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Abstract
Research shows an instability in the way workers in the healthcare field live, and a prevalence of an unhealthy lifestyle. Exhaustion, an
overload of obligations and responsibilities and dissatisfaction are all factors that may result in both physical and mental disorders.
The aim of our study is to analyze the association between individual and occupational aspects of hospital workers and their job
satisfaction, burnout syndrome, and depressive symptoms, as well as the relationship between these 3 factors.
A transversal study was carried out from August to November 2016 in a teaching hospital that is a reference in healthcare to 13

cities in the State of São Paulo, Brazil. Workers with an employment relationship of a period of 3months or longer were included in the
study. Subjects for the study were recruited through random probability sampling. Data were collected using psychometric tools in
order to analyze job satisfaction (Job Satisfaction Survey [JSS]), the presence of burnout syndrome (Maslach Burnout Inventory
[MBI]) and depressive symptoms (Patient Health Questionnaire-9). Adjusted analyses were conducted and the prevalence ratio (PR)
was calculated using Poisson regression. The partial least squares structural equation modeling (PLS-SEM) was used for
the analyses.
The final sample of this study comprised 271 professionals. Administrative workers or technical support workers from the hospital

showed to be more satisfied in their jobs compared to the healthcare professionals (P= .02). Time of professional activity was also
associated with job satisfaction (P= .03). Men displayed burnout syndrome approximately twice as often as women (PR=1.98; 95%
CI: 1.03–3.79; P= .04). Workers who had a low household income presented a predominance twice as high of depressive symptoms
(PR=2.84; 95%CI: 1.24–6.51; P= .01). PLS-SEM confirmed the causal and inverse relationship between burnout syndrome and job
satisfaction (P< .001). Depressive symptoms were considered predictors for professional exhaustion (P< .001).
Personal and occupational factors of hospital workers were associated with job satisfaction, burnout syndrome, and depressive

symptoms. The absence of burnout was identified as a predictive aspect for job satisfaction, and depressive symptoms as a
predictor for professional exhaustion.

Abbreviations: 95% CI = 95% confidence interval, AVE = average variance extracted, BRL = Brazilian real, CR = composite
reliability, DE = depersonalization, EE = emotional exhaustion, GoF = goodness-of-fit, ICU = intensive care unit, JSS = Job
Satisfaction Survey, lPA = low personal accomplishment, MBI–HSS =Maslach Burnout Inventory–Human Services Survey, PHQ-9
= Patient Health Questionnaire-9, PLS-SEM = partial least squares structural equation modeling, PR = prevalence ratio, SD =
standard deviation, USA = United States of America, USD = United States dollars, WHO = World Health Organization.

Keywords: health services administration, health facility environment, quality of health care, safety management, occupational
health, patient safety, factor analysis
Editor: Ediriweera Desapriya.

The authors would like to thank the financial support (scholarship) of the National Council for Scientific and Technological Development of Brazil (process number:
130828/2016-5).

The authors have no conflicts of interest to disclose.

Supplemental Digital Content is available for this article.

The authors of this work have nothing to disclose.
a School of Pharmaceutical Sciences, São Paulo State University, Araraquara, b Pharmaceutical Sciences Graduate Course, University of Sorocaba, Sorocaba, c Faculty
of Pharmaceutical Sciences, University of Campinas, Campinas, d School of Pharmaceutical Sciences of Ribeirão Preto, University of São Paulo, Ribeirão Preto, São
Paulo, Brazil.
∗
Correspondence: Luciane Cruz Lopes, Pharmaceutical Sciences Graduate Course, University of Sorocaba, Rodovia Raposo Tavares, Km 92.5, Cidade Universitária

Professor Aldo Vannucchi, Sorocaba, SP 18023-000, Brazil (e-mail: luciane.lopes@prof.uniso.br).

Copyright © 2018 the Author(s). Published by Wolters Kluwer Health, Inc.
This is an open access article distributed under the terms of the Creative Commons Attribution-Non Commercial License 4.0 (CCBY-NC), where it is permissible to
download, share, remix, transform, and buildup the work provided it is properly cited. The work cannot be used commercially without permission from the journal.

Medicine (2018) 97:49(e13364)

Received: 16 July 2018 / Accepted: 30 October 2018

http://dx.doi.org/10.1097/MD.0000000000013364

1

mailto:luciane.lopes@prof.uniso.br
http://creativecommons.org/licenses/by-nc/4.0
http://dx.doi.org/10.1097/MD.0000000000013364


Oliveira et al. Medicine (2018) 97:49 Medicine
1. Introduction

Healthcare professionals are exposed to a large emotional load
derived from the suffering and pain of their patients and families.
This is also associated with high work demands and their
responsibilities.[1] In the long term, the exposure to these situations
may affect the individual’s personal fulfillment as well as their
psychological aspects,[1,2] whichmay result in the use ofmedicines,
alcohol, or even illegal drugs in order to alleviate the symptoms.[3,4]

The yearly estimate of 400 suicides committed by doctors, in
the United States, has raised great concern.[5] Therefore, several
organizations are gathering to make this scenario known, with
the purpose of allowing interventions to be made.[5]

Physical and mental disorders are problems caused by the lack
of well-being in an individual’s daily life.[6] This lack of well-
being can be a consequence of job dissatisfaction, resulting in a
poor quality of life.[6]

Opportunities, institutional performance, a work team,
benefits, rewards, and a humanistic supervision are some factors
that establish professional satisfaction.[7,8] Healthcare profes-
sionals often experience a disparity regarding these aspects,
resulting in job dissatisfaction.[9]

Burnout syndrome consists of a 3-dimensional process: emotional
exhaustion, depersonalization, and decreased personal fulfill-
ment.[10] Practitioners develop such symptoms due to psychological
aspects and they express their feelings in relation to their patients in a
negative way.[10] This is characterized as a social issue of great
relevance, which generates high organizational costs.[10,11]

Depression is manifested through the following symptoms:
depressive mood, lack of interest for everyday tasks, changes in
appetite and weight, sleeping disorders, expressive agitation or
slowness, fatigue, recurrent feelings of worthlessness and guilt,
lack of concentration, and suicidal thoughts.[12] Work overload
and the aspects that are caused by such instability are indicated as
predictive factors for the development of disorders associated
with depressive symptoms.[13,14]

The aim of our study is to analyze the association between
individual and occupational aspects of hospital workers and their
job satisfaction, burnout syndrome, and depressive symptoms, as
well as the relationship between these 3 factors.
2. Methods

2.1. Study design

This is a cross-sectional study conducted in a teaching hospital
between August and November of 2016.
2.2. Setting

We conducted the research in a teaching hospital, in the
northwestern area of São Paulo State, in Brazil. The hospital
contained a total of 174 beds, and 16 of them were in the
intensive care unit. This hospital is a reference in healthcare for 13
cities, and it is a private and philanthropic institution,
characterized by urgency and emergency aid. It also specializes
in medical care to high-risk pregnancies and high-complexity care
in nephrology, orthopedics, and traumatology.
In 2016, the institutional mortality rate was 5% and the

hospital mortality rate 6%, with an average of 640 hospital-
izations and 360 surgeries per month.
In July 2016, 7% of the hospital workers were away from their

duties or onmedical leave. Themain cause for their leave was due
to a depression diagnosis (29%).
2

2.3. Participants

Professionals with an employment relationship longer than or
equal to 3 months and who consented to participate were
included in the study. Individuals under notice, on medical leave,
on vacation period or workers from third-party companies were
not included.
Participants were selected through random sampling from the

list of professionals obtained from the institution’s human
resources department and were invited to participate by the main
researcher.
2.4. Variables

Sociodemographic, economic and occupational characteristics
were analyzed. They were self-reported by the participants and
included: gender (male or female), age (in years and categorized in
the age range of 18–35, 36–50 or ≥ 51), socioeconomic class (A,
B, C or D, E), level of education (higher education, complete
secondary education or incomplete secondary education),
profession or field of activity (health professionals or ones from
the technical and administrative support), interaction or direct
contact with the patient (yes or no), and time working in the area
(in years, categorized in the time range of < 1, 1–2, 3–4, 5–10,
11–20 or ≥ 21).
Job satisfaction, burnout syndrome, and depression symptoms

were measured as dependent variables.

2.5. Data sources and measurement

Data were collected through an electronic questionnaire filled out
by the participant in a device (tablets), after signing the informed
consent form.
The economic classification was performed through the

Brazilian Criteria,[15] an instrument composed of 15 items that
analyze ownership of assets, housing conditions, the head of the
household’s level of education and access to public services. The
household monthly income in Brazilian real (BRL) was estimated
for each stratum, which was converted to United States dollars
(USD) based on the currency of the Central Bank of Brazil on July
1, 2016 (1 USD=3.2292 BRL): Class A 20,888 BRL, 6468 USD;
Class B 4852–9254 BRL, 1503–2866 USD; Class C 1625–2705
BRL, 503–838 USD and Class D and E 768 BRL, 238 USD.[15]

Job satisfaction was measured by the Job Satisfaction Survey
(JSS) in its translated and validated version for Brazil.[16] This
survey is best applied in heterogeneous populations, since it
provides a wide and comprehensive investigation and contem-
plates different situations of employment contentment.[16–18] The
JSS consists of 36 items distributed in 9 dimensions: payment,
promotion, supervision, benefits, contingent rewards, operating
procedures, coworkers, nature of work, and communication. The
answers are given by a 6-point Likert scale.[19] The analyzed total
score may correspond to: dissatisfaction (score of 36–108), does
not represent dissatisfaction or satisfaction (score of 109–143),
and satisfaction (score of 144–216).[17]

We used the Maslach Burnout Inventory–Human Services
Survey (MBI–HSS)[20,21] considered a gold-standard in the
measurement of professional exhaustion,[22] in order to identify
burnout syndrome. This tool consists of 3 subscales, with a total
of 22 items that assess the characteristics of the burnout
syndrome: emotional exhaustion (EE), depersonalization (DE),
and low personal accomplishment (lPA).[20] A Likert scale[19] was
used to clarify our results. We adopted a scoring system ranging
from 1 to 5, which was already used in other researches
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conducted in Brazil. The results are displayed in 3 different
scores as each subscale was analyzed separately.[20] In our study,
we considered burnout syndrome as the simultaneous occurrence
of relevant problems (moderate or severe), including EE (≥ 16),
DE (≥ 7), and lPA (� 38), in the MBI–HSS.
Screening of depressive symptoms was performed through the

Patient Health Questionnaire-9 (PHQ-9).[24] The questionnaire
consisted of 9 items based on the Statistical Diagnosis of Mental
Disorders criteria,[12]which show thepresenceofdepressivemood,
anhedonia, sleeping disorders, fatigue, lack of energy, changes in
appetite and weight, feelings of guilt or worthlessness, difficulty
concentrating, slowness or agitation, and suicidal thoughts in the
last 14 days. The 9 items of this tool correspond to a Likert scale[19]

and the total score ranges from0 to27.[24] Evidence has shown that
a cutoff point of ≥ 9 was considered to have the highest sensibility
(77.5%) and specificity (86.7%) in Brazil.[25] Therefore, we
adopted this method to categorize individuals who displayed
relevant episodes of depressive symptoms.
2.6. Bias

In order to minimize the risk of information bias and distortions
that could force positive or negative answers, the research was
presented to the management group and to the leaders of the
hospital, in order to emphasize its importance and to disseminate
the aim of the study among all the work teams. This procedure
had the intention to provide autonomy and prevent any
discomfort so that the professionals could express their true
perceptions, without fear of retaliation, especially in the
questions that assessed superiors or the institution.
Furthermore, the researcher responsible for the data collection

was trained in order to comprehend the method and application
of the instruments. The researcher went to the work sectors,
where the collection also occurred, in the most opportune
moment for the recruited employee. After signing the informed
consent form, the tablet was handed to the participant, while the
researcher was available to clarify any doubts. This measure
sought to ensure the confidentiality and comfort of the
participants.
2.7. Study size

We calculated the number of participants (246, 95%CI) from the
total number of workers in the hospital (n=677), considering
confidence limits of 5%, and design effect of 1 (random
population sample).[26] We reached a total number of 270
participants after 10% was added to our previous amount of
individuals. We first prepared a list of 270 workers randomly
selected and another list containing the same amount of people in
order to replace participants who presented objections or other
reasons not to participate in the study.
2.8. Statistical methods

Firstly, descriptive statistics of the variables measured in our
study was performed. Subsequently, we calculated the frequency
for the categorical variables, and the mean and standard
deviation (SD) for the continuous variables.
Adjusted analyses (multivariate) were performed according to

analytical conjecture. We then calculated prevalence ratio (PR)
through Poisson regression in order to estimate the association
between the participants’ characteristics and the dependent
variables.
3

Partial least squares structural equation modeling (PLS-
SEM)[27] was used to estimate dependency relationships, as well
as to determine how the primary outcomes are linked in our
study. This process was carried out in 2 steps: validation and
reliability of the measurements; analysis of the structural
model.[27]

To complete the first step, we determined job satisfaction
according to the results obtained through the JSS, burnout
according to theMBI results, and depressive symptoms according
to the PHQ-9.
We verified convergent validity considering the values obtained

through average variance extracted (AVE), and these values are
recommended to be >0.5.[27,28] For discriminant validity, we
adopted comparison criteria, in which the square roots of the
AVE must be higher than the correlation values among the 3
constructs.[27,28] The Cronbach’s alpha coefficient (a) and the
composite reliability (CR) were used for reliability assessment.
Values > 0.6 were considered acceptable.[27] The factorial loads
of the instruments’ domains were also described, with acceptable
values ≥0.5.[27]

For the second step, we analyzed Pearson’s correlation
coefficient (R2) as follows: small effect=R2 ≥ 2%; medium
effect=R2 ≥ 13%; and large effect=R2 ≥ 26%.[29] Predictive
relevance (Q2) was assessed by a redundancy coefficient and was
considered appropriate when Q2 > 0.[27] Coefficient of
community determined the effect size (f2) as small (f2 ≥ 0.02),
medium (f2 ≥ 0.15), and large (f2 ≥ 0.35).[27] The goodness-of-fit
index (GoF) was considered acceptable when its value was >
0.36.[30]

At last, we established the significance and relationship
between the 3 aspects we analyzed and path coefficient, which
is expressed by values ranging from �1 to 1.[27] Regarding the
path coefficient, values close to 1 (or to �1 for negative
associations) show a strong correlation.[27]

Path diagrams were used to illustrate the relationship between
the constructs. Straight arrows represent causal relationships.
The arrows are pointed from the predictive variable (or
construct) to the dependent variable.[27] Curved arrows corre-
spond to the correlations between the constructs; however, no
causality was involved.[27]

We used the statistics software Stata (version 13.1) for all
analyses. The confidence interval and the significance level were
standardized in 95% (95% CI) and 5%, respectively.
2.9. Ethical aspects

The research was approved by the Research Ethics Committee of
the State University of São Paulo, School of Pharmaceutical
Sciences of Araraquara, Brazil (Protocol no. 1.644.886/2016).
An authorization was obtained from the institution in which the
research was conducted and all participants provided a written
informed consent form.
3. Results

3.1. Participants

Around 271 professionals were included in our study (response
rate=88.9%; Fig. 1). The predominant characteristics were
the following: women (n=213; 78.6%), aged 36–50 years
old (n=114; 42.1%), from the nursing staff (n=125; 46.1%)
with 5–10 years of experience in this field (n=74; 27.3%)
(Table 1).

http://www.md-journal.com


Figure 1. Composition of the study sample.
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3.2. Job satisfaction

The type of job and time of professional activity were
significantly associated with job satisfaction (Table 2). This
relationship demonstrated that administrative or technical
support workers expressed more satisfaction in their jobs
compared to physicians (P= .02). Additionally, workers with
3–4 years of experience presented higher job satisfaction levels
compared to those who had less than a year of professional
activity (P= .03).
3.3. Burnout syndrome

Correlation of sociodemographic and employment data with
manifestation of burnout syndrome is shown in detail in Table 3.
Men expressed exhaustion about twice as often as women (PR=
1.98; 95% CI: 1.03–3.79; P= .04).
3.4. Depressive symptoms

Table 4 shows the prevalence of relevant episodes of depressive
symptoms divided by the individuals’ characteristics. Workers
who belong to a lower socioeconomic class presented twice as
many relevant episodes of depressive symptoms compared to
those in upper socioeconomic classes (PR=2.84; 95% CI: 1.24–
6.51; P= .01). Contact with hospital patients was a protective
factor against relevant episodes of depressive symptoms
(PR=0.56; 95% CI: 0.36–0.87; P= .01).
4

3.5. PLS-SEM (first step): validation and reliability of
measurements

We verified convergent validity in the constructs in the first step of
the PLS-SEM. AVE was lower than the value specified for the job
satisfaction aspect (AVE=0.41); yet, its reliability was certified
(CR=0.86, a=0.82). The construct concerning depressive
symptoms showed similar results (AVE=0.45, CR=0.88, a=
0.84). The burnout construct confirmed a convergent validity
(AVE=0.62) as well as reliability (CR=0.63, a=0.69).
Square roots of the AVE of constructs (job satisfaction=0.64;

burnout=0.79; depressive symptoms=0.67) were higher than
correlation values between constructs (job satisfaction >
burnout=0.38; job satisfaction > depressive symptoms=0.18;
burnout> depressive symptoms=0.38), and they also confirmed
the discriminant validity of the measurements.
The factorial loads of the domains of instruments that

composed the constructs varied between 0.48 (operating
procedures) and 0.78 (contingent rewards) for job satisfaction,
�0.66 (personal accomplishment) and 0.89 (emotional exhaus-
tion) for burnout, and 0.36 (item 9 of the PHQ) and 0.8 (item 2 of
the PHQ) for depressive symptoms (Addendum Table 5, http://
links.lww.com/MD/C670).
3.6. PLS-SEM (second step): analysis of structural model

Structural model analysis of the relationship between the aspects
job satisfaction and burnout was confirmed by the following

http://links.lww.com/MD/C670
http://links.lww.com/MD/C670
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Table 2

Analysis of the association of sociodemographic and labor
variables with job satisfaction.

Characteristics JSS average SD b P-value

Gender
Female 130.9 26.2 Reference –

Male 132.1 24.9 1.15 .77
Age, years
18–35 128.9 24 Reference –

36–50 133.7 27.9 4.78 .17
≥ 51 130.2 25 1.26 .78

Socioeconomic class
A 128.4 28.9 Reference –

B 131.4 24.7 3.01 .5
C 132 26.3 3.59 .45
D–E 133.7 28 5.23 .58

Level of education
Higher education 129 26.2 Reference –

Complete secondary education 131.4 25.8 2.37 .49
Incomplete secondary education 136.3 25.6 7.3 .15

Profession or field of activity
Physician 121.9 30.9 Reference –

Nursing team 129.3 26.3 7.35 .2
Other health professionals 134 25.6 12.08 .09
Technical and administrative support 135.3 23.5 13.36 .02

Direct contact with the patient
Without contact 134.8 23.1 Reference –

With contact 130 26.7 �4.72 .2
Time working in the area, years
< 1 120.1 27.8 Reference –

1–2 137.5 24 17.4 .07
3–4 140.5 26.7 20.41 .03
5–10 129.5 26.7 9.38 .3
11–20 131.6 24.4 11.49 .21
≥ 21 123.9 23.7 3.79 .68

b= regression coefficient, JSS= Job Satisfaction Survey, SD= standard deviation.

Table 1

Sociodemographic and labor characteristics of study profes-
sionals, n=271.

Characteristics n %

Gender
Male 58 21.4
Female 213 78.6

Age, years
18–35 105 38.7
36–50 114 42.1
≥ 51 52 19.2

Socioeconomic class
∗

A 46 17
B 134 49.4
C 82 30.3
D–E 9 3.3

Level of education
Higher education 97 35.8
Complete secondary education 138 50.9
Incomplete secondary education 36 13.3

Profession or field of activity
Physician 24 8.9
Nursing team† 125 46.1
Other health professionals‡ 29 10.7
Technical and administrative supportx 93 34.3

Interaction or direct contact with the patient 205 75.7
Time working in the area, years
< 1 9 3.3
1–2 29 10.7
3–4 50 18.5
5–10 74 27.3
11–20 48 17.7
≥ 21 61 22.5

∗
Average Household Income: Class A 6,468 USD, Class B 1,503-2,866 USD, Class C 503-838 USD

and Class D-E 238 USD;
† Nurses, technicians and nursing assistants;
‡ Social workers, speech therapists, physiotherapists, pharmacy assistants, radiology technicians and
laboratory technicians;
x Porters/security workers, cooks, administrative assistants, hygiene and cleaning assistants and
maintenance assistants.
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tests: coefficient of determination of large effect (R =0.38),
adequate predictive relevance (Q2=0.15), large effect size (f2=
0.46), and acceptable quality of adjustment (GoF=0.42). On the
relationship between the job satisfaction constructs and depres-
sive symptoms, an medium effect determination coefficient (R2=
0.19), a considerable predictive significance (Q2=0.08), a large
effect size (f2=0.43) and inadequate quality of fit (GoF=0.29)
were found. To relate burnout constructs and depressive
symptoms, a large effect coefficient (R2=0.38), a plausible
predictive relevance (Q2=0.23), a large effect size (f2=0.5) and a
suitable quality of fit (GoF=0.43) were found.
The graphical representation of the complete set of this

association, illustrated by the path diagram in Figure 2,
determined a causal relationship in which the absence of burnout
was a predictor of job satisfaction (path coefficient=�0.57;
P <.001), as well as depressive symptoms were a predictor for
burnout (path coefficient=0.61; P <.001). The association
between the constructs depressive symptoms and job satisfaction
was not statistically significant (path coefficient=�0.08; P= .18).

4. Discussion

4.1. Key results and implications for the practice

Our data indicate that job satisfaction was higher in administra-
tive professionals or technical support workers and in those with
5

3 to 4 years of experience in the position. Men presented more
exhaustion than women did. Workers with a lower income
reported more depressive symptoms than ones with a higher
income, and having contact with patients was a protective factor
for the manifestation of these episodes.
The PLS-SEM made it possible to understand the behavior of

the association between work satisfaction, burnout and depres-
sive symptoms. A causal relationship was established and the
absence of burnout revealed itself as a predictive factor for job
satisfaction. In addition, depressive symptoms proved to be a
predictor for the development of burnout.
Among the studies conducted in Latin America about the

consequences of the psychosocial work environment and
regarding burnout, the context of health care systems or the
professionals of this field are the population that receive more
focus in studies and one of the most researched areas.[31] A
systematic review that evaluated the burnout syndrome in Latin
American countries found that of the 89 studies reviewed (from
2000 to 2010), 15 (18%) were conducted in Brazil.[31] It is
important to conduct researches that not only aim at addressing
the measurement instruments of professional exhaustion, in
addition to the adaptation or validation of these tools, but also
aim at analyzing the actual impact of this clinical condition in the
quality of life of the individual affected and the particularities
associated with it.[31] A study conducted in Spain and in Latin
America with health professionals (n=11,530) showed that
emotional exhaustion and satisfaction levels of participants

http://www.md-journal.com


Table 3

Analysis of the association of sociodemographic and occupational variables with burnout syndrome.

Characteristics Burnout syndrome (%) Gross PR 95% CI P-value

Gender
Female 26 (12.2) 1 – –

Male 14 (24.1) 1.98 1.03–3.79 .04
Age, years
18–35 20 (19.1) 1 – –

36–50 15 (13.2) 0.69 0.35–1.35 .28
≥ 51 5 (9.6) 0.5 0.19–1.35 .17

Socioeconomic class
A 9 (19.6) 1 – –

B 17 (12.7) 0.65 0.29–1.45 .29
C 12 (14.6) 0.75 0.32–1.78 .51
D-E 2 (22.2) 1.14 0.25–5.26 .87

Level of education
Higher education 18 (18.6) 1 – –

Complete secondary education 15 (10.9) 0.59 0.3–1.16 .13
Incomplete secondary education 7 (19.4) 1.05 0.44–2.51 .92

Profession or field of activity
Physician 7 (29.2) 1 – –

Nursing team 16 (12.8) 0.44 0.18–1.07 .07
Other health professionals 2 (6.9) 0.24 0.05–1.14 .07
Technical and administrative support 15 (16.1) 0.55 0.23–1.36 .2

Direct contact with the patient
Without contact 11 (16.7) 1 – –

With contact 29 (14.2) 0.85 0.42–1.7 .64
Time working in the area (years)
� 2 5 (13.2) 1 – –

3–4 8 (16) 1.22 0.4–3.72 .73
5–10 12 (16.2) 1.23 0.43–3.5 .7
11–20 6 (12.5) 0.95 0.29–3.11 .93
≥ 21 9 (14.8) 1.12 0.38–3.35 .84

95% CI=95% confidence interval, PR=prevalence ratio.
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at work are associated with the thought of quitting the
profession.[32]

Currently, according to the assessment carried out by the
World Health Organization (WHO),[33] there is a shortage of 7.2
million skilled professionals in health care and projections show
that this global deficit can reach the total of 12.9 million in 2035.
On the other hand, the demand for medical care and the emerging
public health challenges are factors that are intensifying, the
estimates indicate an increase of 1.9 billion people that will seek
health care services until 2035.[33] Despite the fact that some
countries obtain advanced resources, others still do not address
this situation as a priority and the WHO stresses the need for the
creation of policies regarding improvement of the work
environment and the quality of the health workforce, as well
as the influence of these factors on patient care.[33] Therefore, our
study presents data to assist health care managers and the
decision-making process, especially in Brazil.

4.2. Association with previous studies: connection
between sociodemographic and occupational variables
with job satisfaction, burnout, and depression

An investigation carried out with healthcare workers demon-
strated the opposite relationship between the time of activity and
satisfaction at work.[34] Therefore, it is proposed that the longer
the time of work, the lower the satisfaction with professional
activities.[34] Similar results were found in the present study and,
although workers with <1 year of activity had a low satisfaction
6

score, those with 5 or more years of work reported a decrease of
well-being in the profession compared to professionals with 3 and
4 years of experience.
Efforts from healthcare system managers are necessary to

provide improvements in the work environment, as well as to
address the demands that emerge over time. Therefore, it will be
possible to determine an appropriate career management that
will prevent healthcare professionals from becoming unsatisfied
and ultimately leave their profession or from maintaining an
unnecessary and constant change of jobs.[35]

Health professionals experience exhaustive workflows and
negative factors ranging from low wages to lack of institutional
support.[1,8,9,36] This situation raises the immorality of the
exhaustion of these individuals.[1,8,9,36]

Regarding the sociodemographic characteristics associated
with burnout, other studies relate the condition mainly to gender,
age, marital status, and educational level.[11] A systematic review
that evaluated 47 different articles, conducted with the objective
of determining the main factors correlated with exhausted
medical workers, identified the female gender as a predictive
aspect of burnout.[37]

On the other hand, a multi-center study in Switzerland related
an attenuated burnout risk in a work group with a higher
proportion of female nurses and showed that men, nursing
assistants and those under 40 years old were more likely to
develop the syndrome.[38] This result resembles what we found in
this study, and both stand out, as they show a different risk profile
of the event than most of the research published, as well as bring



[42]

Table 4

Analysis of the association of sociodemographic and labor variables with relevant episodes of depressive symptoms.

Characteristics Relevant episode of depressive symptoms (%) Gross PR 95% CI P-value

Gender
Female 52 (24.4) 1 – –

Male 8 (13.8) 0.56 0.28–1.12 .10
Age, years
18–35 25 (23.8) 1 – –

36–50 26 (22.8) 0.96 0.59–1.55 .86
≥ 51 9 (17.3) 0.73 0.37–1.44 .36

Socioeconomic class
A 9 (19.6) 1 – –

B 26 (19.4) 0.99 0.5–1.96 .98
C 20 (24.4) 1.25 0.62–2.51 .54
D-E 5 (55.6) 2.84 1.24–6.51 .01

Level of education
Higher education 20 (20.6) 1 – –

Complete secondary education 28 (20.3) 0.98 0.59–1.64 .95
Incomplete secondary education 12 (33.3) 1.62 0.88–2.96 .12

Profession or field of activity
Physician 2 (8.3) 1 – –

Nursing team 26 (20.8) 2.5 0.63–9.85 .19
Other health professionals 7 (24.1) 2.9 0.66–12.7 .16
Technical and administrative support 25 (26.9) 3.23 0.82–12.71 .09

Direct contact with the patient
Without contact 22 (33.3) 1 – –

With contact 38 (18.5) 0.56 0.36–0.87 .01
Time working in the area (years)
� 2 8 (21.1) 1 – –

3–4 9 (18) 0.86 0.36–2.01 .72
5–10 20 (27) 1.28 0.62–2.64 .5
11–20 8 (16.7) 0.79 0.33–1.92 .61
≥ 21 15 (24.6) 1.17 0.55–2.49 .69

95% CI=95% confidence interval, PR=prevalence ratio.
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new perspectives. Thus, it is essential to implement prevention
strategies in the population that presents the key conditions.[37]

Among the characteristics of people who presented depression
symptoms, an investigation done in Brazil with doctors, nurses,
nursing assistants, and community healthcare workers, found
that of the 469 participants with major depression, the majority
(n=286; 61% ) had low monthly income, when compared to
other workers.[39] Data that reinforces the current research,
which identified more chances to manifest depressive symptoms
in individuals with lower average household incomes.
Meta-analysis that examined 26 studies conducted in several

countries (mostly in the USA, n=15) elaborated on the significant
relationship between income inequality and the risk of depres-
sion.[40] The same situation relates to the relevance of programs
that support equitable income distribution in order to protect the
mental health of the population.[40]

According to a research that analyzed the characteristics of
suicides in Australia (2001–2012), the rate of female healthcare
workers affected was higher than those who worked in other jobs
(P <.001).[41] It is necessary for policy makers to examine this
data and to organize strategies for this population to be assisted,
as well as to promote the viability of these services.[39]
4.3. Correlation between job satisfaction, burnout
syndrome, and depression

An investigation carried out in 2 Brazilian pediatric hospitals
with a nursing team (n=267) evaluated the correlation of the
results obtained between the emotional exhaustion domain of
7

MBI and work satisfaction. The study indicated significant
relations and established that the lower the level of emotional
exhaustion, the higher the job satisfaction.[42] In Norway, a study
with nurses and physicians working in intensive care units (ICUs)
also showed the relation of emotional exhaustion to job
satisfaction (r=�0.4; P< .001).[43] These results are similar to
those presented in the current study and our research contributes
withmore evidence, since it determines the correlation of burnout
syndrome (EE junction, DE, lPA) to job satisfaction.
An evaluation conducted with Chinese emergency physicians,

with the objective of measuring psychological, burnout, and job
satisfaction levels among theseworkers, alsopresented similar data
to our study.[44] In the analysis of correlation, the research shows a
possible weak relation between depression and job satisfaction,
although not statistically significant as the relation between job
satisfaction with the dimensions of emotional exhaustion and
depersonalization of burnout syndrome (P< .05).[44]

In the literature, there is a discussion about the relationship
between depression and burnout, which considers whether they
are distinct adverse states or if they are symptoms of continuity of
the same clinical picture.[45–47] The present study expands the
analysis of these hypotheses and suggests depressive symptoms as
a predictive factor for the development of burnout syndrome.
An investigation with medical professionals has determined

that insomnia and depression are aspects that influence
burnout.[48] Another research, carried out with ICU nurses,
showed that the higher the level of emotional exhaustion and
depersonalization, and the lower the personal achievement, the
greater the manifestation of depressive symptomatology.[49]

http://www.md-journal.com


Figure 2. Pathways diagram of the relationship between job satisfaction, burnout, and depressive symptoms.
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4.4. Limitations and strength of the study

This study used a cross-sectional method, which does not detect
incidences since it does not perform a follow-up period. Therefore,
the evaluation of the exposure and outcome occurs in a single
moment, which makes it difficult to determine a temporal
relationship between them. Nevertheless, this method is important
for its usefulness in measuring predominances and in the planning
of healthcare policies. The results of this study also represent a local
and singular analysis. In addition, we based this research on
answers reported fromtheperspective of the participants, although
they may vary according to individual criteria, it represents the
understanding of the real scenario and perception of the
professionals, in contrast with an external analysis.
One distinguishing scientific evidence of this study is the detail

and focus on the different areas and professional categories
present in a hospital. It encompassed a multidisciplinary team,
since we understand that all of these workers contribute directly
or indirectly to the provision of healthcare. We achieved a high
participation rate in the survey, as shown by the high overall
response rate to the instruments (88.9%). We believe that the
method of data collection adopted, along with the instruments in
the electronic device and the presence of the researcher to clarify
any questions, was able to provide convenience and autonomy
for the participants. In other studies using the same instruments,
participation ranged from 50% to 81%.[43,50–54]
8

Our study supports the WHO line of research regarding
human factors, organizational aspects, and individual partic-
ularities that affect work performance.[55] We suggest that the
results of this research contribute to raise the attention of
managers over current alarming problems, which affect the
workers, in these institutions.
We also recommend the development of new studies that

evaluate other aspects (personal and organizational) that could
affect the quality of life of healthcare workers, as well as the
resulting outcomes in patient care, in order to avoid an epidemic
of work-related diseases and, consequently, adverse events in
patients.
5. Conclusion

It is possible to relate the type of profession and the time in the
position, to job satisfaction of hospital workers. The gender of
the participants is associated with burnout. Average household
income and patient contact are associated with depressive
symptoms.
Furthermore, the absence of burnout syndrome was a

predictive aspect for the development of job satisfaction,
according to the correlation analysis between the 3 aforemen-
tioned factors. Depressive symptoms proved to be a predictor of
professional exhaustion.
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These results are important notions for policy makers and raise
pertinent hypotheses for future studies. Investments made to
support programs for the management of psychosocial demands,
associated with this population, can avoid an epidemic of work-
related diseases.
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