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The larger project is a multi-level investigation of struc-
tural racism in a FQHC with the purpose of identifying 
policy and other mechanisms promoting anti-racism in 
healthcare. This involved policy analysis, semi-structured 
qualitative interviews with BIPoC and white patients and 
employees, quantitative surveys concerning FQHC cli-
mate, and patient health outcomes. While completing 
the qualitative dimension of this larger project, we con-
ducted interviews with white patients about their obser-
vations and experiences with structural racism. This data 
collection led to interviewer burden; this concept extends 
the well-established ethical concern of respondent burden 
[2]. The purpose of this research note is to discuss the 
concept of interviewer burden informed by interviewer 
experiences, team response, and necessary methodologi-
cal changes to the project.

Introduction
Federally Qualified Health Centers (FQHCs) provide care 
to those most in need in the United States; however, they 
are not immune from reproducing institutional racism. 
Our mixed methods project, guided by a Public Health 
Critical Race praxis [1] seeks to elucidate specific path-
ways perpetuating institutional racism and harming the 
health of Black, Indigenous, and People of Color (BIPoC). 
From this larger project, we report specific, unantici-
pated methodological consequences.
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Abstract
Background  We report on our methodological experiences during an investigation of how institutional racism 
functions in healthcare. We found tension between balancing methodological rigor with the unanticipated 
consequence of interviewer burden.

Methods  Semi-structured interviews were conducted with patients. Interviews were recorded, transcribed verbatim, 
and qualitatively analyzed using thematic content analysis. Interviewers also participated in weekly debriefing 
sessions and reported experiences with patients.

Results  Interviewers repeatedly experienced negative encounters with white patients during interviews. Themes 
included privilege to avoid racism, denial of racism, non-verbal discomfort, falsely claiming Native identities, and 
intimidation. These experiences were most pronounced with Black interviewers.

Discussion  Interviewer burden may need to be a consideration taken up in a variety of research contexts.
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Research context and theoretical framing
FQHCs were initially designed during Lyndon Johnson’s 
War on Poverty in 1965 [3] to provide safety-net outpa-
tient services to the United States’ most vulnerable citi-
zens [4]; they now exist in every state and territory. As 
with all healthcare institutions in a country grounded in 
societal racism [5], FQHC policies, practices, operations, 
and functions may unintentionally reflect the influences 
of racism. This was illustrated by Warner et al. [6], who 
demonstrated that social contexts existing externally of 
a healthcare center directly influence the availability and 
quality of health services provided by FQHCs. Likewise, 
Lee at al. [7] demonstrated how regional context influ-
ences care utilization at FQHCs, while Snowden et al. 
[8] reported that regions with high racial bias had fewer 
FQHCs.

As FQHCs are not immune to the presence and effects 
of structural racism, our purpose was to apply Public 
Health Critical Race praxis (PHCR [1]) to elucidate and 
describe specific policy and other pathways, informed by 
patient and employee experiences, that perpetuate insti-
tutional racism in a FQHC in a midsized Southeastern 
city. This work is necessary because without knowing the 
systems or programs that manifest and reproduce insti-
tutional racism in FQHCs, it is not possible to identify 
areas within the institution that require intervention.

PHCR praxis is a framework that centers racial jus-
tice and names 10 key concepts that underpin existence 
and experiences of structural racism. These concepts are 
presented and defined in Table 1. For example, “ordinari-
ness of racism” represents the idea that racism is inex-
tricably embedded in all levels of our social fabric. The 
ordinariness of racism renders it cannot be seen except 
when it occurs in discreet and overtly egregious indi-
vidual actions. Ordinariness does not seek to negate the 

presence of racism; rather it communicates how racism is 
so pervasive as to remain largely unseen [1].

Conventional research methods apply several strate-
gies in the name of scientific rigor, including inter-group 
comparisons where one group is considered a norm 
against which other groups are measured. Historically, 
the normative group in health services research been and 
remains white patients, reinscribing the idea that white 
patients are the comparative research standard. There-
fore, when our larger project was initially conceptualized, 
white patients were included in the recruitment frame as 
participants.

As acknowledged by PHCR praxis, racism influences all 
patients’ lives and experiences, including white patients. 
Although perhaps outside their awareness and desire, 
white patients often benefit from institutional racism, 
experiencing better access to healthcare services, higher 
quality care, healthier outcomes, and longer lives. They 
may also experience deleterious effects of racism, such as 
not having necessary FQHC availability [7, 8]. Finally, it is 
possible that white patients observe or experience racism 
while in healthcare settings. Understanding these facets 
of racism was important to our project; therefore, white 
patients were recruited to provide patient perspectives 
on institutional racism.

Respondent burden is a common concern in health 
research and involves ethical consideration of “the per-
ception by the participant of the psychological, physical, 
and/or economic hardship associated with participating 
in the research process.” [2] While conducting interviews 
with white patients, we encountered a phenomenon that 
extends this concept [2] to interviewer burden [9]. Japec 
[10] defined interviewer burden as “the total amount 
of perceived effort, both physical and cognitive, that an 
interviewer has to exert to complete an interview accord-
ing to specifications.” Interviewer burden can also include 

Table 1  Public health critical race praxis (PHCRP) principles and definitions
Principle Definition
Race consciousness Deep awareness of one’s racial position; awareness of racial stratification processes operating in colorblind contexts
Primacy of racialization The fundamental contribution of racial stratification to societal problems; the central focus of CRT scholarship on 

explaining racial phenomena
Race as a social construct Significance that derives from social, political, and historical forces
Ordinariness of racism Racism is embedded in the social fabric of society
Structural determinism The fundamental role of macro-level forces in driving and sustaining inequities across time and contexts;

the tendency of dominant group members and institutions to make decisions or take actions that preserve exist-
ing power hierarchies

Social construction of 
knowledge

The claim that established knowledge within a discipline can be re-evaluated using antiracism
modes of analysis

Critical approaches To dig beneath the surface; to develop a comprehensive approach
Intersectionality The interlocking nature of co-occurring social categories (e.g., race and gender) and the forms of social stratifica-

tion that maintain them
Disciplinary critique The systematic examination by members of a discipline of its conventions and impacts on the broader society
Voice Prioritizing the perspectives of marginalized persons; Privileging the experiential knowledge of outsiders within
Adapted from Ford and Airhihenbuwa, 2010
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any psychological or other hardship caused by conduct-
ing the interviews.

Interviewer burden has been considered previously 
in cases where interviewers can become traumatized 
by conducting clinical interviews with people surviving 
traumatic life experiences (e.g., intimate partner vio-
lence) [9]. However, additional factors could cause inter-
viewer burden. According to Japec’s interviewer burden 
model [10], interviewer burden is produced by five fac-
tors: social environment, interviewer characteristics (e.g., 
training, demographic characteristics), tasks required of 
the interviewer, respondent characteristics, and interview 
method. Interviewer burden may be more likely to occur 
when interviewers conduct interviews concerning issues 
and stressors that they have personally experienced [9], 
as may be the case when doing interviews about causes of 
health disparities.

In the case of institutional racism, very little published 
evidence addresses interviewer burden among individu-
als who hold marginalized social positions (e.g., Black 
women) and engage in research activities that could 
expose them to additional racial and gendered forms of 
discrimination. The purpose of this research note is to 
describe an example of interviewer burden and the inter-
viewer-centered processes used to modify methodologies 
to resolve interviewer burden and protect interviewer 
safety.

Methods
A more comprehensive description of the main proj-
ect’s methodological design is provided in forthcoming 
articles.

Participants
This research note reports exclusively on interviewer 
experiences interviewing white patient participants. 
Interviewers were master’s and doctoral students in 
public health and were employed by the larger research 
project. Interviewers were selected based on their docu-
mented training in institutional racism, PHCR praxis, 
qualitative interviewing, and health disparities. Inter-
viewers represented diverse racial and ethnic identities, 
genders, and sexual orientations; four interviewers were 
Black, three were white, three identified as queer, and 
one identified as gender-queer.

Recruitment procedures for the full project are 
reported in a forthcoming manuscript. Briefly, all patient 
participants were recruited from a FQHC located in a 
mid-sized city in the Southeastern United States. Patient 
participants were recruited by trained interviewers who 
distributed hard copy recruitment fliers weekly, in per-
son, to patients. Participants were eligible for participa-
tion if they had received care from the FQHC within the 
past 12 months and could speak and understand English 

well enough to participate in the interview. Participants 
were compensated with $50 gift cards for interview par-
ticipation. BIPoC and white patients were recruited for 
participation, but only white patient data are presented 
here. BIPoC patient data will be presented in a forthcom-
ing manuscript.

Data collection
Interviewers conducted semi-structured, qualita-
tive interviews with eligible participants. Interviewers 
were trained by the project’s leadership and in graduate 
coursework in the PHCR praxis, qualitative interview-
ing techniques, and the interview guide. All interviewers 
conducted pilot interviews to demonstrate proficiency 
with the interview guide and concepts. Pilot interviews 
were reviewed and critiqued by project leadership prior 
to initiating data collection. Interviewers and interview-
ees were not initially matched by race/ethnicity.

The interview guide was informed by PHCR praxis and 
included questions about institutional racism observed 
and experienced at the FQHC; the interview guide devel-
oped for this study is included as supplementary mate-
rial. Interviews were audio-recorded for transcription 
and analysis. Transcription was verbatim and completed 
by a professional transcription service.

Qualitative analyses
Qualitative analyses of interviewer experiences with 
white participants were conducted during weekly 
90-minute team debriefing sessions and discussions with 
interviewers. These sessions included in-depth discus-
sion about each interview and its process. Full qualita-
tive analyses with the transcripts produced by the larger 
project involved thematic and content analyses applying 
a deductive codebook based on the PHCR praxis and 
microaggressions, as defined by Sue and colleagues [11]. 
These qualitative results are reported in a forthcoming 
manuscript.

The qualitative analysis for this research note involved 
in-depth discussions with the full interviewer team 
regarding negative experiences reported by multiple 
interviewers. Over three weeks and across multiple 
interviews, interviewers described experiencing negative 
incidents across multiple patient participants. During 
the debriefing sessions, interviewers described and used 
transcripts to document extensive, negative experiences 
with white patient participants. These experiences were 
sorted into themes and used to inform rapid, safety-ori-
ented methodological changes to the interview process. 
Recruitment and interview protocols were modified in 
three ways: (1) racial concordance between interviewers 
and interviewees (only white interviewers interviewed 
white patients), (2) all interviewers worked in pairs 
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during all recruiting and interviewing, and (3) ultimately 
ending white patient participant recruitment.

Results
Interviews with BIPoC patients (N = 33) yielded fruitful 
results on experiences of institutional racism including 
describing the “ordinariness of racism” specified by the 
PHCR praxis; BIPoC patients reporting experiences of 
racism in the FQHC emphasized the need for providers 
and staff to be educated about institutional racism across 
all levels, from system policies down to interpersonal 
interactions. A complete report of the results for these 
data is forthcoming.

Interviews conducted with white patients (N = 18) led 
to dangerous circumstances for interviewers and sub-
sequent termination of further interviews with white 
patients, our example of interviewer burden. Interviewer 
burden was exemplified in three ways: 1. White patient 
participants communicated disinterest in and disregard 
for structural racism, represented by impatience and 
eagerness to end their interviews. 2. During the inter-
views, white participants repeatedly, and sometimes 
urgently, asked about compensation. 3. When inter-
viewers followed the interview guide as directed by the 
protocol, several white participants committed racial 
microaggressions against Black interviewers, others 
became openly angry and intimidating toward interview-
ers. Experiences reported by interviewers represented 
two themes: feelings of discomfort and fear and feelings 
of concern for interviewer team safety and psychological 
harm. During multiple interview incidents, interviewers 
reported feeling uncomfortable, scared, overwhelmed, 
and concerned for their own, and their colleagues’, safety. 
When Black interviewers interviewed white participants, 
the intimidation was more pronounced.

For example, one interviewer, a Black woman, docu-
mented her experience with a white participant:

When I asked questions about the [white] patient’s 
experience with racism, he stated it was “going to 
become more of a thing of the past.” He went on to 
say that racism was a result of being “uneducated 
and countryfied.” Throughout the interview, he urged 
me to continue by using phrases like, “I’ll let you go 
on and ask more questions” or “I’ll let you go ahead.” 
He described that he had “Indian” heritage [refer-
ring to Indigenous ancestry] and stated, “my sister is 
about as dark as you. I don’t know if you’re Indian. 
You got part Indian, or something?” This made 
me feel extremely uncomfortable–having my own 
racial/ethnic identity questioned. Despite feelings of 
discomfort, I continued. Near the end of the inter-
view, we discussed feelings about racial concordance 
and the patient seemed to become agitated. He 

stated, “I don’t even think about that, ma’am. I think 
that’s foolish to even try to get into and look at it like 
that. It doesn’t matter to me if they’re Black, White, 
Pink, Yellow, or whatever.” I was sensitive to his agi-
tation and decided not to ask any probing questions 
about those statements out of fear of further agitat-
ing the interviewee and escalating the situation.

As interviewing continued over time, the interview team 
repeatedly expressed concern that negative experiences, 
particularly for Black interviewers, added unjust psycho-
logical burden to their lived experiences with racism.

Consequently, the team agreed that perpetuating the 
risk of exposure to toxic interpersonal racism through 
Black interviewers interviewing white patient partici-
pants, on top of daily lived experiences with racism, was 
unethical. Thus, we decided that only white interview-
ers would interview white patient participants. Unfor-
tunately, this strategy failed to resolve our safety issues. 
One white queer interviewer described a dangerous 
incident:

During a recruiting and interviewing session, two 
white patients became agitated to the point of 
harassing me. Dissatisfied with having to wait their 
turn [to be interviewed and thus receive compensa-
tion], their behavior escalated while I was attempt-
ing to complete interviews with other participants. 
These two patients became so frustrated and angry 
with me that they started demanding gift cards. I felt 
intimidated by their behavior, raised voices, and agi-
tation, and eventually left the recruiting site before 
attempting to interview these patients.

Such interactions represented the norm rather than the 
exception with white patient participants. Therefore, 
after many hours and several weeks of debriefing uncom-
fortable and sometimes threatening encounters, and only 
18 interviews with white patient participants, we collec-
tively decided to stop enrolling white patient participants 
for the safety of the team.

Discussion
Respondent burden is a well-established and acknowl-
edged concept in research ethics, defined by the World 
Medical Association [2]. Interviewer burden describes 
the psychological stress, physical burdens, and sany other 
hardship experienced when conducting interviews [12, 
9, 10] This experience may be especially poignant when 
interviews focus on sensitive or traumatic experiences 
had by interviewees or interviewers. Reactions might 
include feelings of guilt, vulnerability, stress, and exhaus-
tion [9, 13] and may be particularly acute for interviewers 
who hold minoritized identities.
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We have presented extended examples of interviewer 
burden arising from a study concerning structural rac-
ism. We observed several of Japec’s five factors influenc-
ing interviewer burden including, social context, types of 
questions asked of interviewees, and interviewer char-
acteristics [10]. In terms of social context, the FQHC is 
in the southeastern United States, a region character-
ized by strong racialization and social norms that resist 
acknowledging the existence of white supremacy and 
structural racism [7]. In terms of social context, white 
patient participants from this region may be socialized 
to be unaware of and resist the realities of structural rac-
ism in healthcare. In terms of types of questions, it is 
possible that the questions concerning observations and 
experiences with structural racism may have exposed 
white respondents’ attitudes and beliefs that deny or 
minimize the existence of structural racism. Finally, it is 
possible that disregard for an interviewer’s characteris-
tics (e.g., Black women) may have allowed white partici-
pants to feel safe or justified in expressing their agitation. 
Together, these factors caused interviewer burden.

Interviewer burden was addressed with several spe-
cific approaches including: identifying risk among inter-
viewers, providing interviewer support, conducting 
interviews in safe and secure environments, conducting 
interviews in teams, providing interviewers with time to 
debrief with interviewer peers and project leadership, 
making leadership available on-call for acute and urgent 
needs, holding regular team meetings, and prioritizing 
interviewer mental health. Notably, these strategies were 
applied because they exemplified the values that we hope 
to amplify in the FQHC. Upon review of the literature, 
we then observed that these strategies also align with 
those recommended by Urquiza et al. [9] This alignment 
between existing recommendations for addressing inter-
viewer burden were previously unknown to us. This is 
powerful because it emphasizes the need to review and 
challenge research methodology that perpetuates harms 
such as systemic racism even in the absence of existing 
protocols regarding protections of not only human sub-
jects but also of researchers.

Due to the close interpersonal relationships among 
team members fostered by weekly 90-minute team meet-
ings, interviewer burden was identified quickly after 
the first interviews conducted with white patient par-
ticipants. This facilitated burden monitoring, changes to 
research protocols, and prioritization of interviewer well-
being. During the acute experiences, interviewers used 
a real-time emergency text thread to provide support, 
care, and solutions, looping in project leadership when 
needed. Project leadership offered individual and group 
support and debriefing during weekly team debriefing 
sessions.

Resolving these consequences required extensive 
resources in the form of emotional labor, detailed dis-
cussions, protocol adjustments, and time. The team’s 
decisions throughout the process were neither impulsive 
nor disconnected from empirical analysis, nor were they 
based on one or two incidents. When interviewer bur-
den was identified, the interview protocol was changed in 
two ways that also align with recommendations offered 
by Urquiza and Japec [9, 10]. First, interviewers were 
required to work in teams of two. Second, interviewers 
were matched by racial identity with participants, such 
that white interviewers interviewed white patient par-
ticipants. Unfortunately, these approaches did not resolve 
the growing interviewer burden and data collection with 
white patient participants had to be terminated to priori-
tize interviewer wellbeing.

We vehemently disagree with eliminating whole demo-
graphic groups from research inquiry due to researcher 
or interviewer discomfort. However, we learned from 
these experiences that there are times when teams must 
act responsibly and protect their physical and mental 
safety, even if it limits research findings. We reached this 
decision even before fully applying qualitative analysis 
to interviews with white patient participants. We deter-
mined that there was sufficient evidence that continuing 
with a particular protocol was harmful despite the possi-
bility of additional data; this determination was indepen-
dent of code or meaning saturation [14]. The team came 
to the consensus that any additional data collected with 
white patient participants were not worth the heightened 
risk of violence.

Institutional racism in healthcare is perpetuated by 
complicity and participation of people. Therefore, pub-
lic health efforts to address institutional racism require 
engaging white participants, and this may be perceived 
as confrontational by people unaccustomed to examin-
ing their own role in or benefit from institutional racism. 
Innovative protocols and methods are recommended for 
ensuring high quality data collection while protecting 
research teams from experiencing unjust burden. Per-
haps our experience of interviewer burden may stand as 
empirical evidence that only including white participants 
for comparison purposes is unnecessary and maintains 
white-supremacist assumptions in accepted methods. As 
our first experience of interviewer burden as justification 
for ceasing this line of data collection, we are unsure how 
to report these outcomes. Yet, in a world where white 
violence is increasingly seen as a justified response to dis-
cussions of racism, we hope our experiences inform oth-
ers pursuing such necessary work.

All people are influenced by structural racism, irre-
spective of awareness; therefore, understanding white 
patients’ observations and experiences with structural 
racism may be useful in addressing structural racism 
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in healthcare. Researchers and clinicians doing similar 
research in the future may be well advised to prepare 
systematic protocols informed by factors that increase 
interviewer burden [10] and use Urquiza’s recommenda-
tions for anticipating, identifying, and addressing inter-
viewer burden [9]. Preparing such systematic protocols 
in advance of interviewer burden will better prioritize 
interviewer well-being, reduce interviewer burden, and 
strengthen scientific endeavor.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s13104-024-06839-z.

Supplementary Material 1

Author contributions
This Research Note was written collaboratively. We have placed authors in 
the above order based on whose experiences are referenced in the MS. K. M. 
and E. S. provided their personal experiences. K.B. and S.W. provided on-site 
support. J.L. crafted the initial MS draft. E.W., J.J.T., J.A., and W.M. provided 
wordsmithing and editing. All authors reviewed the MS. J.J.T. and J.L. revised 
the document based on reviewer feedback.

Funding
The research is ongoing with support from the Robert Wood Johnson 
Foundation. This project is funded by the Robert Wood Johnson Foundation 
and is conducted under the auspices of the University of Tennessee Knoxville 
IRB.

Data availability
Due the qualitative nature of this research, supporting data are not available. 
Participants of this study did not consent to their interview transcripts to be 
shared publicly in their entirety. The authors confirm that any data supporting 
findings of this research are available within the article. The interview guide 
included as a supplementary material was developed for this study.

Declarations

Ethics approval and consent to participate
All experimental protocols have been approved by the University of Tennessee 
Institutional Review Board (UTK IRB-22-07058-XP). Informed consent was 
obtained from all participants. All methods were carried out in accordance 
with relevant guidelines and regulations.

Consent for publication
Not Applicable. This project is not publishing identifying information or 
images of participants.

Competing interests
The authors declare no competing interests.

Received: 5 October 2023 / Accepted: 19 June 2024

References
1.	 Ford CL, Airhihenbuwa CO. The public health critical race methodology: 

praxis for antiracism research. Social Science & Medicine. 2010;71:1390–8.
2.	 World Medical Association. World medical association declaration of helsinki: 

ethical principles for medical research involving human subjects. JAMA. 
2013;310(20):2191–4. https://doi.org/10.1001/jama.2103.281053

3.	 Proser M. Deserving the spotlight: health centers provide high-quality and 
cost-effective care. J Ambul Care Manage. 2005;28(4):321–30.

4.	 Centers for Medicaid and Medicare Services. 2019. Federally qualified health 
center. Updated September 2019. https://www.hhs.gov/guidance/sites/
default/files/hhs-guidance-documents/FQHC-Text-Only-Factsheet.pdf. 
Accessed 28 Mar 2024.

5.	 Hardeman R. Examining racism in health services research: a disciplin-
ary self-critique. Health Serv Res. 2020;55(Supple 2):777–80. https://doi.
org/10.1111/1475-6773.13558

6.	 Warner ET, Huguet N, Fredericks M, Gundersen D, Nederveld A, Brown MC, 
et al. Advancing health equity through implementation science: identifying 
and examining measures of the outer setting. Soc Sci Med. 2023;331(116095). 
https://doi.org/10.1016/j.socscimed.2023.116095

7.	 Lee EK, Donley G, Ciesielski TH, Freedman DA, Cole MB. Spatial availability of 
federally qualified health centers and disparities in health services utilization 
in medically underserved areas. Soc Sci Med. 2023;328:116009. https://doi.
org/10.1016/j/socscimed.2023.116009

8.	 Snowden LR, Michaels E. Racial bias correlates with states having fewer 
health professional shortage areas and fewer federally qualified community 
health center sites. J Racial Ethnic Health Disparities. 2023;10(1):325–33. 
https://doi.org/10.1007/s40615-021-01223-0

9.	 Urquiza AJ, Wyatt GE, Goodlin-Jones BL. Clinical interviewing with trauma 
victims: managing interviewer risk. J Interpers Violence. 1997;12(5):759–72. 
https://doi.org/10.1177/088626097012005010

10.	 Japec L. Interviewer error and interviewer burden. John Wiley; 2008.
11.	 Sue DW, Alsaidi S, Awad MN, Glaeser E, Calle CZ, Mendez N. Disarming racial 

microaggressions: Microintervention strategies for targets, white allies, 
and bystanders. Am Psychol. 2019;74(1):128–42. https://doi.org/10.1037/
amp0000296

12.	 Keys SGJL. Reflections on two studies of emotionally sensitive top-
ics: bereavement from murder and abortion. Int J Soc Res Methodol. 
2007;10(4):249–58. https://doi.org/10.1080/13645570701400976

13.	 Dickson-Swift V, James EL, Kippen S, Liamputtong P. Doing sensitive 
research: what challenges do qualitative researchers face? Qualitative Res. 
2007;7(3):327–53. https://doi.org/10.1177/1468794107078515

14.	 Hennick MM, Kaiser BN, Marconi VC. Code saturation versus meaning satura-
tion: how many interviews are enough? Qual Health Res. 2016;27(4):1–18.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://doi.org/10.1186/s13104-024-06839-z
https://doi.org/10.1186/s13104-024-06839-z
https://doi.org/10.1001/jama.2103.281053
https://www.hhs.gov/guidance/sites/default/files/hhs-guidance-documents/FQHC-Text-Only-Factsheet.pdf
https://www.hhs.gov/guidance/sites/default/files/hhs-guidance-documents/FQHC-Text-Only-Factsheet.pdf
https://doi.org/10.1111/1475-6773.13558
https://doi.org/10.1111/1475-6773.13558
https://doi.org/10.1016/j.socscimed.2023.116095
https://doi.org/10.1016/j/socscimed.2023.116009
https://doi.org/10.1016/j/socscimed.2023.116009
https://doi.org/10.1007/s40615-021-01223-0
https://doi.org/10.1177/088626097012005010
https://doi.org/10.1037/amp0000296
https://doi.org/10.1037/amp0000296
https://doi.org/10.1080/13645570701400976
https://doi.org/10.1177/1468794107078515

	﻿At what risk? A research note on interviewer burden
	﻿Abstract
	﻿﻿Introduction﻿
	﻿Research context and theoretical framing
	﻿Methods
	﻿Participants
	﻿Data collection
	﻿Qualitative analyses

	﻿Results
	﻿Discussion
	﻿References


