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SUMMARY

Stress and burnout among general practitioners

(GPs) is a serious problem. Some authors sug-

gest supervision groups or Balint groups as a

means of preventing burnout and others address

how to treat the condition. This paper reports a

case study of a supervision group for Danish GPs

which, as well as training reflective practice,

focuses specifically on the prevention of burnout.

The concept of compassion fatigue is extended to

cover the circumstances reported by some practi-

tioners in supervision.

INTRODUCTION

Burnout among doctors is a serious problem that

affects patient care.
1–3

Recent years have seen a

growing focus on burnout among general practi-

tioners (GPs). Goehring et al reported that one

third of GPs in Switzerland showed sign of burn-

out,
4
and in a recent European survey, Soler et al

found that a substantial number of GPs in Europe

revealed signs of burnout that seemed to be

associated with a heavy workload.
5
In his book Le

Burn-out du Soignant, Delbrouck argues that doc-

tors are especially exposed to and at risk of burn-

out because of excessive work and difficult

encounters with patients.
6
Benson and Magraith,

both GPs from Australia, claim that GPs are at

risk because they are often the ‘first port of call’

for patients with a range of mental health pro-

blems, many of whom have a history of trauma or

loss. Exposure to emotionally difficult situations

puts them at risk of burnout and compassion fati-

gue.
7

In a recent questionnaire study in Aarhus

County, Denmark, Brondt demonstrated that not

being a member of either a continuing medical

education (CME) group or a supervision group

was statistically significantly associated with like-

lihood of burnout twice as high as that found

among members of such groups.
8

This would

seem to indicate that membership of a group has

a positive impact on job satisfaction and counter-

acts burnout.

Several authors suggest participation in super-

vision groups or Balint groups, along with other

professional and personal activities, to prevent

compassion fatigue and burnout.
6,7,9,10

In Denmark, GP ‘supervision groups’ have
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existed for more than 30 years. The groups are

generally seen as an opportunity for the GP to

train in talk therapy and communication skills.
11–

13
Since the mid 1990s the number of groups has

increased as the result of an agreement about

incentive payments in the contract between the

Danish National Health System (NHS) and the

GPs to strengthen talk therapy. In 2003 about one

third of Danish GPs participated in a supervision

group.
14

According to two Danish regional progress

reports, GPs participating in a supervision group

reported that their participation had improved

their communication skills, had helped them

develop personally and professionally, had led to

higher job satisfaction and had a preventive effect

on burnout.
11,15

No follow-up of these reports has

yet been undertaken and the issue of how super-

vision groups are being used in Danish general

practice has not previously been researched.

A larger study of GPs’ use of supervision

groups in Denmark aimed to study the meaning

and significance of different kinds of group super-

vision from the perspective of the experienced

GPs. One of the study groups specifically

addressed the potential of supervision to prevent

burnout among GPs. This group addressed all

aspects of professional life and was headed by a

supervisor who, besides training the GPs in

reflective practice, was also focusing on how to

prevent burnout. The aim of the present paper is

to offer an empirical description in the form of a

case study of the methods used to prevent burn-

out among GPs.

METHODS

The supervision process used for case
study

The group

The group started as a supervision group in 2000

with nine GP members. Most had been practising

as GPs for at least two years at that time and had

all been members of the same self-directed learn-

ing group since they started practising. The

supervision group consisted of seven members;

during the observation period, all seven members

were only all present at a single session; all but

one participated in the group interview. The

group met once a month 10 times a year.

The supervisor

The supervisor had worked with GPs for almost 20

years. Some of her groups had existed for more

than 17 years. Primarily trained within a psycho-

analytical frame of reference, her frame of refer-

ence may now be called eclectic and she uses a

developmental process-orientated supervision

model. The overall aim of the supervisor was to

nurture a personal developmental process
16

in

which the GPs became more aware, mindful and

reflective practitioners, even if this were a long

process. The supervisor realised that her personal

style would not appeal to all GPs and acknowl-

edged that the demands of daily life meant that

GPs had to be good problem solvers as well.

The most essential objectives of her interven-

tions were 1) to train GPs’ reflective practices, 2)

to boost their awareness of their occupational

conditions, and 3) to train them in coping with

compassion fatigue.
17

The supervision methods used

The sessions were held at the supervisor’s house

in a light, friendly room equipped specifically for

supervision and therapy. Each three-hour session

was scheduled from 3 pm to 6 pm with a short

break for coffee or tea. The session began with a

round where feedback from the last session was

given and the cases for the day would be chosen

on a needs basis. Presentations lasted from 30 to

90 minutes, depending on the problem presented

and the work to be done.

The main supervision model used was the

reflecting team model
18

in which the supervisor

would act as a team member, possibly providing

teaching material in the last part of the session.

The presenter would choose one of the group

members to be the interviewer. Other methods

used were role playing, presenting the case

openly to the whole group, or the supervisor

might interview the case presenter. The supervi-

sion could focus on all problems of the profes-

sional life, but would most often address the

doctor–patient relationship, starting with the doc-

tor’s description of a troublesome patient encoun-

ter. The supervision could also target the GP’s

role as an administrator or an educator, or

aspects of collaboration with staff, colleagues and

other healthcare professionals. Complaints

against doctors had priority. Issues such as how

daily practice was organised were also raised if it

was recognised that this would be helpful for the

presenting doctor. For a short description of the

main method, please see Box 1.

Case study research

Data collection

Data were collected using qualitative research

methods in the form of interviews and participant

observation during the supervision sessions.
19–24

The supervision group was followed in three ses-

sions over a five-month period. Immediately after

the sessions, five case presenters were briefly

interviewed about the current supervision ses-

sion. An in-depth interview ad modum Spradley
22

of the same doctors was carried out after one to
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two weeks. This interview departed from the

observed supervision, but also included narra-

tives that belonged to the interviewee’s previous

and present professional life. The supervisor was

interviewed immediately after the first session

and had an in-depth interview after the last parti-

cipant observation of the group. At the end of the

study period the entire group was interviewed

(Figure 1). The interviews were audio recorded

and transcribed verbatim by the first author.

Analysis

The analysis followed the phenomenological-her-

meneutic tradition inspired by Giorgi and modi-

fied by Malterud.
23

This method was chosen to

obtain a descriptive analysis of the lived experi-

ences of the informants.
19–24

The software NVivo

was used to handle the transcribed texts.

The interviews were analysed sequentially: first

the interviews with the GPs, then the interview

with the supervisor. Researcher triangulation was

done as the second author also listened to all

interviews, read the transcripts, and made

themes and categories and performed the coding

(see overall themes in Box 2). Finally, the themes

of the doctors’ experiences were analysed within

the supervisor’s frame of reference.
16

The quota-

tions used in this article are only illustrations of

the themes, extracted from the pool of interviews.

RESULTS

Perceived benefit from the supervision

All GPs reported having benefited from the super-

vision, using expressions such as it was like ‘a

scratch in the varnish’ to having a feeling of ‘mod-

erating and changing over time’. Many reported

that they had changed the organisation of their

daily work. They expressed that now they felt dif-

ferently about their patients, and encounters

which were previously perceived as tiresome

were more often now perceived as challenging.

During the years in the supervision group, two of

the doctors had considered a change of job

because of the strenuous nature of their working

Box 1 A brief version of a supervision session, from the first participant observation by the first author

. After the group has assembled the supervisor reports apologies from two doctors. She recalls the last

supervision session and gives feedback from one of the absent doctors.

. She then invites the group to inwardly concentrate to examine what their needs are for the day.

. After some minutes of silent concentration each doctor in turn is asked to contribute feedback from the

last session. The supervisor explores and asks questions regarding problems from earlier supervisions.

. The supervisor names her concerns about some of the supervisees’ modes of speech and affect (e.g. C’s

expression of anger, A’s short breath).

. The GP in most apparent need of help is selected to have her case presented first. This GP chooses her

interviewer. The supervisor decides which model to use in a dialogue with the presenter. The reflecting

team is chosen.

. After the interview the supervisor gives instruction to an empathising exercise (‘tuning in’) first for the

presenting doctor then for the patient.

. The team discusses and reflects without addressing either the presenter or the interviewer who are

sitting apart from the group. After a round with tuning in to the presenting doctor, the presenter is invited

to make comments; after that another round is made in the team with tuning in to the patient. Finally the

presenter summarises which reflections the session has brought to her mind.

. After a short coffee break another case is addressed.

. After the second case the supervisor teaches body–mind relations and signs and treatment of traumatic

stress.

. Every supervision session ends by assessing/evaluating: How was it for the presenter, for the interviewer

and for the group?

. On that day three cases were addressed: 1 hour, 45 minutes, and 30 minutes, respectively.

Figure 1 First supervision group September 2005–January 2006.
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conditions. They both attributed their ability to

remain GPs to the support received in the super-

vision group.

In the following analysis of emergent themes

we report firstly the GPs’ experience and then the

supervisor’s view.

From constant troubleshooting to
continuous ‘being’

The GPs described how they had earlier been

focusing mostly on acute problem solving, trying

to solve the problems for the patients. They

believed that it was what was learned during hos-

pital training where they had been treating dis-

eases rather than human beings. They recog-

nised that this strategy did not work in many of

the encounters in general practice, and actually

felt that it had been a futile workload, adding

stress to their lives and aggressive feelings

towards their patients. They found that their chan-

ged ways of handling the encounters made it

easier for them and provided better outcomes for

the patients as well.

‘. . . and I know for certain that I have changed

my way of speaking with the patients . . .

earlier on, I felt I had to solve the problem for

them . . . and really, really used a lot of effort

feeling that I must solve the problem or [I had

a feeling of] an enormous responsibility for

understanding or solving it. Now I am better at

leaning back in my chair, emanate more calm-

ness and let the patient tell his story without

me posing questions all the time . . .’ (GP-A)

In the supervisor’s experience the GPs had a ten-

dency to be constantly troubleshooting as

opposed to health visitors and social workers

who were much more prone to ‘being and sitting

together’ with their clients without having to solve

their problem right away. During the supervision

her aim would be to get the doctors to work on

how to slow down, sit back and take the opportu-

nity to reflect on these situations.

Occupational overview of the working
conditions

Several of the GPs had suffered serious stress-

related conditions because of a heavy workload

and overwhelming stress during their working life.

Working as self-employed practitioners running

their own practices, these doctors regretted that

little – if any – of their specialist training had

addressed how to organise a practice or their

working days. This was remedied by the supervi-

sion.

‘I had a stressful period some years ago. My

mother was dying and the workload was high I

think. We had tried to reduce it by increasing

the number of appointments and reconsidering

the importance of the lunch by going to the 1st

floor, so that we could be eating in peace and

quiet for one hour instead of half an hour. But it

did not help me; I got more and more stressed.

At that time I used the group a lot to find out

how to progress . . . I reached the point where I

was ready to sell my practice. But during that

period I got the right model [in the group] and I

came back and made a structure and time

schedule like B. Now, I am happy and have a

good working day. But I still have it in the back

of my head; the stress level increases very

easily and I have to remind myself of how it

was and then I use all the tools I learned in the

supervision group for myself also so that I do

not become too stressed during the encounters

with the patients and so that it becomes possi-

ble for me to have a working day I can endure.’

(GP-D)

‘Compassion fatigue’

The GPs did not use the expression ‘compassion

fatigue’; however, they described the precondi-

tions for the feeling which was referred to by the

supervisor.

‘There are special needs for GPs; they have

so many contacts with people, and sometimes

you have known somebody for a long time . . .

and if something goes wrong, you may think

that it is your fault, because you did not rea-

lise or discover the problem, or you feel

sorrow because your relation has been so

close. If you have longstanding continuous

contacts with seriously ill patients, you ought

to go to supervision. We do see horrible

things sometimes. Of course you learn to cope

after some years, but you are very hardcore if

you are not touched by some of the cases . . .

and you have to confront the family after-

wards.’ (GP-D)

The expression ‘compassion fatigue’ means

‘being exhausted emotionally’ and is defined in

the first place in the domain of secondary or

Box 2 Themes from coding

. Profession (vocational training, continuing

medical education, self-directed learning

group, identity)

. Relations (supervisor, group, self,

interviewer)

. The supervision (the session, content and

tasks, process)

. Benefit from supervision (advice, insight,

tools, personal and professional

development, bodily changes)

. Practice life (organisation, daily work, a

typical day in the surgery, collaboration)

. Private life (family life, family history)

. Self-care (coping with stress, physical

activity, medication, alcohol)
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vicarious traumatising.
25

The supervisor in this

case study, however, uses the expression in a

broader sense, talking about how doctors develop

stress-related conditions because of multiple and

often difficult encounters with patients who may

or may not be traumatised: as mentioned by

Figley, ‘the costs of caring, empathy, and emo-

tional investment in helping the suffering’.
17

The supervisor reported hearing doctors report

concerns that they are becoming demented, or

that they have trouble concentrating and they do

not feel up to listening to their children in the eve-

nings. She describes the condition to the inter-

viewer as follows:

‘. . . the tiredness of meeting people. . . . to feel

full to the brim, which you would typically

recognise when you cannot stand that the

nurse has a problem to share with you as

well. . . . or the children when you come home.

You really ought to recognise it before then . . .

[recognise] now, I cannot stand more eye con-

tact. Now, I need to keep my body for myself

and keep my antennas and sensations for

myself. . . . to feel it and to create that little

space for myself. What is needed is some

tools . . . Tools need to be built into your

schedule in a way that is just right for you.’

The tools she is referring to are, among others, to

map one’s working week and to organise the

daily schedule according to the doctor’s emo-

tional energy flow (see Appendix online at

www.radcliffe-oxford.com/journals/J02_Education

_for_Primary_Care/supplementary_papers.htm).

DISCUSSION

Most research on supervision has targeted edu-

cation and health professions other than GPs, or

has focused on one-to-one supervision.
16,26–28

Overall, research in group supervision remains

rather sparse.
16,26,27

The use of Balint groups is

an exception. Such groups have been extensively

studied all over the world.
29–35

Thus, Kjeldmand

shows that doctors participating in Balint groups

become more patient centred and feel more in

control of their working life and that they become

more satisfied with their jobs.
30

Balint groups are

practised differently in different countries, their

purpose originally being to train psychological

awareness by focusing on the doctor–patient rela-

tionship. However, Salinsky et al showed that

experienced Balint groups may be able to

address the doctors’ personal feelings in the

doctor–patient relationship with a view to avoiding

defensive behaviour in consultations.
31

In the present research project, the study group

consisted of experienced GPs who had all partici-

pated in the supervision group for more than five

years. Besides training in communication skills,

the supervision addressed all aspects of profes-

sional life as a GP and two of the doctors attribu-

ted their decision not to cease being GPs to the

help offered by the supervision group

Methodological considerations and limitations

The present project used qualitative methods to

describe how the GPs experienced their participa-

tion in a supervision group. The description builds

on the GPs’ self-reported changes in their work-

ing lives. Research involving direct observation of

practice in the GPs’ surgeries might have

revealed changes in their behaviour which were

not captured by the chosen research methods.

However, the triangulation of methods for data

collection and the use of researcher triangulation

enabled us to obtain more nuanced description

than would otherwise have been possible.

This paper builds on the experience of one

group of highly motivated doctors who had prac-

tised as GPs for about two years when the group

started. It might be that some of the benefit

applied to the supervision group would have

occurred by ordinary experience and CME in a

self-directed learning group in a supportive group

of colleagues. These GPs who were interviewed

in-depth, however, explained how learning in

supervision was so much deeper because the

supervisory process based cases on the personal

dilemmas encountered in their professional lives.

Reflective practice

Supervision is commonly defined as a ‘room of

reflection’. Reflection may be seen as one impor-

tant element in becoming a competent GP.
36,37

However, the ability to reflect needs to be devel-

oped. In nurse supervision, Fowler questions if

training reflective practice should always be part

of clinical supervision as not everybody is pre-

pared to be aware of the self, which is part of

being reflective.
38

However, the GPs in this group

acknowledged and appreciated the opportunity to

develop a more reflective position.

Working conditions

Dealing with the work context seems to have been

very important and lay at the heart of two doctors’

decision not to give up being a GP. It is not known

how often supervision groups address these

issues. In the present group, most doctors

reported a change in their daily working routine

as a result of the supervision. A change to a less

stressful professional life may also pave the way

for profiting from other issues of the supervision.

Compassion fatigue

The present study deploys the concept of compas-

sion fatigue in a novel context that has little to do

with its traditional therapeutic use in contexts
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characterised by traumatic stress and victimisa-

tion.
17,25

In the present study, the concept is used

to describe the feelings doctors who lack ade-

quate tools may develop in response to an exces-

sive workload with frequent, often difficult patient

encounters, some of which demand much atten-

tion and empathic listening. The energy required

and the emotional cost of such encounters
28

rise

with their frequency and severity, and the gravity

of this issue and the toll it takes on GPs seem too

underestimated. The present study as well as stu-

dies on other professions and nurses have shown

how group supervision may prevent stress and

burnout
39,40

and it may be considered an expedi-

ent preventive measure of particular pertinence

especially during the early professional life of

GPs.

Longitudinal prospective studies on how super-

vision groups may contribute to the prevention of

burnout deserve to be further researched.
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