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Azeredo Costa, Marta Lopes, Nelson Calado and Pedro Marques-
Vidal 

 

VERSION 1 - REVIEW 

REVIEWER Dr. Jean Karl Soler MD PgC MSc MMCFD  
Executive Director, Research  
Mediterranean Institute of Primary Care  

REVIEW RETURNED 08/03/2012 

 

GENERAL COMMENTS Title: Burned-out but proud Portuguese family doctors: a cross-
sectional survey  
 
Decision: accept with minor compulsory revision.  
 
Dear Editor,  
 
Thank you for asking me to review this well-written article from 
Portugal.  
 
I consider this article to be interesting, the research to be of high 
quality, and the work deserving of publication. It adds new 
information to the field of research, including a new Portuguese 
perspective. However, before publication, I would recommend a 
number of minor but compulsory revisions to improve this paper. I 
hope my suggestions are useful to the authors and help improve this 
paper.  
 
I would make the following recommendations:  
1. The title implies that Portuguese family doctors are burned-out, 
whilst the conclusion of the study is that actually a smaller proportion 
than expected actually has high burnout scores.  
2. The term for burnout, such as “burnout syndrome” (line 5, page 
1), and its abbreviation, such as “BS” (in abstract “aims” section) 
should be consistent for the entire paper.  
3. In the methodology, it is not clear how the sample size was 
defined, and how the authors decided to randomly select 2 health 
centres from each district. Was the sample size decided in order to 
have a defined precision of the estimate of the prevalence of 
burnout? If so, might the study have been underpowered to detect 
associations between burnout and demographic variables studied, 
and should this be added as a limitation?  
4. In the methodology, it is not clear whether only the Portuguese 
MBI-HSS was validated, or whether the questionnaire used to 
measure the family doctors’ demographic variables was too. This is 
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also mentioned in the limitations, but is not entirely clear.  
5. In the methodology, the cut-offs for high EE, DP and PA burnout 
are different from the ones used for the European study. The values 
we used in the EGPRN study were appropriate for doctors (Maslach 
C, personal communication, July 6, 2004), and the authors should 
check that they have not used an inappropriate cut-off. There are in 
fact a number of such cut-offs appropriate for different categories of 
workers.  
6. In the methodology, an adjustment for clustering of the sample is 
not mentioned. Since 40 health centres were selected randomly, and 
assuming that non-respondents were randomly distributed, the 150 
replies would indicate an average of just over 3 per centre. As such 
the clustering effect should not be strong. However, it should still be 
discussed as a limitation. One approach to correct for clustering and 
multiple comparisons is to use a more stringent criterion for 
statistical significance (say p<0.01), and this could be discussed 
further.  
7. In the results section, the IQI or 95% confidence interval of the 
estimate of burnout prevalence would give readers an indication of 
the reliability of the estimates.  
8. The logistic regression procedure was reported in the results 
section, rather than the methodology section. Additionally, all 
variables were entered into the equation rather than selected 
variables based on their one-way association strength (see 
methodology of EGPRN study).  
9. In the discussion section (page 8, lines 31 to 36), the suspicion 
that age/years in job and male sex may be correlated is mentioned, 
but not analysed further.  
10. Table 3 compares proportions of burnout in the three scales, and 
burnout scores, in various studies. A measure of variability (IQR or 
95% CI) should be given for all, and not just some, figures.  
 
I hope these comments are useful.  
 
Sincerely  
 
Jean Karl Soler  

 

REVIEWER Tiago Villanueva  
Family Physician  
Alvalade Health Centre  
Lisbon, Portugal 

REVIEW RETURNED 13/03/2012 

 

GENERAL COMMENTS I don't agree with the authors that the main difference between 
family health units and personalized health units lies in providing 
care either to families or to individuals. Most differences have to do 
with team organizational aspects and with the payment scheme, but 
both provide care to families and to individuals.  

 

VERSION 1 – AUTHOR RESPONSE 

Answers to reviewer: Jean Karl Soler  

1. The title implies that Portuguese family doctors are burned-out, whilst the conclusion of the study is 

that actually a smaller proportion than expected actually has high burnout scores.  
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Answer:The title has been changed to BURNOUT LEVELS AMONG PORTUGUESE FAMILY 

DOCTORS: A NATIONWIDE SURVEY. The managing editor also commented on this.  

 

2. The term for burnout, such as “burnout syndrome” (line 5, page 1), and its abbreviation, such as 

“BS” (in abstract “aims” section) should be consistent for the entire paper.  

 

Answer:The abbreviation has been deleted as it could also stand for other words (see comments of 

the managing editor). The term for burnout is now consistent for the entire paper.  

 

3. In the methodology, it is not clear how the sample size was defined, and how the authors decided 

to randomly select 2 health centres from each district. Was the sample size decided in order to have a 

defined precision of the estimate of the prevalence of burnout? If so, might the study have been 

underpowered to detect associations between burnout and demographic variables studied, and 

should this be added as a limitation?  

 

Answer:A sample size analysis using an absolute precision of 0.05 alpha=0.05 and 1-beta =0.80 led 

to a minimum sample size of 384, corresponding to the number of questionnaires sent. Unfortunately 

the response rate was rather low, thus considerably reducing the sample size. Further, for logistic and 

financial reasons, it was not possible to send more questionnaires or to re-sample more health 

centers. The following text has been added in the limitations: “A pre-study sample size analysis 

indicated that a minimum sample size of 384 responders was necessary to achieve an absolute 

precision of 0.05 for the prevalence rates. Unfortunately this sample size could not be obtained due to 

a low response rate. Further, for logistic and financial reasons, it was not possible to send more 

questionnaires or to sample more health centers. Hence, it is likely that this study is underpowered to 

detect associations between burnout and the demographic variables studied. Still, it provides the first 

estimation of burnout syndrome among Portuguese doctors, and it would be of interest to confirm 

these findings by a larger, adequately powered study”.  

 

4. In the methodology, it is not clear whether only the Portuguese MBI-HSS was validated, or whether 

the questionnaire used to measure the family doctors’ demographic variables was too. This is also 

mentioned in the limitations, but is not entirely clear.  

 

Answer:Neither questionnaire has been formally validated, although we are relatively confident that 

the responses regarding demographic variables are quite valid. The following text has been added in 

the limitations: “Neither the Portuguese version of the MBI-HSS nor the questionnaire used to 

measure demographic variables were formally validated, although we are relatively confident that the 

responses related to demographic variables were adequately provided by the participants. Still, it 

would be of interest to validate the MBI-HSS so that future studies can rely upon an adequate 

instrument”  

 

5. In the methodology, the cut-offs for high EE, DP and PA burnout are different from the ones used 

for the European study. The values we used in the EGPRN study were appropriate for doctors 

(Maslach C, personal communication, July 6, 2004), and the authors should check that they have not 

used an inappropriate cut-off. There are in fact a number of such cut-offs appropriate for different 

categories of workers.  

 

Answer:We re-ran all the analyses taking into account the cut-offs reported in the EGPRN study. We 

also took into account the sampling procedure, i.e. we took into account the strata (districts + 

archipelagos) but decided not to include the health centres as clusters as the number of participants 

per cluster was rather small. We changed the methodology of the statistical analyses accordingly: 

“Multivariate analysis was conducted using SPSS complex samples logistic regression analysis 

stratifying samples by district/archipelago and including as main effects all variables which reached an 
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α level of at least 0.25. Conversely, we did not take into account the clustering as for many health 

centers the number of participants was very low (<3).”  

 

6. In the methodology, an adjustment for clustering of the sample is not mentioned. Since 40 health 

centres were selected randomly, and assuming that non-respondents were randomly distributed, the 

150 replies would indicate an average of just over 3 per centre. As such the clustering effect should 

not be strong. However, it should still be discussed as a limitation. One approach to correct for 

clustering and multiple comparisons is to use a more stringent criterion for statistical significance (say 

p<0.01), and this could be discussed further.  

 

Answer:Please see answer to point 5. We now take into account sampling stratification but we did not 

take into account the clustering.  

 

7. In the results section, the IQI or 95% confidence interval of the estimate of burnout prevalence 

would give readers an indication of the reliability of the estimates.  

 

Answer:The IQI and 95% confidence intervals are now provided in the results. We also present the 

99% confidence interval of the estimates in table 5, to facilitate comparisons with the other data.  

 

8. The logistic regression procedure was reported in the results section, rather than the methodology 

section. Additionally, all variables were entered into the equation rather than selected variables based 

on their one-way association strength (see methodology of EGPRN study).  

 

Answer:We ran the logistic regression according to the methodology of the EGPRN study. The results 

are provided in a new table. We thank the reviewer for asking this as now our results can be 

compared with those of the EGPRN study.  

 

9. In the discussion section (page 8, lines 31 to 36), the suspicion that age/years in job and male sex 

may be correlated is mentioned, but not analysed further.  

 

Answer:The discussion has been changed taking into account the results of the multivariate analysis.  

 

10. Table 3 compares proportions of burnout in the three scales, and burnout scores, in various 

studies. A measure of variability (IQR or 95% CI) should be given for all, and not just some, figures.  

 

Answer:The IQI and 95% confidence intervals are now provided in the results. We also present the 

99% confidence interval of the estimates in table 3 (now table 5), to facilitate comparisons with the 

other data.  

 

Answers to reviewer: Tiago Villanueva  

 

I don't agree with the authors that the main difference between family health units and personalized 

health units lies in providing care either to families or to individuals. Most differences have to do with 

team organizational aspects and with the payment scheme, but both provide care to families and to 

individuals.  

 

Answer:We corrected the text accordingly.  

The following text has been added in the method:  

FDs in HCCs work in either Family Health-Care Units (FHCU) or Personalized Health-Care Units 

(PHCU). Beyond their organizational differences, the first provides health-care to families which have 

a FD, while the second one provides not only health-care to those, but also to individuals who don’t 

have a FD.  
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The following text has been added in the discussion:  

Our results also show that working in PHCUs was related to higher burnout levels. This can be 

explained by the recent transfer of FDs to FHCUs from PHCUs that could have increased workload in 

PHCUs. Furthermore, the Portuguese Ministry of Health shows interest in transforming PHCUs into 

FHCUs, a fact that may leave PHCUs financially discriminated. Finally, team work is better 

established in FHCUs, and FDs in these units have more autonomy regarding schedules and clinical 

practice decisions - a burnout preventing trait[4, 5].  

VERSION 2 – REVIEW 

REVIEWER Jean Karl Soler  
Executive Director  
Mediterranean Institute of Primary Care  

REVIEW RETURNED 02/03/2012 

 

The reviewer completed the checklist but made no further comments. 
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