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1. INTRODUCTION
Burnout is defined as a syndrome, which is caused mainly 

by stress, especially among occupations with humanitarian 
and social contribution (1). The research about burnout is 
largely guided by the work of Maslach and Jackson who con-
ceptualized burnout as a syndrome of three dimensions; the 
dimension of emotional exhaustion, the dimension of deper-
sonalization and the dimension of personal achievement (1). 
In literature review, many studies that support the three-di-
mensional perception of burnout can be found (2-9).

About the measurement of burnout, there is a unanimity 
among most researchers in favor of MBI (10), although some 
researchers have attempted to use other measuring tools, ei-
ther for comparison (11, 12) or because of their suitability for 
the research objective, the sample or the research content (13, 
14).

Symptoms of burnout as already mentioned are the spiri-
tual and emotional exhaustion, the depersonalization and the 
decreased sense of personal achievement. Moreover, distress 
symptoms such as fatigue, physical and mental, and feelings 
of depression, regarded as the most characteristic symptoms 
of burnout (15,16).

Researchers have demonstrated that the core of burnout is 
the reduction of energetic resources of the workers, and this is 
distinct in content of depression and anxiety (6, 17).

Depressive symptomatology is complex and includes the 
lack of pleasurable experiences, accompanied by feelings of 
anger, guilt, anxiety and symptoms of physical fatigue, data 
that do not distinguish the professional burnout (18).

The most recent phases of burnout may be accompanied 
by depressive symptomatology. Studies often reported high 
positive correlation between burnout and depression (19-21).

According to Brenninkmeyer et al, individuals with high 
levels of burnout compared with depressed people, are: (1) 
more alive in their behavior and seem to enjoy things and sit-
uations, although deprived of required energy, (2) rarely lose 
weight or rarely have thoughts of suicide, (3) have more re-
alistic feelings of guilt when they feel them, (4) tend to per-
form, unlike depressed people, their indecision and inaction 
in their fatigue despite their illnesses, and (5 ) often have dif-
ficulties in sleeping, while depressed people tend to wake up 
too early (22).

Burnout can also create problems in every aspect of indi-
vidual’s’ human life. It may have an adverse effect on inter-

ABSTRACT
Introduction: Burnout can create problems in every aspect of individual’s’ human life. It may have an adverse effect on interpersonal and family relations 
and can lead to a general negative attitude towards life. Aim: The purpose of this study is to investigate whether burnout is associated with the mental health 
status of health care providers. Material and Methods: The sample in this study consisted of 240 health care employees. The Greek version of Maslach’s 
Burnout Inventory (MBI) was used for measuring burnout levels and the Greek version of the Symptoms Rating Scale for Depression and Anxiety (SRSDA) 
questionnaire was used to evaluate health care providers’ mental health status. Descriptive statistics were initially generated for sample characteristics. 
Normality was checked by the Kolmogorov-Smirnov test and data was processed with parametric tests. General linear models with MBI dimensions as 
independent variables and SRSDA subscales as dependent variables were used to determine the relation between burnout and mental health status. Sta-
tistics were processed with SPSS v. 17.0 (SPSS, Chicago, IL, USA). Statistical significance was set at p=0.05. Results: The average age of the sample is 
40.00±7.95 years. Regarding gender the percentage of men is 21.40% (N=49) and of women is 78.60% (N=180). Overall the professional burnout of health 
care workers is moderate. The mean score for emotional exhaustion is 26.41, for personal accomplishment 36.70 and for depersonalization 9.81. The mean 
for each subscale of SRSDA is 8.23±6.79 for Depression Beck-21, 3.96±4.26 for Depression Beck-13, 4.91±4.44 for Melancholia, 6.32±4.35 for Asthenia 
and 6.36±4.72 for Anxiety. The results of general linear models with the MBI dimensions as independent variables and the SRSDA subscales as dependent 
variables are shown that emotional exhaustion and personal accomplishment are statistically correlated with all subscales of SRSDA, while depersonaliza-
tion is not correlated with any SRSDA subscale. Conclusions: Burnout appears to implicate mental health status of healthcare providers in work index. 
Emotional exhaustion is the burnout dimension that is correlated the most with employees’ mental health.
Key Words: Burnout, mental health status, health care workers, depression.

doi: 10.5455/aim.2015.23.22-28
ACTA INFORM MED. 2015 FEB 23(1): 22-28
Received: 21 December 2014 • Accepted: 22 January 2015

ORIGINAL PAPER

© 2015 Ioanna V. Papathanasiou
This is an Open Access article distributed under the terms of the Creative 
Commons Attribution Non-Commercial License (http://creativecommons.
org/licenses/by-nc/4.0/) which permits unrestricted non-commercial use, 
distribution, and reproduction in any medium, provided the original work is 
properly cited.

Published online: 22/02/2015 Published print:02/2015



Work-related Mental Consequences: Implications of Burnout on Mental Health Status Among Health Care Providers

ACTA INFORM MED. 2015 FEB 23(1): 22-28 / ORIGINAL PAPER

23 

personal and family relations and can lead to a general neg-
ative attitude towards life. From this aspect, burnout is ex-
pected to have common features with depression (23, 24).

Various studies are focused on assessing the direction of 
the relation between depression and burnout. The question 
is whether depression can be considered as a result of burnout 
or the opposite. In a study, conducted by Glass et al, in nurses 
was found that under certain conditions burnout can develop 
into depression (25). However, Glass and McKnight found 
that burnout and depression associated bidirectional, i.e. that 
depression can cause burnout and vice versa (17). Burnout can 
be seen as an issue related to the work environment, while 
depression is more comprehensive as a concept and does not 
have specific connectivity with the working environment 
(26). But, Iacovides et al, found that nurses who suffer from 
burnout syndrome did not exhibit depressive symptoms (27).

Within this context of reasoning that trying to distinguish 
depression from burnout, raises the question for how depres-
sion and burnout can be identified in a mental model. Trying 
to find a clinical concept in a meaningful social-psycholog-
ical framework seems to be quite difficult. Furthermore, the 
nature of the relation between burnout and depression is not 
yet clarified theoretically. Some questions such as whether 
burnout leads to depression or vice versa, or if both have some 
common and some unique causes, have been the focus of sev-
eral studies.

2. AIM
The purpose of this study is to investigate whether burnout 

is associated with the mental health status of health care pro-
viders. The research questions were:
 • What is the level of burnout among health care providers?
 • What is the mental health status among health care pro-

viders?
 • Is there a correlation between burnout and mental health 

status? Which dimension of burnout is correlated the most 
with mental health status?

3. MATERIAL AND METHODS
Sample and Sampling
The sample in this study consisted of 240 health care em-

ployees who were randomly selected from health care units of 
all over Greece. Local ethical committees approved the study 
protocol. Doctors, nurses and other healthcare workers (mid-
wives, social workers) participated in the study. The response 
rate was 80.00% (240 out of 300 questionnaires), with 76.33% 
of the questionnaires (229 out of 300) completed without any 
missing data in the psychometric section and thus suitable for 
final evaluation.

Demographic Data
For measuring the demographic data of the sample ques-

tions about gender, age, marital status, number of children, 
higher degree, profession, years in profession and years in de-
partment were used.

Burnout Measuring
The Greek version of Maslach’s Burnout Inventory (MBI) 

was used for measuring burnout levels [28]. MBI is a seven 
point Likert scale of 22 items (0: never happens to me, 6: it 
happens to me every day). The 22 questions are consisted in 
three dimensions of burnout; emotional exhaustion, personal 

accomplishment and depersonalization. Questions 5, 10, 11, 
15, 22 refer to depersonalization, 4, 7 9, 12, 17, 18, 19, 21 refer 
to personal accomplishment and the rest refer to deperson-
alization. To discriminate between the levels of each dimen-
sion of burnout, scores that provided by the Greek version 
of MBI were used, referring to burnout dimensions in health 
care professionals in Greece, classifying burnout in low, mod-
erate and high category (28).

Mental Health Status Measuring
The Greek version of the Symptoms Rating Scale for De-

pression and Anxiety (SRSDA) questionnaire was used to 
evaluate health care providers’ mental health status [29]. 
SRSDA includes 42 items and contains six subscales; the 21-
item Beck Depression Subscale, the 13-item Beck Depression 
Subscale, the Melancholia Subscale, the Asthenia Subscale, 
the Anxiety Subscale and the Mania Subscale.

The composition of the SRSDA subscales is as follows:
The 21- item Beck Depression Subscale (BDI-21) includes 

items 1, 8, 11, 13, 14, 17, 18, 19, 20, 21, 22, 23, 25, 26, 27, 28, 
29, 31, 32, 34 and 41. These are scored as: a=0, b=1, c=2, d=3.

The 13- item Beck Depression Subscale (BDI-13) includes 
items 1, 8, 11, 13, 14, 19, 20, 22, 28, 29, 32, 34 and 41. These 
are scored as: a=0, b=1, c=2, d=3.

The 12-item Melancholia Subscale includes items 8, 11, 13, 
17, 19, 20, 21, 22, 26, 29, 32, and 34. These are scored as: a=0, 
b=1, c=2, d=3.

The 12-item Asthenia Subscale includes items 2, 5, 9, 17, 
21, 24, 25, 27, 28, 29, 32 and 38. These are scored as: a=0, b=1, 
c=2, d=3.

The 14-item Anxiety Subscale includes items 3, 4, 5, 12, 15, 
17, 21, 24, 25, 27, 33, 39, 40 and 42. These are scored as: a=0, 
b=1, c=2, d=3.

The 5-item Mania Subscale includes items 6, 10, 16, 30, 37. 
These are scored as: a= -1, b=0, c=0, d= +1.

The optimal cut-off points established for the Greek pop-
ulation in each subscale are as follows: BDI-21:14/15, BDI-
13:7/8, Melancholia:8/9, Asthenia:9/10, Anxiety:10/11. Re-
garding the results from the Greek version of SRSDA the cut-
off point for the mania was not taken under consideration due 
to the statistical criteria.

Statistics
Descriptive statistics were initially generated for sample 

characteristics. Normality was checked by the Kolmogorov-
Smirnov test. The results on the dimension of MBI and on 
the subscales of SRSDA were mixed. Some subscales exhib-
ited marginally normal distributions (emotional exhaustion, 
personal accomplishment, asthenia, melancholia, anxiety) 
while others were clearly not normally distributed (deperson-
alization, Beck-21, Beck-13, mania). As there are articles in 
the literature arguing that parametric tests can successfully 
be applied to non-normally distributed data [30,31], data was 
processed with parametric tests. Chronbach’s α ranged be-
tween 0.81 and 0.90 for individual MBI and SRSDA scales. 
More specifically: emotional exhaustion: 0.87, personal ac-
complishment: 0.84, depersonalization: 0.81, BDI-21: 0.89, 
BDI-13: 0.90, melancholia: 0.89, asthenia: 0.87, anxiety: 0.88 
and mania: 0.10. As the mania scale exhibited the lowest reli-
ability, well below 0.60, it was excluded from the study. The 
classification of the Greek version of MBI was used for the 
burnout scores of the sample in order to find out if the levels of 
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burnout are low, moderate or high. The cut-off points of the 
Greek version of SRSDA were used to determine the mental 
health status of the sample. General linear models with MBI 
dimensions as independent variables and SRSDA subscales as 
dependent variables were used to determine the relation be-
tween burnout and mental health status. Statistics were pro-
cessed with SPSS v. 17.0 (SPSS, Chicago, IL, USA). Statistical 
significance was set at p=0.05.

4. RESULTS
Demographic Data
Demographic and job features are presented in Table 1. 

The average age of the sample is 40.00±7.95 years. Regarding 
gender the percentage of men is 21.40% (N=49) and of women 
is 78.60% (N=180). As for marital status, 64.40% declared 
married (mean score= 0.97, 0=single, 1=married, 2=divorced) 
and 33.80% of the married declared that they do not have 
children. The 74% of the sample members has graduated from 
higher education (universities and technological educational 
institutes) and as for the profession 80.00% are nurses 11.00% 
doctors 2.10% midwives and 6.90% other specialties. The 
mean score of years in profession for the sample is 18.34± 7.65 
and for years in department is 10.52 ±7.65.

Burnout Levels
The mean scores and the percentages of burnout levels are 

shown in Table 2 and are compared with the mean scores for 
each dimension that have been provided by the Greek version 
of MBI [28].

Overall the professional burnout of health care workers 
is moderate. The mean score for emotional exhaustion is 
26.41 (moderate=21.00-30.00), for personal accomplishment 
36.70 (moderate=41.00-36.00) and for depersonalization 9.81 
(moderate=6.00-10.00). But the means for personal accom-

Demographic Features Mean SD
Age 40.00 7.95
Marital status 0.97 1.64
Number of children 1.29 1.13
Degree 1.10 0.83
Graduate year 1994 8.19
Years in profession 18.34 7.65
Years in department 10.52 7.65
Gender N %
Men 49 21.40
Women 180 78.60
Profession N %
Nurses 183 80.00
Doctors 25 11.00
Midwives 5 2.10
Other 16 6.90

Table 1. Descriptive Statistical Results for the Demographic Features of the 
Sample

Burnout Dimen-
sions Low Values Moderate Values High Values

Emotional Exhaus-
tion

Mean Score ≤ 
20.00

Mean Score = 
21.00-30.00 Mean Score ≥ 31.00

Mean Score = 26.41 N % N % N %
89 37.10 58 24.20 93 38.80

Personal Accom-
plishment

Mean Score ≥ 
42.00

Mean Score = 
41.00-36.00 Mean Score ≤ 35.00

Mean Score = 36.70 N % N % N %
61 25.40 83 34.60 96 40.00

Depersonalization Mean Score ≤ 
05.00

Mean Score 
=06.00-10.00 Mean Score ≥ 11.00

Mean Score = 9.81 N % N % N %
73 30.40 75 31.30 92 38.30

Table 2 : Mean Sample Scores and Percentages for Low, Moderate and 
High Levels of Burnout Dimensions

Subscales of SRSDA

Beck – 21
Questions for Depression

Beck – 13
Questions for Depression

12
Questions for Melan-

cholia

12
Questions for Asthenia

14
Questions for Anxiety

5
Questions for Mania

Ques-
tion Mean ±SD Ques-

tion Mean ±SD Ques-
tion Mean ±SD Ques-

tion Mean ±SD Ques-
tion Mean ±SD Ques-

tion Mean ±SD

1 0.22 0.56 1 0.22 0.56 8 0.31 0.54 2 1.07 0.99 3 0.41 0.77 6 -0.05 0.31
8 0.31 0.54 8 0.31 0.54 11 0.37 0.79 5 0.37 0.53 4 0.48 0.74 10 -0.21 0.56

11 0.37 0.79 11 0.37 0.79 13 0.11 0.39 9 0.30 0.52 5 0.37 0.53 16 0.00 0.49
13 0.11 0.39 13 0.11 0.39 17 0.59 1.01 17 0.59 1.01 12 0.34 0.73 30 -0.17 0.51
14 0.38 0.63 14 0.38 0.63 19 0.56 0.69 21 0.81 0.93 15 0.22 0.44 37 -0.03 0.41
17 0.59 1.01 19 0.56 0.69 20 0.31 0.62 24 0.45 0.71 17 0.59 1.01
18 0.39 0.80 20 0.31 0.62 21 0.81 0.93 25 0.52 0.80 21 0.81 0.93
19 0.56 0.69 22 0.16 0.50 22 0.16 0.50 27 0.65 0.76 24 0.45 0.71
20 0.31 0.62 28 0.11 0.33 26 0.28 0.54 28 0.11 0.33 25 0.52 0.80
21 0.81 0.93 29 0.37 0.58 29 0.37 0.58 29 0.37 0.58 27 0.65 0.76
22 0.16 0.50 32 0.68 0.60 32 0.68 0.60 32 0.68 0.60 33 0.13 0.35
23 0.43 0.86 34 0.46 0.83 34 0.46 0.83 38 0.50 0.79 39 1.00 0.86
25 0.52 0.80 41 0.05 0.27 40 0.15 0.40
26 0.28 0.54 42 0.69 0.86
27 0.65 0.76
28 0.11 0.33
29 0.37 0.58
31 0.71 0.66
32 0.68 0.60
34 0.46 0.83
41 0.05 0.27

Mean 0.40 0.65 Mean 0.31 0.56 Mean 0.42 0.67 Mean 0.54 0.71 Mean 0.49 0.71 Mean -0.09 0.46

Table 3. Descriptive Statistical Results for each question of SRSDA
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plishment and depersonalization 
are very close to high levels (high 
level of personal accomplishments 
≤ 35.00, high levels of deperson-
alization ≥ 11.00).

Regarding the percentages of 
the sample, the 38.80% (N=93) 
is presenting high levels of emo-
tional exhaustion, 40.00% (N=96) 
is presenting high levels of per-
sonal accomplishment and 38.30% 
(N=92) is presenting high levels of 
depersonalization.

Mental Health Status Results
The descriptive statistical re-

sults for SRSDA are presented in 
Tables 3 and 4. In Table 3 are pre-
sented the results for each question of SRSDA and in Table 
4 the results for each subscale of SRSDA. The mean for each 
subscale of SRSDA is 8.23±6.79 for Depression Beck-21, 
3.96±4.26 for Depression Beck-13, 4.91±4.44 for Melancholia, 
6.32±4.35 for Asthenia and 6.36±4.72 for Anxiety. The cutoff 
points of the Greek version of SRSDA are presented as an F 
scale in Table 4. According to the mean scores of the subscales 
and the F scale, most of the health care workers do not appear 
mental health disorders. The percentages of sample members 
with a possible psychiatric disorder (scores over cutoff points) 
are 20.30% for Asthenia, 17.60% for Anxiety, 16.00% for 
Melancholia, 14.30% for Depression Beck-13 and 14.20% for 
Depression Beck-21.

Implications of Burnout on Mental Health Status
The results of general linear models with the MBI dimen-

sions as independent variables and the SRSDA subscales as de-
pendent variables are shown in Table 5. Emotional exhaustion 
and personal accomplishment are statistically correlated with 
all subscales of SRSDA, while depersonalization is not corre-
lated with any SRSDA subscale.

The positive scores of coefficient β for emotional exhaus-
tion show that, higher levels of emotional exhaustion im-
plicate higher levels of depression (β=0.09, p=0.00), melan-
cholia (β=0.08, p=0.00), asthenia (β=0.11, p=0.00) and anx-
iety (β=0.10, p=0.00). The negative score of coefficient β in 
linear regression model between emotional exhaustion and 
mania (β= -0.15, p=0.00), means that higher levels of emo-
tional exhaustion implicate lower levels of mania. The inter-
pretation of this result can be done according to psychiatric 
symptomatology of mania, which includes increased and ir-
ritable mood and exuberant self esteem, totally different from 
exhaustion.

The results are totally the opposites for personal accom-

plishment. Personal accomplishment are negatively corre-
lated with depression (β= -0.08, p=0.00), melancholia (β= 
-0.11, p=0.00), asthenia (β= -0.08, p=0.00), and anxiety (β= 
-0.08, p=0.00) and positively correlated with mania (β=0.13, 
p=0.00).

According to the values of coefficient β and the p-values, 
emotional exhaustion is correlated the most with the total 
SRSDA (β=0.06, p=0.00), meaning that it has more implica-
tions in mental health status of health care providers.

5. DISCUSSION
This study aims to analyze the relation between burnout 

and mental health status among health care providers. At the 
begging levels of burnout and mental health status were in-
vestigated. The results about burnout showed that the levels 
of the three burnout dimensions are moderate. But, the 
38.80% of the sample is experiencing high levels of emotional 
exhaustion, 40.00% is experiencing high levels of personal ac-
complishment and 38.30% is experiencing high levels of de-
personalization.

According to mental health status the levels are also mod-
erate; but the 20.30% of the sample is experiencing high levels 
of asthenia, 17.60% is experiencing high levels of anxiety, 
16.00% is experiencing high levels of melancholia and 14.30% 
is experiencing high levels of depression.

Finally the results from regression analysis, showed that 
two of the burnout dimensions, emotional exhaustion and 
personal accomplishment, are statistically correlated – posi-
tively or negatively- with levels of depression, melancholia, 
asthenia, anxiety and mania across health care employees in 
Greek working settings.

Anxiety and depression are referred in the literature as in-
dicators of mental health status (32-34). Maslach is mentioned 
that researches have shown that burnout is related with neu-
roticism, which includes the trait of anxiety and depression 
(35). Turnipseed, by using measurement scales for anxiety as 
a state and as a trait condition, in order to predict the dimen-
sions of MBI, concluded that anxiety levels contribute sig-
nificantly to burnout and emotional exhaustion in particular 
(36). This research is shown that the opposite is also occurs.

The influence of mental health factors in the presence of 
people at their work and in their absenteeism, the conduct ad-
dressing of labor conditions, the psychosomatic illnesses and 

SRSDA subscale F scale Mean Score SD Percentage (%) 
over F scale 

Depression Beck-21 14 8.23 6.79 14.20
Depression Beck-13 7 3.96 4.26 14.30
Melancholia 8 4.91 4.44 16.00
Asthenia 9 6.32 4.35 20.30
Anxiety 10 6.36 4.72 17.60
Mania - - - -

Table 4. Descriptive Statistical Results for each Subscale of SRSDA

Independent  Dependent Depression
Beck-21

Depression
Beck-13

Melan-
cholia Asthenia Anxiety Mania Total 

SRSDA

Constant
coefficient β 0.53 0.66 0.69 0.58 0.60 1.12 0.52
t 4.67 5.08 4.91 4.39 4.95 6.00 5.56
p value 0.00 0.00 0.00 0.00 0.00 0.00 0.00

Emotional 
Exhaustion

coefficient β 0.09 0.09 0.08 0.11 0.10 -0.15 0.06
t 6.39 5.85 5.35 7.38 6.91 -7.08 5.37
p value 0.00 0.00 0.00 0.00 0.00 0.00 0.00

Personal 
Accomplish-
ment

coefficient β -0.08 -0.13 -0.11 -0.08 -0.08 0.13 -0.04
t -4.14 -5.47 -4.57 -3.48 -3.48 3.85 -2.65
p value 0.00 0.00 0.00 0.00 0.00 0.00 0.01

Depersonali-
zation

coefficient β - - - - - - -
t - - - - - - -
p value - - - - - - -

Table 5. General linear regression with Burnout Dimensions as independent variables and SRSDA Subscales as 
dependent variables
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the job performance, are also important components burnout 
(37-41). Recent published research studies are focused on de-
pression in working environments (42-46).Depression was 
defined as a set of negative feelings, suicidal thoughts, emo-
tional fatigue and social withdrawal (18). The work consid-
ered depression has been investigated under occupational 
burnout (47, 48). The studies about depression in the employ-
ment context, were guided by theories for stress and burnout 
(33, 49, 50). Although it is difficult to draw firm conclusions 
from the rather limited evidence of research, it appears that 
the examination of depression in the context of labor en-
riches the understanding of the relationship between work 
and mental health.

For the measurement of depression, studies were mostly 
based on using the Beck depression scale, which demonstrates 
good psychometric properties for a wide range of population 
(51-54). Other measurements have included the depression 
subscale of GHQ- 12 (55-58).

Although today the concept of burnout is determined in 
a sufficiently clear manner, there seems to be some kind of 
confusion about the difference between burnout and depres-
sion. The reason for this confusion lies in the fact that depres-
sion and burnout are having common features (35). There are 
theoretical arguments that have been supported by empirical 
studies, which suggest that, the concepts of depression and 
burnout are substantially similar (59). As conditions, burnout 
and depressive symptoms usually refer to mood states. The 
symptoms of depression include feelings of sadness, mental 
vacuum, hopelessness, feelings of distress, poor physical 
and mental energy, that respectively leading to mental and 
physical exhaustion. That last element of depressive symp-
tomatology, the exhaustion, was the main point for assessing 
burnout and depression as overlapping states (60, 61).

Some researchers promoted the concept of “professional de-
pression” as a more comprehensive concept, which includes 
common elements of depression and burnout (60). Recog-
nizing the similarities between the two concepts, Leiter and 
Durup highlighted the fundamental differences between 
them (18). They maintained that while burnout is a social 
construct, depression has a clinical nature that reflects per-
sonal thoughts and feelings. In this context, they presented 
empirical evidence demonstrating the validity of the distinc-
tion between burnout and depression (18).

In many studies, as in this study, their levels are highly re-
lated (62, 63). Burnout can be used as a predictor to depres-
sive symptoms in work life (20, 59, 64). Glass and McKnight 
researched the relation and distinction between burnout and 
depression by conducting a systematic literature review of 18 
studies (17). The total number of participants in these studies 
exceeded 4800. In most studies, burnout was measured with 
the MBI scale, while various scales were used to measure de-
pression. The conclusion of the review was that depression 
and burnout are not the same, and emotional exhaustion is 
presented to correlate positively with depression (17). In ad-
dition, depressive symptomatology is regarded as one of the 
components of the five major factors that shape the neurotic 
personality, which has been shown to be closely related to 
burnout (65).

Iacovides et al, in an attempt to approach the relation be-
tween the concepts of burnout, depression and work stress, 

are giving a host of empirical studies whose findings show 
that burnout and depression are two different disease entities 
(24). High levels of psychological demands, low levels of par-
ticipation in decision making, low levels of social support and 
high psychological stress due to improper working conditions 
are important predictors of depression (24).

Remarkable is the study of Glass and McNight, which pro-
pose that burnout and depressive effects may have common 
ground and that the difference between them may be due to 
the simultaneous evolution (17).

The direction of the relation that may exist between de-
pression and other mental disorders with burnout is a point 
that has preoccupied many researchers and deserves further 
study. There is a belief that in the future these issues will be at 
the focus of many empirical studies (17, 25, 35).

Much attention has been given to improving work envi-
ronments for health care providers (5). Pressure of overload 
working, demanding patients, life-long learning for knowl-
edge and risk of treatments is related with mental problems 
(4). Studies have shown that the increase prevalence of mental 
health problems among health providers is most likely caused 
by occupational stress, burnout and individual factors. The 
results of this study highlight the implications of burnout in 
mental health status of healthcare providers in work context.

In terms of the prevention of mental and psychological dis-
orders, interventions for straiten stress and burnout in the 
workplace, have been focused on changing job conditions (2). 
Reforms in health care systems are expected to inevitably de-
teriorate the mental health problems of health professionals.

6. CONCLUSION
Burnout appears to implicate mental health status of 

healthcare providers in work index. Emotional exhaustion is 
the burnout dimension that is correlated the most with em-
ployees’ mental health. Further studies about factors that are 
affecting burnout levels and mental health status would be 
very helpful and a starting point for changes in health care 
setting in Greece.
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