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Abstract

Abbreviations

Title: Adapting the shared medical appointment model for
the management of anxiety in primary care.

SMA: Shared Medical Appointment; GAD-7: Generalized
Anxiety Disorder-7

Background: Anxiety disorders are highly prevalent and
negatively impact the health of millions of people worldwide.
Primary care physicians are often the first providers who
diagnose and treat anxiety disorders. Unfortunately,
many patients lack access to mental healthcare services
to address their difficulties with anxiety. Prior research
indicates that the Shared Medical Appointment (SMA)
model is highly effective in addressing chronic illnesses.
This pilot study aimed to present one primary care clinic’s
development of a Primary Care SMA for Anxiety Program,
as well as results for its implementation.
Methods: Patients were recruited from two family medicine
resident training clinics. The anxiety SMA program consisted
of six monthly sessions, each with a different primary topic.
Participants completed the Generalized Anxiety Disorder-7
(GAD-7) scale before each session.
Results: A total of 28 patients participated in the Primary
Care SMA for Anxiety Program (75% Female; mean age
= 40.85, SD = 19.04). Of those, eleven patients (39%)
participated in more than one session. Paired samples
t-test results indicated a significant reduction in pre-GAD-7
(M = 10.9, SD = 4.96) to post-GAD-7 (M = 7.72, SD = 5.2)
scores, t = 2.68, p = 0.02. These results find that participants
demonstrated a significant reduction in anxiety symptoms
and this may be due to participation in the Primary Care
SMA for Anxiety Program.
Conclusions: The current study suggests that a SMA
model may be effective in reducing anxiety symptoms for
participants. This model may prove beneficial for effective
anxiety treatment.

Introduction
Mental health disorders negatively impact our
population, with an estimated 18.1 percent of adults
in the United States having any mental illness, with
anxiety and depression being the two most common
disorders [1]. Looking at anxiety alone, there is
an estimated global prevalence of 7.3% [2]. These
numbers are not surprising to primary care physicians,
who frequently diagnose and manage these conditions.
Consensus supports a multifaceted approach to anxiety
management, including psychotherapy, medication, and
self-care [3]. Unfortunately, patients are often unable
to access care due to lack of mental health resources
or poor insurance coverage for mental health services,
lack of communication between physicians and mental
health providers, and mental health stigma. Despite
evidence that group behavioral treatment is highly
effective for anxiety [4-6], and evidence demonstrating
benefit of Shared Medical Appointments (SMA) in
treating chronic medical conditions, improving access
to care, and improving patient satisfaction with care [79], we could not find a documented example of a SMA
model for the treatment of anxiety.
To address this gap, we provide one clinic’s pilot
development of a Primary Care SMA for Anxiety Program,
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utilizing an interdisciplinary team (including family
medicine providers, pharmacists, and psychologists)
to increase access to care. Additionally, we completed
a preliminary evaluation of the efficacy of this anxiety
SMA program. We hypothesized that this model would
reduce anxiety symptoms for participants and prove a
feasible strategy to increase access to care.

Methods
This study was reviewed by the University of Utah
Institutional Review Board and found to be exempt.
We conducted a retrospective analysis to determine
the efficacy of an anxiety SMA program to impact
generalized anxiety disorder-7 (GAD-7) scores.

Recruitment
The study population included all patients who were
recruited to the anxiety SMA program between October
2017 and May 2019. Patients were recruited from two
family medicine residency clinics based on referral from
their primary provider. Patients were considered for
the group visits if they were an active patient of either
participating clinic and had any anxiety disorder diagnosis.

SMA group structure
The anxiety SMA program consists of six-monthly

sessions, each with a different primary topic. Topics
include introduction to anxiety, behavioral based therapy,
pharmacotherapy for anxiety, insomnia management,
lifestyle, and communication (see Table 1). All anxiety
SMA sessions are led by a family medicine clinic provider,
clinical pharmacist, and clinical psychologist. The SMA
consists of a 2-hour session: A 30-minute check in, 1 hour
for monthly content, and 30 minutes for wrap up and
patient questions. During the check in process, patients
are asked to complete a GAD-7 questionnaire, followed
by a brief one-on-one meeting with the medical provider
to discuss potential medication changes or other concerns
they did not feel comfortable addressing in front of the
group. Group size varied each session, as patients were
able to join at any point in the cycle. Patients were
included in the current study if they completed at least
two of the six appointments per cycle.

Data collection and analysis
Patient data, including demographic information
and GAD-7 scores, were collected via retrospective
chart review of the electronic medical record. A pairedsamples t-test was conducted to investigate pre- and
post-changes in GAD-7 scores amongst participants
who completed at least two sessions, using scores from
the first and the last anxiety SMA session they attended.

Table 1: Primary Care SMA for Anxiety Program Discussion Topics.
Month

Primary Discussion Topic

Details

Month 1

Introduction to Anxiety

•
•
•
•
•
•
•

Education about anxiety

•
•
•
•
•

In depth discussion about medication options for anxiety management

•
•

Introduction to trackingsleep patterns

•

Introduction to developing healthy habits for good health and anxiety
management

•

Education about benefits of exercise for anxiety and how to incorporate
exercise into daily life

•
•
•
•

Discussion of healthy eating habits for anxiety management

Month 2

Month 3

Month 4

Month 5

Month 6

Behavioral Interventions

Medications for Anxiety

Insomnia Management

Lifestyle Habits

Effective Communication
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Discussion of behavioral strategies to address anxiety
Pros and cons of medication options for anxiety management
Introduction to meditation
How to incorporate meditation into daily life
Practice meditation including breathing-focused and body scan meditation
Provide community, smartphone app, etc. resources for continued practice of
meditation
Pros and cons of each medication
Education and discussion about herbal medicine options for anxiety
Education about insomnia, including causal factors
Cognitive-behavioral strategies for insomnia, including sleep hygiene, sleep
restriction, cognitive restructuring
Pros and cons of prescription andover the counter medication options for
insomnia

Discussion of interpersonal situations causing anxiety
How to manage anger and frustration
Strategies for communicating in an assertive manner
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Results
A total of 28 patients participated in the anxiety
SMA program during the study period, with 11 of
28 completing at least two sessions. Participant
characteristics are presented in Table 2. As seen in
Table 3, analyses of variance indicated that there
were no mean differences in initial GAD-7 scores
between participants who completed only one session
in comparison to participants who completed at least
two sessions, F (1, 26) = 0.06, p > 0.05. Additionally, as
seen in Table 4, paired samples t-test results among the
11 participants who completed at least two sessions
indicated a significant reduction in pre-GAD-7 to postGAD-7 scores. These results suggest that participants
who completed at least two sessions demonstrated
a significant reduction in anxiety symptoms while
participating in the Primary Care SMA for Anxiety
Program.

Discussion
With a reduction in GAD-7 scores among patients
who completed more than one session, this pilot study
suggests that the SMA model may be an effective
treatment modality for anxiety. Additionally, the study
demonstrates that it is may be feasible to adapt the
SMA model to manage anxiety in a primary care setting.
Not only does the SMA model reduce barriers to patient
access to a multidisciplinary care team, but it also allows
patients to benefit from a group format to address
Table 2: Participant Characteristics (N = 28).
Variable

M

SD

Range

Age (years)

40.85

19.04

19-65

Sex (%)
Male

7 (25%)

Female

21 (75%)
19 (67.9%)

Hispanic/Latino

7 (25%)

Other

2 (7.1%)

Challenges faced during the implementation of this
anxiety SMA program include patient recruitment and
retention difficulties as well as limited administrative
resources. This is in line with other studies of SMA for
chronic health conditions, which found poor or variable
attendance [11-14]. The SMA model requires variations
to usual one-on-one visit scheduling, which may require
additional staff training. Patient recruitment required
initial education of providers and staff about the SMA
program structure and referral process with multiple
subsequent reminders. Increasing the frequency of
groups (e.g. weekly or biweekly) may improve referral
and retention rates compared with the monthly model
used in the present study.
Limitations of the current study include lack of
a control group and small sample size, making it
difficult to assess causality and the broad effects of
the intervention. Lack of information about patients
completing a single session limits understanding of
reasons for drop-out. Reduction in anxiety symptoms
over time remains to be examined. Future studies
should evaluate the effectiveness of the anxiety SMA
program with larger sample across multiple clinical sites
and compare this model with the standard one-on-one
visits between the patient and primary care provider.
Additionally, future research should include follow up
with patients after completion of the anxiety SMA as
well as explore mechanisms that drive the efficacy of
this model, including improvements in mental health
variables such as depression or sleep, or psychosocial
variables such as improved social support.
In summary, the present pilot study provides an
overview of the Primary Care SMA for Anxiety Program
and evidence of utility in management of anxiety as
well as its potential feasibility in primary care and
effectiveness in reducing anxiety symptoms. While
many examples exist for SMA models for treatment of
chronic medical conditions, we were unable to find other
studies of utilizing the SMA model for mental health

Race (%)
White/Caucasian

symptoms. Specifically, patients have the opportunity
to learn from each other as they practice anxiety
management skills, and may experience reduced stigma
regarding the diagnosis of anxiety [10].

M = Mean; SD = Standard Deviation.

Table 3: Results of analysis of variance investigating mean differences in initial GAD-7 scores among participants who attended
only one session vs. participants who attended multiple sessions.
Participants with only one session

Participants with more than one session

mean

SD

mean

SD

F

p

11.4

4.65

10.9

5

0.06

> 0.05

Table 4: Results of paired-samples T-test investigating differences in pre-GAD-7 to post-GAD-7 scores among participants who
attended multiple sessions.
Pre-GAD-7

Post-GAD-7

mean

SD

mean

SD

t

p

10.9

4.96

7.72

5.2

2.68

0.023
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conditions. More studies are needed to determine the
true feasibility and efficacy, yet this model provides
primary care settings with a model that has the potential
to maximize the skill sets of multidisciplinary teams to
improve patient access to anxiety treatment.

Acknowledgements
The authors report no conflicts of interest or
competing interests. The content of this manuscript was
presented at the Society of Teachers of Family Medicine
Annual 2019 Spring Conference, Toronto, Canada. This
study was supported (in part) by the Health Studies
Fund, Department of Family & Preventive Medicine,
University of Utah.

Declarations
Ethics approval and consent to participate

ISSN: 2469-5793

4. Wolgensinger L (2015) Cognitive behavioral group therapy
for anxiety: Recent developments. Dialogues Clin Neurosci
17: 347-351.
5. Otte C (2011) Cognitive behavioral therapy in anxiety
disorders: Current state of the evidence. Dialogues Clin
Neurosci 13: 413-421.
6. Tolin DF (2010) Is cognitive-behavioral therapy more
effective than other therapies? Clin Psychol Rev 30: 710720.
7. Bauer Bartley K, Haney R (2010) Shared medical
appointments: Improving access, outcomes, and
satisfaction for patients with chronic cardiac diseases. J
Cardiovasc Nurs 358: 13-9.
8. Edelman D, Gierisch JM, McDuffie JR, Oddone E, Williams
JW Jr (2015) Shared medical appointments for patients
with diabetes mellitus: A systematic review. J Gen Intern
Med 358: 99-106.

This study was reviewed by the University of Utah
Institutional Review Board and found to be exempt.

9. Heyworth L, Rozenblum R, Burgess JF Jr, Baker E, Meterko
M, et al. (2014) Influence of shared medical appointments
on patient satisfaction: A retrospective three year study.
Ann Fam Med 12: 324-330.

References

10. Yalom ID, Leszcz M (2005) The theory and practice of
group psychotherapy. New York: Basic Books.

1. Center for Behavioral Health Statistics and Quality (2015)
Behavioral Health Trends in the United States: Results
from the 2014 National Survey on Drug Use and Health.
Rockville, MD: Substance Abuse and Mental Health
Services Administration.
2. Baxter A, Scott K, Vos T, Whiteford H (2013) Global
prevalence of anxiety disorders: A systematic review and
meta-regression. Psychol Med 43: 897-910.
3. School of Health and Related Research (ScHARR),
University of Sheffield (2004) Clinical Guidelines for the
Management of Anxiety: Management of Anxiety (Panic
Disorder, with or without Agoraphobia, and Generalised
Anxiety Disorder) in Adults in Primary, Secondary, and
Community Care [Internet]. London: National Collaborating
Centre for Primary Care (UK). (NICE Clinical Guidelines,
No 22.) 1, Key priorities for implementation.

Frame et al. J Fam Med Dis Prev 2021, 7:142

11. Scott JC, Conner DA, Venohr I, Gade G, McKenzie M, et
al. (2004) Effectiveness of a group outpatient visit model
for chronically ill older health maintenance organization
members: A 2-year randomized trial of the cooperative
health care clinic (structured abstract). J Am Geriatr Soc
52: 1463-1470.
12. Kennedy HP, Farrell T, Paden R, Hill S, Jolivet RR, et al.
(2011) A randomized clinical trial of group prenatal care in
two military settings. Mil Med 176: 1169-1177.
13. Clancy DE, Cope DW, Magruder KM, Huang P, Salter KH,
et al. (2003) Evaluating group visits in an uninsured or
inadequately insured patient population with uncontrolled
type 2 diabetes. Diabetes Educ 29: 292-302.
14. Wadsworth KH, Archibald TG, Payne AE, Cleary AK,
Haney BL, et al. (2019) Shared medical appointments and
patient-centered experience: A mixed-methods systematic
review. BMC Fam Pract 20: 97.

• Page 4 of 4 •

