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Shared medical appointments 
An adjunct for chronic disease management in 
Australia?

Background
The incidence of chronic disease continues largely unabated in modern 
western societies. While the content (physiology, determinants) of these 
diseases is well studied, processes of dealing with them at the clinical level 
have been less well considered. Shared medical appointments (SMAs) or group 
consultations (also often referred to as group visits) are ‘a series of individual 
office visits sequentially attending to each patient’s unique medical needs 
individually, but in a supportive group setting where all can listen, interact and 
learn’.1

Objective
To examine the potential acceptability of SMAs for the management of chronic 
diseases in the Australian context.

Discussion
SMAs were developed in the US to improve access to care, utilise peer support, 
reduce costs and improve patient and provider satisfaction in the management 
of chronic disease. An SMA is a comprehensive medical visit, not just a group 
education session, where a significant part of the added value comes from the 
facilitated peer interaction, particularly around aspects of self-management 
and empowerment. While more studies are required to compare outcomes with 
conventional one-on-one consultations, the reported gains in time efficiency, 
patient numbers managed, and patient as well as provider satisfaction, are 
sufficient to justify further consideration of a trial of SMAs in Australia.
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While Australians (and those from other 
western countries) are living longer,2 
new findings suggest that we may not be 
living better.3 Chronic conditions, most 
of which are largely preventable, now 
make up about 60% of all presentations to 
primary care.4 Primary prevention through 
public health is paramount for dealing 
with this. However, increasing disease 

incidence suggests that new approaches 
in primary care might also need to be 
considered.

Primary care consultations have traditionally occurred 
in a one-on-one situation between clinician and 
patient. This is appropriate for acute disease and 
injury, but may not be optimal for chronic diseases 
that need complex, extended and ongoing treatment. 
Chronic disease management also requires extensive 
information to be repeated at length (eg. that relating 
to lifestyle modification) and it is unrealistic to expect 
a single practitioner to cover all the elements required 
in the time available for a standard consultation. 
Because chronic diseases have a limited underlying 
range of lifestyle and/or environmentally related 
aetiologies, prescriptive advice can also become 
repetitive, potentially reducing both provider and 
patient satisfaction.1,5 

Primary care could benefit from a shift to an 
emphasis on process, as much as an increase in 
knowledge of content relating to chronic disease. 
Processes include self-management education, brief 
interventions, activity scheduling, motivational skills, 
counselling, health coaching, and behavioural and 
environmental change. This reinforces a broader 
multidisciplinary approach as is now supported by 
the Medicare Benefits Schedule (MBS) for chronic 
disease, but which may be improved by new 
processes of delivery. An alternative model of clinical 
engagement that is worthy of consideration in this 
respect is the shared medical appointment (SMA).

SMAs and chronic disease
SMAs or group consultations, were first instituted 
in the US in 1996.1,5 They have since been trialled for 
adults with a range of conditions, including 
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cost-effectiveness and led to the model’s 
acceptance under the US Medicare system  
(Table 2 ). 

The relationship between patients and their 
doctor is a key determinant of success in the 
management of chronic disease. SMAs provide 
the opportunity to strengthen this relationship 
by allowing patients to spend a considerably 
longer period of time with their GP. More than 
400 peer-reviewed articles addressing patient 
outcomes have been published since 2001, 
most of which show benefits of the SMA 
model (in many cases over and above those 
achieved through the traditional consultation 
model of managing chronic disease). A review 
of randomised controlled trials of group 
consultations for patients with type 2 diabetes 
showed positive outcomes, such as fewer urgent 
care and emergency department visits and 
hospitalizations, improved glycaemic control, 
fewer specialty care visits, improved diabetes 
knowledge and health behaviour, increased 
patient and provider satisfaction, and improved 
provider productivity.15 SMAs have also been 
found to reduce costs for the management of 
diabetes groups by 20–30%.16 Further studies are 
required to compare outcomes with conventional 
one-on-one consultations, but the reported gains 
in time efficiency, patient numbers managed 
and patient as well as provider satisfaction, are 
sufficient to justify further consideration of a trial 
of SMAs in Australia. 

Potential barriers to SMAs 
in Australia
It is widely believed that medical consultations 
in Australia have to be one-on-one to be 

included to record comprehensive chart notes in 
real time as care is being delivered. Throughout 
the session, typically held for 90 minutes, GPs 
are involved in the usual tasks of history-taking, 
examination, medical decision-making and 
advising patients in conjunction with AHPs. As 
such, an SMA is a comprehensive medical visit, 
not just a group education session, where a 
significant part of the added value comes from 
the facilitated peer interaction, particularly 
around aspects of self-management and 
empowerment. An example of how a SMA might 
run in an Australian setting is described in the 
case scenario below..

SMAs are not meant to replace standard 
consultations, but rather to complement the 
judicious use of individual consultations. 
They can be designed to meet the needs of 
both patients and the primary care practice 
by incorporating the interests and skills of 
participating clinicians and team care providers. 
They may be customized for any particular clinic, 
depending on the individual resources available. 
In addition, they could be a useful learning 
modem for clinical students.

Potential benefits of SMAs 
Efficiencies achieved by SMAs seem to come 
through cross-peer education and group support.5 

SMAs also decrease repetition, increase 
patient and provider satisfaction and reduce 
patient waiting lists. The addition of supporting 
contributions from other health professionals 
to the SMA allows the GP to focus on specific 
medical issues. Together with the potential for 
reduced requirements for ongoing visits and 
improved patient outcomes, this has increased 

type 2 diabetes,6 heart disease,7 hypertension,8 
arthritis,9 metabolic syndrome,10 cancer,11 chronic 
obstructive pulmonary disease (COPD)12 and 
obesity,13 and for children and their caregivers.14 
In most reported cases, the results, including 
patient and provider satisfaction, have been 
positive, and where comparisons have been 
made, the results from SMAs usually equal or 
exceed individual care.5 

There are two SMA models (Table 1): the 
DIGMA or ‘Drop in Group Medical Appointment’ 
for follow-up visits and the ‘Physical SMA’ 
(PSMA) with the opportunity for private physical 
examination. SMAs are defined as ‘a series of 
individual office visits sequentially attending to 
each patient’s unique medical needs individually, 
but in a supportive group setting where all can 
listen, interact and learn’.1 DIGMAs and PSMAs 
provide medical care from start to finish – the 
same as that delivered during routine primary 
care visits, and often more. When applied 
to chronic illness, these can be delivered 
as comprehensive medical visits (billable at 
individual rates) focusing on chronic disease, but 
run in a supportive group setting of consenting 
patients with similar concerns (who have signed 
confidentiality agreements), and with 2–4 
appropriate health professionals. 

SMAs in practice
The care delivery team for SMAs is typically 
led by a general practitioner (GP) or advanced 
practice nurse. The team can include a group 
facilitator (eg. psychologist, nurse, diabetes 
educator) and sometimes a pharmacist, dietitian, 
exercise physiologist or other allied health 
professional (AHP). A documenter may be 

Table 1. Types and composition of SMAs

Generic Type Composition 

DIGMAs PSMAs Heterogeneous Homogeneous

SMAs: 

Medical and 
allied health 
consultation and 
group session 
with up to 15 
patients

Drop-in group 
medical 
appointments 
(DIGMAs): 

regularly scheduled 
SMAs for follow-
up visits that offer 
assessments and 
peer support 

Physical 
shared medical 
appointments 
(PSMAs):

SMA with 
opportunity for 
physical assessments 
of individuals in 
private

Varying gender/age/ ailment

eg. patients with different 
types of chronic disease 
with similar lifestyle-based 
aetiologies (diabetes; heart 
disease; COPD).

Similar ailment or 
background eg. diabetes; 
Indigenous men; elderly 
groups 
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with usual care in the Australian healthcare 
system would then be desirable to precede any 
potential introduction of the process locally. 

Summary
SMAs, which provide multidisciplinary 
contributions and peer support from individuals 
with similar conditions, seem to be time-effective 
and efficient for providers. In addition, a chronic 
disease management paradigm that makes 
full use of SMAs has been applied and studied 
in the US, Canadian and Dutch settings,4,5,17 
providing a basis for such a system in Australia. 
As chronic disease prevalence continues to 
rise and consequent costs threaten to cripple 
the Australian healthcare system, innovative 
approaches to chronic disease management 
need to be considered. The SMA model is one 
such approach. The time may be right to trial 
this model under Australian conditions to test its 
potential efficacy and effectiveness.

Key points
•	 Chronic diseases continue to increase in 

developed and developing countries and there 
is little sign of abatement.

•	 Dealing with chronic disease requires 
attention to process as well as to content.

•	 The traditional one-on-one model of medical 
consultations may not be the optimum 
intervention for the about 60% of primary care 
visits now due to chronic conditions.

•	 SMAs, or group consultations, offer an 
adjunct form of health management with 
the potential for improved health outcomes, 
increased efficiencies, faster access to care, 
improved patient and provider satisfaction, 
and reduced costs.

•	 SMAs could be particularly useful not only 
for the elderly and chronically ill, but also 
for migrants, the Indigenous, and lower SES 
groups (where health literacy might be low 
but peer support high).

Case scenario for a SMA*
Ten patients with type 2 diabetes 
who have care plans in place have 
opted to attend a 90-minute SMA in a 
multidisciplinary medical centre. Patients 
are seated in a circular arrangement in a 
room with a white board and computer 

Instigation of the SMA process would need 
to be gradual and accompanied by a significant 
evidence base and training in operational 
processes. Ultimately, it is expected that such a 
system would require new MBS item numbers to 
reduce potential confusion with billing processes. 
Public education would also be necessary to 
explain the process; however, it is expected that 
word-of-mouth from patient innovators would 
have a powerful impact in this respect.

We speculate that SMAs could hold particular 
promise for patients with low levels of health 
literacy, including the aged, migrant groups, the 
Indigenous, and lower socioeconomic individuals, 
for whom effective intervention has been shown 
to be most difficult.18,19 It might be anticipated 
that the additional time, patient education and 
peer support in such a setting would ensure a 
greater understanding of chronic disease self-
management and treatment adherence, thus 
leading to better patient outcomes. Structured 
trials of the process in varied settings could help 
confirm or refute this. 

Currently a semi-qualitative assessment of 
patient and provider awareness and satisfaction 
with the SMA system is being carried out in 
Australia by the lead author. A follow-up pre- and 
post-assessment of group visits in comparison 

billable under the MBS. Yet close scrutiny 
of the MBS and discussions with Medicare 
reveal that consultations may occur in the 
presence of others (as quite often happens 
when consulting family groups or carers and 
patients simultaneously), provided all other 
MBS requirements are met. Confidentiality is 
also an important consideration under these 
circumstances. This has been overcome in the 
US through confidentiality agreements signed by 
participants (who, it should be remembered, are 
there voluntarily) at the start of every group visit 
session, and no problems with this have been 
reported.4,5,15,17

Other potential barriers to the introduction 
of group visits in Australia include the lack of 
fine detail about the operational procedures 
of such a system within the local primary care 
environment; initial reluctance of patients 
to share personal information (although, as 
discussed above, this has been easily overcome 
in overseas environments); logistics and planning 
to set up and coordinate SMAs; the need for 
appropriate facilities and space; the availability 
of team members; the reluctance of practitioners 
to change their form of consultation; and a lack 
of understanding in Australia regarding the 
business model. 

Table 2. Some established advantages for group consultations in 
chronic disease management in US settings5

A. For patients

1.	Improved quality of, and access to, care

2.	Extra time with own doctor and more relaxed pace of care

3.	Peer support and feedback from patients with similar conditions

4.	Multidisciplinary care from a range of (2–4) providers

5.	Answers to questions they might not have thought to ask (because others in the 
group ask)

6.	An additional healthcare choice

7.	Greater self-management education and attention to psychosocial issues

B. For clinicians

1.	Increased physician productivity/cost-effectiveness/time-effectiveness

2.	Better management of waiting lists

3.	Reduced repetition of information/advice

4.	An opportunity to get off the fast-paced treadmill of individual visits

5.	Can contain costs and increase clinical income

6.	A chance to get to know patients better in an interactive setting

7.	Real help from the multidisciplinary team with the opportunity in Australia to 
coordinate Care Plan Reviews and Team Care Arrangements (TCAs)
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facilities. In a small, adjacent examination 
room a practice nurse (PN) can take 
basic observations and update medical 
records. Light refreshments are offered. 
All patients have received a package 
of information explaining the group 
consultations and what to expect, and all 
have signed confidentiality agreements.

The appointed facilitator (nurse, 
psychologist or diabetes educator 
etc) explains the session and answers 
questions. The GP then enters the room 
and proceeds to consult with patients one 
at a time, providing advice, explaining 
significant findings from blood tests and 
taking questions and input from others; 
the process is managed through the 
facilitator. Self-management education 
is discussed with the whole group and 
individual prescriptions and pathology 
requests are printed out as needed. The 
medical records are documented by the 
PN, including the diabetes cycle-of-care 
requirements. If a patient needs privacy, 
he or she is taken into the examination 
room by the GP or PN while the facilitator 
or GP continues consultations or 
discussion with the remaining group. 

All patients are given the opportunity 
to interact with the GP, peers and other 
health professionals present over the 90 
minutes. The GP then leaves the room 
and any further discussion is finalised 
with the PN and facilitator.

MBS items claimable vary depending on 
the time taken with each patient, but an 
item 23 or 36 is billed. Care plan reviews 
(732) and the monitoring and support 
nurse item number (10997) may be used. 
If required, additional procedures such as 
ECGs can also be claimed.

Follow-up visits are made according to 
individual requirements and patients 
are given the opportunity to book in 
to further PSMAs or regular DIGMAs 
(‘drop in group medical appointments’) if 
desired.

*The form of SMA can vary according to 
conditions and facilities available.

Resources
www.groupvisits.com – co-author Ed Noffsinger’s 
website describing applications of shared medical 
appointments in the US context
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