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INTRODUCTION

A clinical encounter in which healthcare is offered and deliv-

ered in a group setting is known as a shared medical appoint-

ment (SMA). All participants receive healthcare services, 

including education, counseling, physical examinations, and 

clinical support, within a group environment. The earliest 

described versions of SMAs include drop-in group medical 

appointments (DIGMAs) and Cooperative Health Care Clin-

ics (CHCCs).1 DIGMAs include patients from a single pro-

vider’s panel who may have differing diagnoses, and these 

patients can drop in and out of the group visit as needed. For 

example, 21 patients could come and go during a 2-hour win-

dow as they meet with the provider and have their medical 

needs addressed. This would be instead of scheduled individ-

ual visits in which 1 patient might be seen every 15 minutes. 

CHCCs focus more on specific diagnoses or behaviors, and 

patients are scheduled to be present for the entire time. For 

instance, 10 patients could all be scheduled for a CHCC visit 

at the same time to have their hypertension addressed. More 

recently, programmed SMAs (pSMAs) have been described 

as a defined sequence of SMAs that offer specific educational 

content on a particular topic.2 One particular type of pSMA 

is lifestyle medicine shared medical appointments (LMSMAs),  

in which the focus is on lifestyle changes that have the poten-

tial to improve health outcomes. This article will summarize 

the benefits of LMSMAs for patients, providers, and health 

systems; describe author experiences with one type of 
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LMSMA; and offer guidance related to the implementation 

of such services.

SHARED MEDICAL APPOINTMENTS BENEFITS 

SMAs have been researched targeting a variety of topics 

and conditions. Egger et al2 offered a pSMA intervention for 

weight loss consisting of 16 to 18 weekly visits, with reported 

benefits in cost savings, participant and provider satisfaction, 

and time efficiency. A qualitative study of veterans partici-

pating in SMAs concluded that these group visits are innova-

tive and offer high levels of patient satisfaction and identified 

“empowerment, teamwork, convenience, and positive pro-

vider characteristics” as some of the many positive themes.3 

A retrospective review of a breast cancer survivorship SMA 

that offered education and experience in culinary medicine, 

nutrition, physical activity, and stress relief practices dem-

onstrated a significant weight reduction post-intervention.4 

Reports of quality of life, depression, and perceived stress 

trended positively, and patients reported a statistically sig-

nificant decrease in average weekly fat consumption of 

31%. A narrative review of a multidisciplinary, nonpharma-

cologic SMA by Menon et al5 showed that it was associated 

with decreased costs and improved diabetes-related behav-

ior and lifestyle. Znidarsic et al6 conducted a pre- and post-

analysis of a chronic pain SMA that included 178 participants 

and concluded that the participants reported reduced pain 

and improved social, physical, and mental health measures. 

Overall, these research findings have demonstrated signifi-

cant improvements utilizing SMAs for a variety of lifestyle-

related factors such as weight, dietary intake, and stress 

reduction.2-5

SMAs have many benefits for the participant. The SMA 

interactions with other patients, healthcare providers, and 

clinicians may be a means to combat isolation,7 which is a 

significant health concern. These patients can learn from 

and share with each other while realizing that they are not 

alone in their experiences. They also have the opportunity 

to meet individually with the clinician. Those participating 

individuals who are doing very well may inspire those who 
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are struggling. The total amount of time they are with their 

provider, although shared with others, is substantially longer 

than the time they would have for individual appointments. 

Convenience may also be a benefit, with participants having 

options about when to participate.7

Healthcare teams; healthcare purchasers, including 

insurers; and healthcare systems may also benefit.9 Physi-

cians have an opportunity to work closely with other team 

members and to utilize their time efficiently. They can make 

impactful statements to the group instead of repeating these 

same statements during individual appointments. The pres-

sure of time constraints is relieved in that there are not mul-

tiple appointments in a row with SMAs, as there are during 

traditional medical appointments. Also, patient notes can be 

recorded by a facilitator, allowing the provider to fully engage 

with the participants.2 Potentially, SMAs may enhance clini-

cian well-being, prevent burnout, and improve retention.8

When compared to traditional one-on-one visits, SMAs 

are cost-effective and in some cases profitable.10-12 While 

more research in primary care cost-effectiveness is needed, 

many researchers have found benefit among certain popula-

tions. Clancy et al10 noted a significant decrease in outpatient 

visit charges among patients with diabetes who participated 

in SMAs, which was thought to be related to a decrease in spe-

cialty medical visits. Sidorsky et al11 demonstrated that SMAs 

provided a better return on investment than traditional clinic 

visits across multiple specialties including dermatology, 

plastic surgery, gastroenterology, oral health, and orthopedic 

surgery. This article indicated that the mean reimbursement 

rate would have to fall below 10% for the SMA profitability 

to be less than that of a traditional one-on-one model. This 

finding is also supported by the work of Seesing et al12 when 

applied to the specialty of neurology. Per the article, an SMA 

was fiscally viable when the group size was maintained at a 

minimum of 6 patients and at least 75% of the patients were 

evaluated by the treating neurologist.

IMPLEMENTATION OF LIFESTYLE MEDICINE 

SHARED MEDICAL APPOINTMENTS

Lifestyle medicine clinic visits focus on the “use of evidence-

based lifestyle therapeutic intervention, including a whole-

food, plant-predominant eating pattern, regular physical 

activity, restorative sleep, stress management, avoidance of 

risky substances, and positive social connection, as a primary 

modality, delivered by clinicians trained and certified in this 

specialty, to prevent, treat, and often reverse chronic dis-

ease.”13 The fundamental nature of lifestyle medicine lends 

itself very well to a group-based, multidisciplinary delivery 

approach. While these LMSMAs have been described only 

more recently in the literature, the historical experiences of 

SMAs can be of guidance in the planning and delivery of this 

model.

A well-planned and -supported LMSMA is essential for 

optimal outcomes. The atmosphere of these groups should 

be relaxed and fun, offering the participants a chance to 

explore, learn, and share. The entire healthcare team needs to 

know how to conduct LMSMAs, which may require training 

and experience. LMSMAs should be seen not as a replace-

ment for individual visits but as a means to provide optimal 

services and enhance outcomes.14 These LMSMAs tend to 

support behavioral change over time through presenting 

information and reinforcing healthy lifestyle changes. It may 

even be beneficial for participants to witness the triumphs 

and struggles of other group members as they navigate their 

condition.7

There are some special considerations when implement-

ing LMSMAs, including confidentiality and privacy, appoint-

ment location, and patient and staff census levels. Addition-

ally, the need for accurate and complete documentation and 

billing is paramount to ensuring the cost-effectiveness of this 

delivery model.

Providers must address confidentiality and privacy con-

cerns. One recommendation to do this is to inform the group 

that if there is anything that needs to be addressed privately, 

an opportunity can occur during a break or after the LMSMA 

concludes.14 Distributing a standard confidentiality form for 

the participants’ signatures is an important legal consider-

ation. Participants must be allowed to join and leave will-

ingly. LMSMAs are usually delivered over a 2-hour period 

and should include time for individual consultation with the 

healthcare clinician.15 

Traditionally, group visits have been conducted in 

person. In this instance, facilities need to be well lit, roomy 

enough to accommodate the group, and comfortable, with 

an exam room nearby. With the onset of the COVID-19 pan-

demic, many SMAs were converted to a virtual platform. The 

delivery method is beneficial as it eliminates transportation 

and physical space barriers. However, this method does ini-

tially present challenges with respect to internet access and 

familiarity with group conferencing technology. The Medi-

care Diabetes Prevention Program (MDPP) example pro-

vided here represents a real-time adjustment from in-person 

to virtual presentation.

The following is one experience related to LMSMAs. In 

August 2019, an MDPP was implemented by the primary 

author within a suburban continuing care community in 

Indiana for 11 individuals ranging in age from 75 to 87 years. 

While the MDPP doesn’t require provider oversight, these 

group visits do offer lifestyle interventions within a group 

setting and have demonstrated considerable positive out-
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comes related to activity levels, weight loss, and prevention 

of diabetes.16 In February 2020, the pandemic made it neces-

sary to move the group to an online format. While the first 

few sessions required extra time and effort, all members of 

this cohort were able to successfully attend virtually via Zoom 

for the remainder of the program. While initially the goal was 

to just maintain the MDPP, many benefits were experienced. 

The group was able to maintain a social connection virtually 

and continued to learn and share. This LMSMA was conve-

nient for the provider and facilitator, as there was no longer 

time needed to commute and set up the room.

For future virtual LMSMAs, the MDPP facilitators plan 

to offer individual sessions, in the beginning, to assist with 

technology orientation to make certain the participants are 

able to connect and participate virtually. It was encouraging 

that all members of this cohort, despite advanced age and 

the healthcare team’s inability to assist them in person to get 

them started, were able to connect and participate fully. This 

group’s higher educational attainment and socioeconomic 

status may have contributed to their success. The ability and 

resources needed to attend virtually must be considered. 

Overall, the experience was positive and all members suc-

cessfully completed the program.

GROUP SIZE AND STAFFING

Participant census is critical to participant and provider satis-

faction as well as to financial viability. Limiting the number of 

participants ensures that there is enough time for everyone. 

However, adequate numbers (10-12 participants) are needed 

to foster group dynamics and promote an appropriate return 

on investment.15 It is prudent to start small and grow as 

needed, such as with a pilot project.

Adequate staffing is required, with a minimum of 1 

physician or non-physician clinician and 1 support person. 

Traditionally, the group leader is a physician, physician assis-

tant, or advanced practice registered nurse such as a nurse 

practitioner. An exception to this is the MDPP, which can be 

run by a trained facilitator. Additional team members allow 

for the incorporation of a multidisciplinary approach and 

may include but not be limited to nurses, dietitians, exercise 

and mobility specialists, and behavioral health specialists. 

Dedicating a staff member to arranging visits and follow-ups, 

recording vital signs, and taking notes is helpful for improv-

ing session flow.15

BILLING 

Three potential revenue sources for SMAs are private pay, con-

tract billing, and traditional fee-for-service. While it is beyond 

the scope of this paper, prior to beginning an LMSMA, much 

groundwork will need to be laid to address other aspects 

prior to billing, including gaining familiarity around the ever-

changing policies, laws, reimbursement fundamentals, pri-

vacy issues, and liability concerns. The Centers for Medicare 

& Medicaid Services is currently considering implementing a 

separate model under the CMS Innovation Center to test and 

evaluate virtual MDPP services.17 If this does occur, this may 

be an avenue for billing for virtual MDPP visits, which is not 

currently in place. For the traditional fee-for-service, evalua-

tion and management codes are generally utilized for estab-

lished patients. The 99212 to 99214 codes may be appropri-

ate based on the complexity of the individual portion of the 

visit. Time-based billing should not be utilized for LMSMAs 

because this type of billing only captures the time associated 

with an individual visit. For example, in a 60-minute SMA, 

the clinician does not spend the full 60 minutes focused on 

one individual patient. Therefore, billing codes should be 

based on the evaluation and management code that aligns 

with the level of medical complexity required by each indi-

vidual patient. Additionally, new patients should have an ini-

tial one-on-one visit with a clinician prior to enrolling in an 

LMSMA.18 The TABLE provides more potential billing options. 

Along with providers, other healthcare professionals such as 

dietitians, nurses, psychologists, and nurses can bill utilizing 

their National Provider Identification (NPI) number.15 Work-

ing with a billing specialist can help to ensure proper billing 

to optimize reimbursement.

DOCUMENTATION 

Complete and accurate documentation promotes safe 

patient care while also providing justification for billing and 

compliance. Each visit should be documented in the individ-

ual patient’s health record. This documentation will support 

the level of evaluation and management code submitted for 

reimbursement. The documentation should still include an 

appropriate history and physical that evaluates the chronic 

medical condition(s) being treated via the LMSMA as well as 

any pertinent medications being utilized and recent labora-

tory results. The assessment and plan should describe the 

content delivered during the group portion of the visit as well 

as concerns addressed during the private individual time, 

including medication adjustments, refills, and laboratory 

evaluations.

CONCLUSION 

SMAs have demonstrated many positive attributes that make 

them a credible option within the treatment regimen of 

multiple common chronic diseases. LMSMAs are uniquely 

positioned to provide evidence-based lifestyle counseling, 

including motivational interviewing and health behavior goal 

setting, to address these chronic diseases. While these require 
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thoughtful planning, training, and engagement of staff, 

healthcare leaders, and participants, the efforts may result 

in improved costs, improved satisfaction of both patients 

and healthcare workers, and other positive outcomes. As 

our healthcare system rapidly changes, the LMSMA model 

can offer solutions to the many family medicine providers 

who are searching for ways to maximize the use of their time 

while having the potential to improve patient outcomes and 

decrease costs.  l
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TABLE. Billing code options15

Type of code Number

Evaluation and management 99212-99214

Medical nutrition therapy 97804

Behavioral therapy for cardiovascular disease G0446

Intensive behavioral therapy for obesity G0447

Health and behavior assessment and intervention 96164

Diabetes self-management training G0109
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