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ABSTRACT
Objective To synthesise the published literature on 
practitioner, patient and carer views and experiences of 
shared medical appointments (SMAs) for the management 
of long- term conditions in primary care.
Design Systematic review of qualitative primary studies.
Methods A systematic search was conducted using 
MEDLINE (Ovid), PsycINFO (Ovid), CINAHL (EBSCOhost), 
Web of Science, Social Science Premium Collection 
(Proquest) and Scopus (SciVerse) from database starting 
dates to June 2019. Practitioner, patient and carer 
perspectives were coded separately. Deductive coding 
using a framework approach was followed by thematic 
analysis and narrative synthesis. Quality assessment was 
conducted using the Critical Appraisal Skills Programme 
for qualitative studies.
Results We identified 18 unique studies that reported 
practitioner (n=11), patient (n=14) and/or carer 
perspectivs(n=3). Practitioners reported benefits of SMAs 
including scope for comprehensive patient- led care, peer 
support, less repetition and improved efficiency compared 
with 1:1 care. Barriers included administrative challenges 
and resistance from patients and colleagues, largely 
due to uncertainties and unclear expectations. Skilled 
facilitators, tailoring of SMAs to patient groups, leadership 
support and teamwork were reported to be important for 
successful delivery. Patients’ reported experiences were 
largely positive with the SMAs considered a supportive 
environment in which to share and learn about self- care, 
though the need for good facilitation was recognised. 
Reports of carer experience were limited but included 
improved communication between carer and patient.
Conclusion There is insufficient evidence to indicate 
whether views and experiences vary between staff, 
medical condition and/or patient characteristics. 
Participant experiences may be subject to reporting 
bias. Policies and guidance regarding best practice need 
to be developed with consideration given to resource 
requirements. Further research is needed to capture views 
about wider and co- occurring conditions, to hear from 

those without SMA experience and to understand which 
groups of patients and practitioners should be brought 
together in an SMA for best effect.
PROSPERO registration number CRD42019141893.

INTRODUCTION
Over 15 million people in England are 
living with one or more long- term condi-
tions.1 Such multimorbidity is more 
prevalent in those over 65 years and in 
socioeconomically deprived areas.2 3 Long- 
term conditions require ongoing disease 
management and care, which consume a 
significant amount of healthcare service 
delivery time.4 Models of care that support 
patient self- management (or self- care) are 
at the centre of government policies world-
wide,5 including NHS plans.6 7 Shared 
medical appointments (SMAs) or group 
consultations have been promoted as a 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ Focus on qualitative evidence provides rich insights 
into barriers to implementation of shared medical 
appointments (SMAs) in primary care from the per-
spectives of practitioners, patients and carers.

 ⇒ Robust search strategy, based on previous high- 
quality reviews, refined to allow us to better identify 
qualitative research.

 ⇒ The thematic synthesis approach has enabled the 
identification of analytical themes that offer a new 
interpretation of practitioner and patient experienc-
es of SMAs beyond earlier reviews.

 ⇒ Rapidly evolving area of practice and publications 
and the most recent evidence may be missing.

 ⇒ Grey literature was excluded from the synthesis
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new way of delivering primary care to simultaneously 
improve patient self- management and resource use 
efficiency.8 9

SMAs typically involve a group of patients with the 
same long- term condition(s) meeting with one or 
more healthcare practitioners. In contrast to group 
education programmes, the SMA usually replaces a 1:1 
appointment and may include physical examinations, 
medication adjustments or other clinical interven-
tions.8 10 It has been theorised that SMAs may improve 
patient self- efficacy by enabling participants to witness 
the consultation experiences of others and to observe 
disease management strategies of peers who act as 
realistic role models for their own self- care.4 10 While 
there is some evidence that SMAs can support self- 
management of long- term conditions,4 it is important 
to understand the feasibility and acceptability of imple-
menting SMAs from the perspectives of primary health-
care practitioners, patients and carers to ascertain if 
this model of care can meet their needs and reduce 
health inequalities.

It has been reported that practitioners enjoy SMAs, 
citing benefits including development of team relation-
ships, learning from patients and more variety in work.4 10 
Patients attending SMAs have also reported feelings of 
socialisation or normalisation of a condition, increased 
trust with healthcare practitioners and enhanced 
knowledge.4 11 However, a small number of studies 
have reported patient concerns, including confidenti-
ality and being unclear about the purpose of a session.4 
Providers have reported concerns around insufficient 
clinician and group facilitation training for SMAs and 
the need for suitable premises.4 11 12 Earlier reviews have 
focused on secondary care,4 which is typically disease- 
specific with time- limited follow- up after specialist treat-
ment.11 In contrast, primary care has an emphasis on 
ongoing disease management, often including multiple 
conditions, and care continuity. Hence, this system-
atic review of qualitative research aimed to provide an 
in- depth insight into the experiences and perceptions 
of SMAs for the management of long- term conditions 
in primary care, including identifying barriers and facil-
itators regarding implementation.

Review research questions:
1. What are patient and practitioner views and experienc-

es of SMAs in primary care?
2. Do these views and experiences vary by long- term con-

dition and/or other patient/ practitioner characteris-
tics?

3. What does the literature tell us about potential barriers 
and facilitators to the delivery and uptake of SMAs in 
primary care?

METHODS
A systematic review and narrative synthesis of qualitative 
studies was conducted.

Search strategy and selection criteria
We searched MEDLINE (Ovid), PsycINFO (Ovid), 
CINAHL (EBSCOhost), Web of Science, Social Science 
Premium Collection (Proquest) and Scopus (SciVerse) 
from database start dates to June 2019. A combination of 
keywords and Medical Subject Headings to locate rele-
vant qualitative studies were used (see online supple-
mental file 1). Database searches were supplemented by 
forward and backward citation searches of the included 
papers.

Primary qualitative studies were included that (1) 
explored the views of primary healthcare practitioners, 
staff, patients or carers that had been involved in the 
delivery of or attended SMAs within primary care; 
(2) met our criteria to be classed as an SMA (group 
appointments that were intended to replace standard 
1:1 appointments in general practice, were delivered by 
primary care practitioners, and included clinical advice 
and management as well as peer learning and support); 
and (3) had a patient population with at least one long- 
term condition. For studies in which participants deliv-
ered/attended SMAs for both long- term conditions and 
non- long- term conditions, only data relating the former 
were extracted and synthesised. Papers were excluded 
if (1) the group session did not include an individual 
assessment/examination/consultation with a primary 
healthcare professional; (2) papers reported survey 
data only; and (3) it was not possible to differenciate 
between data collected from participants attending 
SMAs for long- term conditions those attending SMAs 
for non- long- term conditions (eg, antenatal care).

The title and abstracts of retrieved citations were 
double- screened, and where there were discrepancies, 
screeners met to reach agreement. All studies at the full- 
text stage were similarly double- screened with any uncer-
tainties resolved by discussion with a third member of the 
review team.

Quality assessment
Methodological quality of eligible studies was assessed 
by two independent reviewers using the Critical 
Appraisal Skills Programme (CASP) checklist for quali-
tative studies.13 This was done to assess conduct (validity 
and robustness), transparency, content and utility of 
findings. Studies were not excluded on the basis of this 
appraisal, as limited reporting is not necessarily indic-
ative of low- quality research and risks the exclusion of 
appropriate studies.14 The strengths and limitations of 
each included study were considered during the anal-
ysis to ensure that findings from unreliable studies did 
not unduly influence our results.15

Data extraction and synthesis
Key characteristics of the included studies and study 
participants were recorded using a data extraction form, 
with the extracted data double- checked by another 
team member. Full- text papers were then imported into 
NVivo V.12. A framework based on themes previously 

 on A
pril 9, 2024 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2020-046842 on 24 A

ugust 2021. D
ow

nloaded from
 

https://dx.doi.org/10.1136/bmjopen-2020-046842
https://dx.doi.org/10.1136/bmjopen-2020-046842
http://bmjopen.bmj.com/


3Graham F, et al. BMJ Open 2021;11:e046842. doi:10.1136/bmjopen-2020-046842

Open access

identified by reviews4 10 was used to deductively code 
participant quotes and authors’ interpretations in the 
Results and Discussion sections of the studies. All data 
were coded by one reviewer then checked by a second. 
Data reflecting the views of practitioner, patients and 
carers were analysed separately.

Data excerpts were compared and contrasted, and 
descriptive themes were formed by merging codes and 
grouping them around existing themes4 and emerging 
themes. This included condensing the existing themes 
into related/discordant subthemes which were subse-
quently translated into higher- level themes to better 
answer the research questions. Texts were reread and 
data recoded according to newly structured thematic 
framework through an iterative process to ensure these 
themes best reflected the data. Data excerpts were then 
examined to look for similarities and differences in the 
perspectives of practitioners or patients by characteris-
tics (eg, gender and age).

The Enhancing Transparency in Reporting the 
Synthesis of Qualitative Research checklist was used 
for reporting this review (see online supplemental 
material).

Patient and public involvement (PPI)
The proposed programme of SMA research was 
presented to a PPI panel who provided their views and 
opinions about what potential barriers and facilitators to 
attending an SMA might be from a patient perspective, 
thus providing insights into potential findings of the 
review. Our affiliated PPI group read and commented 
on the draft of this article and have identified several 
patient community groups through which to share a lay 
summary of the research findings.

RESULTS
Figure 1 outlines the screening and selection process 
resulting in the inclusion of 18 studies in the final 
synthesis.

Quality appraisal
Quality of the included studies was generally high; most 
papers met the majority of the CASP checklist criteria 
(online supplemental file 2). Weaknesses commonly 
related to lack of information about participant recruit-
ment16–22 and researcher reflexivity, which was missing 
in all but two studies.23 24

Figure 1 Flow diagram of review search. Our search resulted in the retrieval of 84 papers for full- text review. Of these, 66 were 
ineligible for inclusion. Three additional studies were identified following forward and backward citation searches. This resulted 
in the inclusion of 18 studies in the final synthesis. SMA, shared medical appointment.
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Overview of included studies
Studies were published between 2004 and 2018 and 
are summarised in table 1. Studies report the views 
and experiences of a total of 262 practitioners, 306 
patients and 39 carers. The majority of studies were 
from North America; two were from Australia. Only two 
studies looked at the views of those healthcare profes-
sionals who were not delivering SMAs22 25; the rest of 
the studies reported the views of individuals with expe-
rience of having delivered/attended SMAs. One study26 
involved video SMAs; all others were face to face. One 
study focused on an SMA for children.16

The healthcare practitioner views most commonly 
reported were general practitioners (GPs), family 
physicians, practice nurses and nurse practitioners 
(NPs).16 18 19 21 24 25 27–31 Fewer studies captured the views of 
healthcare managers, programme/research coordinators 
and administrators.18 21 23 28–31

The SMAs varied in terms of content, duration, numbers 
of attendees and frequency of sessions. The majority of 
studies focused on single- condition SMAs (n=12); three 
reported on both single- condition and mixed- condition 
SMAs29 31 32; two reported on mixed- condition SMAs 
only27 33; and one gave no details.25 ‘Mixed- condition’ 
SMAs were for patients with one or more of a number 
of different conditions and thus included those with one 
condition and those with multimorbidity. Studies of SMAs 
for diabetes were most common (n=15). A summary of 
the SMAs is given in table 2.

Narrative synthesis
Tables 3 and 4 present the findings of the analysis of 
practitioner and patient perspectives, respectively. 
Each table outlines examples of codes that were 
used to group the data into subthemes, which were 
subsequently translated into higher- level themes. 
Practitioner themes were ‘advantages and benefits’, 
‘barriers and challenges’ and ‘implementation success 
and sustainability’.

Advantages and benefits
Comprehensive patient-led care
Practitioners viewed the care delivered via SMA to 
be more comprehensive25 29 31 and better suited to 
supporting self- management than 1:1 appointments.18 
Longer appointment times enabled a range of issues 
and concerns to be covered in the one session18 22 25 
and provided the opportunity for patients and practi-
tioners to develop a care plan together.18 29 31 Practi-
tioners reflected that the group sessions had improved 
their own practice as they were able to gain further 
insights into patient circumstances, their conditions 
and the challenges to self- management that patients 
face in their daily lives.16 25 27–29 Practitioners believed 
the presence of multiple clinicians with complemen-
tary expertise in the SMAs enabled more holistic 
care.23

Peer support and accountability
Practitioners valued the peer support afforded to patients 
by group appointments,19 23 28 30 31 believing patients bene-
fitted from listening to the experiences of their peers and 
from hearing responses to other participants’ questions.22 
This, in turn, helped them to understand their condition 
better and how best to manage it.19 23 Practitioners said 
patients were able to relate to each other, which helped 
to normalise their conditions16 and provide confidence 
in self- management.17 Some clinicians explained there 
was ‘cathartic value’ or ‘therapeutic effect’ from patients 
sharing with others in the group their personal story of 
disease management.16 21 29 The group format also enabled 
collective problem solving with clinicians and peers.31 
Two studies also reported that practitioners believed that 
patients felt accountable to other group members, which 
increased their motivation to reach their self- set goals.28 29 
However, a clinician in another study reported that the 
peer- to- peer support element of the SMA ‘didn’t work 
very well’ when two patients were paired together who 
were both ‘non- compliant’ and ‘didn’t give off the best 
information’.28

Efficiency and lower cost
Clinicians reported that they found the sessions enjoy-
able and made their work less repetitive,21 22 28 less 
rushed and more relaxed.21 GPs and other manage-
rial staff perceived SMAs to be more time efficient and 
cost- effective than usual 1:1 appointments19 28 31 and 
improved patient access to healthcare.28 31 The multi-
disciplinary nature enabled them to get ‘a lot of work 
done’23 and meet evidence- based guidelines.31 However, 
nursing staff did not report time and cost efficiencies; 
rather they described the additional time and resources 
involved in setting up the SMAs.

Barriers and challenges to adoption and implementation
Patient resistance and suitability
NPs without SMA experience had concerns about 
recruitment and attendance, as patients were ‘histor-
ically’ and ‘culturally’ accustomed to receiving 1:1 
care.25 They also expressed concerns over the appropri-
ateness of group sessions for some patient population 
groups, particularly those with ‘concurrent disorders’ 
that ‘can’t keep to the timeline or sit long enough’.25 
Lack of motivation to improve health21 and reluctance 
to share information in a group setting were perceived 
reasons why patients may not attend SMAs. Concerns 
about the ability to maintain patient confidentiality 
during the group session were raised but ‘lessened 
when it was explained that this is dealt with through a 
signed confidentiality agreement’.21 22

Practitioners with SMA experience reported that the 
top barrier to implementing SMAs was ‘convincing the 
patients to show up’.28 Patients were reported to be 
reluctant to take part in a group because they did not 
want to disclose medical history and health complaints 
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Table 3 Views and experiences of practitioners and staff

Themes Subthemes Exemplar codes Exemplar quotes and data

Advantages and 
benefits

Comprehensive 
patient- led care

Multidisciplinary care, 
patient- led, increase 
patient understanding, 
increase practitioner 
understanding

‘…one person’s worried about hyperglycemia and another 
person’s worried about nocturia, and another person’s 
worried about their vision you get information that can be 
both preventative and curative all in the same visit’. NP25

Peer support and 
accountability

Normalise condition, 
offer support, share 
experiences, encourage 
accountability, increase 
motivation

‘The biggest part is just that they [the patients] get to kind 
of feed off of each other and they talk about what works 
and what doesn’t… I think that the fact that they can help 
teach each other is most important’. Dietician23

Efficiency and 
lower cost

More efficient, less 
repetition, improved 
access, costs

[The SMAs] kind of a win all around because when 
you increase your productivity you increase access for 
patients, your waiting times go down…we’re better able 
to meet evidence- based guidelines because there’s a 
team taking care of patients rather than a single provider’. 
Provider 131

Barriers and 
challenges to 
adoption and 
implementation

Patient resistance 
and suitability

Accustomed to 1:1 
appointment, not for all 
patients, attached to 
physician, confidentiality

‘Definitely the top barrier will be convincing the patients 
to show up. We invite an average of 10 people and we 
usually have between 4 and 7 who come and continue 
to show up. I think patient buy- in is definitely a barrier’. 
Primary care physician28

Role adjustment 
and uncertainties

Colleague resistance, 
self- efficacy/new skills, 
power relationships, 
managing peer 
interaction

‘I’ve got to tell you, it’s a hard sell with physicians. Even 
now, I don’t have a champion for the diabetes SMA. They 
see it as extra work. They don’t see the added value. It 
troubles me a lot that it’s so hard to get the docs involved’. 
Nurse28

Administrative 
and resource 
challenges

Coordinating schedules, 
patient reminders, 
funding and billing, lack 
of space/rooms, staff 
shortage, busy staff

Author interpretation: NPs described how physical space, 
administrative time, and buy- in were major barriers to the 
diffusion of Group Medical Visits. Many NPs described the 
challenges of lacking regular office space or having limited 
administrative time, which required them to engage in 
clinical organization during personal or unpaid time.25

Implementation 
success and 
sustainability

Skilled facilitator Facilitator—important, 
group management

Author interpretation: The role of the facilitator was 
thought to be crucial to the successful operation of the 
group, and selection and training for the facilitator was 
seen as crucial to success.21

Tailored to patient 
groups

Patient background, 
disease stage

‘…critical that we (the video- SMA providers) were 
sensitive and expressed a value for diversity; that 
we were conscious of the dynamics inherent to the 
participant’s cultures especially in the group interaction 
and demonstrated that we (the video- SMA providers) had 
knowledge regarding these differences and were willing to 
adapt our service delivery’. Provider26

Leadership, 
teamwork and 
communication

Leadership, teamwork, 
communication, 
collegiality

‘It cannot be one person because the key word is 
‘sustainability.’ If that person ever leaves or something 
ever happens, everything falls apart’. Administrator18

‘I think speaking to the importance of research and 
teamwork, getting people together for the betterment 
of patient care and the collegial approach to doing the 
kind of thing that brings people from different disciplines 
together, particularly nursing and the primary care 
providers. I think that’s where we’ve got to wear that cap 
to get the right people engaging and working together’. 
Administrator and primary care physician23

NP, nurse practitioner.
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to peers,23 and in one case, this was thought to 
contribute to SMAs being a short- lived and unsuccessful 
innovation.27 Some providers described how they spent 
time identifying patients they thought might be ‘willing 
to attend’ and did not invite those whom they felt were 
‘less suited’ to SMAs, such as those who were hard of 
hearing, who had limited English speaking skills or who 
were uncomfortable in a group.31

Role adjustment and uncertainties
NPs experienced difficulties encouraging other staff 
within the practice to ‘buy in’ and support the SMAs,23 28 
reporting it being a ‘hard sell’ to doctors who perceived 
them as ‘extra work’.28 There was uncertainty and hesi-
tancy among practitioners about SMAs, what was expected 
of them. Some practitioners reported how SMAs changed 
the dynamics between patients and provider, with prac-
titioners tending to step back or keep quiet and allow 

patients to explore and discuss and problem solve 
between themselves,29 30 but to intervene if misinforma-
tion was shared.30 A clinician with no previous experience 
of group care was initially concerned, recognising that 
different skills were needed for SMAs. Yet, with minimal 
coaching, she was ‘surprised at how easy’ it was to sit 
back, observe and listen rather than having the burden 
of needing to ‘always know the answers’.16 One study27 
reported that there were changes in the power dynamics 
between professionals particularly between NPs and GPs, 
as the former often take the lead in delivery of SMAs. 
One NP reported being irritated when the physician 
had minimal input during the SMA yet ‘billed for the 
ten people that were in the group even though the NP 
had done all of the work, teaching, counselling and the 
prescriptions’.25

Table 4 Views and experiences of patients and carers

Themes Subthemes Exemplar codes Exemplar quotes and data

Benefits of 
SMAs

Peer support Feeling supported, 
reassurance

‘I wasn’t the only one who had ADHD. It’s like there’s more 
people to know how it feels… I really don’t talk to anybody 
about my stuff I have to go through, so it was fun to tell people 
about it’. Patient with ADHD16

Vicarious 
learning and 
collective 
problem solving

Surrogate questioning and 
answers, listening and 
discussion, learning from 
peers’ experience

‘I didn’t even want to go on the medication. To me it was no 
you know. But hearing it from her [another group member] 
how it worked for her, I decided to try it. And I’m glad I have, 
because it has helped me control it’. Patient with diabetes24

Motivation 
for self- 
management

Learn self- management 
strategies, improved self- 
management, accountability

‘… you come out of the group feeling much more self- 
confident … you’ve got your batteries recharged and you can 
really go till the next group … it’s more motivating … you want 
to do more yourself and rely less on others … but then you 
always realize there’s others out there to help you if needed’. 
Patient31

Safe 
environment to 
share

Inviting and comfortable 
atmosphere, honesty, 
anonymity in group, 
enjoyment, more time

‘I just noticed that, listening to the other people, they brought 
up some things that may have related to me that I felt were my 
weaknesses or things that I did that I wouldn’t wanna disclose 
because I might feel a bit of shame or embarrassment, but 
after hearing other people be open and honest, I think it gives 
me—or just allows you to be more honest yourself because 
you’ve already heard other people expose themselves or be 
honest. Male, approximately 60 years old, type 2 diabetes 
SMA32

Barriers 
to SMA 
attendance 
and success

Cultural barriers Dislike group work, 
confidentiality and privacy 
concerns, can’t relate to 
others, dislike divided 
time and attention, lacking 
motivation/ interest in health, 
sessions too long

Author interpretation: One male stated he was ‘too busy’ to be 
sitting around in a doctor’s surgery for 90 minutes, although 
agreed that the total time taken for a consultation, with waiting 
time, etc, may equal this.21

Author interpretation: While some initially thought sharing 
information in the group situation was a problem, a concern 
over privacy tended to drop away after talking about this. ‘I 
suppose you don’t have to disclose what you don’t want to’. 
Female21

Physical barriers Accessibility of venue, 
transportation costs

‘I’m on a fixed income, I’m a retiree, and sometimes it gets a 
little expensive when you’re charting out what you can spend 
each month … maybe if they could throw a little something in 
each month, like maybe $10 for transportation or something. 
Don’t you think that would help?’ Patient with diabetes18
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Administrative and resource challenges
The most commonly cited challenge to implementing 
SMAs was the large number of administrative tasks 
involved in setting them up,16 19 21–23 25 28 31 with clini-
cians reporting they can be particularly burdensome for 
‘non- medical staff’.22 This included the coordination of 
schedules for multidisciplinary teamwork,16 21–23 28 access 
to the technological systems and support staff required 
to organise SMAs,25 26 identification of participants suit-
able for SMAs,28 31 difficulties in reminding patients of 
appointment times, and the preparation of clinical notes 
and documentation for each SMA. In the context of the 
US healthcare system, providers also expressed concerns 
over funding and billing for SMAs,16 18 19 22 27 28 31 with 
insurance reimbursement issues perceived as a barrier to 
providing SMAs. Lack of physical space to hold the SMAs 
was reported as key limitation16 23 27 28 31 as well as insuffi-
cient staff to support the adoption, implementation and 
maintenance of SMAs,16 23 28 with some clinicians giving 
competing demands on their time as a key challenge to 
implementation.23 28

Implementation success and sustainability
Skilled facilitator
Practitioners deemed the role of a facilitator to be 
crucial to the success of SMAs.19 21 28 30 31 They had an 
important role in making the atmosphere in the group 
session relaxed and conducive to sharing.31 However, 
not all clinicians were equipped with group facil-
itation skills, as one dietician reported having diffi-
culties in managing patients in the group who were 
‘overbearing’ and ‘offensive’ rather than supportive 
of other group members.28 Nurses reported that clini-
cians who could be flexible and were ‘willing to take 
a back seat’ were most suited to the SMA model of 
working.28

Tailored to patient groups
Several SMA studies were designed to target specific 
patient groups, for example, veterans with low health 
literacy23 and underserved Spanish speakers.17 Prac-
titioners reported having spent time identifying and 
designing the SMAs for these specific groups31 and the 
need to be sensitive to the cultural diversity of group 
participants.26 For disease- specific SMAs, clinicians 
acknowledged it was important to take into account the 
disease stage of the SMA participant, as patients with 
more disease experience may ‘more adequately influ-
ence’ those with less experience.21 Most studies in this 
review did not describe the process by which patients 
were selected and invited to attend. An NP believed that 
the SMAs they tried to implement were unsuccessful 
because they were not organised and designed in a 
person- centred way; rather the incentive for the prac-
tice was ‘to see a bunch of people all at once and sign 
off’.25

Leadership, teamwork and communication
Two studies described the importance of having lead-
ership support in order to adopt and implement the 
innovation23 28 to ensure sufficient time and resources 
were allocated to the SMAs. A team- based approach and 
effective communication between members, healthcare 
practitioners and practice staff were reported to be 
important for effective implementation, maintenance 
and sustainability.18 The delivery of care by multidis-
ciplinary teams was also considered a key strength of 
group appointments.23

Patient and carer view and experiences
A number of subthemes emerged from the patient and 
carers’ perspectives within overarching themes of ‘bene-
fits of SMAs’ and ‘barriers to SMA attendance and success’ 
(see table 4).

Benefits of SMAs
Peer support
Most patients described feeling supported by others in 
the group,16 19 21 22 27–29 feeling that ‘they were not the 
only one’ with their condition and enjoyed having a safe 
environment in which to share their experiences and 
feelings.16 Carers valued the group sessions reporting 
the additional support they received from being able to 
share with others in their situation.16

Vicarious learning and collective problem solving
Patients described learning more about their condition, 
disease progression and treatment options by listening 
to the lived experiences of others and observing and 
engaging with other individuals at different stages of 
their disease.17 27 Being able to ask multiple questions 
and hearing answers to questions they had not thought 
to ask were very beneficial.19 25 27 They more readily 
absorbed/listened more closely to health- related 
information from peers than from the clinician20 24 30 
because they knew they had experienced it themselves. 
Hearing the experiences of others helped overcome 
feelings of isolation and provided patients with reassur-
ance in their ability to self- manage.19 Support for SMAs 
was particularly strong from those with previous health- 
related group experience.21 Conversely, however, it 
was reported that some patients did not want to attend 
any further SMAs because they did not want to talk 
about their health concerns or listen to other people’s 
concerns in a group.31

Motivation for self-management
Patients reported feeling more motivated to self- manage 
their condition(s)17 18 20 and accountable to others in 
the group to adhere to medication26 and achieve goals 
that they set themselves.18 28 29 32 Veterans reported that 
they were using less medication following the group 
session and were better able to self- manage their condi-
tion.20 Similarly, carers reported that their children had 
learnt skills to manage their ADHD better.16
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Safe environment to share
Some patients reported feeling anxious prior to 
attending SMAs and ashamed of how they had been 
controlling their condition. However, once they had 
attended the SMA, they found the session a safe envi-
ronment in which to share and face their fears, and 
they had developed greater trust in their health prac-
titioner.29 32 Another study reported that some patients 
felt the group environment was more relaxed and 
enjoyable than one- to- one appointments, as ‘there is a 
certain level of anonymity in a group setting’.29 It was 
widely reported that patients were satisfied with the care 
they received during the group sessions.16 19 22 24 26 29 32

Barriers to SMA attendance and success
Some studies reported that patients expressed dislike 
or lack of interest in group appointments.19 23 Some 
patients also expressed reservations about sharing 
personal information and about confidentiality prior 
to attending,19 21 23 33 especially in smaller communi-
ties21; however, this was not a concern after attending 
the group session.19 In the study of video SMAs,26 some 
patients reported negative experiences including that 
the SMA was too big (even though there were only four 
to six patients per SMA), and there was poor control 
of group dynamics, but this might have been specific 
to the remote delivery. It was recognised that a skilled 
facilitator improved enjoyment and engagement,24 and 
how providers communicate and interact with patients 
during the appointment can affect their experience.20 
Others found it difficult to relate to other group 
members33 or did not want to talk about their issues, 
nor hear other patients’ issues in a group.31 Some 
patients reported they would have liked more individual 
time with the clinician26 33 or to have seen their own 
doctor.21 32 Barriers to attendance included scheduling 
conflicts with other commitments18 and transportation 
or parking issues.28

DISCUSSION
This systematic review has identified a detailed literature, 
primarily from North America, that provides rich accounts 
of practitioners involved in the delivery SMAs. While 
most studies included patient perspectives, the richness 
of the supporting data varied between studies and overall 
was lower compared with practitioner perspectives. The 
patient quotes reported to support author interpretation 
were short and few in some studies, and often demo-
graphic information was missing, limiting the readers’ 
ability to judge the transferability of the findings. There 
was notably less comparable evidence examining carer 
perspectives. The experiences of some minority ethnic 
and indigenous groups were represented, thus offering 
insights into the acceptability of SMAs for these patient 
groups. The systematic search and selection measures 
enabled the identification and synthesis of data, which 

have brought to light several additional challenges to 
implementation.

Most practitioners and patients with experience of 
SMAs regarded them positively and reported several 
advantages compared with one- to- one appointments. GPs 
and NPs with SMA experience reported that they enjoyed 
the sessions, with several reporting they helped overcome 
the repetition fatigue often associated with traditional 
consultations. Practitioners also perceived SMAs could 
be a more efficient and effective way of delivering care. 
Most patients valued the provision of peer support and 
reported that being able to share and learn from each 
other helped improve their self- confidence and provided 
motivation to reach their goals. However, this experience 
was not shared by all patients, with some reporting that 
they were unable to relate to others in their group or 
that they felt others in the group talked too much. This 
highlights the need for effective facilitation and careful 
patient selection in order for SMAs to be successful.

Some practitioners reported difficulties in recruiting 
patients and garnering support for the delivery of SMAs 
from other practice colleagues. Notable barriers to SMA 
implementation included insufficient staff, time and 
resources to set up and run SMAs. Practitioners were 
concerned that patients would be reluctant to participate 
in a group appointment due to low motivation, confiden-
tiality concerns and preference for 1:1 appointments. 
Some patients also expressed reservations about the 
group setting due to confidentiality concerns and desire 
for more time to discuss individual needs.

The positive experiences and perceived benefits of 
SMAs reported by practitioners and patients in this review 
corroborate those reported previously,4 10 which suggests 
SMAs may offer advantages in primary care similar to those 
in other healthcare settings. However, studies included in 
this review may be subject to reporting bias due to a focus 
on attendees rather than those who declined SMAs.4 10 11 
Staff and facility inadequacies, patient participation and 
attendance, group dynamic incompatibilities and cost–
benefit concerns have been listed as barriers to implemen-
tation previously.9 11 Our review of qualitative evidence 
provides additional, deeper insights into barriers linked 
to organisational culture. We found practitioner reports 
of difficulties in gaining support from colleagues in the 
wider practice, including managerial staff, some of whom 
expressed negative attitudes towards SMAs. Further-
more, SMAs involving multidisciplinary teams appear to 
challenge the traditional hierarchal role of practitioners 
in primary care, which leads to improved collegiality in 
some cases and frustration in others. This suggests that 
clear guidance and expectations around SMAs may not 
have been effectively communicated within practices. 
Our review has also highlighted that SMAs appear to 
be most successful when practitioners have designed 
and prepared SMAs for particular patient groups, and 
this work is reported to be resource and time intensive. 
Practitioners report mixed views about the efficiency of 
SMAs compared with 1:1 appointments in light of the 
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time and resources to set them up, which requires further 
exploration.

Limitations
Although the quality of included studies was generally 
good, most of the healthcare professionals were GPs and 
NPs, which may limit the generalisability of our findings 
to other healthcare professionals in primary care such 
as pharmacists, physiotherapists and dieticians, etc. Few 
studies provided rich detailed accounts of patient and 
carers; thus, insights offered from the literature are 
limited. While PPI members were involved throughout 
this review, we did not involve nor conduct member 
checking with practitioners. This would have helped to 
strengthen the credibility of the review findings. Given 
that many of the patients were recruited immediately 
after the SMAs, it is possible that patients with negative 
SMA experiences or those who declined to participate 
may be missed; therefore, the sample may be biased.4 10 11 
Similarly, only two studies included the perspectives of 
practitioners not implementing SMAs; therefore, other 
perceived barriers may not have been captured. Further-
more, the lack of researcher reflexivity reported in the 
studies highlighted a potential source of bias; those 
involved in developing or delivering SMAs could have 
influenced participants’ responses. This may help explain 
the discrepancy between providers telling researchers 
that patients were hesitant to attend SMAs, while the latter 
reported a great deal of enthusiasm. As most studies are 
from North America, it is unclear whether some barriers, 
such as payment/insurance reimbursement concerns, are 
applicable in other global healthcare systems. Limited and 
inconsistent reporting of study participant demographic 
information limited our understanding as to whether 
patient experiences and perspectives differ by long- term 
condition or other personal characteristics. None of the 
studies reported differences in patient perspectives based 
on gender, age ethnicity or cultural group. Similarly, the 
amount of detail reported about the SMA itself in terms 
of format, staffing, duration and mode of delivery was 
limited. It is possible that this underpins some of the 
differences in experiences of patients and practitioners 
reported in the studies. In addition, it is unclear whether 
patient willingness to attend SMAs is sustainable over 
time due to limited study period and follow- ups.

Most studies in this review reported SMAs designed to 
support patients with diabetes. Only a limited number of 
studies reported on other long- term conditions, yet the 
perceived benefits and experiences reported in mixed- 
condition studies were similar and do not appear to be 
condition- specific. Furthermore, only five studies explic-
itly stated that some SMA participants had multimorbidity. 
Thus, there was insufficient information reported to 
understand the acceptability of attending group appoint-
ments with individuals who have different combinations 
of conditions. Further exploration of the use and experi-
ence of SMAs for patients with multimorbidity is needed.

CONCLUSION
Practitioner, patient and carer experiences of SMAs deliv-
ered in primary care have generally been positive, with 
benefits to both practice and patients reported. However, 
there is not enough evidence to show if views and expe-
riences vary by staff involved, medical condition and/
or patient characteristics. Further research is needed to 
better understand which groups of patients and practi-
tioners should be brought together in an SMA for best 
effect. Whether SMAs for single conditions adequately 
meet the care needs of patients with multimorbidity also 
needs further exploration. This will help to inform guid-
ance for practitioners on how best to identify and recruit 
patients to SMAs, rather than identifying and inviting 
patients based on personal judgements, which could have 
implications for health inequalities. Having identified a 
number of barriers and facilitators, we found that poli-
cies and guidance need to be developed and effectively 
communicated across and within practices on how best to 
implement and evaluate SMAs in practice. This, in turn, 
may help to improve staff expectations and overcome 
the hesitancy regarding SMA approaches. Additional 
resources may be needed to deliver SMAs such as addi-
tional administrative support, further training, compat-
ible IT systems and physical space; a needs assessment may 
be required at practice level. The views of healthcare prac-
titioners not currently delivering SMAs are required to 
ensure all barriers have been comprehensively explored. 
This is important to fully understand what interventions 
might be necessary to support the widespread adoption 
and implementation of SMAs in primary care. In addi-
tion, given the increased use of video consultations due to 
the outbreak of COVID- 19, further exploration as to the 
acceptability and feasibility of SMAs delivered via video-
conference is warranted.
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Supplementary File 1- Example search strategy 

Medline Search (OVID MEDLINE(R) 1946 to June Week 4 2019) 

Shared medical appointment$ 

OR shared medical visit$ 

OR cluster visit$  

OR group visit$  

OR group clinic$ 

OR group appointment$  

OR group care$ 

OR group meeting$  

OR group medical visit$  

OR group medical appointment$  

OR group medical clinic$  

OR group consultation$  

OR group medical care$  

OR group medical meeting$  

OR gmv  

OR gma  

OR co-operative health care clinic$ 

AND ((("semi-structured" OR “semistructured” OR “unstructured “ OR  “informal “ OR "in-depth" 

OR ”indepth” OR "face-to-face" OR “structured” OR “guide”) adj3 (interview$ OR discussion$ OR 

questionnaire$)) OR (focus group$ OR qualitative OR ethnograph$ OR fieldwork OR "field work" 

OR "key informant")).ti,ab.  
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The ENTREQ Checklist  
Enhancing transparency in reporting the synthesis of qualitative research 

Item Guide and description Reported 

on page 

Aim State the research question the synthesis 

addresses. 

5 

Synthesis 

methodology 

Identify the synthesis methodology or theoretical 

framework which underpins the synthesis, and 

describe the rationale for choice of 

methodology (e.g. meta-ethnography, thematic 

synthesis, critical interpretive synthesis, grounded 

theory synthesis, realist synthesis, meta-aggregation, 
meta-study, framework synthesis). 

5 & 6 

Approach to 

searching 

Indicate whether the search was pre-planned 

(comprehensive search strategies to seek all 

available studies) or iterative (to seek all available 

concepts until they theoretical saturation is 

achieved). 

5 

Inclusion 
criteria 

Specify the inclusion/exclusion criteria (e.g. in terms 

of population, language, year limits, type of 

publication, study type). 

5 

Data sources Describe the information sources used 

(e.g. electronic databases (MEDLINE, EMBASE, 

CINAHL, psycINFO, Econlit), grey literature 

databases (digital thesis, policy reports), relevant 

organisational websites, experts, information 

specialists, generic web searches (Google Scholar) 

hand searching, reference lists) and when the 

searches conducted; provide the rationale for using 
the data sources. 

5 

Electronic 

Search strategy 

Describe the literature search (e.g. provide electronic 

search strategies with population terms, clinical or 

health topic terms, experiential or social phenomena 

related terms, filters for qualitative research, and 

search limits). 

5 and 

Suppleme

ntary file 1 

Study screening 
methods 

Describe the process of study screening and 

sifting (e.g. title, abstract and full text review, number 
of independent reviewers who screened studies). 

6 

Study 

characteristics 

Present the characteristics of the included 

studies (e.g. year of publication, country, population, 

number of participants, data collection, 

methodology, analysis, research questions). 

97, Table 

1- p8, 

 

Table 2 

p13 

Study selection 

results 

Identify the number of studies screened and provide 

reasons for study exclusion (e,g, for comprehensive 

searching, provide numbers of studies screened and 

reasons for exclusion indicated in a figure/flowchart; 

for iterative searching describe reasons for study 

exclusion and inclusion based on modifications t the 
research question and/or contribution to theory 

development). 

Figure 1, 

p7 
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The ENTREQ Checklist  
Enhancing transparency in reporting the synthesis of qualitative research 

Rationale for 
appraisal 

Describe the rationale and approach used to 
appraise the included studies or selected 

findings (e.g. assessment of conduct (validity and 

robustness), assessment of reporting (transparency), 

assessment of content and utility of the findings). 

P6 

Appraisal items State the tools, frameworks and criteria used to 

appraise the studies or selected findings (e.g. 

Existing tools: CASP, QARI, COREQ, Mays and 

Pope [25]; reviewer developed tools; describe the 

domains assessed: research team, study design, data 

analysis and interpretations, reporting). 

P6 

Appraisal 

process 

Indicate whether the appraisal was conducted 

independently by more than one reviewer and if 

consensus was required. 

P6 

Appraisal 

results 

Present results of the quality assessment and 

indicate which articles, if any, were 

weighted/excluded based on the assessment and 
give the rationale. 

P7 

Suppleme

ntary File 

2,  

Data extraction Indicate which sections of the primary studies were 

analysed and how were the data extracted from the 

primary studies? (e.g. all text under the headings 

“results /conclusions” were extracted electronically 

and entered into a computer software). 

P6 

Software State the computer software used, if any. P6 

Number of 

reviewers 

Identify who was involved in coding and analysis. P6 

Coding Describe the process for coding of data (e.g. line by 

line coding to search for concepts). 

P6 

Study 

comparison 

Describe how were comparisons made within and 

across studies (e.g. subsequent studies were coded 

into pre-existing concepts, and new concepts were 

created when deemed necessary). 

P6 

Derivation of 

themes 

Explain whether the process of deriving the themes 

or constructs was inductive or deductive. 

P6 

Quotations Provide quotations from the primary studies to 
illustrate themes/constructs, and identify whether 

the quotations were participant quotations of the 

author’s interpretation. 

Table 3, -

p16 and 

Table 4-

p21 

Synthesis 

output 

Present rich, compelling and useful results that go 

beyond a summary of the primary studies (e.g. new 

interpretation, models of evidence, conceptual 

models, analytical framework, development of a new 

theory or construct). 

P23-26 
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Supplementary File 2 Quality appraisal of studies included in review 

First author 

& date 

CASP criteria  

Overview of limitations and richness of data 
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Arney et al. 

2018[23] 
Yes Yes Yes Yes Yes Yes Yes Yes Yes Very 

• Reasons for declining invitation to participate were not reported. Potential 

researcher bias not discussed. 

• Many quotations (with participant occupation) provided to support themes.  

Bauer et al. 

2017[16] 
Yes Yes Yes Can't tell Yes Can't tell 

Can’t 

tell 
Yes Yes Moderately 

• Recruitment strategy not reported. Unclear whether anyone declined to 

participate. Unclear how research was explained to participants. Potential 

researcher bias not discussed. 

• Many quotations (without participant characteristics) provided that support 

findings.  

Cornelio-

Flores et al. 

2018[17] 

Yes Yes Yes Can't tell Yes Yes Yes Yes Yes Very 

• Unclear how participants were invited to participate in focus groups and 

whether any declined. Focus groups held during last GMV session by facilitator 

external to the research team. 

• Many quotes included without participant characteristics. Data relatively rich. 

Drake et 

al.2018[18] 
Yes Yes Yes Can't tell Yes No Yes Yes Yes Very 

• Unclear how participants were invited to participate in focus groups and 

whether any declined. Unclear who facilitated the focus groups and what 

role/relationship they had with study participants, no discussion of author 

biases. 

• Some quotes (without participant characteristics) included though not very rich. 

Very few patient accounts reported.  

Egger et al. 

2015[19] 
Yes Yes Yes Can't tell Yes No Yes Can't tell Yes Moderately 

• Recruitment strategy not reported. Research team involved in delivering SMAs, 

no discussion of potential researcher bias. Acknowledged potential bias in self-

selection of participants.  

• Fairly thin qualitative data about satisfaction/enjoyment. Quotations provided 

without participant characteristics. 

Housden et 

al. 2016[25] 
Yes Yes Yes Yes Yes Can't tell Yes Yes Yes Very 

• No reflection on potential bias in data collection or analysis by authors.  

• Good illustrative quotes. In-depth accounts provided. 

Housden et 

al. 2017[29] 
Yes Yes Yes Yes Yes Can't tell Yes Yes Yes Very 

• No reflection on potential bias in data collection or analysis by authors. 

• In-depth analysis. Rich illustrative quotes both HCP and patients. 

Kowalski et 

al. 2018[28] 
Yes Yes Yes Yes Yes Can't tell Yes Yes Yes Very 

• Relationship between authors and study participants unclear. Authors appear to 

be involved data collection, analysis and subsequent SMA implementation. 

This source of potential bias not discussed. 

• Rich quotes included in narrative with participant occupation reported. Lots of 

thin quotes covering lots of aspects mapped onto CFIR framework. Difficult to 

untangle SMAs from SMA-with peer 2 peer support. 

*Lavoie et al. 

2013[30] 
Yes Yes Yes Can’t tell Yes Can't tell Yes Yes Yes Very 

• Unclear how providers were identified, how many were invited and how many 

declined or for what reason. Potential researcher bias not discussed 

• Rich data with illustrative quotes presented without reporting patient 

practitioner characteristics. 
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Miller et al. 

2004[33] 
Yes Yes Yes Can’t tell Yes Can't tell Yes Yes Yes Moderately 

• Unclear if any participants declined to participate in an interview or why. 

Potential researcher bias not discussed.  

• Qualitative data very thin, no quotations provided.  

Siple et al. 

2015[20] 
Yes Yes Yes Can't tell Yes No 

Can't 

tell 
Yes Yes Very 

• Participant recruitment not described. Reasons for declining invitation not 

reported. Focused on views of diabetes self-management (which so happened to 

be via SMA) so less of SMA experience.  

• Quotes are available but themes linked with factors influencing their self-

care/motivation and less about SMA experience. Views of wives/carers not 

presented. 

Stevens et al. 

2014[21] 
Yes Yes Yes Can't tell Yes Can't Tell Yes Yes Yes Very 

• Recruitment strategy not reported. Not clear if any participants declined to 

participate in an interview. Potential researcher bias not discussed.  

• Quotes from HCP and patents included with participant characteristics. 

Qualitative data thin. 

Stowell et al. 

2015[22] 
Yes Yes Yes Can't tell Yes Can’t tell 

Can't 

tell 
Can't tell Yes Low 

• Recruitment procedure not reported. No reflection on researcher bias. Unclear if 

ethical approval or informed consent required and/or obtained. No description 

of qualitative data analysis given. 

• No qualitative data reported - no quotations. Interview findings combined with 

survey findings and authors narrative does not contain quotes. 

Stults et al. 

2016[32] 
Yes Yes Yes Yes Yes No Yes Yes Yes Very 

• Reasons for declining study invitation not reported. Potential researcher bias 

not discussed. 

• Provides rich data. Quotes together with participant characteristics reported- 

age, gender SMA attended, Only data from patients attending SMAs for chronic 

condition extracted.  

Thompson et 

al. 2014[24] 
Yes Yes Yes Yes Yes Can’t tell Yes Yes Yes Very 

• Unclear how participants were selected and contacted. Whether any declined to 

take part. 

• Some quotes (without participant characteristics) provided in a table with 

themes and key findings, thin data.  

Thompson-

Lastad 

(2018)[31] 

Yes Yes Yes Yes Yes No Yes Yes Yes Very 

• Reflection on potential researcher bias and influence on group dynamics not 

discussed. 

• Limitation: some SMAs were run for non-long-term conditions therefore 

coding of only experiences/data that refers to long-term condition SMAs. Lots 

of rich qualitative data (quotes). 

Tokuda et al. 

2016[26] 
Yes Yes Yes Yes Yes No Yes Can't tell Yes Very 

• Qualitative data analysis process not reported. Potential researcher bias not 

discussed. 

• Quotations (without patient characteristics) included to support findings, rich 

data.  

*Wong et al. 

2015[27] 
Yes Yes Yes Yes Yes No Yes Yes Yes Very 

• Relationship between researcher and participants unclear. Potential researcher 

bias not discussed. 

• Rich data. Quotes (without participant characteristics) provided to support key 

findings. 

HCP= healthcare practitioner 
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