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Abstract 

 

 

 With the changes work and organizations have faced along the years, namely the 

increase of the service sector, intensification of work, technological development and an 

increase in the demands of work, individual consequences such as depression and anxiety 

have been associated with the exposure to psychosocial risks. Depression is the leading cause 

of disability. The consumption of antidepressant and anxiolytic medication is remarkably 

high in Europe, as well as the prevalence of depression and anxiety, and seem to affect 

mostly women with increasing age as a risk factor. Healthcare workers are a high-risk group, 

exposed to factors such as emotionally tense situations, high job demands, low job control, 

low support, shift work and violence at work. Legally, there is not enough support for 

workers regarding mental health in Portugal. In a sample of 2601 workers from a public 

hospital in Portugal, a 6% of consumption of psychotropic medication was found, of whom 

94% were women, 57% were over 52 years old and 38% had been in the institution for over 

20 years and the most common professional groups were technical assistants (14%) 

operational assistants (12%) and superior technicians (8%). Numbers were lower than 

expected and may be due to low support for mental health issues in Portugal, self-

medication, omitting their consumption to the occupational health physicians or even to the 

fact workers who are too ill to work are not represented in this sample. A bigger study on a 

larger scale with health professionals in Portugal and Europe would be helpful to understand 

the overall representation these numbers may have and define measures of public action to 

improve working conditions in this sector. 

 

Key-words: Psychotropic Medication; Depression; Anxiety; Health Professionals; 

Psychosocial risks; Work. 
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Resumo 

 

 

 Com as constantes mudanças que o mundo do trabalho e as organizações enfrentaram 

ao longo dos últimos anos, nomeadamente o crescimento do setor dos serviços, a 

intensificação do trabalho, o desenvolvimento tecnológico e o aumento das exigências no 

trabalho, consequências individuais como a depressão e a ansiedade têm vindo a ser 

associadas à exposição a riscos psicossociais. A depressão é a principal causa de 

incapacidade. Os níveis de consumo de antidepressivos e ansiolíticos são muito elevados na 

Europa, bem como a prevalência de depressão e ansiedade, e parecem afetar principalmente 

mulheres, sendo que o avanço na idade surge como um fator de risco acrescido. Os 

profissionais de saúde são um grupo de risco, expostos a fatores como situações 

emocionalmente tensas, elevadas exigências no trabalho, baixo controlo, falta de apoio, 

trabalho por turnos e violência no trabalho. Legalmente, não há apoio suficiente para os 

trabalhadores ao nível de saúde mental em Portugal. Numa amostra de 2601 profissionais de 

saúde de um hospital público em Portugal, constatou-se um consumo de 6% de 

medicamentos psicotrópicos, entre os quais 94% eram mulheres, 57% tinham mais de 52 

anos, 38% encontravam-se na instituição há mais de 20 anos e os grupos profissionais com 

maior expressão foram assistentes técnicos (14%) assistentes operacionais (12%) e técnicos 

superiores (8%). Os números foram inferiores ao esperado, o que pode ser devido ao baixo 

apoio no que diz respeito à saúde mental em Portugal, automedicação, omissão de declaração 

do consumo aos médicos do trabalho, ou mesmo ao facto de trabalhadores demasiado 

doentes para trabalhar não estarem representados nesta amostra. Um estudo a outra escala, 

em contexto nacional ou internacional, seria útil para tornar visível esta questão e definir 

medidas de ação pública tendo em vista a melhoria das condições de trabalho neste setor.  

 

Palavras-chave: Antidepressivos; Ansiolíticos; Depressão; Profissionais de Saúde; Riscos 

Psicossociais; Trabalho. 
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Résumé 

 

 

 Avec les changements constants auxquels le monde du travail et les organisations ont 

été confrontés ces dernières années, à savoir la croissance du secteur des services, 

l'intensification du travail, le développement technologique et l'augmentation des exigences 

au travail, des conséquences individuelles telles que la dépression et l'anxiété ont été associée 

à l'exposition de risques psychosociaux. La dépression est la principale cause d'incapacité. 

Les niveaux de consommation d'antidépresseurs et d'anxiolytiques sont très élevés en 

Europe, ainsi que la prévalence de la dépression et de l'anxiété. Ils semblent toucher 

principalement les femmes, l'avancée en âge étant un facteur de risque accru. Les 

professionnels de la santé sont un groupe à risque, exposés à des facteurs tels que des 

situations de tension émotionnelle, des exigences élevées au travail, un faible contrôle, un 

manque de soutien, le travail par équipes et la violence au travail. Légalement, il n'y a pas 

suffisamment de soutien pour les agents de santé mentale au Portugal. Sur un échantillon de 

2601 professionnels de la santé d'un hôpital public au Portugal, il a été constaté une 

consommation de 6% de psychotropes, dont 94% étaient des femmes, 57% avaient plus de 

52 ans, 38% étaient dans l'institution depuis plus de 20 ans et les groupes professionnels les 

plus importants étaient les assistants techniques (14%) les assistants opérationnels (12%) et 

les techniciens supérieurs (8%). Les chiffres étaient inférieurs aux attentes, ce qui peut être 

dû à un faible soutien en matière de santé mentale au Portugal, à l'automédication, à la non-

déclaration de la consommation aux médecins du travail ou encore au fait que les travailleurs 

trop malades pour travailler ne sont pas représentés dans cet échantillon. Une étude à une 

échelle différente, dans un contexte national, serait utile pour rendre visible cette 

problématique et définir des mesures d'action publique en vue d'améliorer les conditions de 

travail dans ce secteur. 

 

Mots-clés: antidépresseurs; Les anxiolytiques; Dépression; Professionnels de la santé; 

Risques psychosociaux; Travaille. 
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1. Introduction 

 

 

 Work is a central component of human life, impacting more than just economic and 

social life, it is also relevant for the development of personality and character (Gini, 1998). 

With the transformations work has suffered along the centuries, new implications for 

workers have also emerged and evolved (see World Bank, 2019; Gil-Monte, 2012). Recent 

transformations include organizations becoming more dependent on technology, more 

competitive, market-oriented, and showing a growing tendency in valuing personal and 

professional competences of their workers (Costa, 2017; Eurofound, 2020; Gil-Monte, 

2012). This has resulted in the intensification of work and the demands of jobs (Chowhan et 

al., 2019). 

  However, these changes have also resulted in the destruction of the sense of 

community and belonging, and have led to a society dominated by self-oriented individuals 

living in a climate of mistrust and unpredictability in their life trajectories: “(…) liquid 

modernity is the growing conviction that change is the only permanence, and uncertainty 

the only certainty” (Bauman, 2000, pp.82). The citizens of the world today have stronger 

links to objects, unstable employment contracts and are governed by the phenomenon of 

automation of human life, where feelings of uncertainty prevail (Bone, 2019; Gonçalves and 

Coimbra, 2013). Additionally, alongside these transformations, there has been a significant 

decrease in industrial employment and an increase in the number of people working in the 

service sector (Eurofound, 2014). According to Eurofound (2020), over 70% of EU workers 

can be found to be working in the service sector, which accounts for around 90% of net job 

creation. For this reason, the focus on physical demands, usually associated with 

manufacturing, has started to be complemented with psychosocial ones, more typically 

related to risk factors existing in this expanding service sector (Eurofound, 2014).  

 Since at least the 1950s, psychosocial aspects of work have become object of 

research, but focused primarily on the adaptation of workers to the work environment, rather 

than on the potentially harmful characteristics the workplace itself may have for workers 

(Cox, Griffiths & Rial-Gonzalez; 2000). However, there has been a significant change in the 

pattern of individual focus to a greater consideration of the effect and etiological role that 

certain aspects of the work environment play in a worker’s health (Cox, Griffiths, Rial-

Gonzalez; 2000). Psychosocial factors, that is, a set of dimensions that include the way work 
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is organized, the work hours, social relations, the type of work and workload, condition 

different mental and social requirements in each worker (Eurofound, 2014).  

 The dehumanization of organizations and prioritization of economic over working 

conditions that has been emerging during the last decade makes workers susceptible to 

mental health issues (Marques et al, 2018). With depression as the leading cause of disability, 

the high prevalence of this pathology may also be related with the high use of psychotropic 

drugs, specifically antidepressants and benzodiazepines(Pinho, 2015; Evans-Lackoa et al., 

2016). 

 This consumption leads to other issues, since these are also known to cause 

dependence, tolerance and other health problems. In Portugal, the substantial amount of 

money that is spent on medication of this kind can be due to the lack of psychologists 

available in the public health sector, which has now been flagged for years as an important 

need (DGS, 2014; Pinho, 2015). The high use of medication of this type is also even more 

noteworthy since mental health problems have been growing in the country (DGS, 2014). 

Specifically, in Portugal, mental health issues have a prevalence of 22,9% percent, 

depression accounting for 10% (Conselho Nacional de Saúde, 2019). 

 Most importantly, the high levels of emotional exhaustion experienced by hospital 

workers (Marques et al, 2018; Koyama, Yoda & Hirao, 2017) who are, either directly or 

indirectly, responsible for providing care to patients, are a sign that resources are insufficient 

for the level of demands, representing a risk for the organization’s effectiveness (Marques 

et al, 2018, Coutinho et al, 2018). 

 The present work focuses on discerning which possible components are associated 

with the use of antidepressants, specifically by health professionals, and if this could 

potentially be a reflection of working conditions, the health system, and society’s shifting 

meaning of work. The focus of this paper also resides in the contextualization of this 

tendency, understanding how this can possibly be related to the structure of the system and 

organization of work, in this case in the context of public hospitals. Also, by understanding 

potential risk factors, this may contribute to the creation of a healthier and safer work 

environment, which is not only necessary for workers, but also contributes positively to 

productivity levels and, in this case, it can even influence the care services provided by the 

health professionals in hospital settings. Therefore, identifying the possible factors related 

to the consumption of antidepressants and benzodiazepines in health professionals will 

contribute to the design of a more realistic and richer intervention strategy.  
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 For this purpose, this work is divided in several segments. Firstly, psychosocial risks 

were analyzed to understand the impact working conditions can have on an individual's 

healthy functioning, specifically regarding mental health. Still on the topic of mental health, 

the concepts of stress, depression and anxiety were explored, always with the underlying 

purpose of analyzing the relationship they have with psychosocial risks. This is then linked 

to work, seeking to expose risk factors and the characterization of the affected population. 

Subsequently, the same is done with the consumption of psychotropic drugs, in order to 

understand the similarities and differences found between both populations. Lastly, the focus 

is directed to the target population of this work: health professionals, understanding the 

conditions in which they operate, main risks that are found, how they are legally protected 

in Portugal and Europe, as well as the entire social and organizational context that surrounds 

them. 
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2. Theoretical framework 

 

 

2.1.Psychosocial risks and mental health at work 

 In work psychology, psychosocial risks are risks to mental, physical and social health 

caused by working conditions as well as organizational and relational factors that may have 

implications for the worker’s mental functioning (Barros, 2017). These risks depend on how 

work is designed, organized, and managed as well as the socioeconomic context, and can 

lead to increased stress and to a decline in the mental and physical health of workers (EU-

OSHA, 2009).   

 The concept of risk itself includes the relationship between both the exposures to the 

risk factors but also the damage that comes from this exposure (Barros, 2017). Thus, the 

exposure to these risks does not mean that the worker’s health will necessarily deteriorate, 

especially because people have different resources and coping mechanisms which make their 

responses diverse, it means they are at risk (Gil-Monte, 2012). Additionally, there is 

evidence that the exposure to certain psychosocial risks at work can have adverse health 

outcomes (Ansoleaga, Castillo-Carniglia, 2011). Therefore, when we are analyzing mental, 

physical or social health disorders, such as anxiety and depression, it is not enough to simply 

measure risks as the effects are not immediate but are cumulative and deferred in time 

(Barros, 2017).  

 Following this perspective, Worksafe’s 2019 Psychosocial hazards in work 

environments and effective approaches for managing them Report provides an updated 

synthesis of these factors by categories. It makes it easier to understand what determinants, 

which have been successively referred as being the most associated with stress, are related 

to the characteristics of the job and the nature of the work, with its social and organizational 

context and, lastly, with certain individual characteristics. The categories referred in this 

report include job characteristics and the nature of the work, workload/workplace issues, 

work schedule, job control, physical environment and equipment issues, the social and 

organizational context of work, interpersonal relationships at work, career development 

problems, individual risk factors and issues related to the home-work interface (Lovelock, 

2019). 

 Prolonged exposure to psychosocial risks has been repeatedly associated with a wide 

variety of mental and physical health problems, including anxiety, depression, 
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psychosomatic symptomatology, suicide attempts, sleep disorders, low back pain, chronic 

fatigue, autoimmune diseases, immunodeficiency, cardiovascular diseases, hypertension and 

gastrointestinal ulcers (EU-OSHA, 2014; Pinho, 2015; Coutinho et al., 2018). And, although 

psychosocial stressors at work are not the only possible causes of mental health issues such 

as depression, they are particularly important to analyze because they may be more easily 

prevented than the damage that can result from life events (Bonde, 2008). 

  

 

2.2.Work-related stress, anxiety and depression 

 The exposure to psychosocial risks can generate stress among workers, negatively 

affecting their performance, and, when prolonged, can lead to serious mental health 

problems such as the development of anxiety disorders, and depression (Cox, Griffiths, Rial-

González, 2000; Virtanen et al., 2007; Bonde, 2008; Eurofound, 2014; Coutinho, 2018) . It 

is important to differentiate these concepts, even though they can have common symptoms 

and can appear simultaneously. 

 Work-related stress is felt when “the demands placed by the workplace exceed 

workers' ability to support them (or control them)” (EU-OSHA, 2014, p.5). The responses 

to the experience of stress (psychological and physiological) can be healthily within the 

body’s normal homeostatic limits, not necessarily causing any lasting disturbance or 

damage. However, when negative emotional consequences occur from this experience, the 

impact on general quality of life and the person’s sense of well-being can be severe (Cox, 

Griffiths & Rial-González, 2000). Thus, stress can be felt by a worker due to being exposed 

to certain working conditions, and, when prolonged, can lead to health problems and reduce 

effectiveness at work (Eurofound, 2014).   

 Depressive disorders, however, are characterized by sadness, loss of interest or 

pleasure, feelings of guilt or low self-esteem, sleep or appetite disorders, feeling tired and 

low concentration, that can be enduring or recurrent, substantially impairing a person's 

ability to function at work or deal with daily life problems (Bonde, 2008; DGS, 2017). In its 

most serious form, depression can lead to suicide (DGS, 2017). On the other hand, anxiety 

disorders refer to a group of mental disorders characterized by feelings of anxiety and fear, 

including generalized anxiety disorder (GAD), panic disorder, phobic disorders, including 

social phobia, obsessive-compulsive disturbance (OCD) and posttraumatic stress disorder 

(PTSD) (DGS, 2017).  
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 Depression and anxiety can have a durable impact on productivity. The World Health 

Organization (WHO) claims that depression and anxiety disorders are the most common 

mental disorders, estimating that over 300 million people globally suffer from depression, 

correspondent to 4.4% of the world’s population (WHO, 2017).  In this same study, 

depression is classified by WHO as the single largest contributor to global disability (7.5% 

of all years lived with disability), and anxiety disorders are ranked 6th (3.4% of all years 

lived with disability, affecting 3.6% of the global population (WHO, 2017). According to 

the National Epidemiological Study of Mental Health from 2013, 19.3% of the Portuguese 

population had suffered from at least one episode of depression during their lifetime and the 

annual prevalence was 7.9% (DGS, 2014). The fact that the estimated number of people 

living with depression increased by 18.4% between 2005 and 2015 reflects demographic 

growth, as well as an increase in the age groups in which depression is more prevalent 

(Simões et al., 2017).  

 Depression represents one of the major causes of workplace absenteeism and 

presenteeism (Evans-Lackoa et al., 2016) and factors such as psychosocial job strain, low 

job control and high job demands have been linked to a high risk of major depression (Cox, 

Griffiths & Rial-González, 2000; Virtnanen et al., 2007; Bonde, 2008). Depression is also 

the major contributor to deaths by suicide, with an estimate of 800 000 per year (WHO, 

2017). The cost regarding work-related depression is estimated at 617 billion euros annually, 

including costs for employers due to absenteeism and presentism, lost productivity, 

healthcare costs, and disability benefit payments (EU-OSHA, 2014). 

 

 

2.3.The increasing growth in the use of Antidepressants and Benzodiazepines 

 Antidepressants and benzodiazepines are among the most used drugs in Europe, 

which is not surprising due to the high prevalence of mental health issues such as depression 

and anxiety disorders (Coutinho et.al, 2018). 

 Specifically, antidepressants and anxiolytics alone account for 3.8% and 2% 

respectively of all medication sold in Portugal (Pinho, 2015; OPSS, 2019). Portugal had the 

fifth highest consumption rate compared to the other OECD countries and has shown a 

tendency for continued growth in the consumption of antidepressants and anxiolytics but a 

slight diminution in the consumption of sedatives and hypnotics (Furtado, 2014; DGS, 2017; 

OPSS, 2019; OCDE, 2019).  
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 On one hand, these statistics are particularly worrying. Firstly, as the use of these 

substances can lead to tolerance, which means there is a growing need to keep increasing the 

quantities to maintain the results. Secondly, these substances are known to cause 

dependence, so when a patient ends the medication very abruptly, they may be new physical 

and mental consequences. Thirdly, because they are only symptomatic, they can give the 

sensation of having resolved the issue by relieving the symptoms, without dealing with the 

source of the problem. Fourthly, they have been associated with other issues such as the 

slowing of psychomotor capacities leading to the risk of fractures and road accidents 

(Coutinho et al, 2011; Furtado, 2014; DGS, 2017). Even though anxiety and insomnia 

symptoms are reduced with the intake of benzodiazepines, which reduces these as risk 

factors for suicide, the use of benzodiazepines has been associated with the increase in the 

risk of attempting or committing suicide (Dodds, 2017). Individual characteristics seem to 

influence this association (Dodds, 2017). On another hand, OCDE (2019) states that the 

increase in consumption across European countries can reflect a positive evolution in the 

resources available for diagnosis, recognition and therapy.  

 Furthermore, depression and anxiety often appear simultaneously, so antidepressants 

and tranquilizers are often prescribed together. However, symptoms alleviated by 

tranquilizers (anxiety, muscle tension, insomnia) when more serious, may make symptoms 

of depression more evident, leading to the increase of dosage, which will only improve 

symptoms for a limited period of time (Kanya, 2014; DGS, 2017).  

 There seems to be a consistency between studies in Europe regarding characteristics 

associated with both the use of antidepressants and with the prevalence of depressive and 

anxiety disorders. Older people, women and people with worse mental health, notably 

depression and anxiety, are more likely to take antidepressants (Bonde, 2008; Ansoleaga & 

Castillo-Carniglia, 2011. Depression seems to be more prevalent in middle-aged women 

(Pratt & Brody, 2014; Kuehner, 2017; DGS, 2017). However, Albert (2015) points out an 

age discrepancy between the peaks in depression (14-25 years old) and the prevalence of 

antidepressant use (over 45 years old), due to young adults with depression not always 

receiving antidepressant treatment until several years later. Social aspects also appear as 

fundamental aspects- socioeconomic disadvantage and segmentation, and even age seem to 

be related to the consumption of this category of medication (Azevedo, Araújo & Ferreira, 

2016). Portugal’s unemployment rate of 6.7% (INE, 2020), and poverty risk rate of 17.2% 

(INE, 2019) show potential risks subjacent in the national paradigm. 
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 When symptoms are severe and demand immediate intervention, medication plays a 

particularly important part. However, the combined use of psychotherapy with medication 

is recommended by professionals and shown by studies to be more effective (Azevedo et al., 

2018). According to the World Health Organization (WHO, 2015 cited in OPSS, 2019), one 

of the problems found in Portuguese mental health services is the scarcity and low 

qualification of human resources in organizations, highlighting the fact that the treatment 

indicated for depression and anxiety seems to be essentially pharmacological, having poor 

psychosocial components. This tendency, the lack of social support in organizations and the 

high prevalence of work-stress related issues may be key factors that explain the significantly 

high use of psychotropics in Portugal. 

 

 

2.4. Understanding the conditions in which health professionals operate 

 The health sector is known to be one of the most hazardous for workers, that is, with 

more risks to their well-being (Grau, Suñer & García, 2005; Okeafor & Alamina, 2018). 

This is due to the complex structure of health services, with multiple departments and 

professionals, and to the fact that the people in these organizations are frequently confronted 

with sensitive issues such as life, sickness and death (Costa, 2017). For these reasons, it is 

not surprising that occupational stress is so common among hospital workers (Tajvar et al. 

2013; Onigbogi & Banerjee, 2019). The significance of this is the size of the workforce; over 

43 million health professionals in 2013, and growing, of whom 70% were women (WHO, 

2016). 

 Besides this, hospital workers have other specifications in their work context that are 

important to consider. One of the particularities of public hospitals is the need to have a 24h 

working service, which means workers must work in shifts. Literature indicates that shift 

work is associated with consequences such as cognitive impairment, accidents, type 2 

diabetes, weight gain, coronary heart disease, stroke, cancer, disturbances to the circadian 

rhythm, sleep disturbances, and also negative impacts on work-life balance, social life and 

marital satisfaction (Kecklund & Axelsson, 2016; Gullard, 2017; Albertsen et al., 2019). 

Some studies suggest workers who work by shifts and who work long hours are more prone 

to the use of hypnotics, sedatives, anxiolytics and antidepressants (Tucker, 2017), results 

which are not surprising, since the association between insomnia and the risk of developing 

symptoms of depression, fatigue and occupational stress has been documented (Koyama, 
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Yoda & Hirao, 2017), while other studies have not been able to establish that link (Albertsen 

et al., 2019). Unfortunately, sometimes fatigue can result in consequences such as errors in 

patient care (Salen & Norman, 2018; Smart et al., 2013). Weak interpersonal relationships, 

violence at work and job dissatisfaction have also been identified among health professionals 

(Ariza-Montes, Muniz, Montero-Simó & Araque-Padilla, 2013; Magnavita, 2014; Nelson, 

2014). Researches have associated poor interpersonal relationship in the workplace with 

anxiety, emotional exhaustion, job tension and low job satisfaction with an increased risk of 

cardiovascular disease. (Okeafor & Alamina, 2018). Low job control, low social support, 

effort-reward imbalance, overcommitment and work-related activities that cause pain/injury 

also seem to affect work ability in hospital workers (Martinez et al., 2016).  

 High work overload among health professionals has also been found pose as a threat 

to workers’ well-being (Okeafor & Alamina, 2018; Coutinho et al., 2018; Lovelock, 2019). 

This increasing demand and workload can be related to the shortages in health workforce 

felt in many European countries, which are critical, being estimated that they will reach one 

million health workers in Europe (Kroezen et al., 2015). These shortages are driven by 

demographic changes in the population, the increase in demand for healthcare, the growing 

number of chronically ill patients, an ageing workforce and the limitation in recruitment that 

is imposed by governments in order to meet economical savings targets (Kroezen et al., 

2015).  

 Another topic of concern is the high risk of violence at work experienced by health 

professionals (Kuehner, 2010). In the world, between 8% and 38% of health workers are 

likely to suffer physical violence during their careers (WHO cit. in Singh, Singh, Chaturvedi 

& Khan, 2019). Ambulatory workers, mental health workers and those doing community-

based work have been highlighted as being more prone than others to suffer from violence 

episodes at work (Ferrinho et al., 2003) as are emergency personnel (Maguire, O'Meara, 

O'Neill & Brightwell, 2017). These types of episodes at the workplace have negative effects 

on the organization, contributing to staff turnover, higher absenteeism rates, less 

commitment by workers, higher rates of job dissatisfaction, poorer mental and physical 

health of healthcare practitioners, and the quality of healthcare delivery too (Liu et al., 2019). 

Ansoleaga & Castillo-Carniglia (2011) showed an association between consumption of 

psychotropic medication by hospital workers with both low social support and discrepancy 

felt between effort and reward. All the factors here described can be contributing to the fact 

that hospital workers with more than ten years of seniority in the institution are more 

depressed than those with less (Martin et al., 1997). 
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  A group identified for mental health issues is emergency ambulance personnel and 

intensive care unit workers, with studies showing high prevalence of anxiety, depression and 

even Post Traumatic Stress Disorder (Bennet et al, 2004; Vargas & Dias, 2011). This is also 

possibly associated with shift work and the particularly emotional straining situations they 

are exposed to (Lovelock, 2019).  

 The high rates of absenteeism, which reached 10.9% in 2018 in Portugal (Ministério 

da Saúde, 2018), and of health professionals who experience burnout symptoms (Grau, 

Suñer & Garcia, 2005; Marques et al., 2018; Coutinho et al., 2018) reflect these issues in 

rather severe rates. Although individuals with lower economic status jobs are usually more 

likely to have worse mental health (Lopes, Kanau & Jaspal, 2018), some studies point out 

that depression and suicide rates among physicians, specifically female physicians, seem to 

be higher than the general population (Schernhammer & Colditz, 2004; Petersen & Burnett, 

2008; McFarland, Hlubocky & Riba, 2019). Other studies mention that nurses, 

administrative staff and technicians had higher levels of emotional exhaustion and lack of 

personal accomplishment than physicians and healthcare assistants (Marques et al., 2018), 

making it hard to establish a connection between specific professional categories and mental 

health issues. Other factors such as the constant demographic change, the possible lack of 

adequately trained staff and reduced budgets for hospitals enhance this problem (Mulfinger 

et al., 2019). 

 All these reasons make hospitals an important target of study since, they have are a 

source of production of potential health-harming conditions for its workers (Grau, Suñer & 

García, 2005; Costa, 2017). This is ironic as the of these kinds of organizations is to provide 

health services, but in doing so, risks their own workers’ health. 

 

2.5. The role of European legislation in the protection of mental health at work 

 The EU has highlighted psychosocial risks as crucial factors to be considered when 

implementing policies. For this matter, there were already achieved significant 

developments for the management of these risks, such as creation of the Framework 

Directive 89/391/EEC on Safety and Health of Workers at Work, which was implemented 

to encourage the improvement of safety and health conditions for workers at work, requiring 

employers to adapt the work to the workers and ensure health and safety in every facet of 

work (European Council, 1989); the following adaptation of national legal frameworks in 

EU member states, with the development of infrastructures, campaigns and initiatives; plus 



11 
 

the continuous growth of scientific knowledge these  factors, complemented by actions taken 

by social partners within the European Social Dialogue framework (OSHWiki, 2015).  

 This Directive continues to be relevant, although the EU recognizes that there is a 

need for further action and more developments, as they are the major cause of absence from 

work and have a significant impact on the wellbeing of workers (COWI, 2015). Still, there 

still is a big gap between the policies implemented and the practices of organizations, which 

also varies widely across EU countries as most good practices that followed the 

implementation of the agreement were developed in countries where there had already been 

high awareness in relation to these issues, such as Finland, the Netherlands, Sweden and the 

UK (Leka et al, 2011).  

 

 

2.6. The reality underlying working conditions for health professionals in Portugal 

 The National Health System is an organized and articulate set of public health care 

providers and institutions, run by the ministry of health, which makes it responsibility of the 

state to protect health (Biscaia, 2013; Diário da República, Lei n.º 95/2019, de 4 de 

setembro). Portugal’s National Health System was only implemented in 1979, inspired by 

the English NHS, which was already about 30 years old at this time. With this System, the 

Portuguese can benefit from a universal system available for everyone and financed by taxes, 

and also from public and private insurance schemes for certain professionals. Before this, in 

1946, the first social security law which allowed health care to be provided to employed 

workers and their dependents via social security and illness funds from employers and 

employees’ contributions (Simões et al., 2017). In Portugal, the Ministry of Health is the 

second largest employer in the Public Administration. During the year of 2018, the health 

workforce was estimated to be about 135 thousand workers. In these statistics, it was 

possible to verify that nurses, doctors and operational assistants are the most representative 

groups, in this order, and that corporate public entities account for 73% of all health workers 

(Ministério da Saúde, 2018). 

 In terms of Occupational Health, the law (Lei n.º 95/2019, de 4 de setembro) states 

that “all workers have the right to benefit from measures to protect health within their 

working lives”. Employers are, therefore, obligated to guarantee that workers have access to 

healthy and secure working conditions. For health professionals, insurance and occupational 

medicine consultations are assured according to Law no.102/1009, of September 10th. 
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Although the Portuguese health system guarantees health services for everyone, 

independently of their means, it lacks specific legal measures of protection for the workers 

that provide the care, especially when it comes to mental health issues.  

 According to the World Health Organization (WHO, 2015 cited in OPSS, 2019), one 

of the major problems that is found in Portuguese mental health services is the scarcity and 

low qualification of human resources, which also influences the fact that the treatment 

indicated for mental health issues seems to be mostly pharmacological with poor 

psychosocial support. For workers with mental health issues, this will result in a lower level 

of support and treatment provided by the public system, reflected by the high rates of 

absenteeism. 

 There are other factors that are also relevant, such as the process of conversion of 

hospitals into corporate public entities (EPEs), with administrative and financial autonomy 

controlled by the government through the Ministry of health. Although this change was 

expected to introduce new management and control models, this implementation is still 

limited by the human, social and contextual reality that exists in hospitals (Mesquita et al, 

2018), meaning that the models of management that are used in these establishments remain 

traditional.  

 Moreover, the organizational culture that is most prevalent in the country has as 

impact on behavior. Organizational culture is defined as a selection of values, beliefs and 

practices that are followed in an organization (Mullanvathukkal, 2018). In this case, 

Portugal’s organizational culture is described as being highly hierarchical, in which people 

in powerful positions have privileges from their position, being expected to exercise control 

over their subordinates and also meaning that negative or lack of feedback can lead to 

demotivation in workers, as well as having a high necessity for rules (Hofstede, Hofstede & 

Minkov, 2010; Rodrigues, 2014). This is congruent with the importance given to traditions, 

characteristic of the Portuguese culture: even when productivity levels are low, it is there is 

still a necessity to be busy, work hard, be precise and punctual, resisting innovation and 

security being perceived as an important element in individual motivation (Hofstede, 

Hofstede & Minkov, 2010). It is also defined as collectivist and restrained, meaning that 

members of those organizations tend to be loyal, long-term committed, while demonstrating 

a tendency for cynicism and pessimism (Hofstede, Hofstede & Minkov, 2010).  

 Besides this, there is an outside culture that influences behavior in organizations. 

This means that historically, Hofstede’s classification of the Portuguese organizational 

culture makes sense as it reflects the impact of the dictatorship established in Portugal from 
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1928-1974, which, in line with a Marxist perspective “was structured for the repression of 

the majority in the interests of the capitalist” (Corkhill, 1993 cit. in Gouveia, 2010, p. 66). 

During this period, the majority of the population lived in poverty and ignorance, with only 

elite groups accessing higher education, and with a prevailing sense of power from the 

government over the population which reflects the type of hierarchical positioning referred 

in Hofstede’s analysis of the Portuguese organizational culture (Gouveia, 2010; Hofstede, 

Hofstede & Minkov, 2010).  

 In terms of mental health, organizational culture does have an impact on workers’ 

well-being, and when it comes to hierarchical and very demanding organizational cultures, 

these can play a role in the development of issues such as job stress and burnout syndrome, 

associated with mental and physical exhaustion, demotivation and lack of energy (Marques, 

2011; Costa & Santos, 2013; Samuel, 2018; Fonseca et al., 2018). 

 

2.7. Theoretical synthesis  

 The constant change in the way work is organized and how workers make sense of 

their context has brought new psychosocial risk factors that should be frequently updated, 

studied and taken in account by employers so that possible negative impacts on the health of 

their workers can be avoided. Understanding the positive impact of these investments is 

relevant for both employers and employees. Health workers are a specifically vulnerable 

group for these risks and represent a high percentage of the workforce in Europe.  

 Mental health issues have a large economic impact, due to the absenteeism levels, 

productivity and with the costs associated with medication. This means that the investments 

made by employers in making working conditions better and providing appropriate mental 

health support are not only beneficial for the workers, but also are positive for the 

organizations in terms of environment and cost-effectiveness. As Matrix (2013) states, for 

every 1 Euro invested in a worker, the organization can return 10.25. In the case of health 

workers, the benefits will also affect the patients who use these services. Changing the 

organization and the work environment in order to promote social dialogue and a more 

participatory approach during risk management plays an important role in preventing 

psychosocial issues of this kind (Pinho, 2015). 

 Not much research has been done into the use of antidepressants specifically by 

hospital workers. The psychosocial risks present in settings where health professionals 

operate, on the other hand, seem to be consistently high (Grau, Suñer & García, 2005; 
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Okeafor & Alamina, 2018) and support is low (OPSS, 2019), not only regarding the lack of 

mental health workers in occupational health settings, but also in terms of protection with 

less generalized legislation that ensures that this support is legally provided by employers. 

In Portugal, this can also be a consequence of the lack of psychologists (OPSS, 2019), as a 

combination between less medication prescribed, more social support and psychotherapy 

seem to be the most appropriate way to mitigate mental health issues (Azevedo, Fagundes 

& Pinheiro, 2018).  

 Although it is not possible to precisely infer the prevalence of mental health issues 

through the levels of consumption, there seems to be an association between the two. 

Specifically, work characteristics such as high demands, violence and low decision latitude 

have a positive correlation with both these issues (Ferrinho et al., 2003; Martinez et. al, 2016; 

Okeafor & Alamina, 2018; Coutinho et al., 2018; Lovelock, 2019). Despite there being some 

inconsistencies regarding what ages are most affected with anxiety and depression with some 

stating adolescence as the peak for the development of these in female teenagers (Albert, 

2015), as it also seems that both consumption and depression are highly prevalent in mostly 

middle-aged to older women (Bonde, 2008; Ansoleaga & Castillo-Carniglia, 2011). This is 

the group that is relevant in terms of prevention regarding workplace conditions and show 

to be more vulnerable. By investing in the treatment and prevention of these issues, taking 

into account that the health sector consists largely of female workers (70% according to 

WHO, 2016), it is expected that both the levels of consumption and of symptoms would 

improve, therefore improving productivity and absenteeism levels.  

 Emergency ambulance personnel and intensive care unit workers (Bennet et al, 2004; 

Vargas & Dias, 2011; Maguire, O'Meara, O'Neill & Brightwell, 2017), nurses (Marques et 

al., 2018; Grau, Suñer & García, 2005; Tajvar et al. 2013), physicians (Petersen & Burnett, 

2008; Schernhammer & Colditz, 2004; McFarland, Hlubocky & Riba, 2019;) and lower 

skilled personnel (Lopes, Kanau & Jaspal, 2018) are highly likely to be exposed to risks and 

develop problems of this kind, making it hard to establish a connection between specific 

professional categories and mental health issues, especially taking into consideration that 

there are more studies available with only nurses. It is interesting to note that lower skilled 

jobs confirm that in this context socioeconomic disadvantage seem to have an impact on 

consumption. In terms of schedule, long hour shifts are common and possibly inevitable in 

this sector, but such bad health outcomes can be reduced by measures such as, in 12 hour 

shifts for example, avoid isolated work and allow more breaks during this time (Cunha et al, 

2019).  
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 Meanwhile, individual factors cannot be ignored when we analyze sensitive issues 

such as anxiety, depression, or even psychotropic medication consumption, but an increase 

in the appropriate support provided should have a positive impact on these domains. 

 As a final reflection, labor represents an important social component in people’s 

lives, influencing emotions, behavior and even the way we organize our routines, being 

“essential for man’s development” (Machado, 2005, p.157). Work has been glorified in such 

a way, Arendt refers there has been a “factual transformation of the whole society into a 

laboring society” (Arendt, 1997, p.12), making workers, for more than just survival,  endure 

working conditions that deteriorate their physical and mental health. Although the income 

factor should not be ignored, even though we have long past the industrial revolution and 

technology has evolved, when studies show how workers seem to be so insecure about their 

jobs and feel so undervalued, this can reflect that workers in steeply hierarchical 

organizations are still currently regarded as if they were pieces of a machine. Interventions 

regarding the type of leadership, health and safety actions could be a way of easing 

communication issues and creating more supportive environments. 
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3. Methodology 

 

 

3.1.  Type of study 

 This study is a quantitative study using secondary data analysis using data collected 

during occupational health consultations by the work physicians, with the objective of 

describing the consumption of health professionals from a public hospital. In a second phase, 

results are returned to the occupation health professionals and relevant mental health figures 

such as the psychology service director and two occupational health physicians who have 

close contact with hospital workers. 

 

 

3.2.  Ethical considerations 

 Before any data collection, contact with the occupational health physicians was made 

in order to establish what information could be provided and to debate the interest and ethical 

parameters of this study. Only then was this project developed, submitted, and approved by 

the hospital’s ethical committee (available in Attachment 1). In order to protect the workers’ 

identities and information not relevant to this investigation, their names and personnel 

numbers were removed prior to transferring the data to the investigator. 

 The researcher states that the information provided in this research project is true. 

Furthermore, the researcher declares that, during the study the necessary conditions for the 

proper execution of the same under appropriate ethical conditions will be provided, 

respecting the standards and recommendations from the Helsinki Declaration (with the 

amendments of Tokyo 1975, Veneza 1983, Hong-Kong 1989, Somerset West 1996, 

Edimburgo 2000, Washington 2002, Tokyo 2004 and Seul 2008).  

 

 

3.3.  Sample 

 The sample is formed by N=2601 Health workers from the Centro Hospitalar 

Universitário de São João, who have had an Occupational Health consultation during the last 

year in Porto and have answered about what medication they are currently using. This sample 

represents 44% of the workers in this institution (who were a total of 5893 at the time this 

data was collected). 
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Table 1. Age groups. 

Age Groups (by 

years) 

N % 

≤ 30 272 10.5 

31-40 1074 41.3 

41-50 535 20.6 

51-60 510 19.6 

61 ≤ 210 8.1 

Total 2601 100.0 

 

Table 2. Time serving in the institution by groups. 

Time serving in the 

institution groups 

(by years) 

N % 

≤ 9 1217 46.8 

10-19 798 30.7 

20-29 190 7.3 

30-39 391 15.0 

40 ≤ 5 .2 

Total 2601 100.0 

 

Table 3. Professional Category Groups 

Professional category groups N % 

Physicians  924 35.5 

Nurses 719 27.6 

Superior technicians 104 4.0 

Operational technicians 534 20.5 

Diagnostic and therapeutical 

technicians 

137 5.3 

Tecnical assistants 151 5.8 

All other professionals 32 1.2 

Total 2601 100.0 

  

 

 For this study, health workers were considered to be all members of the following 

groups placed in the different Services in the Hospital Centre: Nurses (n=924), Physicians 

(n=719), Operational Assistants (n=534), Management Staff (n=5), Superior technicians 

(n=105), Diagnostic and Therapeutic Technicians (n=137), Technical Assistants (n=152), 
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Senior Health Technicians (n=13), Board of Directors (n=1), Teaching Staff (n=4) and 

Chaplain (n=2) (cf. Table 3).  

 From the 2601 workers present in this study, 72.8% were female and 27.2% were 

male, with ages between 21 and 70. The average of ages was M=42.62 (SD=11.09). The 

data available in the sample appears to correspond to the averages of ages and genders from 

the total hospital workers, with a ratio of 73% female workers and an average of ages of 43 

years old (data provided by the Occupational Health Service using a Human Resources data 

base).  

 For analysis purposes, and due to low observed cell counts (i.e. more than 20% of 

cells in the contingency table having expected cell counts less than five in the chi-square 

test) prior to this division, the sample was divided in five age categories, five groups of time 

serving in the institution and seven professional category groups, described in the tables 

above (cf. Table 1, 2 and 3).  

 

 

3.4.  Data collection and analysis procedure 

 In the first phase of data collection, physicians from the Occupational Health Service, 

during an occupational health consultation, collected the data regarding consumption, 

already usually collected during the consultation. This data was then complied and sent to 

the researcher and placed it in the IBM SPSS® software. The information was organized by 

age, gender, professional category, time in the institution and service. In other to facilitate 

the statistical analysis, both age and time serving in the institution were divided in five 

groups as previously shown. The initial sample included all workers who attended an 

occupational health consultation during the last year and answered about the medication they 

use regularly. Their identity was hidden when this information was provided by the service.  

 For the analysis, the results were filtered, only containing health professionals who 

consume psychotropic medication, seeking to verify which categories are most frequent in 

terms of consumption and if there was any correlation between consumption and age, time 

serving in the institution, gender, professional category and hospital service in which they 

are allocated in.  

 Lastly, these results were compiled in a quick two-question questionnaire applied to 

the psychology service director and two occupational health physicians, in which they were 

asked to comment on the results according to their experience in the institution and 

professional knowledge. 
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4. Results and Discussion 

 

4.1. Findings and Correlations  

 From the sample of N=2601 workers, N=143 consumed psychotropic medication 

(5.5%). 

 
Table 4. Consumption of psychotropic medication by gender. 

Gender Consume Do not consume 

N % of 

females 

N % of 

males 

Feminine  134 7.1% 1759 91.9% 

Masculine 9 1.3% 699 98.7% 

 

 From these 143 workers, 134 were female (94%) (cf. Table 4). The percentage of 

females who consumed was 20% higher than the percentage of female workers present in 

the overall sample. It was possible to verify a positive but very weak relationship between 

being female and the consumption of psychotropic medication (χ2(1) = 33.45, p < .001, phi 

= .113). These findings were congruent with what was found in the literature, as 

antidepressants are prescribed more than twice as often to women than men and depression 

is also more common in women (Albert, 2015; Marchand et al., 2016). Even in recent studies 

among health workers during the COVID-19 pandemic, the female gender had higher risk 

for insomnia, anxiety, obsessive-compulsive symptoms, and depression (Zang et al., 2020). 

Analyzing and improving these numbers are of special interest as women form 70% of 

workers in the health and social sector (Boniol et al., 2019). The high prevalence of 

depression in women has been explained in several studies by biological factors (Brandis, 

1998; Albert, 2015), but cultural and social norms, gender roles, expectations, lack of 

socioeconomic opportunities, disadvantage, and the continued violence against women are 

factors that can explain these results (Brandis, 1998; Mayor, 2015; Marchand et al., 2016; 

Chun & Agarwala, 2016). In work, these factors continue to exist and should also be taken 

into account as women in the health and social sector, despite being represented in terms of 

participation, continue to experience a 28% gender gap and are less likely than men to be in 

full-time employment and in leadership roles (Marchand et al., 2016; Boniol et al., 2019). 
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Table 5. Consumption by professional category. 

Professional Category Groups Consume Do not consume 

N % of the 

group 

N % of the 

group 

Physicians  27 2.9% 897 97.1% 

Nurses 12 1.7% 707 98.3% 

Superior technicians 8 7.6% 97 92.4% 

Operational Assistants 66 12.4% 468 87.6% 

Diagnostic and therapeutical technicians 5 3.6% 132 96.4% 

Technical assistants 21 13.8% 131 86.2% 

All other professionals 4 13.3% 26 86.7% 

 

 In terms of professional category, there is a discrepancy between the samples 

available for each group, so it was only possible to correlate consumption to groups with a 

significant number of workers: nurses, physicians, operational assistants, superior 

technicians, diagnostic and therapeutic technicians and technical assistants. The groups with 

the highest percentage of consumption were technical assistants (13.8%), operational 

assistants (12.4%) and superior technicians (7.6%). Nurses (2.5%), physicians (1.7%) and 

diagnostic and therapeutic technicians (3.6%) showed lower consumption percentages when 

compared to the average of the overall sample (5.5%) (cf. Table 5). There is a positive but 

weak association between professional category and psychotropic medication consumption 

(χ2(6) = 106.07, p < .001, V = .20).  

Despite the literature being incongruent when it comes to professional category, physicians 

and nurses showing low levels of consumption were surprising as literature flags both these 

professional groups as prone to mental health issues (Schernhammer & Colditz, 2004; 

Petersen & Burnett, 2008; Marques et al., 2018; McFarland, Hlubocky & Riba, 2019). On 

the other hand, one of the reasons behind these results could be lower economic status and 

lower positions in the social hierarchy have also being associated with worse mental health 

(Langner et al., 2012; Lopes, Kanau & Jaspal, 2018), which can be reinforced by 

administrative staff and technicians showing higher levels of emotional exhaustion and lack 

of personal accomplishment in previous studies (Marques et al., 2018). This also leads to 

another reflection regarding the recognition of their work, as the acknowledgment of a 

worker’s suffering, efforts and contributions to the organization is such an important process 

for the individual to develop their identity, pleasure and realization (Silva, Deusdedit-Júnior 

& Batista, 2015).  
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A further reason can be the sub notification of this consumption due to several factors: the 

stigma that still exists regarding mental health issues, the fact that in the occupational health 

consultations this factor can be concealed as prescriptions of this kind will most likely be 

given by the family doctor, and also the possibility that physicians have to self-medicate. 

 Regarding Service allocation and psychotropic consumption, it was not possible to 

establish a relationship between these variables due to the big discrepancy in the number of 

workers in each different service and to the number of services the hospital displays. Number 

of cells in the contingency table with expected frequencies less than 5 was much higher than 

20%. Meanwhile, the services with most workers in this sample were General Medicine 

(233), General Emergency (112), and General Surgery (98) and had a percentage of 

consumption of, namely, 1.2%, 5.3% and 2%. Future studies targeting consumption, risks 

and mental health in the different services would be of interest as emergency ambulance 

personnel and intensive care unit workers appear to have a higher prevalence of mental 

health issues such as anxiety and depression (Bennet et al, 2004; Vargas & Dias, 2011). 

 

Table 6.  Consumption by Age 

Age Groups (by years) Consume Do not consume 

N % of the 

group 

N % of the 

group 

≤ 30 4 1.5% 268 98.5% 

31-40 24 2.2% 1050 97.8% 

41-50 33 6.2% 502 93.8% 

51-60 57 11.2% 453 88.8% 

61 ≤ 25 11.9% 185 88.1% 

 

 In terms of age, it was possible to verify that the age groups with the highest overall 

frequency of consumption were the groups with ages between 51 and 60 (with 57 consumers) 

and those from 41 to 50 years old (with 33 consumers) (cf. Table 6). However, considering 

the percentage of consumption existent for each age group, the consumption was higher in 

the age groups aged 61 to 70 years old (with 11.9% of consumers within the group) and 51 

to 60 years old (with 11.2% of consumers within this group). These results can be explained 

by the number of people belonging to each group. That is, only 8.1% of the total sample 

belongs to the group from 61 to 70 years, while in the ages between 51 and 60 belong, 19.6%, 

and to 41 to 50, 20.6%. Therefore, the percentage within the two groups of older ages (51-

60, 61-70) turn out to be more significant. Overall, there was a relationship between age and 
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consumption (χ2(4) = 79.21, p <.001, V = .17).  Literature also supports this relationship, as 

older age groups are more prone do antidepressant use (Albert, 2015) and to be diagnosed 

with depression (Simões et al., 2017). 

 

Table 7. Consumption by Time serving in the institution. 

Time serving in the 

institution Groups (by 

years) 

 

Consume Do not consume 

N % of the 

group 

N % of the 

group 

≤ 9 31 2.5% 1186 97.5% 

10-19 58 7.3% 740 92.7% 

20-29 17 8.9% 173 91.1% 

30-39 36 9.2% 355 90.8% 

40 ≤ 1 20% 4 80% 

 

 When it comes to Time serving in the institution, taking into consideration that 46.8% 

of the sample belonged in the first Time serving in the institution group of 9 or less years in 

the institution and 30.7% in the second group from 10 to 19 years in the institution, 38% of 

the total of consumers had been in the institution for more than 20 years, 40.6% had been in 

the institution from 10 to 19 years and 21.7% for less than 9 years (cf. Table 7). A positive 

relationship was found between Time serving in the institution and Consumption (χ2(4) = 

41.94, p <.001, V = .13). This relationship was consistent with literature findings, in which 

seniority has been associated with depression (Martin et al., 1997) and can be particularly 

important as people who have been in the institution for longer have been exposed to the 

psychosocial risks present in the work context for longer too. Also, civil service jobs offered 

by this public institution in Portugal have the particularity of being safer in the sense workers 

are usually bonded to it through permanent contracts, meaning that this shows they will be 

willing to endure the consequences of their jobs due to the lack of opportunities in the 

country. 

 The fact that the correlations were positive but weak among these variables can be 

explained by the low rate of consumption overall and also due to the lack of access to other 

work characteristics that could mediate these relationships.  
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4.2. Data Triangulation 

 A short questionnaire was given to relevant professionals in the institution,  in this 

case the psychology service director and to the two available occupational health physicians. 

The purpose was to allow a joint reflection the resulting data found in this investigation. 

They were asked to comment briefly on whether these results were, from their experience, 

representative of the reality felt in terms of mental health in the institution, and to select the 

three main risks that they would find most prevalent in the context of this institution. 

 In general, these professionals regarded the results were lower than expected. The 

explanations offered varied but were congruent with what was previous discussed with 

literature support. A lack of notification of the consumption due to the stigma existent 

when it comes to mental health issues was referred as well as the possibility of an 

association between lower levels of education and a higher incidence of psychological 

issues. However, the higher psychotropic medication consumption by older people was not 

considered a surprise as “older people, more medication” (Psychology Service Director). 

  These professionals considered the main psychosocial risks affecting health workers 

from this institution to be the following; shift work, low social support, poor interpersonal 

relationships, working long hours, mental and emotional exhaustion, low control over their 

work and emotionally sensitive situations. 
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5. Conclusion 

 

 

 The aim of this study was to understand that possible components could be in the 

origin of antidepressant and benzodiazepine consumption, which has been increasing in 

Europe, and whether certain working conditions could present risk factors in health 

professionals.  

 In terms of limitations, there are some factors which need to be considered. Initially, 

the empirical research was planned to include a second phase in which psychosocial risk 

assessment questionnaires would be applied to the professional groups with higher 

consumption habits in order to deepen the data analysis and understand the reality 

experienced by these workers. Due to the COVID-19 pandemic restrictions, this was not 

possible. The access to other data was also not possible, also limiting the analysis of more 

specific working conditions and their relation to consumption, taking into account that this 

type of information is highly sensitive, the researcher is not a member of the organization 

and that the institution is a very large, traditional and public hospital. Another limitation was 

the lack of access to worker’s representatives to be able to deepen the discussion and reveal 

these results to representatives of the reality that is experienced by workers in this context. 

For these reasons, the possibility that remained and was used to support the results was to 

do a triangulation of the statistical results with occupational physicians and a mental health 

professional from the institution.  

 The rate of 6% of consumption in this sample was lower than expected. The positive 

but low correlations between consumption of psychotropic medication and the variables age, 

gender, time in the institution and professional category can be explained by the low overall 

consumption rates found in the study and the lack of other specific work factors in the 

analysis to support them. However, despite the weak correlations, the results for age, gender 

and years in the institution were consistent with the literature as women, advancing age and 

time serving in the institution have been previously associated with worse mental health 

outcomes. In terms of professional category, lower hierarchal jobs, in this case technical 

assistants (13.8%) and operational assistants (12.4%), seem to be the most affected groups. 

These findings may be uncovering a fragility related to suffering at work felt by these 

professional groups, the lack of recognition of the efforts made and the value of their jobs, 

which will not be exclusive to these lower hierarchal jobs, but can be more flagrant in these 

as they are typically more precarious. “To work (…) is also to transform oneself, to produce 
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oneself. (…) Suffering is ontologically the subject's primary connection to the world. And, 

the individual has nothing left but this experienced, recognized, appropriated suffering. 

When contemplating the results of the work which was carried out, the overcoming of 

suffering is announced and is transformed into a feeling of satisfaction, fullness and even 

euphoria. Pleasure at work is consubstantially linked to the success of the process of 

subjectivation, of reinforcing identity, or even to the self-realization that working has 

provided.” (Dejous, 2011, p.3-4, free translation). 

 The results were particularly surprising as both burnout and the exposure to work-

related psychosocial risk factors have been flagged as issues in workers from this same 

institution in previous studies (Coutinho, 2018; Marques, 2018). A possible explanation for 

the low data found in this sample could be the lack of appropriate support for workers that 

has been referred as an issue in Portugal, which could be leading to workers only resorting 

to psychological support in more severe cases. Another possible reason and limitation of the 

study is the concealment of information by these workers regarding their medication intake, 

as this would usually be prescribed by their health center’s family doctor. In physicians, the 

possibility for concealment is higher as they can self-medicate. Future studies focusing on 

antidepressant and benzodiazepine consumption in health professionals in Portugal would 

be useful to understand the overall representation of the numbers presented in this study, as 

well as another study regarding psychosocial risks within these flagged groups with bigger 

samples. A specific study regarding consumption and work-related risks in the different 

services would be of interest as it was not possible to include this variable in this study. 

 As a final reflection, the investment in personnel which is planned to take place in 

the civil service in Portugal, could be a step towards change and a way of addressing one of 

the issues. Although it could improve the increase in working hours that has occurs at the 

moment without the appropriate increase in the number of professionals available, having 

inevitably resulted in additional efforts made by workers, it will still not be sufficient if other 

specific work risks are not studied and addressed. The rationalization of resources instead of 

a better development of those resources determine the state of, not only the conditions in 

which workers operate, but also the system itself (Varela, 2019). An investment in the free 

psychological support available in the SNS could also be a way of overcoming the 

relationship between socioeconomic disadvantage and the consumption of psychotropic 

medication. 
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