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Group Visits May Benefit Diabetes Patients
B Y  M A RY  E L L E N  S C H N E I D E R

B O S T O N —  If you’re struggling to
help your diabetic patients stay in con-
trol, the answer may be to get those pa-
tients together for a group visit, said Dr.
Edward Shahady, medical director of the
Diabetes Master Clinician Program at
the Florida Academy of Family Physi-
cians Foundation in Jacksonville. 

During a traditional one-on-one office

visit, the physician assesses and instructs
the patient. But diabetes is a self-man-
agement disease that requires patients to
change their behavior, something that is
not likely to happen based solely on ad-
vice received during an office visit, Dr.
Shahady said at the annual meeting of the
American Academy of Family Physicians. 

The evidence for this is in the nation-
al statistics on diabetes: Fewer than half
of diabetic patients achieve recom-

mended hemoglobin A1c goals, and only
about a third reach their LDL cholesterol
and blood pressure goals. “Just the sim-
ple office visit is not working,” he said. 

Dr. Shahady and his colleagues at the
Florida Academy of Family Physicians
Foundation have developed a model for
group visits that has improved satisfac-
tion among diabetic patients, while al-
lowing physicians to get paid for seeing
complex patients. 

Under the model, group visits can oc-
cur every month to every 3 months with
the same group of patients. The group
visit may replace some of the routine di-
abetes visits and last about 2.5 hours.
During the first hour, a nurse or medical
assistant takes vital signs, helps patients
complete questionnaires and other
forms, and provides individual “report
cards” with HbA1c levels and other clin-
ical values. The nurse then gets the con-
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versation started on the visit topic, which
may be on some aspect of nutrition, ex-
ercise, foot care, or lipids. 

The nurse also fields questions, for
which Dr. Shahady recommends that
practices use a “parking lot” sheet to
keep questions unrelated to diabetes from
taking up time in the group discussion.
Putting unrelated questions on the sheet
lets patients know that their questions are
important, but that the group visit is for
discussing their diabetes, he said. The
physician can get to those questions at the
end of the session or address them later
during individual office visits.

During the second hour, a physician,
nurse practitioner, or physician assistant
joins the group to reinforce the curricu-
lum point for the day. Leave extra time at
the beginning and end of the group vis-
it for checking in, filling out paperwork,
and writing prescriptions, he advised.

While each visit has a set topic, the
idea is not for the visits to be lectures. In-
stead, patients should drive the conver-
sation. This group dynamic can have a
huge impact. If one patient admits to
having difficulty finding time to exercise,
other members may have valuable sug-
gestions about how they fit exercise into

their schedules. “Patients like to share so-
lutions with each other,” he said. This in-
teraction is much more effective than
getting the suggestions from the physi-
cian, Dr. Shahady said. 

Sometimes the sessions can get emo-
tional, which offers an opportunity to ask
the group if anyone else feels the same
way. The other patients generally jump
in with their thoughts and advice. 

Ideally, groups should be kept to about
10 patients. Most of the group members
should be patients whose diabetes is not
well controlled, since they will benefit
the most. But it’s also valuable to include

a couple of patients who are in good
control, since they may be able to offer
advice to other group members. 

If properly documented, most group
visits will qualify for billing with a 99214
code, Dr. Shahady said. It’s not neces-
sary to conduct a physical exam to use
the 99213 or 99214 codes for estab-
lished patients. Clinicians need only
collect vital signs, provided that they
have already satisfied the history and
level of complexity requirements. The
ICD-9 code should reflect the level of
control, the type of diabetes, and any
complications. ■


