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Abstract 

Background:  Psychological distress is common among medical trainees. This study aimed to assess the frequency of 
depression, anxiety and burnout among physician residents and their association with both individual and residency 
program-related factors.

Methods:  This was a cross-sectional study applying an online survey in a national-wide sample of medical residents 
from Brazil. Depression, anxiety, burnout and diurnal somnolence were assessed with validated tools (Patient Health 
Questionnaire-4, 2 items version of Maslach Burnout Inventory, and Epworth Sleepiness Scale). Socio-demographic 
and residency program-related factors were measured with internally validated instruments. We performed multivari‑
ate binary logistic regression analysis for each of the main outcomes.

Results:  Screening for depression, anxiety and burnout was positive respectively in 46.9%, 56.6% and 37.0% of our 
sample (n = 1,419). Depression was independently related to female sex, longer duty hours, absence of day off, poor 
learning perception, poor feeling about the residency program, overall occurrence of psychological abuse, anxiety, 
diurnal somnolence and burnout (AUROC = .859 [95%CI = .840-.878], p < .001). Anxiety was independently associated 
with female sex, higher age and duty hours, work-personal life conflicts, few classroom activities, providing assistance 
without supervision, depression and diurnal somnolence (837 [.816-.857], p < .001). Burnout was related to lower age 
and leisure time, male sex, longer duty hours, absence of day off, provision of care without supervision, choice of the 
wrong specialty, poor learning, psychological abuse, depression and diurnal somnolence (.780 [.753-.806], p < .001).

Conclusion:  Frequency of psychological distress in residency training is high and related to both individuals and 
environmental factors, namely high workloads, occurrence of psychological abuse, poor faculty supervision, poor 
learning experience and work-personal life conflicts.
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Introduction
Medical residency is an important period in the quali-
fication of medical specialists during which a physi-
cian is inserted into the workplace and creates bonds 
with employers and their peers. Although it is a period 

of acquiring knowledge, abilities, and competencies, 
there are heavy burdens of personal and external obliga-
tions, in tandem with the resident’s immaturity in han-
dling responsibilities, and a complex moment in the life 
of the young, who are frequently subjected to personal 
demands, such as starting a family.

Medical residents have higher rates of suicidal idea-
tion [1], migraine, sleep deprivation, anxiety, depres-
sion and work-personal life conflicts [2] than the general 
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population. Those issues are related to negative impacts 
on patients’ care and safety [3]. Psychological distress in 
residency is a topic often explored in the literature, but 
there is a dearth of large, national, multiple-specialty 
studies on this subject.

Studies with residents have related the occurrence of 
anxiety, depression, and burnout mainly to individual 
characteristics, such as age, sex [4, 5] social skills [6], 
alcohol consumption [7] and genetic factors [8]. Fur-
thermore, the research addressing the effect of residency 
program environment on psychological distress focuses 
mainly on the workoad [9–11]. Recently, some data have 
pointed out that faculty feedback and research ranking 
position [12] can decrease psychological distress, while 
mistreatment occurrence increases it [13]. The effect of 
other environmental aspects, such as attendings’ supervi-
sion, classroom activities and weekly day off – which are 
components of Brazilian standards for medical residency 
training – was not yet reported, so far we know.

This study set out to assess the frequency of anxi-
ety, burnout and depression among Brazilian physician 
residents and their association with both individual and 
environmental factors, such as duty-hours, learning 
experience, attendings supervision, weekly day off, occur-
rence of mistreatment, and work-personal life conflicts.

Methods
This was a national, cross-sectional, web-based survey, 
enrolling medical residents from 50 of the 55 medical 
specialties in Brazil. This was an exploratory study; a pri-
mary analysis and full description of the methods have 
been previously published [2].

Ethics Committee approval was obtained before data 
collection; all Brazilian ethical standards were followed. 
The only inclusion criterion was to be a medical resident 
at the time of completion of the survey; all volunteers 
gave their informed consent to participate in the study. 
No benefits were offered or given. The Strengthening 
the Reporting of Observational Studies in Epidemiology 
[14] and the Checklist for Reporting Results of Internet 
E-Surveys [15] reporting guidelines were followed.

We developed an online survey (on Google Forms) 
which was spread onto the pages of medical residents’ 
associations (Facebook and Instagram) under the non-
specific title “How is your medical residency program 
going?”, from November to December 2019. We applied 
the unique-individual click counter Bit.ly to assess the 
completion rate. No sample size calculation was per-
formed before the data collection.

There were questions on socio-demographic and resi-
dency program-related aspects. These items were based 
on the Brazilian standards for medical residency pro-
grams and were internally validated applying qualitative 

methods (cognitive interviews using think-aloud and 
probing strategies) through both online and in-person 
meetings, with a pilot group of 20 medical residents 
(10 men and 10 women), from surgical, surgical clinics, 
medical and diagnostic areas, who were in post-graduate 
year (PGY) 1 to 4. Data obtained during this process were 
excluded from the analysis.

The final version of the survey had 46-items over 4 
pages. All questions had to be answered, except for the 
items which might identify the individuals in question, 
leading to a low rate of missing data. It was an open sur-
vey and was tested and approved before fielding.

Mistreatment
We asked “Have you suffered or witnessed other resi-
dents suffering mistreatment during your residency pro-
gram?”. We assessed three kinds of abuse: psychological, 
sexual and physical aggression. No definition of any of 
these mistreatments was offered.

Positive answers were further investigated on those 
who perpetrated the mistreatment (medical staff, patient, 
patient’s family, fellow residents, or administrative per-
sonnel). The frequency of the mistreatment was not 
assessed, due to limitations of the platform we used.

Work‑personal life conflicts
This item was assessed by the 5-point Likert-scale affir-
mation “My routine in this medical residency program 
allows me enough time for my personal and family 
activities”. Responses ranged from “strongly disagree” to 
“strongly agree”. Residents who responded strongly disa-
gree or disagree were considered as having work-per-
sonal life conflicts.

Learning experience
“How do you evaluate the learning curve that you have 
experienced throughout this medical residency pro-
gram?” was the question that assessed the learning per-
ception of volunteers. Responses were obtained on a 
5-item Likert scale ranging from “very satisfactory” to 
“very unsatisfactory”. Individuals who respond “very 
unsatisfactory” or “unsatisfactory” were considered as 
having a poor learning experience.

General feeling about the residency program
To evaluate this, we asked the question “In general, how 
do you feel about your residency program?” on a 5-item 
Likert scale ranging from “I am very dissatisfied” to “I 
am very satisfied”. Volunteers who responded “I am very 
dissatisfied” or “I am dissatisfied” to this question were 
considered as having poor satisfaction with the residency 
program.
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Frequency of attendings’ supervision
“Have you provided medical assistance without attend-
ings’ supervision on what frequency?” was a Likert-type 
question with replies ranging from “never” to “daily”. Vol-
unteers who responded “most days in a week” or “daily” 
were considered as “often providing assistance without 
supervision”.

Regarding qualitative interviews, residents considered 
that the physical presence (not necessarily in the same 
room, but close) and availability of a qualified attending 
are needed to configure a supervised activity. This defi-
nition is similar to the ACGME for direct and indirect 
supervision [16].

Frequency of classroom activities
We appraised this item by the question “On average, 
what is the frequency of classroom activities (seminars, 
critical appraisal of papers, others) in your residency pro-
gram?”. Responses ranged from “I have not had any class-
room activity in my residency program” to “More than 
four times per week”. Residents who responded “once a 
week” or less than that were labeled as having “few class-
room activities”.

Duty hours
Duty hours were assessed using the question “On 
average, what are the weekly duty hours of your resi-
dency program?”. Options ranged from “less than 
60  h per week”, “About 60”, up to “more than 100  h per 
week”. Similarly, we also assessed the frequency of 
weekly duty hours on jobs  unrelated to  the residency 
requirements (moonlighting).

Absence of a day off
We assessed it employing the question “In the past three 
months, have you had at least one day off per week?”. We 
offered four options ranging from “No, I have not had any 
days off” to “Yes, I have at least one day off every week”. 
Residents who responded “No, I have not had any days 
off” or “Yes, I have, but only in few weeks only” were con-
sidered as having “absence of days off”.

Choosing the wrong specialty
Individuals who responded “yes, often” to the 3-item Lik-
ert-question “In the past three months, have you thought 
you chose the wrong medical specialty to pursue?” were 
labeled as “choosing the wrong specialty”.

Leisure time
“Currently, on average, how many hours per week have 
you devoted to yourself (hobbies, physical exercise, 
beauty care, etc.)?”. Individuals marked a number ranging 
from 0 to 100 h.

Patient Health Questionnaire‑4 (PHQ‑4)
This tool consists of four questions (two for depres-
sion, derived from PHQ-9 [Cronbach’s alpha = 0.83] 
[17]; and two for anxiety, derived from GAD-9 [Cron-
bach’s alpha = 0.81] [17]) which are scored from 0 to 
3 for each question – a total score of up to 6 points for 
each domain. Individuals who scored 3 or more in each 
domain were screened positive, accordingly, for depres-
sion and anxiety. This cut-off has a pooled sensitivity of 
89% and specificity of 76% for detecting depression [18]; 
and a sensitivity of 80% and specificity of 81% for detect-
ing anxiety [19].

Two items version of Maslach Burnout Inventory (MBI‑2i)
The MBI-2i assesses two domains of burnout – deper-
sonalization and emotional exhaustion – using a single 
question for each (single item to original MBI subscale 
correlation = 0.89 for each question [20]). Each question 
was scored on a 5-item Likert scale ranging from “No, I 
have not” to “Yes, every day”. Individuals who answered  
“yes, every day” or “yes, some days a week” to both replies 
were considered to be burned out.

The emotional exhaustion domain was assessed by the 
question “Have you felt burned out in your residency 
program?” and depersonalization domain by the question 
“Have you felt you became more callous toward people 
since you started this residency program?”, which both 
cover an area under the receiver operating curve of 94% 
and 95% [21], respectively, for each specific domain of the 
original MBI.

Epworth Somnolence Scale (ESS)
We assessed daytime sleepiness through the 6-item Por-
tuguese version of ESS (Cronbach’s alpha = 0.83) [22]. 
Each question scores from 0 (no chance of dozing) to 3 
(very likely to doze), so a total score from 0 to 18. Indi-
viduals who scored 10 or more were considered as having 
diurnal somnolence.

Statistical analysis
We present data in three main dependent variables: 
depression, anxiety, and burnout groups. Individuals who 
were screened as not having any of these outcomes were 
considered controls for the respective outcome.

For ordinal and nominal variables data are reported 
in frequency and odds ratio (OR) and Fisher’s test was 
applied.

For discrete variables, median and interquartile range 
(IQR) was used, followed by Mann–Whitney’s test, as 
Kolmogorov–Smirnov’s test resulted in a non-para-
metric distribution of these variables. Variance infla-
tion factor and matrix correlation were applied to assess 
multicollinearity.
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A binary logistic multiple regression model was applied 
to assess the effect of independent variables (as dichoto-
mized or discrete) on each screened outcome (depres-
sion, anxiety and burnout). All variables with p < 0.20 
for each outcome in bivariate analysis were entered in 
the model. We performed a backward stepwise process 
for the exclusion of variables with the higher Wald p at 
each step until all factors were p < 0.05. We provide the 
area under the receiver operating curve (AUROC) values, 
adjusted odds ratios (ORadj) and its 95% confidence inter-
vals (95%CI).

We used the SPSS v25 for MacOS for all analyses. 
The significance level of the statistical tests was set at 
p < 0.050 (two-tailed). This is an exploratory study and we 
did not prespecify an analysis plan, but we assumed the 
hypothesis that residency program environmental factors 
are related to psychological distress when developing the 
survey. Since our survey had to include virtually all the 
questions, our missing data was < 0.1%. Individuals with 
missing data were excluded from the specific analysis.

Results
The link for our survey received 1,989 clicks and 1,421 
responses were registered (71.4% of all clicks), but two 
individuals were excluded due to conflicting responses, 
resulting in 1,419 valid answers. Residents from all geo-
graphic areas and 50 of the 55 (91%) medical specialties 
in Brazil responded to our survey. Table  1 shows the 
demographic data of our sample. No collinearity was 
identified among the dependent variables.

Depression
Symptoms of depression occurred in 666/1,419 (46.9%) 
of our sample. Table  2 shows demographic, residency 
program-related aspects, as well as the occurrence of 
psychological and sexual abuses and physical aggression 
associated with depression.

Individuals with depression were more frequently 
women, had longer weekly duty hours (median of 10  h 
longer), poorer general feeling about training and sub-
jective learning curve, as well as reported psychological 
abuse and absence of a weekly day off more frequently. 
Anxiety, burnout, and diurnal somnolence were also 
associated with depression.

Anxiety
Anxiety occurred in 803/1,419 (56.6%) of our respond-
ents. Table 3 depicts demographic, psychological distress 
aspects and residency program-related variables accord-
ing to anxiety status.

Individuals with anxiety were also more frequently 
women, and older, had more frequent diurnal somno-
lence, unsatisfactory work-personal life balance and 

depression. Operational aspects of the residency pro-
gram, such as few classroom activities, longer duty hours 
and assisting frequently without supervision were also 
independently related to anxiety.

Burnout
Burnout occurred in 525/1,419 (37.0%) of our sample; the 
emotional domain was present in 995/1,419 (70.1%), and 
depersonalization in 534/1,419 (37.6%).

Table 4 shows a detailed analysis of burnout in medical 
residents. Individuals with burnout were younger, more 
frequently men, and had less leisure time, in tandem with 
longer duty hours and more diurnal somnolence. Envi-
ronmental factors such as the absence of a day off, provi-
sion of assistance without supervision and psychological 
abuse from patients and attendings were more frequent 
in the burnout group than in controls. Volunteers with 
burnout presented higher odds of depression and of 
reported that they had a poor learning curve as well as 
had chosen the wrong specialty.

We did not observe any association between burnout 
(nor for depression and anxiety) and PGY or any specific 
training area.

Table 1  Demographic data

a  18 and b 23 volunteers did not reply to these questions

Variable Overall (n = 1,419)

Age (years-old, median, IQR) 28 (27–30)

Female sexa (n, %) 866 (61.0)

Sexual orientation, heterosexualb (n, %) 1256 (88.5)

Single (n, %) 978 (68.9)

Have children (n, %) 127 (9.0)

Live with (n, %)

  Alone 540 (38.1)

  Partner/children 458 (32.3)

  Parents 304 (21.4)

  Friends 117 (8.3)

Moving to participate in this residency (n, %) 913 (64.3)

Geographic region of residency program (n, %)

  South/Southeast 972 (68.5)

  North/Northeast/Midwest 447 (31.5)

Training area (n, %)

  Diagnostic 73 (5.2)

  Surgical 610 (43.0)

  Clinical 736 (51.9)

Post-graduation year (median, IQR) 2 (1–3)

First year 571 (40.2)

Second year 422 (29.7)

Third year 286 (20.2)

Fourth year or more 140 (9.9)
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Co‑occurrence of depression, anxiety and burnout
Table  5 depicts the Spearman correlation coefficients 
for interaction among depression, anxiety and burnout 
(as well as burnout domains). Observe that due to the 
criterion applied to define burnout, depersonalization 
was highly correlated to burnout.

The frequency of co-existing depression and anxi-
ety was 569/1,419 (40.1%). Depression and burnout 
co-occurred in 359/1,419 (25.3%) individuals. Both 

anxiety and burnout were present in 388/1,419 (27.3%) 
volunteers.

Discussion
To the best of our knowledge, this is the largest study 
assessing psychological distress in medical residents in 
South America, enrolling volunteers from all geographic 
areas of Brazil and almost all medical specialties. Our 
data, in line with the literature, showed high frequencies 

Table 2  Associations between characteristics of residents, residency program-related factors, occurrence of abuses and presence of 
depression

a  Fisher exact or Mann–Whitney tests
b  Final binary logistic regression model: AUROC = .859 (95%CI = .840-.878)

This model enrolled 1,398 individuals (21 [1,5%] had at least one missing variable)

Variable Depression (n = 666) Controls (n = 753) OR (95%CI) pa ORadj (95%CI)b pb

Age (years, median, IQR) 28 (27–30) 28 (27–30) - .823 -

Female sex (n, %) 449 (67.4) 417 (55.4) 1.78 (1.43–2.21)  < .001 1.69 (1.27–2.26)  < .001

Non-heterosexual (n, %) 75 (11.4) 65 (8.8) 1.34 (.94–1.90) .109 -

Marital status single (n, %) 468 (70.3) 510 (67.7) 1.13 (.90–1.41) .329 -

Have children (n, %) 50 (7.5) 77 (10.2) .71 (.49–1.03) .077 -

Live alone (n, %) 265 (39.8) 275 (36.5) 1.15 (.93–1.42) .208 -

Move to participate in this residency (n, %) 430 (64.6) 483 (64.1) 1.02 (.82–1.27) .912 -

Surgical training area (n, %) 293 (44.0) 317 (42.1) 1.08 (.88–1.33) .485 -

Post-graduation year (median, IQR) 2 (1–3) 2 (1–3) - .653 -

Weekly working hours in residency (median, IQR) 70 (60–80) 60 (60–80) -  < .001 1.09 (1.00–1.20) .049

Weekly  moonlighting hours (median, IQR) 9 (3–18) 9 (3–18) - .816 -

Leisure time (hours/week, median, IQR) 5 (2–8) 6 (4–12) -  < .001 -

Absence of day off (n, %) 283 (42.5) 207 (27.5) 1.95 (1.56–2.43)  < .001 1.41 (1.04–1.90) .027

Poor learning experience (n, %) 293 (44.0) 122 (16.2) 4.06 (3.17–5.20)  < .001 1.87 (1.32–2.66)  < .001

Work-personal life conflicts (n, %) 563 (84.5) 540 (71.7) 2.16 (1.66–2.81)  < .001 -

General poor feeling about residency program (n, %) 233 (35.0) 63 (8.4) 5.89 (4.35–7.89)  < .001 2.40 (1.58–3.64)  < .001

Few classroom activities (n, %) 377 (57.2) 349 (46.7) 1.53 (1.24–1.89)  < .001 -

Providing assistance without supervision often (n, %) 451 (67.7) 332 (44.1) 2.66 (2.14–3.31)  < .001 -

Choosing the wrong specialty (n, %) 363 (54.5) 149 (19.8) 4.86 (3.84–6.15)  < .001 -

Occurrence of psychological abuse (n, %) 505 (75.8) 383 (50.9) 3.03 (2.41–3.81)  < .001 1.64 (1.23–2.20) .001

Occurrence of psychological abuse from attendings 
(n, %)

361 (54.2) 225 (29.9) 2.78 (2.23–3.46)  < .001 -

Occurrence of psychological abuse from patients 
(n, %)

161 (24.2) 132 (17.5) 1.50 (1.16–1.94) .002 -

Occurrence of psychological abuse from colleague 
residents (n, %)

156 (23.4) 88 (11.7) 2.31 (1.74–3.08)  < .001 -

Occurrence of sexual abuse in your residency 
program (n, %)

221 (33.2) 197 (26.2) 1.40 (1.12–1.76) .004 -

Occurrence of sexual abuse in your residency pro‑
gram from attendings (n, %)

101 (15.2) 56 (7.4) 2.23 (1.58–3.14)  < .001 -

Occurrence of physical aggression in your residency 
program (n, %)

130 (19.5) 108 (14.3) 1.45 (1.10–1.92) .010 -

Anxiety (n, %) 569 (85.4) 234 (31.1) 13.0 (9.98–17.0)  < .001 8.61 (6.45–11.48)  < .001

Diurnal somnolence† (n, %) 499 (74.9) 397 (52.7) 2.68 (2.14–3.36)  < .001 1.46 (1.09–1.97) .012

Burnout (n, %) 359 (53.9) 166 (22.1) 4.14 (3.29–5.20)  < .001 2.59 (1.93–3.49)  < .001
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of depression, anxiety and burnout: 46.9%, 56.6% and 
37.0%, respectively. Our data reinforce the burden of 
mental illness in this population and point to some resi-
dency program factors that may be addressed to reduce 
the risk of psychological distress and improve the general 
satisfaction of residents.

Meta-analysis data showed a pooled prevalence of 
depression ranging from 20.8% to 43.2% and a significant 
increase rate was observed over time [23, 24].

The prevalence of anxiety in residents ranges from 11 
to 74% [4] depending on the tools applied, areas of train-
ing and countries studied.

Pooled prevalence of burnout in medical residents 
ranges from 35.7% to 51.0% [5], which is in line with 
our findings. Burnout construct is complex and differ-
ent definitions and settings promote this range.

Rates of depression increase substantially during resi-
dency training [12]. Individual, but mainly extrinsic fac-
tors are related to this. Female sex is often highlighted 
as a risk factor for depression in residents in terms of 
frequency and severity [24]; however, age, medical spe-
cialty and post-graduate year do not seem to influence 
the occurrence of depression [23].

Table 3  Associations between characteristics of residents, residency program-related factors, occurrence of abuses and presence of 
anxiety

a  Fisher exact or Mann–Whitney tests
b  Final binary logistic regression model: AUROC = .837 (95%CI = .816-.857)

This model enrolled 1,386 individuals (33 [2,3%] had at least one missing variable)

Variable Anxiety
(n = 803)

Controls (n = 616) OR (95%CI) pa ORadj (95%CI)b pb

Age (years, median, IQR) 28 (27–31) 28 (26–30) - .070 1.06 (1.02–1.11) .004

Female sex (n, %) 526 (66.8) 340 (55.4) 1.62 (1.31–2.02)  < .001 1.37 (1.04–1.80) .025

Non-heterosexual (n, %) 79 (10.0) 61 (10.1) 1.01 (.71–1.43) .99 -

Marital status single (n, %) 558 (69.5) 420 (68.2) 1.06 (.85–1.33) .603 -

Have children (n, %) 78 (9.7) 49 (8.0) 1.25 (.86–1.81) .262 -

Live alone (n, %) 316 (39.4) 224 (36.4) 1.14 (.91–1.41) .270 -

Move to participate in this residency (n, %) 520 (64.8) 393 (63.8) 1.04 (.84–1.30) .737 -

Surgical training area (n, %) 367 (45.7) 243 (39.4) 1.29 (1.04–1.60) .020 -

Post-graduation year (median, IQR) 2 (1–3) 2 (1–3) - .838 -

Weekly working hours in residency (median, IQR) 70 (60–80) 60 (60–70) -  < .001 1.15 (1.05–1.27) .004

Weekly moonlighting hours (median, IQR) 9 (3–18) 9 (3–18) - .791 -

Leisure time (hours/week, median, IQR) 5 (2–10) 7 (4–12) -  < .001 -

Absence of day off (n, %) 322 (40.1) 168 (27.3) 1.79 (1.42–2.24)  < .001 -

Poor learning experience (n, %) 307 (38.2) 108 (17.5) 2.91 (2.26–3.75)  < .001 -

Work-personal life conflicts (n, %) 681 (84.8) 422 (68.5) 2.57 (1.99–3.32)  < .001 1.57 (1.13–2.17) .007

General poor feeling about residency program (n, %) 237 (29.5) 59 (9.6) 3.95 (2.91–5.38) -

Few classroom activities (n, %) 455 (57.1) 271 (44.4) 1.66 (1.35–2.06)  < .001 1.30 (1.00–1.70) .049

Providing assistance without supervision often (n, %) 523 (65.1) 260 (42.2) 2.56 (2.06–3.12)  < .001 1.57 (1.20–2.05) .001

Choosing the wrong specialty (n, %) 374 (46.6) 138 (22.4) 3.02 (2.39–3.82)  < .001 -

Occurrence of psychological abuse (n, %) 581 (72.4) 307 (49.8) 2.63 (2.11–3.29)  < .001 -

Occurrence of psychological abuse from attendings (n, %) 406 (50.6) 180 (29.2) 2.48 (1.98–3.09)  < .001 -

Occurrence of psychological abuse from patients (n, %) 190 (23.7) 103 (16.7) 1.54 (1.18–1.02) .001 -

Occurrence of psychological abuse from colleague residents 
(n, %)

172 (21.4) 72 (11.7) 2.06 (1.53–2.78)  < .001 -

Occurrence of sexual abuse in your residency program (n, %) 263 (32.8) 155 (25.2) 1.45 (1.15–1.83) .002 -

Occurrence of sexual abuse in your residency program from 
attendings (n, %)

105 (13.1) 52 (8.4) 1.63 (1.15–2.32) .006 -

Occurrence of physical aggression in your residency program 
(n, %)

154 (19.2) 84 (13.6) 1.50 (1.13–2.01) .006 -

Depression (n, %) 569 (70.9) 97 (15.7) 13.01 (9.98–17.0)  < .001 10.17 (7.70–13.14)  < .001

Diurnal somnolence† (n, %) 596 (74.2) 300 (48.7) 3.03 (2.43–3.79)  < .001 1.84 (1.39–2.44)  < .001

Burnout (n, %) 388 (48.3) 137 (22.2) 3.27 (2.58–4.14)  < .001 -
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Table 4  Associations between characteristics of residents, residency program-related factors, occurrence of abuses and presence of 
burnout

a  Fisher exact or Mann–Whitney tests
b  Final binary logistic regression model: AUROC = .780 (95%CI = .753-.806)

This model enrolled 1,398 individuals (21 [1,5%] had at least one missing variable)

Variable Burnout (n = 525) Controls (n = 894) OR (95%CI) pa ORadj (95%CI)b pb

Age (years, median, IQR) 28 (26–30) 28 (27–30) - .083 .94 (.90–99) .010

Male sex (n, %) 226 (43.6) 309 (35.0) 1.44 (1.15–1.80) .001 2.11 (1.58–2.81)  < .001

Non-heterosexual (n, %) 50 (9.7) 90 (10.2) 1.06 (.74–1.53) .782 -

Marital status single (n, %) 376 (71.6) 602 (67.3) 1.22 (.97–1.55) .096 -

Have children (n, %) 38 (7.2) 89 (10.0) .71 (.48–1.05) .101 -

Live alone (n, %) 210 (40.0) 330 (36.9) 1.14 (.91–1.42) .314 -

Move to participate in this residency (n, %) 346 (65.9) 567 (63.4) 1.12 (.89–1.40) .359 -

Surgical training area (n, %) 266 (50.7) 344 (38.5) 1.64 (1.32–2.04)  < .001 -

Post-graduation year (median, IQR) 2 (1–3) 2 (1–3) .925 -

Weekly working hours in residency (median, IQR) 70 (60–90) 60 (60–80) -  < .001 1.20 (1.10–1.32)  < .001

Weekly moonlighting hours (median, IQR) 9 (3–18) 9 (3–18) - .460 -

Leisure time (hours/week, median, IQR) 4 (2–8) 6 (4–12) -  < .001 .98 (.96–1.00) .044

Absence of day off (n, %) 242 (46.1) 248 (27.7) 2.23 (1.78–2.79)  < .001 1.34 (1.00–1.79) .047

Poor learning experience (n, %) 223 (42.5) 192 (21.5) 2.70 (2.13–3.42)  < .001 1.48 (1.09–2.02) .013

Work-personal life conflicts (n, %) 455 (86.7) 648 (72.5) 2.47 (1.84–3.30)  < .001 -

General poor feeling about residency program (n, %) 168 (32.0) 128 (14.3) 2.82 (2.17–3.66)  < .001 -

Few classroom activities (n, %) 302 (58.0) 424 (47.9) 1.50 (1.21–1.87)  < .001 -

Providing assistance without supervision often (n, %) 365 (69.5) 418 (46.8) 2.60 (2.07–3.26)  < .001 1.32 (1.00–1.76) .049

Choosing the wrong specialty (n, %) 280 (53.3) 232 (26.0) 3.26 (2.60–4.09)  < .001 1.77 (1.32–2.35)  < .001

Occurrence of psychological abuse (n, %) 410 (78.1) 478 (53.5) 3.10 (2.43–3.96)  < .001 -

Occurrence of psychological abuse from attendings (n, 
%)

303 (57.7) 283 (31.7) 2.95 (2.36–3.68)  < .001 1.56 (1.21–2.13) .002

Occurrence of psychological abuse from patients (n, %) 142 (27.0) 151 (16.9) 1.82 (1.41–2.37)  < .001 1.57 (1.13–2.17) .006

Occurrence of psychological abuse from colleague 
residents (n, %)

142 (27.0) 102 (11.4) 2.88 (2.17–3.82)  < .001 -

Occurrence of sexual abuse in your residency program 
(n, %)

198 (37.7) 220 (24.6) 1.86 (1.47–2.34)  < .001 -

Occurrence of sexual abuse in your residency program 
from attendings (n, %)

91 (17.3) 66 (7.4) 2.63 (1.88–3.69)  < .001 -

Occurrence of physical aggression in your residency 
program (n, %)

119 (22.7) 119 (13.3) 1.91 (1.44–2.53)  < .001 -

Anxiety (n, %) 388 (73.9) 415 (46.4) 3.27 (2.58–4.14)  < .001 -

Depression (n, %) 359 (68.4) 307 (34.3) 4.14 (3.29–5.20)  < .001 2.53 (1.89–3.38)  < .001

Diurnal somnolence† (n, %) 397 (75.6) 499 (55.8) 2.46 (1.93–3.12)  < .001 1.52 (1.13–2.04) .006

Table 5  Spearman correlation (r) among depression, anxiety, burnout (and emotional exhaustion and depersonalization domains) 
and diurnal somnolence screenings

All of the interactions presented a p-value < .001.

Variable Depression Anxiety Burnout Burnout domain

Emotional Depersonalization

Anxiety .547  -

Burnout .329 .267  -

Emotional domain .283 .316 .235  -

Depersonalization domain .318 .254 .987 .214  -

Diurnal somnolence .230 .262 .198 .263 .186
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According to our data and a large Japanese study, there 
is a quasi-linear relation between increasing duty hours 
and depression [9], confirmed on prospective data [12]. 
Depression and overwork also occur in other populations 
[25] owing to a complex interaction of imbalance among 
high job demands and poor rewards from work, less lei-
sure time, more work-family conflicts, and poor sleep. In 
fact, diurnal somnolence and the absence of at least one 
day off were independently related to depression in our 
data.

Sleep quality decreases along with residency training 
due to on-call shifts and studying cases. There are data 
on the negative impact of sleep deprivation on cognitive 
function and learning in different settings [26], as well as 
its correlates to depression and anxiety [7].

Mistreatment in the workplace is a risk factor for 
depression [27]. Among residents, public belittlement 
and humiliation are common forms of mistreatment. We 
evaluated the concept of being mistreated or witnessing 
mistreatment, which points more to the work environ-
ment than to individual relationships.

However, it should be mentioned that sleepiness, poor 
self-perception of learning and noticing more mistreat-
ment could be a symptom of depression.

As we observed, a higher frequency of anxiety among 
women is often reported [4], but its association with 
training areas and post-graduate year are not consistent 
[7].

The association between long working hours and anxi-
ety also occurs in the general population [28]. There is an 
association between resident duty hours, the number of 
patients being cared for, and insufficient supervision [29]. 
We hypothesize that foreseeing problems while medically 
assisting without  faculty supervision may predispose to 
an anxiety state. High workloads may also lead to stress 
and sleep disturbances [30], contributing to anxiety. 
Other studies found a rise in anxiety with increasing age 
[4] probably due to interactions with extra-residency fac-
tors, such as work-personal life conflicts.

Studies addressing the role of supervision by attendings 
or classroom activities addressing anxiety are lacking. We 
hypothesize that such activities may consolidate learning 
and engage the team which could mitigate anxiety.

Different definitions of burnout and selection criteria 
have led to different results on recent meta-analyses of 
sex, age, post-graduation year, and medical specialty as 
risk factors [5, 31]. The effect of a post-graduation year 
is probably more influenced by duty hours than by PGY 
itself.

Men seem to be more affected by workloads and 
the depersonalization domain [11], while women are 
more likely to experience work-personal life conflicts 
and the emotional exhaustion domain [10, 13]. Age as 

a protection factor may reflect those conflicts since our 
sample is composed chiefly of single individuals. Our 
findings corroborate a recent review [31] indicating that 
there is no specific group of specialties leading to burn-
out – or depression and anxiety – but there are different 
patterns of burnout domains in each specific specialty.

We observed that burnout was related to longer work-
ing hours, absence of days off, less leisure time and 
diurnal somnolence, aspects relating to excessive work 
requests which are associated with a feeling of lack of 
professional accomplishment, as the idea of having cho-
sen the wrong specialty. Another factor related to burn-
out is extensive interpersonal conflicts at work, which 
agrees with our findings of psychological abuse from 
attendings and patients, also observed by others [13]. 
The relationship between inadequate supervision and 
increased burnout has already been reported [10] and 
may represent a poor learning environment and resident 
overwork.

Burned-out physicians engage less in their activities 
and with patients [11], which may be related to an insuffi-
cient learning experience during training, as we observed. 
The effect of higher levels of burnout was already linked 
to lower scores in performance on objective evaluation, 
an impairment comparable to the  knowledge expected 
to be acquired over an entire year [32].

In literature there are correlates among depression and 
burnout and anxiety [6, 7] in line with ours, indicating 
a state of mental distress during residency more than a 
specific diagnosis.

Psychological distress is correlated with several fac-
tors, intrinsic and environmental. These exposures and 
results we found could be similar in other populations, 
mostly those similar in workloads and stress levels, such 
as nurses, police officers, and firefighters.

Residency program aspects could be addressed by 
policymakers, but also program coordinators and fac-
ulty members, to enhance the training environment. It 
is possible to schedule classroom activities, conferences 
and feedback sessions, improve attending’s supervision 
with andragogical learning techniques, and tailor activi-
ties to engage the team. There is a need to achieve a bal-
ance between skills acquirements, residents’ wellbeing 
and quality of patient care. Regulatory institutions could 
also be aware that duty-hours violations are related not 
only to physical stress but psychological issues. So, they 
should reinforce the ways to guarantee that the limits be 
respected.

Individual factors may be focused on resilience 
strengthening and cognitive processing. The stigma of 
mental illness should be clarified, and professional assis-
tance could be offered to all residents. Our results may 
help clinicians’ approach to those individuals, once we 
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highlighted some major elements that play roles in this 
process.

Our study has a number of limitations. It was a con-
venience sample, and a selection bias cannot be excluded. 
Despite this, our sample is comparable to Brazilian 
census data [33] on distribution of age, sex, geographi-
cal region and training areas and is equivalent to 4% of 
Brazilian residents. The social media spread of our sur-
vey could lead to non-residents responding to it and a 
priori not all residents are potentially accessible through 
this system. We applied short versions of screening tools, 
which tends to diminish accuracy and it is not diagnos-
tic of any of the outcomes measured. Questions related 
to residency programs were not externally validated and 
could be addressed by further studies. View, recruitment 
and completion rates could not be measured.

Conclusion
Depression, anxiety, and burnout in medical residents are 
frequent and related to individual factors such as age and 
sex, but also to residency programs aspects, such as long 
duty hours, the occurrence of mistreatment, poor learn-
ing experience, provision of assistance without proper 
supervision, work-personal life conflicts, few classroom 
activities, and absence of at least one day off per week.

Abbreviations
PHQ-4: Patient Health Questionnaire-4; MBI-2i: Two items version Maslach 
Burnout Inventory; ESS: Epworth Somnolence Scale; PGY: Post-graduation 
year.

Acknowledgements
Not applicable.

Authors’ contributions
MLM: concepted and designed the study, acquired data, performed statistical 
analysis and wrote the draft of the study. PASRF and MMV: designed the study 
and reviewed critically and scientifically the paper. All authors have read and 
approved the manuscript.

Funding
This study did not receive any grants or funding.

Availability of data and materials
The datasets used and analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Ethical approval for this study was obtained from the Federal University of 
Pernambuco Ethics Committee (approval number: 3.314.833). We confirm that 
all methods were carried out in accordance with the Brazilian Ethics standards.
All volunteers gave their informed consent before enrolling in the study.

Consent to publication
Not applicable.

Competing interests
All the authors declare that they have no conflict of interests.

Author details
1 Division of Neuropsychiatry, Federal University of Pernambuco (UFPE), Recife, 
Brazil. 2 Neurology Unit, Hospital da Restauração, Recife, Brazil. 3 Medical School, 
Uninassau, Recife, Brazil. 4 Headache Clinic, Hospital Universitario Oswaldo 
Cruz, University of Pernambuco (UPE), Recife, Brazil. 

Received: 21 February 2022   Accepted: 6 April 2022

References
	1.	 Lee JI, Lee MB, Liao SC, et al. Prevalence of Suicidal Ideation and 

Associated Risk Factors in the General Population. J Formos Med Assoc 
Published online. 2010. https://​doi.​org/​10.​1016/​S0929-​6646(10)​60034-4.

	2.	 Mélo Silva Júnior ML, Melo TS, Sousa Menezes NC, Valença MM, Sampaio 
Rocha‐Filho PA. Headache in Medical Residents: A Cross‐Sectional Web‐
Based Survey. Headache J Head Face Pain. 2020;60(10):2320–9. https://​
doi.​org/​10.​1111/​head.​14000.

	3.	 De Oliveira GS, Chang R, Fitzgerald PC, et al. The prevalence of burnout 
and depression and their association with adherence to safety and prac‑
tice standards: A survey of united states anesthesiology trainees. Anesth 
Analg. 2013;117(1):182–93. https://​doi.​org/​10.​1213/​ANE.​0b013​e3182​
917da9.

	4.	 Marzouk M, Ouanes-Besbes L, Ouanes I, Hammouda Z, Dachraoui F, 
Abroug F. Prevalence of anxiety and depressive symptoms among medi‑
cal residents in Tunisia: a cross-sectional survey. BMJ Open. 2018;8(7): 
e020655. https://​doi.​org/​10.​1136/​bmjop​en-​2017-​020655.

	5.	 Low ZX, Yeo KA, Sharma VK, et al. Prevalence of Burnout in Medical and 
Surgical Residents: A Meta-Analysis. Int J Environ Res Public Health. 
2019;16(9):1479. https://​doi.​org/​10.​3390/​ijerp​h1609​1479.

	6.	 Pereira-Lima K, Loureiro SR. Burnout, anxiety, depression, and social skills 
in medical residents. Psychol Heal Med Published online. 2015. https://​
doi.​org/​10.​1080/​13548​506.​2014.​936889.

	7.	 Ángeles-Garay U, Tlecuitl-Mendoza N, Jiménez López JL, Velázquez García 
JA. Association of depression and anxiety with characteristics related to 
the training of medical residents. Salud Ment. 2020;43(5):195–9. https://​
doi.​org/​10.​17711/​SM.​0185-​3325.​2020.​027.

	8.	 Sen S, Kranzler HR, Krystal JH, et al. A prospective cohort study investigat‑
ing factors associated with depression during medical internship. Arch 
Gen Psychiatry Published online. 2010. https://​doi.​org/​10.​1001/​archg​
enpsy​chiat​ry.​2010.​41.

	9.	 Ogawa R, Seo E, Maeno T, Ito M, Sanuki M, Maeno T. The relationship 
between long working hours and depression among first-year residents 
in Japan. BMC Med Educ. 2018;18(1):50. https://​doi.​org/​10.​1186/​
s12909-​018-​1171-9.

	10.	 Dyrbye LN, Shanafelt T. A narrative review on burnout experienced by 
medical students and residents. Med Educ. 2016;50(1):132–49. https://​
doi.​org/​10.​1111/​medu.​12927.

	11.	 Langballe EM, Innstrand ST, Aasland OG, Falkum E. The predictive value 
of individual factors, work-related factors, and work-home interaction on 
burnout in female and male physicians: A longitudinal study. Stress Heal 
Published online. 2011. https://​doi.​org/​10.​1002/​smi.​1321.

	12.	 Pereira-Lima K, Gupta RR, Guille C, Sen S. Residency Program Factors 
Associated With Depressive Symptoms in Internal Medicine Interns. 
Acad Med. 2019;94(6):869–75. https://​doi.​org/​10.​1097/​ACM.​00000​00000​
002567.

	13.	 Cheng MY, Neves SL, Rainwater J, et al. Exploration of Mistreatment 
and Burnout Among Resident Physicians: a Cross-Specialty Observa‑
tional Study. Med Sci Educ. 2020;30(1):315–21. https://​doi.​org/​10.​1007/​
s40670-​019-​00905-z.

	14.	 von Elm E, Altman DG, Egger M, et al. The Strengthening the Report‑
ing of Observational Studies in Epidemiology (STROBE) statement: 
guidelines for reporting observational studies. Lancet (London, England). 
2007;370(9596):1453–7. https://​doi.​org/​10.​1016/​S0140-​6736(07)​61602-X.

	15.	 Eysenbach G. Improving the quality of Web surveys: the Checklist for 
Reporting Results of Internet E-Surveys (CHERRIES). J Med Internet Res. 
2004;6(3): e34. https://​doi.​org/​10.​2196/​jmir.6.​3.​e34.

	16.	 Finn KM, Metlay JP, Chang Y, et al. Effect of Increased Inpatient Attending 
Physician Supervision on Medical Errors, Patient Safety, and Resident 

https://doi.org/10.1016/S0929-6646(10)60034-4
https://doi.org/10.1111/head.14000
https://doi.org/10.1111/head.14000
https://doi.org/10.1213/ANE.0b013e3182917da9
https://doi.org/10.1213/ANE.0b013e3182917da9
https://doi.org/10.1136/bmjopen-2017-020655
https://doi.org/10.3390/ijerph16091479
https://doi.org/10.1080/13548506.2014.936889
https://doi.org/10.1080/13548506.2014.936889
https://doi.org/10.17711/SM.0185-3325.2020.027
https://doi.org/10.17711/SM.0185-3325.2020.027
https://doi.org/10.1001/archgenpsychiatry.2010.41
https://doi.org/10.1001/archgenpsychiatry.2010.41
https://doi.org/10.1186/s12909-018-1171-9
https://doi.org/10.1186/s12909-018-1171-9
https://doi.org/10.1111/medu.12927
https://doi.org/10.1111/medu.12927
https://doi.org/10.1002/smi.1321
https://doi.org/10.1097/ACM.0000000000002567
https://doi.org/10.1097/ACM.0000000000002567
https://doi.org/10.1007/s40670-019-00905-z
https://doi.org/10.1007/s40670-019-00905-z
https://doi.org/10.1016/S0140-6736(07)61602-X
https://doi.org/10.2196/jmir.6.3.e34


Page 10 of 10de Mélo Silva Júnior et al. BMC Psychiatry          (2022) 22:272 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

Education. JAMA Intern Med. 2018;178(7):952. https://​doi.​org/​10.​1001/​
jamai​ntern​med.​2018.​1244.

	17.	 Staples LG, Dear BF, Gandy M, et al. Psychometric properties and clinical 
utility of brief measures of depression, anxiety, and general distress: The 
PHQ-2, GAD-2, and K-6. Gen Hosp Psychiatry. 2019;56:13–8. https://​doi.​
org/​10.​1016/j.​genho​sppsy​ch.​2018.​11.​003.

	18.	 Mitchell AJ, Yadegarfar M, Gill J, Stubbs B. Case finding and screening 
clinical utility of the Patient Health Questionnaire (PHQ-9 and PHQ-2) 
for depression in primary care: a diagnostic meta-analysis of 40 studies. 
BJPsych Open. 2016;2(2):127–38. https://​doi.​org/​10.​1192/​bjpo.​bp.​115.​
001685.

	19.	 Plummer F, Manea L, Trepel D, McMillan D. Screening for anxiety disor‑
ders with the GAD-7 and GAD-2: a systematic review and diagnostic 
metaanalysis. Gen Hosp Psychiatry. 2016;39:24–31. https://​doi.​org/​10.​
1016/j.​genho​sppsy​ch.​2015.​11.​005.

	20.	 Riley MR, Mohr DC, Waddimba AC. The reliability and validity of three-
item screening measures for burnout: Evidence from group-employed 
health care practitioners in upstate New York. Stress Heal. 2018;34(1):187–
93. https://​doi.​org/​10.​1002/​smi.​2762.

	21.	 West CP, Dyrbye LN, Satele DV, Sloan JA, Shanafelt TD. Concurrent Validity 
of Single-Item Measures of Emotional Exhaustion and Depersonalization 
in Burnout Assessment. J Gen Intern Med. 2012;27(11):1445–52. https://​
doi.​org/​10.​1007/​s11606-​012-​2015-7.

	22.	 Bertolazi AN, Fagondes SC, Hoff LS, Pedro VD, Menna Barreto SS, Johns 
MW. Portuguese-language version of the Epworth sleepiness scale: 
validation for use in Brazil. J Bras Pneumol. 2009;35(9):877–83. https://​doi.​
org/​10.​1590/​S1806-​37132​00900​09000​09.

	23.	 Mata DA, Ramos MA, Bansal N, et al. Prevalence of Depression 
and Depressive Symptoms Among Resident Physicians. JAMA. 
2015;314(22):2373. https://​doi.​org/​10.​1001/​jama.​2015.​15845.

	24.	 Joules N, Williams DM, Thompson AW. Depression in Resident Physicians: 
A Systematic Review. Open J Depress. 2014;03(03):89–100. https://​doi.​
org/​10.​4236/​ojd.​2014.​33013.

	25.	 Weston G, Zilanawala A, Webb E, Carvalho LA, McMunn A. Long work 
hours, weekend working and depressive symptoms in men and women: 
findings from a UK population-based study. J Epidemiol Community 
Health. 2019;73(5):465–74. https://​doi.​org/​10.​1136/​jech-​2018-​211309.

	26.	 Owens M, Stevenson J, Hadwin JA, Norgate R. Anxiety and depression in 
academic performance: An exploration of the mediating factors of worry 
and working memory. Sch Psychol Int. 2012;33(4):433–49. https://​doi.​org/​
10.​1177/​01430​34311​427433.

	27.	 Kivimaki M. Workplace bullying and the risk of cardiovascular disease and 
depression. Occup Environ Med. 2003;60(10):779–83. https://​doi.​org/​10.​
1136/​oem.​60.​10.​779.

	28.	 Kleppa E, Sanne B, Tell GS. Working Overtime is Associated With Anxiety 
and Depression: The Hordaland Health Study. J Occup Environ Med. 
2008;50(6):658–66. https://​doi.​org/​10.​1097/​JOM.​0b013​e3181​734330.

	29.	 Buddeberg-Fischer B, Klaghofer R, Buddeberg C. Stress at Work and Well-
being in Junior Residents. Z Psychosom Med Psychother. 2005;51(2):163–
78. https://​doi.​org/​10.​13109/​zptm.​2005.​51.2.​163.

	30.	 Kalmbach DA, Abelson JL, Arnedt JT, Zhao Z, Schubert JR, Sen S. Insom‑
nia symptoms and short sleep predict anxiety and worry in response 
to stress exposure: a prospective cohort study of medical interns. Sleep 
Med. 2019;55:40–7. https://​doi.​org/​10.​1016/j.​sleep.​2018.​12.​001.

	31.	 Prentice S, Dorstyn D, Benson J, Elliott T. Burnout Levels and Patterns in 
Postgraduate Medical Trainees: A Systematic Review and Meta-Analysis. 
Acad Med. 2020;95(9):1444–54. https://​doi.​org/​10.​1097/​ACM.​00000​00000​
003379.

	32.	 West CP, Shanafelt TD, Kolars JC. Quality of Life, Burnout, Educational 
Debt, and Medical Knowledge Among Internal Medicine Residents. 
JAMA. 2011;306(9):952. https://​doi.​org/​10.​1001/​jama.​2011.​1247.

	33.	 Scheffer M, Cassenote A, Guilloux AGA, et al. Demografia Médica No Brasil 
2018. São Paulo: Conselho Federal de Medicina; 2018.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://doi.org/10.1001/jamainternmed.2018.1244
https://doi.org/10.1001/jamainternmed.2018.1244
https://doi.org/10.1016/j.genhosppsych.2018.11.003
https://doi.org/10.1016/j.genhosppsych.2018.11.003
https://doi.org/10.1192/bjpo.bp.115.001685
https://doi.org/10.1192/bjpo.bp.115.001685
https://doi.org/10.1016/j.genhosppsych.2015.11.005
https://doi.org/10.1016/j.genhosppsych.2015.11.005
https://doi.org/10.1002/smi.2762
https://doi.org/10.1007/s11606-012-2015-7
https://doi.org/10.1007/s11606-012-2015-7
https://doi.org/10.1590/S1806-37132009000900009
https://doi.org/10.1590/S1806-37132009000900009
https://doi.org/10.1001/jama.2015.15845
https://doi.org/10.4236/ojd.2014.33013
https://doi.org/10.4236/ojd.2014.33013
https://doi.org/10.1136/jech-2018-211309
https://doi.org/10.1177/0143034311427433
https://doi.org/10.1177/0143034311427433
https://doi.org/10.1136/oem.60.10.779
https://doi.org/10.1136/oem.60.10.779
https://doi.org/10.1097/JOM.0b013e3181734330
https://doi.org/10.13109/zptm.2005.51.2.163
https://doi.org/10.1016/j.sleep.2018.12.001
https://doi.org/10.1097/ACM.0000000000003379
https://doi.org/10.1097/ACM.0000000000003379
https://doi.org/10.1001/jama.2011.1247

	Individual and residency program factors related to depression, anxiety and burnout in physician residents – a Brazilian survey
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Introduction
	Methods
	Mistreatment
	Work-personal life conflicts
	Learning experience
	General feeling about the residency program
	Frequency of attendings’ supervision
	Frequency of classroom activities
	Duty hours
	Absence of a day off
	Choosing the wrong specialty
	Leisure time
	Patient Health Questionnaire-4 (PHQ-4)
	Two items version of Maslach Burnout Inventory (MBI-2i)
	Epworth Somnolence Scale (ESS)
	Statistical analysis

	Results
	Depression
	Anxiety
	Burnout
	Co-occurrence of depression, anxiety and burnout

	Discussion
	Conclusion
	Acknowledgements
	References


