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Abstract
Objective. To describe the prevalence of burnout syndrome among intensive care physicians in Salvador, 
Brazil, and analyze it for associations with demographic data and aspects of their working conditions 
(psychological demands and control over tasks). 
Methods. This was a cross-sectional study investigating associations between psychosocial aspects of 
work and professional burnout in a population of 297 intensive care physicians in Salvador. A self-
administered individual questionnaire was used to collect data on psychosocial features of work using 
the demand-control model (Job Content Questionnaire) and on the mental health of the physicians 
using the Maslach Burnout Inventory (MBI). 
Results. An elevated level of working hours overload and on-call work overload was observed. The 
prevalence of professional burnout was 7.4% and was more strongly associated with the psychological 
demands of work than with intensive care physician’s control over that work. 
Conclusions. Physicians doing highly demanding work (many demands and little control) suffered 10.2 
times more burnout than those with undemanding work (few demands and a high degree of control). 
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Introduction
Over the last fif ty years, the way that physicians work 

has undergone significant changes as a result of major 
scientific and technological developments and the institu-
tionalization of healthcare. The location where medicine is 
predominantly practiced has changed from the consulting 
room or surgery to modern hospital institutions. Inside 
hospitals and health services medical work has begun 
to be affected by tension between the autonomy of the 
traditional model and the heteronomy of the social and 
institutional order.1,2,3 

The scientific-technological dimension of medicine has 
become dominant, directing modern working practices 
and imposing a new style of training and qualification 
anchored in the highly technified structure of teaching 
hospitals and aimed towards the acquisition of scientific 
knowledge and entering the employment market through 
specialization.1,2,3

It is known that becoming a medical professional 
involves the development of both technical and behav-
ioral skills and abilities. The process demands a cer tain 
knowledge (recognition of personal and existential limits) 
if the professional role is not to damage the physician’s 
physical and mental health. These professionals need to 
understand the processes to which they are subjected in 
their daily work and take ownership of them, being aler t 
to factors such as emotional tension, feelings of impotence 
and the pressure of the constant battle against suffering, 
pain and death.2,4,5,6

Professional burnout is a very well-defined condition, 
characterized by emotional exhaustion, depersonaliza-
tion and ineffectiveness.7 Emotional exhaustion is when 
a person’s emotional resources have been exhausted. It 
is considered the initial sign of burnout and is primarily 
caused by personal conflict and overload in interper-
sonal relations.7,8,9 Depersonalization is characterized by 
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emotional instability on the par t of the professional, who 
begins to treat patients and colleagues in a cold and imper-
sonal manner.7,8 This is a fundamental defining feature of 
professional burnout, since its other characteristics can 
be observed in depressive disorders in general.7,8 The final 
element, ineffectiveness (or feelings of incompetence) 
reveals a negative self-assessment associated with unhap-
piness and dissatisfaction at work.7,8

The most widespread definition of burnout approaches 
the phenomenon as a psychological syndrome resulting 
from the chronic emotional tension endured by profes-
sionals whose roles involve intense and frequent relation-
ships with people in need of care and/or treatment.7,9,10 

There is consensus among authors about the impor-
tance of the role played by work and about the relational 
dimension of the syndrome. Many authors state that the 
distinguishing feature of burnout (contrasting it with other 
types of reactions to stress) is the interpersonal framework 
of the phenomenon. They also agree that professionals 
who work directly with other people, whether caring for 
them, or whether responsible for their development and 
wellbeing, are more susceptible to burnout.7-11 

If we evaluate the variables responsible for triggering 
burnout, we find personal characteristics (age, educational 
level, marital status etc), employment characteristics (time 
in profession, type of occupation, time at institution, rela-
tionship with clients / colleagues, conflicts over personal 
values etc.), organizational characteristics (physical envi-
ronment, organizational changes, institutional standards, 
atmosphere, bureaucracy, communication, etc.) and social 
characteristics (social support, family support, culture 
and prestige).8,9 

Intensive medicine is a par ticularly stressful specialty 
for a number of reasons. One of these is the greater expo-
sure to death, which comes into conflict with the mission 
of curing people for which physicians are trained. The daily 
work of physicians in ICUs demands technical knowledge, 
skills, attention, rapid thinking and the emotional control 
to deal with issues related to patients and their families. 
They also need to constantly update their scientific knowl-
edge in response to the development that the specialty has 
undergone over recent years. 

A small number of studies have been undertaken into 
the health status of physicians in Brazil, the majority of 
which have focused on their mental health.12-17 Even in 
developed countries, few studies have attempted to asso-
ciate physicians’ working conditions with their health, 
and once more there is a preponderance of studies into 
mental disorders within the profession among those that 
exist.12,18-23

This study investigated the association between 
psychosocial aspects of physicians’ work and burnout 
syndrome among intensive care physicians in the city of 
Salvador, BA, Brazil.

Methods
This was a cross-sectional epidemiological study of a 

population of 333 intensive care physicians are living in 

the city of Salvador and registered with the Bahia Intensive 
Care Society (Sociedade de Terapia Intensiva da Bahia). 

A standardized questionnaire was used for data collec-
tion which was completed by physicians themselves 
with no need to identify themselves. The questionnaire 
comprised six blocks of questions, as follows, block 1: 
general characteristics of the interviewee, designed to 
characterize the study population in terms of sex, age, 
specialty, time in the profession, hours worked per week, 
shif t worked, etc; block 2: characteristics of the working 
environment considered by the physicians themselves as 
harmful to their health (Job Content Questionnaire - JCQ); 
block 3: quality of life (WHOQOL-Bref); block 4: health 
problems and diseases - in order to assess the overall 
health status of the study population; block 5: assessment 
of the degree of burnout (Maslach Burnout Inventory - 
MBI); block six: general questions, stressful elements of 
the working environment and lifestyle habits.

The JCQ identifies two important aspects of working 
conditions: psychological demands and the worker ’s 
control over their job.24,25,26 Psychological demands refer to 
the importance of the job to the worker in terms of control 
over the time to per form the task and of any social conflicts 
that may exist. The workers’ control over their job relates to 
their skill and ability to per form the tasks assigned to them 
and to the extent to which they have the opportunity to 
par ticipate in decision-making at work. On the basis of the 
results, job content is assigned to a quadrant based on the 
combination of psychological demands and the worker ’s 
control over their job: undemanding (a combination of few 
demands and a high degree of control), passive work (few 
demands and little control), active work (many demands 
and a high degree of control) and highly demanding (many 
demands and little control).24

The scores indicating demands and control were arrived 
at by summing the variables relating to each indicator, 
respecting the model’s recommended weightings. The 
median for each indicator was calculated and used to clas-
sify scores as high/low demand and high/low control. The 
assumption on which the demands-control model is based 
is that exposure is greatest when people are working under 
conditions of many demands, but little control (highly 
demanding. At the other extreme, minimum exposure is 
when people are working with few demands and a high 
degree of control (undemanding). All other combinations 
indicate working conditions of intermediate exposure.27

The Portuguese version of the JCQ consists of 41 ques-
tions: 17 about control over work (six about abilities and 11 
about decision-making), 13 questions on demands (eight 
about psychological demands and five about physical 
demands), and 11 questions about social support. Thir ty-
eight questions were scored on a scale from one to four 
(1 = disagree; 2 = partially disagree; 3 = agree and 4 
= strongly agree). 

Validation studies of the JCQ indicate that it per forms 
well.28 A validation study carried out in Brazil found satis-
factory results.29 Studies conducted in Brazil have repor ted 
results consistent with those observed in other countries.30 



Tironi MOS et al

658 Rev Assoc Med Bras 2010; 56(6): 656-62

The Maslach Burnout Inventory (MBI) is made up of 
22 statements of attitudes and feelings that cover the 
syndrome’s three basic dimensions, scored on three seven-
point scales running from 0 to 6.7 In this manner, the scale 
describes each of the three dimensions characterizing 
professional burnout independently.

Professional exhaustion is assessed in nine items, 
depersonalization in five and personal achievement in 
eight. The cutoff scores were the same as those used by 
Maslach.7

Scores greater than or equal to 27 indicate severe 
emotional exhaustion; with moderate exhaustion from 17 
to 26 and scores less than 16 points classed as a low 
degree of emotional exhaustion. Depersonalization scores 
of 13 or over indicate severe depersonalization, while 7 
to 12 is scored as moderate and 5 or less as low.7 The 
scale for ineffectiveness is inver ted, since scores from 
zero to 31 indicate severe ineffectiveness, from 32 to 38 
is moderate and greater than or equal to 39 indicates a 
low degree of ineffectiveness.

Since there is no consensus in the literature on how to 
interpret the MBI, we chose to describe the results both 
according to the criteria used by Ramirez et al. and also 
according to the criterion used by Grunfeld et al. (apud 
Tucanduva et al., 2006).31 The first of these studies 
defined professional burnout as all three dimensions 
scored in the severe zone, whereas Grunfeld considers that 
if any of the dimensions are scored as severe, then burnout 
is present, irrespective of which dimension.31 

This study was adver t ised in the journals of the 
medical boards of the state of Bahia and f lyers and 
posters were put up in al l  intensive care units in the 
ci ty of Salvador. Quest ionnaires were del ivered to inten-
sive care physicians, together with a f ree and informed 
consent form, by a group of previously t rained medicine 
and psychology students. Envelopes were also provided 
for the special is ts to use when returning the quest ion-
naires, thereby guaranteeing conf ident ial i ty.  The study 
was approved by the Research Ethics Committee at the 
Santa Izabel Hospital .32 Data col lect ion was carr ied out 
f rom October to December of 2006.

The stat ist ical  analysis was carr ied out with the aid 
of SPSS for Windows 9.0,33 at the Health IT Laborator y 
in the Health Depar tment of the Univers idade Estadual 
de Feira de Santana. The burnout scores ( f rom the 
MBI) were adopted as the dependent var iable and 
analyses were run to detect associat ions between this 
outcome and the independent var iables, age group, sex, 
working on-cal l ,  hours worked on-cal l  per week, hours 
worked as a physician per week, monthly income from 
pract ic ing medicine, posi t ion in employment market 
(publ ic sector worker and pr ivate ser vice provider) 
and JCQ demand and control  scores and their  resul t ing 
quadrants. Prevalence rat ios were used to measure 
associat ions between the study var iables.34 Since this 
was a populat ion study, no calculat ions of stat ist ical 
s igni f icance were used.35

Results
We studied 297 intensive care physicians, which 

equates to 89.2% of the 333 people who were initially 
eligible. There were 36 (10.8%) refusals in the form of 
physicians contacted by students collecting the data who 
did not complete their questionnaires. 

The sample was 71.7% male and had a mean age of 
34.2 ± 6.9 years. Mean time since graduation was 10.0 
± 6.7 years and mean time working in an ICU was 7.4 
± 6.4 years. Marital status broke down as 52% married 
and 41.2% single. One hundred and sixty (53.2%) of the 
specialists did not have children (Table 1). 

The majority (73%, n = 218) of the sample had not 
qualified as an Intensive Care Specialist, despite working 
in intensive care. The most common medical specialties 
were: General Surgery - 36.3% (103); Internal Medicine 
- 32% (91); Cardiology - 10.6% (10); Anesthesia - 9.9% 
(28); Pulmonology/Respiratory Medicine - 3.2% (09); 
Intensive Care - 2.5% (07); Nephrology - 0.4% (01) and 
others - 5.3% (15) (Table 1). 

Approximate monthly income from medical practice 
was less than or equal to R$ 5,000.00 for 20.2% (49) 
while 79.8% (242) earned more than R$ 5,000.00 per 
month. 

This sample of physicians had a mean working week 
of 74.8 hours, while 86.6% (253) had a working week of 
more than 60 hours. Mean time spent on-call in an ICU was 
33.7 hours per week and 49% (144) of the sample worked 
24 hours or more per week on-call in an ICU (Table 1). 

All of the MBI questions were answered by 99.7% 
of the 297 physicians. The prevalence of a severe score 
in one of the three MBI dimensions was 63.4% (188). 
The prevalence of severe scores in all three MBI dimen-
sions was 7.4% (22) and the prevalence rates for severe 
scores in each dimension analyzed were 47.6% (141) for 
emotional exhaustion, 24.7% (73) for depersonalization 
and 28.4% (84) for ineffectiveness. 

The prevalence of professional burnout was associated 
with an age of 33 or younger (PR = 1.82), having gradu-
ated 9 years previously or less (PR = 2.13), not taking 
par t in physical activity (PR = 5.04) and not having a 
hobby (PR = 3.36) (Table 2).

The prevalence of professional burnout was associated 
with working more than 12 hours at the weekend (PR = 
2.15), working more than 24 hours on-call per week in an 
ICU (PR = 2.15), earning R$ 5,000.00 or less per week 
(PR = 1.84) and having worked in an ICU for 7 years or 
less (PR = 1.54) (Table 2).

The prevalence of burnout syndrome (severe scores 
in all three dimensions) varied according to the demand-
control model quadrants. Highly demanding working 
conditions (many demands and little control) were associ-
ated with the highest prevalence of burnout - 13.3%. At 
the other extreme, undemanding working conditions (few 
demands and a high degree of control) were associated 
with the lowest prevalence - 1.3%. Active work (many 
demands and a high degree of control) and passive work 
(few demands and little control) exhibited intermediate 
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Table 1 – Sociodemographic characteristics and features of the 
work of intensive care physicians in Salvador, BA, Brazil, in 2007

Personal and Functional Characteristics N* %

Sex 290 100

   Female 82 28.3

   Male 208 71.7

Age group 297 100

   24-30 113 38.0

   31-39 123 41.4

   40-49 49 16.6

   >49 12 4.0

Marital status 296 100

   Single 122 41.2

   Married 154 52.0

 01 0.3

   Divorced / Separated 19 6.4

Children 293 100

   Yes 137 46.8

   No 156 53.3

Qualified Intensive Care Specialist 293 100

   Yes 79 27.0

   No 214 73.0

Time Since Graduation 295 100

   < 10 years 175 59.3

   11 – 20 years 92 31.2

   > 21 years 28 9.5

Working Week (hours) 292 100

   10 – 59 39 13.4

   60 – 90 194 66.4

   > 91 59 20.2

Hours worked on-call in an ICU per week 293 100

   12-24 149 51.0

   25-48
   >49

107
37

36.5
12.5

* Valid answers

Table 2 – Associations between sociodemographic variables, 
lifestyle habits and burnout in all three dimensions among intensive 

care physicians in Salvador, BA, Brazil, 2007.

Sociodemographic variables, 
lifestyle habits and features 
of job (reference)***

N* Prevalence 
of Burnout**

p

Female (male) 289 6.2% 0.496

Age ≥ 33 years (< 33 years) 296 5.1% 0.212

Has hobby (has no hobby) 290 4.1% 0.002***

Does not do physical activity 
(does do physical activity)

291 11.7% 0.012***

Single (married)
Graduated >9 years previ-
ously (£ 9 years)

295
294

7.8%
4.6%

0.714
0.058

Time on-call without breaks 
>24h (£24h)

296 7.6% 0.031***

Works ≥12h at weekend 
(does not)

296 8.2% 0.503

Works ≥2 night shifts (< 2) 277 7.4% 0.91

>24h worked on-call per 
week in an ICU (£24h)

296 4.8% 0.022***

Working week >72h (£72 h) 296 6.4% 0.729

Monthly income £ R$ 
5,000.00 (> R$ 5,000.00)

290 6.6% 0.569

Qualified intensive care 
specialist (Not a qualified 
intensive care specialist)

292 8.9% 0.026**

*Valid answers with unanswered questions excluded 
**Prevalence of burnout in all three dimensions 
***Reference variable is numerator

Table 3- Association between demand-control model results and 
burnout in all three dimensions among intensive care physicians in 

Salvador, BA, Brazil, 2007.

DEMAND-CONTROL  
MODEL QUADRANTS

N*
BURNOUT 
IN ALL 3 

DIMENSIONS
P

Undemanding:  ¯ Demands   
+    Control 

79 1.3% 0.020**

Passive work:  ¯ Demands   
+   ¯ Control 

56 8.9%

Active work:   Demands   +    
Control

62 6.5%

Highly demanding:  
Demands   +   ¯ Control 

83 13.3%

TOTAL 280 7.4%

*Total number of valid answers 
** Results statistically significant (p<0.05) with significance level less than 5% 
*** Significance level <0.05
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prevalence rates of 6.5% and 8.8%, respectively. Anal-
ysis of the results indicate that physicians with highly 
demanding jobs exhibited 10.2 (PR=10.2) times more 
burnout than those with undemanding jobs (Table 3).

Discussion
The profile of these intensive care physicians from 

Salvador, BA, Brazil was a young, predominantly male 
population, qualified less than 10 years previously, who 
were working long hours, par ticularly on call, and the 
majority of whom had not qualified as Intensive Medi-
cine Specialists. Other authors have also observed that 
intensive care physicians are predominantly male.40 
However, mean age, time since becoming qualified and 
time working in an ICU were all lower than have been 
repor ted in Brazilian and international studies.40,41,42 One 
study, conducted by Schein (2006),42 investigated physi-
cians working in adult and pediatric ICUs in Por to Alegre, 
RS, Brazil, and found that median time working in an ICU 
was 9 years and median time since becoming qualified 
was 14 years.

Work overload was par ticularly prevalent when working 
on-call. Other studies of physicians have repor ted similar 
findings.34,37-40 This situation is far from ideal, because 
medical practice within an ICU is characterized by a need 
for follow-up time and time to investigate patients, in 
addition to the time needed to keep up-to-date with the 
science and technology of the area.

The prevalence of burnout in this study, taken as a 
severe score in at least one MBI dimension, was 63.3%. 
However, this prevalence varies greatly in the literature, 
depending on the population assessed and the conceptual 
values taken as reference. High degrees of burnout have 
been repor ted in around one third of American intensive 
care physicians and in 46.5% of French intensive care 
physicians.40,46 Lima (2007)45 observed that the preva-
lence of burnout among pediatricians working in a public 
hospital in the South of Brazil was 53.7%. In a study 
of 1,000 American oncologists, Whinppen and Canellos 
(1991)46 found that 56% of those investigated were 
suffering from some degree of burnout. Grunfels et al. 
(2000),48 Diaz and Stella (2006)44 and Tucanduva et al. 
(2006),31 in Canada, Argentina and Brazil, respectively, 
observed lower burnout prevalence rates than in our study, 
using the same criteria adopted here. It is therefore to 
be concluded that these intensive care physicians had 
a greater prevalence of burnout than observed within 
other medical specialties and among physicians in other 
countries. 

The greatest prevalence rates of burnout were observed 
among physicians who were male, aged 33 or less, did 
not have a hobby, did not take par t in physical activity, 
had graduated 9 years previously or less, who had worked 
in an ICU for 7 years or less, who worked more than 12 
hours during the weekend and who worked more than 
two night shif ts. 

The doctors we studied described their work as making 
heavy psychological demands on them. This result is 

similar to what has been repor ted in other studies of 
physicians.37,38 

The elevated prevalence of burnout observed in the 
highly demanding zone of the demand-control model 
confirms the model’s primary prediction, which is that 
highly demanding work concentrates the greatest risk to 
workers’ health. The greater prevalence of burnout associ-
ated with passive work, when compared with active work, 
suggests that roles in which workers have little control may 
be detrimental to the mental health of intensive care physi-
cians, even when they are subject to few demands. These 
findings suggest that control may play a more relevant 
role than psychological demands in causing psychological 
suffering among intensive care physicians in Salvador. This 
result contrasts with the results repor ted by Nascimento 
Sobrinho37 in a study about the work and mental health 
of physicians in Salvador.

The principal dimension affected among the physi-
cians described here was emotional exhaustion, which 
is considered the first reaction to stress caused by the 
demands of work. Once they are exhausted, people feel 
physical and emotional tiredness and find it hard to relax 
and to per form their work.9,41 

This dimension’s characteristics, when contrasted with 
the characteristics of the other two dimensions, mean that 
it is more easily accepted and that professionals admit 
more easily to features consistent with burnout.10 

In response to these psychological and physical 
symptoms, affected professionals may progress to deper-
sonalization, which is characterized by cold and negative 
attitudes, and people directly involved with work are not 
appreciated. The worker begins to behave cynically and 
ironically with relation to their clients.10 This was the 
dimension with the lowest prevalence in our study.

If a professional feels ineffective, with reduced self-
confidence and feelings of failure, then personal achieve-
ment at work will be reduced.11,45 Ineffectiveness while 
carrying out medical duties was observed in almost a third 
of our study population. It is important to stress that many 
authors consider this dimension to be the last reaction to 
the stress created by the demands of work.11,47 

In one study with oncologists, lack of personal time was 
identified as primary cause for the appearance of burnout 
syndrome.49,50 Results suggest that this syndrome may be 
associated with depression and with difficulties caring for 
patients. Many studies have investigated the prevalence of 
burnout in diverse populations, but the greatest challenge 
today is to identify the main risk factors related with the 
syndrome. Both personal characteristics and the demands 
of the job have been investigated as possible determinants 
of the symptoms of this syndrome in a range of different 
studies.

The study described here is pioneering in the sense that 
it provides a detailed profile of the physicians working in 
ICUs in a par ticular city in Brazil and evaluates the preva-
lence of burnout syndrome in this population. Notwith-
standing, cer tain methodological considerations must 
be mentioned. Initially, the limitations of cross-sectional 
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studies must be acknowledged. In this type of study one 
collects data relating to the members of a par ticular group. 
It is only during data analysis that subsets are formed, 
since it is in this phase that exposed and not exposed 
people, who may be healthy or not, are identified. A 
cross-sectional study examines the relationship between 
exposure and disease in a given population or sample at 
a specific moment, providing a snapshot of the relation-
ship between different variables at that moment. For this 
reason, this type of study does not establish a causal nexus, 
merely indicating the associations between the variables 
investigated. Furthermore, our study was of an exploratory 
nature, only investigating bivariate relationships, without 
analyzing confounding factors or interactions, which 
are important procedures for arriving at more definitive 
conclusions.34

One inconvenience of conducting studies using self-
administered questionnaires is that the person being 
interviewed may not reply to all of the questions, making 
it difficult to control data losses.34 However, the coherence 
and consistency of the findings indicate an association 
between highly demanding working conditions and a high 
prevalence of burnout syndrome. 

Conclusion
The physicians investigated were predominantly young 

and male and were working a large number of hours per 
week and a majority of them did not intend to always 
work in an ICU. The results indicated an elevated preva-
lence of burnout syndrome among the on-call physicians 
investigated, primarily those who described their work 
as imposing many demands and providing little control 
(highly demanding), which, in this study, was identified 
as the situation of greatest exposure. Thought should 
therefore be given to measures that could be adopted to 
modify working conditions, the doctor-patient relationship 
and these professionals’ motivation. Af ter all, an ICU is an 
environment in which physicians are constantly exposed 
to stressful factors, primarily related to the fact that they 
are caring for patients at risk of imminent death. 

The results of this research have encouraged the authors 
to undertake fur ther statistical analysis, such as stratified 
and multivariate analysis, which will make it possible to 
delineate the associations observed with greater preci-
sion and to initiate fur ther investigations in order to more 
precisely characterize exposure to excessive psychological 
demands within intensive care units, in the search for 
improved understanding of the working processes to which 
intensive care physicians are subjected.

Financial Support:
Regional Medical Council of Bahia (Conselho Regional de Medicina 

da Bahia), Bahia Physicians’ Union (Sindicato dos Médicos do Estado da 

Bahia), Bahia Medical Association (Associação Baiana de Medicina) and 

Bahia Intensive Care Society (Sociedade de Terapia Intensiva da Bahia).

No conflicts of interest declared concerning the publica-
tion of this ar ticle.

References
	 1. 	Conselho Federal de Medicina. Os Médicos e a saúde no Brasil. Brasília 

(DF): CFM; 1998.
	 2. 	Nascimento Sobrinho CL, Nascimento MA. Trabalho e saúde dos 

médicos. In: SIMESP, organizador. Desgaste físico e mental do 
cotidiano médico. São Paulo: SIMESP; 2002.

	 3. 	Conselho Federal de Medicina. O médico e o seu trabalho. Brasília 
(DF): CFM; 2004. 

	 4. 	Conselho Regional de Medicina do Estado de São Paulo (CREMESP). 
Mercado de trabalho médico no Estado de São Paulo. São Paulo: 
CREMESP; 2002.

	 5. 	Angerami-Camon WA. Urgências psicológicas no hospital. São Paulo: 
Pioneira Psicologia; 2002.

	 6. 	Moura MA, Peixoto R, Agosto FM. A saúde ocupacional dos médicos. 
In: Agosto FM, Peixoto R, Bordin R, organizadores. Riscos da prática 
médica. Por to Alegre: Da Casa Editora; 1998.

	 7. 	Maslach, C. A multidimensional theory of burnout. In: Cooper, C. 
Theories of organizational stress. Manchester: Oxford University Press; 
1998.

	 8. 	Pereira AMTB, organizador. Burnout: quando o trabalho ameaça o 
bem-estar do trabalhador. São Paulo: Casa do Psicólogo; 2002.

	 9. 	Maslach C, Schaufeli WB, Leiter MP. Job Burnout. Ann Rev Psychol. 
2001;52:397-422.

	10. 	Tamayo MR, Tróccoli BT. Síndrome de Burnout. In: Mendes AM, Borges 
LO, Ferreira MC, organizadores. Trabalho em transição, saúde em risco. 
Brasília (DF): Universidade de Brasília; 2002.

	11. 	Maslach C, Leiter MP. Trabalho: fonte de prazer ou desgaste? Guia 
para vencer o estresse na empresa. Tradução Mônica Saddy Martina. 
Campinas, Papirus; 1999. 

	12. 	Rodrigues AL. O Burnout no exercício profissional da medicina. In: 
Glina DMR, Rocha LE, organizadores. Saúde mental no trabalho: 
desafios e soluções. São Paulo: Editora VK; 2000.

	13. 	Mar tins LA. Morbidade psicológica e psiquiátrica na população 
médica. Bol Psiquiatria. 1990; 22-23:9-15.

	14. 	Martins LA. Atividade médica: fatores de risco para a saúde mental 
do médico. Rev Bras Clin Terap. 1991;20:355-64.

	15. 	Martins, LA. Vicissitudes do exercício da medicina e saúde psicológica 
do médico. Arq Bras Edocrinol Metab. 1995;39:188-93.

	16. 	Martins LA. Morbidade psicológica e psiquiátrica entre médicos. In: 
Agosto FM, Peixoto R, Bordin R, organizadores. Riscos da prática 
médica. Por to Alegre: Da Casa Editora; 1998.

	17. 	Pitta A. Hospital, dor e morte como ofício. São Paulo: Editora Hucitec; 
1990.

	18. 	Colford JM, Litt RC. The revealed sleeve of care - managing the stress 
of residency training. JAMA. 1989;261:889-93.

	19. 	Maccue JD. The effects of stress on physicians and their medical 
practice. N Engl J Med. 1982;306:485.

	20. 	Mawardi, BH. Satisfactions, dissatisfactions and causes of stress in 
medical practice. JAMA. 1979;241:1483-6.

	21. 	Pi lowski L, O´Sull ivan, G. Mental i l lness in doctors . BMJ. 
1989;298:269-70.

	22. 	Ross, M. Suicide among physicians: a psychological study. Dis Nerv 
Syst. 1973;31:145-50.

	23. 	Sociedade Brasileira de Anestesiologia. Dependência química entre 
anestesistas. São Paulo: SBA; 2002.

	24. 	Karasek RA. Job Content Questionnaire and user`s guide. Revision 
1.1. Lowell: University of Massachusetts; 1985.

	25. 	Karasek RA, Theorell T. Healthy work - stress, productivity, and the 
reconstruction of working life. New York: Basic Books; 1990.

	26. 	Karasek RA, Brisson C, Kawakami N, Houtman I, Bongers P, Amick B. 
The Job Content Questionnaire (JCQ): an instrument for internationally 
Comparative assessments of psychosocial job characteristics. J Occup 
Health Psychol. 1998;3:322-55. 

	27. 	Araújo TM, Reis EJFB, Kawalkievicz C, Silvany Neto AM, Delcor NS, 
Paranhos I, et al. Saúde e trabalho docente: dando visibilidade aos 
processos de desgaste e adoecimento a par tir da construção de uma 
rede de produção coletiva. Educ Rev. 2003;37:183-212. 

	28. 	Pelfrene E, Vlrick P, Mak RP, Smets P, Kornitzer M, Backer G. Scale 
reliability and validity of Karaseck “Job Demand Suport” model in the 
Belstress study. Work Stress. 2001;15:297-313. 

	29. 	Mello Alves MG, Chor D, Faerstein E, Lopes CS, Werneck GL. Versão 
Resumida da “job stress scale”: adaptação para por tuguês. Rev Saúde 
Pública. 2004;38:25-36. 

	30. 	Araújo TM. Estresse ocupacional e saúde: contribuições do modelo 
demanda-controle. Ciênc Saúde Coletiva. 2003;8:991-1003.

	31. 	Tucanduva LTCM, Prudente FV, Centofanti G, Souza CM, Monteiro TA, 
et al. A síndrome da estafa profissional em médicos cancerologistas 
brasileiros. Rev Assoc Med Bras. 2006;52:108-12. 

	32. 	Brasil. Ministério da Saúde. Conselho Nacional de Saúde. Diretrizes 



Tironi MOS et al

662 Rev Assoc Med Bras 2010; 56(6): 656-62

Artigo recebido: 12/04/08
Aceito para publicação: 16/08/09

e normas regulamentadoras de pesquisas envolvendo seres humanos: 
resolução 196/96, do Conselho Nacional de Saúde. Rio de Janeiro: 
FIOCRUZ; 1998. 

	33. 	SPSS INC. SPSS Base 9.0 - applications guide. Chicago; 1991.
	34. 	Pereira, MG. Epidemiologia teoria e prática. Rio de Janeiro; Guanabara 

Koogan; 1995.
	35. 	Silvany Neto AM. Bioestatística sem segredos. Salvador; 2008. 
	36. 	Machado MH. Os médicos no Brasil. Um retrato da realidade. Rio de 

Janeiro: FIOCRUZ; 1997.
	37. 	Nascimento Sobrinho, CL Cirino TA, Ferreira A. Trabalho e saúde mental 

dos médicos em Salvador. Cad Saúde Pública. 2006;22:131-40.
	38. 	Nascimento Sobrinho CL. Condições de trabalho e saúde dos médicos 

em Salvador - Bahia. Rev Assoc Med Bras. 2006;52:97-102.
	39. 	Tironi MOS, Fernandes SRP. Síndrome de burnout em médicos pedia-

tras: estudo em dois hospitais. Rev Baiana Pediatria. 2007;3.
	40. 	Embriaco N, Azoulay E, Barrau K, Kentish N, Pochard F, Loundou A, 

et al. High level of Burnout in intensivists: prevalence and associated 
factors. Am J Resp Crit Care Med. 2007;175:686-92.

	41. 	Schaufeli WB, Buunk, BP. Burnout: an overview of 25 years of research 
and theorizing. In: Schabracq MJ, Winnubst JAM, Cooper CL. The 
handbook of work and health psychology. 2nd ed. New York: Wiley; 
2002. p.383-425.

	42. 	Schein, AE. Avaliação do conhecimento dos intensivistas de Porto 
Alegre sobre morte encefálica [tese] Por to Alegre: Faculdade de Ciên-
cias Médicas, Universidade Federal do Rio Grande do Sul; 2006.

	43. 	Guntupalli KK, Fromm RE. Burnout in the internist--intensivist. 

Intensive Care Med. 1996;22:625-30.
	44. 	Lima FD. Incidência da Síndrome de Burnout em organização hospi-

talar pública em Florianópolis, UFSC, 2004.Rev Bras Educ Med. 
2007;31:137-46.

	45. 	Whippen DA, Canellos GP. Burnout syndrome in the practice of 
oncology: results of a random survey of 1,000 oncologists. J Clin 
Oncol.1991;9:1916-20.

	46. 	Gil-Monte PR. Processo de queimar-se no trabalho. In: Anais do 1º 
Seminário Internacional de Stress e Burnout. Curitiba: PUC; 2002. 
p.30-1.

	47. 	Grunfeld E, Whelan TJ, Zitzelsberger L, Willian AR, Montesento B, 
Evans WK. Cancer care workers in Ontario: prevalence of burnout, job 
stress and job satisfaction. CMAJ. 2000;163:166-9.

	48. 	Thomas NK. Resident burnout. JAMA. 2004;292:2880-9.
	49. 	Whippen DA, Zuckerman EL, Anderson JW. Burnout in the practice  

of oncology: results of follow-up survey. J Clin Oncol. 2004;22 
(Suppl14):6053.         


