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Background: Shared medical appointments (SMAs) involve a clinician seeing more than one patient at

a time and are often thought of as advantageous in terms of saving human and �nancial resources and

may be especially helpful in multimorbidity management in primary care. SMAs are typically rated

highly by both patients and the clinicians delivering them.

Aim: The aim of the study was to explore staff and patients' views about SMAs, in particular the

dynamics and relational processes underpinning their experiences of the SMAs.

Design and Setting: The study utilised qualitative inquiry within a general practice setting.

Method: Focus groups were carried out with staff and patients who had been involved with an SMA

pilot in general practice.

Results: Results stemming from thematic analysis suggest that the holistic care and space for

relational processes provided by SMAs underpin the satisfaction of patients, GPs, and the wider

primary care team.

Conclusion: SMAs offer an opportunity for both patients and GPs to have an enhanced experience of

managing chronic multi-morbid health conditions.
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Introduction

Shared Medical Appointments (SMAs) consist of a clinician seeing more than one patient simultaneously

within an allocated timeslot. SMAs have not only been promoted as a means of saving time and resources

in practice[1][2], particularly around multimorbidity care[3], but also as offering the space to harness group

dynamics for improved patient engagement and care (e.g. [4]).

According to the National Institute for Clinical Excellence, ‘Multimorbidity matters because it is

associated with reduced quality of life, higher mortality (…) health services use (including unplanned or

emergency care)’[5]. The aim of SMAs is to improve the care for people with long-term conditions over

and above standard care, offering a unique model compared to one-to-one appointments, with the aim of

improving quality of life for patients. Further, SMAs offer scope for inter-professional collaboration,

drawing on its bene�ts, such as a reduction in professional isolation and an increase in morale at work

for general practitioners[6].

In the standard model of care, patients are referred to existing services that are well-established but

in�exible[7]. Evidence from previous studies suggests that the system of ‘one problem; one ten-minute

appointment’ does not adequately support people living with long-term, complex conditions with

multiple, debilitating symptoms, including chronic pain[8], as well as being more likely to cause staff

fatigue and burnout[9]. Typically, pharmaceutical solutions such as opioid painkillers are an

understandable solution to chronic pain within the con�nes of the standard system, within which it may

be challenging to support patients to implement long-term, sustainable lifestyle changes[10]. Harris and

colleagues[11] claimed that SMAs bring a range of bene�ts such as learning from other group members,

promoting self-management and building trust between patients and health professionals over time.

A general practice in England, partnering with Marjon University and Evalesco Consulting, funded by

The Health Foundation, piloted the use of SMAs as an alternative to traditional GP consultations. Due to

local patient need and demand, the focus of the groups was initially on chronic pain management (all

SMA patients were prescribed opioid medication), though all invited patients had comorbidities of two or

more long-term physical and/or mental health conditions. Only one invited patient declined. The SMAs

were facilitated by an interprofessional team consisting of a GP, a health and wellbeing practitioner and a

practice administrator, with the support of a Clinical Psychologist who provided psychoeducation for the

patients and re�ective sessions for the clinicians. Groups of up to eight patients had an appointment at

the same time which lasted for two hours, and the topic of the session was typically patient-led. Each
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SMA patient attended an average of 4.6 shared medical appointments during the pilot. Three-weekly

SMAs were held for three cohorts.

Relational group dynamics and processes within SMAs are thought to play an important part in patient

engagement with the sessions, as well as adherence to health behaviour change. There are documented

bene�ts of the group process on patients’ ability to manage their chronic pain, as well as an increase in

activity levels[12]. Within the well-established practice of group psychotherapy, as well as in psycho-

education groups, relational group processes are often viewed as the catalyst for the client's

transformational experience, through the development of shared empathy and fostering connection

among group members[13][14] and normalisation of their experience[15]. Our evaluation research sought

to understand how relational and interprofessional facets of the SMAs were perceived by both patients

and staff and whether they were viewed as having an impact on the effectiveness of the SMAs and, if so,

how.

Method

Data collection took place at the general practice. Qualitative methods were employed in order to gather

the perceptions of the staff and patients about the SMAs as part of its evaluation. Qualitative approaches

have been used widely to explore the perspectives of healthcare professionals and patients and have been

proven to be an effective data collection method (e.g.  [16]). Data sources consisted of 19 re�ective voice

notes taken by the SMA facilitators at the end of each session, along with one exploratory interview with

the Clinical Psychologist to shape focus group questions and one staff and one patient focus group

transcript.

The invitation to participate in the focus groups was offered to all 24 SMA patients, clarifying that the

group would be led by an independent researcher. There were 18 patients and one patient relative present

at the focus group. Most of the patients had been using the SMAs since their inception, with a handful

who had just joined a new group and were one or two sessions in.

The second focus group consisted of the staff who had delivered the SMA intervention, including

management, academic, operational, clinical and support staff from the GP practice, Evalesco Consulting

and Plymouth Marjon University. A patient representative also took part in the second focus group. Seven

participants joined the staff focus group.
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The focus groups were facilitated by MK. Before voice recording of the groups began, the purpose of the

study was explained to the participants and verbal consent was sought for focus group participation. The

participants were assured that they could move around during the focus groups and leave the room if

needed without asking for permission. It was emphasised to the patient participants that they were not

being asked to discuss their speci�c health conditions unless they wanted to.

The patient participants were encouraged to speak freely and told that their speci�c contributions would

be anonymised in any resulting publications and would not be directly attributed when feeding back the

�ndings to the SMA facilitators.

The focus groups were organised around a series of questions pertaining to knowledge of the assumed

bene�ts and limitations of SMAs, as well as the project implementation team’s areas of interest regarding

the success or otherwise of the work. However, the facilitator left space for free association and for the

discussion to �ow to reveal unexpected areas for enquiry and for all participants to have a chance to

speak. The pre-prepared questions were as outlined in Boxes 1 and 2:

qeios.com doi.org/10.32388/J42BCH 4

https://www.qeios.com/
https://doi.org/10.32388/J42BCH


Tell me what your shared medical appointments are like…

What did you think when you were �rst approached to take part in them? How did this come about?

How satisfactory, or otherwise, have you found them?

How easy are the sessions to access?

Have they helped you and, if so, how?

Have you seen your GP less one-to-one?

Are there times when shared medical appointments would not be suitable?

Do they mean you get more or less time with a doctor/healthcare professional?

What is the pace like?

What does it feel like when new people join? How long will you continue using the group for?

How would you describe the quality of care you receive through shared medical appointments?

Have the shared medical appointments increased or decreased your healthcare choices?

What about your mental/physical wellbeing?

Have you learned more about your health? How con�dent are you in using what you’ve learned? Would you say

you are now better at self-managing your condition?

Do you go about your life more easily?

What are your thoughts on peer support and learning from other patients?

Have you had any concerns about being seen in a group, e.g. con�dentiality, privacy, etc.?

Has the experience of an SMA helped you manage your pain? Given you a greater sense of control? Have you

learned more about your medication? Has this led to a medication reduction? What does this mean to you?

Have you seen an impact on other group members? How would you describe it?

What sorts of issues does the group address?

How long would you like the groups to continue for? How could the groups be improved?

Do you prefer the group to be facilitated by the same people or different people each week? Does a GP always

need to be there? What about a wellbeing practitioner? Could patients run the group by themselves?

Box 1. Patient Focus Group Questions
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How did you become involved in the project?

What are the advantages of SMAs for clinicians? For patients?

What are the disadvantages of SMAs for clinicians? For patients?

Do the SMAs lead to improved clinical outcomes?

How are patients selected for the group?

Has the project improved your productivity and, if so, how?

Has repetition in your work reduced as a result of the SMAs?

Have you seen one-to-one repeat GP visits reducing?

Are SMAs cost-effective?

Is the length/number of SMAs appropriate?

How do you encourage peer support in the group?

How do you manage new joiners?

How do you manage those at different stages of change?

Do you get to know your patients better in one-to-one appointments or in SMAs?

Is the current staff mix right for the SMAs?

What have you found challenging?

What have you learned about group dynamics?

Is the psychological input for both the SMA facilitators and the patients important?

Has it been useful to capture re�ective notes? Have these been used for formative improvement?

How do you support one another in running the SMAs, both the facilitators and the wider team?

Would you like to see SMAs continue in the practice?

Could the SMAs be rolled out more widely and, if so, how?

What has your key learning been?

What is needed for your own development?

Box 2. Staff Focus Group Questions

The patient group was stopped at one hour and forty minutes when no new ideas emerged and it would

have affected the comfort of the participants to keep the group going. The staff group lasted one and a

half hours with a natural comfort break taken after an hour.
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MK immersed herself in the data by repeatedly listening to the recordings and taking notes in order to

identify recurrent ideas using codes, which were then organised into overarching themes along with

illustrative excerpts.

During the process of analysis, the six-step guidelines developed by Braun and Clarke[17] were applied by

MK. These suggest that the following iterative steps are undertaken to achieve analytical rigour and to

allow for meaningful claims to be made:

�. Familiarising oneself with the data

�. Generating initial codes

�. Searching for themes

�. Reviewing themes

�. De�ning and naming themes

�. Producing the report.

The analysis was also developed through discussion with a qualitative researcher (JR), in order to reduce

bias through a further objective view. The analysis took on an inductive/deductive hybrid[18] whereby the

evaluators’ prior knowledge of health systems shaped the theme interpretation and discussion, yet their

de�nition was led by the synthesis of participant responses.

Results

The overarching themes and key areas of interest are presented with illustrative quote excerpts to convey

the commonalities across the three data sources. ‘Pp.’ is shorthand for patient focus group participant

and ‘Sp.’ for staff focus group participant.

Holistic care at the centre of SMA acceptability

Conventional ten-minute GP appointments limit patients to discussing one concern per appointment. In

contrast, Shared Medical Appointments offered time for participants to explore all of their symptoms

with the same clinician:

‘If you think about it as well, for the four different things you would have to have four different

appointments. So in that way it is time saving.’ (Pp. 3)

‘If you think about it in those two hours you have so much information.’ (Sp. 7)
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Having more time within appointments was one of the strongest bene�ts of this model of care for people

living with complex conditions. It allowed patients to discuss their experiences and collaboratively

negotiate changes to their care, including their key concern of reducing medication safely, in a way they

had found dif�cult in the conventional system:

‘You never got any [medicine] reviews until this actually happened. Any time I got it reduced, I

never actually got asked whether I can cope with it, and now I am being asked if I can cope with

it. So now I have managed to reduce it down. So knowing the fact that he’s actually there (…) and

seeing if it works without having to wait months for an appointment.’ (Pp. 13)

Having more time also meant that clinicians appeared less likely to try and ‘�x’ a problem quickly with

medication. Instead, there was much perceived bene�t in the SMA groups being jointly facilitated by the

GP and the health and wellbeing practitioner to offer support to make holistic changes that may be

dif�cult to achieve within a ten-minute appointment. These changes were then supported through

repeated group meetings every three weeks:

‘I realised there was a need here to help patients in a different way. We felt we needed to do

something different, to have more time, to allow them to help each other more, to also introduce

non-medical interventions a bit more (...). You have more space and time which allows you to

think about something and come back to it, in a way which you don’t get in a consultation.’ (Sp. 1)

‘Being able to go back to the gym again has been a godsend to me. I have actually been taught a

bit of mindfulness which I now do at home. (…) I think it has been the best thing I have ever tried

to be honest, knowing that there are other things you can do.’ (Pp.13)

This way of working was also new to patients and appeared to help them view their conditions and their

management differently. SMAs showed them ways of living well with pain, rather than focusing on

eliminating it entirely, and to approach mental and physical health holistically:

‘They want somebody to �x them. And I think some of the groups have changed from that to OK

actually this is where I am at the moment and there are things that I can do that are enjoyable

and ful�l me and it’s not all about the pain.’ (Sp. 5)

‘Rather than the blinkered “you’re here for one thing and nothing else matters”, of course

everything is connected, your mental health, your physical health, diet.’ (Pp. 3)
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Harnessing the relational to address patient needs

As a group process, SMAs aimed to address both the clinical and social needs of participants, bringing

people together to help reduce feelings of isolation and improve their resilience. The individuals we spoke

to described the impact of SMAs very much in terms of relationships—those between patient-peers and

between patients and clinicians—with the relational supported through several elements:

Continuity of care

SMAs supported continuity whereby the same group saw the same practitioners for the duration of the

project. Despite the innovative nature of this model of care, one participant compared it to ‘old-fashioned

doctoring’, which would have also involved the same continuity that was important to those with long-

term conditions:

‘If you have a long-term condition the [standard] system doesn’t work. You need continuity of

care, you need old fashioned doctoring. The system is just set up to deal with acute conditions and

to tick a box. This is why the group is so useful.’ (Pp. 3)

Patients also described their relief at not having to re-tell their story at each medical appointment, as was

usually the case, especially when seeing a different or a locum GP:

‘And you see the same doctor. This is very important, especially for people who have multiple

problems. I usually waste a whole appointment trying to explain all my conditions to a new

doctor.’ (Pp. 4)

Equality and empowerment

Continuity of care, through SMAs, offered a chance to build ongoing relationships, but also made them

more equal. SMAs gave patients the opportunity to learn more about their own condition and encouraged

a collaborative approach to managing care:

, (…) we combine elements of disciplines and make it patient led, rather than telling people what to

do. We do this in partnership and try to facilitate people doing this their own way as they often

have answers to their own issues. They are their own experts in their own lives.’ (Sp. 6)

Relationships that might otherwise have been quite formal or even paternalistic were described in terms

of ‘friendship’:
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‘It’s all the other stuff; it’s not just sit down and see a doctor (…) it is almost like having a friend

telling you.’ (Pp. 14).

Staff colleagues described the positive in�uence of the health and wellbeing practitioner in the groups,

who was used to working to empower patients to manage their own conditions:

‘the approach feels “real life” and accessible, more so than perhaps a purely biomedical approach.

Over time, we hope that patients take on a greater responsibility for their conditions and work on

what they can change.’ (Sp. 4)

Peer support

One aim of SMAs was the use of peer-to-peer support to help reduce feelings of isolation and improve

resilience. This group process appeared central to the programme’s success, giving patients

opportunities to share and learn from others and not just rely solely on their GP.

The group offered suggestions and solutions to managing symptoms, which were especially valuable

when patients felt ‘stuck’:

‘From a personal point of view you often sit there in consultation and you don’t have all the

answers to give to someone, so having it in a group it’s easier to empower people to come up with

their own solutions more than in a 1:1 setting. Peers can sometimes chip in with solutions.’ (Sp. 1)

‘I had a breakdown (…) and from a mental health perspective knowing that you are sitting at a

table with other people who are going through similar things you don’t feel like you are the only

person going through it. So it has settled me (…) and knowing that there are ways and means.’ (Pp.

9)

Social support and emotional wellbeing

The group offered social connection and a routine for people who were otherwise quite isolated:

‘the human connection between patients and the whole group, that sharing is crucial to all life

and without that we cannot lead ful�lled lives.’ (Sp. 7).

‘It is nice to see others with similar conditions as you feel less isolated and it makes you feel like

you are not on your own with it, as often it can be quite debilitating’ (Pp. 8)
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For some participants, this was one of the only connections they had with other people in their day-to-

day lives:

‘I often don’t see anybody for weeks on end, me. Especially in the Winter I just don’t see people. I

have seen more people coming to this in the last few weeks than I have done in the last six

months.’ (Pp. 4)

‘When I leave I cannot wait for the next one. It gives you something to focus on. You do not feel

alone. Someone is sharing the problem with you. (…) It’s the banter, the no judgement, it is really

good, (…) we have a laugh. You get that nowhere else; you forget about it for a couple of hours, you

focus on someone else. Family doesn’t always understand, you tend to wear a mask [but] (…) here

you can just be your normal self.’ (Pp. 16)

Clinicians’ working relationships

The SMAs not only bene�ted patient relationships but had many advantages for clinicians’ working

relationships too. GPs usually work alone during clinic, and the change to joint working was welcome,

also bringing clinical bene�ts for patients:

‘It is important to have two people facilitating these, as sometimes when dif�culties have come

up, we have had a bit of a chat about it, should we do something differently or have a change of

plan. The way one works normally as a clinician can be quite lonely or isolating and you can be

on your own with things, and often you want to have a chat with a colleague and there isn’t

anyone around and often you don’t have that time.’ (Sp. 1)

‘I think it has had a positive impact on our own mental wellbeing and almost being able to

unload a little bit (…) when we articulate uncertainty and discuss it between the two of us, it’s

almost as if we are unburdening a little bit and there is that shared recognition.’ (Sp. 6)

In particular, working in an interprofessional team gave GPs alternative insights into treatment and a

rare opportunity to re�ect, collaboratively, on their practice and clinical decision-making:

‘I think quite a few times we have been thinking similar things and [had] we had just left at the

end of the session, we wouldn’t have discussed them, but often [in discussion] at the end of the

session we saw that we had similar feelings.’ (Sp. 6)
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For the health and wellbeing practitioner, working with a GP offered them legitimacy and then better

treatment acceptance from the patients they were working with:

‘Sometimes the problem I have is convincing people I know what I am talking about. Because I

am non-medical, I don’t have that caché that a GP has, that kind of inbuilt power that people see.

(…) If a GP tells you to do something, people tend to do it. (…) The fact that I am not a medical

professional myself, I have to win people over (…) [but the GP] being there from the start gave me

legitimacy which made it easier for me.’ (Sp. 6)

The process of devising, setting up and facilitating the group had brought an embedded re�exive element

to their work that in�uenced everyone involved, further enabled by the input of a clinical psychologist

into supporting the staff facilitators, as well as by offering sessions in mindfulness to the patients:

‘I feel that the whole group was interested in and committed to being re�ective in the whole

process. So there was an interest in the group. (…) This is hard to quantify, but I think it is that

capacity and that quality that I think really affects the process of a group like this.’ (Sp. 5)

Discussion

Summary

Our evaluation has found that by using an innovative mode of appointment delivery in an

interprofessional context, SMAs encouraged more holistic, multifaceted support for people experiencing

multimorbidity and pain. Of particular focus has been the exploration that much of this innovative

support emerges from relational elements, elements that may be hard to replicate in the 10-minute, one-

to-one appointment, and arguably even more so within a strained, pandemic-recovery primary care

context.

Our �ndings indicate that these relational elements feature for both patients and the professionals

involved. For patients, this includes the opportunity to share an empathic and normalising space with

people who understand what it can be like to live with chronic health issues. For professionals, it includes

the opportunity to work in a collaborative context, sharing decision-making, increasing re�exivity and

reducing professional isolation. We also note that this shared professional space was also facilitated by a

broader ‘steering’ group that created a supportive and re�ective atmosphere which arguably helped

scaffold the actual clinical appointments.
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Strengths and limitations

Our evaluation study focused on the ‘soft’ qualitative facets of how SMAs were experienced by staff and

patients and therefore appropriately utilised qualitative methodology to gain these person-centred

understandings. It would also be of interest to evaluate SMAs on the basis of cost/bene�t to the practice

and to the wider system. We did not look at objective patient outcomes and did not follow up the patients

to assess whether SMAs had an impact on their condition and its management longer term.

At the time of writing, the SMAs were pivoting to online delivery, and it is important to understand the

role technology may play in mediating group dynamics, mutual support and ‘presence’, especially given

the more embedded GP virtual access as a result of past pandemic restrictions.

Comparison with existing literature

There are parallels to be drawn between our �ndings and literature about the bene�ts of group dynamics

(e.g. [12][19][20]). Indeed, Heyworth and others[21] found that patients rated SMAs as more satisfactory than

treatment as usual and identi�ed effective clinician/patient communication within SMAs as one of the

modes underpinning quality care.

Where we add to knowledge is by highlighting the role of relational processes in SMAs in general practice

for both patient and staff satisfaction. Relational group process, studied widely in psychotherapy,

emphasises inter-subjective relating between individuals and the group, as well as the impact of mutual

in�uence. Our �ndings indicate that the presence and in�uence of others helped reduce isolation for both

patients and staff, helping to nurture a more holistic approach and understanding of pain and

multimorbidity. Mutual empowerment achieved through the re�ective and re�exive space offered by the

SMA (typically dif�cult to achieve within the time constraints of traditional GP appointments) is a well-

documented feature of psychotherapeutic groupwork[22].

In the context of multimorbidity management and interprofessional working, and in line with Dysvik

and Stephens’ work on group-based chronic rehabilitation[23], SMAs allowed for dialogue, challenging

patient and professional power asymmetries, and crucially reduced isolation for both patients and staff.

During a time of low morale and burnout within the healthcare professions and the need for team-based

support as they undertake pandemic recovery[24], it may be that SMAs are a timely mode of care delivery

to improve staff engagement.
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Implications for practice

It was clear from our �ndings that the social and relational elements of the group were just as important

to patients as the clinical care. Shared experience, friendship and a routine contributed to their wellbeing.

This, along with the focus on education and empowerment, helped them learn to manage their own

conditions. These groups were targeted at those living with chronic pain but have the potential to be used

for a variety of other chronic conditions. SMAs not only had bene�ts for patients but also for facilitators.

The opportunity for shared working, re�ection, connection and new skills was valued by health

professionals.

The difference between SMAs and standard care is, fundamentally, in what drives the care being offered.

The standard primary care participants had experienced was service-led: the system was �xed and

patients were referred to whatever pre-existing services might best suit them. In contrast, shared

medical appointments were patient-needs-led. The extra time gave service users the chance to explain

their own individual needs, and facilitators could respond to the needs of the group holistically over time

during regular appointments, upholding patient-centredness and continuity of care.

To conclude, SMAs offer an opportunity for patients, GPs, and health & wellbeing practitioners to have an

enhanced experience of managing chronic multi-morbid health conditions, along with a broader

opportunity to encourage re�exive and collaborative work—harnessing the ‘relational’ across the board.
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