
INTRODUCTION
Nursing, as a critically manned healthcare profession, the 

growing shortage of nurses is of serious concern. The shortage 
of nurses in the United States is expected to exceed a quarter of 
a million by 2025 [1]. There are two main elements contributing 
to this shortage: (1) fewer nurses joining the profession, and (2) 
higher attrition of established nurses [2]. A major contributing 
factor to the attrition of nurses is burnout [3]. 

Summarized by Jenkins & Warren (2021), burnout occurs 
following prolonged exposure to chronic emotional and inter-
personal stressors related to working with patients, leading to a 
combination of physical and emotional exhaustion. High levels 
of burnout are associated with significant physical and psycho-
logical issues including depression and cardiovascular disease 
[4, 5, 6, 7]. Nurses are thought to be particularly susceptible 
to burnout due to the stressful nature of their jobs, which can 
lead to migration out of the profession, as well as engenders a 
decrease in the quality of patient-care [8, 9]. Boyle (2015) argued  

that nurses who encounter emotional and highly stressful work-
place environments, often lack outlets for feelings generated in 
these environments, thereby promoting burnout [10]. Social 
support, particularly peer support from fellow nurses or super-
visors, diminishes the effects of burnout [11]. 

Clinical Supervision
Clinical supervision (CS) can offer the support needed to help 

combat burnout with nursing professionals [12]. The tradition-
al practice of clinical supervision is a pragmatic dialog between 
senior and junior healthcare professionals to enhance the train-
ing of clinical practice [13]. The technique of clinical supervision 
is found across multiple healthcare field, but the format of this 
supervision varies greatly across the disciplines [13, 14].  Clin-
ical supervision serves as a means to improve clinical skills, 
increase competency and accountability, and stimulate the cli-
nicians’ professional and personal growth [15, 16].  
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Introduction: Burnout is a major risk in healthcare professions and is a significant contributor to the current nursing shortage. Strategies to 
combat burnout of healthcare professionals are in desperate need. The purpose of this project is to introduce the clinical peer supervision model 
as a method to alleviate burnout in nursing professionals.

Approach: Eight nurses from in-patient settings participated in a peer-supervision support group, modeled after existing European nursing and 
mental health provider-support protocols. To assess the effect of this intervention, qualitative data analysis was conducted on the transcripts 
of session and the results described. All participants reported statistically high levels of dissatisfaction at work (M= 30.75, SD = 7.57, p < 0.001) 
prior to the group study implementation. The transcripts of the subsequent group sessions were coded using a multi-phase coding scheme, gen-
erating themes related to Maslach’s burnout typology. The first-round coding resulted in 93 initial codes, which were further organized into 17 
thematic categories, which were synthesized into five broad themes. Three of these themes deductively corresponded to Maslach’s theoretical 
concepts (emotional exhaustion, depersonalization, and personal accomplishment), the remaining two themes were summarized as ‘adminis-
trative stressors’ and ‘professional survival tactics’. Administrative decision making, depersonalization, and emotional exhaustion were noted 
as predominant causes for work-related stress and burnout. However, the participants valued the peer support group and were eager to contin-
ue meeting for peer-supervision.

Discussion: The peer support of the group showed promise in the relief of stress related to their helping profession. The clinical peer supervi-
sion model is frequently utilized in the United Kingdom and Europe, but rarely utilized in the United States. Based on these results, the authors 
recommend consideration for trial implementation of similar protocols by American nursing professionals as a mitigation to burnout.
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Nursing clinical supervision
In the nursing field, clinical supervision is utilized with sim-

ilar goals to improve competency, accountability, and foster 
learning [17]. Wide variation can be found with nursing clinical 
supervision in the application and scope of the practice, creating 
significant confusion and inconsistency [18, 19].The practice of 
clinical supervision is very different for nursing in the United 
States than with nurses practicing in the United Kingdom. The 
European model of nursing clinical supervision mimics the 
supervision models found in mental health fields [18]. While 
also a common practice with nurses in training, nurses are 
encouraged to continue career-long supervision to increase sup-
port and efficacy, to prevent burnout, and to improve morale 
[18]. Following this model of clinical supervision, nurses have 
reported that clinical supervision has offered them time to 
reflect and the support needed to grow professionally [20]. In 
the United States, clinical supervision traditionally is an edu-
cative and administrative relationship between an expert nurse 
and a novice nurse [18, 21]. Considering the high rates of burn-
out in the profession and the increase nursing shortage, some 
authors have suggested utilizing a European model of clinical 
supervision in the United States [18]. Specifically, an alterna-
tive method of clinical supervision known as peer supervision 
could be particularly helpful with American nurses. Peer super-
vision shares similarities with the group supervision model in 
that it has three or more practitioners, but with the peer model 
no senior professional acts as a supervisor [22, 23, 24]. In peer 
supervision, clinical professionals gather for mutual support and 
feedback to increase professional and personal growth [25, 26]. 
This model has become increasingly popular with clinical pro-
fessionals, potentially because it is less intimidating without the 
hierarchical relationship present [23, 24].

Aims
Burnout is a critical concern for the nursing profession, and 

clinical supervision has been suggested as a way to combat 
burnout. The nursing profession in the United States rarely 
utilizes the clinical supervision model practiced in European 
countries. If American nurses embraced this different model 
of supervision, perhaps burnout could be prevented. After all, 
peer clinical supervision may be a method to increase nurses’ 
sense of support and collaboration, factors that alleviate burn-
out and improve morale.  Thus, the purpose of this project is 
to introduce the peer supervision model to a group of United 
States nurses and assess its effect. Through facilitating a peer 
supervision group, the authors’ intent is to bring the peer-group 
supervision model found in European healthcare to a group of 
American nurses, offering them an avenue to share their experi-
ences with burnout and work-related stresses, as well as teaching 
them how to facilitate their own independent peer supervision 
groups. 

APPROACH
In this pragmatic qualitative research study, the authors 

introduced the peer-group supervision model to a group of 
professional nurses and explored their experiences within the 
treatment group. Adhering to the framework of pragmatism, the 

researchers are focused on the “real world” issues faced by par-
ticipants, often with a specific problem as the focus [27]. 

Using this theoretical perspective, the authors conducted 
a phenomenological qualitative study utilizing the data from 
the clinical peer-supervision group formed to support nurses 
experiencing burnout in a local hospital setting. Specifically, the 
methodology utilizes a form of Moustakas’s (1994) transcen-
dental phenomenological approach [28]. In this methodology, 
researchers bracket their own experiences and collect data from 
several participants about their experiences with the phenom-
enon. This methodology is most appropriate as it is heavily 
psychological in nature and can be readily utilized in a group 
setting [28].

The phenomenon of interest was burnout [29]. Burnout is a 
well-established concern with healthcare professionals, especial-
ly nurses, and highly detrimental to the physical and emotional 
wellbeing of such practitioners. To understand this phenome-
non, and how the participants experienced it, several research 
questions guided our research: 

.	 R1: How are our participants experiencing burnout 	
		  and work stress?

.	 R2: What are the factors contributing to burnout in 	
		  American nurses?

.	 R3: Can the peer-group supervision model be of  
		  benefit to nurses experiencing burnout?

 Group Model 
The group model primarily utilized in this project was the 

group psychotherapy model summarized by Yalom & Leszac 
(2007) and Tuckman & Jensen (1977) [30, 31]. Additionally, 
this project’s group followed the mutual aid model of group 
supervision [32], where group members collaborate and offer 
each other support rather than a tiered “supervisor-supervis-
ee” group model, with group members also guiding the topics 
and feedback of the group sessions. The mutual aid model is 
less organized than other peer-supervision models such as the 
structured peer consultation model (SPCM), and offers an 
opportunity for all group members to empower and learn from 
each other through peer feedback and support [23, 32]. In this 
project, group members guided the discussion, focusing on 
topics that were important to them, while the first and second 
authors acted as group facilitators.	  

Participants
Participants were professional nurses currently working in 

a New England state. To encourage group compatibility and 
cohesion, participants were all registered nurses (RNs) and 
working in a hospital or assisted-living setting in New England 
[31]. Participants were recruited through convenience snow-
ball sampling through the second author’s professional contacts 
at local healthcare facilities. Participants were told about the 
purpose of the group and given introductory information on 
peer-supervision. If participants were interested in participat-
ing, they were invited to join and sign informed consent forms. 
Following Yalom & Leszac’s (2007) recommendations, all 
participants were interviewed individually to ensure appropri-
ateness for the peer-group prior to starting participation and to 
describe the peer-supervision modality [31]. To assess burnout, 
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all participants were given the quantitative measures during the 
initial interview.

Quantitative Measures
In order to confirm appropriateness for group membership, 

to prepare for inter-member discrepancies, and to increase 
validity, three quantitative scales were administered to the par-
ticipants during their individual screening sessions to ensure 
that they were experiencing clinical levels of workplace stress 
and burnout. The first measure was the Maslach Burnout Inven-
tory (MBI). The MBI is the most widely used scale to assess 
burnout and is widely applied to healthcare professionals [33, 
34]. Additionally, the Nursing Profession Self-Efficacy Scale 
was utilized to assess nurse self-efficacy. While multiple scales 
related to self-efficacy as well as specialized scales for nursing 
students exist, the NPSES is the only scale designed for estab-
lished nursing professionals [35]. The final instrument used in 
the quantitative assessment was the Trier Inventory for Chronic 
Stress (TICS). The TICS is a self-report scale designed to assess 
the presence and severity of stress within the past three months 
[36]. 

Procedure
This project was conducted during the winter of 2020, ending 

several weeks prior to the start of the COVID-19 pandem-
ic. This project was reviewed and approved by the IRB of the 
University of Rhode Island (IRB# 00599). Once approved, par-
ticipants were recruited and screened. Thereafter, participants 
were selected, and group meetings began. Participants met as a 
peer-supervisory group for five sessions over seven weeks. The 
first and second author co-facilitated the group, with Dr. Sarah 
Gamache being the primary facilitator in group discussions as 
needed. Each session lasted approximately one hour. The group 
sessions, following the mutual aid model, were unstructured 
with group members directing the session goals [32]. Howev-
er, to remain on track, a series of discussion topics prepared by 
the co-facilitators were available to stimulate conversation as 
needed. Group sessions typically began with group members 
checking-in with each other and describing the issues that they 
experienced the preceding week. In the third and fourth group 
sessions, multiple group members brought a topic or question 
for the group to discuss following their check-ins. Group ses-
sions closed with goals for the next group meeting as well as 
members’ concerns for the coming week. Following the final 
group session, each participant was interviewed regarding their 
impression of the group’s effect and were individually debriefed. 

These group sessions were audio-recorded and transcribed. 
Following each session, the co-facilitators wrote several notes 
and continued memoing throughout the seven weeks in which 
the groups met. These transcripts and notes were coded and 
qualitatively analyzed to establish themes. Participants engaged 
in informal member checking by reviewing the transcripts and 
hearing the audio recordings to ensure accuracy, and engaged 
in formal member checking at the end of the study by reviewing 
completed work and responding to the authors’ interpretations.

Qualitative Data Analysis  
The data reviewed for this study included the notes and 

memos of the co-facilitators, the notes from the participant’s 
screening and debriefing interviews, and the transcripts for the 
group sessions. The transcript data was coded using an induc-
tive and deductive multi-phase coding procedure. The coding 
was conducted by the first and third authors. The first cycle 
of coding utilized initial coding procedure, in which the tran-
scripts are analyzed and broken into discrete parts or elements 
[37, 38, 39]. Following this, the second cycle of coding utilized 
focused coding; taking the elements identified in the first cycle 
coding and coalescing them into salient categories [37]. These 
two cycles generated the prominent themes explored in the 
results. A third cycle of coding was also conducted utilizing a 
deductive approach with Maslach’s [29] burnout symptoms as 
focus codes. These final codes served as the major themes for the 
qualitative analysis of this project. The data from the co-facili-
tator’s memos and the interview notes were also analyzed and 
utilized for triangulation.  

 
Evaluation of the Project

Thirty-four nurses working in New England healthcare set-
tings were given information about the project and invited to 
participate. From this pool, thirteen responded that they wished 
to proceed. During initial interviews, four of these participants 
declined to continue due to scheduling demands, and one left 
the nursing field prior to the start of the group sessions, leaving 
eight registered nurses who participated in this study. The first 
and second author reviewed the initial interview transcripts and, 
with review of the intake screening tools, decided to include 
all eight remaining participants.  With one exception, all the 
participants worked in a hospital setting, in either an emergen-
cy room or medical-surgical unit. All the group participants 
were registered nurses (RNs). Six of them had completed bach-
elor’s degrees in science (either BS or BSN), with one participant 
holding an associate’s degree in nursing science (ADN) and one 
earning a Master’s degree (MSN). Participants varied in length 
of time they had worked in the healthcare field, but they were 
comparable, with the average years of experience being 5 years, 
with a range of 5 years. 

Utilizing the established cutoff scores on the MBI, the par-
ticipants had similar ratings of burnout. On the emotional 
exhaustion subscale, all except one participant scored moder-
ately on the scale. On the depersonalization scale, all but one 
participant demonstrated high levels of depersonalization. 
However, the final subscale of personal achievement showed 
a counter trend, with the majority reporting a high sense of 
personal achievement and thus a lower level of burnout in this 
domain. 

To assess efficacy levels of the participants, the scores on the 
NPSES were converted to z-scores and compared to the means 
of the attributes of caring (M = 3.92, SD= 0.84) and profession-
al situations (M = 3.65, SD= 0.99) subscales of the NPSES. None 
of the participants were significantly different than the mean 
scores published by the authors. This suggests that the partici-
pants did not have low levels of efficacy supporting their scores 
on the personal achievement subscale of the MBI.  
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For the TICS work discontent subscale, a one-sample t-test 
was performed to compare the participants’ scores to the instru-
ment’s means. All participants reported statistically high levels 
of dissatisfaction at work (M= 30.75, SD = 7.57, p < .001) com-
pared to the normative mean (M = 11.83, SD = 5.55). This 
suggests that the participants were experiencing high levels of 
workplace stress that may be contributing to burnout, which 
is in-synch with the participant scores on the MBI emotional 
exhaustion and depersonalization subscales. See Table 1 below 
for summary of participant scores on screening material.  

 

The eight nurses participated in five peer supervision groups. 
All sessions had at least 6 participants in addition to the facil-
itators. All participants were present during the first session 
where the peer-supervision model was introduced and group 
building began. The participants quickly became a cohesive 
group, sharing and supporting each other with little prompt-
ing or interference from the co-facilitators.  During the sessions, 
the nurses reported a myriad of issues that were affecting their 
personal and professional lives, and worked together to offer 
support and guidance to each other. An important event that 
was frequently cited in the group was the recent closing of a 
major local hospital, and the resulting strain on neighboring 
hospitals where the participants work. 

Coding 
As described above, a multi-cycle coding technique was 

utilized in review of the transcripts. Qualitative review was 
conducted on the transcripts of the five group sessions, the 
transcripts of the individual exit interviews, and the notes of 
the co-facilitators. The first-round coding resulted in 93 initial 
codes. During the second cycle of coding, these 93 codes were 
further organized into 17 thematic categories. In the third and 

final cycle of coding, these categories were synthesized into five 
broad themes. Three of these themes were chosen deductive-
ly to correspond to Maslach’s (2003) theoretical concepts and 
were thus predetermined as emotional exhaustion, deperson-
alization, and personal accomplishment [29]. The remaining 
two themes of administrative stressors and professional sur-
vival tactics were generated inductively from the coding of the 
transcripts (See Table 2). 

 
Review of Themes
Emotional Exhaustion

A consistent theme among group members were feelings 
associated with emotional exhaustion. Partic-

ipants reported feelings of fatigue and 
general degradation of their mental 
health.  The expansive role and workload 
of participants were cited as prima-
ry causes for emotional exhaustion in 
the workplace, as well as outside of work 
stressors.  Participants mentioned on 
several occasions the idea of “decision 
fatigue.”  One group member went on 
to explain, “… your day can be so horri-
ble that it really doesn’t compare to like 
oh, the fax machine was down and every-
thing got backed up and it makes it hard 

to give the appropriate emphatic responses to your family mem-
bers.”  In response another participant replied, “I have decision 
fatigue.  What is for dinner?  I don’t [know], I can’t [make deci-
sions anymore].”  Situations where nursing professionals were 
overwhelmed with various responsibilities were mentioned as a 
reason for emotional exhaustion.  Reoccurring feelings of pow-
erlessness, despite their best efforts for self and client advocacy, 
were also mentioned within group. 

Group members also reported that their time away from 
work settings were focused on relieving symptoms of workplace 
stressors.  Several group members echoed the idea of needing 
“your entire day off just to recover.”  The group frequently 
brought up the idea of needing additional therapy to improve 
their mental health.  One participant noted, “…then you have 
to find your own therapist on your own time and spend $50 dol-
lars.  I don’t know how much your copay is.  Fifty dollars for 
me to go see a therapist and I am like okay so much for mental 
health being a top priority.”  Participants made several referenc-
es to the need for additional support to combat their feelings of 
exhaustion.  Emotional exhaustion among these nursing pro-
fessionals appears to have a profound impact on their personal 
and professional lives.

 

Table 1: Group Member Scores on Screening Materials

 

Table 2: Third Cycle Major Themes with Second Cycle Focused Codes
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Depersonalization
Workplace depersonalization is a consistent theme voiced 

throughout the interview and group sessions.  The group 
members gave many examples of workplace stressors causing 
a reduced amount of empathy in their daily tasks.  Participants 
were aware of the presence of depersonalization symptoms.  
They often attributed these behaviors to various administrative 
stressors.  One participant explained, “You’re not allowed to be 
human actually.  Because you have to be professional and main-
tain composure like we work in a restaurant…”  The effects of 
depersonalization discussed in session affected the group’s inter-
action with patients, as well as with their co-workers, creating 
an increasingly challenging work environment.  Group mem-
bers articulated a sense of isolation that lingered past their time 
within the workplace.  Examples of uncharacteristic sarcasm, 
abruptness and brashness were noticeable in the participants 
stories about difficult experiences in the workplace. Participants 
frequently reported that they had become cynical or “jaded” 
regarding their work. Citing the stress of the job, particularly 
due to the influx from the hospital closing, participants reported 
stress and frustration, describing that “[the hospital] is a prison” 
and that they were “tired of these patients”. One participant jok-
ingly commented that nurses should not be trusted to monitor 
suicidal patients because “we’re half out the window ourselves”. 
There was joking agreement to this statement, and one nurse 
acknowledged that “that’s not funny, but I’m so jaded”. The 
group members supported each other with this, discussing how 
they felt “broken down” by the situations they found themselves 
in, and feeling guilt that they had drifted from the idealism that 
led them into the profession.

Administrative Stressors
A reoccurring theme was that of administrative stressors, 

which the authors defined as demands not directly related to 
patient care that interfered with the nurses’ ability to perform 
their tasks. The group members agreed there was significant 
concern regarding the management of their respective depart-
ments, describing that they felt the hospitals were poorly 
managed, and expressing frustration working with their super-
visors, citing management’s lack of understanding of the issues 
faced by nurses in the field. The participants described that 
management’s focus at the hospitals appeared to be solely on 
achieving and maintaining high accreditation rather than sup-
porting nurses. This pressure was summarized in session by 
one of the group members: “[they] had to re-vamp the whole 
thing and [because of the focus on Magnet Certification] they’re 
freaked out so they are trying to start all these things right away, 
like they are all freaking out but not for the right reasons”. Man-
agement created policies that “sounded good”, but at best did 
not help the nurse’s tasks and at worst were a hindrance. The 
environment was reported to be chaotic and unstable, with 
changes occurring with little notice or explanation. The par-
ticipants also described frequently needing additional time to 
complete clinical notes, and then being penalized for claim-
ing overtime for these tasks. In a later group, one participant 
described that they volunteered to switch their regular shifts for 
night and weekend shifts in order to avoid management. 

Ultimately, one of the largest issues raised by the participants 
was a general lack of resources for them to complete their tasks. 
The most significant resource was staffing, with all of the par-
ticipants citing that they frequently encountered maxed staff to 
patient ratios and had limited support while working. The group 
members described the difficulty in maintaining staff, with 
nurses frequently quitting during orientation. Indeed, during 
the sessions the participants reported that five nurses had quit 
suddenly across the hospital the same weekend. This had led to 
a decrease in the quality of care at their hospitals .

Personal Accomplishment
Though the participants reported extensive stress and scored 

high on the MBI domains related to emotional exhaustion 
and depersonalization, they also scored high in the personal 
accomplishment domain of the MBI and within the average for 
efficacy subscales of the NPSES. So, even though the participants 
demonstrated features of burnout, they remained confident in 
their abilities and demonstrated high levels of competency. The 
nurses frequently discussed how often they needed to advocate 
for their patients as a result of mismanagement or negligence 
on the part of the administration or physicians. One nurse 
described that they were “not sorry about using my nursing 
judgement to say ‘no’ [to doctors or managers]” because “[we] 
have to be responsible for what [we] do as well as being respon-
sible for what they do”. Though they were frustrated by this, 
they also described taking pride in the act, feeling a sense of 
accomplishment when helping their patients. 

Professional Survival Tactics
Throughout the sessions, group members described the vari-

ous stresses affecting them and their experiences with burnout. 
Reflections on burnout lead to in-depth discussions about 
techniques that the nurses employed to cope with and mitigate 
job-related stress. This was recognized as the theme of profes-
sional survival tactics: practices utilized proactively to allay 
stress and burnout. The nurses described the importance of 
mentorship, not simply preceptorship, and how mentor sup-
port helps them cope. This form of mentorship was described as 
informal, with experienced nurses “looking out for” new nurses 
and peers. Increasing communication between nurses on dif-
ferent hospital floors and departments was also thought to be 
important in reducing stress. The participants descried a silo 
effect, where often nurses do not get to work in different depart-
ments and do not know differences in procedure or technology 
in other areas of the hospital. This lack of understanding leads 
to frustration and resentment, which the participants believed 
could be easily avoided through open communication between 
nursing professionals. One participant summarized this as 
“think[ing] down the line to make things easier” for the patient 
and the future nurses that will work with them.

Participant Evaluation of the Peer-Supervision Experience 
 At the close of the group and in their exit interviews, group 

members discussed the peer-supervision model that was intro-
duced as a positive experience and brought up the possibility 
of using the technique as a professional survival tactic. One 
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participant described that they were “so glad to know I’m not 
alone” in the stress of work and liked the support from other 
professionals. The group offered an opportunity to self-reflect. 
One of the group members described that she “[found reflect-
ing on the stress of her role] very helpful, and you can definitely 
grow and learn a lot about yourself and about how to do better.”  
The group served as a significant outlet to identify major issues 
within the hospital and profession. The nurses discussed that 
they likely could not change “the system” on their own, but in 
working together and supporting each other they could “influ-
ence it”.  Indeed, at the close of every session, the participants 
were excited to continue to meet and, after the final scheduled 
meeting, the participants stated that they wished to continue to 
meet as a peer-supervision group.  

					   
DISCUSSION

The goal of this project was to offer an alternative model of 
clinical supervision to a group of nurses in order address burn-
out. The data offered by the participants allowed the researchers 
deeper understanding of the concerns that these nurses were 
experiencing.

Ideally, this project will have had a positive effect on the par-
ticipants and encourage their continual utilization of the peer 
supervision model. The preliminary results suggest that this is 
occurring, with the participants continuing to utilize their peer 
support during the later onset of the COVID-19 pandemic. 
The participants all reported moderate to high levels of burn-
out on multiple domains, and the group offered them an outlet 
to express their experiences. The participants reported that 
the group was a unique and unexpected benefit to them. They 
described that knowing other nurses were having similar expe-
riences, and being able to interact with and support them, was a 
major benefit for these professionals. Several significant events 
happened in the participants’ lives that were discussed exten-
sively in later groups; the participants reported that having an 
outlet to discuss these events was a positive experience. 

The life of the group will continue beyond this project: in 
the final session, participants describing a desire to continue to 
be in contact with each other and meet as needed. Participants 
reported wanting to read more about the peer-group model so 
that they could repeat this experience with other nurses as they 
moved into new environments.

Because of this, the authors argue that this pilot project sug-
gests the effectiveness of the clinical peer-supervision model for 
nursing professionals, and recommend that American nurses 
consider this modality like their European colleagues [18]. Ide-
ally, groups would be formed independently by nurses that 
work in similar settings. The groups can convene to respond 
to specific issues or events, or could be open and informal. The 
frequency of the groups would be decided by the participants.

Following the European style, peer-supervision groups 
need to be supported by the facilities’ administration and 
management [18]. This can be achieved in several key ways. 
Administration can offer information about groups, encour-
age nurses to join a peer-supervision group at their facility, 
and provide a space for the group to meet privately. The ideal 
time to offer the group would be during the workday, however 

most American facilities do not have the ability to allow multi-
ple nurses to be absent from their floors for an extended period 
of time. Considering this, the groups could be conducted prior 
to or after the nurses’ shifts and offer incentives (pay, vacation 
time, food, etc.) for the nurses to attend the groups. Adminis-
trative support for these groups would likely be instrumental 
to their success.  

Limitations
The results of this study are promising; however, several 

limitations must be considered. First, a low number of sub-
jects participated in the study and these subjects were recruited 
through convenience sampling. While this is not uncommon 
for such forms of qualitative research, this may limit the gen-
eralizability and transferability of these results to other nursing 
professionals or healthcare settings. 

Second, while the group was carefully composed and the 
group members actively participated, not all of the participants 
were equally articulate or perceptive. This is common in focus 
groups and similar qualitative studies utilizing group design, 
but this means that the data generated must not be considered 
as the uniform perspective of all the group members. Similar to 
a true group supervision or group therapy scenario, if continual 
sessions occurred, further group cohesion could have brought 
forth a greater diversity of participant perspectives.

Third, because of the nature of the convenience sampling, 
many of the participants had previously worked with one of the 
group’s co-facilitators. The degree to which this influenced the 
responses of the participants is unknown. It may have helped 
facilitate genuine conversation, but it also may have directed 
their responses in undetermined ways.  Additionally, the pres-
ence of the other co-facilitator, an individual who was not a 
nursing professional, may have had further influence on the 
group. Considering that a true clinical peer-supervision group 
would not include an outsider, the transferability of these results  
to a peer-supervision group in the field is unknown.

Finally, this study is not experimental in design. Due to 
limitations in scope and number of participants, a pre-post 
statistical evaluation with quantitative tools could not be com-
pleted. This is a pity, as the screening tools demonstrated that 
the participants were experiencing occupational distress and the 
qualitative data from the exit interviews suggest the peer-super-
vision group may have served as an intervention. Without a true 
pre-post evaluation, however, the validity of these results is sig-
nificantly limited. 

Future research should respond to these limitations, espe-
cially adopting an experimental or quasi-experimental design 
to assess the validity of the results of this pilot investigation.    

CONCLUSION
Considering that burnout is a major contributor to nurses 

leaving the profession in such high rates, new methods to alle-
viate workplace stress and improve employee well-being need to 
be explored. Further research needs to explore primary causes 
of burnout in American healthcare settings, as well as methods 
to prevent burnout or reduce its determinantal effects. Burn-
out is a threat to the emotional and physical health of nurses, 
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and clinical supervision and peer-support have been offered as 
options to combat burnout [2, 6, 9-12]. The European model 
of clinical supervision for nurses has been shown to be bene-
ficial for nursing professionals [18]. The model of clinical peer 
supervision is frequently used with other healthcare fields such 
as counseling, but this has not been utilized by nurses in the 
United States. This model could be readily adapted for Amer-
ican nurses, but to do so will require significant changes in 
work culture and support by healthcare administrators. Clinical 
peer-supervision groups could be a method to reduce burnout, 
increasing employee well-being and retention while decreasing 
stress that can contribute to med-errors. Creating a support-
ive workplace environment and reducing stress maintains and 
improves staff, further reducing stress and alleviating burnout.
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