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ABSTRACT
Rationale: Few have assessed the impact of group visits (GVs), or shared medical appointments, on community health centre

(CHC) staff and provider burnout, wellness, and job satisfaction.

Aims and Objectives: This study assesses the impact of diabetes GV implementation on staff and provider morale and

burnout.

Methods: It is a pre‐post study from a larger cluster randomised trial. Two cohorts of providers and staff from 13

Midwestern CHC clinics implemented in‐person (N = 39) and virtual (N = 31) GVs for adults with diabetes. Semi‐
structured interviews (post‐implementation) and surveys (pre and post‐implementation) were conducted with staff and

providers in both cohorts to assess changes in burnout, staff morale, and job satisfaction, along with reported benefits

and burdens of GVs. Thematic analysis of interview transcripts and significance testing for survey data was then

performed.

Results: Interview data came from the in‐person cohort (N= 15) and the virtual cohort (N= 19). Survey data were collected

from a total of 70 respondents from the in‐person (N= 39) and virtual (N= 31) cohorts. Key results include reported improved

relationships with colleagues (‘it has made our professional relationships stronger and I feel more comfortable talking about other

things, as well’.), strengthened connections with patients (‘We were able to help patients on a deeper level and provide more detail

and one‐on‐one care’.), and individual reward (‘Morale has increased. They're contributing and doing something positive for the

patients’.). When asked about in‐person versus virtual GVs, respondents noted they preferred in‐person care but appreciated the

flexibility virtual care afforded. Survey results revealed improved job satisfaction in the 2018 cohort and improved morale in

the 2020 cohort, as well as perceived benefits including increased interprofessional collaboration and increased connection to

patients.

Conclusions: Implementation of GVs in the CHC setting impacted key areas of burnout, including relationships, job attachment,

and feelings of meaningful contribution in the workplace among providers and staff. Future clinic‐based implementation studies

may consider measuring staff and provider well‐being as part of the evaluation.

This is an open access article under the terms of the Creative Commons Attribution‐NonCommercial‐NoDerivs License, which permits use and distribution in any medium, provided the original work

is properly cited, the use is non‐commercial and no modifications or adaptations are made.

© 2024 The Author(s). Journal of Evaluation in Clinical Practice published by John Wiley & Sons Ltd.

1 of 11Journal of Evaluation in Clinical Practice, 2025; 31:e14238
https://doi.org/10.1111/jep.14238

https://doi.org/10.1111/jep.14238
http://orcid.org/0009-0002-1351-2710
https://orcid.org/0000-0001-5733-8131
https://orcid.org/0000-0001-7326-8946
https://orcid.org/0009-0007-6850-0393
https://orcid.org/0000-0002-7464-6563
https://orcid.org/0009-0005-3847-7511
https://orcid.org/0000-0003-3857-1573
https://orcid.org/0009-0003-4202-3964
https://orcid.org/0000-0003-3368-9054
mailto:rohanmoghe@uchicagomedicine.org
http://creativecommons.org/licenses/by-nc-nd/4.0/
https://doi.org/10.1111/jep.14238
http://crossmark.crossref.org/dialog/?doi=10.1111%2Fjep.14238&domain=pdf&date_stamp=2024-11-26


1 | Introduction

The physical and emotional toll of the field of medicine lends
itself to an environment where burnout is common. The World
Health Organisation (WHO) International Classification
of Diseases (ICD‐11) defines burnout as an individual response
to chronic work stresses which have not been successfully
managed, and has been linked to many adverse outcomes,
including increased medical errors, deterioration of personal
relationships, and increased suicidal ideation among physi-
cians [1–5]. In addition, studies have shown that burnout
predicts physician turnover, and so it is worth investigating
the causes and ramifications of burnout in community health
settings, where longitudinal patient relationships are espe-
cially valuable [6, 7]. In community health settings, clinician
turnover rate has been observed to be as high as 24%; high
rates of turnover have been shown to decrease the quality of
care of patients and lead to declines in mental health measures
for the remaining providers [8]. Combating burnout would
benefit clinicians, staff, and patients, and looking for signs of
burnout and causes of changes to job satisfaction will improve
our understanding of how medicine can be better delivered in
the future.

Specifically, burnout has been associated with workplace
changes and interventions which reduce a sense of control,
damage interpersonal relationships, and cause strain on physi-
cian work‐life balance [4]. Other studies have shown that
chronic occupational stress has affected brain function, which
further highlights the importance of identifying and addressing
these stressors [9, 10]. Similarities between burnout and
depression syndromes have been described, and criticisms by
Bianchi and Schonfeld have even suggested that burnout
research may be better served by looking through the construct
of depression, if there is in fact a biochemical basis [11]. By
assessing physician and staff responses to questions surround-
ing these topics, we can better grasp the ways that provider
wellness is affected in group visit settings and be able to inno-
vate workplace changes that target common areas of concern. A
2019 study showed that negative staff and provider perceptions
of a change to their working model of care impactfully
decreased staff and provider job satisfaction [12]. Additionally, a
2023 umbrella review of 52 reviews showed moderate to strong
quality of evidence for organisational interventions on work
environment and employee health [13]. Therefore, it is impor-
tant that we carefully evaluate staff and provider feedback
when testing a new implementation. Further, the onset of
the COVID‐19 pandemic has caused many community health
clinics to move to a virtual format to deliver care, and tele-
medicine has previously been associated with positive outcomes
in areas with high patient interaction, including rehabilitation
[14]. Looking at the effect of the move to virtual visits during
the pandemic will inform the implementation of telemedicine
moving forward—many believe that virtual care will play a
critical and permanent role in the future of health care delivery,
and so we must identify ways to improve the staff and provider
experience within this new framework.

Our study, which implemented diabetes group visits (GVs) in
Midwestern community health centers (CHCs), also adapted to
a virtual format with the onset of the pandemic. GVs, or shared

medical appointments, are visits with a patient's regular provider
alongside others who share the same medical condition [15].
GVs have been shown to be a useful tool in providing care to
those with complex medical and social needs, but the long‐term
viability of GVs also depends on the degree to which staff and
providers can benefit from this sort of care [16]. Further, virtual
GVs are a more recent concept, and if successful would be a
useful tool for many patients, especially those who require more
social support to manage their health. However, there remains a
lack of data surrounding staff and provider‐side feedback on both
in‐person and virtual GVs in community settings, although
they have been proposed as a viable model of care for patients
with diabetes and have shown patient‐side benefits including
improved engagement with their own care [17–19]. A 2020
publication argued that GVs would promote physician well‐being
by increasing time spent with patients and allowing for improved
team‐based collaboration and care and called for more mixed‐
methods research to assess the extent of this impact [20]. We
hypothesised that GVs would improve staff collaboration and
overall workplace morale, due to the format of care as well as the
process of working through a workplace intervention itself.
Indicators of staff and provider burnout during COVID‐19 are
immediately relevant, and yet it is an issue that needs to be
addressed even after the pandemic is in the past [21]. As a part
of a larger study looking at the effects of GV implementation
on patients and staff, we used a mixed methods approach,
interviewing and surveying providers both before and after the
onset of the pandemic to assess changes in morale, burnout, and
wellness during the implementation of in‐person and virtual
group visits.

2 | Methods

2.1 | Study Context and Design

The data used in this analysis is from a larger study involving
the University of Chicago and the Midwest Clinicians' Network.
The larger study was designed as a cluster randomised trial with
a waitlist control arm to test the impact of GVs on outcomes
in patients with diabetes in Midwestern Federally Qualified
Health Centers (FQHCs). The evaluation of impact on providers
and staff was a pre‐post study using quantitative (survey) and
qualitative (interview) analysis to comprehensively assess
responses to the GV implementations [13, 22]. The University of
Chicago IRB approved this study. The trial was registered at
clinicaltrials.gov (NCT02347514).

2.2 | FQHC Recruitment and Training

Sixteen FQHCs, recruited through the MWCN, were rando-
mised and assigned to either the intervention group or the
waitlist control arm, with eight in each. Three of the waitlist
groups withdrew from the study, leaving five to participate.
FQHCs assembled a team of three to four staff with at least one
medical provider, which could be a physician, advanced nurse
practitioner, or physician assistant.

FQHCs in the waitlist control arm received in‐person training
after 18 months, including instruction on how to conduct
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in‐person GVs. The onset of the COVID‐19 pandemic caused
the study to adapt to a virtual format [23]. FQHC staff received
six additional training webinars to help with the shift to virtual
care and instruction. Additionally, a paediatric endocrinologist
was invited to present on virtual type I diabetes group care,
and a clinical psychologist was invited to present on the effec-
tive utilisation of group telehealth services. The research team
reviewed literature on the benefits of virtual GVs, and prepared
to implement the virtual GVs and worksheets for the visits.
Staff were also trained on REDCap, an online survey building
platform, so that data could be entered and surveys distributed.
Most sites already had an existing telehealth platform by which
virtual visits could be conducted [24].

2.3 | Group Visit Implementation

FQHCs conducted six 1–1.5 h long virtual GVs monthly,
with up to 12 patients with uncontrolled Type 2 diabetes
and A1C≥ 8%. The visits were led by trained staff on a video
conferencing platform. Guest speakers from various health
professions also attended these meetings periodically. The staff
helped to facilitate discussions with patients that allowed peer
support and conversation.

2.4 | Data Collection

2.4.1 | Staff Surveys

FQHC staff completed a pre‐survey before attending
any training sessions, which assessed their confidence in
implementing the GVs, and asked about feelings of burnout
and overall morale [23, 24]. Additionally, they completed
a post‐survey after 6 months of virtual GVs, assessing the
GVs' impact on patients, clinicians, and the FQHC in general.
Surveys included questions that staff could rate on a five‐point
Likert scale which included the following options: ‘Strongly
disagree’, ‘Disagree’, ‘Neither disagree or agree’, ‘Agree’, and
‘Strongly Agree’. To assess staff burnout we used a previously
established question from the Physician Well‐Being Index,
with scores being binary [23]. For the survey questions related
to job satisfaction and morale, novel questions were created
and a 5‐point Likert scale was used to report scores. Details on
the survey questions are provided in a supplement.

2.4.2 | Staff Interviews

After the intervention had been completed, trained research
team members conducted 20–45min telephone interviews with
FQHC staff involved in the GVs. Questions were based on an
interview guide designed to assess staff characteristics, barriers
and facilitators of GV implementation, intervention character-
istics which were site‐specific, desire and ability to sustain the
GVs, and evaluation of the training. Interviewers also asked
staff and providers about perceived benefits and burdens of the
GV implementation on themselves, their relationships with
colleagues, and their organisation as a whole. Interviews were
audio recorded and transcribed by a professional transcription
service for further analysis.

2.5 | Analysis

2.5.1 | Survey Analysis

All quantitative results were summarised with descriptive
statistics. To test the difference in perceived measures related to
morale and burnout between time points, generalised linear
mixed‐effects models (GLMM) for binary outcomes and linear
mixed‐effects models (LMM) for continuous outcomes were
performed, where within‐site association was accounted for.
The standardised difference was obtained by estimated effect in
difference between pre‐ and post‐implementation divided by its
standard error (SE) by LMM.

2.5.2 | Qualitative Analysis of Staff Interviews

Analysis workflow is outlined in Figure 1. Investigators used
a modified template approach using the interview guide to
create an initial codebook [25]. The transcripts were assigned to
coding pairs. Each member independently coded the assigned
transcript thematically and then met with a partner to discuss
discrepancies. Further coding was done to identify sub‐themes
and expand the codebook, utilising previously described tech-
niques for in‐depth thematic analysis [25]. NVivo 12 was used to
code and organise the interview data. Before further analysis,
major domains for job satisfaction and burnout were identified,
which included workload, control, reward, community, fairness,
values, and job–person incongruity [1, 26]. Specifically, responses
to interview questions asking about burdens and benefits to the
individual staff and providers were targeted. Excerpts from
themes related to job satisfaction, wellness, and burnout were
pulled and compiled for a cross‐comparison. Relevant quotes
were then thematically grouped, and examples were selected for
each identified theme. A comparison analysis was performed
between cohorts following thematic groupings.

3 | Results

In the 2018 cohort (Table 1), providers and staff (n = 39) were
an average of 46 years old, and were mostly female and non‐
Hispanic white. The majority of staff and provider participants
did not have experience conducting GVs, and those who did
have experience had generally conducted less than 6. The 2020
cohort (Table 1) of staff and providers (n= 31) had an average
age of 44 years old, and was mostly female and non‐Hispanic
white. There was some experience with GVs, but most had
conducted fewer than three visits previously.

4 | Quantitative Results

Using LMM, staff and providers in the 2018 cohort reported a
significant improvement in satisfaction with providing care for
patients after the GV implementation (p< 0.001). The 2020
cohort had a trend of improved satisfaction but did not reach
statistical significance in our testing (p= 0.06). Additionally,
the 2020 cohort reported a significant improvement in staff
morale after GV implementation (p= 0.01). Complete results
are shown in Table 2.
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Barriers and benefits to staff of GV implementation are shown in
Figures 2 and 3. Major benefits were consistent between cohorts,
with improved collaboration and connection to patients. The 2018
cohort specifically was asked before GV implementation how they
expected team morale and collaboration to change, with over
80% of respondents selecting that improvements would be made in
both areas. Twenty one out of 23 respondents (91.3%) in the 2018
cohort and 16 out of 17 (94.1%) in the 2020 cohort reporting that a
benefit of GVs for staff was improved collaboration and teamwork.
Twenty one of 22 (95.4%) in the 2018 cohort and 15 of 16 (93.8%)
of 2022 respondents agreed that a better understanding of patients
was a perceived benefit of GVs. Perceived burdens of GVs were
less consistent between cohorts, with the 2018 cohort reporting
overall higher rates of each listed burden than the 2020 cohort.

5 | Qualitative Results

There were five major themes identified in the staff and provider
interview responses: Individually Rewarding, Colleague Relation-
ships, Time Commitment, Patient Relationships, and Virtual
versus In‐Person. These could be further divided into sub‐themes,
which have been shown in Table 3. Themes were consistent across
both cohorts, with the exception of the ‘Virtual versus In‐Person’
theme, which only was relevant for the 2020 cohort.

5.1 | Individually Rewarding

Staff and providers described being satisfied with their ability
to meaningfully impact patient lives directly. Respondents
mentioned that team morale had improved through the
group visits. Additionally, the GVs allowed for a change of
pace and improved creativity in their workflow. Respondents
from both cohorts mentioned that GVs provided a welcome
change to their work schedule and also allowed for the
development of new skills.

5.2 | Colleague Relationships

Respondents described improved relationships between co‐workers,
both personally and professionally. Some responses also described
an increased respect for skills of their colleagues, with mention of
improved morale overall in the workplace.

5.3 | Time Commitment

Some participants noted increased workload for staff, due to
participation in the study as well as the new implementation of
GVs. Additionally, the 2018 cohort mentioned that providers

FIGURE 1 | Outline for thematic analysis of post‐GV staff interview transcripts.
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felt their time was being stretched when other providers
were busy with GVs, leading to a higher perceived workload.
This sentiment was not described in the 2020 cohort. Concerns
related to workload and time expenditure were the most com-
mon reported concerns related to wellness, with many staff and
providers noting that the increased workload due to participa-
tion in a quality improvement (QI) project was a stressor.

5.4 | Patient Relationships

The individual connection with patients was described as having
been improved, and glimpses into the personal lives of patients
allowed for more meaningful work. Responses consistently noted
that there was increased attention to the patients' personal lives,
which was often perceived by providers as satisfaction with patient
care and overall interpersonal connection.

5.5 | Virtual Versus In‐Person

The 2020 cohort also uniquely touched on the difference
between in‐person and virtual GVs, and the most common
sentiment was that in‐person visits were preferred for patient
engagement, but virtual GVs offered a flexibility for patients
which made them more accessible.

6 | Discussion

Group visits have been an emerging useful tool in clinical
settings, but there has been little study into their benefits to staff
and provider work satisfaction and wellness. The literature
has shown that burnout and job dissatisfaction have been
associated with increased workload, decreased reward, and
depersonalisation [27, 28]. The primary aim of this research was
to understand how GVs influenced provider and staff percep-
tion related to wellness, job satisfaction, and burnout, and to

TABLE 1 | Provider and staff characteristics for 2018 and 2020

cohorts.

Demographic measure
N (%)/

Mean (SD)

2018 Cohort (Pre‐training N= 39)

Agea 42.4 (14)

Femalea 29 (76)

Race

Hispanic/Latinoa 3 (8)

Non‐Hispanic American Indian, Native
American, Alaska Native

1 (2)

Non‐Hispanic Black or African
American

2 (5)

Non‐Hispanic White 33 (80)

More than one race 1 (2)

Previous experience

Years in practicea 11.0 (11.6)

Years providing care to adult patients
with diabetesa

8.9 (11.1)

Years at health centre sitea 6.7 (8.1)

Do you have any previous experience
with group visits?a

13 (39.39)

Number of GVs conducteda 4.6 (2.5)

Last time conducting visita 1.4 (0.5)

Position

Primary care provider 5 (13)

Nurse 6 (15)

Clinical support staff 6 (15)

Admin clinical 0 (0)

Admin non‐clinical 6 (15)

Other Professional 16 (40)

2020 Cohort (Pre‐Training N= 31)

Age 42.0 (11.1)

Female 28 (90)

Race

Hispanic/Latino 1 (3)

Non‐Hispanic American Indian, Native
American, Alaska Native

1 (3)

Non‐Hispanic Asian or Pacific
Islander

1 (3)

Non‐Hispanic Black or African
American

5 (16)

Non‐Hispanic White 19 (61)

More than one race 5 (16)

Previous experience

Years in practicea 11.5 (9.0)

Years providing care to adult patients
with diabetesa

11.1 (10.8)

TABLE 1 | (Continued)

Demographic measure
N (%)/

Mean (SD)

Years at health centre sitea 4.2 (4.4)

Do you have any previous experience
with group visits?a

6 (33)

Number of GVs conducteda 2.5 (0.8)

Last time conducting visita 1.6 (0.8)

Position

Primary care providera 3 (14)

Nursea 8 (38)

Clinical support staffa 2 (10)

Admin clinicala 2 (10)

Admin non‐clinicala 4 (19)

Other cliniciana 2 (10)

aIndicates missing values≥ 5%.
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understand their experiences in delivering care in this
format. Significance testing revealed a reported improvement in
satisfaction in providing care in the 2018 cohort, and a similar
trend was observed in the 2020 cohort, although statistical
significance was not reached. These results, along with reported
improvement in staff morale in the 2020 cohort post‐
implementation, were encouraging and showed that there was a
quantifiable benefit to GVs for providers. We found that the
benefits of GVs for staff and providers were increased collabo-
ration among colleagues, increased individual satisfaction and
reward, and increased patient connection from interviews. The
major reported drawback was an increase in time taken due to
the evaluation component and implementation of the virtual
group visits. The interview results reveal a potential association
between GV implementation and increased provider and staff
job satisfaction in community health centres.

The strengthening of both professional and personal relation-
ships between colleagues through working on the GV imple-
mentation was the single most consistent theme in responses
from both cohorts, which could be particularly important in
community health centres with a smaller staff and higher rates
of turnover [29]. Increased collaboration is an effective inhibitor
of burnout, leading to more work engagement and combating
depersonalisation [30]. Effort‐reward imbalance has been studied
as a factor for burnout and job fatigue, and so it was worth

looking for signs of reward in interview responses [31]. Individual
satisfaction with work and the feeling of reward was a commonly
reported sentiment in both cohorts, supporting the idea that GVs
can be an effective method of improving job satisfaction and work
engagement. These results are consistent with findings from a
2017 meta‐analysis which looked at workplace implementations
which improved burnout in physicians [32]. In that study, it was
demonstrated that implementations which increased communi-
cation and cultivated teamwork between colleagues were the
most effective in improving feelings of burnout.

The patient‐provider relationship is a complex one that is often
only discussed in the context of improving patient care. There
has been an observed inverse relationship between provider
burnout and patient‐provider communication, but the reverse
relationship has not been studied [33]. This study demonstrates
the perceived improvement in patient‐provider relationship due
to GVs, which included a deepened connection to patients.
Further investigation of the importance of patient‐provider
connection in the prevention of burnout should be conducted,
to test the viability of interventions that target the strengthening
of this relationship.

The nature of the feelings of work overload varied between
cohorts, with no clear agreement that running the GVs them-
selves increased workload when compared to baseline. While

TABLE 2 | Staff and provider job satisfaction and burnout from pre‐training and post‐GV implementation.

2018 Cohort

Pre‐training
(Mean, SD)

n= 26

Post‐GV
(Mean, SD)

n= 23 p value

Standardised
difference
(95% CI)*

During the past month, have you felt burned out
from your work?
(number of ‘yes’ responses, %)

10 (0.42) 11 (0.48) 0.3 —

How satisfied are you with your experience
providing care to adult patients with diabetes at
this health centre?
(1 = Very satisfied; 2 = Satisfied; 3 = Neutral;
4 = Dissatisfied; 5 = Very dissatisfied)

2.23 (0.59) 1.61 (0.66) < 0.001 −1.29 (−1.98, −0.60)

Please rate the level of staff morale in your clinic.
(1 = Poor; 2 = Fair; 3 = good; 4 = Very good;
5 = Excellent)

3.19 (0.85) 2.96 (1.18) 0.42 −0.40 (−1.09, 0.29)

2020 Cohort

Pre‐training
(Mean, SD)

n= 21

Post‐GV
(Mean, SD)

n= 17 p value

Standardised
difference
(95% CI)*

During the past month, have you felt burned out
from your work?
(number of ‘yes’ responses, %)

9 (0.43) 8 (0.50) 0.4 —

How satisfied are you with your experience
providing care to adult patients with diabetes
at this health centre?
(1 = Very satisfied; 2 = Satisfied; 3 = Neutral;
4 = Dissatisfied; 5 = Very dissatisfied)

2.05 (0.74) 1.625 (0.62) 0.06 −0.78 (−1.80, 0.25)

Please rate the level of staff morale in your clinic.
(1 = Poor; 2 = Fair; 3 = good; 4 = Very good;
5 = Excellent)

2.81 (0.93) 3.25 (0.93) 0.01 1.13 (−0.09, 2.34)

*Due to missing data, the standardised difference was obtained by estimated effect in difference between pre‐ and post‐implementation divided by its SE by LMM.
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FIGURE 2 | Responses from 2018 to 2020 cohorts related to perceived benefits of GVs (n= 23).

FIGURE 3 | Responses from 2018 to 2020 cohorts related to barriers to implementation of GVs (n= 17).
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TABLE 3 | Example quotations of staff and provider job satisfaction, wellness, and burnout from post‐GV interviews (N= 13).

Theme Subtheme Example quotation

Individually
Rewarding

Improved Morale “The people on the team, their morale has increased. They feel like they're
contributing and doing something positive for the patients.”

— 2018 Cohort Participant

Satisfaction “It's the satisfaction of knowing that we've helped in some way, somehow.
Because we know that our population of people, they're very hard to get

through to sometimes, let alone get a hold of.”
— 2020 Cohort Participant

Change of Pace “This has just been something different for me personally. So I have gotten a
lot out of it from that aspect. It's still the work I do, but it's just a different

way of doing it. That has been beneficial.”
— 2020 Cohort Participant

Colleague
Relationships

Increased
Collaboration

“I think having that strong team building within the study and
collaboration,… it has made our professional relationships stronger and
I feel more comfortable talking with them about other things, as well.”

— 2018 Cohort Participant

“I would say it definitely benefited our staff in that we worked together
creating education that we wanted to go over with our patients.”

— 2020 Cohort Participant

Improved Morale “I think that we've been able to all get a lot closer, not only through work,
but …there's a better morale between everyone.”

— 2018 Cohort Participant

“It helps me to relate to the other team members in a different way and
bring us closer together. There's a newfound respect for many of my

colleagues who had some role in all of this project.”
— 2020 Cohort Participant

Taken Time Less Time for Other
Patients

“Sometimes I think it puts stress on the other providers covering that they…
might have to see more patients because one provider's out, but I think

that's more of perceived than what it really is.”
— 2018 Cohort Participant

Increased Workload “I think the biggest resource for us was staff time. So all of the coordination
and the planning and the data to identify the patients to focus on, that was

probably that the most, the highest expense.”
— 2020 Cohort Participant

“That's the part where we all felt overloaded because nothing really fell by
the wayside. We just got more tacked on.”

— 2020 Cohort Participant

Patient
Relationships

Individual
Connection with

Patients

“I know that the doctors liked that we were doing this because we were
better able to assist and help their patients on a deeper level and provide

more detail and one‐on‐one care in a manner of speaking.”
— 2020 Cohort Participant

Virtual versus
In‐Person

Virtual Preference “I actually felt like engagement was a little bit better when we were doing
our tele‐health, obviously depending on the topic. So I thought they actually

went really well.”
— 2020 Cohort Participant

In‐Person
Preference

“I think in‐person training is always nice to build some comradery, to be
able to just bring people, like‐minded people together and idea sharing. I do
think that in our busy world today, though, having those trainings held
virtually does allow people to participate without having to travel.”

— 2020 Cohort Participant
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the 2018 cohort expressed that provider time was being occu-
pied by the GVs, the 2020 cohort often mentioned increased
work and time‐related stressors related to participation in the
study itself. The responses from the 2018 cohort related to a
perceived increase in workload per provider during GV imple-
mentation could be attributed to a range of tasks from admin-
istrative and research related to programme implementation,
and so it is unclear what specific burdens this group faced.
While programmatic tasks related to GV implementation would
remain as long as GVs remained, research tasks would not
persist past the study length. The difference in workload‐related
concerns between cohorts could be due to a variety of reasons,
but the onset of the COVID‐19 pandemic may have been a
contributing factor, as workload did increase during the pan-
demic [26]. There is growing evidence that the added burdens
associated with working through a pandemic made it difficult
for staff and providers to engage with quality improvement
projects, and this idea is supported by the feelings of increased
workload in the 2020 cohort [34]. On the other hand, another
study showed that the sudden onset of the pandemic rendered it
a driving force for change in the workflow of healthcare staff
[35]. In this study, the use of separate cohorts makes it difficult
to directly compare the effects of virtual versus in‐person GVs
on staff wellness and workload. However, the shift to virtual
care with the 2020 cohort did provide a sort of natural experi-
ment through which these observations could be collected.
This model, where staff and provider responses to the same
implementation could be collected both before and during the
COVID‐19 pandemic, offers a unique perspective into how staff
engage with quality improvement projects as a whole.

Limitations of this study include the length of time of GV
implementation only being 6 months, which could have
affected staff and provider responses as they may have not
had adequate time to adjust to the new format. When looking
at survey results, the sample size may have been too small to
accurately measure any significant differences in feelings of
morale and burnout; despite this, in the interview responses
we found that staff and providers did feel the GVs improved
feelings of morale amongst team members. In a 2023 meta‐
analysis which focused on exhaustion as an outcome, it was
shown that the average standardised effect size of −0.30 was
modest, and our measures for quantitative changes in morale
hovered at this mark as well [36]. These issues could be ac-
counted for due to the limited scope of questions asked by the
survey, which did not ask about specific dimensions of
burnout. Additionally, survey results could be affected by
ceiling effect in responses, but this should be consistent
across questions. The validity of the known measures of
burnout have been called into question as well, with a newer
index being proposed by Schaufeli [11]. Finally, this study
consisted of only Midwestern CHCs and was limited to
responses by only staff and providers from these sites, so the
results may not be generalisable to all populations.

Group visits are a unique tool which place the provider in a
more patient‐focused and collaborative role [37]. Looking into
the effect of GV implementation on wellness and burnout
measures in CHCs is especially important because of the
specific challenges that they face, which include limited staff
availability and increased staff and provider turnover rates.

Implementations that increase perceived patient‐provider
connection and collaboration among colleagues should be
further researched to combat provider burnout and improve
work satisfaction. Finally, these results should encourage
future quality improvement and novel implementation projects
to measure impact on provider wellness, burnout, and job
satisfaction.

7 | Conclusions

Our study found that staff and providers felt that GVs allowed
for work that improved relationships and collaboration with
colleagues, deepened the patient‐provider connection, and
fostered a feeling of reward from the work. These findings are
encouraging in that they address key aspects of burnout theory,
including combating a sense of depersonalisation and lack
of reward. These findings were consistent between qualitative
and survey results. Statistical analysis did not find a significant
change in measures of burnout or morale as a result of the
implementation, although interview results remain encoura-
ging. The findings of this study are especially important for
CHCs to review and consider, as they are already burdened by
high rates of staff and provider turnover. This work supports
GVs as a sustainable model of care in CHCs, and showcases a
need for future implementations which are aimed at improving
workplace environments.
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