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Burnout syndrome in higher education health professionals 
working in indigenous health in Brazil

Abstract  The aim of this study was to investiga-
te the prevalence of burnout syndrome in higher 
education health professionals working in indige-
nous health in Brazil, and to identify associated 
factors. This is an observational, analytical, and 
cross-sectional study. Data collection was based 
on the application of a questionnaire (personal 
profile and MBI-HSS) and included 513 pro-
fessionals. The prevalence of burnout was 65%. 
Greater likelihood of emotional exhaustion was 
observed among younger professionals, who had 
worked in indigenous health for longer time, in 
the care function and with lower level of tranqui-
lity when working during the pandemic.  Lower 
likelihood of having low personal accomplishment 
at work was observed among older professionals, 
professionals who had worked in indigenous he-
alth for shorter time, who worked in clinical care 
during the pandemic and those with lower level 
of tranquility when working during the pandemic. 
Greater likelihood of depersonalization was fou-
nd among married professionals, who worked in 
clinical care during the pandemic and those with 
lower level of tranquility when working during the 
pandemic. This study contributes with an impor-
tant assessment of the existence of BS predictors in 
health professionals working in indigenous health.
Key words Burnout, Psychological, Occupational 
health, Health of indigenous peoples
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Introduction

Indigenous health in Brazil is regulated by the 
Indigenous Health Care Subsystem (SasiSUS) 
incorporated into the SUS through Law No. 
9.836/1999 and described in the National Health 
Care Policy for Indigenous Peoples (PNASPI)1, 
which includes among its guidelines the inser-
tion of primary care in indigenous territories, in 
intercultural contexts with guarantee of autono-
my of care by respecting the specificities of each 
people, including their knowledge and medical 
practices, in addition to their autonomy through 
social control and training of their human re-
sources2.

 The implementation of PNASPI in Brazil, 
since its creation in 2000 and its approval in 
20021, has presented challenges and seems to 
be precarious in its implementation3, requiring 
different skills and resources from professionals 
who work in it to face reality. The precarious-
ness of health structures, the scarcity of supplies 
and equipment, the logistical complexity and the 
high turnover of professionals are factors that 
negatively impact the quality of health services 
provided within indigenous territories3.

 In this context, the COVID-19 pandemic led 
to the worsening of the indigenous health con-
dition4, not only due to the number of cases and 
deaths and their biomedical and epidemiological 
repercussions, but also due to the multiple and 
devastating impacts and social, economic, polit-
ical and cultural transformations, representing a 
harmful combination that acts, together with the 
virus, in the constitution of risk and vulnerability 
environments5.

The analysis of the impacts of this scenario 
must be carried out from different perspectives, 
and it is opportune and necessary to also look at 
health professionals working with these popula-
tions, since the work process may have become 
even more challenging and stressful. The wors-
ening of chronic exposure to stressors combined 
with the adapting and coping inability6 may have 
caused experiences and required different skills 
and resources from these professionals to face the 
unique reality in indigenous health, so aggravat-
ed by the pandemic.

Burnout syndrome (BS) is described as a 
process of psychophysical disease resulting from 
intense exposure to chronic stress in the work 
environment 7. BS consists of three dimensions: 
emotional exhaustion is related to the report of 
lack of energy and feeling of depletion of re-
sources in relation to work, with personal con-

flict in relationships and work overload as the 
main cause; depersonalization corresponds to 
affective dissimulation, distancing and imper-
sonal treatment with patients, and may present 
symptoms such as lack of commitment to results, 
self-centered conduct, alienation, anxiety, irrita-
bility and demotivation, and finally; low profes-
sional achievement is characterized by negative 
self-evaluation, dissatisfaction and decline in the 
feeling of competence and success.

 BS is usually associated with high work-
load, low control over the work process and lit-
tle support from management and colleagues8. 
In addition to these aspects, the negative effects 
of the COVID-19 pandemic have brought new 
factors that can increase the risk of burnout in 
health professionals9,10. Considering that this is-
sue has been little discussed among indigenous 
health workers, this study sought to investigate 
the prevalence of burnout syndrome in higher 
education professionals working in indigenous 
health in Brazil and associated factors.

Methods

This is an observational, cross-sectional, quanti-
tative and analytical study developed with higher 
education professionals working in Brazilian in-
digenous health. Data collection was carried out 
between June and December 2020, a period con-
comitant with a critical phase of the COVID-19 
pandemic in the indigenous population, both in 
terms of number of new cases and deaths, which 
many times exceeded the rates observed in the 
non-indigenous population of the country11.

 Considering the estimate that there were ap-
proximately 7,000 higher education professionals 
in Brazil in 2019 linked to indigenous health and 
the frequency of 25% of respondents in studies 
that used the same methodology12, it was esti-
mated that the minimum sample required for the 
study was 438 professionals located in Basic In-
digenous Health Units (UBSI), in Support Facil-
ities for Indigenous Health (CASAIs), in Health 
centers and headquarters of the 34 Special Indig-
enous Health Districts (DSEIs) in Brazil.

 The Indigenous Health Care Subsystem (Sa-
siSUS) in Brazil is composed of the 34 DSEIs 
coordinated by the Special Secretariat for In-
digenous Health (SESAI) under the Ministry of 
Health (MS). DSEIs represent the decentralized 
management units of SasiSUS, strategically de-
fined by territorial criteria based on the geo-
graphical occupation of indigenous communities 
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and have administrative, budgetary and financial 
autonomy, in addition to health responsibility. 
DSEIs are responsible for Primary Health Care 
in their territories, having as service structure 
the basic indigenous health units, health cen-
ters and Support Facilities for Indigenous Health 
(CASAI). Health centers represent the first ref-
erence for Indigenous Health Agents who work 
in villages and count on the work of a Multidis-
ciplinary Indigenous Health Team. CASAIs are 
places of reception and support for the Indian, 
who comes from the village/ Health centers, with 
the function of facilitating the access of the indig-
enous population to secondary and/or tertiary 
care, serving as support between the village and 
the SUS service network.

 The recruitment of professionals who par-
ticipated in the study was carried out based on 
different strategies, including dissemination 
through social networks linked to Indigenous 
Health, by national groups of indigenous health 
workers and through the coordination of the 
Special Secretariat for Indigenous Health (SES-
AI) by Email and instant communicator applica-
tion (WhatsApp).

 Upon being invited to participate, higher 
education professionals received, in addition to 
the explanation about the survey, a link to access 
the Google Forms form, providing opportunities 
for interested parties to participate immediately 
upon receiving the invitation. The link allowed 
access to the Free and Informed Consent Form, 
and once accepted, the research instrument was 
released for completion.

 In order to have individual control in the 
sending of responses, the individual email of each 
participant was collected in one of the responses 
to the instrument, providing the opportunity for 
individual results to be sent to participants.

 From the initial disclosure of the research to 
indigenous health professionals, reminders were 
sent in the various previously mentioned chan-
nels, numerous times, until acceptance of partic-
ipation ceased.

 Data were collected through a standardized 
self-administered questionnaire, with manda-
tory answers to all questions and divided into 
two sections. The first section, aimed at col-
lecting information on factors associated with 
BS (independent variables), addressed socio-
demographic and occupational characteristics 
that included: age, sex, marital status, number 
of children, area and level of education, place 
of work [Village ; CASAI; Health center; DSEI 
(headquarters); SESAI (headquarters)], feder-

ative unit of link with indigenous health, time 
of link with indigenous health [less than 12 
months; from 1 to 5 years; from 6 to 10 years 
and over 10 years], function in indigenous health 
[Care; Administrative], monthly family income 
[R$ 2.000,00 to R$ 6.000,00; R$ 7.000,00 to R$ 
9.000,00; R$ 10.000,00 to R$ 15.000,00 and above 
R$ 15.000,00] in addition to the work situation 
in the pandemic [Are you in clinical care during 
the pandemic? Yea; No/How do you rate the level 
of tranquility you feel when working during the 
pandemic: 0 – none, and 10 – full tranquility].

 The second section consisted of the validated 
Malasch Burnout Inventory (MBI) psychologi-
cal assessment questionnaire, Maslach Burnout 
Inventory-Human Service Survey – HSS ver-
sion13,14, used to characterize BS in professionals 
in the area of ​​human and health services, adapted 
by Tamayo (1997)15. MBI-HSS is a self-adminis-
tered inventory consisting of 22 items, which 
are evaluated using a reduced Likert-type scale 
(1-never, 2-rarely, 3-sometimes, 4-often, 5-al-
ways), the three dimensions established by the 
Maslach’s theoretical model on how individuals 
perceive their work: emotional exhaustion – EE 
(feelings of fatigue and exhaustion at work with 
9 items - questions 1, 2, 3, 6, 8, 13, 14, 16 and 
20), personal achievement at work – RP (feelings 
of incompetence with 8 items – questions 4, 7, 
9, 12, 17, 18, 19 and 21) and depersonalization 
– DE (feelings of insensitivity and distance from 
patients or service with five items – questions 5, 
10, 11, 15 and 22). The scores obtained for each 
of the dimensions in addition to the total MBI-
HSS score constituted the dependent variables of 
the study.

 For the analysis of the prevalence of BS, al-
ready established criteria were used as the main 
basis16-18 and the individuals who presented, in 
the EE and DE dimensions, the average of re-
sponse options equal to or greater than “often” 
indicate the presence of BS. In the RP dimension, 
this occurs with values ​​equal to or less than 4 
on the likert scale. Thus, in the EE and DE di-
mensions, high scores and in the RP dimension, 
low scores are related to predisposition to BS14. 
The presence of alteration in at least one of the 
dimensions, characterized in this study, indicates 
presence of BS.

 As guided by the creators of the inventory, 
each dimension was individually evaluated13. 
Initially, descriptive analyses of the characteris-
tics of respondents and responses to the research 
instrument were carried out. The associations of 
independent variables with dimension scores and 
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total score were analyzed using simple and multi-
ple logistic regression models. For this, the scores 
of each dimension and total scores were classified 
as high and low, by the median, taking as refer-
ence the response pattern of the sample itself19. 
Variables with p < 0.20 in the simple models were 
tested in multiple models, remaining in the final 
models those with p ≤ 0.05 after adjustments for 
the other variables of the model. Crude and ad-
justed odds ratios were estimated with 95% con-
fidence intervals. The adjustment of models was 
evaluated by the AIC (Akaike information crite-
rion). All analyses were performed using the R20 
software, with 5% significance level.

This study has approval certification from the 
Research Ethics Committee (CEP) under pro-
tocol No. 3.981.718. All ethical standards were 
considered in compliance with Resolutions No. 
466/2012 of the National Health Council.

Results
 
The final sample consisted of 513 professionals 
and Table 1 presents the sociodemographic and 
occupational characterization of respondents. 
It was observed that 63.0% of respondents were 
female, 47.6% aged 29-39 years, 40.7% were mar-
ried, 56.1% had children, 63.7% were nurses, 
46.4% had been working in indigenous health 
for 1-5 years, 60.8% had care function and 76.6% 
were in clinical care during the pandemic. A mi-
nority of respondents (2.1%) reported full tran-
quility when working during the pandemic.

 With regard to results of the evaluation of the 
MBI-HSS dimensions, it was found that 4.9% of 
professionals had Depersonalization, 13.8% had 
emotional exhaustion and 61% had low personal 
achievement at work, which resulted in prevalence 
of 65 % of professionals with at least one of the di-
mensions altered, characterizing presence of BS.

 Regarding the dimensions of the instrument, 
the minimum, maximum and median values ​​
were respectively: emotional exhaustion (min = 
1.0; max = 4.9 and med = 2.9); depersonalization 
(min = 1.0; max = 4.8 and med = 2.6) and pro-
fessional achievement (min = 1.0; max = 4.5 and 
med = 2.8). For the complete instrument, values ​​
were: min = 1.0; max = 4.6 and med = 2.8. Table 
2 presents the MBI-HSS results considering all 
questions and each dimension.

 As can be seen in Table 3, crude analyses 
showed association between emotional exhaus-
tion and age, area of expertise, function, being 
in clinical care during the pandemic and level of 

Table 1. Sociodemographic and occupational 
characterization of the sample of higher education 
health professionals working in indigenous health in 
Brazil (n = 513).

Variable Category Frequency (%)
Sex Female 323 (63.0%)

Male 190 (37.0%)
Age group (years) 18 to 28 102 (19.9%)

29 to 39 244 (47.6%)
40 to 49 123 (24.0%)
50 to 59 37 (7.2%)
60 or older 7 (1.4%)

Marital status Married 209 (40.7%)
Divorced 77 (15.0%)
Other 43 (8.4%)
Single 173 (33.7%)
Widower 11 (2.1%)

Have children No 225 (43.9%)
Yes 288 (56.1%)

Area of expertise Nursing 327 (63.7%)
Dentistry 51 (9.9%)
Medicine 42 (8.2%)
Nutrition 40 (7.8%)
Pharmacy 13 (2.5%)
Psychology 10 (2.0%)
Social Service 9 (1.8%)
Others 21 (4.1%)

Macro-region Midwestern 176 (34.4%)
Northeastern 116 (22.6%)
Northern 114 (22.3%)
Southeastern 82 (16.1%)
Southern 22 (4.3%)

Time working in 
indigenous health

Less than 1 year 46 (9.0%)
From 1 to 5 
years

238 (46.4%)

From 6 to 10 
years

140 (27.3%)

Over 10 years 89 (17.4%)
Function in the 
institution

Administrative 201 (39.2%)
Care 312 (60.8%)

Is in clinical 
care during the 
pandemic

No 120 (23.4%)
Yes 393 (76.6%)

Level of 
tranquility when 
working during 
the pandemic (0: 
none; 10 full)

0 72 (14.0%)
1 29 (5.6%)
2 59 (11.5%)
3 89 (17.4%)
4 64 (12.5%)
5 77 (15.0%)
6 0 (0.0%)
7 51 (9.9%)
8 52 (10.1%)
9 9 (1.8%)
10 11 (2.1%)

Source: Aurhors.
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tranquility when working during the pandemic 
(p < 0.05). Depersonalization was associated with 
area of expertise, function in indigenous health, 
being in clinical care and level of tranquility (p < 
0.05). On the other hand, low personal achieve-
ment at work, in the crude analyses, was asso-
ciated with sex, area of expertise, time of work 
with indigenous health, being in clinical care and 
level of tranquility (p < 0.05). The total score was 
associated with area of expertise, time of work 
with indigenous health, clinical care during the 

pandemic and level of tranquility when working 
during the pandemic (p < 0.05).

 Also in the crude analyses, it can be observed 
that associations between Emotional exhaustion 
with sex and time working in indigenous health 
showed p-value < 0.20 and then were also includ-
ed in the multiple model together with variables 
with significant associations. The same occurred 
in associations between depersonalization and 
marital status and time working in indigenous 
health and association of Total score with age.

Table 2. Distribution of responses from indigenous health professionals in the “Maslach Burnout Inventory” 
Questionnaire (MBI-HSS) n = 513.

Question
      Never     Rarely      Sometimes    Often    Always

Emotional exhaustion
Q1 40 (7.8%) 142 (27.7%) 243 (47.4%) 74 (14.4%) 14 (2.7%)
Q2 9 (1.8) 114 (22.2) 263 (51.3) 81 (15.8) 46 (9.0)
Q3 60 (11.7) 156 (30.4) 223 (43.5) 56 (10.9) 18 (3.5)
Q6 65 (12.7) 147 (28.6) 229 (44.6) 63 (12.3) 9 (1.8)
Q8 29 (5.6) 115 (22.4) 253 (49.3) 83 (16.2) 33 (6.4)
Q13 49 (9.6) 97 (18.9) 256 (49.9) 90 (17.5) 21 (4.1)
Q14 19 (3.7) 86 (16.8) 254 (49.5) 99 (19.3) 55 (10.7)
Q16 73 (14.2) 109 (21.2) 264 (51.5) 58 (11.3) 9 (1.8)
Q20 42 (8.2) 122 (23.8) 269 (52.4) 59 (11.5) 21 (4.1)
Personal achievement at work
Q4 2 (0.4) 55 (10.7) 219 (42.7) 143 (27.9) 94 (18.3)
Q7 6 (1.2) 57 (11.1) 214 (41.7) 146 (28.5) 90 (17.5)
Q9 8 (1.6) 56 (10.9) 232 (45.2) 141 (27.5) 76 (14.8)
Q12 9 (1.8) 91 (17.7) 265 (51.7) 96 (18.7) 52 (10.1)
Q17 7 (1.4) 70 (13.6) 240 (46.8) 123 (24.0) 73 (14.2)
Q18 5 (1.0) 78 (15.2) 241 (47.0) 118 (23.0) 71 (13.8)
Q19 7 (1.4) 74 (14.4) 230 (44.8) 138 (26.9) 64 (12.5)
Q21 5 (1.0) 80 (15.6) 250 (48.7) 108 (21.0) 70 (13.6)
Depersonalization  
Q5 172 (33.50) 110 (21.4) 187 (36.4) 40 (7.8) 4 (0.8)
Q10 73 (14.2) 120 (23.4) 239 (46.6) 58 (11.3) 23 (4.5)
Q11 79 (15.4) 103 (20.1) 236 (46.0) 68 (13.3) 27 (5.3)
Q15 193 (37.6) 122 (23.8) 174 (33.9) 21 (4.1) 3 (0.6)
Q22 59 (11.5) 127 (24.8) 225 (43.9) 79 (15.4) 23 (4.5)

Q1 – I feel emotionally disappointed with my work; Q2 – I feel exhausted at the end of a working day; Q3 – I already feel tired when 
I get up in the morning and have to face another day of work; Q4 – I feel that I can easily understand the people I have to care for; 
Q5 – I feel like I am treating some people I relate to in my work as if they were objects and not people. Q6 – I feel that working with 
people every day makes me tired. Q7 – I feel that I deal very efficiently with the problems of people I have to care for. Q8 – I feel 
that my work is wearing me down. Q9 – I feel that I am exerting a positive influence on people’s lives through my work. Q10 – I feel 
I have become harder on people since I started this job. Q11 – I am worried that this job is hardening me emotionally. Q12 – I feel 
very powerful in my work. Q13 – I feel frustrated in my work. Q14 – I feel like I am working too much. Q15 – I feel that I really don’t 
care what happens to the people I have to professionally care for. Q16 – I feel that working directly with people exhausts me. Q17– I 
feel that I can easily create a pleasant atmosphere in my work. Q18 – I feel stimulated after having worked directly with those I have 
to care for. Q19 – I believe that I get many valuable things in this work. Q20 – I feel like I am at the limit of my possibilities. Q21 – In 
my work I deal with emotional problems very calmly. Q22 – I feel that the people I care for blame me for some of their problems.

Source: Authors.
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Table 3. Crude analysis of associations with Burnout Syndrome scores - Maslach Burnout Inventory-Human Services Survey 
(MBI - HSS) in indigenous health professionals, n = 513.

Variable Category

Emotional exhaustion 
(> 2.9)*

Depersonalization (> 
2.6)*

Low personal 
achievement at work 

(> 2.8)*
Total score (>2.8)*

Frequency 
(%)

Crude OR 
(95%CI)

Frequency 
(%)

Crude OR 
(95%CI)

Frequency 
(%)

Crude OR 
(95%CI)

Frequency 
(%)

Crude OR 
(95%CI)

Age group 
(years)

*Up to 39 167
 (48.3%)

1.62
 (1.10-2.37)

160
 (46.2%)

1.25 
(0.86-1.82)

172 
(49.7%)

1.10 
(0.76-1.59)

181
 (52.3%)

1.38
 (0.95-2.00)

> 39 61
(36.5%)

Ref 68 
(40.7%)

Ref 79 
(47.3%)

Ref 74 
(44.3%)

Ref

p-value 0.0125 0.2384 0.6098 0.0899
Sex Female 152 

(47.1%)
1.33

(0.93-1.92)
137

 (42.4%)
0.80

 (0.56-
1.15)

147
 (45.5%)

0.69
 (0.48-0.99)

158
 (48.9%)

0.92
 (0.64-1.31)

Male 76 
(40.0%)

Ref 91
 (47.9%)

Ref 104
 (54.7%)

Ref 97
 (51.0%)

Ref

p-value 0.1206 0.2280 0.0439 0.6403
Marital 
status

Married 95 
(45.4%)

1.13
 (0.78-1.64)

103
 (49.3%)

1.41
 (0.97-
2.04)

104
 (49.8%)

1.06
 (0.73-1.52)

107 
(51.2%)

1.12
 (0.77-1.62)

Divorced/
single

106 
(42.4%)

Ref 102
 (40.8%)

Ref 121
 (48.4%)

Ref 121 
(48.4%)

Ref

Outro 27 
(50.0%)

1.36
(0.75-2.45)

23 
(42.6%)

1.08
 (0.59-
1.95)

26 
(48.2%)

0.99 
(0.55-1.78)

27 
(50.0%)

1.07
 (0.59-1.92)

p-value 
Married

0.5113 0.0691 0.7715 0.5509

p-value 
other

0.3084 0.8082 0.9732 0.8311

Have chil-
dren

No 96
(42.7%)

Ref 96 
(42.7%)

Ref 105
 (46.7%)

Ref 109 
(48.4%)

Ref

Yes 132
(45.8%)

1.14
 (0.80-1.62)

132 
(45.8%)

1.14
 (0.80-
1.62)

146
 (50.7%)

1.18
 (0.83-1.67)

146
 (50.7%)

1.09 
(0.77-1.55)

p-value 0.4739 0.4739 0.3657 0.6131
Area of 
expertise

Nursing 147
 (45.0%)

1.89 
(1.01-3.53)

156
 (47.7%)

2.54 
(1.33-4.86)

172
 (52.6%)

5.42
 (2.56-
11.47)

171 
(52.3%)

3.05
 (1.60-5.84)

Dentistry 26
 (51.0%)

2.40
 (1.08-5.37)

23 
(45.1%)

2.29 
(1.01-5.21)

27 
(52.9%)

5.50
 (2.23-
13.57)

30 
(58.8%)

2.53 
(1.07-5.98)

Nutrition 20 
(50.0%)

2.31 
(0.98-5.43)

13 
(32.5%)

1.34
 (0.54-
3.30)

20
 (50.0%)

4.89 (
1.90-12.61)

20 
(50.0%)

2.79
 (1.17-6.65)

Medicine 19
 (45.2%)

1.91 
(0.82-4.44)

22 
(52.4%)

3.06
 (1.30-
7.24)

23
 (54.8%)

5.92
 (2.31-
15.15)

20 
(47.6%)

3.98 
(1.74-9.10)

Others 16
 (30.2%)

Ref 14 (26.4%) Ref 9  
(17.0%)

Ref 14 
(26.4%)

Ref

p-value 
Nursing

0.0465 0.0048 <0.0001 0.0007

p-value 
Dentistry

0.0323 0.0489 0.0002 0.0342

p-value 
Nutrition

0.0542 0.5227 0.0010 0.0210

it continues
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Variable Category

Emotional exhaustion 
(> 2.9)*

Depersonalization (> 
2.6)*

Low personal 
achievement at work 

(> 2.8)*
Total score (>2.8)*

Frequency 
(%)

Crude OR 
(95%CI)

Frequency 
(%)

Crude OR 
(95%CI)

Frequency 
(%)

Crude OR 
(95%CI)

Frequency 
(%)

Crude OR 
(95%CI)

p-value 
Medicine

0.1332 0.0107 0.0002 0.0011

Time 
working in 
indigenous 
health 
(years)

Less than 
1 

15 
(32.6%)

Ref 18
 (39.1%)

Ref 22 

(47.8%)

Ref 16 (34.8%) Ref

From 1 
to 5 

113
 (47.5%)

1.87
 (0.96-3.64)

118 
(49.6%)

1.53 
(0.80-2.91)

133 
(55.9%)

1.38
 (0.73-2.60)

138 
(58.0%)

2.59
(1.34-5.00)

From 6 
to 10 

68 
(48.6%)

1.95
 (0.97-3.93)

71
 (50.7%)

1.60
 (0.81-
3.16)

75 
(53.6%)

1.26 
(0.65-2.45)

79 
(56.4%)

2.43
 (1.22-4.85)

More than 
10 

32 
(36.0%)

1.16
 (0.55-2.46)

21 
(23.6%)

0.48 
(0.22-1.04)

21 
(23.6%)

0.34 
(0.16-0.72)

22
 (24.7%)

0.62
 (0.28-1.34)

p-value 
From 1 to 5 
years

0.0663 0.1961 0.3163 0.0423

p-value 
From 6 to 
10 years

0.0611 0.1742 0.4990 0.0121

p-value 
more than 
10 years

0.6991 0.0614 0.0049 0.2197

Function in 
the institu-
tion

Adminis-
trative

60
 (29.8%)

Ref 63
 (31.3%)

Ref 83 
(41.3%)

Ref 72
 (35.8%)

Ref

Care 168 
(53.8%)

2.74
 (1.88-3.99)

165
 (52.9%)

2.46
 (1.70-
3.56)

168
 (53.8%)

1.66
 (0.16-2.37)

183
 (58.6%)

2.54
 (1.76-3.66)

p-value <0.0001 <0.0001 0.0056 <0.0001
Is in cli-
nical care 
during the 
pandemic

No 39
 (32.5%)

Ref 23
 (19.2%)

Ref 34
 (28.3%)

Ref 31 
(25.8%)

Ref

Yes 189 
(48.1%)

1.92
 (1.25-2.96)

205
 (52.2%)

4.60
 (2.80-
7.55)

217
 (55.2%)

3.12
 (2.00-4.86)

224 
(57.0%)

3.80
 (2.41-6.00)

p-value 0.0029 <0.0001 <0.0001 <0.0001
Level of 
tranqui-
lity when 
working 
during the 
pandemic 
(0: none; 10 
full)

*Up to 4 186
 (59.4%)

5.51
 (3.66-8.29)

194 
(62.0%)

7.96
 (5.16-
12.28)

201 
(64.2%)

5.38
 (3.63-7.99)

213
 (68.0%)

8.01 
(5.29-
12.13)

> 4 42
 (21.0%)

Ref 34 
(17.0%)

Ref 50
 (25.0%)

Ref 42 (21.0%) Ref

p-value < 0.0001 < 0.0001 < 0.0001 < 0.0001
*Sample median; OR = odds ratio; CI: confidence interval; Ref: reference category of independent variables.

Source: Authors.

Tabela 3. Análises brutas das associações com os escores de síndrome de burnout – Maslach Burnout Inventory – Human Services 
Survey (MBI-HSS) em profissionais da saúde indígena, n = 513.
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 Table 4 presents the adjusted analysis of 
variables that remained in the final model after 
adjusting for the other variables. Greater like-
lihood of emotional exhaustion was observed 
among professionals aged up to 39 years, with 
longer time working in indigenous health, with 
care function and with lower level of tranquility 
when working during the pandemic. In the de-
personalization domain, higher scores were ob-
served among married professionals, in clinical 
care during the pandemic and with lower level of 
tranquility when working during the pandemic.

 Greater likelihood of presenting Low per-
sonal achievement at work was observed among 
professionals over 39 years, nurses, dentists, nu-
tritionists and doctors in relation to other pro-
fessionals, with less time working in indigenous 
health, in clinical care during the pandemic and 
with lower level of tranquility when working 
during the pandemic.

 Nurses, dentists and nutritionists are more 
likely of presenting BS, professionals who have 
been working longer in indigenous health, who 
were in clinical care and who reported lower level 
of tranquility when working during the pandemic.

All data available at: https://doi.org/10.48331/
scielodata.EV93NM.

Discussion
 
A synthesis of results indicates the presence of BS 
in most professionals evaluated, with “Low Per-
sonal Achievement at Work” being the dimen-
sion that most contributed to the characteriza-
tion of the syndrome and that sociodemographic 
and occupational factors impacted the MBI-HSS 
dimensions, justifying the need for action fo-
cused on combating the triggering factors of the 
syndrome, which involves the study of the work-
ing conditions to which these professionals are 
subjected, in addition to the effort to seek mech-
anisms that help in coping with work-related 
problems.

 It is worth clarifying that the presence of BS 
may vary according to the definition or meth-
odology adopted21 and that MBI-HSS is not a 
questionnaire used for its diagnosis, but an in-
strument that indicates personal predisposition 
for the development of this syndrome22, a context 
considered to identify the prevalence of BS in the 
present study.

 The frequency of BS identified in indigenous 
health professionals (65%) is among the high-
est reported in health workers, whose variation 

identified in literature was from 5.9%7 to 68.1%23. 
Attention is drawn to the fact that professionals 
who participated in the present study are linked 
to the management and assistance primary care 
services and the prevalence of BS identified in 
them is close to that observed in professionals 
who work in intensive care units, directly linked 
to the uninterrupted nursing care for patients in 
serious situations23. The moment of data collec-
tion in the present study coincided with the se-
rious phase of the COVID-19 pandemic in the 
indigenous population11, which may have con-
tributed to this finding and to the fact that profes-
sionals who were performing clinical care during 
the pandemic period, in addition to those who 
reported lower level of tranquility when working 
during this period, were those who presented the 
worst results in the MBI-HSS dimensions and in 
its total score.

 Studies that analyzed the predisposition of 
health professionals to the development of BS 
during the pandemic showed that the lack of re-
sources, the high number of deaths and infected 
people, the fear of being infected and of infect-
ing family and friends10,24-34 were the factors that 
most contributed to the onset of this syndrome, 
which, together with work overload, stress and 
physical depletion, help to justify the prevalence 
of BS found. In this sense, there were reports 
in indigenous health that, due to the lack of re-
sources available to professionals3, indigenous 
people made masks and caps for health profes-
sionals working in indigenous villages due to the 
SESAI’s delay in supplying PPE26. Another stress-
or to be considered was the weight attributed by 
communities to indigenous health professionals 
as they are considered one of the main vectors 
of COVID-19 transmission to indigenous peo-
ples27,35, which may have increased insecurity and 
interpersonal tensions in service routine, result-
ing in emotional exhaustion.

 Burnout levels are directly related to work-
load and professionals with workloads between 
40 and 50 hours are more likely of developing 
symptoms of the syndrome33. In indigenous 
health, the work schedule has particularities that 
differentiate it from the schedule of health work-
ers in the non-indigenous population, which can 
range from 15 to 30 consecutive working days de-
pending on the reference DSEI, the difficulty and 
type of access to the indigenous territory, travel 
time, accommodation structure, actions to be 
developed and supplies to be used. In addition, 
in the pandemic, the precariousness of working 
conditions in indigenous health, mainly related 
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Table 4. Adjusted analyses of associations with Burnout syndrome scores - Maslach Burnout Inventory-human Services 
Survey (MBI - HSS), adapted by Tamayo (1997), in indigenous health professionals, n = 513.

Variable Category

Emotional 
exhaustion (> 2.9)*

Depersonalization 
(> 2.6)*

Low personal 
achievement at work 

(>2.8)*
Total score (> 2.8)*

OR adjust 
(95%CI) p-value OR adjust 

(95%CI) p-value OR adjust 
(95%CI) p-value OR adjust 

(95%CI) p-value

Age (years) *Up to 39 1.65
(1.02-2.66)

0.0400 - - Ref - -

> 39 Ref 1.96
(1.18-3.33)

0.0092

Marital status Married - - 1.58
(1.02-2.43)

0.0383 - - - -

Divorced/
single

Ref

Others 1.11 
(0.55-2.23)

0.7674 - -

Area of 
expertise

Nursing - - - - 4.90
(2.16-11.13)

0.0001 2.47
(1.15-5.31)

0.0204

Dentistry 4.25 
(1.56-11.60)

0.0047 3.38 
(1.25-9.12)

0.0162

Nutrition 4.99
(1.78-14.02)

0.0023 3.03 
(1.10-8.33)

0.0317

Medicine 5.48 
(1.91-15.74)

0.0016 2.32
(0.83-6.43)

0.1094

Others Ref Ref
Time working 
in indigenous 
health (years)

Less than 
1 

Ref - - Ref Ref

From 1 
to 5 

1.96 
(0.95-4.04)

0.0672 1.17
(0.57-2.39)

0.6643 2.71
(1.29-5.69)

0.0086

From 6 
to 10 

3.48 
(1.58-7.68)

0.0020 1.17
(0.57-2.39)

0.6950 3.50
(1.59-7.74)

0.0019

More 
than 10 

3.41 
(1.37-8.47)

0.0084 0.32
(0.13-0.82)

0.0169 1.19
(0.49-2.88)

0.6996

Function in 
the institution

Adminis-
trative

Ref - - - - - -

Care 2.53 
(1.65-3.89)

< 0.0001 - -

Is in clinical 
care during the 
pandemic

No - - Ref Ref Ref
Yes 4.64

(2.71-7.96)
<0.0001 2.05

(1.22-3.44)
0.0069 3.12

(1.81-5.38)
< 0.0001

Level of 
tranquility 
when working 
during the 
pandemic (0: 
none; 10 full)

1Up to 4 5.02 
(3.26-7.72)

< 0.0001 8.09 
(5.15-12.71)

<0.0001 5.57
(3.62-8.58)

<0.0001 8.00 (5.12-
12.52)

< 0.0001

> 4 Ref Ref Ref Ref

AIC (empty 
model)

706.82 706.82 712.93 713.15

AIC (final 
model)

615.60 568.08 597.54 563.83

*Sample median; OR=Odds ratio; CI: Confidence interval; Ref: Reference category of independent variables; adjust = adjusted.

Source: Authors.
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to the already mentioned scarcity of personal 
protective equipment in health services3,26,34 and 
the increase in the number of professional leaves, 
led to the extension of many work schedules, 
which may have contributed to the findings of 
the present study. In this context, the significant 
finding that married professionals had greater 
likelihood of depersonalization must be consid-
ered. Although there are reports that marriage 
is associated with greater job satisfaction due to 
the possibility of talking to loved ones, leading 
to stress relief and increasing resilience36,37, the 
unique context of the present study may have re-
sulted in the need to affective dissimulation as a 
self-protection and family protection strategy, in 
addition to the fear of taking the disease to the 
family and dissatisfaction with the forced exten-
sion of work schedules.

 There is a consensus among indigenous 
movements that the federal government has not 
taken adequate measures in relation to the ad-
vancement of the pandemic in indigenous territo-
ries, since support measures such as mass testing 
and the transfer of equipment and professionals 
were not implemented in time, being, therefore, 
attributed to health professionals in indigenous 
territories the leading role and responsibility for 
the main actions to control the pandemic 29. For 
this reason, the indigenous health team assumed 
the leading role in the fight against the pandemic 
from the beginning, being responsible both for 
the care of mild COVID-19 cases and for the 
management of severe cases and identification 
of the need for highly complex treatments with 
evolution to severe acute respiratory syndrome28.

 In the present research, it was found that 
doctors, nurses, dentists and nutritionists are 
more likely of having low personal achievement 
at work than the group classified as other profes-
sionals. It is noteworthy that by the logic of health 
care demanded by such health areas, the demand 
for work has increased even more in the phase in 
which the study was carried out, with the need to 
prevent and treat COVID-19 through the propo-
sition of intercultural care practices that put the 
advances of western medicine in dialogue with 
the traditional conceptions of disease and heal-
ing of each people, considering social isolation in 
terms culturally appropriate to each cultural real-
ity. In addition, as already discussed, despite the 
role played by health professionals directly in-
volved in clinical care during the pandemic, data 
collection was concomitant with a very critical 
phase of the pandemic 11, which may have result-
ed, on the part of these professionals, in negative 

evaluation of their work and skills, with decrease 
in self-esteem and the perception that the goals 
of their work were not being achieved.

 It is noteworthy that the deterioration of the 
working conditions in indigenous health was 
aggravated by the reduction of investments in 
the “Mais Médicos” Program, which resulted, in 
2019, in the dismissal of thousands of these pro-
fessionals, mainly impacting health teams work-
ing in indigenous communities in more remote 
areas 30. This fact, added to the evidence that there 
was greater effectiveness in controlling the spread 
of the virus in indigenous communities that were 
close to a more structured health service, despite 
being more populated31, can help to understand 
why nurses, dentists and nutritionists; profes-
sionals in clinical care during the pandemic and 
those who reported lower tranquility to work at 
that moment were more likely of presenting BS 
according to the final model. Unstructured ser-
vices, incomplete teams and unbalanced work 
schedules pushed professionals who remained 
on the front line to the limit.

 The time working in indigenous health was 
the time variable used in this study and it was 
found that the longer working time in indige-
nous health increased the likelihood of emotion-
al exhaustion and BS. Regarding this finding, it 
was observed that despite the pandemic context 
in which the study was carried out, work in in-
digenous health itself demands specific tasks 
and skills from professionals, with emphasis on 
interculturality, which enable knowledge of the 
way of life of indigenous communities and re-
spect for their practices and customs. One of the 
guidelines of the National Health Care Policy 
for Indigenous Peoples (PNASPI)1 refers to the 
“preparation of human resources to work in an 
intercultural context”, which includes adapting 
the actions of professionals and services to the 
cultural specificities of indigenous peoples so 
that health services are permeable to tradition-
al indigenous practices and knowledge. Health 
education, traditionally based on the prevailing 
biomedical model, is even more limited in indig-
enous health, in which more specific and cultural 
knowledge about peoples with whom one works 
is required32. It is important to consider that these 
results are in line with the fact that working lon-
ger in the Family Health Strategy with non-in-
digenous populations allowed professionals to 
develop methods and skills to deal with the ad-
verse circumstances of work, allowing greater 
resilience to stressful situations38. This difference 
may be related to the temporal and geographic 
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context in which studies were carried out and to 
the intrinsic differences in the work processes 
involving indigenous and non-indigenous pop-
ulations.

 On the other hand, shorter time working 
in indigenous health was associated with lower 
professional achievement and in this sense, it is 
worth considering that expectations may have 
been frustrated by professionals with shorter 
time working with indigenous health, either due 
to lack of experience and adaptation to the reality 
of working in indigenous territory, or to the fact 
that professionals with longer careers are those 
who generally have lower weekly workload, work 
more on administrative and managerial tasks and 
dedicate themselves less to direct patient care38.

 It is known that low professional achievement 
occurs due to personal demands from the work-
er associated with greater frequency of feelings 
of displeasure, frustration and incompetence in 
their professional activities39, and in indigenous 
health, the reality experienced by the multidisci-
plinary team goes beyond the need for organiza-
tion and execution of primary care actions, since 
the reality of PHC in most indigenous villages in 
the Brazilian territory is impacted by the diffi-
culty of access to the territory, lack of structure 
for the development of activities, lack of fuel for 
transporting health teams and insufficient sup-
plies. In addition, the lack of human resources 
and the high turnover of professionals who make 
up the multidisciplinary team overload profes-
sionals linked to indigenous health, increasing 
both the time and the frequency of feelings relat-
ed to stress at work.

 Over the years, dissatisfaction and low ex-
pectations of changes in the possibilities of im-
proving the quality of the service provided can 
contribute to low professional satisfaction. The 
hiring of indigenous health professionals takes 
place through a selection process for a fixed-term 
employment relationship through agreements 
with private non-profit entities in the health 
area40. The absence of public selection process-
es is a deficiency in indigenous health, since in 
the current hiring model, it is difficult to restrain 
political interference, and the fragility of the em-
ployment relationship can contribute to profes-
sional insecurity, as well as to the high turnover 
of SasiSUS workers. It is also important to em-
phasize that the particularity of work in indige-
nous health is in itself exhausting in view of the 
fact that most health professionals have to work 

in places that, in most cases, are isolated and far 
from their place of residence. Furthermore, other 
factors that make working in indigenous health 
unique are the wide range of contexts and cul-
tural nuances in which health professionals are 
exposed to41.

 It is necessary to take into account that the 
quantitative and qualitative overload only rep-
resents a problem and a risk factor for the devel-
opment of BS in cases in which the individual has 
little time to recover from a traumatic/stressing 
event42. In this sense, it could be concluded that 
this is the context faced by the vast majority of 
health professionals who worked during the pan-
demic, regardless of workplace. Such unfavorable 
conditions, combined with the necessary person-
al conduct in the pandemic restricted everyone 
the possibility of carrying out activities outside 
work, whether social, cultural, leisure or sports, 
and it is clear that the exercise of the work activ-
ity in the health area requires good physical and 
mental health.

 Regarding study limitations, it is necessary 
to point out that, like any study with non-prob-
abilistic sampling, the generalization of results 
obtained must be considered with caution. The 
study used self-report measures, which makes 
results susceptible to social desirability; however, 
currently there are no other methods available to 
assess these variables. Furthermore, the present 
investigation had cross-sectional design, which 
restricts the possibility of inferring causality 
from associations found between variables under 
study. Despite these limitations, the present study 
provides important information about the health 
conditions of indigenous health professionals 
that have not yet been addressed in other studies, 
with the exception that the data collection phase 
may have influenced the results found, highlight-
ing the need to a perennial look at the working 
conditions of these professionals.

The burden of a professional who works in 
precarious areas, although cannot necessarily 
be characterized as greater, is different and more 
delicate than the burden of professionals who 
work in urbanized health areas with more ade-
quate infrastructure. Thus, regarding the possible 
study directions, it is suggested to carry out stud-
ies that deepen the look at situations to which 
health professionals working in indigenous areas 
are submitted, especially when the COVID-19 
situation is completely overcome.
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Conclusion
 
The prevalence of BS identified among health 
professionals working in indigenous communi-
ties was highly significant. The age and marital 
status of professionals, their area of ​​expertise, 
the time working in indigenous health, with care 
function and reporting lower level of tranquility 
when working during the pandemic were factors 
associated with its occurrence.
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