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Abstract
Objective: Group medical visits (GMVs) have been touted as an innovation to effectively and
efficiently provide primary healthcare (PHC) services. The purpose of this paper is to report
whether GMVs have tangible benefits for providers and patients.
Methods: This descriptive study included in-depth interviews with patients attending and
providers facilitating GMVs and direct observation. Five primary care practices in rural towns
and four First Nations communities participated. This paper reports on an analysis of interviews and observations.
Results: Thirty-four providers and 29 patients were interviewed. Patient participants were an
average of 62 years old, mostly female and married. The three most common chronic conditions reported by patients were diabetes (n = 9), high blood pressure (n = 8) and arthritis
(n = 7). Three themes illustrated how GMVs: (1) can foster access to needed health services;
(2) expand opportunities for collaboration and team-based care; and (3) improve patient and
provider experiences. A fourth theme captured structural challenges in delivering GMVs.
Discussion: There are tangible benefits in delivering GMVs in PHC. While whole patient
panels can benefit from the integration of GMVs into practice, those who could gain the
most are patients with complex medical and social needs. GMVs provide an opportunity to
enhance PHC, strengthening the system particularly for patients with chronic conditions.

Résumé
Objectif : Les visites médicales de groupe (VMG) sont considérées comme des innovations pour
la prestation efficace et efficiente de soins de santé primaires (SSP). Le but de cette étude est de
voir si effectivement les VMG offrent des avantages pour les prestataires et pour les patients.
Méthodes : Cette étude descriptive comprenait des entrevues en profondeur auprès de patients
qui participent à des VMG et auprès des prestataires de soins qui les animent, ainsi que des
observations directes. Cinq cliniques de soins primaires dans des petites villes rurales et quatre
communautés autochtones y ont participé. L’article fait état d’une analyse des entrevues et des
observations.
Résultats : Trente-quatre prestataires de soins et vingt-neuf patients ont été interviewés. L’âge
moyen des patients participants était de 62 ans, la plupart étant des femmes mariées. Les trois
états chroniques les plus fréquemment rapportés par les patients étaient le diabète (n=9),
l’hypertension artérielle (n=8) et l’arthrite (n=7). Trois volets montrent comment les VMG
peuvent (1) favoriser l’accès aux services de santé requis, (2) accroître les chances de collaboration et les soins en équipe et (3) améliorer l’expérience des patients et des prestataires. Un
quatrième volet a trait aux défis structurels liés aux VMG.
Discussion : Les VMG dans le cadre des SSP présentent de réels avantages. Bien que tous les
patients d’un groupe puissent tirer avantage de l’intégration des VMG à la pratique, ceux qui
en bénéficient le plus sont les patients qui présentent une complexité de besoins médicaux et
sociaux. Les VMG permettent d’accroître les SSP en renforçant le système, particulièrement
pour les patients aux prises avec un état chronique.
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Introduction
Strengthening of primary healthcare (PHC) remains a priority for Canada since it can lead
to a more equitable system of care with better population health outcomes at reduced cost
(Starfield 1998; Valaitis et al. 2012; WHO 2008a, 2008b). Canada has seen extensive reforms
and investments in PHC totalling over $1 billion (Aggarwal and Hutchison 2012). This has
unleashed a myriad of innovations, at a time when a greater proportion of the population
needs increasingly complex clinical and psychosocial care to meet their needs and expectations. Yet, many patients, especially those living with chronic conditions, continue to have
challenges in accessing a family physician (Ouellet et al. 2011; San Martin et al. 2004) for
timely or comprehensive care (Baker and Denis 2011; Nasmith et al. 2010; Schoen and
Osborn 2010). Overall, family physicians are accepting fewer patients (Canadian Institute for
Health Information 2010; National Physician Survey 2004) and newer generations of family
physicians are seeking a better work–life balance (Brcic et al. 2012; Watson et al. 2006). This
creates challenges in access, especially in rural and remote communities.
In efforts to improve the access to and quality of PHC, experimentation and implementation of different organizational models has occurred across Canada (Glazier et al. 2012;
Hutchison et al. 2011). The focus of these reforms has primarily been on changing providers’
behaviours through implementing new types of payments and physician fee enhancements or
utilizing interprofessional teams (Health Canada 2004). At the same time, a growing body
of research questions whether the conventional use of individual appointments can meet the
needs of a practice’s panel of patients, particularly for those with chronic conditions (Lavoie
et al. 2013; Riley and Marshall 2010; Weinger 2003). There has also been a growing interest
in group medical visits (GMVs), which have been touted as an innovation to effectively and
efficiently provide PHC services (McLeod 2004; Noffsinger 2009). Yet less is known from
provider or patient perspectives about the benefits and challenges that GMVs offer within the
context of PHC.
GMVs have emerged as a model of care that strengthens PHC by addressing some of
the challenges related to the changing nature of patients’ health and healthcare needs and
the needs of family physicians for increased work–life balance. GMVs are visits with one’s
regular provider that take place in a group of 10–15 patients. There are two main types of
GMVs (McLeod 2004; Noffsinger 2009). The first type of GMVs are “drop-in group medical appointments” (DIGMAs), which are meant to increase timely access to primary care
(Noffsinger 2009). The second type of GMVs are “homogenous visits,” which are meant to
increase the quality and comprehensiveness of services delivered to patients who share common healthcare needs and facilitate increased self-management of an individual’s health. Other
healthcare providers and, sometimes, community organizations (e.g., local recreation centre)
are also present.
GMVs in PHC, though relatively recent in Canada (McLaren 2008; Noffsinger 2009),
were introduced in the US in the 1990s to optimize clinicians’ time and increase the quality
of care to growing numbers of patients with chronic conditions (Noffsinger and Scott 2000;
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Riley and Marshall 2010; Yehle et al. 2009), including those with hypertension, stroke, heart
failure (Griffin et al. 2009; Yehle et al. 2009) and chronic obstructive pulmonary disease (De
Vries et al. 2008). GMVs have also been used to deliver prenatal care (Rice and Slater 1997).
The content of GMVs includes medical services related to a common chronic condition, such
as a routine physical examination (Riley and Marshall 2010; Walker 2000), and an education
or health promotion component.
GMVs can provide self-management support encompassing strategies such as individualized assessment, collaborative goal-setting, skills enhancement and access to resources
(Schillinger et al. 2009). Compared with individual visits, randomized trials have shown that,
overall, group interventions are associated with clinically significant improvement in a variety
of medical, psychological and behavioural outcomes (Beck et al. 1997; Clancy et al. 2003a;
Eisenstat et al. 2013; Kulzer et al. 2007; Sadur et al. 2002; Trento et al. 2004; Wagner et al.
2001). Past work has shown GMVs to improve patients’ access to medical care (Bronson and
Maxwell 2004), decrease emergency department and outpatient utilization, increase quality of life, improve self-efficacy, increase satisfaction with care (Bray et al. 2005; Clancy et al.
2003b; Coleman et al. 2001; De Vries et al. 2008; Howard 2002; Jaber et al. 2006; Kirsh et
al. 2007, 2008; Scott et al. 2004; Trento et al. 2005) and increase providers’ ability to monitor
those with complex chronic care needs (Beck et al. 1997; Scott et al. 2004). Most of this work
has taken place in the US and in mainly urban settings. The purpose of qualitative work is to
examine the benefits and challenges of delivering of GMVs for patients living in rural settings
in British Columbia (BC), Canada.

Methods
This descriptive study included in-depth interviews with patients attending and providers
facilitating GMVs and direct observation. It took place in Northern Health (NH) Authority
in BC, where there is a partnership between the health authority and family physicians to
deliver PHC services across northern BC. GMVs are delivered in a primary care practice, in a
space provided by NH or in community clinics, many of which are located on a First Nation
reserve (lands reserved for First Nations1 peoples).

Participants
Primary care practices and First Nation reserve communities who had offered GMVs for two
years or more were identified by NH. Five primary care practices in different towns participated. Practices were funded through fee-for-service (n = 2) or contract arrangements through
BC’s Alternative Payment Plan (n = 3). Four First Nation reserve communities also participated. Providers delivering GMVs in First Nation reserve communities were either salaried
or paid through fee-for-services. These communities ranged in population size from 200 to
76,000; some communities were up to 1,000 km away from Prince George, BC’s northern
regional city (Consumer-Purchaser Disclosure Project 2011).
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Inclusion criteria for patient participants included: (1) adults ≥19 years; (2) living in NH;
(3) having no significant cognitive impairment; and (4) had participated in a GMV in the past
year. Inclusion criteria for providers were that they had been involved in facilitating or providing care in at least two GMVs in the past year and identified the participating practice as the
place where they regularly provided care.

Recruitment
Participants were recruited from the practices and communities working in partnership
through PHC coordinators, medical office assistants or Community Health Representatives
(CHRs) who worked and resided in First Nation reserve communities. PHC coordinators
are NH employees who facilitate access and service delivery in specified communities across
the health authority. CHRs play a key role in health promotion, protection and injury prevention (Health Canada 2004). Care was taken to adhere to ethical principles outlined in
the Tri-Council Policy Statement: Ethical Conduct for Research Involving Humans, 2010
(Government of Canada 2010). All procedures were approved by the University of BC,
University of Northern BC, NH ethics boards and by the PHC practices and First Nation
reserve communities. Memoranda of understanding to participate in this research were signed
with each First Nation community.

Data collection
Interviews were conducted in-person or over the telephone if the time the researchers were in
the community was not convenient for participants. Sampling and analysis occurred iteratively.
Purposive sampling (Corbin and Strauss 2008) was used to explore a range of patients’ and
providers’ experiences (e.g., patients’ ages, different types of providers’ experiences) in attending or facilitating a GMV. After obtaining informed consent (verbal or written), interviews
with providers and patients and one interview with two patients were conducted. Open-ended
questions explored: participant’s experiences; barriers to delivering or receiving PHC in a
group format; and recommendations for improving GMVs. Interviews were audio-recorded.
Field notes were written following interviews or direct observation. All participants were given
$15 in appreciation of their time.

Data analysis
Transcribed, anonymized interview transcripts were compared with the audio recordings for
technical accuracy. An interpretive thematic analysis was conducted according to procedures
for qualitatively derived data (Thorne et al. 2004). Coding of data was conducted by two of
the research team members, where agreement was reached on the coding by consensus. Coded
data were then analyzed. We checked our analysis with discussion in the team (which included
NH) as well as with a sample of participants. Atlas.ti, software for analyzing qualitative data,
was used to organize and code the data. Trustworthiness (Thorne 2008) of the analysis was
evaluated through discussions with PHC experts and feedback from a selection of participants.
HEALTHCARE POLICY Vol.11 No.2, 2015
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Results
Providers (n = 34) reported delivering all types of GMVs, with the CHCC model being the
most frequently used (Table 1). Examples of the types of services delivered through GMVs
ranged from prescription refills, health education and links to other resources, ordering
laboratory tests, to having a physical examination (in a separate room but then joining the
group for discussion) and coordinating services with public health and specialist care. GMVs
were offered weekly to quarterly, lasting between 60 and 90 minutes with between 9 and 15
patients. The primary care provider was not present for the entire time for GMVs that took
over 60 minutes.
Table 1.

Demographic characteristics of provider

Providers (n = 34)
Type of provider attending GMV (n)
Family physician

10

Nurse

7

Nurse practitioner

2

Primary healthcare coordinator

4

Other (includes medical office assistant, community health representative, outreach coordinator, etc.)

11

GMVs delivered by provider in one month
Mean (SD)

1.4 (1.85)

Range

1–6

Type of GMVs delivered (%)+
Homogenous (e.g., disease-specific teaching, reviewing lab values – haemoglobin A1c, prenatal, physical exams)

88.57

Drop-in group medical appointments (e.g., prescription renewals, sick day notes, acute episodic events such as a cough)

34.29

Note: providers were asked to list all types of GMVs delivered
+

Patient participants (n = 29) were an average of 62 years old, mostly female and married
(Table 2). Patients had attended an average of four GMVs in the past year, with most attending a homogenous GMV. Most patients had three or more chronic conditions.
Table 2. Characteristics

of patients attending GMVs

Patients (n = 29)
Age (yrs)
Mean (SD)

62 (16)

Gender (% female)

65.52

Self-reported health (1-5)+
Mean (SD)

2.76 (1.12)

Ethnicity (%)
European (Caucasian)

55.17

Aboriginal**
First Nation

41.38

Métis

3.45
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Table 2. Characteristics

of patients attending GMVs (continued)

Patients (n = 29)
Marital status (%)
Married

79.31

Income (%)
<$20,000

37.93

$20,000 – $29,999

20.69

$30,000 – $39,999

20.69

$40,000 – $49,999

3.45

$50,000 – $59,999

6.90

$60,000 – $69,999

3.45

≥$70,000

0

Missing

6.90

Number of chronic conditions (%)
Range

0 –7

0

10.34

1

6.90

2

27.59

3 or more

55.18

Chronic conditions (%)++
Diabetes

58.62

Arthritis

48.28

High blood pressure

51.72

Depression

34.48

Heart disease

20.69

Other: Kidney disease

10.34

Other: Cholesterol

6.90

Other

27.59

GMVs attended in the last year (n = 12)*
Range

1–15

Mean (SD)

4 (2.95)

Type of GMV attended (%)
Homogenous

82.76

Drop-in group medical appointments

17.24

Satisfied with care from family physician (%)
Always/Usually

79.31

Sometimes/Rarely/Never

20.69

Note: higher score=more of the concept; patients were asked to report all chronic diseases they had been diagnosed with; there were 17 people who did not
answer this question. **In Canada, ‘Aboriginal people’ is the term used to refer to Indigenous people, including First Nations, Métis and Inuit populations.
+

++

*

Four themes, consistent across homogenous and DIGMA GMVs, emerged. Three
themes illustrated how GMVs fostered access to needed health services, expanded opportunities for collaboration and team-based care, and improved patient and provider experiences.
HEALTHCARE POLICY Vol.11 No.2, 2015
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The fourth theme captured providers’ challenges in delivering GMVs. The format, processes
and proximal outcomes of the GMVs are reported elsewhere (Lavoie et al. 2013).

Fostering access to needed health services
If offered on a regular basis, our data show that GMVs can provide a mechanism for increasing access to PHC for all practice patients. This is a tangible benefit for both providers and
patients. Once GMVs had been implemented on a regular basis, providers saw wait-time
for appointments decrease because patients were able to obtain some services more quickly
(e.g., prescription renewal, follow-up appointments for episodic care).
“…
 it’s freed up other appointments for patients to see their family doctor, I think
its allowed more access for patients to see their doctor for the same type of care
so they’re not coming in on a Wednesday morning to see the doctor about I don’t
know a cough, and they realize they haven’t had blood work done in six months …
so at least they’re maintaining their health by having access … getting things done
on a more routine basis than worrying about it or forgetting about it.” (Provider #5)
As this quote reveals, GMVs increased individual patients’ access to needed health services related to their care as well as had the unintentional benefit of increasing access for those
who wanted the more traditional one-to-one patient–provider visits. Some providers were
able to accept new patients, as the GMVs increased the overall capacity of the practice. Our
direct observation of GMVs suggested that these types of visits had to be offered on a routine
basis (e.g., every 1–2 months) to influence the overall capacity of the practice to decrease their
waiting time to see patients or accept new patients.
GMVs provided increased opportunities for patients to access health promotion activities.
Providers often referred to GMVs as a “max-packed” visit where patients obtained care based
on their reason for visiting but also benefitted by receiving preventive care (e.g., flu vaccine,
B12 injection) and screening. This quote provides an example of how GMVs could increase
opportunities for cancer screening:
“… we were doing diabetic visits, we were also picking up all the other things that
you need so, if you happen to need a tetanus shot … a mammogram … go for
colon cancer screening, all of that stuff has been picked up so the visit is what we
call max-packed, getting the maximum benefit.” (Provider #9)
Patients also reported experiencing more comprehensive services, as illustrated in this next
quote from a patient attending a GMV focused on smoking cessation:
“The pharmacist, public health … it was amazing, the information that was given out,
which you do not have in a regular doctor’s appointment. They [patients] wanted

[34] HEALTHCARE POLICY Vol.11 No.2, 2015

Incorporating Group Medical Visits into Primary Healthcare: Are There Benefits?

to talk to the doctor about quitting smoking … I’m just trying to think of anything
negative. I just thought they [GMVs] were wonderful.” (Patient #109)
In most cases, GMVs were an efficient use of both patients’ and providers’ time. Synchronous
communication between patients’ regular provider, other providers and staff with patients created
immediate opportunities for adjustments in treatment plans or follow-up individual visits, and
educational opportunities. Providers and staff gained time because they did not travel between
rooms, answer the telephone or attend to queries from people in the waiting room. There were
a few patients who thought if the GMV had too many people that patients’ time was not used
appropriately because they needed to listen to too many patients’ health concerns.

Expand opportunities for collaboration and team-based care
The provision of GMVs increased collaboration between primary care and public health.
For example, prenatal GMVs provided a place where public health, prenatal registry nurses as
well as women’s regular primary care providers could work together in coordinating care and
exchanging information and meet health system requirements such as registration of newborns. GMVs were also a space where the healthcare professionals could identify and work
with patients who may have more vulnerabilities such as being low-income, having multiple
morbidities or identified as a potentially high-risk pregnancy.
Primary care providers offering GMVs enabled more team-based care with healthcare
providers (e.g., public health nurses), the Health Authority and communities (CHR, First
Nation reserve nurse):
“It’s [GMVs] kind of a win all around because when you increase your productivity
you increase access for patients, your waiting times go down, patients like it, doctors
like it, staff likes it and we’re better able to meet evidence-based guidelines because
there’s a team taking care of patients rather than a single provider … it’s just worked
out really, really well.” (Provider #1)
This quote illustrates that delivering some primary care in a group setting can help providers achieve higher quality of care through the use of teamwork, without having to increase
the practice’s costs by having to hire more staff. Direct observation revealed that team members and patients were working together to find potential solutions for individuals’ medically
and socially complex care needs.
The GMVs brought healthcare providers together with those working in First Nation
communities. CHRs played an important role in identifying patients needing further testing
for confirming a diagnosis of diabetes:
“So what happens is that we have these GMVs that were supposed to be homogenous and now there’s just everybody coming and the Community Health
HEALTHCARE POLICY Vol.11 No.2, 2015
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Representatives decided, oh well, we were doing these blood sugars on people with
diabetes and we might as well do them for everyone … we started to find people with
diabetes because as they came to the DIGMAs they were diagnosed … ” (Provider #29)
This quote also shows that a GMV that was originally designed as a homogenous group
turned into a DIGMA-style GMV where patients with any health concern started attending.
An unintended benefit of this DIGMA was that providers and patients not previously aware
of any diabetic symptoms were able to work with an earlier diagnosis of diabetes. Across all
GMVs, patients became actively involved in a team-based care approach. Patients reported
learning from other health professionals such as dieticians and their peers. The GMV environment provided opportunities for patients to share their day-to-day management skills and
how they prevented illness exacerbations with other attendees.

Improving patient and provider healthcare experiences
Patients attending GMVs reported increased confidence and skills in managing their health
within their personal and social context. One patient stated:
“… 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 [GMV] 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.” (Patient #16)
Patients were motivated by knowing they were “not alone.” The GMV structure also
helped to neutralize the inherent power imbalance between patient and provider. GMVs were
more interactive, allowing patients to gain information from their providers but also to listen
and share their day-to-day management strategies with each other. As this patient with diabetes describes, he was upset about going to his first GMV but was surprised at how supportive
the physician and other patients were:
“… I had been diagnosed about a year ago … and not following up with my blood
work, on my tests. I just kept trying to wish it away. I was so humiliated when the
doctor started talking to everyone around the table, asking what questions we had.
I thought, he’s [going to] mention that I didn’t go for blood work and all this stuff
that I wasn’t doing, and I was so pissed off. But what happened was it really made
me face the problem I was dealing with and so I actually started to smarten up …
I saw people who went to the DIGMA very supportive of me, what I was struggling with … I didn’t like the idea at first but I’m okay with it now … I got to meet
people who were dealing with diabetes, complications that they’re having, what they
were doing about it.” (Patient #112)
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This quote also illustrates what providers saw as the clinical impact of GMVs on
patients. Providers reported that attending GMVs could lead to improved clinical indicators,
such as better HbA1c levels and cholesterol levels. Providers were also satisfied with their
practice, as GMVs were an environment to easily deliver comprehensive care for those with
complex care needs:
“I think there’s no question about the overall goodness of what we’re doing … when
you take in patient satisfaction, your satisfaction, and meeting objectives for chronic
disease management … this is a far superior way to go.” (Provider #2)
Rather than repeating health education messages (e.g., reasons for a high HbA1c) across
several individual visits, providers taught to the whole group at once, witnessed reinforcement
of key messages by patients sharing their own experience and, in addition, reported more
opportunities for in-depth patient–provider interactions. GMVs enabled providers to quickly
address the common and predictable parts of a visit (e.g., blood pressure, weight) and focus on
the complexity of living with different and often multiple chronic conditions, while benefitting
from peer patients providing their personal experience and emotional support.

Structural challenges in delivering GMVs.
Introducing and maintaining GMVs were challenging. A structural challenge for fee-for-service
physicians was the financial risk of seeing fewer patients. This challenge was overcome by trying
to ensure that between 10 and 15 patients were seen during a group visit. One provider stated:
“I think even [in] fee-for-service [practices] they come out ahead as well … they can
still bill for every person that is in the group. So really if they can get through fifteen
people in an hour I don’t think they could do that if they were seeing one at a time.”
(Provider #4)
One common challenge patients experienced, however, with the larger groups was that
they felt there was not a lot of time spent on their particular issues.
Additional support was needed to transform everyday practice from a series of individual
appointments to delivering care to a group of patients that might include multiple providers.
PHC coordinators and the medical office assistants invested time “starting-up” GMVs to identify and coordinate patients who might be inclined to try a GMV. Most providers reported
that identification of these patients was time-consuming, particularly for those not using an
electronic medical record. Providers also identified patients whom they felt were less suited
to participating in GMVs, including those who were hard of hearing, had limited Englishspeaking skills or cognitive deficits or were uncomfortable in groups. Some patients also
identified themselves as not wanting to attend more GMVs because they did not want to talk
about their issues, nor hear other patients’ issues in a group.
HEALTHCARE POLICY Vol.11 No.2, 2015
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Other key factors for GMVs to be successful were the facilitation skills of the provider
leading the group and simply having a large enough space to conduct a group visit. Whether
the facilitator was a provider or other staff, he/she was important in creating a safe environment where patients could comfortably share their experience, managing group dynamics,
keeping the group relatively focused and ensuring delivery of specific medical services
(e.g., review blood test results). Delivering GMVs without an appropriately large room
was challenging and for some providers, impossible. In some cases, NH worked in partnership with practices to provide adequate space, for example, in a community centre. Sometimes
the alternate location worked better for patients, but coordination was needed to ensure that
equipment and patient charts were available.

Discussion
Managed care systems and others have experimented with GMVs for the past two
decades but this study is the first of its kind in Canada. The themes we report were consistent across patients and providers and across both homogenous and DIGMA GMVs. Similar
to past findings, our analysis showed that GMVs can address physical and psychosocial outcomes (Beck et al. 1997; Clancy et al. 2003a; Kulzer et al. 2007; Sadur et al. 2002; Trento
et al. 2004; Wagner et al. 2001) through communication between patients and providers
and among patients, increase access to medical care (Bronson and Maxwell 2004) as well as
improve patients’ ability to manage their health (Clancy et al. 2003b; Coleman et al. 2001).
GMVs provide a window into how PHC can continue to be transformed to be an efficient use of multiple providers’ and patients’ time as well as an effective mechanism to deliver
care. In smaller communities, GMVs can strengthen collaboration between primary care
and public health (Valaitis et al. 2012) to address wider social determinants of health. This
work sheds light on the process of delivering GMVs with the greatest advantage provided to
attendees being in an environment conducive to obtaining resources, skills and confidence in
managing their health on a day-to-day basis. While whole patient panels can benefit from the
integration of GMVs into practice, those who gain the most have complex medical and social
needs. GMVs allow for more in-depth communication (Masley et al. 2000; Noffsinger and
Atkins 2001) and a wholistic approach to care (Lavoie et al. 2013; Noffsinger et al. 2003).
Research continues to show that GMVs can have clinically and significantly positive effects on
patient outcomes, such as decreased blood pressure and HbA1c and increased quality of life
(Housden et al. 2013).
The results should be interpreted with caution, since only GMV participants were interviewed, and GMVs may not be suitable for all patients. Data were collected in one health
authority. Future work should be informed by practices delivering GMVs in urban areas.
More work is needed to understand whether the benefits and challenges are similar by modality of GMV (e.g., homogenous vs. DIGMA) and to examine what the ideal mix of GMVs
and individual visits for practices is.
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Delivery of GMVs remains complex; resources and support are needed to overcome
structural challenges (e.g., appropriate space, coordination of patients, schedules and charts).
New skills such as facilitation and attention to group dynamics, working in collaboration with
others and patients and the ability to potentially provide a variety of healthcare services to
multiple people within a short period are also required. Financial incentives may be required
as one approach to off-setting the potential perceived barriers. Practices will need other supports such as strong collaborations with jurisdictions responsible for geographic delivery of
health services to obtain tools for more efficient coordination of care. Offering GMVs in primary care could be an opportunity to enhance PHC, strengthening the system particularly for
patients with chronic conditions.
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