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ABSTRACT 

Introduction: Shared Medical Appointments (SMAs) are a novel way of delivering health care to 
patients in a group setting. Past research regarding SMA quality improvement have always been 
patient focused. There is a great deal in the literature that shows that patients perceive SMAs 
favorably and that patients experience better health outcomes through the SMA format. There is 
a paucity in the literature regarding providers’ perceptions regarding SMA efficacy and 
implementation, and whether or not these provider perceptions could affect care. The specific 
aims of this study were to determine the SMA team’s perceptions on 1) the quality of care 
delivered through an SMA, and 2) the feasibility of implementing an SMA in a primary care 
setting. This study was conducted at all eight of the Parkland Community Oriented Primary Care 
(COPC) clinics located in the Dallas, TX area.  

Methods: This cross-sectional study recruited 72 participants who were employees at the Parkland 
COPCs. The 72 participants had to fill out a survey that covered a wide variety of topics, ranging 
from their perceptions regarding SMA job training, SMA facilitation, SMA implementation, and 
SMA quality of care. 

Results: Quantitative analysis was conducted using SAS, and qualitative analysis was conducted on 
all subjective answers. We found that most SMA team members harbored positive perceptions 
regarding SMA format and structure, and SMA quality of care. SMA protocols and curricula 
were not standardized, and language assistants were most likely to be not trained for their roles 
on the SMA team. 

Discussion: Non-standardized protocols/curricula and a lack of training for language assistants 
could affect the quality of care being delivered to patients. SMAs need to have standardized 
protocols/curricula, and all SMA team members are due for a refresher training course for their 
job roles. 

Keywords: Shared Medical Appointments, Perceptions of Health Care Workers, Primary Care 
Clinic, Quality Improvement Measures 

INTRODUCTION  

Shared Medical Appointments (SMAs) are a novel way of delivering health care to patients 

suffering from chronic conditions. The group visit format allows for increased interaction 

between doctors and patients, thereby increasing patient access to care. The visit consists of a 

group of eight to ten patients who are all seen at the same time by the clinical staff over the 

course of one to two hours [1]. The clinical staff consists of doctors, nurses, health educators, 

language assistants, and other administrative personnel who all address the individual needs of 

the patients in a group setting. All of the patients attending the SMA generally share a specific 

common condition (e.g. diabetes, osteoporosis, etc.) [2-4]. 

 

The SMA format has proven to be very effective at improving patient outcomes[5]. Studies have 

shown that patients with diabetes are better able to control their HbA1c counts when they are 

receiving care through an SMA format [1]. Patients with osteoporosis are better able to manage 



their disease and understand treatment options after attending an SMA [6]. Patients suffering 

from congestive heart failure are more likely to take prescribed ß blockers after completing an 

SMA [7-8]. Indeed, SMAs are very effective at delivering high quality clinical care to patients 

suffering from chronic ailments. 

 

Past research on improving the quality of the SMA format has consistently been patient focused. 

SMA quality standards are often measured according to the six points listed in Wagner’s Chronic 

Care Model [9]. These six points, ranging from self-management support to decision support, all 

deal with patient empowerment [9]. The goal of SMA quality improvement in the past has been 

to devise new and innovative ways to better advise, support, educate, and assist patients in their 

health care decision making [10]. A study conducted by Watts and colleagues showed that nurse 

practitioners can employ the technique of motivational interviewing in order to improve group 

dynamics among patients who are attending an SMA [11]. Another study conducted by Bartley 

and colleagues described how the flow and process of an SMA can be changed in order to better 

treat patients [12]. There is a large body of literature that shows that patients have consistently 

responded favorably toward SMA format and structure. Patients repeatedly report higher 

satisfaction with the care they receive through SMAs, when compared to the care they receive 

from traditional one-on-one doctor visits [13]. Indeed, the literature shows that patients generally 

harbor positive perceptions regarding SMA format, structure, and delivery. 

 

However, there is a gap in the literature when it comes to addressing provider’s perceptions 

regarding the SMA format. Although we know a great deal about patient perceptions and 

attitudes toward the care they receive through an SMA format, little is known about the SMA 

team members’ perceptions and attitudes to the format and structure of SMA, and how those 

attitudes might affect the quality of care that is delivered during the course of an SMA. SMA 

quality improvement measures rarely—if ever—address provider’s perceptions and attitudes, and 

how those attitudes might play a role in effective SMA delivery. To address this gap in the 

literature, we decided to employ the Community Based Participatory Research method to 

determine the SMA team’s perceptions on 1) the quality of care delivered through an SMA, and 

2) the feasibility of implementing an SMA in a primary care setting. The goal of our project was 

to 1) describe SMA team members’ perceptions regarding SMA format and structure, and 2) 

describe SMA team members’ perceptions regarding quality of care being delivered in an SMA. 

This is the first study of its kind that aims to look through the lens of health care workers in 

order to see how they perceive SMAs, and how those perceptions might affect the care that is 

being delivered to patients attending SMAs in a primary care setting. 

METHODS  

Parkland Community Oriented Primary Care (COPC) Clinics were first established in 1986 in 

order to address the growing health care needs of Dallas, TX residents [14]. The eight COPC 
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clinics are located throughout the Dallas metropolitan area, and many of these clinics serve low-

income and underinsured populations [14]. All eight COPC clinics are staffed by Parkland 

Memorial Hospital employees.  

 

Parkland COPC staff mentioned that little was known about SMA perceptions held among 

clinical staff workers. To identify the perceptions held by SMA team members, we designed a 54-

question survey with extensive input from Parkland community partners. Both quantitative and 

qualitative information was collected from the survey respondents. The survey addressed a wide 

range of topics ranging from perceptions regarding job training, SMA facilitation, SMA 

implementation, and SMA quality of care. Informed consent was obtained from all respondents 

to the survey. The survey was offered to the Parkland COPC clinical staff in two forms—an 

online version and a hard copy version. The online version was distributed to Parkland COPC 

staff via an email link sent out to all Parkland COPC employees. The hard copy version was 

delivered in person to any respondent who requested a hard copy. Survey respondents could fill 

out either the online version or the hard copy version, depending on participant preference. The 

54-question survey took approximately 20 to 25 minutes to complete. All answers were strictly 

confidential and all responses were de-identified, to ensure participant anonymity. To encourage 

SMA team member participation in the survey, the investigator traveled to five out of the eight 

COPC clinics to personally visit with the clinical staff in order to explain the survey and to 

answer any questions. 

 

This study was approved by the Institutional Review Board at the University of Texas 

Southwestern Medical Center at Dallas. This cross-sectional study took place over the course of 

a six-week period. Out of the 120 employees involved in SMAs at all eight Parkland COPC 

clinics, 72 employees responded to our survey. We therefore had a robust response rate of 60%. 

RESULTS 

Quantitative analysis of the data was performed using SAS. We analyzed the frequency 

distributions, means, and standard deviations of the responses across three distinct levels: 1) 

overall population, 2) SMA Type (e.g. diabetes SMA, newborn SMA, etc.), and 3) SMA Role (e.g. 

physician, nurse, etc.). Qualitative analysis was performed for all of the subjective responses to 

the questionnaire. 

 

Population demographics by SMA Type and SMA Role are presented in Tables 1 & 2, 

respectively. Among all of the SMA Team members, almost half of them (49%) reported that 

they engage in SMAs more than twice a month, indicating that the study population for the most 

part was well acquainted with the SMA format. 



Table 1.  Population Demographics by SMA Type 

SMA Type  COPC Staff Involved 
N (%) 

Newborn 40 (56) 
Adult Med Refill 25 (35) 
2 Month Well Child 22 (31) 
4 Month Well Child 20 (29) 
Diabetes Education 15 (22) 
Pedi Fitness in Nutrition & Exercise 11 (16) 
Adult 10 (14) 
Med Refill & Abnormal 9 (13) 
DM, Med Refill, HBP 9 (13) 
Other 9 (13) 
Asthma 8 (11) 
Fitness in Nutrition and Exercise 5 (7) 
HIV 2 (3) 

Total number of respondents = 72 

 
Table 2.  Population Demographics by SMA Role 

SMA Role  COPC Staff  
N (%) 

Physician 18 (25) 
Nurse 18 (25) 
Facilitator 9 (13) 
Social Worker 9 (13) 
Medical Assistant 7 (11) 
Health Educator 6 (8) 
Language Assistant 5 (7) 

Total number of respondents = 72 

 

Perceptions on SMA Training 

 

A majority of the respondents stated that they had been trained for their role on the SMA team 

(83% stated that had been trained), and a majority of those who had been trained felt that the 

training they received was adequate enough to prepare them for their jobs (82% stated that the 

training was adequate).  

 

However, upon qualitative analysis of the subjective responses, we found that language assistants 

were most likely to report that they had not been trained for their role on the SMA team. Many 

language respondents felt that the SMA process was “disorganized,” and that they had “never 

[been] fully trained on disease process and complications.” Some language assistants felt that 

they were “expected to do the teaching,” and many of them did not understand the exact roles 

each member of the team played. Those who stated that the training was adequate mentioned 

that the training consisted of a one day seminar, which occurred six years ago. Newer employees 

who joined the SMA team in the past six years would be trained by directly observing others 
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already working on the SMA team. Physicians and nurses were the largest group who 

consistently held positive perceptions regarding SMA training. Physicians and nurses were most 

likely to conduct the observational training of new employees. 

 

Perceptions on SMA Facilitation 

 

A majority of the respondents stated that they have a written protocol that explains how the 

team should prepare for an SMA (71% stated that they had a protocol), and a majority of those 

who had a preparation protocol stated that they used that protocol (90% stated they used the 

protocol). Similarly, a majority of the respondents stated that they have a written protocol that 

explains how the team should implement a SMA (71% stated that they had a protocol), and a 

majority of those who had an implementation protocol stated that they used that protocol (90% 

stated they used the protocol). 

 

However, upon qualitative analysis of the subjective responses, we found that the protocols used 

came from a variety of sources. For example, SMA team members from the Asthma SMA stated 

that they used “NIH guidelines” for their protocols, while team members from other SMAs 

often used guidelines designed for “routine individual visits.” Some SMA team members 

mentioned that they even design their own protocols and “change the order of how the 

information is presented” depending on how the SMA is progressing.  

 

A majority of the respondents stated that they use a curriculum when they teach patients during 

an SMA (72% reported that they use a curriculum), but upon further qualitative analysis, it was 

found that the curricula for the various SMAs came from a variety of sources as well. Team 

members from the diabetes SMA stated that their curriculum comes from the “American 

Diabetes Association,” while team members from other SMAs stated that they “make up the 

curriculum based on relevant literature and outcome-tested therapeutic interventions.” One SMA 

team member summarized his sentiments very succinctly—“Each SMA at each clinic does its 

own thing.” 

Perceptions on SMA Implementation 

 

Table 3 shows the responses based on a 5-point Likert scale (with ‘5’ being positive) regarding 

perceptions toward SMA Implementation. 

 

Table 3. How satisfied are you with… 

 Mean Standard Deviation 

Standard of Care in SMA 3.58 1.04 
Role You Play in SMA 4.14 0.94 
Flow Process of SMA 4.03 0.93 
Organization of SMA 4.18 0.91 



SMA team members’ perceptions toward many aspects of SMA Implementation were 

consistently positive across all SMA types and SMA roles. Upon qualitative analysis, we saw that 

many SMA team members felt that the standard of care delivered in a SMA format is particularly 

effective, since “patients can ask questions, get health education, and have fun.” All health care 

workers were for the most part consistently satisfied with the role they play on the SMA team. 

However, some team members would state that role boundaries need to be maintained, because 

physicians would sometimes dominate the course of the SMA at times. The team members 

consistently harbored positive attitudes towards the organization and flow of the SMA, but at 

times would say that the environment was “hectic.” One even described the SMA scene as 

“controlled chaos.” 

 

Perceptions on SMA Quality of Care 

 

Table 4 shows the responses based on a 5-point Likert scale (with ‘5’ being positive) regarding 

perceptions toward SMA Quality of Care. 

 

Table 4. Are you able to… 

 Mean Standard Deviation 

Reconcile Patients’ Perceptions with Clinical Evidence 3.68 1.02 
See Clinical Improvements in Your Patients 3.46 0.93 
Empower Patients to Make Good Decisions 4.06 0.79 
Have enough time with patients 3.47 0.92 

 

SMA team members’ perceptions toward many aspects of SMA Implementation were 

consistently positive across all SMA types and SMA roles. Upon qualitative analysis, we found 

that most SMA team members reported that clinical improvements in patients as well as the 

ability to reconcile patients’ perceptions with clinical evidence could only occur with follow up 

individual one-on-one doctor visits. Many felt that SMAs on their own were not able to result in 

clinical improvements in patients. Health care workers felt that patients must follow up with 

individual visits to their doctors in order to truly experience significant clinical improvements. 

 

Graph 1. Overall Format Preference 
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Graph 1 (above) shows the responses regarding which format the participants felt was better 

overall. The biggest reason to choose traditional one-on-one patient-doctor visit over SMA was 

that in the traditional one-on-one visit, patient privacy was maintained. Many health care workers 

felt that SMAs could not “fully address” all of the concerns of the patients (due to privacy issues) 

so traditional one-on-one visits were better. Others stated that “patients are accustomed to 

traditional visits” so, because patients are familiar with the traditional format, one-on-one visits 

were better. 

CONCLUSION  

Based on our results, it can be concluded that language assistants are most likely to not be 

adequately trained to carry out their role within the SMA team. Formal training occurred nearly 6 

years ago and not all of the employees currently working at Parkland COPCs have received that 

training (since they joined the team within the past 6 years). Protocols & curricula are not 

standardized among all of the COPCs—with many protocols/curricula coming from a variety of 

disparate sources. Qualitative analysis showed that SMA roles are not properly defined at times 

as well. Many health care workers also believed that high quality care (with accompanying clinical 

improvement) can only be seen with follow up one-on-one traditional doctor visits after a patient 

attended an SMA. In almost all responses to the questionnaire, we can see that SMA team 

members generally harbor positive perspectives toward the SMA format, very much analogous to 

the postive perspectives held by patients toward the SMA format. 

 

Based on our conclusions, we recommend that all team members—especially language 

assistants—need to be formally trained to carry out their roles. A refresher course to train all 

members of the SMA team regarding their job descriptions is also necessary, since the last formal 

training session occurred nearly six years ago. Protocols and curricula need to be standardized 

across all SMA teams, since the quality of care being delivered can differ drastically among the 

different teams due to different protocols. Lastly, it is important to educate all team members 

that significant clinical improvements can be achieved with the SMA format alone, and that 

follow up individual one-on-one physician visits are not always necessary to see clinical 

improvement in patients. 

 

It is important to note that this study had a quite a few major limitations. First, it was difficult to 

compile a single email list with all people working in SMAs at all Parkland COPC clinics. 

Therefore, the online version of the survey had to be emailed out to all employees of Parkland 

COPCs, whether or not the employee was involved in facilitating SMAs at the primary care 

clinic. Secondly, there was a lack of time to conduct detailed crosstab analyses and Fischer’s 

Exact Tests, due to the time constraints expected in a summer-long research project. There was 

also a lack of time to travel to all eight clinics, so the investigator could only travel to five out of 

the eight clinics. Third, we recruited a convenience sample from the Parkland COPC staff. And 



lastly, our study was severely biased by physician and nurse responses, since together, physicians 

and nurses made up 50% of our study population. 
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