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Abstract: Background/Objectives: Although burnout among physicians is a serious and growing 

problem in healthcare, research on this issue in Ecuador is scarce and suffers from methodological 

limitations. This study examined the prevalence of burnout among Ecuadorian medical professionals 

at the national level, as well as its correlates and consequences on their mental health. Methods: A 

cross-sectional study was conducted with a sample of 1,976 physicians (51.8% women, mean age 37.1 

years) from all provincial capitals of Ecuador. The presence of burnout was assessed, as well as 

sociodemographic, organizational, and psychological variables (including psychological inflexibility, 

perceived loneliness, and symptoms of depression, anxiety, and stress).  Results: Notably, 9.0% of 

physicians exhibited burnout syndrome. Working in shifts for more than eight hours a day, having 

work-family conflict, psychological inflexibility, and perceived loneliness were associated with an 

increased risk of suffering burnout. Meanwhile, being a woman was associated with a decrease in 

risk. The presence of burnout significantly increased the risk of experiencing depressive and stress 

symptoms. Conclusions: Clearly, a significant number of medical professionals suffer from burnout. 

As such, stakeholders should promote the development of prevention programs that incorporate the 

insights from this and other studies to design effective psychological interventions for burnout 

adapted to the specific needs of this population. 

Keywords: burnout; correlates; psychological symptoms; physicians; health professionals 

 

1. Introduction 

When work environments are not well organized and managed, they can have adverse 

consequences for workers that, rather than dignifying them, exhaust and consume their 

psychological resources [1]. Burnout thus constitutes an important psychosocial occupational risk in 

today's society [1]. It is characterized as an inadequate response to chronic work-related stress that 

comprises emotional exhaustion, depersonalization, and reduced personal accomplishment [2]. 

According to Maslach and Jackson [2], emotional exhaustion refers to the feeling among workers that 

the own ability to give to others on a psychological level is diminished as a result of their emotional 

resources are depleted. Depersonalization consist of the development of negative, cynical attitudes 

and feelings about one’s clients, or even dehumanized perception of the clients, considering them as 

deserving of their troubles. Reduced personal accomplishment refers to the tendency to evaluate 

oneself negatively, particularly with regard to one’s work with clients, feeling unhappy about oneself 

and dissatisfied with the accomplishments on the job. Although burnout can occur in any profession, 

healthcare professionals have the highest prevalence of burnout [3]. Moreover, particularly among 
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physicians, it has more serious implications for patients. It can undermine the medical care they 

receive, affect decision-making about their health, and cause medical errors that can have serious 

consequences [4]. 

According to the job demands-resources model [5 ,6], burnout occurs when job demands are 

high and job resources are low. Job demands refer to a job's aspects (physical, psychological, or 

organizational) that require physical or mental effort, and incur costs for workers [6]. Job resources 

refer to the job aspects (physical, psychological, or organizational) that help reduce job demands and 

costs, achieve professional goals, or promote workers’ personal development [6]. In terms of job 

demands, certain sociodemographic and organizational variables can be risk factors for burnout in 

physicians, such as being a woman [7], being younger than 40 years, having fewer than 10 years of 

professional experience, working shifts, and working a greater number of hours [8-12]. Furthermore, 

despite the limited literature, scholars are also referring to psychosocial variables such as work-family 

conflict [9, 13], psychological inflexibility [14], and loneliness [15]. Meanwhile, regarding job 

resources, monthly income [9], greater professional experience, and social support [12, 15] are related 

to less burnout among physicians. 

Once burnout develops, it has important consequences for the quality of life and health [16]. 

Burnout can be related to mental health problems such as depression, anxiety, and stress [17, 18]. It 

also results in poor attention, an inability to concentrate, difficulty retaining information, recurring 

headaches, lack of sleep, feelings of fatigue, insecurity, and helplessness, and lower work 

performance [19]. 

Since the onset of the COVID-19 pandemic, medical personnel have been exposed to 

considerable psychological pressure and excessive workload, which dramatically increased the 

prevalence of burnout among them [20]. In Latin America, where healthcare systems do not have as 

many resources, various studies [e.g., 21-23] report that a third or more than half of physicians 

experienced burnout at some point during the pandemic. This, in turn, negatively impacted 

psychosocial health, resulting in distress and emotional overload [24]. Furthermore, it was associated 

with job dissatisfaction, absenteeism, and physician desertion [25, 26]. Therefore, to improve 

healthcare system policies, the need to understand the predictors of burnout in these medical 

professionals and the consequence for their mental health is more evident than ever. 

However, extant research has some limitations. Most studies are conducted in North America 

or Europe [e.g., 10, 11, 13-15, 27]. These studies use convenience samples [8, 9, 11, 15, 27], small sample 

sizes [11, 15, 27], and low response rates [9, 13, 15, 27]. Only two studies [28, 29] have been conducted 

in Ecuador, despite it being an emerging country with the eighth largest economy in Latin America 

[30] and a growing healthcare system with 23.2 physicians for every 10,000 inhabitants [31]. Among 

these studies, only Ramírez et al.'s [28] work was conducted at a large-scale national level. However, 

the authors evaluated physicians and nurses and did not present disaggregated results for each 

profession; therefore, the prevalence and correlates of burnout in physicians remain unknown. 

Meanwhile, Vinueza-Veloz [29] used a non-probabilistic sampling method, had a small sample, and 

did not include professionals working in the private health system. Moreover, the author only 

analyzed sex, age, profession (physician versus nurse), and level of care as potential correlates, and 

did not consider other relevant sociodemographic, work-related, or psychological variables. To the 

best of our knowledge, none of these studies focused solely on medical professionals or evaluated 

the psychological consequences of burnout. Thus, the national-level prevalence of burnout, factors 

associated with burnout, and variables related to mental health among Ecuadorian physicians are 

unknown. 

Addressing these gaps, this study sought to determine the prevalence of burnout, its correlates, 

and its consequences on the mental health of physicians in Ecuador. 

2. Materials and Methods 

2.1. Participants 
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The sample comprised 1977 physicians from Ecuador, a South American country with an area 

of 256,370 km2 and 16,938,986 inhabitants [32]. The sample included first- (performed promotional, 

preventive, and palliative care functions), second- (performed specialized outpatient functions that 

required hospitalization), and third-level physicians (performed specialized outpatient and hospital 

activities). Participants were recruited from 79 public and private hospital centers in the capitals of 

the country's 24 provinces from April to August 2022 using a stratified two-stage cluster sampling 

method. The first stage was based on territorial organization and included all provincial capitals. 

These capitals are distributed across coastal, highland, Amazonian, and insular regions, and have 

varying population densities ranging from sparsely populated and more rural areas (e.g., Puerto 

Baquerizo Moreno: 7,290 inhabitants, population density of 3 inhabitants per km²) to more densely 

populated and urban areas (e.g., Guayaquil: 2,650,288 inhabitants, population density of 324 

inhabitants per km²) [32]. Thus, we could capture wide heterogeneity in the study variables.  

In the second stage, 138 health centers of the Ecuadorian Health System were randomly selected 

in these provincial capitals, with proportional allocation according to the percentage of existing 

health centers in the different capitals. Specifically, according to data from the Ministry of Public 

Health of Ecuador [33], approximately 48% of health centers are concentrated in the most densely 

populated regions, 41% in intermediate population density regions, and 11% in low population 

density regions. Furthermore, to ensure the representativeness of the different types of health centers, 

the list of centers in each province was proportionally stratified by type of center (ambulatory health 

centers, basic and general hospitals, and specialization hospitals) and funding (public or private) 

through random sampling. The proportions were 88.6% public ambulatory centers, 10% public 

general hospitals, and 1.4% public specialized hospitals versus 29% private ambulatory centers, 66% 

private general hospitals, and 5% private specialized hospitals, as stated by the Ministry of Public 

Health of Ecuador [33]. The sample size was calculated based on an estimated prevalence of burnout 

of 10%, as determined based on a previous pilot study with a sample of 100 individuals from six 

health institutions (three private and three public) in the city of Loja (Ecuador) (precision± 2%, alpha 

error 5%, and expected sample loss = 20%). 

Participant inclusion criteria required that subjects had to (a) be a physician, (b) be active, (c) 

have a minimum of one year of professional experience, and (d) provide informed consent. Those 

who were on sick leave or absent from their jobs for various reasons (e.g., vacations, stays, and 

training courses) at the time of the evaluation were excluded. 

The response rate was 86.0%. Of the total of 3,723 physicians selected, 523 (14.0%) refused to 

participate because of lack of time, busy schedules, lack of interest, or personal issues. No differences 

were observed between those who refused to participate and those who did in terms of 

sociodemographic and job characteristics that we could discern (sex and sector in which they 

worked). Among those who were assessed, 531 (14.3%) were excluded because they did not meet the 

eligibility criteria and 348 (9.3%) were eliminated because they did not answer the questionnaires 

correctly (see Figure 1). A possible reason for this quantity of erroneously answered questionnaires 

is that many physicians completed the questionnaires during their working hours, where they have 

not been able to adequately concentrate due to patients’ attention pressure. The final sample 

comprised 1,976 physicians (51.8% women, mean age 37.1 years). 

To minimize the loss of participants, the guidelines of Hulley et al. for sample recruitment were 

followed [34]. These included treating participants with kindness and respect, presenting the study 

in an attractive way, helping them understand the research in a way that they would want it to be 

successful, and collecting data in a pleasant manner and as least invasively as possible. 

This study was conducted in accordance with the guidelines of the Declaration of Helsinki and 

was approved by the Human Research Ethics Committee of the Private Technical University of Loja, 

Ecuador (Cod. CEISH-03-2022). Informed consent was obtained from all participants, and the 

confidentiality of their responses was guaranteed. Participation was voluntary, and the participants 

did not receive any financial or other compensation. 
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Figure 1. STROBE (Strengthening the Reporting of Observational Studies in Epidemiology) flow diagram. 

2.2. Instruments 

To evaluate participant characteristics, an ad hoc questionnaire was used that included 

sociodemographic (sex, age, marital status, and area of residence) and work-related variables (sector 

in which they work, type of contract, appointment, monthly income, professional experience, shifts, 

daily work hours, whether they treat patients at risk of death, and whether they perceive work-family 

conflict).  

To evaluate burnout, the Maslach Burnout Inventory (MBI; [2]; Spanish version by Seisdedos 

[35]) was used. This self-administered instrument comprises 22 items with seven Likert-type 

response options ranging from 0 (never) to 6 (every day). It has three subscales: Emotional 

Exhaustion, Depersonalization, and Personal Accomplishment. According to the scoring guidelines 

by Maslach et al. [2], for the emotional exhaustion subscale, a cutoff point >26 indicated a high-level 

category, 19–26 indicated a medium level, and <19 indicated a low level. Regarding 

depersonalization, scores >9 indicated a high level, 6–9 indicated a medium level, and <6 indicated a 

low level. For personal accomplishment, scores >39 indicated a high level, 34–39 indicated a medium 

level, and <34 indicated a low level. A participant was considered to exhibit burnout syndrome when 

they presented high emotional exhaustion, high depersonalization, and low personal 

accomplishment [36, 37]. Internal consistency (Cronbach’s alpha) of the subscales was 0.84 for 

emotional exhaustion, 0.70 for depersonalization, and 0.77 for personal accomplishment. 

The Acceptance and Action Questionnaire (AAQ – II; Bond et al. [38]; Ecuadorian version by 

Paladines-Costa et al. [39]) was used to evaluate psychological inflexibility. This self-administered 

instrument comprises seven items with seven Likert-type response options ranging from 1 (never) to 

7 (always). It helps assess the unwillingness to experience unwanted emotions and thoughts, and the 

inability to be in the present moment and behave in accordance with value-directed actions when 

experiencing unwanted psychological events. Higher scores indicated higher levels of psychological 

inflexibility. The Cronbach's alpha for this instrument was 0.92. 

Reference sample (N = 40,587) 

Not meeting eligibility criteria (n = 531) 

- Did not give informed consent (n = 298) 

Assessed for eligibility (n = 2,855) 

Not assessed for eligibility (n = 868) 

Missed invitation to participate (n = 345) 

Selected sample (n= 3,723) 

Total recruited (n = 2,324) 

Data available for analysis 

(n = 1,976) 

Eliminated for not having answered the 
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To assess perceived loneliness, the Three-Item Loneliness Scale (Hughes et al. [40]; Spanish 

version by Trucharte et al. [41]) was used. This is a brief three-item scale with three Likert-type 

response options ranging from 1 (almost never) to 3 (often). It evaluates the subjective feeling of 

unwanted loneliness, which is understood as the perception of having less social support than 

desired. Higher scores indicated greater loneliness. The Cronbach's alpha for this instrument was 

0.82. 

To evaluate the symptoms of depression, anxiety, and stress, the Depression, Anxiety, and Stress 

Scale (DASS – 21; Lovibond and Lovibond [42]; Ecuadorian version by Sanmartín et al. [43]) was 

used. It is a self-administered instrument made up of 21 items with four Likert-type response options 

ranging from 0 (not at all applicable to me) to 3 (very applicable to me) with three dimensions: 

depression, anxiety, and stress. Scores of ≥ 5 on depression, ≥ 3 on anxiety, and ≥ 7 on stress were 

considered as indicative of their presence [44]. Overall, the DASS – 21 presented an alpha of 0.97, and 

the depression, anxiety, and stress subscales presented Cronbach's alphas of 0.91, 0.91, and 0.90, 

respectively. 

2.3. Procedure 

A research protocol was developed to standardize the evaluation procedure, detailing the study 

objectives, design, and setting: participants (target population, accessible population, 

inclusion/exclusion criteria, sampling, and recruitment), measures (predictor and outcome variables), 

bias (non-response, recall bias, and selection bias), data analysis strategy, quality control, data 

management, schedule, and ethical issues.  

Because two of the evaluation instruments (MBI and the Three-Item Loneliness Scale) have been 

previously validated in Spain but not in Ecuador, cultural adaptations were made to use them in a 

similar language (Spanish) but in another country (Ecuador) [45] according to the International Test 

Commission Guidelines [46]. Two researchers (native Ecuadorian Hispanophones familiar with 

Castilian Spanish) reviewed the battery of instruments, including instructions, items, and response 

options. The researchers identified terms unfamiliar to the Ecuadorian population and reworded 

them to Ecuadorian terms in an independent and parallel manner. Subsequently, an expert 

committee (comprising three experts in linguistics, and two researchers from Spanish and Ecuadorian 

cultures) evaluated the semantic, idiomatic, experiential, and conceptual equivalence of the two 

versions of each instrument (Castilian and Ecuadorian), and resolved any flaws. The adaptations for 

these terms were made to retain referential meaning by referring to the same entities, maintaining 

the pragmatic meaning, and staying close to the lexical and structural features of the source text. The 

modified versions were reevaluated by the committee. The process was repeated until the committee 

reached a consensus on the equivalence of the two versions, and the pre-final version was 

determined. These versions were tested with Ecuadorian professionals and the results of these probes 

were reviewed by the expert committee, who made the final modifications and signed off the final 

versions. 

Subsequently, a pilot study was conducted to analyze the feasibility with a sample of 100 

individuals from six health institutions (three private and three public) in the city of Loja (Ecuador) 

with characteristics similar to those of those who participated in the study. 

The project was disseminated to psychology graduates nationwide from the administrative 

offices in charge of psychology degrees at the Private Technical University of Loja. The requirements 

were verified, acceptance was notified, and the training was conducted via Zoom by the members of 

the research project for 20 hours. Subsequently, a letter was sent to 79 health institutions in the 24 

provinces presenting the objectives of the study and inviting them to participate. The collaboration 

of the directors of the institutions was sought through personal interviews to inform them of the 

research protocol and schedule dates for instrument collection. The application of the battery of 

evaluation instruments was online through the ArcGIS platform. Participants were informed of the 

nature, objectives, risks, and benefits of the study. Confidentiality was guaranteed, and their concerns 
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were answered. After obtaining informed consent, they accessed the battery of instruments to 

complete the evaluation. The average evaluation duration was 30-35 minutes. 

2.4. Statistical Analysis 

All data analyses were performed using SPSS Statistical Package for Windows (version 26). For 

statistical or clinical reasons, some study variables were recoded. Burnout syndrome were 

dichotomized as absent (0) or present (1), in order to estimate the prevalence of burnout, which may 

be more practical to guide institutional policy, and facilitate comparisons with previous studies that 

estimated overall burnout prevalence [47]. Other variables were also dichotomized: age (≤ 37 years, 

>37 years), marital status (without/with partner), monthly income (<$2,000, ≥$2,000), professional 

experience (≤ 10 years, >10 years), shifts (no shifts, shifts), daily working hours (≤8 h, >8 h), patients 

at risk of death (no, yes), work-family conflict (no, yes), psychological inflexibility (≤ 16.6, >16.6), 

perceived loneliness (≤ 5.1, > 5.1), depression (no, yes), anxiety (no, yes) and stress (no, yes). To enrich 

the findings with a more nuanced representation of burnout that captures its complexity, we followed 

the recommendations of Dyrbye et al. [48]. We reported the categorized results separately using 

established definitions of low, average, and high cut-off scores for each domain based on scoring 

guidelines by Maslach et al. [2].  

The means, standard deviations, and frequencies were calculated to analyze the distribution of 

the sociodemographic, organizational, and psychological variables of the sample, and prevalence of 

burnout syndrome and its subscales (emotional exhaustion, depersonalization, and reduced personal 

accomplishment). 

We used a modified Poisson regression with robust variance to calculate risk ratios (RR) and 

95% confidence intervals to identify factors associated with burnout syndrome and each subscale. 

Similarly, modified Poisson regression analyses were performed to analyze the risk of suffering 

symptoms of depression, anxiety, and stress in physicians with and without burnout, and each of its 

subscales. We used this model because the odds ratio estimated using logistic regression from a cross-

sectional study may significantly overestimate the relative risk when the outcome is common [49]. 

All regression analyses were performed unadjusted and adjusted simultaneously for variables that 

in previous bivariate analyses reached p-values < .25, following Grant et al. [50], in addition to 

theoretical and clinical reasons for including the variables in the model.  

3. Results 

3.1. Sample Characteristics  

Women accounted for 51.8% of participants, with a mean age of 37.1 years (SD = 9.4). The 

majority of the participants did not have a partner (52.1%), lived in an urban area (84.7%), worked in 

the public sector (62.7%), had temporary contracts (56.1%), worked full-time (83.8%), and had 

incomes of less than $2,000 per month (60.9%). They had an average of 9.6 years (SD = 8.4) of work 

experience, and 59.4% worked shifts for an average of 10.5 hours per day (SD = 5.4). A total of 85.6% 

cared for patients at risk of death, and 66.7% experienced work-family conflict. The mean scores for 

psychological inflexibility and perceived loneliness were 16.6 (SD = 9.8) and 5.1 (SD = 2.3), 

respectively (Table 1). 

Table 1. Characteristics of participants. 

Characteristic n (%)   M (SD) 

Sex 

   Men 

   Women 

952 (48.2) 

1024 (51.8) 
 

Age   37.1 (9.4) 

Marital status 1029 (52.1)   
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   Without partner 

   With partner 

947 (47.9)  

Residence area 

    Urban 

    Rural 

1673 (84.7) 

303 (15.3) 
 

Sector in which they work 

   Public 

   Private/mixed 

 

1238 (62.7) 

738 (37.3) 

 

 

Type of contract 

   Temporary 

   Permanent 

 

1108 (56.1) 

868 (43.9) 

 

 

Appointment 

   Part time 

   Full time 

 

321 (16.2) 

1655 (83.8) 

 

 

Monthly income 

   < $2000 

   ≥ $2000 

 

1204 (60.9) 

772 (39.1) 

 

Professional experience       9.6 (8.4) 

Shifts 

   No Shifts 

   With shifts 

 

802 (40.6) 

1174 (59.4) 

 

 

Daily workday   10.5 (5.4) 

Patients at risk of death 

    No 

    Yes 

 

285 (14.4) 

1691 (85.6) 

 

 

Work-family conflict 

   No 

   Yes 

 

658 (33.3) 

1318 (66.7) 

 

 

 

Psychological inflexibility   16.6 (9.8) 

Perceived loneliness   5.1 (2.3) 

3.2. Prevalence of Burnout Syndrome 

Physicians had a mean burnout score of 61.8 (SD] = 15.5). Specifically, the average score was 18.7 

(SD = 11.7) on the emotional exhaustion subscale, 6.0 (SD = 5.9) for depersonalization, and 37.2 (SD = 

9.7) for personal accomplishment. 

Notably, 9.0% (n = 177) of physicians presented burnout syndrome (high emotional exhaustion, 

high depersonalization, and low personal accomplishment). Specifically, 25.3% (n = 500) had high 

emotional exhaustion, 23.8% (n = 470) had high depersonalization, and 30.3% (n = 598) had low 

personal fulfillment (Table 2). 

Table 2. Prevalence of burnout syndrome and its dimensions in the participants. 

Variable n % 

Burnout Syndrome 

   No 

   Yes 

 

1799  

177  

 

 

91.0 

9.0 

Emotional Exhaustion Subscale 

   Low 

   Medium 

   High 

 

1107  

369  

500  

 

 

56.0 

18.7 

25.3 

Depersonalization Subscale   
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   Low 

   Medium 

   High 

1245  

261 

470  

 

63.0 

13.2 

23.8 

Personal Accomplishment Subscale 

   Low 

   Medium 

   High 

  

598  

381 

997  

 

30.3 

19.3 

50.5 

3.3. Factors Associated with Burnout 

As Table 3 shows, the RR of having burnout syndrome were significantly lower for women (p = 

.002, adjusted RR = 0.65, 95% CI 0.50-0.85), and significantly higher for those working in shifts (p = 

.001, adjusted RR = 1.73, 95% CI 1.25-2.40), more than eight hours a day (p = .009, adjusted RR = 1.44, 

95% CI 1.10-1.91), experiencing work-family conflict (p = .007, adjusted RR = 1.69, 95% CI 1.16-2.47), 

and exhibiting psychological inflexibility (p < .001, adjusted RR = 1.07, 95% CI 1.06-1.09) and perceived 

loneliness (p < .001, adjusted RR = 1.10, 95% CI 1.04-1.17). No significant differences were observed 

between professionals with and without burnout syndrome in relation to the other variables.  

Next, as shown in Table 4 for the burnout syndrome subscales, the RR of suffering emotional 

exhaustion were significantly higher for physicians who work full time (p < .001, adjusted RR = 1.24, 

95% CI 1.00-1.53), more than eight hours a day (p = .038, adjusted RR = 1.16, 95% CI 1.01-1.34), have 

work-family conflict (p < .001, adjusted RR = 1.88, 95% CI 1.53-2.31), and exhibit psychological 

inflexibility (p < .001, adjusted RR = 1.06, 95% CI 1.05-1.06) and perceived loneliness (p = .010, adjusted 

RR = 1.04, 95% CI 1.01-1.08). The risk of suffering from depersonalization were significantly lower for 

women (p < .001, adjusted RR = 0.76, 95% CI 0.65-0.88), and significantly higher for those who work 

shifts (p < .001, adjusted RR = 1.59, 95% CI 1.33-1.90), have work-family conflict (p = .015, adjusted RR 

= 1.26, 95% CI 1.05-1.52), and exhibit psychological inflexibility (p < .001, adjusted RR = 1.05, 95% CI 

1.04-1.06) and perceived loneliness (p < .001, adjusted RR = 1.09, 95% CI 1.05-1.13). Finally, the risk of 

feeling low personal accomplishment was significantly lower for women (p = .023, adjusted RR = 0.86, 

95% CI 0.76-0.98) and those who have patients at risk of death (p = .005, adjusted RR= 0.76, 95% CI 

0.62-0.92). Meanwhile, it was significantly higher for physicians who worked full time (p = .042, 

adjusted RR = 1.22, 95% CI 1.01-1.48), worked shifts (p < .001, adjusted RR = 1.63, 95% CI 1.40-1.91), 

and exhibited psychological inflexibility (p < .001, adjusted RR = 1.04, 95% CI 1.03-1.04) and perceived 

loneliness (p = .001, adjusted RR = 1.06, 95% CI 1.02-1.09). No significant differences were observed in 

the remaining variables. 

Table 3. Correlates of burnout syndrome among physicians. 

Characteristic 

Burnout 

(n = 177) 

n (%) 

No burnout 

(n = 1799) 

n (%) 

RR 

p 
Crude RR 

(95% CI) 
p 

Adjusted RR a  

(95% CI) 

Sex 

Men 

Women 

 

106 (59.9) 

71 (40.1) 

 

846 (47.0) 

953 (53.0) 

.001 

 

1 [Reference] 

0.62 (0.47-0.83) 

.002 

 

1 [Reference] 

0.65 (0.50-0.85) 

Age 

≤ 37 years 

> 37 years 

 

115 (65.0) 

62 (35.0) 

 

1091 (60.6) 

708 (39.4) 

.262 

 

1 [Reference] 

0.84 (0.63-1.13) 

.421 

 

1 [Reference] 

1.17 (0.80-1.73) 

Marital status 

Without partner 

With partner 

 

110 (62.1) 

67 (37.9) 

 

919 (51.1) 

880 (48.9) 

.005 

 

1 [Reference] 

0.66 (0.50-0.89) 

.942 

 

1 [Reference] 

0.99 (0.76-1.30) 

Residence area 

Urban 

Rural 

 

143 (80.8) 

34 (19.2) 

 

1530 (85.0) 

269 (15.0) 

.131 

 

1 [Reference] 

1.31 (0.92-1.87) 

.168 

 

1 [Reference] 

1.28 (0.90-1.82) 
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Sector in which they 

work 

Public 

Private 

 

108 (61.0) 

69 (39.0) 

 

1130 (62.8) 

669 (37.2) 

.637 

 

1 [Reference] 

1.07 (0.80-1.43) 

.177 

 

1 [Reference] 

1.21 (0.92-1.58) 

Type of contract 

Temporary 

Permanent 

 

106 (59.9) 

71 (40.1) 

 

1002 (55.7) 

797 (44.3) 

.285 

 

1 [Reference] 

0.86 (0.64-1.14) 

.425 

 

1 [Reference] 

0.90 (0.69-1.17) 

Appointment 

Part time 

Full time 

 

19 (10.7) 

158 (89.3) 

302 (16.8) 

1497 (83.2) 
.042 

1 [Reference] 

1.61 (1.02-2.56) 
.104 

 

1 [Reference] 

1.43 (0.93-2.21) 

Monthly income 

< $2000 

≥ $2000 

 

111 (62.7) 

66 (37.3) 

 

1093 (60.8) 

706 (39.2) 

.611 

 

1 [Reference] 

0.93 (0.69-1.24) 

.270 

 

1 [Reference] 

1.16 (0.89-1.52) 

Professional 

experience 

≤ 10 years 

> 10 years 

 

129 (72.9) 

48 (27.9) 

 

1212 (67.4) 

587 (32.6) 

.137 

 

1 [Reference] 

0.79 (0.57-1.08) 

.500 

 

1 [Reference] 

1.11 (0.83-1.48) 

Shifts 

No Shifts 

With shifts 

 

42 (23.7) 

135 (76.3) 

 

760 (42.2) 

1039 (57.8) 

<.001 

 

1 [Reference] 

2.20 (1.57-3.07) 

.001 

 

1 [Reference] 

1.73 (1.25-2.40) 

Daily workday 

≤ 8 hours 

> 8 hours 

 

115 (65.0) 

62 (35.0) 

 

1180 (65.6) 

619 (34.4) 

.868 

 

1 [Reference] 

1.03 (0.76-1.38) 

.009 

 

1 [Reference] 

1.44 (1.10-1.91) 

Patients at risk of 

death 

No 

Yes 

 

18 (10.2) 

159 (89.8) 

 

267 (14.8) 

1532 (85.2) 

.098 

 

1 [Reference] 

1.49 (0.93-2.38) 

.146 

 

1 [Reference] 

0.70 (0.43-1.13) 

Work-family conflict 

No 

Yes 

 

27 (15.3) 

150 (84.7) 

 

631 (35.1) 

1168 (64.9) 

<.001 

 

1 [Reference] 

2.78 (1.86-4.13) 

.007 

 

1 [Reference] 

1.69 (1.16-2.47) 

Psychological 

inflexibility 

≤ 16.6 

> 16.6 

 

33 (18.6) 

144 (81.4) 

 

1251 (69.5) 

548 (30.5) 

<.001 

 

1 [Reference] 

1.09 (1.083-1.11) 

<.001 

 

1 [Reference] 

1.07 (1.06-1.09) 

Perceived loneliness 

≤ 5.1 

> 5.1 

 

44 (24.9) 

133 (75.1) 

 

1187 (66.0) 

612 (34.0) 

<.001 

 

1 [Reference] 

1.38 (1.32-1.43) 

<.001 

 

1 [Reference] 

1.10 (1.04-1.17) 

Note. RR = Risk Ratio; CI = Confidence interval.a Adjusted for sex, marital status, appointment, professional 

experience, shifts, work-family conflict, psychological inflexibility, perceived loneliness. 

Table 4. Correlates of burnout subscales among physicians. 

Characteristic 

Emotional Exhaustion Depersonalization Personal accomplishment 

High 

n (%) 

 

Medium/ 

Low 

n (%) 

RR 
High 

n (%) 

 

Medium/ 

Low 

n (%) 

RR 

Low 

n (%) 

 

Medium 

/ High 

n (%) 

RR 

p 

Adjusted 

RR (95% CI) 
a 

p 

Adjusted 

RR 

(95% CI) b 

p 

Adjusted 

RR 

(95% CI) c 

Sex 

   Men 

   Women 

 

235 

(47.0) 

265 

(53.0) 

 

717 (48.6) 

759 (51.4) 

.789 

 

1 [Ref] 

1.02 (0.89-

1.17) 

 

258 

(54.9) 

212 

(45.1) 

 

694 

(46.1) 

812 

(53.9) 

<.001 

 

1 [Ref] 

0.76 (0.65-

0.88) 

 

313 

(52.3) 

285 

(47.7) 

 

639 

(46.4) 

739 

(53.6) 

.023 

 

1 [Ref] 

0.86 (0.76-

0.98) 

Age 

   ≤ 37 years 

   > 37 years 

 

337 

(67.4) 

869 (58.9) 

607 (41.1) 
.392 

 

1 [Ref] 

0.91 (0.74-

1.13) 

 

313 

(66.6) 

 

893 

(59.3) 

.551 

 

1 [Ref] 

1.07 (0.86-

1.34) 

 

384 

(64.2) 

 

822 

(59.7) 

.361 

 

1 [Ref] 

1.09 (0.91-

1.31) 
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163 

(32.6) 

157 

(33.4) 

613 

(40.7) 

214 

(35.8) 

556 

(40.3) 

Marital status 

   Without 

partner 

   With 

partner 

 

305 

(61.0) 

195 

(39.0) 

 

724 (49.1) 

752 (50.9) 

.125 

 

1 [Ref] 

0.89 (0.77-

1.03) 

 

289 

(61.5) 

181 

(38.5) 

 

740 

(49.1) 

766 

(50.9) 

.175 

 

1 [Ref] 

0.90 (0.77-

1.05) 

 

350 

(58.5) 

248 

(41.5) 

 

679 

(49.3) 

699 

(50.7) 

.260 

 

1 [Ref] 

0.92 (0.81-

1.06) 

Residence 

area 

    Urban 

    Rural 

 

409 

(81.8) 

91 (18.2) 

 

1264 

(85.6) 

212 (14.4) 

.305 

 

1 [Ref] 

1.10 (0.92-

1.31) 

 

391 

(83.2) 

79 (16.8) 

 

1282 

(85.1) 

224 

(14.9) 

.509 

 

1 [Ref] 

1.07 (0.87-

1.32) 

 

509 

(85.1) 

89 (14.9) 

 

1164 

(84.5) 

214 

(15.5) 

.960 

 

1 [Ref] 

1.00 (0.82-

1.20) 

Sector in 

which they 

work 

   Public 

   Private 

 

 

325 

(65.0) 

175 

(35.0) 

 

 

913 (61.9) 

563 (38.1) 

.461 

 

 

1 [Ref] 

0.95 (0.82-

1.09) 

 

 

289 

(61.5) 

181 

(38.5) 

 

 

949 

(63.0) 

557 

(37.0) 

.370 

 

 

1 [Ref] 

1.07 (0.92-

1.25) 

 

 

367 

(61.4) 

231 

(38.6) 

 

 

871 

(63.2) 

507 

(36.8) 

.136 

 

 

1 [Ref] 

1.11 (0.97-

1.26) 

Type of 

contract 

   

Temporary 

   

Permanent 

 

293 

(58.6) 

207 

(41.4) 

 

815 (55.2) 

661 (44.8) 

.651 

 

1 [Ref] 

1.04 (0.89-

1.20) 

 

273 

(58.1) 

197 

(41.9) 

 

835 

(55.4) 

671 

(44.6) 

.972 

 

1 [Ref] 

1.00 (0.85-

1.18) 

 

322 

(53.8) 

276 

(46.2) 

 

786 

(57.0) 

592 

(43.0) 

.073 

 

1 [Ref] 

1.13 (0.99-

1.29) 

Appointment 

   Part time 

   Full time 

 

64 (12.8) 

436 

(87.2) 

 

257 (17.4) 

1219 

(82.6) 

.046 

 

1 [Ref] 

1.24 (1.00-

1.53) 

 

402 

(85.5) 

68 (14.5) 

 

1253 

(83.2) 

253 

(16.8) 

.228 

 

1 [Ref] 

1.14 (0.92-

1.40) 

 

518 

(86.6) 

80 (13.4) 

 

1137 

(82.5) 

241 

(17.5) 

.042 

 

1 [Ref] 

1.22 (1.01-

1.48) 

Monthly 

income 

   < $2000 

   ≥ $2000 

 

311 

(62.2) 

189 

(37.8) 

 

893 (60.5) 

583 (39.5) 

.107 

 

1 [Ref] 

1.12 (0.98-

1.29) 

 

309 

(65.7) 

161 

(34.3) 

 

895 

(59.4) 

611 

(40.6) 

.596 

 

1 [Ref] 

0.96 (0.82-

1.12) 

 

398 

(66.6) 

200 

(33.4) 

 

806 

(58.5) 

572 

(41.5) 

.058 

 

1 [Ref] 

0.87 (0.75-

1.01) 

Professional 

experience 

   ≤ 10 years 

   > 10 years 

 

 

360 

(72.0) 

140 

(28.0) 

 

 

981 (66.5) 

495 (33.5) 

.182 

 

 

1 [Ref] 

1.15 (0.94-

1.42) 

 

 

346 

(73.6) 

124 

(26.4) 

 

 

995 

(66.1) 

511 

(33.9) 

.544 

 

 

1 [Ref] 

0.93 (0.74-

1.17) 

 

 

428 

(71.6) 

170 

(28.4) 

 

 

913 

(66.3) 

465 

(33.7) 

.652 

 

 

1 [Ref] 

0.96 (0.80-

1.15) 

Shifts 

   No Shifts 

   With 

shifts 

 

184 

(36.8) 

316 

(63.2) 

 

618 (41.9) 

858 (58.1) 

.557 

 

1 [Ref] 

0.96 (0.82-

1.11) 

 

132 

(28.1) 

338 

(71.9) 

 

670 

(44.5) 

836 

(55.5) 

<.001 

 

1 [Ref] 

1.59 (1.33-

1.90) 

 

166 

(27.8) 

432 

(72.2) 

 

636 

(46.2) 

742 

(53.8) 

<.001 

 

1 [Ref] 

1.63 (1.40-

1.91) 

Daily 

workday 

   ≤ 8 hours 

   > 8 hours 

 

295 

(59.0) 

205 

(41.0) 

 

1000 

(67.8) 

476 (32.2) 

.038 

 

1 [Ref] 

1.16 (1.01-

1.34) 

 

292 

(62.1) 

178 

(48.0) 

 

1003 

(66.6) 

503 

(33.4) 

.184 

 

1 [Ref] 

0.90 (0.77-

1.05) 

 

371 

(62.0) 

227 

(38.0) 

 

924 

(67.1) 

454 

(32.9) 

.131 

 

1 [Ref] 

0.90 (0.78-

1.03) 

Patients at 

risk of death 

    No 

    Yes 

 

 

52 (10.4) 

448 

(89.6) 

 

 

233 (15.8) 

1243 

(84.2) 

.904 

 

 

1 [Ref] 

1.02 (0.79-

1.31) 

 

 

59 (12.6) 

411 

(87.4) 

 

 

226 

(15.0) 

1280 

(85.0) 

.054 

 

 

1 [Ref] 

0.79 (0.62-

1.01) 

 

 

83 (13.9) 

515 

(86.1) 

 

 

202 

(14.7) 

1176 

(85.3) 

.005 

 

 

1 [Ref] 

0.76 (0.62-

0.92) 

Work-family 

conflict 

    No 

    Yes 

 

 

81 (16.2) 

419 

(83.8) 

 

 

577 (39.1) 

899 (60.9) 

<.001 

 

 

1 [Ref] 

1.88 (1.53-

2.31) 

 

 

107 

(22.8) 

363 

(77.2) 

 

 

551 

(36.6) 

955 

(63.4) 

.015 

 

 

1 [Ref] 

1.26 (1.05-

1.52) 

 

 

158 

(26.4) 

440 

(73.6) 

 

 

500 

(36.3) 

878 

(63.7) 

.142 

 

 

1 [Ref] 

1.12 (0.96-

1.30) 

Psychological 

inflexibility 

   ≤ 16.6  

   > 16.7 

 

 

156 

(31.2) 

 

 

1128 

(76.4) 

<.001 

 

 

1 [Ref] 

 

 

152 

(32.3) 

 

 

1132 

(75.2) 

<.001 

 

 

1 [Ref] 

 

 

244 

(40.8) 

 

 

1040 

(75.5) 

<.001 

 

 

1 [Ref] 
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344 

(68.8) 

348 (23.6) 1.06 (1.05-

1.06) 

318 

(67.7) 

374 

(24.8) 

1.05 (1.04-

1.06) 

354 

(59.2) 

338 

(24.5) 

1.04 (1.03-

1.04) 

Perceived 

loneliness 

   ≤ 5.1 

    > 5.2 

 

183 

(36.6) 

317 

(63.4) 

 

1048 

(71.0) 

428 (29.0) 

.010 

 

1 [Ref] 

1.04 (1.01-

1.08) 

 

171 

(36.4) 

299 

(63.6) 

 

1060 

(70.4) 

446 

(29.6) 

<.001 

 

1 [Ref] 

1.09 (1.05-

1.13) 

 

262 

(43.8) 

336 

(56.2) 

 

969 

(70.3) 

409 

(29.7) 

.001 

 

1 [Ref] 

1.06 (1.02-

1.09) 

Note. RR = Risk Ratio; CI = Confidence interval.a Adjusted for age, marital status, sector in which they work, type 

of contract, appointment, professional experience, shifts, daily workday, patients at risk of death, work-family 

conflict, psychological inflexibility, perceived loneliness. b Adjusted for sex, age, marital status, appointment, 

monthly income, professional experience, shifts, daily workday, patients at risk of death, work-family conflict, 

psychological inflexibility, perceived loneliness. c Adjusted for sex, age, marital status, type of contract, 

appointment, monthly income, professional experience, shifts, daily workday, work-family conflict, 

psychological inflexibility, perceived loneliness. 

3.4. Mental Health Symptoms in Physicians with and Without Burnout 

As shown in Table 5, experiencing burnout significantly increased the risk of experiencing 

symptoms of depression (p < .001, adjusted RR = 1.26, 95% CI 1.17-1.35) and stress (p < .001, adjusted 

RR = 1.22, 95% CI 1.14-1.31). 

Specifically, as Table 6 shows, having high depersonalization and low personal accomplishment 

significantly increased the risk of suffering depression (p = .005, adjusted RR = 1.15, 95% CI 1.04-1.26; 

and p < .001, adjusted RR = 1.35, 95% CI 1.23-1.48, respectively). Experiencing high emotional 

exhaustion and low personal accomplishment significantly increased the risk of suffering anxiety (p 

= .001, adjusted RR = 1.14, 95% CI 1.06-1.23; and p = .006, adjusted RR = 1.11, 95% CI 1.03-1.20, 

respectively). Finally, having high emotional exhaustion and depersonalization significantly 

increased the risk of suffering from stress (p < .001, adjusted RR = 1.32, 95% CI 1.20-1.45; and p = .015, 

adjusted RR = 1.12, 95% CI 1.02-1.23, respectively).  

Table 5. Mental health symptoms among physicians with and without burnout syndrome. 

Characteristic 

Depression Anxiety Stress 

No 

n (%) 

Yes 

n (%) 

RR 

No 

n (%) 

Yes 

n (%) 

RR 
No 

n (%) 

Yes 

n (%) 
RR 

p 

Crude 

RR 

(95% 

CI) 

p 

Adjusted 

RR  

(95% CI) 
a 

p 

Crude 

RR 

(95% 

CI) 

p 

Adjusted 

RR  

(95% CI) 
b 

  p 

Crude 

RR 

(95% 

CI) 

p 

Adjusted 

RR 

(95% CI) 
c 

No burnout 

No 

 

Yes 

 

1303 

(72.4) 

35 

(19.8) 

 

496 

(27.6) 

142 

(80.2) 

 

 

 

<.001 

 

1 [Ref] 

 

2.91  

(2.62-

3.23) 

 

 

 

<.001 

 

1 [Ref] 

 

1.26   

(1.17-

1.35) 

 

982 

(54.6) 

29 

(16.4) 

 

 

817 

(45.4) 

148 

(83.6) 

 

 

 

<.001 

 

1 [Ref] 

 

1.84  

(1.70-

2.00) 

 

 

 

.079 

 

1 [Ref] 

 

0.95  

(0.89-

1.01) 

 

1282 

(71.3) 

36 

(20.3) 

 

 

517 

(28.7) 

141 

(79.7) 

 

 

 

<.001 

 

1 [Ref] 

 

2.77  

(2.50-

3.08) 

 

 

 

<.001 

 

1 [Ref] 

 

1.22  

(1.14-

1.31) 

Note. RR = Risk Ratio; CI = Confidence interval.a Adjusted for anxiety and stress. b Adjusted for depression and 

stress.  c Adjusted for depression and anxiety. 

Table 6. Mental health symptoms among physicians based on the burnout subscales. 

Characteristic 

Depression Anxiety Stress 

No 

n (%) 

Yes  

n (%) 

RR 

No 

n (%) 

Yes  

n (%) 

RR 

No 

n (%) 

Yes  

n (%) 

RR 

p 

Adjusted 

RR (95% 

CI) a 

p 

Adjusted 

RR (95% 

CI) b 

p 

Adjusted 

RR  

(95% CI) c 

Emotional 

Exhaustion      

   Medium/low      

   High 

 

 

1159 

(78.5) 

179 (35.8) 

 

 

317 

(21.5) 

321 

(64.2) 

 

 

 

.051 

 

 

1 [Ref] 

1.10 (1.00-

1.20) 

 

 

910 

(61.7) 

101 

(20.2) 

 

 

566 

(38.3) 

399(79.8) 

 

 

 

.001 

 

 

1 [Ref] 

1.14 (1.06-

1.23) 

 

 

1159 

(78.5) 

159 (31.8) 

 

 

317 

(21.5) 

341 

(68.2) 

 

 

 

<.001 

 

 

1 [Ref] 

1.32 (1.20-

1.45) 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 14 February 2025 doi:10.20944/preprints202502.1090.v1

https://doi.org/10.20944/preprints202502.1090.v1


 12 of 18 

 

Depersonalization      

   Medium/low      

   High 

 

1169 

(77.6) 

169 (36.0) 

 

337 

(22.4) 

301 

(64.0) 

 

 

.005 

 

1 [Ref] 

1.15 (1.04-

1.26) 

 

897 

(59.6) 

114 

(24.3) 

 

609 

(40.4) 

356 

(75.7) 

 

 

.711 

 

1 [Ref] 

0.99 (0.91-

1.06) 

 

1150 

(76.4) 

168 (35.7) 

 

356 

(23.6) 

302 

(64.3) 

 

 

.015 

 

1 [Ref] 

1.12 (1.02-

1.23) 

Personal 

accomplishment      

  Low      

  Medium/high 

 

 

248 (41.5) 

1090 

(79.1) 

 

 

350 

(58.5) 

288 

(20.9) 

 

 

 

<.001 

 

 

1 [Ref] 

1.35 (1.23-

1.48) 

 

 

172 

(28.8) 

839 

(60.9) 

 

 

426 

(71.2) 

539 

(39.1) 

 

 

 

.006 

 

 

1 [Ref] 

1.11 (1.03-

1.20) 

 

 

271 (45.3) 

1047 

(76.0) 

 

 

327 

(54.7) 

331 

(24.0) 

 

 

 

.508 

 

 

1 [Ref] 

1.03 (0.94-

1.13) 

Note. RR = RiskRatio; CI = Confidence interval. a Adjusted for emotional exhaustion, depersonalization, personal 

accomplishment, anxiety and stress. b Adjusted for emotional exhaustion, depersonalization, personal 

accomplishment, depression and stress. c Adjusted for emotional exhaustion, depersonalization, personal 

accomplishment, depression and anxiety. 

4. Discussion 

This study analyzed the prevalence of burnout among physicians in Ecuador at the national 

level, associated factors associated with burnout, and mental health symptoms. We found that 9.0% 

of physicians presented burnout syndrome. This finding falls in the range of 2.6% and 11.8% reported 

by a literature review of studies that used the same definition of burnout as in this study [47]. These 

figures are concerning, considering that our sample only included professionals who were working 

at the time of the study. In addition, one must consider the impact of burnout on the quality of care 

for patients [4], which can reduce care and suboptimal health outcomes for patients. Regarding 

burnout subscales, 25.3% of physicians experienced high emotional exhaustion, 23.8% experienced 

high depersonalization, and 30.3% had low personal accomplishment, indicating a high prevalence 

of subclinical burnout symptoms. These findings are consistent with those found in the 

aforementioned review [47], where the prevalence was between 9.6% and 53.4% for emotional 

exhaustion, between 11.0% and 47.7% for depersonalization, and between 11.1% and 62.2% for 

personal accomplishment. 

Next, physicians who worked in shifts, worked more than eight hours a day, had work-family 

conflict, and presented psychological inflexibility and perceived loneliness had a greater risk of 

suffering burnout, while women exhibited a lower risk. Regarding the burnout subscales, the risk of 

exhibiting high emotional exhaustion was higher for those who were working full-time, working 

more than eight hours a day, had work-family conflicts, and exhibited psychological inflexibility and 

perceived loneliness. Next, those who worked in shifts, had work-family conflict, psychological 

inflexibility, and perceived loneliness were at higher risk of suffering from high depersonalization. 

Again, women exhibited lower risk. The risk of presenting low personal accomplishment was higher 

for those who were working full-time, in shifts, presenting psychological inflexibility, and perceived 

loneliness, and lower for those who were women and caring for patients at risk of death. 

The British Medical Associated presents evidence consistent with our finding that working full-

time, with shifts, and long hours (including on-call hours of 24 hours or more) increased the risk of 

burnout for physicians [51]. A possible explanation is that working under unfavorable conditions 

produces exhaustion, and compromises the rest, leisure, and sleep of professionals. Specifically, shifts 

and daily long working hours produce sleep deprivation, and push the physiological regulation of 

the circadian rhythm itself as well as emotional and cognitive balance to their limit [52]. Further, 

similar to our work, studies find that work-family conflict increases the risk of suffering burnout, 

high emotional exhaustion, and high depersonalization [9, 13]. This can be explained by the increase 

in the environmental demands for the professional, and the resulting physical and emotional 

overload when they cannot reconcile, or find a balance between their personal life and professional 

demands. Psychological inflexibility increases the risk of burnout, high emotional exhaustion, high 

depersonalization, and low personal accomplishment. This is consistent Jokic-Begic et al.'s [14] 

findings in mental health professionals. Specifically, the authors found that greater psychological 
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inflexibility was related to greater emotional exhaustion and depersonalization, and less personal 

accomplishment. A possible explanation is that the lack of skills in controlling one's own unwanted 

emotions and thoughts is associated with worse psychological functioning during difficult times. 

Next, our finding that perceived loneliness is associated with a higher risk of burnout, high emotional 

exhaustion, high depersonalization, and low personal accomplishment is consistent with Rogers et 

al. [15]. The authors found that loneliness was positively and directly associated with greater burnout. 

Possible explanations include: 1) the almost exclusive dedication to a professional career in medicine, 

which leaves little time to cultivate personal relationships, 2) high demands and climate of 

competitiveness from the stage of academic training to obtain the best grades, and, thus qualify for 

the desired specialization; and 3) strict hierarchy among healthcare workers, resulting in 

relationships lacking mutual support in the workplace. Thus, interpersonal relationships between 

healthcare colleagues are hostile, unsafe, and a source of tension [53]. 

Furthermore, the finding that being females exhibited a lower risk of burnout is contrary to some 

studies [7], although it is consistent with Castañeda and García del Alba [8]. This may be because 

women develop a greater capacity to overcome obstacles and adversity. This makes them more 

resilient, especially for their professional fulfillment. Furthermore, note that the dimensions of 

burnout in which a negative association was found were high depersonalization and low personal 

accomplishment. Hence, a possible explanation may be that the women in the sample of Ecuadorian 

physicians presented greater empathy and vocation for caring, which increased their perception of 

self-realization in the performance of their profession. Next, the finding that treating patients at the 

risk of death reduced the risk of low personal accomplishment may be because it involves facing 

challenging experiences at a professional level, and allows them to experience of great satisfaction 

when lives are saved. 

Meanwhile, exhibiting burnout significantly increased the risk of experiencing depressive and 

stress symptoms. Specifically, high emotional exhaustion increased the risk of anxiety and stress, 

high depersonalization increased the risk of depression and stress, and low personal accomplishment 

increased the risk for depression and anxiety. Similarly, a previous study [18] found that burnout 

was associated with depression and anxiety. A possible explanation for this is the hypothesis of 

burnout as a “loss spiral” or “burnout cascade” [54]. This hypothesis postulates that the severity of 

the consequences of burnout is related to its course, which ranges from the loss of empathy to 

depression or anxiety. 

Our findings have important implications for research, health policy, and clinical practice. They 

reveal that a considerable number of physicians in Ecuador are at the limit of their endurance at work. 

Work and personal factors related to burnout and mental health problems associated with burnout 

were detected. These require attention and coordinated action at the individual, organizational, and 

policy formulation levels. For instance, the work structure characterized by rotating shifts and long 

hours (including shifts of 24 hours of work or more) should be changed, as it hinders the integration 

between work and personal life. Instead, a reduction in the working day, stable shifts, and work-life 

balance measures (especially in more demanding and sensitive periods, such as maternity/paternity, 

family illness, or caring for dependent family members) should be implemented. Additionally, the 

work culture based on competitiveness needs to be reviewed. Instead, efforts should be undertaken 

to promote teamwork and develop support networks in the work environment. Meanwhile, given 

the influence of psychological inflexibility on burnout and the psychological symptoms associated 

with it, psychological support is needed to preserve the mental health of medical personnel, including 

training in psychological techniques that help them cope with negative emotions and thoughts. 

Programs that create a people-centered work culture can help balance positive and negative 

performance, and enable physicians to thrive [55]. 

This study has some limitations. The cross-sectional nature of the study did not allow us to 

establish causality between the variables, deduce the direction of the relationship between burnout 

and mental health, or determine the influence of possible mediating variables on the analyzed 

relationships. Longitudinal studies are necessary to prospectively evaluate burnout and mental 
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health problems as well as potential moderating variables. Although the study of correlates provides 

relevant information about risk factors, future studies should explore pathway analyses to explain 

how various variables are interrelated. Additionally, this study employed self-report instruments, 

which could introduce a response bias. Also, because two of the instruments (MBI and the Three-

Item Loneliness Scale) have been previously validated in Spain but not in Ecuador, cultural 

adaptations were made to use them in Ecuador, including rewording to Ecuadorian terms 10 terms 

in the items that were unfamiliar to the Ecuadorian population. Nonetheless, this is the first study to 

estimate the prevalence of burnout among physicians in Ecuador at the national level, as well as its 

association with mental health symptoms. The large sample size, high response rate, and 

representativeness of the sample at the national level support the generalizability of the results. 

5. Conclusions 

Our findings have important implications for research, health policy, and clinical practice. They 

reveal that a considerable number of physicians in Ecuador are at the limit of their endurance at work. 

Work and personal factors related to burnout and mental health problems associated with burnout 

were detected. These require attention and coordinated action at the individual, organizational, and 

policy formulation levels. For instance, the work structure characterized by rotating shifts and long 

hours (including shifts of 24 hours of work or more) should be changed, as it hinders the integration 

between work and personal life. Instead, a reduction in the working day, stable shifts, and work-life 

balance measures (especially in more demanding and sensitive periods, such as maternity/paternity, 

family illness, or caring for dependent family members) should be implemented. Additionally, the 

work culture based on competitiveness needs to be reviewed. Instead, efforts should be undertaken 

to promote teamwork and develop support networks in the work environment. Meanwhile, given 

the influence of psychological inflexibility on burnout and the psychological symptoms associated 

with it, psychological support is needed to preserve the mental health of medical personnel, including 

training in psychological techniques that help them cope with negative emotions and thoughts. 

Programs that create a people-centered work culture can help balance positive and negative 

performance, and enable physicians to thrive [55]. 

This study has some limitations. The cross-sectional nature of the study did not allow us to 

establish causality between the variables, deduce the direction of the relationship between burnout 

and mental health, or determine the influence of possible mediating variables on the analyzed 

relationships. Longitudinal studies are necessary to prospectively evaluate burnout and mental 

health problems as well as potential moderating variables. Although the study of correlates provides 

relevant information about risk factors, future studies should explore pathway analyses to explain 

how various variables are interrelated. Additionally, this study employed self-report instruments, 

which could introduce a response bias. Also, because two of the instruments (MBI and the Three-

Item Loneliness Scale) have been previously validated in Spain but not in Ecuador, cultural 

adaptations were made to use them in Ecuador, including rewording to Ecuadorian terms 10 terms 

in the items that were unfamiliar to the Ecuadorian population. Nonetheless, this is the first study to 

estimate the prevalence of burnout among physicians in Ecuador at the national level, as well as its 

association with mental health symptoms. The large sample size, high response rate, and 

representativeness of the sample at the national level support the generalizability of the results.  
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