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RESEARCH ARTICLE

GP trainee responses to using SHERPA for multimorbidity consultations
Dawn R. Swancutt , Edmund Jack , Hilary A. Neve , John Tredinnick-Rowe , Nick Axford
and Richard Byng

Faculty of Health, Peninsula Medical School, University of Plymouth, Plymouth, UK

ABSTRACT
UK general practitioner (GP) trainees are taught a consultation model which elicits the patients’ 
main reason for consulting ‘today’. This approach will often miss important issues for the 
increasing number of patients with multimorbidity. We developed the SHERPA model as 
a person-centred biopsychosocial framework for consulting patients with multimorbidity to 
address this. We aimed to examine GPs trainees’ responses to SHERPA when integrated into 
their vocational training. The research design was qualitative and participants were GPs trainees 
in vocational training from one UK training location. GP trainees were introduced to the SHERPA 
model through interactive workshops. Qualitative data were collected from 16 participants, 
through four hours of teaching observation, 24 feedback templates, six practical applications 
of SHERPA and eight one-to-one interviews. Data were transcribed, and, using the Framework 
approach, systematically analysed, focussing on trainees’ learning and application of the model. 
The results demonstrated that all participants engaged well with the teaching sessions, brought 
observations from their own experience, and reflected on particularly complex consultations. 
Half of the participants applied SHERPA successfully with their patients, particularly repeat 
attenders. Barriers to this approach were: selecting appropriate patients; perceived time pres-
sure; lack of familiarity using the model; viewing SHERPA as ‘additional’, rather than integral, to 
shared decision-making in complex situations. The SHERPA model was viewed as helpful by 
these GP trainees for patients with whom they had established a relationship. Earlier introduction 
and regular support from trainers, where trainees reflect on experience of SHERPA, could 
increase confidence in using this method.
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Introduction

GPs and their trainees increasingly encounter 
patients with multiple long-term conditions affected 
by lifestyle and psycho-social issues [1,2]. For trai-
nees, such complex consultations are known to be 
difficult [3]. Improving doctors’ communication 
skills improves patient outcomes [1,4]; promoting 
shared decision-making and re-aligning care to 
match patients’ goals can produce many benefits 
[5]. In complex multimorbidity, the difficulty of 
what to focus on first and how to create holistic 
care is amplified. Communication training typically 
emphasises the Calgary-Cambridge approach, based 
on a checklist for patients with a single presenting 
problem [4]. Specific training in how to apply evi-
dence-based medicine in a patient-centred way with 
people who have multimorbidity is lacking [6,7], 
leaving trainees, and future GPs, underprepared. 
While individual clinicians may innovate within 
their personal practice, many patients with 

multimorbidity remain inadequately supported in 
wider care planning [8].

Training in, and research into, communication in 
complex consultations is limited [7]. NICE 
Guidelines (2016) highlight objectives for managing 
multimorbidity but do not describe in detail how to 
make decisions with individuals [9]. Shared decision- 
making models typically address specific medical 
decisions, for example, should a patient have a hip 
replacement, rather than broader ongoing issues. 
There is a lack of tools and a limited evidence base 
for making patient values visible in multimorbidity 
healthcare [10]. Indeed, there is no standardised 
approach for how to understand patient preference 
in multimorbidity [11] or how clinicians and patients 
should work together to agree to priorities and 
ensure holistic care. Patients and clinicians recognise 
this deficiency [12].

As a first step in supporting GPs’ shared decision- 
making in the context of multimorbidity, we developed 
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a framework (SHERPA: Shared Evidence Routine for 
a Person-centred Plan for Action) whereby the practitioner 
acts as a ‘guide’, working with patients to apply evidence 
and explore solutions in a holistic way (Figure 1). SHERPA 
uses a three-step approach to share and link relevant infor-
mation about the patient’s health and plan together with 
patients [13]. Implementing SHERPA can be challenging 
as it requires the integration of high-level skills that encom-
pass several areas of the GP curriculum [10]. For many, it 
requires a significant change in mindset away from reason-
ing based on a single diagnosis. As part of testing SHERPA, 
we ran two training sessions for GP trainees, introducing 
the model and exploring approaches for adapting their 

communication and practical skills to incorporate this 
within the consultation.

Research aim

To understand:

● How GP trainees responded to training in the 
SHERPA model

● Whether they subsequently used SHERPA with 
patients who have multimorbidity, and the fac-
tors that facilitated or limited this

Figure 1. The SHERPA model.

Figure 2. SHERPA step 2 – GP drawing out and linking issues together with Mr A.
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● The perceived acceptability of the approach for 
GPs and patients

Method

Study design and setting

Two interactive educational sessions were delivered to 
trainees in South West England during 2018 (Table 1). 
To minimise disruption these were delivered as part of 
the trainees’ ongoing teaching programme. The interven-
tion was informed by feedback from a Public and Patient 
Involvement and Engagement (PPIE) group and from 
previous cohorts of trainee GPs, allied health profes-
sionals and GP trainers who had been introduced to 
SHERPA.

A qualitative, multi-data source design was used, 
involving observation of the sessions, participant feed-
back post-session, template feedback from participants 
on their use of SHERPA and one-to-one interviews with 
trainees and trainers. We aimed to develop a broad 
understanding of the impact of the training on the 
trainees and their practice (Table 2 example and 
Figure 2).

Sampling and recruitment

The trainers were GPs and educators with experience of 
teaching, and using, SHERPA. Participants were quali-
fied doctors in their second year of GP training. At the 
time of training approximately half were in their GP 
placement and the other half were soon to transfer to it. 
All those invited consented to participating in the study 
(n = 16). An introduction to the study, the consent and 
observation processes were included in both sessions. 
PPIE work with an earlier cohort had confirmed that 

observation of sessions appeared not to change partici-
pant behaviour.

Data collection

Research team members observed sessions to capture inter-
actions, note trainees’ initial reactions to SHERPA, how the 
teaching material was received, and trainees’ ability to 
engage with, and apply the model in a classroom setting. 
Trainees completed feedback templates after each session 
about the training structure and content, what was helpful 
and what could have been improved.

Trainees were asked, when in their GP practice, to try 
out SHERPA with patients and complete brief reflective 
templates about its use and perceived acceptability. All 
participants were invited to discuss this in more detail in 
short semi-structured interviews with the researcher, 
which were audio-recorded. The interview topic guide 
included questions about what trainees had learnt from 
applying SHERPA in practice and their recommenda-
tions for future training. Trainees were invited to 
describe the diagrams they had co-created with patients 
to identify their symptoms, concerns and the inter- 
relations between these.

Data analysis

Data from all sources were coded, linked to emergent 
themes and charted into a coding matrix, using the 
Framework approach, to facilitate between-case and 
within-case analysis [14]. Two authors read and coded 
all interview transcripts, observational notes and feed-
back template data (DS and EJ). Authors coded inde-
pendently and then consulted each other to resolve 
queries. A realist informed approach was applied to 
focus on the causal mechanisms driving trainee learning 

Table 1. Structure of training sessions.
Training sessions summary: 
the aim of the first educational session was for participants to achieve a working understanding of the SHERPA model and how they could apply it to their 
patients. The second session, eight weeks later, revisited the model, supporting the trainees after they had started putting the model into practice and 
gaining an understanding of their reflections of this. The case study Mr A (Table 2) was used in session one to illustrate the use of SHERPA in practice.

Session one Session two
Introduction and context
● Define and discuss multimorbidity and the challenges it presents for 

patients, clinicians and evidence-based medicine
● Review NICE multimorbidity guidance

How did it go?
● Sharing experiences of using SHERPA in small groups:
○ What happened? How did you feel?
○ What worked well/ less well?

● Feedback and discussion
Introduction to SHERPA
● SHERPA model and underpinning rationale
● Illustrate steps with example case study, Mr A (Table 2)

Revisit
● SHERPA model and underpinning rationale
● Used trainees experience to develop specific skills eg. motivational 

interviewing
● Consider application with future patients

Application
● Rehearse GP-patient consultation in pairs: drawing SHERPA model, using 

case studies provided
● Feedback and next steps

Application
● Further rehearsal in pairs with case studies (own and provided) using 

‘SHERPA statement and question’ handout
● Feedback and next steps for using in practice

EDUCATION FOR PRIMARY CARE 3



and implementation [15]. This allowed us to explore 
how trainees responded to the training approach and 
evaluate how closely this aligned with theoretical expec-
tations [16]. We interrogated the data inductively for 
unexpected occurrences and reactions to the training 
and the facilitators and barriers to trainees applying 
SHERPA in practice [17] (conducted by JTR).

Results

All attendees provided qualitative data on their experience 
and follow-up use of SHERPA (including three trainers 
n = 16). Four hours of teaching were observed. Twenty- 
four feedback templates on training (n = 18) and SHERPA 
application in practice (n = 6) were collected. Eight semi- 
structured one-to-one interviews were conducted with 
trainees (n = 5) and trainers (n = 3). Trainees’ group size 
was 12 for the first session and 10 for the second, with 
a mix of genders. One new attendee arrived for the second 
session. Most trainees attended both sessions. The coding 
structure was developed by DS and EJ from session feed-
back and observational data, then expanded as trainer 
views and feedback were added to the dataset. The analysis 
focussed on the facilitators and barriers to using SHERPA 
in practice. Four main themes were constructed from the 
data and are included in Box 1.

How to use SHERPA

The construction of SHERPA diagrams detailing how 
a patient’s conditions interact was deemed valuable by 
trainee GPs. During training sessions, diagrams based on 
case vignettes were created in small groups, then shared 
with the wider group. Working collaboratively helped 
participants engage with and reflect upon the model.

‘All groups could see each other’s models progressing. As 
soon as one group began to draw on the paper, the others 
also quickly started theirs.’ (Researcher DRS observing 
session 1)

This encouraged trainees to think relationally about 
multimorbid patient consultations.

‘I like visual things and I like the idea of chatting 
together, pulling different problems together, mapping it 
out, and then explaining to the patient how you sort of 
map everything together’ (GP trainee 1)

Using SHERPA to create diagrams with ’real’ patients, 
seemed to help trainees explore the relationships 

Table 2. Example of how a patient and GP might use SHERPA in a consultation, showing the applied skills and goals for each step.
Mr A presenting complaint and background

Mr A’s Presentation 
(Phone consultation)

‘Dr I feel awful. I’m feeling really tired, my hands are shaking and my knee is getting more painful’. I think I might need 
an increase in my antidepressants. 

GP arranges further review and opts to use SHERPA model.
Mr A’s Medical Record: Major problems: Ischaemic heart disease, osteoarthritis, depression, glaucoma, overweight, impaired fasting glycaemia. 

Medication: Aspirin, Bisoprolol, Losartan, Atorvastatin, Naproxen, omeprazole, sertraline, timolol

How SHERPA was used by Mr A and his GP

SHERPA Step Action in consultation with Mr A Skills applied/goals

Step 1: Share 
GP and patient discuss issues and 

problems as they see them

Mr A attends the consultation in person 
Expressed his additional concern: he might die from heart attack 

now. 
Doctor’s concerns: risk of heart disease in long term, alcohol 

consumption, potential for depression.

Communication skills to elicit patient’s issues and 
to present issues patient not aware of or 
foreseen. 

Goal of achieving a shared understanding.

Step 2: Link 
GP and patient work together to 

understand how the issues link.

During this second consultation Mr A’s issues were discussed and 
linked. We encourage this to be drawn out together (Figure 1). 
The visual element can facilitate discussion and care planning. 

Mr A started to identify the links between stress, alcohol, fatigue 
and pain. His priorities shifted from the initial fatigue and 
tremor to considering his diet and lifestyle to address his 
health.

Facilitating discussion about the underlying 
causation of the patient’s issues. 

An understanding of both pathophysiology of 
disease and biopsychosocial model. Being able 
to apply both. 

Allowing judgement to be applied as to where the 
links are for that individual.

Step 3: Plan 
Using the model and discussions to 

agree achievable goals and 
consider timeframes.

Mr A identified his weight as a key issue and wanted to work on 
this. 

Goal setting: 
Reduce alcohol to weekends only 
Increase exercise (daily walk) 
Rationalise medication (with his GP) 
Resources to do this: 
Behavioural change to establish routines 
Himself and wife supporting each other 
Agreed patient-led GP follow-up

An awareness of techniques such as motivational 
interviewing. 

Changing the focus to the clinician facilitating 
patient goal setting. 

Understanding evidence and how it may or may 
not apply to that individual. 

Enabling consideration of other resources available 
eg. signposting to third sector support, from 
family, within themselves.

Box 1. Main themes.

How to use SHERPA

Who to use SHERPA with: the SHERPA patient
When to apply a SHERPA consultation

When to introduce SHERPA training
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between different parts of a patient’s condition/ 
experience.

‘At first I had all sorts of differentials in mind. I discussed 
her with my trainer and quickly realised all her problems 
could be looked at together, so I brought her back for 
a new consultation which went really well.’ (GP 
trainee 6)

Trainees found that producing diagrams helped them 
interact with patients and engage them in managing and 
understanding their own care.

‘And it’s a way of starting to break the problem down 
into bite-sized chunks, which you can then start to 
develop some kind of positive problem-solving approach 
to normally, when you see a patient, we sort of link it in 
our minds, but I’m not good at showing it out to the 
patient. But when you sort of draw it out and when they 
see it I think it just puts everything into perspective for 
them as well.’ (GP trainer 1)

Trainees found that SHERPA helped support patients to 
visualise their condition and see links between their 
symptoms and underlying causes. Several trainees used 
SHERPA diagrams as an aide memoire or a self- 
management tool.

Who to use SHERPA with: the SHERPA patient

Trainees identified a cluster of indicative biopsychoso-
cial markers for which SHERPA was most effective. For 
example, in terms of physical and psychological 
symptoms:

‘She had [. . .] number of different aches and pain, head-
aches, arm [. . .] back pain, and she had a background of 
depression as well, a lot of stress at work.’ (GP trainee 11)

‘So, particularly people who . . . and that tends to be 
flagged up by people coming back to see you quite often 
about the same sort of things. And it’s often where 
patients have an overlap of physical and a sort of psy-
chological element.’ (GP trainer 3)

Some trainees had only worked in A&E, where time was 
limited and where they lacked exposure to complex and/ 
or multimorbid patients:

‘[placement in A&E] . . . And you don’t really have a lot 
of, a lot of time, and you are a bit pressured with the time 
to do that . . . So that was the reason why I haven’t tried it 
yet.’ (GP trainee 3)

Trainees identified that patients who improved most as 
a consequence of the SHERPA consultation style had 
alcohol and substance use as co-morbid factors. 
Participants indicated that younger (20s to 50s) patients 
responded particularly well with SHERPA as regards 
engagement and co-production.

‘The cohort of patients I have been seeing in GP practice 
and the hospital are quite different because you see the 
younger patients with all these problems, and I think it 
works better with them rather than with an elderly 
person.’ (Interview 3)

‘I feel like there’s a chance that it will work better with the 
younger population that are more open to new ideas and 
diagrams . . . And I’m not sure if with other populations 
they can get a bit confused from a flow chart.’ (GP 
trainee 3)

A patient that embodies these characteristics was 
described as follows:

‘Young lady with, erm, lupus and other comorbidities, 
with problems with anxiety and coping at life. We essen-
tially diagnosed [her] with fibromyalgia and IBS and so 
a lot of functional disease on account of her severe illness 
[. . .] and anxiety and depression [. . .] and she came with 
the big list of non-specific symptoms again. And, so 
I think it could be very useful to use this kind of model 
on patients with functional disease that it’s difficult to 
show the patient that its sometimes one disease that is . . . 
covering everything.’ (GP trainee 3)

One participant emphasised the importance of fitting the 
model to the patient and not the patient to the model:

‘This isn’t something that I use all the time. I’ve got 
a handful of patients [. . .] where this model just fits 
really, really well and, for those patients, it’s an absolute 
godsend. Umm, for other patients, I don’t kind of need to 
use it, I don’t need to invest that time because it’s a more 
straightforward medical model fit.’ (GP trainer 1)

This represents a shift away from applying a set of fixed 
criteria to patients.

When to apply a SHERPA consultation

Timing was a frequent theme. For example, some trai-
nees did not use SHERPA in their first consultation with 
a patient but introduced it once the relationship had 
developed:

‘It’s an issue when you’re initially a GP and don’t know 
anything about most of your patients, it would feel easier 
to use SHERPA with patients you have a relationship 
with. Coming in at the point when you’re satisfied that 
there’s no undiagnosed serious medical issue.’ (GP 
trainee 4)

Others used SHERPA within double appointments.

‘If you don’t have time at that time, I’ll bring someone 
back for a specific double appointment to actually go 
through that process [. . .] So that initial bit might take 
a good 20–30 minutes but, once you’ve done that bit, 
umm, the subsequent consultations are a lot quicker and 
easier.’ (GP trainer 1)

EDUCATION FOR PRIMARY CARE 5



The majority of trainees felt that SHERPA made con-
sultations longer.

‘I felt that I’m constrained because . . . it definitely needs 
more than 10 minutes to work through this. Maybe 
a double appointment.’ (GP trainee 6)

When to introduce SHERPA training

Ideas for when to introduce SHERPA training into the 
GP trainee curriculum ranged across Speciality Training 
(ST) years 1, 2 or 3. Some advocated introducing train-
ing earlier:

‘[it] depends on their level of maturity and some [. . .] 
relatively junior trainees, say in ST1, sometimes they are 
really mature in their approach and they have no trouble 
at all with other kind of consultation models, and they 
are already working at quite an advanced level, and so 
I . . . bring the SHERPA model in [. . .] early on.’ (GP 
trainer 1)

However, the lack of experience of general practice and 
its complexity at this stage was noted:

‘The trainees are new to General Practice often, they 
often have come out of a hospital environment where 
they have been seeing a lot of single-issue patients or, at 
least, patients where they have been encouraged only to 
look at the single issue’ (GP trainer 2)

More participants favoured introducing SHERPA 
in ST3:

‘I think ST3s who have got a bit of experience under their 
belt kind of ‘get it’ more quickly.’ (GP trainer 1)

Others proposed introducing SHERPA earlier in speci-
ality training, and then revisiting it in ST3 when trainees 
have developed a more mature approach to 
consultation.

Discussion

Summary

Currently, there are no specific frameworks to help learn 
the high-level communication skills and complex deci-
sion-making required with multimorbidity. The 
SHERPA model and associated training were created 
as a first step in addressing this gap. The training ses-
sions facilitated discussions about how to identify, make 
explicit and link patients’ problems. Almost half of the 
trainees used the model in practice between the two 
sessions: they found it particularly useful with patients 
who were young, attended frequently or had mental 
health problems. Barriers identified to using SHERPA 

were the need for continuity or extra time with a patient, 
or not working in a suitable clinical setting (e.g. not in 
general practice). However, trainees speculated that in 
the longer-term, SHERPA might increase patients’ self- 
management and reduce the frequency of appoint-
ments, compared to existing communication methods. 
Some trainees were hesitant in using the drawing ele-
ment of SHERPA. To address this we provided exam-
ples of how models might look, and opportunities in 
training sessions for participants to create models, and 
to share and reflect on their experiences with SHERPA 
in practice.

Building on existing literature

SHERPA adds to the literature addressing the challenges 
of multimorbidity in primary care [18–20]. The largest 
trial addressing multimorbidity [21] was unable to 
demonstrate a measurable impact on patient care but 
did find an improved perception of quality of life. This 
supports SHERPA’s approach of taking into account 
each patient’s current situation and life goals [22]. Goal- 
setting with patients who have multimorbidity can 
result in a very different consultation which emphasises 
the patient as a person [23]. A previous study using case 
studies to teach trainees about multimorbidity helped 
trainees to understand the complexity of patient’s issues, 
but not to devise individualised action plans [24]. 
SHERPA’s simple (share, link, plan) framework not 
only leads to a shared visual map of issues but, impor-
tantly, facilitates doctor and patient to identify goals and 
plan care together.

Our study suggests that introducing SHERPA to trai-
nees in ST3 might be appropriate, but might delay 
essential skills development. An alternative would be 
to introduce the model in medical school and again in 
speciality training, revisiting it in ST3 when trainees 
have had more experience of complex consultations. 
A stepped approach involving classroom-based theore-
tical training and reflection cycles on the practical appli-
cation of SHERPA at different stages could deepen 
understanding and support skills development [25].

Knowledge management in primary care is complex, 
and influenced not only by formal channels but also 
opinion leaders [26]. We acknowledge that the critical 
role of peers and trainers in implementing changes in 
primary care consultations [27] will be key to success-
fully integrating SHERPA into practice. Learning about 
how to undertake clinical reasoning and share decisions 
with patients with multimorbidity should also be an 
essential part of curricula and assessment.
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SHERPA represents a move away from reductionist 
ways of thinking [28] and consultation models with 
predetermined, fixed aetiology categories, to a more 
flexible process-orientated, iterative form of learning 
which makes explicit the tacit knowledge of patient 
and practitioner. It is more akin to the mechanism of 
‘mindlines’ which describes the human process of inter-
acting to create knowledge, rather than there being one 
simple knowable truth [29].

Strengths and limitations

This is the first time that SHERPA has been evaluated 
formally from initial training through to application. 
Use of data from several sources allowed us to create 
a broad view of the impact and potential future use of 
the training. The study only involved one cohort of 
trainees, some of whom were not in general practice, 
or unable to attend both sessions. While this limits the 
generalisability of findings, the results do provide 
insights into the facilitators and barriers to trainees 
applying SHERPA in practice, and patient groups with 
whom it may be particularly useful. We did not observe 
consultations or gather feedback from patients, so we 
cannot comment on how consultations unfolded or 
were experienced by patients.

Implications for practice and future research

While the development of an evidence-base for 
SHERPA is at an early stage, this study suggests that 
it can be a useful practical framework for shared clin-
ical decision-making in multimorbidity. Although trai-
nees felt training in the model should not start until 
ST3, we suggest that it could be introduced in under-
graduate settings as part of communications skills 
training. This would align with updated General 
Medical Council guidance for UK undergraduates 
which include learning outcomes related to multimor-
bidity, complexity and shared decision-making [30]. 
SHERPA may be useful for other generalist and pri-
mary care clinicians, for example, care of the elderly 
doctors, community nurses and clinical practitioners. 
Our next steps are to implement and evaluate training 
sessions for these groups.

Conclusion

SHERPA can be taught and used by trainee GPs 
with patients who have multimorbidity, particularly 
patients with whom they had established 
a relationship. Given changing demographics, 
SHERPA should be viewed as an integral part of 

clinicians’ communication skills training rather than 
an add-on. This could result in a better shared 
understanding of the biological-psychosocial links 
in complex health conditions and more appropriate 
goal setting. Training GP trainers to use SHERPA 
and to support trainees in their transition from 
newly qualified to expert clinical communicator is 
an important next step.
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