehniska paradiba, ko
nosaka psihosocialo darba prasibu un resursu deficita (H1), digitalo tehnostresa
izraisitaju (H2) un anticipatoras MI/STARA uztveres (H3) kopégja ietekme.
Integréta modela augstaka skaidrojosa spéja (H5) apstiprina izveleta teorétiska
ietvara pamatotibu.
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4. UZ PIERADIJUMIEM BALSTITAS VADLINIJAS
IZDEGSANAS PROFILAKSEI VAP VIDU

Saja nodala empiriskie rezultti parveidoti visaptvero$a, daudzlimenu un uz
pieradijumiem balstita izdegSanas profilakses ietvara, kas strukturéts atbilstosi
nepartrauktas pilnveides PDKN ciklam (planot-istenot-parbaudit-novertét).
Si sistéma ir balstita uz PVO (2020) un SDO (PVO un SDO, 2021) starptau-
tiskajam arodslimibu garigas veselibas nostadném, ir saskanota ar ISO 45001
(2018) arodslimibu un darba drosibas vadibas standartiem un ir izstradata, lai
atbalstitu Saudi Vision 2030 darbaspéka ilgtspéjibas mérkus.

4.1. Integreétais sociotehniskais profilakses modelis un
PDKN ietvars

4.1. attéla paradits uz pieradijumiem balstits visaptveross daudzfaktoru
sociotehniskais izdeg$anas modelis un PDKN profilakses ietvars. Modeli para-
dits, ka psihosocialie darba faktori, tehnostresa izraisitaji un MI/STARA izpratne
kopigi rada darba prasibu un resursu nelidzsvarotibu, kas veicina izdeg$anu.

Ka redzams 4.1. attéla, integrétaja modeli psihosocialie darba faktori, teh-
nostresa izraisitaji un MI/STARA izpratne veido tris savstarpéji papildinosas
prognozéjoso faktoru jomas, kas ietekmé centralo darba prasibu un resursu
nelidzsvarotibas mehanismu. PDKN ietvara plano$anas posms ietver psihoso-
cialo risku novértésanu; istenosanas posms — darba slodzes pardali, MI pratibas
pilnveidi un vaditaju atbalsta stiprinasanu; parbaudes posms - izdegsanas
regularu monitoringu; bet ricibas posms - korigéjosu pasakumu istenosanu
un politikas pilnveidi.
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4.1. attels. Uz pieradijumiem balstits visaptveross daudzfaktoru sociotehniskais
izdegsanas modelis un PDKN profilakses ietvars veselibas apriipes profesionaliem
(autora veidots attéls, pamatojoties uz JD-R, COR, tehnostresa un STARA nostadném)

4%,

D < 0,001.
Piezime. Tehnostresam konstatéta cie$a saistiba ar izdeg$anu (r = -0,588; p < 0,001), bet MI/STARA
mainigajiem - vidéji cieSa pozitiva saistiba (r = 0,378; p < 0,001). Psihosocialie faktori regresijas
analizé uzradija vislielako prognozgjoso ietekmi.

4.2. Individuala limena intervences

Individuala limena intervences vérstas uz trim empiriski identificétiem
mehanismiem: parmérigu darba slodzi un parlieku iesaisti darba, kognitivo
izstkumu un anticipatoru ar MI un tehnostresu saistitu trauksmi. Uz pieradi-
jumiem balstitas pieejas ietver apzinatiba balstitu stresa mazinasanu (MBSR)
emocionalas regulacijas pilnveidei (Grossman et al., 2004), kognitivi biheivioralo
terapiju (KBT) neadaptivu kognitivo modelu mazinasanai (Ruotsalainen et al.,
2015), strukturétas vienaudZu mentoringa programmas un mikropauzes no
30 sekundém lidz piecam minatém, kuru pozitiva ietekme uz uzmanibu un
passajitu apstiprinata sistematiska parskata (Albulescu et al., 2022). Ieteicams
arl ikgadéjs MBI-HSS skrinings arodveselibas parbauzu ietvaros.

71



4.3. Organizacijas limena intervences

Organizacijas limena intervences ir ietekmigakais profilakses virziens,
nemot véra psihosocialo faktoru prognozgjoso ietekmi (p = 0,663). Tas ietver
ikgadéju COPSOQ II novértésanu ar obligatiem ricibas planiem, darba slodzes
auditus un pardales protokolus, profesionalajam specialitatéem pielagotus
pacientu slodzes slieksnus, strukturétas atzinibas un atlidzibas programmas,
vaditdju kompetencu pilnveidi un uz darbinieku vajadzibam vérstu digitalo
parvaldibu.

4.4. Tehnologiju limena intervences

Ieteicama obligata profesionalajai lomai pielagota digitalo prasmju piln-
veide, regulari EVK un veselibas informacijas sistému lietojamibas auditi ik
péc 12-18 ménesiem, galalietotaju iesaiste tehnologiju projektésana, “tiesibu but
atslégtam” politikas ievie$ana un dokumentacijas procesu vienkarso$ana. Ar
MI saistito risku mazinasanai nepiecieSama parredzama komunikacija par MI,
ikgadéja MI pratibas pilnveide, lidzdaligas darbnicas un skaidra institucionala
nostaja, ka MI papildina, nevis aizstaj klinisko profesionalo spriedumu.

4.5. Politikas limena intervences

Politikas limeni ieteicams oficiali atzit izdegSanu par galveno arodveselibas
darbibas raditaju, saskanot profilakses sisttmu ar ISO 45001 prasibam, izvei-
dot daudzprofesionalas izdegsanas profilakses komitejas, integrét profilakses
meérkus Vizijas 2030 veselibas nozares parveides raditajos un noteikt ikgadéju
darbaspéka veselibas parskatu sagatavosanu ka CBAHI akreditacijas prasibu.
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SECINAJUMI

. Sistematiskais literatiras parskats, kura analizéti 52 empiriski pétijumi
un teorétiskie avoti, apliecinaja, ka izdegSana veselibas aprapé ir sarezgita
un daudzdimensionala arodveselibas joma, ko nosaka psihosocialo darba
apstaklu, tehnologisko parmainu un organizatoriska konteksta mijiedarbiba.
Masdienu arodveselibas pétljumos izdegsana arvien biezak tiek skaidrota
ka sociotehniska paradiba, kas rodas sistémiskas neatbilstibas dé] starp dar-
biniekiem izvirzitajam prasibam, organizacijas nodrosinatajiem resursiem
un digitali parveidotas aprapes sistémas prasibam.

. Literataras parskata tehnostress un ar MI/STARA saistitas bazas identificé-
tas ka jauni psihosocialie riska faktori, kas jaintegré miasdienu izdegsanas
modelos. Bitiskaka zinasanu nepilniba bija pétijumu parsvars, kuros ana-
lizéta tikai viena faktoru joma, un tas pamatoja integrétas sociotehniskas
pieejas izmantoSanu.

. Izstradats metodologiski pamatots pétijuma ietvars, kura kvantitativa
skersgriezuma dizaina ietvaros izmantoti Cetri starptautiski validéti instru-
menti (MBI-HSS, COPSOQ II, Tehnostresa izraisitaju skala un MI/STARA
izpratnes skala), nodro$inot pétijjuma procesa parskatamibu un rezultatu
salidzinamibu.

. Izstradats sindroms bija izplatits RCHSP GMC stradajoso VAP vidu (34,6%),
un dominéjosa dimensija bija emocionalais izsikums (52,5%). Konstatétais
“lesaistits, bet izsmelts” profils nordda uz butisku arodveselibas risku,
kas bez mérktiecigas intervences var progresét lidz izteiktam izdegSanas
sindromam.

. Psihosocialie darba apstakli (H1) bija spécigakie izdeg$anas prognozetaji
(emocionalajam izsikumam P = 0,663; p < 0,001). Nozimigakie individualie
prognozétaji bija augstas kognitivas prasibas, darba slodzes nelidzsvarotiba,
nepietiekama atziniba un paradoksala ciesas piesaistes organizacijai saistiba
ar emocionalo izsitkumu.

. Tehnostresam (H2) bija statistiski nozimiga, vidéji cie$a saistiba ar izdeg-
$anu (r = —0,588; p = 0,001; korelacijas virzienu nosaka skalas kodéjums).
Konstatejums, ka aptuveni divam treSdalam veseliba sapriipes profesiona-
liem digitalas prasmes neatbilst darba prasibam, liecina par strukturalam
tehnologiju ievieSanas nepilnibam, nevis par individualu darbinieku
neatbilstibu.

. MI/STARA izpratnei (H3) bija statistiski nozimiga, vidéji cieSa pozitiva
korelacija ar izdeg$anu (r = 0,378; p = 0,001), lai gan absolatie raditaji bija
zemi. Tas apliecina anticipatora ar MI saistita stresa nozimi ka psihoso-
cialam riska faktoram neatkarigi no faktiskas MI izmanto$anas darbavieta.
. Apaksgrupu analizes rezultati (H4) hipotézi apstiprinaja dalgji: visnozimiga-
kie bija profesionalie raksturlielumi un darba slodze. Relativi vienmérigais
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10.

emocionala izstkuma sadalijums apaksgrupas norada uz problémas sisté-
misko raksturu, savukart masas un VAP profesionalas karjeras sakumposma
identificéti ka paaugstinata riska grupas.

Integrétais sociotehniskais modelis (H5) apliecinaja, ka visas tris fak-
toru jomas kopuma statistiski nozimigi prognozé izdegSanas dimensijas
(p < 0,001), tadejadi apstiprinot visparejo hipotézi. Integréta modela
augstaka skaidrojosa spéja salidzinajuma ar atsevisku jomu modeliem
apstiprina izvéléta teorétiska ietvara pamatotibu.

Empiriskie rezultati izmantoti daudzlimenu izdegSanas profilakses ietvara
izstradei atbilstosi PDKN ciklam. Ietvars saskanots ar ISO 45001 principiem
un Sauda Arabijas Vizijas 2030 mérkiem, nodrosinot praktiski istenojamas
vadlinijas veselibas apripes vaditajiem, arodveselibas specialistiem un
politikas veidotajiem.
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IETEIKUMI

Organizatoriska prakse

Psihosocialo risku parvaldiba (prioritate: augsta; § = 0,663; p < 0,001)

Teviest ikgad&jus COPSOQ II psihosociala riska novértéjumus ar obligatiem
ricibas planiem augsta riska vienibam.

Reizi pusgada veikt darbinieku labbitibas aptaujas, analizét raditaju dina-
miku un par konstatétajam tendencém zinot augstakajai vadibai.

Ieklaut ikgadéjo MBI-HSS skriningu arodveselibas parbaudés visiem VAP.
Izveidot strukturétas atzinibas un atlidzibas programmas, Ipasi vienibas ar
zemu atzinibas un taisniguma novértéjumu.

Istenot vaditaju profesionalas pilnveides programmas, sekméjot organizaci-
jas kultaras pareju uz attistosu un atbalstos$u vadibas pieeju.

Noteikt katrai specialitatei atbilstoSus pacientu slodzes sliek$nus un izstra-
dat darba slodzes pardales protokolus.

Darba slodzes un darba resursu parvaldiba

Veikt ikgadéjus darba slodzes auditus, ipasu uzmanibu pievérsot profesio-
nalajam grupam ar augstu emocionala izsikuma risku.

Ieviest profesionalajam specialitatém pielagotus pacientu slodzes sliek$nus
un skaidrus darba slodzes pardales mehanismus.

Parskatit klinisko un administrativo pienakumu sadalijumu darbiniekiem,
kuri vienlaikus pilda abas funkcijas.

Stiprinat vaditaju kompetences psihologiski drosas darba vides, atgriezenis-
kas saites un darbinieku atbalsta nodro$inasana.

Ieviest formalu “tiesibu atslégties” politiku.

Vienkarsot EVK dokumentacijas darba plismas.

Tehnologiju un tehnostresa parvaldiba

Pirms jaunu tehnologiju ievieSanas novértét nepiecieSamas digitalas kom-
petences un nodrosinat profesionalajai lomai pielagotu apmacibu.

Ik péc 12-18 ménesiem veikt EVK un veselibas informacijas sistému lieto-
jamibas auditus, iesaistot galalietotajus.

Vienkarsot digitalas dokumentacijas procesus un mazinat nevajadzigu darba
plismas sadrumstalotibu.

Ieviest “tiesibu but atslégtam” principu, lai mazinatu ar darbu saistitu
digitalo sasniedzamibu arpus darba laika.

Izveidot efektivus mehanismus VAP lidzdalibai MI parvaldiba un ar ta
ievie$anu saistito lémumu pienemsana.
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Proaktiva MI parvaldiba un darbaspéka sagatavosana
Skaidri noteikt, ka MI ir kliniska sprieduma atbalsta instruments, nevis
veselibas aprupes profesionala aizstajéjs.

Meérkétas intervences paaugstinata riska grupam

Ieviest strukturétas mentoringa programmas VAP profesionalas karjeras
sakumposma (darba stazs < 5 gadi).

Nodrosinat regularas profesionala un psihosociala atbalsta grupas masam
un farmaceitiem.

Nodro$inat elastigus darba organizacijas risinajumus veselibas apripes pro-
fesionaliem, kuri vienlaikus pilda kliniskos un administrativos pienakumus.
Regulari parskatit un ievérot maksimalos pacientu slodzes slieks$nus
atbilstosi profesionalajai specialitatei.

Parvaldiba un politika

Oficiali atzit izdeg$anu par galveno arodveselibas darbibas raditaju un
noteikt obligatu zino$anu par ta dinamiku.

Ieklaut psihosocialos, tehnostresa un ar MI saistitos riskus darba vides riska
noveértésanas protokolos atbilstosi ISO 45001.

Izveidot iestazu izdegSanas profilakses komitejas ar pilnvaram uzraudzit
PDCA cikla istenosanu.

Saskanot profilakses mérkus ar Vizijas 2030 veselibas nozares mérkiem.
Noteikt ikgadéjus darbaspéka veselibas parskatus par obligatu CBAHI
akreditacijas prasibu.

Nakotnes pétijumu virzieni

Veikt longitudinalus kohortas pétijumus, novérojot VAP dazados digitalo
tehnologiju ieviesanas posmos.

Atkartot integréto modeli dazadas Satida Arabijas primaras apripes videés.
Novertét PDKN profilakses pasakumu efektivitati, izmantojot pirms-péc
intervences pétijuma dizainu.

Izmantojot jauktu metozu pétijuma dizainu, analizét mediacijas mehanis-
mus, kas izskaidro saistibas starp pétitajiem faktoriem un izdegsanu.
Izstradat Persijas lica sadarbibas padomes valstu veselibas apripes kontek-
stam kultiiratbilstosus psihosocialo risku novértésanas instrumentus.
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Sis promocijas darbs izstradats ar Atveselo$anas un noturibas mehanisma
projekta “Latvijas Universitates iek$éja un aréja konsolidacija” (Nr. 5.2.1.1.
1.0/2/24/1/CFLA/007) atbalstu.

Autors izsaka dzilu pateicibu profesorei Zenijai Rojai, profesorei Edai
Merisalu un profesoram Henrijam Kalkim par profesionalo doktora darba vadi-
$anu, mentoringu un milzigu atbalstu visa doktorantiras studiju laika. Sirsnigs
paldies MDZF Cilvékfaktoru un darba vides nodalai, un pateiciba doktora
studiju programmas “Cilvekfaktors, drosiba darba un arodveseliba” metodikei
Ellai Jakobsonei par ieguldijumu doktorantiras studiju nepartraukta atbalsta.

Autors pateicas RCHSP gimenes medicinas centriem par atbalstu datu
vak$ana un visiem veselibas apripes profesionaliem, kuri piedalijas pétijuma.
Ipasa pateiciba autora gimenei par pacietibu, sapratni un iedro$inajumu visa
promocijas darba izstrades laika.

Autors augstu noveérté Latvijas Universitates un doktorantiiras studiju prog-
rammas sniegto atbalstu, kas bijis batisks vina akadémiskajai un profesionalajai
izaugsmei.

Marwan Babiker
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