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Abstract
Individuals who provide services for people living with HIV (PLWH) face numerous work-related challenges, including psy-
chosocial and structural factors affecting the quality of care that they provide. Little is known about the factors that relate to 
burnout among service providers for PLWH. The current study seeks to examine the factors associated with burnout and the 
role of resilience and coping in the context of burnout. Via convenience sampling, data was collected from 28 professionals 
(e.g., peer counselors, HIV testers, case managers/case workers, group facilitators, or social workers) serving PLWH in the 
USA. Participants completed quantitative measures on sociodemographics, organizational factors, discrimination, trauma, 
depression, and burnout. A sub-sample of 19 participants provided in-depth qualitative data via semi-structured interviews 
on burnout, coping, and resilience as a buffer against the effects of burnout. Thematic content analysis revealed themes on 
the factors related to burnout (e.g., discrimination, limited financial and housing resources, and COVID-19), rejuvenating 
factors, coping with burnout, and intervention strategies. Additionally, Pearson’s product moment correlations revealed 
significant associations between mental health variables such as depressive and posttraumatic stress disorder symptomol-
ogy with (a) discrimination and microaggressions and (b) burnout. The current study highlights challenges to providing 
HIV care, including structural barriers and discrimination that are doubly impactful to the professionals in this sample who 
share identities with the PLWH whom they serve. These findings may inform the development of an intervention targeting 
burnout among individuals providing services to PLWH and motivate change to remove structural barriers and improve 
quality of care for PLWH.
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Introduction

HIV is a prevalent and global pandemic that impacts the lives 
of an estimated 0.8% of adults aged 15 to 49 years globally 
[1]. The prevalence rate of HIV in the USA was 427.5 per 
100,000 individuals in 2018 and the most disproportionately 
impacted are Black, Latino/a/x, and LGBTQ communities 
[2]. Given the prevalence and lifelong nature of HIV manage-
ment, quality of life and well-being are important for People 
Living with HIV (PLWH). However, improved quality of 
life requires retention and engagement in high-quality care, 
which is compromised by challenges affecting both service 
providers and clients [3–5].

Challenges within the HIV health care system range 
from lack of resources to psychosocial factors. For exam-
ple, resource constraints determine whether new patients 
are able to start and continue antiretroviral therapy (ART). 
Financial constraints (including lack of insurance cover-
age), lack of human resources and training to work with 
marginalized populations competently, pose a significant 
barrier to care [6–10]. HIV stigma is associated with pov-
erty, which leads to subsequent barriers to care (e.g., unsta-
ble housing and lack of geographical accessibility to health 
care) [11–14] and ultimately poor engagement in care [15]. 
HIV stigma also results in decreased support from family 
members and health care providers [16]. These financial 
and psychosocial challenges exacerbate the stress associated 
with using HIV-related health services.

Burnout results from chronic work-related stress 
that has not been successfully managed and is defined 
by three key characteristics: emotional exhaustion, 

 * Sannisha K. Dale 
 sdale@med.miami.edu

1 Department of Psychology, University of Miami, 5665 
Ponce de Leon Blvd, Miami, FL 33146, USA

http://orcid.org/0009-0002-2941-5392
http://orcid.org/0000-0002-9516-239X
http://crossmark.crossref.org/dialog/?doi=10.1007/s40615-023-01784-2&domain=pdf


 Journal of Racial and Ethnic Health Disparities

1 3

depersonalization (detachment from clients), and a sense 
of a lack of personal accomplishment [16–19]. The preva-
lence of burnout among mental health and medical profes-
sionals is well documented [16, 18, 20–22]. Strategies to 
address burnout have been identified among senior health 
care providers, medical officers, and researchers working 
with PLWH (e.g., coping skills for stress management), 
but it is unknown whether these apply to other profes-
sional roles [20].

The risk, frequency, and presentation of burnout vary 
based on the type of professional. For example, social work-
ers serving children and families have shown higher risk, 
while those serving adults show specific features of burn-
out. Lower levels of emotional exhaustion have also been 
reported among community health workers than doctors and 
nurses [23–25]. However, these studies have excluded pro-
fessionals who may be at increased risk of burnout, such as 
racial minority groups who are disproportionately impacted 
by trauma and HIV and professionals who provide day to 
day care for PLWH (e.g., group facilitators, case managers, 
and social workers) [26–29].

Comorbid and overlapping depressive and trauma symp-
toms are prevalent and have been associated with burnout 
[17, 30–34]. Furthermore, professionals may experience 
secondary trauma (i.e., psychological distress due to expo-
sure to clients’ trauma narratives and reminders of their own 
trauma via re-experiencing) [35, 36]. Consequently, these 
professionals help clients navigate the structural, physical 
health, and mental health challenges associated with living 
with HIV while attempting to maintain their own mental 
health and well-being when they share these lived experi-
ences [37].

Professionals also face person-specific and structural 
challenges within organizations that serve PLWH. For exam-
ple, depersonalization (detachment from clients) has been 
positively associated with features of negative organizational 
culture (e.g., critical appraisal) [24, 38–41]. Furthermore, 
high caseloads, poor access to care, and lack of insurance 
coverage cause structural or health system burnout [18, 25, 
42]. This lack of support and resources poses challenges not 
only for professionals, but also for PLWH [18].

The Motivation-Opportunity-Ability framework attrib-
utes poor-quality services to lack of opportunities in the 
work context [43]. Previous research has shown that lack 
of opportunity includes workload, limited supplies, space, 
and staff, inadequate training, delayed remuneration for 
services, navigating difficult interpersonal situations 
regarding HIV test results, lack of support and self-care 
services, lack of coverage, and access to care for PLWH 
[18, 44–47].

Discrimination has also been associated with burnout 
among HIV care providers. More specifically, HIV stigma, 

discrimination, and depression have been positively associ-
ated with burnout and negatively correlated with knowledge 
of HIV [17, 48–50]. Qualitative research has shown that 
stigma manifests as professionals feeling devalued within 
the larger context of the health care field, lack of social pres-
tige, and family members’ fears of contracting HIV [16]. 
Organizations serving PLWH are often staffed by individu-
als who share lived experiences with the population that 
they serve (e.g., race or HIV status) and consequently face 
similar discrimination and stigma, which increase the risk 
of burnout [51].

Perhaps one of the most compelling reasons to study 
burnout is that it compromises quality of care. For example, 
burnout has been shown to predict suboptimal patient care 
practices (e.g., aggressive communication with patients, 
refraining from giving diagnostic tests, and errors in treat-
ment) [52]. In addition, burnout has predicted insomnia, 
depressive symptoms, job dissatisfaction, and absenteeism 
[53]. These sub-optimal practices have implications for 
retention and engagement in care [54].

Research among professionals working with PLWH 
has noted the roles of coping and resilience in the context 
of burnout. For instance, specific forms of coping (e.g., 
internal, external, and avoidant) have predicted and been 
positively correlated with burnout among lay counselors 
[55–57]. Furthermore, resilience has been found to mediate 
the relationship between the three core features of burnout 
and mental health among critical care professionals [58]. 
Similarly, self-efficacy has been found to mediate the rela-
tionship between burnout and depression as well as leader-
ship style [59, 60]. There have been a combination of signif-
icant and null findings in studies that examine resilience as 
a predictor of burnout among professionals serving healthy 
populations [61, 62]. However, resilience has consistently 
been positively correlated with a lack of personal accom-
plishment and emotional exhaustion [57, 63]. Therefore, 
there is much work to be done in order to fully understand 
the role of resilience in the context of burnout, especially 
for providers of PLWH who may experience negative con-
sequences of burnout.

Despite the prevalence of burnout among HIV care 
providers and its effects on psychological well-being and 
quality of care, there are few existing interventions that tar-
get burnout among care providers of PLWH. The Care for 
Professional Caregivers Program has been utilized among 
oncology nurses, while transpersonal psychology and mind-
fulness-based interventions have been utilized among HIV 
care providers [62, 64–66]. These mindfulness-based inter-
ventions have been tested among pediatric nurses and have 
significantly improved burnout, depressive symptoms, anxi-
ety, and perceived stress have reduced compassion fatigue, 
but have not affected resilience [62].
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The Current Study

Burnout affects individuals from various professions. There 
is evidence to suggest that burnout has implications for job 
functioning due to multi-level factors that pose challenges 
for professionals who serve PLWH. Though interventions 
have been developed to target burnout, most are not gener-
alizable to care providers for PLWH. As a result, a holistic 
understanding of burnout and its correlates is necessary 
to determine key components of interventions to address 
burnout symptoms for professionals serving PLWH. The 
current study (a) qualitatively explored the ways in which 
service providers for PLWH experience and cope with burn-
out, resilience factors related to burnout, and the potential 
acceptability of a brief intervention targeting burnout among 
service providers for PLWH and (b) quantitatively assessed 
factors (i.e., sociodemographics, discrimination, organi-
zational factors, trauma, and depression) associated with 
burnout among service providers for PLWH, resilience fac-
tors, and coping strategies that may serve as a buffer against 
burnout.

Methods

Participants

Participants included 28 individuals who provide services 
to PLWH, such as case managers/case workers, peer coun-
selors, group facilitators, and individuals who provide HIV 
testing and counseling across the USA. Sample demograph-
ics are shown in Table 1.

Procedures

The current study used a convergent parallel mixed meth-
ods design, in which qualitative and quantitative data are 
collected concurrently and analyzed concurrently, yet inde-
pendently. Of note, both types of data hold equal relevance 
and both qualitative and quantitative data are mixed during 
the interpretation phase of analysis [67]. As such, concur-
rent collection of qualitative and quantitative data occurred 
between January 2021 and October 2021. The total conven-
ience sample consisted of 28 participants, who were invited 
to participate by the study team or after directly contacting 
the study team at the telephone number provided on fly-
ers. Participants who expressed interested in completing 
surveys were also invited to participate in semi-structured 
interviews (n = 19). The inclusion criteria for participa-
tion in this study were as follows: (1) aged 18 or older, (2) 
English speaking, (3) the ability to fully comprehend and 
complete informed consent and study procedures, and (4) 
has been working in the capacity of a case manager/case 

worker, peer counselor, group facilitator, or social worker 
for PLWH for at least one year. Recruitment was conducted 
at local and national facilities where community partners 
and individuals who provide services to PLWH work. After 
eligibility screenings, all participants completed surveys 
and semi-structured interviews remotely.

Qualitative Measures

Semi-structured interviews were conducted to gather quali-
tative data. Interviews consisted of questions that explore the 
experiences and consequences of burnout, social support, 
coping strategies, and systems that assist in the management 
of burnout, facilitators and barriers to optimal service provi-
sion, and their thoughts for a potential intervention address-
ing symptoms of burnout. These questions were outlined in 
an interview protocol.

Qualitative Data Collection and Analysis

Qualitative data was collected via online individual semi-
structured interviews, which lasted for 40 to 60 min and 
was conducted via Zoom for Health Care. Interviews 
were conducted and audio recorded by a Black female 
pre-doctoral psychology trainee (the first author). Audio 
recordings were transcribed by a research team consist-
ing of one Latina, one Asian, one White, and three Black 
women. After qualitative data was collected, the data was 
transcribed and coded using NVivo software [68] A coding 
manual was developed with guidance from the supervising 
researcher (last author) on the project. The development 
of the coding manual involved a process whereby the first 
author and a research assistant coded six participant inter-
views, making note of emergent and salient themes and 
subsequently coming to an agreement on the themes. The 
first author then grouped the codes into categories and sub-
categories, which were then discussed with the supervis-
ing researcher. The first author, research assistant, and the 
supervising researcher compared coding processes to arrive 
at a consensus on the definitions and coding of themes. 
Interrater reliability was also assessed, and kappa coeffi-
cients were compared among all coders to determine which 
coding processes warranted further exploration among 
the team. The coding manual was subsequently utilized 
by the research team to code all 19 transcripts, including 
the initial six transcripts, which were coded once more. 
Finalized coded narratives were reviewed by the supervis-
ing researcher on this project. Thematic analysis provided 
rich exploratory information on the experiences of burnout, 
resilience factors, and coping among service providers for 
PLWH.
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Table 1  Participants’ 
sociodemographic 
characteristics

Characteristic M (SD, range) or n (%)

Age 43.89 (14.477, 21–74)
Race

  African American or Black 19 (67.9%)
  Asian 0 (0%)
  White 7 (25%)
  Native Hawaiian or other Pacific Islander 0 (0%)
  Native American 0 (0%)
  Other 1 (3.6%)
  I choose not to answer 2 (7.1%)

Ethnicity
  Hispanic or Latino 7 (25%)
  Not Hispanic or Latino 21 (75%)

Gender
  Male 11 (39.3%)
  Female 15 (53.6%)
  Transmale 0 (0%)
  Transfemale 1 (3.6%)
  I choose not to answer 1 (3.6%)

Gender identity
  Male 10 (35.7%)
  Female 16 (57.1%)
  Transgender 1 (3.6%)
  Non-binary 1 (3.6%)
  I choose not to answer 0 (0%)

Gender expression
  Male 11 (39.3%)
  Female 17 (60.7%)
  Transgender 0 (0%)
  Non-binary 0 (0%)
  I choose not to answer 0 (0%)

Sexual Orientation
  Exclusively heterosexual 14 (50%)
  Heterosexual with some same gender loving experience 2 (7.1%)
  Bisexual 5 (17.9%)
  Same gender loving with some heterosexual experience 1 (3.6%)
  Exclusively same gender loving 4 (14.3%)
  I choose not to answer 2 (7.1%)

Relationship status
  Married 11 (39.3%)
  Not married, but living with someone as if married 2 (7.1%)
  Non-cohabiting relationship 3 (10.7%)
  Single 11 (39.3%)
  Divorced or separated 1 (3.6%)
  Loss of long-term partner/widowed 0 (0%)
  I choose not to answer 0 (0%)

Religion
  Christian 9 (32.1%)
  Catholic 7 (25%)
  Baptist 4 (14.3%)
  Protestant 0 (0%)
  Jewish 0 (0%)
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Table 1  (continued) Characteristic M (SD, range) or n (%)

  Islamic 1 (3.6%)
  Other 2 (7.1%)
  None 4 (14.3%)
  I choose not to answer 1 (3.6%)

Occupation
  Case manager/case worker 5 (17.9%)
  Peer counselor 8 (28.6%)
  Group facilitator 4 (14.3%)
  Social worker 0 (0%)
  Administer HIV testing and post-test counseling 10 (35.7%)
  I choose not to answer 1 (3.6%)

Education
  Eighth grade or lower 0 (0%)
  Some high school 0 (0%)
  High school graduate or GED 5 (17.9%)
  Some college 10 (35.7%)
  College graduate 8 (28.6%)
  Some graduate school 0 (0%)
  Graduate school degree 5 (17.9%)
  I choose not to answer 0 (0%)

Income
  Less than $5000 1 (3.6%)
  $5000 to $11,999 2 (7.1%)
  $12,000 to $15,999 0 (0%)
  $16,000 to $24,999 0 (0%)
  $25,000 to $34,999 7 (25%)
  $35, 000 to $49,999 10 (35.7%)
  $50,000 and greater 7 (25%)
  I don’t know 0 (0%)
  I choose not to answer 1 (3.6%)

Job function
  Case manager/case worker 6 (21.4%)
  Peer counselor 10 (35.7%)
  Group facilitator 9 (32.1%)
  HIV tester 16 (57.1%)
  Social worker 3 (10.7%)
  Other 2 (7.1%)
  I choose not to answer 0 (0%)

Time in role
  6 months to a year 1 (3.6%)
  1 year to 5 years 12 (42.9%)
  5 years or more 15 (53.6%)
  I choose not to answer 0 (0%)

Promotion
  Have received a promotion 18 (64.3%)
  Have not received a promotion 10 (35.7%)

Times received a promotion
  Once 7 (41.2%)
  Twice 7 (41.2%)
  More than twice 3 (10.7%)
  I choose not to answer 0 (0%)
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Quantitative Measures

Sociodemographic factors (see Table 1) were measured 
via a demographic survey. Organizational factors were 
measured by three scales. The Organizational Culture Sur-
vey assessed work culture [39], the Organizational Con-
straints Scale assessed constraints in the workplace (e.g., 
equipment, training, and procedures) [69], and the Quan-
titative Workload Inventory assessed perceived workload 
within the organizational context [69].

Discrimination was measured via four scales. An adapted 
version of the Everyday Discrimination Scale was used to 
assess experiences of chronic and routine unjust treatment 
at work and outside of work based on identity characteris-
tics (e.g., race) [70]. The Racial Microaggressions Scale 
(RMAS) assessed experiences of racial microaggressions 
(i.e., subtle insults that are due to one’s race) [71], while 
microaggressions based on sexual orientation were assessed 
via the Sexual Orientation Microaggressions Scale (SOMS) 
[72]. HIV microaggressions (the occurrence of subtle acts 
of discrimination based on HIV status) in the past 3 months 
were assessed using the HIV Microaggressions Scale [73].

Trauma was assessed using the PTSD Checklist for 
the DSM-5 (PCL-5) [74], which examined the experience 

and disturbance caused by a specified trauma within the 
past month [74]. The Center for Epidemiologic Studies 
Depression Scale (CES-D) [75] was used to measure the 
latent variable of Depression [75].

Resilience was assessed via four scales. The Connor David-
son Resilience Scale (CD-RISC 10) explored traits and behav-
iors associated with resilient coping [76]. The Multidimen-
sional Scale of Perceived Social Support [MSPSS] assessed 
perceived social support from significant others, family, and 
friends [77]. The Brief Coping Orientation to Problems Expe-
rienced (Brief COPE) measured coping strategies employed in 
stressful situations [78]. The Generalized Self-Efficacy (GSE) 
Scale measured perceived self-efficacy [79].

Burnout was assessed via the Maslach Burnout Inventory 
(MBI) [19], which measured various dimensions of burnout 
via three subscales—Emotional Exhaustion, Depersonaliza-
tion, and Personal Accomplishment [19]. (Additional details 
regarding quantitative measures are provided in Tables 2 and 3.)

Quantitative Data Collection and Analysis

Eligible participants completed a self-report battery of 
measures online. Quantitative data was entered and ana-
lyzed using the Statistical Software Package for the Social 

Table 1  (continued) Characteristic M (SD, range) or n (%)

Number of personal clients
  Less than 10 0 (0%)
  10 to 15 2 (7.1%)
  15 to 25 1 (3.6%)
  More than 25 25 (89.3%)
  I chose not to answer 0 (0%)

Number of clients in your organization
  100 to 200 5 (17.9%)
  200 to 500 8 (17.9%)
  Over 500 14 (50%)
  I choose not to answer 1 (3.6%)

City of organization
  Miami-Dade area 24 (85.8%)
  Fort Lauderdale/Opa-Locka 4 (14.3%)

State of organization
  Florida 28 (100%)

Type of organization
  Hospital 1 (3.6%)
  Academic institution 6 (21.4%)
  Community-based organization 20 (71.4%)
  I choose not to answer 1 (3.6%)

HIV status
  Living with HIV 13 (46.4%)
  Not living with HIV 15 (53.6%)
  I refuse to answer 0 (0%)
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Sciences (SPSS). Checks for missingness revealed that the 
proportion of missing data was within normal limits (< 20%). 
Relevant variables were reverse coded and summation or 
mean scores were created for each scale and its relevant sub-
scales. Pearson’s correlation coefficients were computed to 
assess the relationships between psychosocial factors (e.g., 
discrimination, sociodemographic, organizational factors, 
trauma, and depression), resilience, and burnout. Descrip-
tive statistics for each measure are noted in Table 2. Of 
note, burnout scores fell in the lower end of the range of 
scores (mean = 1.62, SD = 0.88, range = 0.32–3.05). On the 
other hand, mean resilience scores fell within the higher 
end of the range (mean = 30.96, SD = 7.27, range = 8–40). 
Other resilience resources such as perceived social support 
(mean = 5.79, SD = 1.44, range = 1–7) and self-efficacy also 
fell within the higher end of the score range (mean = 33.56, 
SD = 5.41, range = 18–40).

Results

Qualitative Findings

Themes and sub-themes from participant interviews were 
categorized as follows: factors related to burnout, reju-
venating factors, coping with burnout, and intervention 
strategies. A comprehensive summary of the themes and 
sub-themes within each of the four major categories is doc-
umented in the coding manual. The most prevalent themes 
are presented in Table 4.

Factors Related to Burnout

These factors included organizational, psychosocial, and 
individually based factors that impacted stress, as well as 
participants’ definition of burnout. Participants described 
challenges related to Finance, such as lack of access to 
grants (which was the source of income for many partici-
pants) and salary not being commensurate with their work 
efforts. Lack of grant funding also restricted the ability to 
increase salaries for employees due to the nature and terms 
of grant funding.

Participants also described Increased Stress due to 
COVID-19. For example, participants shared stories of the 
loss of loved ones, physical symptoms of COVID-19 that 
were experienced by themselves or loved ones, and techno-
logical challenges associated with remote work. Participants 
also described an increase in their general workload in the 
context of COVID-19. Poor Access to Housing Resources 
for Clients reflected challenges with helping clients access 
housing via the available programs in their locations and 
other structural barriers (e.g., anti-immigrant policies). 
Similarly, a participant described frustration about limita-
tions when helping a client, while showing insight into the 
structural changes that could make a difference.

Racial Discrimination was also described by partici-
pants within and outside the work setting. Participant nar-
ratives reflected discriminatory experiences due to racism, 
and intersectional oppression of racism, cis-genderism, 
sexism, and xenophobia. Racial Microaggressions (subtle 
acts of discrimination) were also noted by participants (for 

Table 2  Descriptive statistics of 
quantitative scale scores among 
providers of PLWH

Key: SSum scores were derived for these scales, per the recommendations of the original authors of the 
measures. All other scale scores were derived from the mean

Measure Sample mean
(SD, range)

Possible mean/
sum score range*

Sexual Orientation Microaggressions Scale 0.93 (0.75, 0–3) 0–5
HIV Microaggressions Scale 0.99 (0.57, 0–2) 0–3
The Racial Microaggressions Scale – Frequency 1.01 (0.73, 0–2.66) 0–3
The Racial Microaggressions Scale – Appraisal 1.13 (0.78, 0–2.55) 0–3
Everyday Discrimination Scale –  WorkS 8.86 (9.49, 0–34) 0–45
Everyday Discrimination Scale –  ExternalS 8.96 (7.73, 0–27) 0–45
Organizational Culture Scale 3.52 (0.99, 1.5–4.77) 1–5
Organizational Constraints  ScaleS 19.36 (9.98, 1–43) 10–55
Quantitative Workload  InventoryS 12.82 (5.59, 5–25) 5–25
PTSD Checklist for the DSM-5S 15.32 (13.88, 0–43) 0–80
Center for Epidemiologic Studies Depression  ScaleS 15.32 (10.79, 2–45) 0–60
Generalized Self-Efficacy  ScaleS 33.56 (5.41, 18–40) 10–40
Multidimensional Scale of Perceived Social Support 5.79 (1.44, 1–7) 1–7
Brief Coping Orientation to Problems Experienced 2.39 (0.54, 1.36–3.29) 1–4
Connor Davidson Resilience  ScaleS 30.96 (7.27, 8–40) 1–40
Maslach Burnout Inventory 1.62 (0.88, 0.32–3.05) 0–6
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Table 4  Qualitative themes and illustrative quotes

Themes Illustrative quotes

Factors related to burnout
  Finances “You work hard. You do what you suppose to do. You do your best. I mean, 

you don’t get no appreciation. Like one time I didn’t get a raise for like 
2 years. And I noticed that my workload is increasing but you know pay 
wasn’t increasing. So that can get stressful sometimes. But hey it is what it is.” 
(Participant 1)

“So, the grant is for five years, there’s no room for increases in five years. So, 
my team will be on the same salary for five years regardless of anything like 
I cannot find six…you know, employees that do an excellent job, how do I 
reward them with a little more money?” (Participant 22)

  Increased Stress due to COVID-19 “It was more stressful during COVID-19 because we had to change deliverables 
and, for example, I knew that some of my clients…were needing access to 
rental assistance, some of them were needing access to food, basic necessities. 
So, it was a big change, you understand, it was more.” (Participant 3)

“So, I tried to work, couldn’t work and then the car accident happened. So, 
while I was home because I was sick recuperating, they told me to work 
from home, but this particular day I couldn’t do it ‘cause I [was] just feeling 
really bad, so I only left the house to go to the post office and that’s when the 
car accident happened. So, that happened. So, in between that I caught the 
COVID, so I went and took another test that test said positive, I took another 
test…that test said positive, then my husband’s job had an outbreak. So, his 
job had an outbreak, there’s only 20 people that work there, 10 people had 
it. Then he's taking this guy home every day, the guy's the one who had the 
COVID. Then, we went through the thing with the case manager, then my 
stepmother just died 2 weeks ago from COVID.” (Participant 9)

  Poor Access to Housing Resources for Clients “For example, it’s horrible especially when you trying to address an HIV posi-
tive client that has no immigration status and they have nowhere to live, find-
ing an Airbnb, but that’s temporary. Then, because of their need this person 
has dialysis as well, so that’s another combined factor in trying to get them 
into a shelter, trying to find a house and program. Feeling like my hands [are] 
tied down and HOWPA () won’t even serve them a housing unit. So, that’s 
very stressful to me.” (Participant 3)

“Because these kids end up being homeless and it’s resources that are out of my 
reach in reference to being able to provide them somewhere to sleep one night 
or something like that. Give them hotel rooms or a motel night or something 
like that. Things like that, big things…we always say if we could we would 
buy a building and just have a building where you know when you have an 
emergency…if we had an apartment available just like 2 or 3 apartments and 
those were our apartments so we could rotate kids out when you know they 
do a couple of months get back on their feet, get a job, whatever and then we 
take them out, but that consists of money you know and we don’t have it.” 
(Participant 17)
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Table 4  (continued)

Themes Illustrative quotes

  Racial Discrimination “Especially the area I was in. I was in [location] Beach, Florida. In [loca-
tion] beach, they drive with confederate flags on their trucks.” (Participant 17)

“I was with another trans-woman and then there was a friend of mine at a 
restaurant and somehow she thought that I had put something on the counter 
and she took it and then some gentleman from another ethnicity all of a sud-
den he started saying, you people…when he said you people I didn’t know 
which way to take it I didn’t know if he was referring to us being transgender 
or us being Hispanic. So, I apologized and then I put the stuff back and then 
he kept on ranting. I said ‘Sir I already apologized, what else do you want me 
to do?’ I did not argue I just said that like 5 times…eventually he went away, 
but that’s how you disarm a person, you apologize because my friend had 
accidentally taken something that was his, you know, but from the context 
when they said ‘you people’, that was a trigger because I didn’t know how 
was he meaning it…did he mean it because I was transgender or did he mean 
it because I was Hispanic? So, that then and there… that was because of race 
or because of gender. (Participant 3)

Well, so I have had a situation in which because I’m a woman and I’m a Latina 
and I have an accent and things like that, I feel like I haven’t been treated cor-
rectly.” (Participant 22)

  Racial Microaggressions “…but at work I can tell you one incident and I still remember it. It was being 
asked to participate for Black History Month, of course they picked me 
because I’m Black. Okay, I get that, but it was just funny that they had a group 
of people at the table and instead of asking them about the menu, working on 
a menu for this buffet style—I think it was a lunch meeting or whatever- they 
looked at me to ask me ‘what do you think should be on the menu?’ So, when 
I watched a girl now, and of course it’s a white [Latina] young lady, well I 
watched her, looked at her and said "Why do you think I would know what 
Black Americans eat? I might have been born here, but my parents [are] from 
the Caribbean, I know what Caribbean people eat.” (Participant 18)

  Burnout Defined as Being Overwhelmed by Work Issues “For me burnout is something that, when stress has overpowered you to the 
point that you can’t feel nothing and you can’t even get yourself out of it cause 
there’s ways to handle stress, but then there’s certain times where you just feel 
like stress has just taken a toll and you just let it take a toll.” (Participant 8)

“That you just, you know you’re overwhelmed, you’re tired, you know the mas-
sive amount of work… being work or issues that come up it’s just too much 
it’s come to a point where, you know… either you don’t want to do it anymore 
or you just – I don’t know what the word is you don’t want to do it anymore.” 
(Participant 17)

  Burnout Defined as Physical Exhaustion “I can tell when I’m starting to burnout and it’s like what I said I start getting 
migraines, I start feeling like pain in my back and it’s just for me trying to 
carry myself, I feel like it – tiredness all day, all day I can get 8 hours of 
sleep at night and still feel like I haven’t gotten…Laziness, like don’t want to 
move, don’t want to do anything, just burnt out for me…because I’m a very 
energized person. I can do – I can go all day…and then I do a lot of physical 
fitness, but I can tell when something is wearing me down.” (Participant 7)

  The Need for Open Communication “I have to go back to the agency for example when they lose the mission for 
the patients, when they – or maybe when they don't communicate with no 
one. The agency could have a new mission and a new mission, but if it's not 
communicated to the staff, we’re working under maybe the wrong idea. So, 
when that communication does not exist, when the expectations are there, but 
nobody knows what the expectations are, it creates a very uncomfortable situ-
ation around to work, it’s not simple to work like that.” (Participant 22)

Rejuvenating factors
  Finding joy in the job and Relationships With the People 

They Work With
“Positively, yes especially because some of these clients are recurrent clients. 

They come in every four to six weeks to get tested and to see that they feel 
comfortable getting tested with me, through our conversations that they’re 
doing better, it makes me feel accomplished that, hey I'm doing something 
good and making somebody else feel better…so that makes me feel good.” 
(Participant 4)
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Table 4  (continued)

Themes Illustrative quotes

  Sacrifice Worth the Effort “Like I literally just had a breakdown like “Why I gotta do all this stuff?”...you 
know what I mean? But it wasn’t tears of really sadness, it was tears of joy. 
Because I’m putting in a lot of work, so there is a differentiation between the 
two—what the tears are for …tears of sadness and [at] times, reward when 
you see the greatness after the product, like ‘Wow, it really turned out great.’ 
Honestly to tell you the truth, being on Zoom and Facebook live, the numbers 
that night, the number of people that actually watched it that night was 4,933 
that night. And then to continue to actually watch it, the numbers continue 
to increase. I believe I’m up to 11,000 something...people have continued to 
watch. Like that’s a great impact. So it turns your sadness to joy.” (Participant 
2)

  Work as Passion/Purpose “But it’s not so much about- it’s not so much about the money, I love the fact 
that I’m helping someone become more educated, I’m helping someone save 
their life, someone who might have a negative stigma on HIV, right, and 
they’re really not so much educated, I’m letting them know, look, if you take 
your medication, you know, if you take your medication with the proper diet 
and exercise and, not being stressed out or having a lot of anxiety, you could 
pretty much live a normal life!” (Participant 6)

“I think about the positive things going on in my life and I think about what my 
purpose is, and I think a lot of the times, like I said, when it comes to burnout 
you got to know what your purpose is. You got to know what is your purpose 
and what is your passion. Your passion and your purpose, when you know 
that – cause I’m just, to me, I mean, I’m from, I don’t want to work in an old 
factory, that isn’t happening.” (Participant 19)

“I motivate myself, like I tell my boss I’m here for love not for my pay check 
‘cause, for instance, I came… just so you understand I used to work at a 
hospital in surgery, I’m an operating room technician and my salary then was 
higher than what I’m making now, but when you find something that you 
enjoy doing, the gratification is ten times more. I have no price, so just know-
ing that I’m serving the community I was to be serving… that’s just as good.” 
(Participant 3)

Coping with burnout
  Social support “I have a really good support system that truly looks into me, and they also 

provide me with the checks and balances when I’m being a little bit irrational 
or maybe I didn’t see something the way that it was meant, or I misinterpret 
something. They’re very good about bringing me to reality on certain situa-
tions so sometimes perhaps I was emotional about something else, and this 
felt like a load on and then when I talk it out with them they’re like “yeah 
‘cause I think you’re probably taking out your rage on this thing here or you 
got…you didn’t check your emotions at the door kind of situation” and that 
really helps me put my life in perspective (Participant 11)

  Spirituality I just prayed. I asked others to pray with me, because I didn’t know, I didn’t 
know what was going on.” (Participant 5)

“Prayer is really powerful, but people don’t understand how powerful prayer is. 
It changes things. You can speak things into existence in your prayer, if you’re 
praying sincerely. People don’t understand that.” (Participant 1)

Coping and intervention strategies to address burnout
  Mindfulness “Before I leave my house, I have to meditate, get myself together, not even 

only for work just anytime I realized anytime I walk out my door I’m opening 
myself up to whatever may come my way. So, if I can get in the right space 
before I leave my home, I can control what I allow into my space.” (Partici-
pant 7)

“An intervention on burnout? The first thing is mindful meditation… breath 
work. Now when I’m talking about breath work I’m not talking about regular 
breathing. Breath work takes time and energy. Mindful meditation, it really 
takes time to master these and once you begin to master and become the 
master of meditation then I guarantee…” (Participant 2)
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example, the expectation that participants are able to speak 
for persons in their racial group). Another theme was 
Burnout Defined as Being Overwhelmed by Work Issues. 
When participants were asked to provide their own defini-
tion of burnout, two characteristics emerged as most sali-
ent: being overwhelmed (and subsequently lacking inter-
est) and physical exhaustion. Participants also shared that 
physical symptoms (e.g., lack of energy) are associated 
with the experience of burnout, which reflected the theme 
Burnout Defined as Physical Exhaustion. Participants also 

described The Need for Open Communication by express-
ing frustration about poor communication between mem-
bers of various levels of the organization.

Rejuvenating Factors

Despite adversities and marginalization, participants showed 
considerable resilience due to “rejuvenating factors”—aspects of 
work that bring meaning, joy, and fulfilment. Participants shared 
the experience of Finding joy in the job and Relationships With 

Table 4  (continued)

Themes Illustrative quotes

  Psychotherapy “Dealing with my own trauma I make use of the Counseling Center on our 
campus. So I try to stay in therapy. I have therapy sessions at least once or 
twice a month. I also take medication for depression and anxiety. In terms of 
patients, I have yet to really help patients with trauma per se. However, I’m 
comfortable saying I do show support and consideration for how they’re feel-
ing at the time.” (Participant 4)

“I truly believe that we should a mental health therapist for the staff that is not a 
staff member. So, inside my agency have a mental health provider that we can 
go and vent once a week, once a month… whatever, without being judged.” 
(Participant 22)

  Vacation time “Taking vacations, some people don’t like [to] take vacations…a real vacation 
where you don’t have to stay in your house and do laundry… and actually get-
ting up and going to stay in a hotel for at least one night.” (Participant 17)

“My boss tried to do increments that sometimes he lets off on Fridays, an hour 
or two earlier, you know. Something like that so the employees feel appreci-
ated.” (Participant 3)

“Now that I’m a program manager, what I do for my employees – and I’m the 
only – me and my co-manager is the only one who does this because you 
know I’ve been through burnout, I’ve been through stress with work… so 
Thanksgiving, Christmas, New Years…for Thanksgiving we give five days 
off—five paid days off—I have them working to the point where they get all 
their hours, like quick, and five days off in Thanksgiving, five days off for 
Christmas, and they get three days off for New Year’s, just so they can recu-
perate, disconnect and breathe.” (Participant 7)

Intervention strategies
  An Individually Tailored Intervention “If the person feels that they need one week, it’s fine, because everybody’s dif-

ferent, you know. Some people take longer than others because I don’t know 
why, for some reason. But it should not be limited time, it should be focusing 
on the people’s well-being, on the person’s wellbeing, you know? …Until the 
person feels that, they can move on.” (Participant 15)

“You don’t want to keep stressing someone’s issues to them, so…maybe once 
or twice a week we meet. You know? Find ways that they can better cope with 
things.” (Participant 1)

Check-ins With Employees “Okay. What would I want? I think, I think for myself and maybe even others 
in the same position that I am in, I think one of the things that would be 
helpful is um, supervisor check ins, where your supervisors check in to see 
how you’re handling things, to ask, um, is there anything they can do to help 
with the situation, because sometimes I want to, sometimes I want to have a 
conversation with my supervisors…but sometimes I have a fear that they will 
think of me as incompetent, so I don’t bring it up. But I would feel a lot more 
comfortable or even open talking about it if they approached me.” (Participant 
4)

  Suggestion of Gestures to Show Appreciation of Employees “If you could do employee appreciation, it doesn’t take away the caseload but it 
allows you to know that the organization appreciates your efforts. That helps 
out a lot, yeah.” (Participant 5)
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the People They Work With. Though they enjoy their relation-
ships with clients and co-workers, their relationship with cli-
ents was the most salient source of joy. Participants also shared 
that, despite challenging aspects of their job, they were able to 
acknowledge that their efforts were worth it ultimately. This idea 
was subsumed under the theme Sacrifice Worth the Effort. Par-
ticipants also viewed their Work as Passion/Purpose as they were 
firmly driven by a sense of purpose in their job—a desire to help 
others or end the HIV epidemic. This was presented in direct 
contrast to a desire for financial gain.

Coping with Burnout

Social support from family members and friends was also 
described as a helpful coping resource among participants, 
who referenced difficult situations at work that were dis-
cussed with a loved one and ultimately helped them man-
age emotions. Participants also shared that Spirituality or 
religious practices were helpful in coping with work-related 
stress (e.g., prayer, reading the Bible). Spirituality was 
described as a source of hope for the future and a resource 
when dealing with uncertainty.

Coping and Intervention Strategies to Address 
Burnout

Mindfulness emerged in participants’ narratives as a cop-
ing strategy currently being utilized by participants and as 
a suggestion for an intervention on burnout. Participants 
shared about the value of including the mindful practice 
of breath work into an intervention to promote relaxation. 
Psychotherapy was also endorsed by many participants as 
an effective way of releasing emotions about one’s work 
stress. Participants not only believed in the benefits of psy-
chotherapy for themselves, but also strongly recommended 
a psychologist who is available to staff members to provide 
support as needed. Participants also described the benefits 
of Vacation Time in a variety of formats. Some participants 
described ways in which they have incorporated time off 
into their supervisees’ schedules and recommended similar 
strategies for an intervention.

Intervention Strategies

Participants shared that they would prefer to have an Indi-
vidually Tailored Intervention that varied based on the indi-
vidual needs of the professional. Participants also shared 
the belief that a brief intervention would be helpful—i.e., 
one lasting an average of 4 weeks. Participants noted that 
it would be helpful if employers conducted Check-ins With 
Employees as they coped with work stress and burnout. 
Finally, individuals offered Suggestions of Gestures to Show 
Appreciation of Employees.

Quantitative Findings

Quantitative data was also collected to assess the nature of 
the relationships between mental health variables, resilience, 
and work-related stress. Pearson’s product moment correla-
tion coefficients indicated significant positive associations 
between sexual orientation microaggressions, HIV-related 
microaggressions, racial microaggressions, discrimination, 
and (a) trauma symptoms and (b) depression (see Table 5).

Summary

Qualitative and quantitative data from this study showed that 
mental health variables (such as depressive and PTSD symp-
toms), system-level stressors (e.g., limited financial resources 
and the COVID-19 pandemic), and interpersonal factors were 
directly associated with burnout. However, in the face of these 
stressors, study participants showed resilience, which has 
served as a buffer against burnout for this population. For 
example, participants reported rejuvenating factors that helped 
them to find fulfilment in their work, and showed resilience 
through the mobilization of coping resources that included 
mindfulness, spirituality, and social support. Resilience not 
only helped participants to manage their mental health and 
navigate systemic and interpersonal stressors, but participants 
also suggested that resilience could be bolstered, and burnout 
prevented, through the suggested intervention strategies. Fig-
ure 1 depicts a graphical representation of the aforementioned 
relationships between mental health variables, resilience, and 
work-related stress, based on an integration of the findings 
from the current study.

Discussion

The current research study used qualitative and quantitative 
methods to explore the experiences of burnout, coping, and 
resilience in the context of multiple adversities and stress-
ors faced by primarily Black and Latino/a/x/e profession-
als who serve PLWH. Qualitative data showed that, despite 
discrimination based on multiple identities, limited financial 
and housing resources, and COVID-19, participants showed 
considerable strength and resilience by maintaining their 
mental health through mindfulness, spirituality, and finding 
meaning in their work. Consistent with qualitative results, 
quantitative analyses showed moderate and positive asso-
ciations between mental health variables and (a) burnout 
and (b) discrimination, microaggressions, and constraints 
within and outside the work setting. These findings indicate 
the associations between adverse interpersonal experiences 
and mental health and well-being.

Qualitative research findings conceptually make sense and 
corroborate previous work that highlights challenges to the 
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provision of care to PLWH. For example, poor training and 
competence with marginalized communities noted in previous 
research has also been seen in participants’ narratives which 
reflected inadequate training to navigate issues related to trauma 
[9, 10]. Furthermore, financial constraints and limited insurance 
options for PLWH were also supported in themes related to 
finances [6, 8]. Of note, the current study saw many partici-
pants endorsing the challenge that housing instability poses for 
PLWH, which expands the current body of research by includ-
ing professionals other than physicians, nurses, medical offic-
ers, substance use counselors, and lay counselors [17, 18]. It 

also reflects the need for structural change to reduce barriers 
along multiple points of the HIV care continuum.

The current research also supported previous research that 
showed the prevalence of depressive and trauma symptomol-
ogy among PLWH as well as the professionals serving them 
[11, 33]. Participants’ narratives suggested the incidence of 
secondary trauma and depression associated with “hold-
ing space” for PLWH’s stories of trauma, depression, and 
adverse experiences [36]. The rich qualitative data gleaned 
from this research has bolstered the quantitative study find-
ings meaningfully and have provided a more comprehensive 

Table 5  Results of correlational analyses
SOMS HMS RMASf RMASa EDSw EDSe OCulS OConS QWI PCL CESD GSE MSPSS BCOPE CDR MBI

SOMS
1

1 .367 .488** .359 .290 .395* .000 .192 .175 .472* .412* -.217 -.456* .220 -.233 -.164

HMS
2

.367 1 .364 .210 .194 .157 .083 .211 -.132 .394* .498** -.452* .005 .299 -.498** .236

RMASf
3 .488** .364 1 .675** .400* .662** -.027 .202 .053 .344 .482** -.129 -.064 .249 -.094 .203

RMASa
4

.359 .210 .675** 1 .344 .575** .008 .093 .084 .414* .328 -.230 -.177 .476* -.131 .149

EDSw5 .290 .194 .400* .344 1 .717** -.489** .322 .227 .415* .450* -.398* -.211 .135 -.195 .290

EDSe6 .395* .157 .662** .575** .717** 1 -.427* .223 .116 .615** .491** -.206 -.185 .259 -.191 .473*

OCulS7 .000 .083 -.027 .008 -.489** -.427* 1 -.335 -.200 -.184 -.317 .218 .263 .090 .071 -.336

OConS8 .192 .211 .202 .093 .322 .223 -.335 1 .757** .051 .381* -.163 -.170 .410* -.091 .315

QWI9 .175 -.132 .053 .084 .227 .116 -.200 .757** 1 .130 .266 -.028 -.033 .295 .115 .152

PCL-510 .472* .394* .344 .414* .415* .615** -.184 .051 .130 1 .593** -.373 -.229 .156 -.403* .429*

CES-D11 .412* .498** .482** .328 .450* .491** -.317 .381* .266 .593** 1 -.699** -.315 .076 -.575** .433*

GSE12 -.217 -.452* -.129 -.230 -.398* -.206 .218 -.163 -.028 -.373 -.699** 1 .345 .068 .789** -.209

MSPSS13 -.456* .005 -.064 -.177 -.211 -.185 .263 -.170 -.033 -.229 -.315 .345 1 -.040 .183 -.026

BCOPE14 .220 .299 .249 .476* .135 .259 .090 .410* .295 .156 .076 .068 -.040 1 .176 .178

CDR15 -.233 -.498** -.094 -.131 -.195 -.191 .071 -.091 .115 -.403* -.575** .789** .183 .176 1 -.293

MBI16 -.164 .236 .203 .149 .290 .473* -.336 .315 .152 .429* .433* -.209 -.026 .178 -.293 1

1 Sexual Orientation Microaggressions Scale
2 HIV Microaggressions Scale
3 The Racial Microaggressions Scale – Frequency subscale
4 The Racial Microaggressions Scale – Appraisal subscale
5 Everyday Discrimination Scale – Work environment
6 Everyday Discrimination Scale – External environment
7 Organizational Culture Scale
8 Organizational Constraints Scale
9 Quantitative Workload Inventory
10 PTSD Checklist for the DSM-5
11 Center for Epidemiologic Studies Depression Scale
12 Generalized Self-Efficacy Scale
13 Multidimensional Scale of Perceived Social Support
14 Brief Coping Orientation to Problems Experienced
15 Connor Davidson Resilience Scale
16 Maslach Burnout Inventory
*p < .05, **p < .01, ***p < .001
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and nuanced picture of the lived experiences of professionals 
serving PLWH.

As for a definition of burnout, participant narratives reit-
erated many of the hallmark features of burnout cited in the 
literature—emotional exhaustion, depersonalization, and 
lack of personal accomplishment [19]. However, partici-
pants’ narratives on the definition of burnout have extended 
this definition by acknowledging the physical nature of 
exhaustion and the consequence of wanting to “give up” 
on one’s job. These elements warrant attention due to their 
implications for physical health, well-being, and general 
quality of care.

The association between microaggressions, discrimina-
tion, and mental health variables such as depression is evi-
dent not only among the professionals in the current research 
study, but is also prevalent among PLWH and the LGBTQ 
community [33, 34, 72, 80, 81]. This is likely due to the fact 
that 46.4% of this study’s sample was PLWH and 35.9% 
identified as members of the LGBTQ community. The con-
sistency of relationships among our findings for providers 
of PLWH and literature among PLWH is significant because 
PLWH and the LGBTQ community have been instrumen-
tally involved as activists, volunteers, and in professional 
capacities in the fight against HIV/AIDS [48]. Overall, these 
results demonstrate the negative effects of covert and overt 
discrimination on the mental health and well-being of pro-
fessionals serving PLWH [49, 73, 82].

Furthermore, shared identities may be considered both a 
strength and challenge for these professionals. For example, 
it may increase their level of understanding and empathy 
towards their clients’ challenges, the rapport and trust they 

are able to establish with clients, and increase their level of 
stress and burnout, given that they face the same struggles as 
their clients, thus doubling the impact of the structural and 
interpersonal challenges that providers for PLWH face. This 
is the first study to examine the experience of burnout among 
professionals serving PLWH from primarily racial minor-
ity groups, who are disproportionately impacted by trauma 
and HIV. This research study is also the first, to our knowl-
edge, to explore ways in which HIV care providers navigate 
multi-level barriers to care, but also the challenge of inter-
sectional discrimination, microaggressions, organizational 
issues, and burnout while supporting another marginalized 
population—PLWH. Given the current study’s findings that 
shared identities greatly impact the experience of burnout 
when serving PLWH, there is a need for more allocation of 
resources at the systemic level to support these profession-
als (e.g., financial resources, housing resources, and mental 
health supports) in order to optimize quality of care.

Participants’ narratives and survey responses suggest that 
an intervention on burnout will benefit from the following 
considerations: (1) Tailor the intervention to the needs of 
the individual. This may include a needs assessment at the 
onset to gauge any additional resources that may be neces-
sary (e.g., increased training on ways to navigate conver-
sations about trauma, discrimination, microaggressions, 
housing, or financial resources). (2) Include the teaching 
and practice of coping strategies that are grounded in mind-
fulness and spirituality/religiosity (based on the individual’s 
belief system). (3) Incorporate organization-level strategies 
to show appreciation for employees’ value, which may take 
the form of incentives such as additional vacation time. (4) 

Fig. 1  Conceptual model of the 
relationship between mental 
health variables, resilience, and 
work stress among professionals 
serving PLWH
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The provision of an in-house psychotherapist/counselor to 
provide emotional support and encourage staff well-being 
given that these professionals navigate multiple challenges 
around their and their clients’ mental health in their work 
with PLWH.

Limitations

The current research study findings must be interpreted in 
the context of its limitations. As a formative research study, 
it provided preliminary information on possible elements of 
an intervention to address burnout. While 19 is a relatively 
robust sample size for qualitative inquiry and allowed for 
in-depth insights, the accompanying quantitative sample of 
28 limited analyses to correlations (when compared to more 
complex analytic strategies such as structural equation mod-
eling). Also, the geographical locale (southeastern US) may 
limit the generalizability of study findings. Furthermore, 
given that this study was conducted in the context of the 
COVID-19 pandemic, which was accompanied by additional 
challenges and burnout in the work force, the availability 
of prospective participants was severely impacted. Notwith-
standing, understanding the nature of burnout during this 
specific time in history proved beneficial to raise awareness 
of challenges posed in the context of COVID-19. Given the 
small sample size, future studies with a larger sample may 
help to advance our understanding.

Conclusion

The present research is both timely and unique as it points 
to the relevance of examining burnout in the context of the 
COVID-19 pandemic among a population that has been 
given little research attention. Key relationships and themes 
related to discrimination, trauma, depression, and resilience 
in the face of burnout highlight the importance of under-
standing how intersectional discrimination and adversities 
impact mental health and how the interaction of clients’ and 
professionals’ experiences of HIV, mental health challenges, 
and discrimination impact their level of stress. In spite of it 
all, professionals serving PLWH have shown resilience and 
effective coping as they self-manage and help clients. This 
finding suggests a promising avenue for future interventions 
that will capitalize on HIV care professionals’ already exist-
ing resilience resources.
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