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Abstract 

Background: Postgraduate medical residency in India is an intensive clinical training phase marked by 

high patient volumes, long shifts, and demanding academic expectations [1][2][3][4]. Although resident 

doctors form the core operational workforce of tertiary healthcare delivery, chronic exposure to severe 

occupational strain predisposes them to elevated psychological distress, psychiatric morbidity, and 

professional burnout [5][6][7][8]. 

Objectives: This literature review synthesizes evidence across 50 empirical and review studies (spanning 

2010–2026) to map the prevalence, key clinical and socio-demographic determinants, psychometric 

assessment tools, and coping interventions associated with occupational stress and burnout among medical 

residents in India. 

Methods: The reviewed literature encompasses cross-sectional, prospective, and scoping review 

methodologies conducted across tertiary care teaching hospitals and medical colleges in India, with 

prominent representation from Western India alongside nationwide multi-centre datasets [1][9][10][11]. 

Commonly evaluated psychometric instruments include the Perceived Stress Scale (PSS-10), Depression 

Anxiety Stress Scale (DASS-21), Copenhagen Burnout Inventory (CBI), Maslach Burnout Inventory 

(MBI-HSS), and Hospital Anxiety and Depression Scale (HADS) [12][13][14][15][16]. 

Results: Across the reviewed studies, reported stress prevalence among resident doctors ranges from 

32.8% to 78.3% [9][17][18][19], while overall burnout rates span 37.3% to 64.5% [7][15][17][20]. Junior/first-year 

residents and trainees in high-demand clinical specialities (such as Surgery, Paediatrics, Obstetrics & 

Gynaecology, Anesthesiology, and Critical Care) consistently demonstrate the highest emotional 

exhaustion and depersonalization [1][15][17][21][22]. Primary contributing factors include excessive duty 

schedules (60 to 73.5 hours per week) [7][23], chronic sleep deprivation (<6 hours per day) [24][25][26], 

financial constraints and delayed stipends [17][27], workplace harassment or lack of faculty empathy [27][28], 

and inadequate hostel and mess facilities [17][27][29]. Associated mental health outcomes include high rates 

of anxiety (36.6%–59.5%) [30][31][32], depression (24%–69%) [30][31][33], daytime sleepiness (53.2%) [24], and 

suicidal ideation [28][34]. Although high resilience and social support serve as significant protective buffers 
[31][35], many residents resort to maladaptive coping mechanisms or face social stigma when attempting to 

access psychiatric care [27][36][37]. 

Conclusion: Occupational stress and burnout among Indian medical residents constitute a systemic public 

health challenge that adversely affects both trainee well-being and clinical care quality [8][38]. Mitigating 
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this crisis requires structural and organisational reforms, including strictly enforced duty-hour caps, 

forward-rotating shift schedules, accessible campus mental health support, and institutional wellness 

infrastructure [38][39][40][41]. 

 

Keywords: Resident Doctors, Occupational Stress, Burnout Syndrome, Depression, Medical Residency, 

India, Trainee Well-Being. 

 

Epidemiological Profile and Assessment Instruments of Stress, Anxiety, and Burnout 

Empirical literature across Indian medical institutions demonstrates a high baseline epidemiological 

burden of psychological distress among postgraduate residents[1][2]. Reported stress prevalence varies 

widely based on study settings, ranging from 32.8% in multi-centre Delhi cohorts[1] to 37.3% in 

Mumbai[3][4], 73.34% in Karnataka[5], and over 78% in specialised clinical settings[2][6]. Parallel 

evaluations of psychiatric morbidity reveal anxiety rates spanning 36.6% to 59.5%[7][8] and depressive 

symptoms affecting 24% to 69% of trainees[7][8][9]. Furthermore, overall burnout syndrome is documented 

in 37.3% to 64.5% of resident doctors[4][10][11], with scoping evidence showing burnout peaking above 74% 

in high-demand surgical and critical care branches[10][12]. 

To quantify psychological morbidity, researchers consistently utilise validated self-administered 

psychometric scales[13][14][15][16]. Perceived stress is primarily measured using the Perceived Stress Scale 

(PSS-10), a 10-item tool evaluating monthly perceptions of life uncontrollability and overload[15][17][18], as 

well as the American Institute of Stress (AIS) Workplace Stress Scale[14][19]. Mood and affective 

disturbances are frequently profiled through the Depression Anxiety Stress Scale (DASS-21)[13][20], the 

Hospital Anxiety and Depression Scale (HADS)[21][22], the Patient Health Questionnaire-9 (PHQ-9) for 

depressive severity[7][18], and the Generalized Anxiety Disorder Scale-7 (GAD-7)[7][23]. Institutional and 

academic stress sources are further differentiated using specialised tools like the Medical 

Students/Residents Stressor Questionnaire (MSSQ) across six distinct domain subscales[21][24]. 

Burnout syndrome is evaluated through distinct structural frameworks that isolate its underlying 

dimensions[10][16][25][26]. Studies employing the Maslach Burnout Inventory (MBI-HSS) measure three core 

subscales: emotional exhaustion (EE), depersonalization (DP), and reduced personal accomplishment 

(PA), with moderate-to-high EE and DP reported in 58.5% and 66.5% of residents, respectively[26][27][28]. 

Alternatively, the Copenhagen Burnout Inventory (CBI) categorises burnout into personal, work-related, 

and patient/client-related constructs[10][29][30]. Across CBI studies, personal burnout consistently yields the 

highest prevalence (e.g., 40.8% to 61.39%)[11][30], illustrating that individual emotional fatigue often 

precedes work- and patient-directed depersonalization[29][30][31]. 

Methodological variations across Indian medical institutions significantly influence observed prevalence 

figures[16][32][33]. Most studies utilise cross-sectional designs with self-administered surveys, where 

differences in diagnostic cut-offs, voluntary sampling, and institutional work cultures account for wide 

statistical discrepancies across centres [1][16][32][33]. While scales like PSS-10 and CBI demonstrate high 

internal consistency (e.g., Cronbach's alpha >0.70 to 0.87 across subscales)[15][18][29], the heterogeneous 

application of different assessment tools limits direct cross-institutional meta-analysis[16]. Furthermore, 

contextual factors—such as sampling during peak emergency surges (e.g., COVID-19 pandemic waves) 

versus baseline training periods—further accentuate variance in measured anxiety and depression 

outcomes[7][34]. 
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Systemic Workplace Stressors, Extended Shift Hours, and Sleep Disruption 

Postgraduate residency training in Indian tertiary hospitals is characterised by unsustainable duty 

schedules that far exceed national and international occupational standards[1][2][3][4][5]. Empirical 

measurements across teaching institutions show that resident doctors clock an average of 60 to 73.5 duty 

hours per week[5][6], with junior first-year residents in heavy clinical and surgical postings logging up to 

114 work hours per week[7][8]. A primary driver of chronic physical strain is the schedule of extended call 

duties, where residents complete 24 to 36 continuous hours on duty[9][10][11][12][13][14][15]. Crucially, these 

overnight emergency shifts immediately blend into the subsequent "regular" workday—encompassing 

outpatient department (OPD) services, operation theatre (OT) lists, intensive care unit (ICU) rounds, 

academic seminars, and thesis research—without any post-call rest break[10][11][12]. This practice directly 

conflicts with international labour recommendations, such as the International Labour Organisation (ILO) 

and European Working Time Directive caps of 48 hours per week[1][2][3][4][5], as well as the Accreditation 

Council for Graduate Medical Education (ACGME) regulations restricting duty to 80 hours per week and 

a maximum of 24 consecutive shift hours[4]. 

Sustained work hours induce severe sleep architecture disruption and chronic sleep deprivation among 

resident doctors[16][17][18][19]. Between 54.1% and 63% of residents report obtaining less than 6 hours of 

sleep per day[18][20][21][22], with first-year residents averaging a total of only 35 sleep hours per week 

(approximately 5 hours per night)[7][8] or 5.9 hours per day[6]. Standardised psychometric evaluations using 

the Pittsburgh Sleep Quality Index (PSQI) reveal that 71.4% of residents qualify as poor sleepers[16][23]. 

Concurrently, Epworth Sleepiness Scale (ESS) scores demonstrate that 53.2% of trainees suffer from 

daytime sleepiness, with 46.8% experiencing excessive daytime sleepiness during routine clinical 

tasks[16][23]. Statistical analysis identifies short sleep duration as an independent risk factor for elevated 

perceived stress (p < 0.05)[24][25]. Chronic sleep restriction triggers profound psychosomatic morbidity, 

including high rates of easy fatigability (71%)[18], dyspepsia and gastrointestinal distress (35.7%)[18][26][27], 

cognitive slowing, and emotional fragility, which collectively compromise decision-making capacity and 

elevate the risk of life-threatening medical errors[14][17][28][29][30]. 

The adverse impact of long hours and sleep deprivation is compounded by severe institutional 

infrastructure deficits and disproportionate patient care burdens[31][32][33][34][35]. Driven by doctor-to-

population ratios that remain well below recommended global benchmarks[12][36][37], individual resident 

doctors in public tertiary teaching hospitals routinely handle massive patient volumes, attending to up to 

261 patients per week across OPDs, inpatient wards, and ICUs[7][8]. On-site working environments lack 

adequate physical support facilities; survey data indicate that 73% of residents report inadequate duty 

rooms[35], alongside a widespread absence of quiet rest lounges with clean bedding[15][38][39]. Furthermore, 

residents frequently endure sub-optimal hostel accommodation, unhygienic mess and food facilities, and 

limited access to clean drinking water[31][32][33]. This operational mismatch between service demands and 

physical infrastructure leaves trainees with minimal time for meals, personal hygiene, or study, eroding 

the academic and educational objectives of postgraduate residency[31][40][41][42][43]. 

Systemic workplace environmental hazards, interpersonal friction, and administrative neglect further 

intensify trainee distress[35][40][41][44][45][46]. Resident doctors operate on the frontline of emergency care, 

leaving them vulnerable to workplace safety breaches, lack of protective gear, and violent 

encounters[33][36][47][48][49]. Studies document that 36.2% of residents report verbal abuse and 22.4% 

experience direct threats from patient attendants or relatives frustrated by hospital overcrowding and 

prolonged wait times[35]. These security concerns are compounded by a rigid hierarchical work culture, 
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excessive non-clinical paperwork, and a perceived lack of empathy and support from hospital 

administration and senior faculty[35][40][41][44][45][46]. The cumulative synergy of chronic sleep loss, 

continuous duty stretches, heavy patient loads, and unsafe working conditions creates a burnout-prone 

environment that severely damages resident well-being, increases absenteeism, and jeopardises overall 

healthcare delivery quality[28][29][36][47][48][50][51]. 

 

Demographic, Seniority, and Speciality Gradients in Trainee Stress 

Vulnerability to occupational stress and burnout among Indian medical residents is strongly shaped by 

seniority and the stage of post-graduate training[1][2]. First-year residents consistently experience the 

highest levels of role overload and perceived stress, with self-reported stress reaching 77.3% among first-

years compared to 52.1% in second-years and 58.3% in third-years in regional Western India cohorts[1], 

and overall burnout peaking at 54.2% in first-year trainees versus 27.3% in final-year residents[3][4]. This 

heightened baseline vulnerability is driven by the abrupt transition into primary clinical responsibility, 

intensive night calls, and managing complex patient investigations while subordinate to rigid departmental 

hierarchies[1][2][5]. Longitudinal evaluations demonstrate a trend where burnout decreases from 58.97% at 

entry to 44.23% in follow-up as trainees develop adaptational mechanisms[6][7][8]. Conversely, specific 

multi-centre datasets reveal secondary stress surges among final-year (third-year) residents (75.8% 

burnout prevalence compared to 54.8% in second-years)[9][10][11], driven by cumulative chronic fatigue, 

high-stakes exit examinations, and thesis submission deadlines[10][12]. 

Speciality selection represents one of the most prominent determinants of psychological morbidity, 

revealing a stark divide between clinical/surgical disciplines and non-clinical or paracritial 

branches[2][13][14]. Residents in surgical specialities suffer from significantly higher perceived stress scores 

and overall burnout (74.2%) compared to those in medical disciplines (25.8%; p < 0.001, OR = 

10.97)[9][11][15], with multivariable regression confirming an extraordinary risk elevation for clinical 

specialisations (OR = 71.87)[16]. Surgical and emergency-heavy disciplines—including General Surgery, 

Orthopaedics, Obstetrics & Gynaecology (OBG), Paediatrics, and Anesthesiology—routinely record the 

highest burnout and stress scores[14][17][18][19]. High-stakes clinical environments involving acute pediatric 

care, maternal-fetal emergencies, continuous OR vigilance, and unpredictable patient mortality generate 

severe emotional exhaustion and secondary traumatic stress[18][19][20][21]. In contrast, residents in pre-

clinical and paraclinical departments (such as Physiology, Pharmacology, and Pathology) report 

substantially lower perceived stress and work-life conflict due to predictable duty hours and the absence 

of overnight casualty emergencies[2][14]. 

Gender dynamics introduce distinct psychological burdens, with female resident doctors frequently 

reporting higher frequency and severity of anxiety, perceived stress, and emotional exhaustion[1][23][24][25]. 

Empirical studies document self-reported stress rates of 72.9% among female residents compared to 59.3% 

among male colleagues[1], alongside significantly elevated baseline mean stress scores[22]. Scoping 

evidence identifies a "double burden" underlying this disparity, wherein female trainees navigate 

demanding hospital shift schedules alongside unequal domestic expectations, patriarchal social pressures, 

and family planning or maternal health considerations[25][26][27][28]. While female residents internalise stress 

through higher rates of depressive and anxiety symptoms, male residents often face elevated financial 

pressures regarding career establishment and family provision[29][30], leading to higher rates of substance 

use (such as alcohol and tobacco consumption) as externalising coping mechanisms[30][31][32]. However, 

several centre-specific cross-sectional surveys note no statistically significant gender difference in overall 
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stress distribution[17][33][34][35], indicating that institutional workplace culture and local duty hours can 

sometimes outweigh individual demographic variables. 

Socio-demographic variables—including marital status, regional origin, age, and interpersonal 

networks—further mediate trainee resilience[13][36][37]. Being married or in a committed relationship 

functions as a double-edged sword: while a supportive spouse provides a crucial emotional buffer, the 

strain of balancing marital duties with 80+ hour work weeks or caring for young children significantly 

escalates stress levels (p = 0.000)[13][35][36][38]. Migrant or non-domicile residents who pursue residency 

outside their home state exhibit significantly higher initial burnout rates (70.59% vs. 53.30% among native 

residents; p = 0.03) due to language barriers, social isolation, cultural adjustment, and distance from family 

support systems[36][37][39]. Conversely, age exhibits an inverse relationship with certain stress parameters 

as clinical experience accumulates[7][40]. Crucially, the presence of close peer friendships within the 

residency program (p = 0.000) and strong familial social support serve as vital protective buffers that 

mitigate perceived stress and prevent the progression of occupational strain into clinical depression or 

career attrition[36][41][42]. 

 

Institutional Hierarchies, Workplace Culture, and Interpersonal Strain 

Postgraduate medical training in Indian tertiary institutions is embedded within a steep administrative 

hierarchy that creates severe psychological vulnerability for junior trainees[1][2][3]. While senior consultants 

and faculty hold permanent government appointments, academic medical residents operate as temporary 

contract workers whose contracts require annual renewal[4][5]. Consequently, decision-making and patient 

management orders are passed down hierarchically, burdening the junior-most residents with executing 

all ward work, diagnostic investigations, and emergency duties without granting them clinical autonomy 

or input[1][2][4][5]. This power asymmetry is enforced through an omnipresent fear of academic retaliation—

described as a "sword of Damocles"—where residents fear that displeasing senior superiors could directly 

compromise their thesis approvals or lead to failure in high-stakes exit examinations[4][5][6]. 

Compounding these structural power dynamics is a pervasive culture of workplace harassment, bullying, 

and emotional mistreatment that largely goes unreported due to severe barriers within the departmental 

hierarchy[1][6][7][8]. Empirical evaluations and qualitative surveys indicate that emotional abuse by senior 

colleagues—including public reprimands in front of peers and patients, name-calling, and unprofessional 

comments—is frequently normalised under the banner of traditional clinical discipline[6][9]. Furthermore, 

a significant lack of faculty empathy exacerbates trainee distress, with national surveys revealing that 

approximately 50% of medical faculty view resident mental health concerns as mere excuses to evade 

academic or clinical work[6][10]. Recent National Medical Commission (NMC) task force data highlight 

the tragic toll of this environment, reporting that workplace harassment contributes to nearly 20% of 

postgraduate resident suicides in India[6]. 

In addition to direct clinical care, residents are subjected to excessive non-clinical paperwork and 

administrative responsibilities that severely restrict their time for learning and personal 

recovery[11][12][13][14]. Speciality-specific studies indicate that up to 93.33% of residents identify 

burdensome clerical paperwork as a major source of daily occupational strain[11]. Trainees in public 

teaching hospitals are regularly assigned non-clinical documentation, routine administrative reporting, and 

manual record maintenance without adequate secretarial or paramedical support[11][13][14]. This 

administrative overload leaves minimal opportunity for structured academic study, thesis research, or 
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procedural skill acquisition, fostering chronic role ambiguity, professional frustration, and a diminished 

sense of personal accomplishment[11][15][16][17]. 

The operational friction within overcrowded public hospitals frequently escalates into acute interpersonal 

conflict and physical security hazards involving patients and their attendants[8][18][19][20]. Systemic 

infrastructure shortages and prolonged waiting times regularly trigger patient frustration, placing frontline 

resident doctors at direct risk of workplace violence[18][20]. Survey data document that 36.2% of residents 

experience verbal abuse, 22.4% receive direct physical threats, and 64% report pervasive fear of assault 

due to inadequate hospital security[21][22]. Nationwide surveys by the Indian Medical Association establish 

that approximately 75% of Indian doctors have faced workplace violence[20]. To cope with constant 

security threats and extreme fatigue, residents increasingly adopt defensive behaviours, including 

practising defensive medicine, avoiding high-risk clinical procedures, or informally encouraging "leave 

against medical advice" (LAMA) to divert overwhelming casualty admissions[18][19][23][24][25]. 

Psychosomatic Health Outcomes, Psychiatric Morbidity, and Suicidal Risk 

Unmanaged occupational stress and chronic sleep deprivation among Indian medical residents lead to 

severe physical health deterioration and somatic morbidity[1][2]. Empirical studies document high rates of 

somatic complaints, including easy fatigability in up to 71% of trainees, dyspepsia and gastrointestinal 

distress in 35.7%, chronic tension headaches, and sleep architecture disruption, with 54.1% obtaining less 

than 6 hours of sleep daily[3][4][5]. Physiological stress research indicates that persistent activation of the 

hypothalamic-pituitary-adrenal (HPA) axis elevates cortisol levels, predisposing resident doctors to 

insulin resistance, central obesity, and early-onset hypertension[6]. Furthermore, excessive sympathetic 

overactivity and chronic low-grade systemic inflammation (marked by elevated C-reactive protein and 

inflammatory cytokines) accelerate metabolic syndrome and cardiovascular risk, turning occupational 

strain into long-term physical disability[6]. 

Beyond somatic symptoms, sustained workplace strain frequently progresses into formal psychiatric 

morbidity, primarily clinical depression and anxiety disorders[7][8]. Across empirical literature, self-

reported depressive symptoms among resident doctors range from 24% to 69%, while anxiety prevalence 

spans 36.6% to 59.5% on validated psychometric instruments such as the Patient Health Questionnaire-9 

(PHQ-9), Generalised Anxiety Disorder-7 (GAD-7), Depression Anxiety Stress Scale (DASS-21), and 

**General Health Questionnaire (GHQ-12)**[7][9][10][11][12][13]. Analytical cross-sectional studies reveal 

that overall burnout acts as a critical mediator linking perceived workplace stress directly to clinical 

depression, with up to 50% of postgraduate residents screening positive for depressive symptoms in high-

demand hospital settings[14][15][16]. The co-occurrence of severe anxiety and depressive disorders 

compromises cognitive processing, attention, and clinical decision-making, increasing vulnerability to 

medical errors[17][18][19]. 

To cope with relentless shifts, sleep loss, and emotional distress, a substantial proportion of residents resort 

to psychoactive substance use and self-medication as maladaptive coping mechanisms[20][21][22]. Centre-

specific studies report alcohol consumption rates ranging from 14% to 60% among male residents and 

regular tobacco smoking in **4.3% to 14%**[20][22][23][24]. Alarmingly, due to easy access to 

pharmaceuticals and reluctance to seek formal psychiatric care, self-prescription of sedatives and 

anxiolytics is widespread; in specific junior doctor cohorts, up to 54% of female trainees report using 

benzodiazepines to manage sleep disruption and acute duty-related anxiety[22][25]. Other studies document 

that 10.7% of interns and residents engage in prescription drug abuse or rely on over-the-counter 

medications to maintain alertness during extended shifts[26][27]. 
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The cumulative burden of unaddressed psychiatric morbidity, chronic exhaustion, and institutional 

harassment culminates in a profound crisis of suicidal ideation and trainee mortality[8][15][28]. Data from 

the National Medical Commission (NMC) Taskforce on Mental Health (surveying over 5,300 

postgraduates) reveal that 31.23% of postgraduate residents report suicidal thoughts, and 4.4% attempted 

suicide within the preceding year[28]. Retrospective nationwide analyses spanning 2010–2019 documented 

105 suicides among resident doctors, with workplace stress and institutional harassment identified as the 

primary drivers, accounting for nearly 20% of these deaths[28][29]. Pervasive social stigma, fear of career 

repercussions, lack of confidentiality, and faculty apathy severely hinder residents from seeking timely 

psychiatric care, converting preventable distress into tragic loss of life[8][28][30][31]. 

Individual Coping Dynamics, Resilience, and Help-Seeking Barriers 

To manage the severe operational strain of residency, Indian medical residents employ a broad spectrum 

of adaptive and maladaptive coping strategies[1][2][3]. Adaptive coping is predominantly driven by emotion- 

and problem-focused behaviors, with seeking social support from family, partners, and peers serving as 

the most frequently cited protective mechanism (reported by 43.7% to 100% of residents across regional 

cohorts)[4][5][6]. Other common adaptive strategies include listening to or playing music (18.3%–

53.3%)[7][8][9], practicing yoga and mindfulness meditation (13.3%–36%)[7][8][9], engaging in sports and 

physical exercise (8%–16.7%)[8][9][10], and positive reframing or pursuing creative hobbies[3][10][11]. 

However, a substantial proportion of trainees—up to 33.3% in tertiary care residency programs—resort to 

maladaptive coping behaviors[12][13]. These include hazardous alcohol consumption (6.7% to 60% among 

male residents)[9][14], regular smoking and tobacco use (8%–36%)[7][8][9], binge eating or appetite disruption 

(6.7%)[9][15], self-distraction, and emotional detachment or denial[2][3][16]. Alarmingly, easy access to 

pharmaceuticals drives widespread self-medication; in specific junior doctor cohorts, up to 54% of female 

residents report relying on self-prescribed benzodiazepines and anxiolytics to manage sleep architecture 

disruption and acute shift anxiety[3][14]. 

Psychological resilience and perceived social support function as vital protective buffers that mitigate 

perceived workplace stress and prevent the progression of occupational strain into clinical depression or 

burnout[17][18][19][20]. Psychometric evaluations utilizing the Brief Resilience Scale (BRS) and the Medical 

Outcomes Study (MOS) Social Support Survey demonstrate a strong, statistically significant inverse 

correlation between resilience scores and clinical measures of depression (r = -0.451, p = 0.000) and 

anxiety (r = -0.451, p = 0.000)[17][18]. Perceived emotional, affectionate, and tangible support from family 

and peer networks similarly correlates with significantly lower psychological distress and reduced fear 

during emergency hospital surges[4][17][18][21]. Furthermore, analytical mediation models establish that 

higher trait emotional intelligence and resilient coping directly reduce work-related burnout[3][22][23][24], 

acting as an essential buffer that prevents severe perceived workplace stress from converting into clinical 

depression or career attrition[20][25][26]. 

Despite experiencing elevated psychological morbidity, the vast majority of resident doctors in India do 

not seek professional mental health care due to deeply entrenched individual, cultural, and institutional 

barriers[27][28][29][30][31]. At the individual level, help-seeking is hindered by self-stigma and a pervasive 

professional expectation that physicians must appear omnipotent and supernatural, viewing expressions 

of stress or depression as personal weakness or professional incompetence[27][28]. Systemic and 

organisational barriers further aggravate this isolation: residents express intense fear that seeking 

psychiatric consultation will compromise confidentiality, attract peer judgment, worsen faculty attitudes, 

or negatively impact their clinical postings, thesis approvals, and high-stakes examination results[27][31]. 
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Furthermore, severe time constraints from 80+ hour work weeks prevent residents from accessing regular 

outpatient psychiatric services[27]. This help-seeking vacuum is compounded by faculty apathy, with 

National Medical Commission task force data revealing that approximately 50% of medical faculty 

dismiss resident mental health concerns as mere excuses to evade academic or clinical duties[32], forcing 

distressed trainees to suffer in silence[31]. 

Ultimately, these empirical findings demonstrate that relying solely on individual resilience is insufficient 

to counteract systemic workplace failures in Indian medical institutions[26][33][34][35]. When unmanaged 

occupational strain overwhelms personal coping capacities, it triggers a destructive cascade of burnout, 

cynicism, diminished clinical empathy, and an elevated risk of medical errors[36][37][38]. Fostering a 

sustainable training environment requires institutionalising proactive wellness infrastructure rather than 

delegating stress management entirely to individual trainees[35][39][40]. Evidence-based recommendations 

across the literature emphasise the urgent need for confidential, independent campus mental health cells, 

structured mentor-mentee frameworks, non-judgmental grievance redressal mechanisms, and mandatory 

duty-hour enforcement to protect trainee well-being and preserve the quality of patient care[35][39][40][41][42]. 

Policy Reforms, Organisational Interventions, and Institutional Wellness Frameworks 

Implementing systemic policy reforms and statutory work-hour regulations represents the most critical 

foundation for mitigating resident doctor stress and burnout across Indian teaching hospitals. While 

international accrediting bodies enforce strict duty caps (such as the ACGME limit of 80 hours per 

week)[1][2][3], Indian medical residents routinely endure unsustainable workweeks ranging from 60 to over 

114 hours without mandatory rest breaks[1][2][4]. In response to rising trainee distress and suicide rates, 

national governing bodies and expert panels—including the National Medical Commission (NMC) Task 

Force on Mental Health and Well-being—have outlined clear policy directives[5]. Key recommendations 

mandate enforcing strict weekly work-hour ceilings (capping duties at a maximum of 74 hours per week), 

guaranteeing mandatory 24-hour weekly off-days, preventing arbitrary leave denials by departmental 

faculty, and establishing legal and administrative support mechanisms[5][6][7][8]. Standardising these 

regulations across government and private institutions is essential to transform postgraduate residency 

from a culture of self-sacrifice into an ethically regulated training system[8][9]. 

At the institutional level, hospital administrators must prioritise physical infrastructure enhancements and 

ergonomic duty scheduling to restore trainee well-being. Transitioning away from gruelling 24- to 36-

hour continuous shifts toward rapid, forward-rotating shift rosters ensures predictable rest periods and 

mitigates acute circadian disruption[10][11]. Tertiary care facilities must be upgraded to provide quiet, well-

maintained duty rooms and doctor lounges equipped with clean bedding and sanitation facilities, paying 

specific attention to safe rest spaces for female residents during night shifts[6][12][13]. Furthermore, 

addressing severe doctor-to-patient imbalances through increased recruitment of medical and paramedical 

personnel is vital to reduce heavy patient loads and non-clinical administrative burdens[8][12]. To counter 

pervasive security threats and attendant aggression, hospitals must institute de-escalation communication 

workshops for frontline trainees alongside robust physical security measures, including round-the-clock 

security personnel and controlled access points in emergency departments[14][15]. 

Creating accessible, confidential campus mental health infrastructure is imperative to eliminate barriers to 

care and dismantle professional stigma[16][17]. Medical colleges must establish independent counselling 

cells staffed by neutral, non-evaluative clinical psychologists and psychiatrists who operate completely 

separate from departmental faculty and academic grading systems[17][18][19]. Institutionalising periodic 

psychosocial screening—both at residency entry and at routine intervals throughout training—enables 
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early identification of depressive symptoms, anxiety, and emotional exhaustion before they escalate into 

psychiatric crises[8][19][20]. Complementing these services with 24/7 confidential crisis helplines, clear 

suicide prevention protocols, and transparent grievance redressal mechanisms ensures that residents can 

report workplace harassment, emotional abuse, or senior bullying without fear of academic retaliation or 

thesis rejection[5][17][20]. 

Finally, embedding wellness and soft-skills training directly into the postgraduate medical curriculum 

fosters sustainable long-term coping and professional resilience. Academic institutions should implement 

structured mentor-mentee frameworks and peer "buddy systems" that pair junior trainees with supportive 

senior residents and faculty, facilitating positive communication, reducing social isolation, and offering 

non-judgmental guidance[15][18][21]. Curriculum reforms should incorporate mandatory orientation 

programs, stress management workshops, mindfulness-based stress reduction, and emotional intelligence 

training[21][22][23]. By encouraging protected time for physical exercise, yoga, hobbies, and adequate sleep 

hygiene, healthcare organisations can cultivate an empathetic institutional culture that protects trainee 

mental health while upholding high standards of patient care delivery[6][12][22][24]. 

 

Conclusion 

This literature review synthesizes a profound public health and institutional crisis within Indian medical 

residency programs, characterized by an alarming baseline prevalence of occupational stress (32.8% to 

78.3%), professional burnout (37.3% to 64.5%), clinical anxiety (36.6% to 59.5%), and depressive 

symptoms (24% to 69%). Across public tertiary care teaching hospitals, this psychological morbidity is 

rooted in unsustainable structural workplace conditions—most notably grueling workweeks averaging 60 

to 114 hours, continuous call shifts lasting 24 to 36 hours without post-call rest breaks, severe chronic 

sleep restriction (<6 hours daily), and massive doctor-to-patient ratios. Vulnerability to these operational 

pressures exhibits sharp demographic and institutional gradients, with first-year junior residents, trainees 

in high-acuity surgical and emergency disciplines, and female residents navigating dual societal burdens 

consistently demonstrating the highest emotional exhaustion and depersonalization. 

Beyond physical overwork, resident well-being is further eroded by rigid departmental hierarchies, 

pervasive administrative overload, and workplace culture deficits. Junior residents operate under extreme 

power asymmetries marked by emotional abuse, senior bullying, and a constant fear of academic 

retaliation regarding thesis approvals and exit examinations. When combined with security threats from 

patient attendant violence and inadequate physical infrastructure (unhygienic call rooms, sub-optimal 

mess facilities), chronic stress rapidly manifests as somatic illness, cognitive impairment, and severe 

psychiatric morbidity. Alarmingly, over 31% of postgraduate residents report suicidal ideation, driven 

by unmanaged clinical depression and institutional neglect. Although trainees utilize various personal 

coping mechanisms—ranging from peer social support to maladaptive self-medication with alcohol or 

benzodiazepines—individual resilience is heavily undermined by professional mental health stigma, fear 

of career repercussions, and faculty apathy that dismisses psychological distress as a lack of discipline. 

Ultimately, the empirical evidence demonstrates that occupational stress and burnout among Indian 

resident doctors cannot be resolved through individual coping mechanisms or isolated resilience 

workshops alone. Mitigating this systemic crisis necessitates immediate, legally enforced regulatory and 

institutional reforms. Priority actions must center on enforcing statutory duty-hour caps (such as National 

Medical Commission guidelines restricting workweeks to a maximum of 74 hours), mandating 24-hour 

weekly rest periods, transitioning to forward-rotating shift rosters, upgrading physical security, and 
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establishing independent, confidential campus mental health cells staffed by non-evaluative professionals. 

Reforming medical training from a culture of unmitigated self-sacrifice into an ethically regulated, 

supportive ecosystem is vital not only to protect resident doctors' physical and psychological integrity but 

also to safeguard patient care quality and ensure the long-term sustainability of the broader healthcare 

delivery system. 
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