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Improved antiviral treatment has trans-
formed HIV for many people into a more
manageable illness than it had been. But
HIV providers—whether nurse practition-
ers, counselors, or physicians—still face
sobering realities and an ever-expanding
maze of challenges, including rising infec-
tion rates and HIV treatment failure. As the
epidemic has grown and evolved, providers
have been called on not only to maintain
cutting-edge medical competence, but also
to muster the combined skills of social
worker, health care advocate, spiritual
leader, and liaison with third-party insur-
ance carriers. Add to this concerns about
the medication adherence of their patients,
insufficient reimbursement or funding for
their services, and a seemingly shrinking
pool of colleagues committed to the cause
of HIV care, and it is easy to see why HIV
providers are at risk of burning out. 

Burnout 
Burnout is a state of physical, emo-

tional, and mental exhaustion. It results
from intense involvement with people
over long periods of time in situations
that are emotionally demanding.1 Any
combination of the following symptoms
can signal burnout: emotional exhaustion;
impaired cognitive function; depersonal-
ization (impersonal, detached dealings
with others); diminished sense of accom-
plishment; impaired work performance;
increased physical symptoms of stress;
spread of emotional distress to home life;
poor organizational morale; and increased
interpersonal conflict.1,2

When burnout happens, everyone
involved in the collaborative health care
team, the essence of HIV care, suffers.

Because the attitudes and emotions of key
players in any relationship system tend 
to be “contagious,” a provider’s sense of
well-being affects more than his or her
own resilience, morale, and behavior. It
also affects the resilience, morale, and
behavior of both colleagues and patients,
and may even decrease the likelihood that
patients will adhere to treatment.3,4

For nearly 25 years, the clinical staff at
Sotile Psychological Associates has served
as personal counselors to more than 1,000
physicians and countless allied health pro-
fessionals. Both clinical and research data
suggest that burnout is related less to num-
ber of hours worked than it is to personal
emotional management style. Many pro-
viders find that their efforts to be all things
for all people result in coping habits that
stress, rather than bless, the very people
they are trying so hard to please. Research
has also shown that those providers who
show traits of insecurity, low self-esteem,
dependency, social anxiety, a history of
depression, the tendency to obsessively
worry, passivity, and social withdrawal are
at particular risk of burnout.5

An In Vivo Look at Burnout and HIV Care
In Vivo is a workshop designed to pro-

mote collaborative care in HIV medicine and
enhance the quality of life for HIV providers
by rejuvenating the passion, agility, and
vision that brought them into HIV care. In
Vivo uses the language of antiviral treat-
ment to describe the condition of burnout.
The best HIV providers become so intent 
on helping others that they develop a style
of coping that leads to a resistance to their
own symptoms of wear-down. Specifically,
these supreme caretakers go numb to
awareness of their own needs in deference
to caring for others. 

At first, tolerability for the consequences
of this way of living—loss of sleep; poor
self-care; delay of personal gratification
and play; and relationship tensions at
home, to name but a few—is high. But the
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durability of the capacity to tolerate this
way of living without untoward side effects
is insufficient. Soon, stamina for dealing
with the interpersonal needs faced at work
and home starts to dwindle.

Gradually, caregivers adapt to subtle,
negative changes in relationships and in
their own emotional management strate-
gies. They grow accustomed to maladaptive
levels of conflict, unhealthy self-care habits,
or both. Like some HIV mutations that seem
to be no threat at first, these subtle changes
can suddenly manifest into greater levels of
resistance: the minor adjustments that used
to serve to help you “bounce back” after a
period of exhaustion no longer work. For
example, taking one weekend off no longer
rejuvenates, or usually effective efforts at
reconciliation fail and personal relation-
ships linger in tension. 

Too many months or years living under
too much strain can lead even the most
compassionate individual toward a sort 
of psychological mutation: compassion
fatigue and burnout prompt a switch from
empathizing with to resenting the very

people to whom all this caretaking effort has
been devoted. The result is that frustration
and irritation escalate, contaminating both
work and home relationships. At this point,
salvage therapy is indicated. Only a major
revamping of life strategies will restore and
revitalize exhausted coping reserves. 

Of course, for both HIV care and the
management of coping patterns, the best
strategy is to avoid getting to the point 
of needing salvage therapy. This feat re-
quires emotional management strategies
that prove to be durable, potent, and with-
out unwanted side effects that will under-
mine relationships.

The response to this situation—the 
HIV caretaker cocktail—emphasizes honing
skills to promote effective communication
with patients, collegiality and collaboration
among peers, and intimate connections
within a provider’s personal life. This cock-
tail is based on a model for stress resilience
called effective emotional management.3,6

Among its strategies are: disrupting
burnout “dominoes,” taking responsibility
for communication, respecting mind, body,
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Burnout. No one likes to con-
sider it. Yet, the conditions for
burnout are always present, just
as anyone, failing to breathe for
long enough, will faint. Everyone
faces the possibility of submitting
to job pressures rather than to the
needs of body and spirit.

HIV care—with its ever-changing
medical, psychological, and social
stresses—resembles an exception-
ally oxygen-poor environment.
Add to this list the place of HIV
care in the ailing U.S. health sys-
tem, and it is clear that providers
who want to avoid a fall need to
remember to breathe deeply.

Observing from outside the HIV
hothouse, Wayne Sotile is well
placed to assess the composition
of the air inside and to describe a
way to monitor stress and respond
to it. He emphasizes the factors
over which providers have control
and which can sustain a commit-
ment to work without compromis-
ing a commitment to self. 

At the same time, Lawrence
Goldyn, a private practitioner with
a large HIV practice, implicates, in
particular, conditions that may lie
outside a provider’s control. He
elaborates by confronting a con-
dition that normally dares not
whisper its name: money. 

We looked askance at Goldyn’s
first draft: how could a physician,
even living in one of the most
expensive regions in the world,
legitimately complain about
salary, especially at a time when
cuts to government-funded health
care, disability, and AIDS pro-
grams threaten the lives of people
with HIV? But this question
ignores the root of the problem.

Whether we like it or not, in our
society, different jobs are valued
differently and receive different
compensation. If we continue to
value the contributions of health
care providers as highly as we
have in the past—and the front-
line work of people like Goldyn

certainly deserves such recogni-
tion—then society should com-
pensate these jobs appropriately.
The real culprits here are not
“overpaid” health care providers,
but multimillion-dollar-earning
corporate executives and tax-
cutting politicians who are willing
to gut health care for votes.

According to employee sur-
veys, however, salary levels are
not the prime motivator of job
satisfaction. Improving the
salaries of health care providers
can be only one component of
burnout prevention. Further, the
systemic solutions our health
care system would require to
boost job satisfaction seem dis-
tant in a society where, for exam-
ple, no prescription drug benefit
for senior citizens has been
enacted despite the fact that
Congress and two successive
administrations have avowed
that this benefit is crucial. 

In this atmosphere, Sotile’s pro-
cedure for taking advantage of the
capacities we all have is, forgive
me, a breath of fresh air. Whether
providers can and will follow his
advice remains to be seen.

Editorial: Remember to Breathe
Robert Marks, Editor
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and spirit, balancing achieve-
ments and expectations, taking
time to grieve, and being an
ambassador of collaboration. 

Disrupt Burnout “Dominoes”
Think of each of the symp-

toms of burnout listed above
as being a single domino in a
continuous line. The goal is to
disrupt any one of these domi-
noes with healthy choices. 

The sooner in the coping
progression a person substi-
tutes a healthy act of self-
nurturing or collaboration for
one of damaging self- or other-
neglect, the better. The main
risk to avoid is staying emo-
tionally “numb” and plowing
onward. 

Take Responsibility for Communication
In many ways, effective emotional man-

agement hinges on being a clear communi-
cator, one who is able to generate deep
levels of trust, compassion, and mutual
respect in relationships. Consider how this
might work, both in patient care and when
dealing with colleagues and loved ones.

In Patient Care. Medical patients who
rate trust and communication with their
physicians as excellent are four times more
likely to believe they have received excel-
lent health care than those who do not.7

Physicians who are deemed by their
patients to be effective communicators
tend to interact with others using a combi-
nation of receptivity, authority, and appro-
priate humor to ease tension. They also
show respect for patients: they introduce
themselves and everyone in the room and
orient the patient before doing any physi-
cal examination, and they make time to 
ask not only about the patient’s physical
health, but also about problems of daily
living, relationships, and feelings.8

Be sure to listen for the deeper level of
what a patient’s behavior is telling you. Is
failure to adhere to treatment indicating
despair and hopelessness about the dis-
ease, confusion about the regimen, lack of
effective coping strategies for managing
treatment side effects, or life problems
that require additional support? Compas-
sionate communication may not solve
every medical problem, but it will lighten
the distress of both patient and provider.

With Colleagues and Loved Ones. Marital
researchers such as John Gottman of the
University of Washington have shed light 
on three communication strategies that

can “divorce-proof” relationships with
loved-ones and colleagues alike.9 First, get
into the habit of offering others five posi-
tive interactions for every one critical
interaction. Second, avoid the lethal pro-
gression of: starting a conversation with
an accusation or criticism; reacting with
defensiveness that ignores the other per-
son’s feelings; engaging in challenging
interchanges; and then abruptly cutting-off
communication. 

Third, let “repair attempts” count. Here,
two concepts are helpful. Remember that
during any discussion, appropriate uses of
humor, affection, and agreement can cool
escalating tensions. If the other person does
the same, let his or her actions calm you.
Even if a disagreement remains unresolved
at the end of a conversation, never underes-
timate the powers of apologizing, forgiving,
acknowledging that your relationship is big-
ger than the size of the issue at hand,10 and
affirming the other person’s importance to
you. It is not unresolved issues, but the fail-
ure to confront these issues, that creates
relationship dysfunction. 

Respect Your Own Mind, Body, and Spirit
Pay attention to the fundamentals of self-

care. Regularly engage in healthy pleasures,
without mind-altering substances: only by
regularly taking “recess” will you eventually
learn to relax without feeling guilty. 

Modulate times of work and worry with
pockets of loving connection with others.
Finally, embrace a belief in something big-
ger than yourself. Be it your god, your fam-
ily, your profession, or your love of nature,
regularly partake of rituals that connect you
with aspects of your life that remind you
that there is meaning beyond your stress.

Balance Achievements and Expectations 
Learn to feel good about what you are

able to accomplish—both in patient care and
self-care—and help others to do the same. 

In Patient Care. Shape hopeful and adap-
tive attitudes toward the side effects of HIV
treatment. First, help patients to move
beyond interpreting their symptoms or side
effects as signs of failure, punishment, or
suffering. Rather, suggest that they apply
the “three C’s”: this is a Challenge that I am
Committed to meeting, and I will learn
strategies that will help me to Control my
reactions. Second, many patients normalize
side effects that might be ameliorated. You
will discover this only if you delve beyond
the “everything is fine” patient response.

In Self-Care. Physicians themselves have
offered the following tips about how to take
care while being a medical caretaker:3
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• Develop philosophies that remind you
that all of the work will never be done,
and that you will never be able to please
every patient and colleague.

• Remember that death is not an enemy,
but a relief to many who suffer.

• Know that every successful person often
“fails,” and that resilience is about trying.

• Beware the myth that patients, not pro-
viders, suffer insecurity and need support.

Take Time to Grieve 
Providers working with HIV face many

losses ranging from the deaths of patients
—made worse for some by the multiplica-
tion of these deaths over time—to the loss
of hope in the face of treatment failure.
Few are adequately prepared in training to
deal with these unavoidable aspects of
HIV care, and the resulting and accumulat-
ing grief.

For some, unresolved grieving shows up
as a stress syndrome, fueled by the wear-
down that comes from helping patients who
can be difficult to manage, both medically
and interpersonally. Approximately 80 per-
cent of people with HIV suffer from a combi-
nation of depression and anxiety at one time
or another, and the majority of medical
providers who are not trained in a mental
health specialty state that they are ill-
equipped to know how to help such
patients. But even a seasoned mental health
provider can experience grief and burnout.

If mismanaged, unresolved grieving can
fester into resentment and lead to coping
rigidity. The more emotionally depleted a
provider becomes, the more likely he or she
will cling to old ways of thinking and behav-
ing in terms both of new advances in the
field and of his or her sense of self and oth-
ers. HIV care teams that integrate a strong

psychosocial component into routine patient
care seem to be more likely than those that
do not to attend to their own emotional
needs and those of their colleagues in ways
that prevent or ameliorate burnout. 

Several strategies can help to manage
both grief and burnout. First, find a forum in
which you can express “undiscussable” feel-
ings. This might mean seeking counseling, a
choice that nearly 25 percent of health care
providers make at some point in their
career. Secondly, take time to construct your
personal grieving rituals. Finally, remember
that others will not take seriously your
stress, sadness, and grief until you do.

Collaborate
Effective HIV treatment requires syn-

ergy, a collaboration of various medica-
tions. Similarly, staying resilient as an HIV
caregiver requires maintaining a caring
connection with patients, colleagues, and
loved ones, alike. 

Connecting with a community of HIV
providers also helps by minimizing the
risk of developing “Us versus Them”
dichotomies that will splinter collegiality.
Extensive guidelines for promoting collab-
oration and collegiality in the health care
workplace are available elsewhere.3,6

Conclusion: Stop “Waiting Until”
Before you earned any of your academic

degrees, each of you got a PhD in “Wait-
Until.” This observation begets more
knowing head-nods from audiences of
health care professionals than anything
else. Do not wait a lifetime before attend-
ing to your own needs, taking your fair
share of recess, showing your loved ones
what they mean to you, or simply feeling
good about the life you have constructed.
Your life is now. Live it, in vivo.
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In 12 years of private practice as an 
HIV doctor, I have buried more patients,
friends, and colleagues than most doctors
do in a lifetime. I practice in a private set-
ting where insurance reimbursements are
low and decreasing, and my costs and the
burden of insurance and managed care
bureaucracies are increasing. I carry a
large debt from medical school that will be
paid off when I am 80, and I live in one of
the most expensive cities in the world. 

HIV Treatment and HIV Doctoring
I came to HIV medicine with my eyes wide

open. This is my second career. I had left
San Francisco to teach political science in
the late 70s, and returned as a medical doc-
tor in the late 80s. Coming back reminded
me of the accounts I had read of European
refugees of World War II on their return
home after the war. Everything had changed;
it seemed as if everyone I knew was dead.

I had gone to medical school with the spe-
cific intention of serving my community,
which had been devastated by HIV. Before
the arrival of triple combination treatment,
my job involved keeping a person with HIV
alive and symptom-free as long as possible,
with the understanding that failure was
inevitable, and that the doctor-patient rela-
tionship we had built up would pay off
when my patient and I had to make difficult
decisions about when to let go. In my gut
death still felt like failure, but I could reason
with myself that I had done my best against
a foe that was fated to win. I consoled

myself with the thought that I had provided
my patient with a dignified death.

In this setting doctors worked hard.
Patients often showed up in the office very
sick, in need of immediate hospitalization.
This meant that a long day would be longer
yet, and that the emotional and dramatic
intensity of the day would be screwed up
yet another notch. A doctor crawled into
bed exhausted, hoping the pager would
not go off again, feeling that he or she had
put in a day of noble work serving the
community, mitigating suffering in a little
corner of the universe.

HAART (highly active antiretroviral ther-
apy) has changed much of this. Where
patients have access to HIV drugs the threat
of death still lingers, but at least it is not
snarling at the door. HIV is becoming a dis-
ease we manage, much like other chronic ill-
nesses. I can honestly tell most of my HIV
patients that with a little luck they will
probably live long enough to die the same
common heart attack, stroke, or cancer
death that awaits their uninfected peers. 

Managing HIV Care
As HIV becomes a more managed disease,

the frustrations of management come to the
fore, in terms of both complex medical
treatment and the challenges of health
insurance and managed care. Managing HIV
now requires understanding nearly 20 drugs
—with many more on the way—and wading
through complicated resistance pitfalls. 

Unlike the bad old days, when doctors
were thrilled to have any HIV medication,
HIV providers now have to function as phar-
macology experts, knowing not only how
HIV drugs react with each other, but also
their effect on the myriad of other medica-
tions their patients take. We have also had
to hone our skills as molecular biologists:
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we have to know how dozens of molecular
changes in the virus affect its susceptibility
to specific drugs. Even in the face of this
arsenal of new drugs, HIV—replicating and
changing at an unbelievable rate—still pro-
vides more than its share of surprises.

The good fortune rendered by HIV treat-
ment advances makes it particularly hard
to talk about one other set of challenges:
financial stressors. This is something that
doctors do not like to talk about with oth-
ers, however, it seems that we talk about
little else among ourselves. We do not
want to be seen as persons who are “in it
for the money”—although there are some
among us who are—and a commitment to
professionalism makes it “unseemly” to air
the topic of finances, particularly since
doctors are perceived as being well paid. 

As a group, we are. But primary care doc-
tors make far less than most people think.
In the San Francisco Bay Area, for example,
HIV providers make between $90,000 and
$120,000 a year. Moreover, HIV doctors
often graduate with enormous debt—as
high as $150 thousand—the servicing of
which affects our career choices and
undermines what for many was the initial
motivation to go into medicine: to help
others. The result is that many doctors feel
less inclined to take an uninsured patient,
or to spend three months volunteering in a
clinic in India, let alone offering a half-day
at a free clinic down the street. I spend far
too much time worrying about the efficien-
cies of running a small business. Affording
retirement is problematic: in my case it will
likely involve leaving the city that I had lit-
tle time to enjoy while I worked in it.

The financial stress of being an HIV doc-
tor is hard to bear, because it feels part of
a broken social contract. Like a police offi-
cer, I am never really off duty. If someone
drops on the sidewalk in front of me, I am
expected to do something, even if I am on
vacation, even if I am on my way to my
mother’s 80th birthday party. In the past,
when doctors were better paid, this obli-
gation was seen as part of the bargain.
Now, feeling less financially secure, we
might balk at what seems an unfair deal. 

But most of us still fulfill our part, just as
we care for our patients when we are paid
insufficiently, because it is our ethical obli-
gation to do so. Insurance companies have
no such qualms. Hospitals, particularly pri-
vate ones, are also fundamentally business
driven. Government, a major player in
health care funding, is controlled by politi-
cal considerations. As the only player moti-
vated primarily by a sense of ethical duty,
the doctor is left holding the bag. 

Conclusion
A doctor learns early in his or her medical

career either to manage stress or prepare for
a rough ride. Throughout my career, wise
advisors have offered good counsel: protect
your personal life, and protect your mental
and physical health. I have instituted this
advice in the following ways: I do not take
work home with me—my patients are in my
thoughts enough. I spend as much time
with my partner as I can—which is by all
civilized standards far too little. When I am
not on call, my pager is off. My patients
know that help is available all the time, but
it will not always be from me. I protect my
lunch break and always try to leave the
office for a while. My exercise and gym
hours are sacred. When I am on vacation, 
I instruct my office to call me only if the
building has burned down. 

I also protect my mental health by
reminding myself how lucky I am. I live in
the world’s favorite city. I am surrounded by
a few people who love me and many who
respect and admire me. I enjoy good health
—and nobody is shooting at me. I like my
work and will never be unemployed, and
my daily work helps others. In the broad
course of human history, this catalogue
describes a very fortunate person indeed.

Those of us who provide HIV care in San
Francisco are a lucky lot in so many ways—
first and foremost because our patients are
doing so much better. But morale is eroding,
and there are very few new doctors joining
our ranks in private practice. The epidemic
continues. It requires more time, thought,
and effort than ever. There is a health care
crisis in the United States caused by grow-
ing numbers of uninsured people, increas-
ing complexity of treatment, and skyrocket-
ing costs for care and malpractice insur-
ance. Everyone wants the latest technology,
but nobody—individuals, governments, or
health insurance companies—wants to pay
for it. In this context, the tools physicians
use to keep spirits up will not work forever. 
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Physician Stress Related to Work Overload
Lert F, Chastang JF, Castano I. Psychological stress
among hospital doctors caring for HIV patients in
the late nineties. AIDS Care. 2001; 13(6): 763–778.
(INSERM, France.)

A French study of 670 physicians caring
for people with HIV found that levels of
stress and satisfaction were related more
to work overload and management respon-
sibilities than to HIV-related factors. 

Participants responded to questions
about work characteristics, and stress, satis-
faction, burnout, and psychiatric distress.
All participants worked at least once a week
in a hospital and had direct contact with
HIV-infected patients; two-thirds worked in
a hospital full time. Seventy-three percent
were specialists, 18 percent were depart-
ment heads, 33 percent were hospital unit
heads, and 20 percent were involved in AIDS
non-governmental service organizations. 

Clinical work accounted for an average 
of 76 percent of the doctors’ time, but HIV
care was not the main activity of most of
the doctors. The majority of the doctors had
been working with people with HIV for more
than five years; 14 percent had worked in
the field before 1985. Forty percent of
respondents were female, and the average

age of the doctors was 42 years.
While work stress was at

least moderate for the majority
of respondents, HIV care did
not itself contribute to overall
feelings of stress. Forty-one
percent rated their work as
very stressful, 38 percent as
moderately stressful, and 21
percent reported low job
stress. Doctors with more HIV-
related work were neither more
stressed nor less satisfied than
doctors with less HIV work.
Rather, work overload and
management responsibilities—
independent of HIV content—
were the greatest predictors 
of stress and burnout. 

The only HIV-related stressor
was participation in an AIDS
service organization, perhaps
because of the extra work of

organizational activities and the political
content of AIDS issues. Finally, higher sat-
isfaction rates were found among family
practitioners and doctors with academic
positions, and did not change with pro-
portion of HIV patients. 

Coping Models and Burnout
Gueritault-Chalvin V, Kalichman SC, Demi A, et al.
Work-related stress and occupational burnout in
AIDS caregivers: Test of a coping model with nurses
providing AIDS care. AIDS Care. 2000; 12(2):
149–161. (Georgia State University; and Center for
AIDS Intervention Research, Medical College of
Wisconsin.)

Fatalistic attitudes towards job stres-
sors strongly predicted burnout in a
cohort of 445 nurses specializing in HIV
care, while internal styles of coping such
as expression of feelings, patience, and
problem-solving techniques reduced the
likelihood of burnout. 

Nurses completed an anonymous survey
of work history and workload, Maslach
Burnout Inventory predictors of burnout
(emotional exhaustion, depersonalization,
and lack of personal accomplishment),
locus of control (whether respondents
attribute events to internal or external
causes), and ways of coping. Eighty-four
percent of the sample was female, and the
average age of participants was 44 years,
with a range from 23 years to 74 years.
The nurses provided direct care to an
average of 20 to 30 patients per week. 

Respondents who attributed events and
problematic situations to external causes
were more likely to use external coping
strategies, and those who used external
coping were more likely to experience
emotional exhaustion, depersonalization,
and a lack of personal accomplishment.
Those who reported using more proac-
tive, internal coping strategies reported
experiencing lower levels of burnout,
however an internal locus of control did
not predict internal coping. Older nurses
were significantly more likely than their
younger counterparts to use internal cop-
ing strategies, while younger nurses had
perceptions of heavier workloads and less
confidence in their ability to control or
change the situation. 

Burnout in Substance Abuse Settings
Shoptaw S, Stein JA, Rawson RA. Burnout in sub-
stance abuse counselors: Impact of environment,
attitudes, and clients with HIV. Journal of Substance
Abuse Treatment. 2000; 19(2): 117–126. (Matrix
Center, Santa Monica, California; Friends Research
Institute, Santa Monica; and University of Califor-
nia, Los Angeles.) 

A variety of factors—ranging from a
lack of professional support to working in
a methadone clinic—predict burnout in
substance abuse settings, according to a
study of 134 substance abuse counselors. 

Researchers assessed risk factors for
burnout, using the Maslach Burnout Inven-

Recent Reports

Physician stress
and satisfaction

were related
more to work
overload and
management

responsibilities
than to HIV-
related care. 



FOCUS8 March 2003

tory, program characteristics, job charac-
teristics, workplace support, and counsel-
ing self-efficacy. Thirty five percent of
respondents worked at drug-free clinics,
50 percent at methadone clinics, and 15
percent at the Salvation Army. Forty-four
percent were male, and the average age of
the sample was 40 years. Race and ethnic-
ity included 42 percent White, 31 percent
African American, 16 percent Latino, 2
percent Asian, and 5 percent multiracial. 

High levels of occupational support sig-
nificantly reduced emotional exhaustion
and depersonalization, and increased feel-
ings of personal accomplishment. Organi-
zations with formal and informal support
structures, such as weekly lunches pro-
moting peer support, had fewer coun-
selors reporting high levels of burnout.
Counselors who worked at methadone
clinics reported larger caseloads and less
client contact than those at other treat-
ment centers. Feelings of stress, lack of
efficacy, and general pessimism were com-
mon among methadone clinic counselors. 

For all respondents, emotional exhaus-
tion was correlated with lower self-effi-
cacy, less support, and more depersonal-
ization. Depersonalization was correlated
with greater numbers of clients, working
in a methadone clinic, lower self-efficacy,
and less support. Counselors who reported
feelings of personal accomplishment had
higher levels of self-efficacy, greater sup-
port, and fewer HIV-infected clients. Self-
efficacy—instilled through trainings that
strengthened counseling skills and self-
perceptions—was a deterrent to burnout. 

Distress among HIV Buddies
Claxton RPR, Catalan J, Burgess AP. Psychological
distress and burnout among buddies: Demographic,
situational and motivational factors. AIDS Care.
1998; 10(2): 175–190. (Chelsea and Westminster
Hospital, London.)

Approximately one in four emotional
support volunteers working with people
with HIV surveyed in a British study suf-
fered from burnout. This rate was lower
than that reported in a similar sample of
HIV health care workers in London, per-
haps due to the fact that health care
workers spend more time with clients
with HIV.

Researchers surveyed 267 “buddies,” 193
of whom were currently in buddying rela-
tionships (requiring at least weekly contact).
They asked about amount of time spent
with clients, client health, motivations for
volunteering, anxiety and depression, and
frequency and intensity of feelings of emo-
tional exhaustion, depersonalization, and

lack of personal accomplishment. The
majority of respondents were young, White
gay men or heterosexual women. The aver-
age time spent volunteering was 5.3 hours
per week, with 95 percent spending less
than 12 hours per week. 

Emotional exhaustion and depersonal-
ization among buddies corresponded to
declining client health. Depersonalization
also increased among buddies who did
not feel emotionally close to clients. 
While a sense of personal accomplishment
increased with time spent buddying, so
did emotional exhaustion. Higher levels 
of education were related to emotional
exhaustion, and volunteers who were
working or going to school full-time 
(77 percent) reported greater emotional
exhaustion than those who were unem-
ployed. Buddies who were unemployed 
or homemakers (12 percent) reported
greater feelings of personal accomplish-
ment from volunteering.

Volunteers who felt dissatisfied with
their emotional support volunteer training
were more likely than those who were sat-
isfied with training to experience burnout,
anxiety, and depression. Peer support
decreased feelings of emotional exhaus-
tion, anxiety, and depression. Only one
motivational factor for volunteering corre-
lated significantly with burnout or psycho-
logical distress: the desire to gain more
personal control over HIV correlated with
higher anxiety levels. 

Next Month
Research on factors related to HIV risk

is increasingly implicating a history of
childhood sexual abuse as a central fac-
tor, particularly among men who have
sex with men. In the April issue of FOCUS,
Jay Paul, PhD, a leading researcher in
this area, working at the University of
California San Francisco, reviews the lit-
erature on the effects of sexual abuse
on adult psychology and behavior, out-
lines general approaches to treatment,
and emphasizes the aspects of treat-
ment that can be implemented on the
front lines at AIDS service organizations
doing HIV prevention.

Also in the April issue, Mary Curry,
LISW and James Bristol, LISW of the
Southwest CARE Center in Albuquerque
discuss the relationship between child-
hood sexual abuse and health-seeking
behaviors such as medication adherence.
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