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Abstract

Background
We sought to understand well-being from the perspectives of residents in a family medi-
cine residency program and to assess the residents’ opinions on implementing “Reflection 
Rounds” (RR) to promote wellness and combat burnout through self-reflection. These aims 
were achieved through descriptive qualitative analysis of a focus group of family medicine 
residents. 

Methods
Participation was voluntary and open to all 45 residents in the program. The final participant 
sample consisted of 14 residents who shared similar characteristics, including level of train-
ing and being exposed to similar training stressors. Both a priori and open coding were used 
for this analysis. 

Results
An iterative process identified themes based on focus group responses. The residents were 
in favor of initiating RR and recommended discussion topics unique to family medicine 
residency. They also identified logistical preferences for this intervention, such as conducting 
confidential and unrecorded groups, splitting rounds by training year, offering RRs led by 
a trained facilitator, providing snacks if feasible, and making the RRs available on a regular 
basis during protected didactic time. 

Conclusion
This project elucidates how residents are identifying and managing wellness and burnout as 
well as informs effective ways that family medicine residency programs can incorporate RR 
into their wellness curriculum.
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Background 
Residency training is a time to build autonomy 
and expertise in specific areas. With current 
experiences, particularly those surrounded 
by the COVID-19 pandemic and achieving the 
Quadruple Aim, concerns about burnout and 
wellness may be more prominent. The current 
project sought to determine resident interest 
in incorporating “Reflection Rounds” (RRs) into 

the physician wellness curriculum within a fam-
ily medicine residency. RRs are a purposeful use 
of time in didactic learning, where residents are 
given the opportunity to reflect on their pro-
fessional experiences as a physician-in-training 
to promote wellness and professionalism. A 
group setting allows residents to reflect on 
expectations and hopes while also gathering 
support from residents navigating similar 
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environments.1 To accomplish this integration, 
family medicine residents were asked to define 
wellness, well-being, and burnout to build a 
case for the addition of RRs to their program. 
Developing operational definitions for such 
abstract constructs can be a challenging task. 
Although there may not be a direct definition 
for wellness and well-being in the context of 
residency, there are identifiable factors asso-
ciated with these concepts.2 These concepts 
include autonomy, competence building, and 
strong social connection or relatedness.2 Sim-
ilarly, burnout is another complex construct 
that can produce a diverse array of meaning, 
depending on the person. Nevertheless, burn-
out has been found to be inversely correlated 
to autonomy, a known contributor to well-be-
ing.2 Therefore, it is reasonable to conclude that 
there is an inverse relationship between well-
ness and burnout.3  

A variety of interventions have been aimed at 
addressing wellness and burnout in medical 
resident training. In a study by Foster et al, 
faculty members offered consultation meet-
ings to residents to discuss progress, goals, 
and well-being.4 Resident scores on a global 
well-being scale improved with the addition of 
this intervention. There have also been peer-led 
interventions, in which “wellness champions” 
taught mindfulness skills, such as deep breath-
ing or gratitude, during protected didactics 
time.5 In another example, emergency medicine 
residency RRs led by faculty were shown to 
improve the subjective well-being of volunteer 
participants who shared their experiences in 
high-stakes patient encounters.6 Another ap-
proach to RRs included trained peer facilitators 
leading voluntary sessions during protected 
academic time.7 A post-implementation survey 
of this initiative showed that 58.8% of resi-
dents felt that the sessions helped them cope 
with challenges in residency, as well as reported 
decreased burnout, stress, and anxiety after 
having experienced the RRs. 

RRs differ from other group interventions used 
to address physician wellness, such as Balint 
groups. Balint groups (eg, a group of physi-
cians) meet regularly to discuss clinical cases to 
improve understanding of the patient-provider 
relationship.8 In contrast, RRs focus on building 
self-reflection skills in all aspects of care (eg, 
clinical, interpersonal, teamwork). RRs can also 

benefit residency programs with building the 
Accreditation Council for Graduate Medical Ed-
ucation (ACGME) competencies of profession-
alism, interpersonal and communication skills, 
and systems-based practice, as there are few 
established approaches to teach these skills to 
residents.9

RR interventions have been implemented in pe-
diatrics and emergency medicine residency pro-
grams but not yet in family medicine residency 
programs. Family medicine residency programs, 
which tend to have residents rotating through 
a variety of departments, including emergency 
medicine and pediatrics, can potentially benefit 
from adding RRs to their wellness curriculum. 
To proactively address resident burnout and 
wellness, we describe how our residency pro-
gram engaged in a quality improvement proj-
ect through the use of focus groups to receive 
feedback from residents on wellness, well-be-
ing, burnout, and the incorporation of RRs to 
address resident physician wellness. 

Methods
The research question guiding this project was: 
What is wellness in resident training?   Specifi-
cally, we hoped to learn about the sources and 
components of wellness and how residents felt 
about incorporating RRs in the wellness curric-
ulum and their impact on wellness. Additional 
questions that support this exploration includ-
ed: 1) What leads to wellness versus “unwell-
ness”? and 2) How can the addition of RRs in 
the wellness curriculum aid in addressing self-
care and wellness?

While prior studies used more comprehensive 
methods (ie, ethnography, grounded theory, or 
phenomenology), we used a qualitative de-
scriptive method. Qualitative description is a 
specific method designed to stay close to the 
“surface of the data” and ensure that the expe-
riences described are from the viewpoint of the 
participant, in this case, the medical resident.10,11 
The goal of our qualitative description was not 
theoretical development or interpretations of 
lived experiences; rather, the purpose was to 
provide a rich, easily understood description of 
wellness within a residency training setting.11  

We recruited a convenience sample of current 
residents in our program. All 45 residents were 
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invited to participate if they were interested. 
Inclusion criteria consisted of being a resident 
in postgraduate year (PGY)-1, 2 or 3 in the 
family medicine residency program and being 
willing to allow their opinions on wellness to be 
recorded. Fourteen residents volunteered to 
participate in the focus groups. 

The focus groups took place in May 2020. Res-
idents were divided into 2 focus groups due to 
the size of the total group. Group 1 contained 
8 residents, and group 2 contained 6 residents. 
Residents shared similar characteristics, such 
as being in the same city and being in a tran-
sitional period of their life. The focus groups 
were facilitated with the use of a guide consist-
ing of open-ended questions developed by the 
investigators (Appendix 1). The group facilitator 
was also trained by the research team to con-
duct a focus group (ie, when to ask for clarifica-
tion or follow-up to a response). 

The residency coordinator, external to this re-
search group, randomly divided the participat-
ing residents into 2 small groups and notified 
them of the focus groups’ date and location. 
Due to the COVID-19 pandemic, physical dis-
tancing was required, so we provided the focus 
group as a virtual platform for their discussion. 
Each focus group lasted 1 hour. The audio was 
recorded and provided to a research assistant 
(RA). Data were first transcribed verbatim by 
a research volunteer, and the RA validated the 
transcription against the recording. The tran-
script was then provided to the Principal In-
vestigator (PI) and the qualitative analyst who 
conducted the analysis. The analysis was an 
iterative process where codes were cohesively 
developed, discussed, and finalized to ensure 
that researchers were achieving agreement. 
We chose to honor the interpretive nature of 
the question being answered and recognized 
that not all nuances are conveyed through an 
intercoder reliability (ICR) score. The analysis 
honored the role of the primary investigator, 
serving as a clinical researcher in their last year 
of residency. Overall, a team of 3 coders, work-
ing with a diverse understanding of wellness in 
a residency program, supported and challenged 
the coding process.12 Overall, 3 researchers were 
involved in the coding analysis. No translation 
was necessary as all residents were English 
speaking.  

Data Analysis Plan
Based on Miles and Huberman’s qualitative 
descriptive analysis method, the following 5 
analytic strategies guided the analysis as the 
researchers explored the question: What is 
wellness in resident training?13    
1. Review data collected from focus group 

interviews;
2. Sort through the data to identify similar 

phrases, patterns, sequences, and other 
important features [coding];

3. After sorting, extract commonalities and 
differences for further consideration and 
analysis [thematic development];

4. Gradually decide on a small group of gener-
alizations that hold true for the data;

5. Examine these generalizations in light of 
current knowledge.

Data analysis began with researchers reading 
through the data and familiarizing themselves 
with the material. The data were then sorted 
to identify similar phrases, patterns, sequences, 
and other important features. Identification of 
more than 1 phrase, pattern, or sequence (ie, 
commonalities) was considered a code. The 
data were coded sentence by sentence to en-
sure that all data were being considered. After 
the initial primary coding, a secondary grouping 
occurred through which the researchers iden-
tified commonalities for further consideration. 
Finally, small groups of generalizations that 
were supported by the data were identified, 
considered, created, and then compared to 
the existing literature, including the gaps that 
existed.  

Both a priori and open coding were used for 
this analysis as we had specific items that 
were searched (eg, a definition of wellness) in 
an effort to find narratives in the data. Codes 
included wellness, depth, sources, leads, low 
well-being, and RRs (Table 1).
 
Bias is a reality that must be addressed in qual-
itative research. The researchers in this group 
were a resident, researchers, and clinicians. 
Therefore, our data methodology involved a 
reflexive approach to our research, recognizing 
that we were both “insiders” and “outsiders.”14 
Additionally, if we truly wanted to understand 
what residents thought, we believed that it 
was necessary to allow a resident to conduct 
the interviews and connect with participants 
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in a way faculty could not. While it is impos-
sible to bracket or set aside one’s previous 
knowledge, the researchers adopted a bridling 
approach.15,16 Bridling acknowledges that both 
interviewer and interviewee are biased and 
that our perspectives impact our research but 
that we are able to “slow down” the process of 
understanding to allow the experience to be 
seen with an open mind.17,18 Data analysis used 
ATLAS.ti data management software. This 
study was approved by the organization's insti-
tutional review board.

Results
Of the 14 participants, 13 identified as female 
and 1 identified as male. Six participants iden-
tified as Asian, 6 identified as Hispanic, and 
2 identified as White. The data generated 17      
grouping codes extracted from the commonal-
ities found in the responses to the focus group 
questions. These grouping codes described 
the participants’ definition of wellness, what 
impacts wellness and burnout, and the useful-
ness and preferred logistics of RRs. These were 
then analyzed for similarities and differences 
to determine relationships and patterns, which 
are outlined in Table 2.     

Conclusions About Wellness
Wellness was defined as cultivating balance, 
having time to recuperate, and having a pos-
itive outlook. The general consensus was 
that unwellness was related to feeling over-
whelmed. Based on the discussions, unwellness 
was closely related to burnout in the perspec-
tive of the participating residents. Managing 
burnout was associated with employing a va-
riety of coping skills. The themes derived from 
thematic analysis included combating burnout, 
using entertainment as a distraction, partic-
ipating in physical and spiritual activity, and 

meditating. The residents also cited processing 
with others and having supportive faculty as 
ways to debrief from difficult experiences in 
residency.      

Usefulness of Reflection Rounds in 
Family Medicine Residency 

When discussing the usefulness of RRs, 1 resi-
dent shared, “I think staying connected is really 
important…staying connected to your peers, 
staying connected to your team leaders, to 
your faculty, and not just through email. Talking 
to each other is important.” This emphasizes 
how social connection during training relates to 
the theme of processing with others to combat 
burnout and to enhance wellness. RRs would 
offer a way to facilitate this type of social con-
nectedness. When designing training experi-
ences, programs should consider the impact 
of resident socialization on overall wellness. 
Another resident expressed the challenge of 
training under  different specialty services as a 
family medicine resident, stating: 

“[We are] rotating in different services 
with different personalities and different 
aspects to medicine that could be partic-
ularly challenging, and because we rotate 
in so many different places, we oftentimes 
don't see each other enough or get togeth-
er enough and truly talk about how we're 
doing in that service, especially if it's a 
completely different service. So, I do think 
that reflection rounds would be really bene-
ficial—more so for family medicine.”

This statement stresses the diverse training ex-
periences of family medicine residents because 
they frequently rotate on different services, 
such as pediatrics or emergency medicine.      
Because of this, there exists more opportuni-
ties for family medicine residents to experience 
the stress of adjusting to new team members, 

Table 1. General Coding Description 
Code Definition of code Type of code
Wellness As it is defined by residents A priori
Depth What is the complexity of wellness Inductive/ Emergent
Sources Things that impact wellness Inductive/ Emergent
Leads What leads to wellness Inductive/ Emergent
Low well-being How is it defined and what it is Inductive/ Emergent
Reflection Rounds Thoughts about and addition to the wellness 

curriculum
A priori
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Table 2. Grouping Codes 

Grouping code

# of 
transcript 
quotations

Questions asked during 
focus group Conclusions

Balance 7 What is well-being? 

What does it mean to have 
“well-being”? 

How would you know if 
someone has high well-
being? What are the 
indicators? 

How would you describe a 
resident in your program 
with high well-being?

Well-being and wellness 
are developed by 
cultivating balance 
and having time to 
recuperate

Recuperation 3
Having a positive 
outlook

4 How would you know if 
someone has low well-
being? What are the 
indicators?

What is the difference 
between “unwellness” and 
wellness?

Low well-being is 
associated with feeling 
overwhelmed and having 
a lack of rest.

Having a positive outlook 
is associated with 
wellness.

Feeling overwhelmed 5
Lack of rest 1
Distracting with 
entertainment

6 Currently, what resources 
do you typically use to 
debrief from difficult 
experiences in residency?

Currently, what resources 
do you typically use to 
receive physical, emotional, 
or spiritual support to 
combat burnout?

Ways residents 
debrief from difficult 
experiences and 
combat burnout 
include distracting 
with entertainment, 
participating in physical 
activity and spirituality, 
meditating, processing 
with others, and 
supportive faculty.

Distraction 3
Physical activity 7
Spirituality 2
Supportive faculty 4
Processing with others 9
Meditating 2



HCA Healthcare Journal of Medicine

336

Grouping code

# of 
transcript 
quotations

Questions asked during 
focus group Conclusions

Systemic stressors 6 Topics that have been noted 
in other residency programs’ 
Reflection Rounds include 
difficult patient encounters, 
disclosure of mistakes, 
poor patient outcomes, 
challenges in residency, 
and ethical issues. What 
other topics would you feel 
are appropriate for the 
Reflection Rounds?

These reflection rounds have 
been studied in the setting 
of emergency medicine 
and pediatric residency 
programs. What factors 
unique to a family medicine 
residency would make 
these Reflection Rounds 
beneficial?What factors 
unique to a family medicine 
residency would make 
these Reflection Rounds 
unbeneficial?

Systemic stressors 
relating to being a family 
medicine resident was 
the main theme for 
topics to be discussed 
during Reflection 
Rounds.

Logistical preferences 4 Would you prefer these 
sessions be voluntary or 
mandatory? Please explain 
your choice.

What would make you feel 
that confidentiality is being 
upheld?

There is a preference for 
voluntary sessions.

Preference for voluntary 
sessions

4

Facilitator preference 6 Who would you feel most 
comfortable with leading 
these reflection rounds?

Discussion between 
peer-led versus a trained 
facilitator from outside 
of the institution.

Preferred foods 10 Should snacks be allowed 
in these Reflection Rounds? 
Please explain your answer.

There are preferences for 
snacks to be provided.

Scheduling preferences 10 How frequent do you think 
the reflection rounds should 
be?
When should the reflection 
rounds take place?

General consensus 
is to conduct during 
protected didactic time.

Table 2. Grouping Codes (Continued)
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new workflows, and new patient problems in 
different contexts. This constant change has 
the potential to exacerbate baseline burnout 
that residents already experience. Therefore, 
this unique aspect of family medicine training 
further highlights the need for an intervention 
like RRs and was supported by the residents 
who participated in this study.

Logistical Preferences for Reflection 
Rounds

Logistics appeared to be an essential consider-
ation in RRs. While what foods are available or 
how something is said can at times seem unim-
portant, residents actually reported that these 
details help to manage the stress in the room. 
For example, when discussing the logistics of 
RRs, a resident shared that, “[snacks] lessen 
some of the tension associated with sharing.” 
Another resident shared the importance of 
logistics being considered carefully,

“Whatever is discussed in this group is 
confidential. ... For the purposes of these 
meetings, we're trying to improve the over-
all culture of our program, so obviously part 
of it is going to be sent up to faculty and 
our leaders, but I think as long as it's done 
in an anonymous way [there shouldn’t be 
an issue].”

For these residents, sharing their experience 
was appropriate so long as anonymity was 
guaranteed. Residents also expressed a pref-
erence for the facilitator to be trained in group 
facilitation. Doing so allows for a cathartic 
experience, in which residents feel like they 
are not only sharing with each other but also 
having their perspective heard. Additionally, 
residents asked that groups be confidential 
and split by postgraduate year, PGY-1, 2, and 3, 
respectively. Issues that arise year over year can 
be distinctive, and it was suggested that these 
topics should be discussed with peers who can 
most closely relate. Residents also voiced pref-
erence for the groups to occur on protected 
time, during didactics on a monthly or quarterly 
basis. 

Discussion 
Overall, the family medicine residents in this 
project described well-being and wellness as 
being developed by cultivating balance and hav-
ing time to recuperate. Having low well-being 

that is associated with feelings of overwhelm-
ingness and combatting resident burnout by 
using a variety of coping skills are consistent 
with previous literature published on physician 
wellness and supported by our findings.18 Incor-
porating RRs into the wellness curriculum was 
welcomed by the residents, and recommended 
topics for group discussion included “being 
off-service” (ie, rotating through a department 
other than the family medicine core depart-
ment, such as the obstetrics and gynecology or 
general surgery departments).

A strength of the project was that it identi-
fied an additional tool for training programs 
to consider when designing resident wellness 
programs. A limitation of this project was that 
it was focused on 1 residency program and 
may not be representative of other programs. 
Additionally, data was cross-sectional and not 
collected after the initiation of the RRs. To 
date, there have been no longitudinal studies 
completed on resident experiences with RRs—
this would be an important focus for future 
studies. As residency programs build and refine 
their wellness curricula, consider the RR pref-
erences recommended by the residents in this 
project. Suggestions included having confiden-
tial groups, unrecorded rounds, rounds split by 
training year, a trained facilitator lead the RRs, 
offering snacks if feasible, and making the RRs 
available on a regular basis during protected 
didactic time. Areas for expansion in future 
work include having peers who are trained in 
group facilitation versus a trained group facil-
itator from outside of the institution to lead 
the groups. There are pros and cons to both 
options, and since this was discussed in the 
focus groups, the researchers encourage future 
research to examine these constructs. 

Conclusion
Physician wellness is an important part of prac-
ticing medicine given the increasing patient 
complexity as well as the institutional barriers 
health care systems inherently manifest.19 To 
achieve the Quadruple Aim, wellness educa-
tion focused on building self-reflection early 
in medical training may be of importance in 
addressing the wellness needs of those asked 
to consistently deliver competent and compas-
sionate health care.20 
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Appendix 1. Focus Group Procedure and Protocol

Protocol Overview
This document serves as the protocol for conducting Online Focus Group Sessions under the 
Family & Community Medicine (FCM) Residency Wellness Quality Improvement project. Focus 
group facilitators will introduce themselves and the goals of the project before conducting the 
focus group session.

Team Introduction *Read the Following*
• This focus group is part of the Family & Community Medicine (FCM) Residency Wellness 

Quality Improvement project.
• I’m      XXX, and I’m a PGY-1 interested in provider wellness initiatives. 
• 
Project Goals Overview *Read the Following*
• Today we will be discussing wellness, well-being, burnout, and your thoughts on the imple-

mentation of Reflection Rounds within the FCM Residency. Our goal is to learn from you and 
capture your ideas to drive program change and improve this program’s culture.

• We want to learn about the depth of wellness, its causes, and the incorporation of Reflection 
Rounds in the Wellness Curriculum by exploring the following questions:

o    What is wellness?
o    What leads to wellness vs. low well-being?
o    How can the addition of Reflection Rounds in the wellness curriculum aid in addressing 
self-care and wellness?

We want to get a diverse set of views and arrive at a final consensus about how you all collective-
ly view wellness and the use of Reflection Rounds. This consensus will be shared with the FCM 
Residency Program.
• We recognize that wellness and well-being are abstract constructs. We are going to take time 

together to discuss these constructs at various conceptual levels. When we’re thinking at 
ground level, we are going to talk about wellness for you (personally). When we’re thinking at 
the 10,000ft level, we are going to talk about wellness and the influencing factors related to 
the program.

Facilitator 
Introduction

Project 
Goals 

Overview

Focus 
Group Session

Wrap-Up

5 minutes

3 minutes

45 minutes

2 minutes
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•  What are Reflection Rounds? These are 1-hour sessions that occur on a reoccurring basis (e.g., 
monthly, bimonthly, quarterly, etc.) with trained facilitators. Residents will be provided with a 
confidential environment to discuss difficult ethical and interpersonal encounters from their 
clinical experiences. Reflection Rounds offer a forum for residents to discuss difficult issues 
in a safe environment that will promote reflective practice (i.e., self-reflection) and foster 
cooperative learning around the communication, professional, and ethical challenges inherent 
in family medicine practice. 

• Lastly, within our goal to understand wellness and the use of Reflection Rounds, as it relates 
to your development as a medical trainee, we’ll pivot accordingly to understand how COVID-19 
has possibly impacted your approaches to self-care and well-being. We will take some time 
toward the end of this focus group session to discuss this topic with you to get your perspec-
tive as it connects to your well-being. 

• Next, I would like to explain the ground rules for the focus group.
o    Participation in the focus group is voluntary.
o    It’s all right to abstain from discussing specific topics if you are not comfortable.
o    All responses are valid. There are no right or wrong answers.
o    Please respect the opinions of others, even if you don’t agree.
o    Please stay on topic. I may need to interrupt so that we can cover all the material. 
o    Speak as openly as you feel comfortable.
o    Avoid revealing detailed information about your personal health.
o    Help protect others’ privacy by not discussing details outside the group.
o    Are there any questions? (If questions, address the questions. If none, begin the focus 
group).

Questions – Focus Group Session
1. Well-being

a.    What is well-being?  What does it mean to have “well-being”?  
2. Well-being indicators

a.    How would you know if someone has high well-being? What are the indicators?
b.    How would you know if someone has low well-being? What are the indicators?
c.    What is the difference between “unwellness” and wellness?

3. Describe
a.    How would you describe a resident with high well-being in your program?

4. Observation
a.     What would you notice about what they say and do?

5. Currently, what sources do you typically use to debrief from difficult experiences in residency?
6. Currently, what sources do you typically use to receive physical, emotional or spiritual support 

to combat burnout? 
7. Topics that have been noted in other residency programs’ reflection rounds include difficult 

patient encounters, disclosure of mistakes, poor patient outcomes, challenges in residency, 
and ethical issues. What other topics would you feel are appropriate for the reflection rounds?

8. These reflection rounds have been studied in the setting of emergency medicine and pediatric 
residency programs. What factors unique to a family medicine residency would make these 
reflection rounds beneficial?

9. What factors unique to a family medicine residency would make these reflection rounds un-
beneficial? 

10. Would you prefer these sessions be voluntary or mandatory? Please explain your choice.
11. Who would you feel most comfortable with leading these reflection rounds?
12. What would make you feel that confidentiality is being upheld?
13. How frequent do you think the reflection rounds should be? 
14. When should the reflection rounds take place? 
15. Should snacks be allowed in these reflection rounds? Please explain your answer.  
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COVID-19
• Prevention

o    How has the efforts and directives to prevent COVID-19 impacted your current wellness?
o    What elements of this prevention do you appreciate?
o    What elements are barriers or stressors? 

• Protection/Response
o    What are the measures taken by the program, university, or hospital that helped you feel 
protected? 
o    Describe how the institutional response (e.g., clinic, university, hospital, program) has 
impacted or facilitated your wellness? 

• Recovery
o    What advice would you give future residents and program leadership as it relates to 
well-being during COVID-19? 
o    If you were to write a plan, what would you include to enhance health and well-being of 
trainees during such a time? 

Closing the focus group (when there are 5 minutes left): As the focus group comes to an end, 
please reflect on the main ideas that were discussed today. Does anyone have any additional 
thoughts to share? (If anyone does, allow the participant(s) to speak. If not, please go to the next 
session and read the ending script to close the focus group).

Facilitator ends focus group session by saying: “Your participation in this focus group is now com-
plete. Thank you for your time and feedback to help us improve the wellness curriculum within the 
FCM Residency Program.”


