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Abstract 

 
Medical groups play a key role in reducing visual impairment due to diabetic 

retinopathy. Despite medical advances, diabetes is still a major cause of blindness and 

is on the rise in the United States. This study uses grounded theory and multiple case 

study methods to explore medical groups in the Midwest. Findings suggest that 

successful medical groups are high-performing teams that work synergistically to 

facilitate eye care delivery, find formal and informal ways of staying connected and 

encourage leadership at all levels. It presents a model describing how high-

performing medical groups are created and include research protocols and guides that 

other researchers can use to replicate this study in similar types of settings. 
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Chapter 1: Introduction 
This multiple case study examines the role that medical groups play in reducing 

visual impairment due to diabetic retinopathy (DR). DR, a common complication of 

diabetes, is the leading cause of blindness in American adults (Gardner & Chew, 

2016). According to the Centers for Disease Control and Prevention (CDC) (2010), as 

many as one in three U.S. adults could have diabetes by 2050. To preserve sight and 

prevent blindness, the United States Department of Health and Human Services 

introduced the Healthy People initiative (CDC, n.d.). Healthy People began in 1979 

when Surgeon General Julius Richmond issued a landmark report entitled, “Healthy 

People: The Surgeon General’s Report on Health Promotion and Disease Prevention.” 

This report focused on reducing preventable death and injury. It included ambitious, 

quantifiable objectives to achieve national health promotion and disease prevention 

goals for the United States within a 10-year period (by 1990). The report was 

followed in later decades by new iterations of the Healthy People initiative (CDC, 

n.d.), each building on the last—from Healthy People 2000 to Healthy People 2030. 

The vision health segment of the Healthy People initiative (CDC, n.d.) seeks to 

improve the visual health of the nation through prevention, early detection, timely 

treatment, and rehabilitation. A specific vision-related objective of the Healthy People 

initiative (CDC, n.d.) is reducing visual impairment due to DR. Using 2017 as a 

baseline, 33 of 1,000 adults aged 18 years and over with diabetes had visual 



 

2 
  

impairment due to diabetic retinopathy. The Healthy People 2030 target is 16.5 of 

1,000 (CDC, n.d.). 

 

This study seeks to understand how medical groups, medical group leadership, and 

multispecialty teams from Wisconsin and Illinois work collaboratively toward this 

target. By doing so, I hope to identify best practices that can be helpful to other 

medical groups. 

Context 
The setting for this multiple case qualitative research study is a two-state healthcare 

system with 11 representative medical groups located across Wisconsin and Illinois. 

All 11 groups offer primary eye care and employ or have affiliated optometrists. I 

have chosen these groups based on their accessibility to me as an optometrist 

affiliated with the same healthcare system.  

Background 
I have over twenty-five years of experience in clinical healthcare and leadership. My 

training areas include ocular complications of systemic disease, specifically glaucoma 

and diabetic retinopathy from a public health perspective. I have examined thousands 

of patients with diabetic retinopathy over the years and have witnessed how primary 

and advanced medical care can prevent blindness. My experience tells me that early 

diagnosis, early treatment, healthcare access, increased rates of glucose testing, 

multidisciplinary approaches, annual comprehensive eye exams, community 
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screenings, patient education, and priority approaches by leadership to mitigate co-

morbidities associated with this disease can prevent loss of sight due to diabetic 

retinopathy.  

 

My first-hand experience with a large multispecialty medical group helped me see 

that medical groups play a key role in mitigating the debilitating effects of blindness 

caused by diabetic retinopathy because they are often the first stop for patients. In 

2019, I entered the Benedictine University Center for Values-Driven Leadership 

doctoral program under the assumption that I would study leadership in medical 

groups, public health, and optometry. My experience and my coursework led me to 

believe that there would be benefits in understanding what goes on inside medical 

groups when prevention of vision impairment due to diabetic retinopathy is a priority.  

A Worthy Exploration 
This study is important for three reasons. First, 80% of visual disability is avoidable 

(Thylefors, 1998). Second, diabetes is on the rise and, if untreated, can lead to vision 

loss and blindness, which imposes a great social and economic burden on individuals 

and society (CDC, 2017). While the risk of vision loss from diabetic retinopathy has 

fallen dramatically over the past three decades due to advances in laser surgery and 

intraocular drug delivery, diabetes is still a major cause of blindness (Gardner & 

Chew, 2016). Finally, this study identifies best practices for decreasing visual 

impairment caused by DR that, if implemented by medical groups, will benefit 

multiple stakeholders.  
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Audiences Benefiting from this Study 
Leaders, physicians, patients, and, ultimately, society will benefit from this 

qualitative study. By identifying best practices within medical groups for reducing 

visual impairment due to DR, medical group leaders will benefit by understanding 

practice strategies needed to operationalize best practices (Driever, 2002). Physicians 

benefit by becoming more proactive in early identification of DR (Lin et al., 2015). If 

medical group leaders and physicians follow these best practices, patients also benefit 

from decreased vision impairment and blindness (Lin et al., 2015). Because vision 

impairment creates social burdens, ultimately, society benefits (Rein et al., 2006). 

Statement of Purpose 
The purpose of this multiple case study is to discover the role that medical groups in 

Wisconsin and Illinois play in reducing visual impairment caused by diabetic 

retinopathy. This is not an intervention study, and although some groups may report 

more decreased vision impairment due to diabetes for patients as compared to others, 

measurement of the magnitude of decreased impairment for patients is not the focus 

of the study.  

Central research questions 
What role do medical groups play in reducing visual impairment caused by diabetic 

retinopathy? 

Subquestions 
1. What role do medical group leaders play in reducing DR?  
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a. Assuming medical group leaders have a goal of reducing DR, what is (are) 

their goal(s)? How are these goals measured? (Are there incentives for 

meeting these goals for the medical group? For the leaders? If so, what are 

they?) Have they been successful? 

b. What resources do they need to achieve their goal(s)?  

c. What challenges do they face? How do they address these challenges?  

d. What is their strategy for achieving these goals? How is the strategy 

operationalized?  

2. What role do medical group doctors play in reducing DR?  

a. Assuming medical group doctors have a goal of reducing DR, what is 

(are) their goal(s)? How are they measured? (Are there incentives for 

meeting these goals for the medical group? For the doctors? If so, what are 

they?) 

b. What resources do they need to achieve their goal(s)?  

c. What challenges do they face? How do they address these challenges?  

3. What is “central” (of greatest importance) to achieving the Healthy People 2030 

goal of reducing visual impairment due to diabetic retinopathy? 

4. What processes and practices lead to reduce DR in each medical group? Who is 

involved? 
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All of these questions are explored in the context of this dissertation. In summary, this 

chapter describes my proposed study, why I feel it is important, and how my life 

experience has shaped my research interests.  

Organization 
There are five remaining chapters to this dissertation. In Chapter 2, I review the 

literature that seemed most relevant when I began my study, change management and 

complexity leadership. Then I summarize the development of medical groups in the 

United States and summarize major diabetic retinopathy (DR) prevention programs 

across the globe. At the conclusion of my research, I found that the initial literature 

review was still relevant, yet I also found myself turning to additional streams of 

literature on communication in healthcare and high-performing teams to make sense 

of what I was finding. Chapter 3 describes my research method and process in 

sufficient detail to allow replication by others. Chapter 4 presents the results of my 

research and offers a model that illustrates the relationships between the themes 

discovered in the data. Chapter 5 summarizes the results found in Chapter 4 and 

moves beyond my data by integrating it with existing theory. In brief, I propose 

changes to an existing definition of complexity leadership to include how leaders 

emerge through expert knowledge and how freedom and autonomy with a focus on 

outcomes will encourage new team members to engage as adaptive leaders. I also 

propose changes to a widely accepted complexity leadership development model by 

adding an understanding of cultural norms as a prerequisite for system and individual 
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complexity leadership development. Chapter 6 contains recommendations for future 

research and practice.  
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Chapter 2: Literature Review 
Introduction 
The purpose of this study is to explore the role that medical groups play in reducing 

visual impairment caused by DR. The Healthy People initiative (CDC, n.d.) has set 

national targets but has not specified how targets are to be achieved. The “how” is left 

up to individuals, organizations, and communities to decide, which creates change 

management and leadership opportunities and challenges. This is especially true for 

medical group leaders who work in complex systems (Plsek, 2001). This chapter 

begins with a discussion of change management followed by an exploration of the 

complexity leadership literature. Next, I review medical groups in the United States 

and describe four historical global DR prevention programs. I then show the 

connection between the literature reviewed for this study and the Healthy People 

2030 vision objective of reducing visual impairment due to DR.  

 

As a leader and practitioner of public health optometry at a medical group, I find 

change management and complexity leadership appealing. From personal experience, 

I understand how change management works in medical groups because change is 

imminent and always occurring due to new and improved medical practices and 

procedures for patients and organizational growth. My experience as a chief executive 

officer of three standard-size medical groups taught me that just as doctors must treat 

patients holistically, leaders must lead medical groups holistically. I hoped to 
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understand what goes on inside certain medical groups in Illinois and Wisconsin to 

gain insight regarding their best practices for decreasing vision impairment due to 

DR. 

Change Management 
Change is inevitable and constant (Disraeli, 1882). This statement, made over 150 

years ago, still holds true today. As inevitable as change is, research shows that 50% 

to 70% of organizational change initiatives fail (Pasmore, 2015). Change 

management is a systematic approach to implementing strategies for effecting 

change, controlling change, and helping people to adapt to change (Kotter, 1998). 

According to Kotter (1998), 80% of most change efforts are about change leadership 

as opposed to change management. His emphasis on “leadership” resonates with me 

both as a scholar and a practitioner. Change models have been devised to help foster 

successful change, yet change remains difficult for leaders because these models are 

not one size fits all. This is especially true in healthcare systems, which are highly 

regulated and complex. 

Change models 
Leaders use change models to guide their change efforts. In this section, I describe 

some of the major change models used by healthcare leadership. There currently are 

no widely recognized models specifically available for a complex healthcare industry 

(Clarke, 2013). I group the following models based on “urgency of implementation.” 

For example, changes needed to gear up for COVID-19 vaccine administration must 

be implemented quickly and are, therefore, “urgent.” “Non-urgent” changes, such as 
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electronic health record conversion, can be implemented at a slower pace. Models 

that support urgent implementation include those described by Lewin (1948) and 

Kotter (1998). Models that support non-urgent changes include those described Beer 

(1980), Cooperrider (1990), Hiatt (2006), Judson (1991), Kanter et al. (1992), and 

Lewin (1948). I summarize each of the change models in Table 1 below and discuss 

how each plays out in the medical group environment.  

Table 1. Change Models 
Urgency of 

Implementation 
Change Model Steps for Change 

Urgent Three-Phase Process  
(Lewin, 1948) 

Unfreeze, introduce 
change, refreeze 

Urgent Eight-Step Process 
(Kotter, 1995) 

Urgency, guiding 
coalition, change vision, 
communication, change 
plans, short-term wins, 
consolidation, 
institutionalization 

Non-urgent Six-Step Change 
Model 
(Beer, 1980) 

Needs analysis of two 
aspects of change, 
change vision, 
consensus, 
communication, 
institutionalized, 
monitor, and adjust 

Non-urgent Ten Commandments 
Model 
(Kanter et al., 1992) 

Needs analysis, shared 
vision, separate from 
past, create sense of 
important change need, 
strong leadership 
support, political 
sponsorship, 
implementation plan, 
enabling structures, 
change communication, 
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Urgency of 
Implementation 

Change Model Steps for Change 

reinforced.  

Non-urgent ADKAR Model 
(Hiatt, 2006) 

Awareness, desire, 
participation of 
employees, 
reinforcement 

Non-urgent Five-Step Model 
(Judson, 1991) 

Analyze and plan 
change, communication, 
acceptance of behavior, 
transition from status 
quo, consolidation 

Non-urgent Appreciative Inquiry 
(Cooperrider, 1990) 

Appreciative Inquiry 
(AI) as a means to 
discovery, dream, 
design, and destiny 

Source: Adapted from Stouten et al. (2018) 

Models for urgent change  
When organizations are faced with an urgent need for change—for example, 

preparing for COVID-19 vaccination administration—three things are critically 

important: (a) organizational awareness of the need for change, (b) organizational 

understanding of the consequences of failing to change (Kotter, 1995), and (c) the 

need for forming a powerful guiding coalition with a specific vision (Stouten et al., 

2018). Lewin’s three-phase process (1948) and Kotter’s eight-step process (1995) are 

both useful models for producing change of urgent magnitude and are summarized 

below.  

Lewin’s three-phase process 
Lewin (1948) has noted that his three-phase process change model is simple and 

straightforward and includes (a) “unfreeze” the organization by clarifying the need 
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for change, (b) introduce change using highly participative methods that allows others 

to see for themselves the logic and necessity of change and even to contribute to the 

design of the change itself, and (c) “refreeze” the organization by institutionalizing 

new ways of working through the adoption of new methods, policies, and procedures 

that would not allow it to relapse into comfortable and ineffective ways of operating 

(Burns, 2017). When this model is applied to healthcare mergers as an example, we 

clearly see the unfreezing of both organizations at the beginning of their merger. At 

this point, senior leaders of both organizations hold meetings announcing the 

impending merger and helping people understand the need for change. Restructuring 

and consolidation of people, departments, and CFOs occur during the refreeze phase. 

 

Lewin (1948) emphasized immediate change. Given this extremely ambitious and 

perpetual unfreeze and change stage, refreezing can get obscure and ambiguous in 

larger medical groups. Pioneers in the field of organizational change warn that even 

calculated change by leaders may not go over if followers feel rushed, concerned, or 

have several questions regarding the changes in an organization (Pasmore, 2015). For 

example, during one large medical group merger, several physicians may have felt 

anxious regarding other colleagues being downsized; therefore, there was a need to 

slowly develop trust in leadership, and newly proposed changes were a real 

consideration that needed to take place. 
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While Lewin (1948) was one of the earliest thinkers of change theory, laying the 

groundwork for modern change theory, his model is arguably not detailed enough—it 

had become outdated since it was developed well before technology became the 

central part of organizational life, and it may be viewed as ridged. The ambiguity of 

the refreezing component of Lewin’s model may be the backbone of Kotter’s (1995) 

eight-step model as a widely referenced model to change in organizations.  

Kotter’s eight-step process 
Kotter (1995) came up with an eight-step model which includes (a) establishing a 

sense of urgency, (b) formation of a guiding coalition, (c) development of the change 

vision, (d) communication of the vision to employees, (e) collective involvement of 

the coalition and employees in developing the change process, (f) short term wins to 

reinforce changes, (g) defining the consolidation stage to strengthen and continue the 

change by making additional changes that were not implemented, ensuring 

sufficiently aligned change and vison, and (h) institutionalize the change by 

integrating it with the organization’s structures and systems. Kotter (1995) noted that 

regardless of the organization, failure and success lessons are caused by skipping the 

steps outlined in his model above. Secondly, Kotter (1995) emphasized that critical 

mistakes in any of the eight phases can have a devastating impact by slowing the 

momentum, resulting in a negative effect on hard-won games. Finally, in terms of 

speed, Kotter (1995) noted that the urgency rate is high enough when about 75% of 

the organization is honestly convinced that business-as-usual is totally unacceptable. 
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Anything short of this is not good enough in terms of speed and creates problems in 

the long run.  

 

Kotter’s (1995) change model is not an “as is” framework ready for implementation. 

While Kotter’s model has eight steps to organizational transformation, it has at least 

nine reported flaws, including the following: (a) no execution tools and templates for 

each stage of the framework; (b) no checklist for identification of sources of 

complacency; (c) no ready reckoner with characteristics of guiding coalition and key 

responsibilities; (d) no assessment checklist and guidelines for verifying vison 

statement adequacy; (e) no method of defining quantitative metrics at every stage of 

change implementation cycle; (f) no job goals or key measures of performance 

indicators for the change management execution team; (g) no goal-execution tracking 

mechanism and template; (h) no change implementation effectiveness verification 

mechanism or guidelines; and finally, (i) no employee reward system for successful 

change implementation (Rajan & Ganesan, 2017).  

 

Another example of an urgent change in medical groups was brought on by the 

COVID-19 crisis. Because diabetic patients are considered high risk for COVID-19, 

medical groups needed to create a process for prioritizing these patients for first-line 

vaccinations. Since Lewin’s model is simplistic (Stouten et al., 2018) and does not 

include assessment measures, it is less useful in medical group settings that are 

extraordinarily complex and highly regulated. 
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Models for non-urgent change 
Non-urgent changes can be implemented at a slower rate than urgent ones, giving 

change leaders more time to prepare and making the change process more 

predictable. If change leaders do not prepare properly, change initiatives will fail to 

achieve their expected benefits (Al-Abri, 2007). Failure factors in healthcare consist 

of a lack of vision and commitment from senior management and leadership, limited 

integration with other systems, processes in the organization, and ill-conceived fast 

implementation changes (Al-Abri, 2007). Models to accomplish non-urgent changes 

have been described by Beer (1980), Cooperrider (1990), Hiatt (2006), Judson 

(1991), and Kanter (1992). Below, I give an overview of five non-urgent change 

models and their success in medical groups. 

Beer’s six-step change management model 
Beer’s (1980) six-step change management model emphasizes the following: (a) a 

need for accurate diagnosis of the problem situation and mobilization for commitment 

to change; (b) a change vision specifying focus, new roles, responsibilities, and 

teams; (c) consensus-building of the vision through communication to stakeholders; 

(d) implementation and spread of change; (e) integration of change with formal 

structures and systems; (f) monitor change and adjust as needed. According to Beer 

(1980), change in organizations should be slow, especially if resources are limited. 

He went on to say that if resources are lacking, changing too fast creates a risk of 

failure. In medical groups, slow change has been well documented around major new 

policies, processes, recruitment themes and reversals (Laiteerapong & Huang, 2015).  
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Examples of major policy changes include the Affordable Care Act (ACA) of 2010, 

which changed payment structures to physicians. Major changes in processes that 

were slow to roll out include the Health Information Technology for Economic and 

Clinical Health (HITECH) Act of 2009, which, in summary, required medical groups 

to protect the privacy of health records located inside technology for all patients 

(Laiteerapong & Huang, 2015). Changes in recurrent themes require physicians to 

tailor healthcare to each individual patient. Reversals in medical groups happen 

regularly when new treatment options are available and current treatment options 

become obsolete (Laiteerapong & Huang, 2015). These reversals effect changes in 

best practice, which often prompt additional changes that are dependent on 

availability of the new treatment options (Laiteerapong & Huang, 2015). 

 

Beer’s (1980) model is purposely not specific about the steps nor the timing of 

change, which can lead to a loss in momentum for a change (Eisenstat et al., 1990). In 

medical groups especially, change initiatives without imposed deadlines are less 

likely to be successful.  

Kanter’s ten commandments model for implementing change 
Kanter’s “ten commandments” (Stouten et al. 2018, p. 8) model for change does not 

require creating a sense of urgency as Lewin’s (1948) and Kotter’s (1995) change 

models do. Kanter’s “ten commandments” include the following: (a) analysis and 

needs assessment for change in the organization; (b) creation of a shared vision and 
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common direction; (c) separation from the past; (d) creating a sense that change is 

needed; (e) a strong leader role should support the change to increase its legitimacy; 

(f) political sponsorship; (g) development of an implementation plan; (h) enabling 

structures should be put in place to help implement the change such as pilot tests, 

training, and reward programs; (i) change communication should be open and honest 

and involve all stakeholders in the change process; (j) the change needs to be 

reinforced and institutionalized to incorporate new behaviors in day-to-day operations 

(Kanter, 1992). Kanter (1992) and her colleagues offered flexibility in this model 

based on organization differences, challenges, and contextual factors. Kanter (1992) 

cautioned against urgency in an organization in that it may appear to “cry wolf” 

(Kanter, 1992) and fail the organization’s motivation for the need to change.  

Hiatt’s ADKAR model of change 
Hiatt’s ADKAR model stands for awareness, desire, knowledge, ability, and 

reinforcement (Hiatt, 2006). Hiatt’s (2006) model has a heavy focus on employee 

group needs. This model suggests (a) “awareness” is needed to promote employee 

beliefs that change is needed through change vision and communication, (b) the 

“desire” stage entails the implementation of the change vision and focuses on 

empowering employees to be actively involved in the change, (c) employee 

knowledge and skills are developed to support their participation in the change, and 

finally, (d) reinforcement of changes are strengthened and consolidated into the 

organizations’ processes and structures. The model puts a lot of attention on 

employees’ ambassadorship after buy-in for change (Hiatt, 2006).  
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Judson’s five-step model 
The Judson model proposes that change occurs when there is (a) analyzing and 

planning of change, (b) communicating about it, (c) gaining acceptance for the 

required changes, particularly in behavior, (d) making the initial transition from the 

status quo to the new situation, and (e) consolidating the new conditions and 

continuing to follow-up to institutionalize the change (Judson, 1991). According to 

this model, change is structured in a way to allow cohesive and efficient changes to 

occur at the medical group level (Judson, 1991).  

Srivastva and Cooperrider’s appreciative inquiry model 
Srivastva and Cooperrider (1990) developed appreciative inquiry (AI), which takes a 

positive approach to change. Their model focuses on the positive or what is going 

right in the organization as opposed to what is going wrong in an organization. The 

change starts with the employees’ view of positive organizational features. The stages 

of the AI model include (a) the discovery stage, comprised of thinking about what 

goes well in the current organization and what factors contribute to this success, (b) 

the dream stage, which encourages employees to think about their “ideal” new 

features that would make the organization even better, and (c) the destiny stage, 

which involves creating change plans to enable the “dream” and where execution is 

begun (Srivastva & Cooperrider, 1990). 

 

Basically, AI implies that organizations exist because stakeholders who govern and 

maintain them carry in their minds some sort of shared positive projection about what 
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the organization is, how it will function, and what it might become. Organizations are 

“heliotropic” and evolve in the direction of positive energy (Srivastva & Cooperrider, 

1990). One example of what a medical group’s role might be in reducing visual 

impairment caused by DR would be to identify what the group is currently doing well 

to make this happen, then to fully imagine new ways to fill in gaps for positive 

change, and, finally, to execute those changes.  

 

In summary, the current change models found in the literature, as discussed above, 

are mostly leader-centric and were developed for businesses that do not include the 

business of healthcare (Clarke, 2013). The business of healthcare is highly complex, 

and often requires nonlinear solutions to change (Clarke, 2013). Complexity of 

change needed in healthcare groups is not outlined specifically in the above models. 

Next, I discuss change in medical groups.  

Change in Medical Groups 
The models discussed above were developed for the business environment. The 

nature of change in business is typically less critical than change in medical 

settings—which is more often about life, death, and quality of life. Furthermore, 

unlike many business leaders, medical group leaders operate in a highly complex and 

highly regulated environment. These distinctions make change models built for 

business less effective in medical settings and create unique challenges for change 

leaders.  
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In the next section, I discuss the requirements for successful change and some of the 

challenges that medical groups face when implementing change.  

Requirements for successful change in medical groups 
In my review of the literature, I found three basic requirements for successful change 

in medical groups: supportive leadership, follower positive mood, and the ability to 

lead complex continuous change. First, supportive leadership, based on supporting 

and building relationships with team members, increases the likelihood of positive 

influence and motivated work toward common goals (Al-Sawai, 2013). Supportive 

leadership theory, specifically geared toward healthcare, suggests that people are 

happier and more satisfied in their work when they have supportive leaders who 

empathize at a personal level (Collins & Holton, 2004; Garman et al., 2010). Second, 

Mitchell and Boyle (2019) argued that follower-positive mood acts to mediate the 

path between inspirational leadership and innovation and may account for its variable 

effects. This points to how the intersection of shared values between leaders and 

followers of multidisciplinary medical group teams can be beneficial for changes that 

result in fundamental success.  

 

Third is the ability to lead complex, continuous change over time. To deliver on their 

promises to stakeholders, a medical group’s change process must include (a) cost 

savings, (b) leader appointment, (c) technical processes and IT systems, (d) 

communication, (e) consolidation, (f) welcoming of each person’s contributions, and 

(g) potential leadership consolidation (Pasmore, 2015). These changes do not happen 
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in a vacuum; they most often succeed when there are well-calculated plans and 

policies in place with a good understanding of the change process (Fry, 2017). These 

ultimately become the fundamentals of successful change in medical groups.  

 

In summary, when a medical group’s efforts are clear, motivating, consistent with 

group purpose, intrinsically interesting with meaningful and inherent rewards, and 

subject to shared concerns about quality, vision, outcomes, and evaluation, medical 

groups are reported to be fundamentally successful in terms of how they operate 

(Sheard & Kakabadse, 2004).  

Challenges with change in healthcare 
When there is change, there is almost always resistance to it (Burns, 2007). Common 

sources of resistance to change in healthcare include participants’ inability to have a 

clear vision of the future, perpetuation of old ideas, implicit assumptions, 

communication barriers, organizational silence, cannibalization cost, past failures, 

different interests between employees and management, inadequate strategic vision, 

relations between change values and organization values, departmental politics, 

embedded routines, (Landaeta et al., 2008), size, (Casalino & Robinson, 1997) and 

teamwork, (Iliffe, 2008). 

 

One example of perpetuation of old ideas relates to the passage of Illinois House Bill 

1494. Under the bill, Illinois optometrists were permitted to prescribe certain drugs 

for the treatment of the eye and adnexa (Illinois General Assembly, 2011). The bill 
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also allowed the Illinois Optometric Licensing and Disciplinary Board the ability to 

approve certain additional drugs and agents for prescribing (Illinois General 

Assembly, 2011). Prior to the passage of this bill, only ophthalmologists could 

prescribe these drugs. Even though the passage of the bill changed the situation, most 

medical groups employing both optometrists and ophthalmologists still perpetuated 

the idea that only ophthalmologists were qualified to prescribe these drugs. 

Utilization of the profession and practice of optometry in multidisciplinary medical 

settings at the level of full scope means that there will be some overlap in the territory 

of ophthalmology, causing some resistance. Communication barriers that might exist 

about full scope make changing perceptions an even greater challenge in these 

situations as well.  

 

Another example of challenges with change in health care occurs when there are 

embedded routines (Landaeta et al., 2008). This occurred between 1991 to 1995 when 

California’s 6,000 optometrists lobbied to pass legislation allowing them to give their 

patients medication to treat glaucoma, conjunctivitis, contact lens abrasions, and 

blepharitis (Lucas, 2012). The state’s 1,500 ophthalmologists repeatedly downplayed 

and resisted optometrists from changing their prescribing habits to avoid any overlap 

of their medical services, even if it meant greater wait times for patients at higher 

costs. Ophthalmologists were known for these embedded routine medical eye care 

practices of health care that had become well-established over a long period of time.  
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The two groups reached a compromise giving optometrists the power to treat some 

minor eye problems, yet glaucoma was not included as a treatment option by 

optometrists in that particular state (Lucas, 2012). Medicine will always have some 

overlap. This overlap is the common denominator that binds clinicians for better 

patient care and cost savings. Optometrists are primary eye care physicians, and 

ophthalmologists are surgical physicians. Overlap between these two professions has 

been contentious in certain circumstances, yet for the overall good of the patient, 

most contentious resistance has become resolved over time (Lucas, 2012). The role 

that medical groups play in reducing visual impairment caused by diabetic 

retinopathy has overlap between certain specialties, yet this may be good for cost 

savings and individualized patient care. 

 

A fourth example relates to cannibalization cost (Landaeta et al., 2008). Managed 

care provider reimbursements have decreased dramatically over the years (Lucas, 

2012). As a result, battles to gain patients are, unfortunately, often about the 

economic benefits and not the patient (Lucas, 2012). Multispecialty medicine in the 

multispecialty setting is almost considered a collaborative truce to work together for 

better patient outcomes. There is success to patients when medical groups accept their 

managed care plans, yet there may be loss to the group due to lower reimbursements 

or more patient care services needed to compensate for lower payments.  
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Other examples relate to Landaeta et al.’s (2008) departmental politics, relations 

between changed values and organization values and strategic vision. Reports 

indicate that some of the greatest challenges with change in multispecialty medical 

groups have centered around whether the hospital leaders are willing and able to hand 

over some of the reins of power (Eggbeer et al., 2017). Reins of power may include 

how a hospital prioritizes values as compared to what the medical group 

organizational priority values are. When hospitals give up power to medical groups, 

medical groups become more autonomous in their overall strategic vision. Strategic 

vison may include cost of medical care, optimal size of the group for best practices, 

how the medical group team collaborates, and the value of personnel development 

and capabilities (Eggbeer et al., 2017).  

 

Landaeta et al.’s (2008) pointed at past failures as a challenge for change. Past failure 

for some medical groups is a challenge. In one key survey in 2005 about perceptions 

and trust in healthcare, it was reported that 60 percent of Americans said they did not 

believe that the United States had the best healthcare system in the world, and 41 

percent said they knew of a time when they or a family member had received 

unsuccessful or the wrong care (Research!America, 2005). The perfect size of a 

medical group is unknown and therefore proposes a challenge. As medical groups 

continue to grow in number across the United States, the growth of managed care and 

the movement to improve quality provide additional reasons for physicians to practice 

in groups, especially large groups (Casalino & Robinson, 1997). Larger groups may 
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propose additional challenges (Casalino & Robinson, 1997). There is limited and 

lacking information regarding trends in group size and what group size is ideal, what 

specialties are optimal and benefits of and barriers to group practice (Casalino & 

Robinson, 1997).  

 

Finally, teamwork in multispecialty healthcare groups has been reported as 

challenging and stressful (Iliffe, 2008). Teamwork requires communication (Taran, 

2011). An examination of factors contributing to poor communication in healthcare 

was found to be related to (a) hierarchy, (b) delay in messages, and (c) fear-based 

perfectionism (Taran, 2011). All of these contributed to challenges toward positive 

change within healthcare organizations and patient outcomes. Multispecialty 

teamwork can be superficial. It may function on the surface as a culture of authentic 

cooperation through egalitarian mission statements and symbols, yet in actuality 

consist of deep acting on the part of leaders and members simultaneously 

undermining every goal, objective, and mission at its core which can fester many 

challenges (Iliffe, 2008). 

 

Changes from singular specialties to a multispecialty team can create a positive 

spillover in general knowledge that benefits physicians, patients, and the group as a 

whole (Clark & Huckman, 2012). While the notably positive spillovers are often 

welcomed, multiple specialties face more challenges of opposing values, role 

ambiguity, and provoke interpersonal conflict and trust issues (Iliffe, 2008). An 
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example of this involves local optometrists and hospital-based ophthalmologists 

working together to reduce wait time and benefit patients. In one qualitative study of 

a model of shared care between optometrists and ophthalmologists for patients with 

stable age-related macular degeneration, diabetic retinopathy, and glaucoma, semi-

structured interviews were conducted with optometrists, ophthalmologists, and 

patients on their perspective of this particular multidisciplinary model (O’Connor et 

al., 2012).  

 

At the conclusion of the study, optometrists, ophthalmologists, and patients indicated 

a general acceptance of shared collaborative multidisciplinary care arrangements. 

There were some issues relating to multidisciplinary trust between optometrists and 

ophthalmologists, suggesting that these can be barriers and challenges. A need for 

trust and relationship building was recommended to be further developed (O’Connor 

et al., 2012). For the most part, physicians are bound together more by agreement 

than conflict (Iliffe, 2008). Conflict requires harder work at communication (Iliffe, 

2008). Even in the midst of the challenge of change, professional rules of engagement 

around patient care bring multidisciplinary teams together, encouraging individuals 

and multidisciplinary groups to become better at listening and responding, and 

differences are clarified as agreements are reached (Iliffe, 2008).  

 

In summary, there are several challenges faced by medical groups. These challenges 

have become commonplace in medical groups, which demand that medical group 
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leaders focus their attention on common goals and maintenance of a balance between 

tasks, changes, and the individual team members (Sheard & Kakabadse, 2004). These 

changes and challenges appear to be complex, constant, fluid, and interchangeable in 

most medical group settings and, when addressed collectively, can have successful 

outcomes. Given the complexity of medical groups, complexity leadership will be 

explored next. 

Complexity Leadership 
Complexity leadership (CL) is a resultant joint product of predominately three types 

of leadership: (a) administrative leadership based on strict control and a significant 

bureaucratic hierarchy, (b) adaptive leadership fundamentally based on creative 

problem solving, resonating with new conditions, and learning, and (c) action-

centered leadership that involves immediate decision-making mechanisms employed 

in crises and dynamic productivity (Baltaci & Balci, 2017, p. 1). While there has not 

been a large body of research published in the area of the effectiveness of CL in 

healthcare, this topic is emerging as an antidote to rigid leadership theories that 

conform to the status quo (Towler, 2020). Complexity leadership is an alternative 

approach for medical organization systems to survive rather volatile, unpredictable, 

competitive, chaotic environments based on a multitude of factors (Baltaci & Balci, 

2017).  

 

Complexity leadership becomes even more relevant given that the previous change 

models discussed are purposeful representations of reality and are often used to 
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describe an application of a generalized theory for a particular case outside of the 

healthcare realm. Of major concern when considering all of the current, past, and 

future leadership change models is that most models and theories have not been 

developed within a healthcare context but were usually developed for business 

settings and then applied to healthcare (Al-Sawai, 2013).  

 

Emergence of theoretical frameworks intrinsic to healthcare includes Complex 

Leadership Theory. Health systems are acknowledged to be complex systems that can 

be unorganized and unpredictable. As a result, there is a growing need for a 

complexity perspective. Leadership and complexity have been studies outside of the 

healthcare field with implication of complexity leadership theory inside healthcare 

with major limitations. As a result, there has been growing awareness among 

scholars, academics, practitioners, and policymakers to adopt and apply a complexity 

perspective (Belrhiti et al., 2018). While promising, the literature has not agreed upon 

a definitive definition of complexity leadership (CL) to move this area forward (see 

Table 2). Turning away from theory and more towards models may not be all 

worthless in that it may ultimately help focus scholarly activity on dynamics and 

change, which may be needed to operationalize complexity theory.  

Table 2. Main Definitions of Complex Leadership 
Author/Date Definition 

Anderson, 1997 “The task of managing professional complex 
adaptive systems is not to know what is going on 
and then tell others in the organization what to do. 
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Author/Date Definition 
But the task is to create a learning organization.” 

Burns, 2001 “Leadership that uses complexity principles offers 
opportunities in the chaotic healthcare 
environment to focus less on prediction and 
control and more on fostering relationships and 
creating conditions in which complex adaptive 
systems can evolve to produce creative outcomes.” 

Pisek, 2001 “Effective organization and delivery of healthcare 
does not need detailed targets and specifications, 
nor should it focus primarily on controlling the 
process or overcoming resistance. Rather, those 
who seek to change an organization should 
harness the natural creativity and organizing 
ability of its staff and stakeholders through such 
principles as generative relationships, minimum 
specification, the positive use of attractors for 
change, and a constructive approach to variation in 
areas of practice where there is only moderate 
certainty and agreement.  

Ford, 2009 “Leader effectiveness depends on the ability to 
foster conditions that allow for a productive future 
to emerge. Three fundamental activities that 
enable managing the turbulence in a non-
equilibrium environment: (a) how to foster 
network construction at the frontline, middle and 
top of the organization, (b) how to plant seeds to 
catalyze emergence from the bottom-up (identify 
knowledge centers within the organization and 
encourage these centers  within the organization 
and encourage these centers to communicate with 
one another and engage in creative problem-
solving), and (c) how to nurture systemic thinking.  

Hanson & Ford, 2010 Complex adaptive systems examine leadership as 
a process involving networks of highly interactive, 
interdependent members leading to collaboration, 
creativity, innovation, and other outcomes needed 
for organizational adaption. Complexity leadership 
incorporates three types of leadership functions: 
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Author/Date Definition 
adaptive, enabling, and administrative (Uhl-Bien 
et al., 2007). From a complexity perspective, there 
exist both positional and informal leaders fulfilling 
diverse functions. Formal leaders carry the 
authority of position; informal leaders emerge 
based on relationship.” 

Vitala, 2014 “Leadership is seen here as a socially constructed 
product, which is at the same time institutionalized 
both in organizations and in society and also 
continually being reproduced in everyday 
situations in communities. The core of the issue is 
communication, influence, and interaction 
between people in this process with both power 
and resistance playing important roles.” 

Weberg, 2016 Complex adaptive systems include leadership 
recognition of interrelationships, emergence and 
fostering innovation, multilevel leadership 
(administrative, enabling, adaptive); a complex 
interaction of leadership behaviors by multiple 
individuals in response to emergent opportunities 
in the internal and the external environments (not a 
single individual characteristics) that leads to 
change adaption and innovation.” 

Source: Adapted from Belrhiti et al., 2018 

 
These definitions do not have a general consensus, yet most have a framework for 

complexity leadership theory that conceptualizes leadership as a continual process 

that stems from collaboration, complex systems thinking and innovative mindsets 

(Weberg, 2012). When compared to transformational and transactional leadership 

concepts, complexity leadership practices are grounded in cost improvement and 

healthcare quality (Weberg, 2012). 
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Complexity theory has been described as adaptive and on the “the edge of chaos 

(Plsek & Grenhalgh, 2001). Emerging from complexity science, complexity 

leadership theory has also been described as a zone with insufficient agreement and 

certainty. This is the opposite of what exists, for example, in simple linear systems 

(Figure 1). What is notable is that there is typically not so much disagreement and 

uncertainty that the system is thrown into total chaos (Langton, 1989). Development 

and application of clinical policies and procedures, care of a patient with multiple co-

morbidities and social needs, and coordination of educational and development 

initiatives throughout a multispecialty group are all examples of issues that can lie in 

the zone of complexity.  

 

Figure 

Source: Adapted from Stacey (1996) 

Figure 1. The Certainty-Agreement Diagram 
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Belrhiti et al. (2018) described complex leadership theory as a multilevel process 

throughout the entire organization—as opposed to an individual’s—attribute with less 

focus on predicting and controlling the future and more facilitation of participants in 

the organization.  

 

Most proponents of CL discussed above agree on the social construction processes of 

complex theory in that it includes communication, influence, interaction between 

individual agents on a day-to-day basis, and considers the role of power and 

resistance. In such situations, leaders stimulate sense-making, self-reflection, and 

insight development among staff to deal with the issues of improved quality of patient 

care (Belrhiti et al., 2018). While the complexity leadership approach redirects 

emphasis away from the individual as leader, it does not diminish the importance of 

leadership as an organizational phenomenon; rather, it recognizes that leadership 

transcends the individual by being fundamentally a complex adaptive system 

phenomenon (Lichtenstein et al., 2006).  

 

In summary, medical groups are complex organizations requiring complex leadership. 

Complexity leadership theory looks at social networks as the driving force behind 

performance and change. This makes communication, influence, and interaction 

between clinical care teams and clinical outcome measures a priority. According to 

Rahi et al. (2009), complexity leadership theory is useful in understanding what goes 

on inside medical groups as they strive to achieve the HP2020 goals.  
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Medical Groups in the United States 

Current history 
Medical group systems have been around since the 1930s (Casalino & Robinson, 

1997). Today, medical groups across the United States vary in size from over twenty-

thousand total physicians spread across 586 sites and some of the largest to just a few 

sites with a few physicians. Medical groups in the United States are typically 

structured through physician affiliations, defined as the total number of physicians 

assigned to one or more sites, and a medical group defined as an outpatient center that 

may be a single-specialty or multi-specialty business (IQVIA, n.d.). Typically, it is 

comprised of two or more prescribers and other non-prescribers, such as medical 

group leaders, physicians, nurses, and technicians.  

Primary care teams in medical groups 
Medical groups are often organized as multidisciplinary primary care teams 

composed of members from more than one discipline (e.g., family medicine, internal 

medicine, pediatrics) so that the team can offer a greater breadth of services to 

patients.  

 

Team members work independently and interact formally (Kash & Tan, 2016). 

Multidisciplinary teams may be autonomous enough to work independently as experts 

in their respective fields as well as work in parallel with other providers. Optometry is 

an integral component of the healthcare teams providing primary and secondary eye 

care based on legislated practice and prescribing authority. As a profession, 
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optometry is crucial for the organization of highly efficient eye care services. 

Efficiency comes when patients have more choice in eye care providers. This is 

crucial when there is an eye emergency by serving to increase patient choice in their 

provider of eye care. It is clear that optometry contributes to limit the extent of most 

preventable causes of blindness (Domínguez-Vicent et al., 2018).  

 

While 59% of Doctors of Optometry are independent practice owners, the trend is 

toward multidisciplinary healthcare delivery systems that include optometry (Steiner, 

n.d.). Multispecialty settings have been an important tenant of optometric training and 

are promoted by the Association of Schools and Colleges of Optometry (ASCO, n.d.; 

Colagiuri, 1999). DR is routinely screened for in patients with diabetes by primary 

care eye physicians in all settings to decrease blindness (Colagiuri, 1999). 

 

According to Baker et al. (2016), the shift from independent to multispecialty practice 

is happening slowly. Another study looked at multispecialty stakeholders’ (patients, 

optometrists, general practitioners, ophthalmologists, and leaders) perspectives and 

views of optometric services. This qualitative study used mixed patient reported 

outcome measures (PROMs) such as patient satisfaction surveys, semi-structured 

telephone interviews, and optometrist focus groups with other members of the 

multispecialty team using 189 patients, 25 optometrists, 4 glaucoma specialist 

hospital optometrists, 5 ophthalmologists, 6 general practitioners, and 4 

multispecialty team leaders (Baker et al., 2016; Denniston et al., 2014). It was found 
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that the vast majority of all patients, ophthalmologists, primary care physicians, and 

leaders were satisfied with the contributions of the optometric team in terms of 

making 100% correct diagnoses, treatment referrals, including early identification of 

DR. The vast majority of stakeholders rated the following as ‘very good’; 

examination duration, optometrists’ listening skills, explanations of tests and 

management, patient involvement in decision-making, and treating the patient with 

care and concern (Baker et al., 2016; Denniston et al., 2014). The study strengthened 

the notion of positive views regarding optometric physicians and widely 

acknowledged that these new care pathways would reduce unnecessary referrals and 

shorten patient waiting times to decrease visual impairment as a new best practice 

 

Wilson and Hoffman (1989) demonstrated how optometrists in multidisciplinary 

settings encourage best practices through co-management and continuity of care, 

provide convenient consultation and communication, and are cost-effective. Wilson 

and Hoffman (1989) went on to indicate that multidisciplinary care stimulates 

learning, helps to consolidate management strategies and results in improved quality 

of care. The patient and the provider are believed to both benefit from this 

environment. In 1978, the problem-oriented record-keeping system (PORS) was 

established in the eye care service of a Boston neighborhood multidisciplinary health 

center. It helped to facilitate learning, established guidelines for peer review, and 

improved patient care by assisting the eye care service to communicate patient 

problems to the other health center services effectively (Wilson & Hoffman, 1989).  



 

36 
 

 

Similar to Wilson and Hoffman (1989), Konstantakopoulou et al. (2016) outlined 

how optometrists within a community optometric multidisciplinary medical group 

practice can mitigate eye problems through minor eye conditions schemes (MECS), 

providing a mechanism for the timely assessment of patients presenting with a range 

of acute eye conditions. This has the potential to reduce waiting times and avoid 

unnecessary referrals to hospital eye services (HES). It was found that a total of 2,123 

patients accessed the scheme. Approximately two-thirds of patients (67.5%) were 

referred by their GP. The most common reasons for patients attending for a MECS 

assessment were “red eye” (36.7% of patients), “painful white eye” (11.1%), and 

“flashes and floaters” (10.2%). A total of 64.1% of patients were managed in 

optometric practice, and 18.9% were referred to the HES; of these, 89.2% had been 

appropriately referred. First attendances to HES referred by GPs reduced by 26.8% 

(95% CI -40.5% to -13.1%). This represents a cost savings and successful 

collaboration between multidisciplinary teams, patient care, and best practices to 

improve patient eye and overall health (Konstantakopoulou et al., 2016).  

 

Finally, research has suggested that inspirational leadership serves as one factor to 

foster innovation in primary care multidisciplinary teams in medical groups. 

Leadership in medical groups will be discussed in the next section; however, as an 

important note, collectively, the team and the leaders gain value in the efforts 

described above. 
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Leadership in medical groups 
Most clinical doctors see themselves as “champions for” and “leaders of” their 

patients. All take an oath to be accountable to them and first do no harm. Doctors are 

solely responsible for a patient’s health and must think and act independently. Over 

time, they develop individualistic leadership skills. Kurtz (1994) found that in some 

cases, individualistic leadership skills learned at the patient level may actually be 

counterproductive when doctors take on organizational leadership roles. Essentially, a 

good leader of patients is not necessarily a good leader of medical organizations. 

Behaviors such as delegating rather than always doing, collaborating rather than 

acting independently, planning rather than acting, acting proactively rather than 

reactively are needed to fully understand best practices for the group as a whole 

(Kurtz, 1994).  

 

In summary, “leadership in medical groups should include collaboration, group 

responsibility, stewardship over shared resources, peer reviews, and teamwork for 

optimal health outcomes.” (Kurtz, 1994, p. 3) 

Governance models for multidisciplinary healthcare  
Governance models outline how people in authoritative positions hold themselves 

accountable to their stakeholders. They are critical in multidisciplinary healthcare 

settings because they provide a framework for how goals will be achieved. 

Unfortunately, according to Chanturidze and Obermann (2016), many 

multidisciplinary healthcare governance models are too broad to operationalize. 
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Governance in medical groups is a priority area for moving toward achieving 

universal healthcare, improved quality, efficiency, effectiveness, and responsiveness 

of health systems (Chanturidze & Obermann, 2016). Governance is clearly important; 

however, operationalizing the priorities of governance has been a challenge in 

medical groups. A few governance models have been developed in an effort to scale 

down the broad scope of governance to a level that is more operationalized at the 

medical group level (Chanturidze & Obermann, 2016). Operationalized models 

derived from governance in medical groups are important for decreasing visual 

impairment due to diabetic retinopathy, for example, because they may help to solve 

problems in systematic ways that can be tested and measured (Mahdavi et al., 2013). 

 

Three governance models will be described because they have been devised for 

healthcare exclusively. In this section, I describe the Duke Healthcare Leadership 

Model, the National Center for Healthcare Leadership Competency Model, and the 

Emergence Dynamic Model. None of these models will fit all medical groups—a 

point underscored by the American Hospital Association’s Center for Healthcare 

Governance in 2015. However, they do help us visualize best practices in successful 

systems. Models give us structure and a framework to construct a system around what 

success would look like in our organizations. Today, medical groups and 

multispecialty teams are operationalizing in novel ways to take advantage of payment 

incentives that reward shared accountability for the total healthcare experience. These 
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medical group system changes are taking place with or without established models 

and are emerging as new models for care. 

 

The Duke Healthcare Leadership model was an excellent attempt to mapping an 

approach to healthcare leadership. This model, however, is a basic approach to 

learning leadership in healthcare as well as operationalizing it in medical group 

settings (Hargett et al. 2017). The Duke model is limited in that it focuses on 

individual patient care and may be lacking a few competency identifiers for modeling 

healthcare leadership and the multidisciplinary system as a whole (Calhoun et al., 

2004). A few other models are in alignment with current interest in leadership 

development at the organizational level across medical groups that include a number 

of competency-based initiatives and will be discussed below.  

 

In 2001, the National Summit on the Future of Education and Practice in Health 

Management and Policy called for the documentation of learning outcomes for 

continual educational improvement in health management and policy. The National 

Center for Healthcare Leadership (NCHL, 2018) subsequently launched a 

comprehensive, multi-stage process for identifying the salient competencies. A 

preliminary model of core competencies for leadership in medical groups, as well as 

the continued methods for refinement and validation of the model with both educators 

and practitioners in the field was developed (NCHL, 2018). The initial version of the 

NCHL (2018) Competency Model facilitated field-wide dialogue regarding 
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outcomes-based learning and assessment for both educational and professional 

development program planning (NCHL, 2018). Currently, the model collectively 

includes 28 core competencies, each with accompanying behavioral descriptions at 

multiple levels of proficiency. The domain structure is designed to provide a user-

friendly guide that can help practitioners first set high-level development priorities 

and then select specific competencies to focus on to strengthen their capabilities 

within that domain (Figure 2). This revised model is still a work in progress and is 

organized around four “action” domains and three “enabling” domains, which were 

derived from the current state-of-the-science in leadership development and 

performance research (Yukl, 2012). 

 
Source: Adapted from NCHL (2018) 

Figure 2. National Center for Healthcare Leadership Competency Model 
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Other models have been developed by drawing from complex leadership. As 

previously outlined, complex leadership (CL) has been applied to healthcare 

management, theory, and leadership. Operationalization of this has taken an adaptive 

approach (Heifetz et al., 2009). Heifetz et al. (2009) suggested that “adaptive 

leadership is the practice of mobilizing people to tackle tough challenges and thrive” 

(Heifetz et al., 2009, p. 14). This next model conceptualizes this. Emergence, as 

described by Uhl-Bien et al. (2007), refers to “spaces between” and struggles over 

ideas. Complexity leadership is emergent that involves two mechanisms: (a) 

reformulation of existing elements to produce outcomes that are different from the 

original, and (b) self-organization (Uhl-Bien et al., 2007).  

 

Complex theory outlines complex networks, ideas, conflict in organizations, 

adaptation, and change as a cycle of complexity as part of a network dynamic that is 

constantly being interchanged between context and mechanisms (Uhl-Bien et al. 

2007). Context is the interactive ambiance within which complex dynamics occur, 

and mechanisms are the dynamic patterns of behavior that operationalize complex 

outcomes. The primary outputs of this complex dynamic are adaptability, creativity, 

and learning for healthcare systems (Figure 3). 
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Source: Adapted from Uhl-Bien et al. (2007) 

Figure 3. The Emergence Dynamic Model 
 

Models are useful yet are not an exact science. The two presented have been partially 

validated to be useful. No one model has been completely validated in 

multidisciplinary healthcare as it relates to leadership or operations in medical groups. 

As the main purpose of operational models is to improve health outcomes, one might 

expect these models to optimize or improve health outcomes; however, very few 

operational models have been found that accomplish this (Mahdavi et al., 2013). As 

health services provisioning typically involves complex systems with many 

interdependencies, health outcomes cannot be assumed to remain unaffected by 

changes in health service operations which affect other measures such as efficiency, 

equity, and best practices (Mahdavi et al., 2013). Changes in capacities, processes, 
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resources, planning, et cetera are reported to affect outcomes in many cases (Mahdavi 

et al., 2013). Explicit inclusion of health outcomes in operational models for health 

services, therefore, appears an obvious ambition for success and future research 

(Mahdavi et al., 2013).  

Success factors in multidisciplinary leadership 
Multidisciplinary medical groups where members from diverse healthcare professions 

work together are often advocated as the key to achieving quality patient outcomes 

(Jamous et al., 2015). Diverse specialties in healthcare coupled with inspirational 

leaders have shown promise to success in multidisciplinary teams. Primarily, studies 

of related diversification at the corporate level tend to attribute the benefits of 

diversification to economies of scope. Economies of scope may emerge from positive 

spillover. A positive spillover occurs when the overall benefit from some activity 

increases the level of return from another activity (Clark & Huckman, 2012).  

 

Success of multidisciplinary health groups is in the form of cost savings, timing, 

organizational culture, and diverse knowledge to serve patients (Table 3) (Frich & 

Spehar, 2018). These are all examples of spillovers created through multiple, diverse 

specialties working together.  

 

Diverse healthcare specialties trained to think and act more exclusively compared to 

inclusive have had to rethink the benefits of multidisciplinary care (Frich & Spehar, 

2018). Moving from silos to synergy in multidisciplinary care has served as a 
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successful paradigm shift. Multiple disciplines are universally involved in solving 

complex patient problems and making knowledge sharing across disciplines 

foundational to effective care (Newhouse & Spring, 2010). Diverse collaborative care 

of patients with DR has led to decreased visual impairments for patients with early 

intervention (Jamous et al., 2015). Multidisciplinary healthcare narrows the gap 

between knowledge generation and knowledge translation when there is collaboration 

between disciplines (Mitchell & Boyle, 2009). 

Table 3. Success Factors in Multidisciplinary Leaders 
Success Factor Description 

Openness and professional 
relationships among peers 

Acknowledgement of a common set of 
competencies. Cultivating a 
psychologically safe environment that 
promoted openness and professional 
relationships among peers 

Professional boundaries. Networks 
and bridges. Strength through 
shared learning experiences 

Leadership development programs for 
physicians and shared learning experiences 

Partnership between physicians’ 
leaders as an essential dyad 

Build common understanding and 
networks across the multispecialty 
organization  

The ‘be-know-do’ framework of 
leadership development 

“Be” refers to the internal values and 
attributes that shape a leader’s character. 
“Know” refers to the knowledge and 
mastery of interpersonal, conceptual, and 
technical skills. “Do” denotes ability to 
combine the be and know.  

Cost Savings Less duplication of healthcare services 
through identification of common need and 
leadership promotion of communication 
between team members 

Source: Adapted from Frich & Spehar, 2018 
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Finally, findings by Mitchell and Boyle (2019) show that inspirational leaders have 

the capacity to increase positive mood in medical group teams, and this can 

potentially bring about more flexible thinking and enhance innovation  

(Mitchell & Boyle, 2019).  

 

In summary, the research shows us that certain success factors already exist that may 

be used as benchmarks for other medical groups. These factors will be used to 

determine how medical groups in my research validate success. 

Diabetic Retinopathy Prevention Programs and Surveillance 
Global and local efforts to win the fight against visual impairments caused by diabetic 

retinopathy have been slow. In alignment with diabetes and obesity, DR has risen, 

causing irreversible blindness. New prevention programs utilizing multidisciplinary 

collaborative care, telescreening to reduce travel times for patients, and artificial 

intelligence in the form of fundus cameras and patient awareness have shown 

promise, yet DR is still a leading cause of preventable blindness (Pearce & 

Sivaprasad, 2020).  

 

Programs to prevent blindness from DR have a long history and include the 

following: (a) in Europe, the St Vincent Declaration aimed to reduce DM-related 

blindness by one third in 5 years (Leese, 1995); (b) in the United States, the Diabetes 

2000 program sponsored by the American Academy of Ophthalmology (AAO) was 
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implemented to promote screening and treatment for DR (AAO, 2014), (c) in 

England, The English national screening program, (ENSP) which started systematic 

DR screening in 2003 aimed to reduce blindness by 40% within five years, (Harding 

et al., 2003; Harding et al., 2005), and (d) Thailand launched the new Thailand 

Healthy Lifestyle Strategy Plan (2011–2020) to decrease the prevalence, 

complications, and disability of five major non-communicable diseases including DM 

(World Diabetes Foundation, 2013).  

 

Systematic screening means that every eligible person is contacted and offered 

screening regularly, and every effort is made to screen the whole group at risk. This 

usually requires a register of all those with DM and the maintenance of active contact 

with them (Gangwani et al., 2016). In 2004, 15 years after the St Vincent Declaration, 

the Liverpool declaration aimed to reduce DR-related blindness further by ensuring 

that systematic screening reached at least 80% of the diabetic population in all 

European countries. As a result, there is now universal access to laser therapy in these 

countries (St. Vincent Declaration, 2006). A review of the Diabetes 2000 Program 

found that despite efforts to educate patients and physicians about the importance of 

routine DR screening, there was still a need for new strategies capable of improving 

accessibility to high-quality eye care, increasing involvement of primary care 

physicians in DR screening, and encouraging at-risk individuals to seek testing 

(Hazin et al., 2011). By 2008, ENSP had reached population coverage across the 

whole of England. Increasing uptake had been achieved, and the current annual 
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uptake of the program in 2015–16 was 82.8%, with 2.59 million people with diabetes 

offered screening and 2.14 million screened. The benefit of the program is that, in 

England, diabetic retinopathy/maculopathy is no longer the leading cause of 

certifiable blindness in the working-age group (Scanlon, 2017). Thailand is now 

introducing a mobile eye care project to enable people from rural communities to 

have access to DM screening as a result of knowledge gained from their initial plan 

(World Diabetes Foundation, n.d.).  

 

Preventive care in and of itself for DR should include a comprehensive dilated eye 

exam, ancillary tests, and patient education involving a multidisciplinary team 

composed of optometrists, ophthalmologists, retina specialists, primary diabetes care 

providers, and endocrinologists/diabetologists (Beaser et al., 2018). These are well-

established guidelines for early detection of DR, yet many patients are not receiving 

care for DR screening that could prevent blindness (Beaser et al., 2018). National 

programs illustrate a protocol that may provide abridged models for medical groups 

to reduce visual impairment caused by diabetic retinopathy and should be further 

investigated.  

 

Lastly, efforts to reduce visual impairment due to DR must include surveillance. The 

World Health Organization (WHO) defined surveillance as “the continuous, 

systematic collection, analysis and interpretation of health-related data” (as cited in 

National Academies of Sciences, Engineering, and Medicine [NASEM], 2016) and 
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indicated that surveillance is critical for determining and monitoring the incidence, 

prevalence, and distribution of a health issue. Important decisions about public policy 

and resource allocation depend on having relevant and timely surveillance data. 

Surveillance of visual impairment due to DR is limited. This lack of adequate 

surveillance impacts public health efforts to address vision problems. Accurate 

detection and monitoring of trends of DR and blindness across the United States 

allows accurate characterization of the burden of this disease in the population to 

recommend specific intervention (West & Lee, 2012). Current surveillance, in its 

limited form, focuses mostly on endpoints of visual impairment and blindness without 

regard to clinical measures that allow for identification of the various stages of DR 

disease from early to advanced stages. Better surveillance starting from the beginning 

stages of DR can help halt progression of this preventable disease (NASEM, 2016).  

Summary of Findings 
My summary of findings indicates that while there are strong correlations between 

medical groups, best practices, complexity theory, and ways to use this information to 

decrease vision impairment due to DR, there are still gaps in the literature that lack 

empirical case studies regarding how CL is used in best practices in medical groups to 

reduce vision impairment caused by diabetic retinopathy (Belrhiti et al., 2018; 

Towler, 2020). The strength of CL is that it fits the holistic medical group model, yet 

full effectiveness of CL has not been realized in medicine. More research can draw 

from complexity science and complexity leadership theory to offer a new perspective 

for leadership research by considering leadership within the framework of the idea of 
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a complex adaptive system. In such systems, relationships are not primarily defined 

as a hierarchy like in bureaucratic systems; they are interactions among 

heterogeneous agents and across agent networks. In healthcare, this complex adaptive 

system can be a multispecialty healthcare group whose agents and groups of 

individuals resonate through sharing common interests, knowledge, and goals due to 

their history of interaction and sharing of public health views and knowledge which 

helps them facilitate change and better patient outcomes. These factors are key to 

decreasing visual impairment due to DR. Operationalization of all factors has not 

been successful in the past, which speaks volumes to why there is still a problem with 

DR. Context plays a key role in shaping healthcare leaders and because of the 

complex nature of health systems, leaders should consider adoption of a complex 

leadership perspective for positive buy-in. Because the relationship between complex 

leadership and organizational performance is not well developed, further study and 

practical application are needed.  

 

In the next chapter, I review how the research was conducted. Research approaches, 

participant surveys, recruitment procedures, design and measures, research questions, 

data collection methods, and limitations will be discussed.  
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Chapter 3: Research Approach and Methods 
Research Approach 
This study uses a social constructivism framework, a multiple case study design, and 

grounded theory methods to investigate the role medical groups play in reducing 

visual impairment caused by diabetic retinopathy. The study looked at medical groups 

in Illinois and Wisconsin. Sources of data include semi-structured interviews, public 

health profiles from the county of each medical group, and documents obtained from 

medical group leaders.  

 

This chapter begins with an examination of my dual role of researcher and 

practitioner. Next, it explains the appropriateness of using multiple case study 

methods and grounded theory and then describes the research setting, data collection 

methods, and data analysis process. It concludes with a look at limitations of my 

research.  

Methodological Considerations 

Dual role of researcher and change leader 
I have a dual role in this study as both a scholar and practitioner. I am a Doctor of 

Optometry currently responsible for research, clinical practice, and pedagogy at a 

private university in Illinois. I am also a past president and chief executive officer of 

three primary/advanced care clinics. I believe that this research initiative will be 

successful if it reveals how primary eye health care services can be leveraged in a 
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way that potentially decreases vision impairment due to diabetic retinopathy. This 

belief led me to Benedictine University’s Ph.D. in Values-Driven Leadership 

program.  

 

There are advantages and disadvantages to my dual role of scholar practitioner. 

Advantages include more rapid and complete acceptance of the researcher by 

participants. Participants are open to researchers that they have a common 

professional experience with, which offers a greater advantage to gathering in-depth 

data (Dwyer & Buckle, 2009). One’s common professional membership 

automatically provides a level of trust and openness in participants that would likely 

not have been present otherwise (Dwyer & Buckle, 2009). Disadvantages include 

researcher undue influence and bias (Dwyer & Buckle, 2009).  

 

Dwyer and Buckle (2009) went on to indicate that there are positive and negative 

aspects to the dual role of researcher and insider, yet being a member of the group 

being studied is neither necessary nor required to being able to know the experience 

of the entire group. Knowing requires more than simply being part of the group and 

implies being able to identify, describe, and explain the experience of the entire group 

being studied (Dwyer & Buckle, 2009). A well-advised researcher must be aware of 

these advantages and disadvantages when doing research as it relates to his or her 

dual role status in the study. My dual role awareness is strong; as such, close attention 

will be taken to ensure that my dual role does not bias the results. To decrease bias, I 
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coded the data, had multiple peer reviews, verified results using more than one data 

source, checked for alternative explanations of the results, and made my 

epistemological position regarding the research data clear from the beginning.  

Multiple case study defined 
Yin (2018) indicated that a case study design has a twofold definition. First, “a case 

study is an empirical method that investigates a contemporary phenomenon in depth 

and within its real-world context, especially when the boundaries between 

phenomenon and context may not be clearly evident” (Yin, 2018, p. 15). Yin (2018) 

continued with the following:  

[A] case study copes with the technically distinctive situation in which 
there will be many more variables of interest than data points, and as 
one result benefits from the prior development of theoretical 
propositions to guide design, data collection, and analysis, another 
result relies on multiple sources of evidence, with data needed for 
converge in a triangulating fashion. (p. 15) 
 

A multiple-case study design is a variant within the same methodological framework 

of a single-case study design as described above, with no broad distinction made 

between the two except that one case may contain more than a single case (Yin, 

2018).  

Multiple case study approach 
A multiple case study research design is an approach used to generate an in-depth, 

multi-faceted understanding of a complex issue in its real-life context (Crowe et al., 

2011). The multiple case study design, an established research strategy, is used 

extensively in a wide variety of disciplines, particularly the social sciences (Crowe et 
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al., 2011). According to Yin (2018), multiple case study strategies can be used to 

explain how, describe why, and explore events or phenomena in everyday contexts in 

which they occur. Because my research is looking to explore the role that multiple 

medical groups play—in particular, how and why they work to reduce visual 

impairment due to DR—the multiple case study method is most appropriate. The 

benefit of this type of exploration is that it helps to understand causal links and 

pathways resulting from a new policy, procedure, initiative, or best practice 

development (Yin, 2018).  

 

In addition to exploration of multiple medical groups, my research approach 

considers other components of the multiple-case design, including questions, 

propositions, the unit of analysis, logic linking the data to the propositions, and 

criteria for interpreting the findings (Yin, 2018). These components will prepare me 

for designing the study, collection of case study data, analyzing case study evidence, 

and reporting.  

Research questions 
My research questions were designed to uncover the role that medical groups located 

in Wisconsin and Illinois play in reducing visual impairment caused by diabetic 

retinopathy. My interview questions helped me gather thick, rich detail about the role 

medical groups, medical group leaders, and doctors are playing in decreasing visual 

impairment due to diabetic retinopathy. Individual experiences, processes, 
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procedures, and identification of best practice targets will be identified with the 

following questions addressed. 

Semi-structured interview questions—Doctors of optometry 
• Can you please tell me what your optometry medical practice does to 

contribute to this target? (Areas to probe include goals, policies, practices, 

processes, relationships, tools, communication, collaboration, and reporting, 

percentage of patients that have clinically significant macula edema, 

approximately number of diabetic eye exams per month.)  

• Now can you please tell me what your medical group does to contribute to the 

target? (Areas to probe include goals, policies, practices, processes, 

relationships, tools, communication, collaboration, and reporting.) 

• Can you please tell me about a time when you saved a patient from losing 

their eyesight from diabetic retinopathy? (Explore all dynamics that 

influenced this positive outcome, what percentage have clinically significant 

diabetic retinopathy?) 

• Can you please tell me two or three stories about how or when your medical 

group worked together collectively toward the target? What was the situation? 

Who was involved? What did everyone do? How did they communicate? 

What tools and technology were used?  

• Thinking about the stories that you just shared, what factors contributed to 

your success? (Areas to probe or listen for:  Financial resources? Human 

resources? Teamwork? Other?) 
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• Now thinking about those stories again, what are the factors or challenges that 

hindered your success, and how did your medical group overcome them?  

• What would you consider best practices for achieving the target of decreasing 

visual impairment due to DR? (how is it measured, any incentives?) 

• Any successful effort requires different people playing different roles. What 

do you see as the most important role you play in this work? What do you see 

as the most important role others have played? How do all these roles fit 

together to create a formula for success? 

• Achieving these targets is of critical importance to patients and ultimately to 

society. If you had one bit of advice of greatest importance for other medical 

group doctors, what would it be?  

Semi-structured interview questions—Medical group leader 
• Can you please tell me how the objective of reducing diabetic retinopathy 

plays into your overall organization strategy? (Areas to probe: Local level 

targets? Measurements? Incentives? Other?) 

• Can you explain how your Medical Group providers are making progress 

toward your “local target?” What evidence supports your belief—at the 

personal level, interpersonal level, team level, organizational level? (Look for 

specific evidence.) 

• Can you please tell me a few stories about how your Medical Groups came 

together to work collectively toward the target? What was the situation? Who 
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was involved? What did everyone do? How did they communicate? What 

tools and technology were used?  

• Thinking about the stories that you just shared, what are factors that 

contributed to your success? (Areas to probe or listen for:  Financial 

resources? Human resources? Teamwork? Other?) 

• Now thinking about those stories again, what are the factors that hindered 

your success, and how did your medical group overcome them?  

• What would you consider to be the four most important best practices for 

achieving the target of decreasing visual impairment due to DR? 

• Any successful effort requires different people playing different roles. What 

do you see as the most important role you play in this work? What do you see 

as the most important role others have played? How do all these roles fit 

together to create a formula for success? 

• Achieving these targets is of critical importance to patients and ultimately to 

society. In conclusion, if you had one bit of advice for other medical group 

leaders, what would it be?  

Unit of analysis 
Yin (2018) indicated that the unit of analysis is an important component that helps 

define what is being analyzed and what the case is about. In multiple-case studies, it 

is appropriate that several individuals or more than one entity would be included as 

the unit of analysis. In this multiple-case study, the units of analysis are the medical 
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group leaders and the Doctors of Optometry employed by and affiliated with the 

medical groups.  

 

In the data analysis stage of my study, grounded theory was used to organize and 

interpret data. The logic for this approach is explained in a brief description of 

grounded theory.  

Grounded theory 

Defining grounded theory 
Credited with the development of grounded theory, Glaser and Strauss (1999) are 

well known for this discovery of theory from data systematically obtained from social 

research. Grounded theory methods consist of systematic yet flexible guidelines for 

collecting and analyzing qualitative data to construct theories from the data itself, 

beginning with inductive data, invoking iterative strategies of going back and forth 

between data and analysis, using comparative methods, and keeping you interacting 

and involved with your data and emerging analysis (Charmaz, 2014). 

 

According to Tie et al. (2019), the success of a grounded theory study depends on 

three things: (a) the researcher’s expertise, knowledge, and research skills, (b) 

methodological congruence with the research question, and (c) procedural precision 

in the use of methods.  
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At the core of grounded theory is inquiry that uses multiple stages of data collection 

that requires refinement to gain interrelationships of categories of the information 

(Charmaz, 2006; Corbin & Strauss, 2008). The meticulous application of grounded 

theory refinement results in the generation of an integrated, comprehensive grounded 

theory that explains a process relating to a particular phenomenon (Tie et al., 2019). 

The phenomenon is communicated as a set of concepts, related to each other in an 

interrelated whole, and expressed in the production of a substantive theory (Tie et al., 

2019).  

Application of grounded theory for this study 
In this study, grounded theory is appropriate for capturing rich, full, detailed data. It 

has the potential for complex views and to capture beneath the surface revelations 

that exist in medical groups. Multiple views from the medical group leader and 

optometrists from both Illinois and Wisconsin can be compared between data with 

comparisons generated regarding how they inform ideas, align with hunches, 

propositions, and even form new theory. 

Participants and setting 
Participants in this study included Doctors of Optometry (ODs) who are employed or 

affiliated with 11 medical groups across Illinois and Wisconsin. While ODs are only 

one specialty group within a medical practice, they were chosen for this study 

because they are typically the first point of contact for diabetic patient eye care. It 

also included medical group leadership for these same offices. All participants are 
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uniquely qualified for this study because they manage diabetic patients and 

understand DR.  

 

To arrive at my sample, I started with all 344 medical groups in Illinois and 

Wisconsin. From these groups, I selected the 14 medical groups that employ Doctors 

of Optometry or have affiliated Doctors of Optometry. I did this because medical 

groups employ optometric physicians primarily to diagnose and treat patients with 

DR. From here, I arrived at ten medical groups who agreed to participate.  

 

Affiliates also treat patients with DR and often take advantage of the medical group 

system when treating patients with diabetes. Both employed and affiliated 

optometrists work collaboratively with other medical group employees in similar 

roles. These Doctors of Optometry are located throughout the state and serve diabetic 

patients throughout their communities primarily through medical group referrals. 

Data collection methods 
Data were collected using semi-structured interview questions (Appendices F and G) 

and public health profiles from counties where each medical group is located. To 

strengthen the grounding of theory (Yin, 2018), each case was carefully selected so 

that the individual case studies either (a) predict similar results by replication or (b) 

predict contrasting results for anticipatable reasons (a theoretical replication). 

Replication logic is directly analogous to that used in multiple experiments 

replication (Barlow, 2008). Replication is considered a strength of multiple-case 
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study methods (Yin, 2018). Replication logic is also a strength of this multiple-case 

study research.  

 

I recruited and interviewed employed and affiliated medical group optometrists and 

medical group leaders for this study. Potential optometry participants were identified 

through a Google search using the search terms “Optometrists at Advocate Aurora 

Health, “Wisconsin,” and “Illinois.” Through this search, I was able to access medical 

group directories listing optometrists. Once optometrists, leaders, and their medical 

groups were identified, I personally called each of the potential participants and 

followed up with a recruitment email.  

 

Permission to conduct this study was granted by affiliated IRB offices, which is the 

research governing body of the medical groups for all organizational related research 

prior to Benedictine University IRB submission. Participants were solicited using 

phone calls and follow-up emails (Appendix A). Interested participants were sent a 

consent form to be signed before the study began (Appendix B). 

Interviews 
One of the most important sources of case study evidence is the interview (Yin, 

2018). As an investigator, I conducted semi-structured interviews with employees of 

medical groups in Illinois and Wisconsin via Zoom. The benefit of the semi-

structured interview is to ask questions where participants can feel comfortable 

enough to give answers that are thought-provoking and authentic in a manner that is 



 

61 
 

fluid vs. ridged (Weiss, 1994, pp. 207–208). This gives me two jobs as the researcher: 

(a) to follow my own line of inquiry as reflected by the case study protocol to answer 

the how and why questions, and (b) to verbalize the conversational questions in an 

unbiased manner that serves the needs of the participants (Yin, 2018).  

Public health profiles  
Public health profiles were accessed via the internet for each county included in the 

study using the Vision and Eye Health Surveillance System (VEHSS) (CDC, 2021), 

which gives the Information about total diabetic cases in the county will be 

extrapolated from the reports and used to estimate total amount of cases that could 

potentially be addressed by each medical group. This information was used to help 

refine the sample. 

Documents gathered post interviews  
I suspected that additional data sources might be identified during my interviews. 

When appropriate, I intended to gather and analyze them as part of my study. 

However, no additional data sources were identified during the interviews.  

Data analysis 
Analyzing qualitative data requires reading and coding of interview transcripts 

looking for similarities or differences, and subsequently finding themes and 

developing categories (Wong, 2008). The goal was to make sense out of the 

conversations, text, and image data (Creswell, 2018). MAXQDA (n.d.), which stands 

for an abbreviation of the inventor’s name, Max Weber, followed by QDA, which 

stands for “qualitative data analysis,” will be used as a tool in this research study for 
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coding and is further discussed below. I chose to use MAXQDA because I found it 

intuitive and easy to use. This study used two sources of data, with interviews serving 

as the major tool and primary data source and online public health profiles from each 

county and serving as a second data source tool.  

 

Interviews from multiple medical groups were systematically gathered, coded, and 

analyzed to generate theories. The data from the second source were extrapolated 

from Illinois and Wisconsin public health profiles for each individual county that is 

being studied to capture the number of diabetic disease cases and analyzed in a 

manner that allows an understanding of how many cases may be captured in a 

specific medical group county. 

Coding 
Coding is the process of organizing the data line by line and bracketing chunks of text 

and writing a word representing a category in the margins (Rossman & Rallis, 2012). 

The first step in the coding process is known as “open coding.” Open codes can be 

developed in vivo (Glaser & Strauss, 1999) or from data using descriptions derived 

from or close to the data or with reference to literature or other relevant areas of study 

(Vollstedt & Rezat, 2019). Coding also involves taking text data gathered during data 

collection, segmenting sentences or paragraphs into categories, and labeling those 

categories with a term, often based on the actual language of the participant. Major 

findings result in themes or descriptions for the qualitative study that can be 

interpreted for their meaning (Creswell & Strauss, 2018).  
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First-order coding is focused coding, and the next level of coding is called second-

order axial coding. Axial codes can be categorized into aggregate dimensions, which 

are used for theory building. (Charmaz, 2014). Focused coding uses the most 

significant or frequent initial codes to sort, synthesize, integrate, and organize large 

amounts of data (Charmaz, 2014). Through engaging in focused coding, the content 

forms the emerging analysis, which is called a category. These tentative categories 

are scrutinized based on specific relationships between the category and the code. 

Categories explicate ideas, events, or processes in the data—and do so in telling 

words (Charmaz, 2014). Theoretical sampling and the development of theory will be 

continued until theoretical saturation is achieved, and new data do not seem to 

contribute any longer to the elaboration of the categories (Strauss & Corbin, 1990). 

 

The summation of my open coding yielded 103 first-order codes. The interviews and 

codes were cross-examined numerous times to check for overlaps and repetition of 

codes and similar relationships of words with consolidation of sets of codes and 

streamlining of duplications through elimination when needed. The first-order codes 

were reduced to 19 second-order themes with 4 aggregate dimensions. The emphasis 

on detail and thorough coding can be exhaustive; however, certain categories started 

to emerge. Developing skills as a grounded theorist takes practice. Coding requires 

cycling multiple times through the various codes and procedures learned from each 
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attempt to make sense of the codes while simultaneously developing clarity and 

confidence in their application (Gioia et al., 2013).  

 

The iterative process of coding resulted in the formulation of primary codes that were 

short, simple, spontaneous, analytic, and led to second-order themes, aggregate 

dimensions, and central ideas. Hierarchical code-subcode models developed in 

MAXQDA (n.d.) helped me to structure the data in a way that visualizes these 

concepts. Figure 4 is an example of a theme identified through the coding process. It 

and other themes will be discussed in detail later in this chapter. 

 

 

Figure 4. Challenges to Eye Care Delivery 

Code checking 
To ensure that codes agree, two or more coders were used for intercoder reliability. 

Intercoder reliability is an integral part of content analysis to cross-check, argue for 
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consistency, and confirm validity of the code findings (Creswell & Poth, 2018). 

Investigator coding included two coders from the cohort, one with a background in 

healthcare and two additional coders, one dissertation committee member, and my 

dissertation chair. Codes were then compared and validated with a high level of 

agreement on concepts and data.  

Validity and reliability 
Validity and reliability are both criteria for judging the quality of research design. 

Four tests have been used to establish the quality of multiple-case study research, 

including construct validity, internal validity, external validity, and reliability. This 

section briefly describes each and explains the strategy used to address each of these 

in this study.  

Construct validity 
Construct validity means that we are identifying correct operational measures for the 

concepts being studied (Yin, 2018). In other words, we are measuring what we say 

we are measuring in the research study. This will be achieved by ensuring that 

interview questions include only relevant questions that inquire about decreasing 

visual impairment due to DR. 

Internal validity 
Internal validity is needed to ensure that the extent to which the observed results 

represent the truth about the population we are studying and is not due to 

methodological errors (Yin, 2018). In this study, consistency of questions as the 

instrument will be used to eliminate threats to internal validity.  
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External validity 
According to Yin (2018), external validity deals with the problem of knowing 

whether and how a case study’s findings can be generalized beyond the immediate 

study. Most qualitative research studies, including multiple-case studies, are meant to 

study a specific issue or phenomenon in a certain population or ethnic group of a 

focused locality in a particular context; hence, generalizability is usually not an 

expected attribute and is not a claim for this study (Leung, 2015).  

Reliability 
Reliability in a study requires demonstration that the operations of a study, such as its 

data collection procedures, can be repeated with the same results (Yin, 2018). In 

qualitative research with diverse paradigms, such definitions of reliability can be 

challenging and epistemologically counter-intuitive (Leung, 2015). The idea of 

reliability for qualitative research lies with consistency (Carcary, 2009). A margin of 

variability for results is tolerated in qualitative research, provided the methodology 

and epistemological logistics consistently yield data that are ontologically similar but 

may differ in richness and ambience within similar dimensions (Leung, 2015) 

 

This study minimized threats to reliability by taking certain approaches, including (a) 

constant data comparison, (b) comprehensive data usage, (c) inclusion of deviant 

cases, and (d) use of tables (Leung, 2015).  
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While close attention was paid to validity and reliability, all research is subject to 

limitations. Limitations of this study will be discussed in the next section. 

Research Limitations 
Currently, the single most notable limitation may be that the researcher is also the 

investigator with very close proximity to the subject matter. This combined role can 

bring bias. Special attention will be paid to acquiescence, social desirability, 

habituation, sponsor, confirmation, culture, question-order, leading questions, and 

halo effect types of bias during the interview process and the entire research process 

(Creswell &b Poth, 2018).  

 

Secondly, because this case study focuses on limited units, it may or may not be 

generalizable. However, the strength of this case study is that it offers a medical 

group’s processes, problems, and programs to be examined to bring about 

understanding that, in turn, can affect and even improve practice and inform policy. 

Summary 
This chapter presented the research approach and methods for this multiple-case 

study design on examining the role that medical groups play in decreasing vision 

impairment due to diabetic retinopathy. The areas discussed in this section included 

the dual role of researcher and change leader, grounded theory, participants and 

setting, data collection methods, data analysis, validity and reliability, and research 

limitations.  
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This study may benefit leaders of medical groups and Doctors of Optometry by 

revealing quality approaches, deeper insights, and experiences used and learned in the 

process of decreasing visual impairment due to DR. The findings of the study will be 

presented in Chapter 4.  
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Chapter 4: Results 
Overview 
The purpose of this study was to explore the role that medical groups play in reducing 

visual impairment caused by diabetic retinopathy using a social constructivism 

framework, multiple case study design, and grounded theory methods to investigate 

medical groups in Illinois and Wisconsin. The chapter begins with information about 

study settings, demographics, and public health surveillance profiles as they relate to 

the counties in this study. Second, an overview of the findings from my research 

based on Doctor of Optometry and chief medical officer semi-structured interview 

responses are presented. Collectively there were 12 semi-structured interviews in 

which four key themes emerged. The chapter ends with a discussion of the 

relationships between the themes.  

Study Setting and Demographics 
The setting for this study is a two-state healthcare system with 11 representative 

medical groups located in Illinois and Wisconsin. Participants included 11 Doctors of 

Optometry working in and affiliated with these groups and the Chief Medical Officer 

(CMO) for the two-state medical group system.  

 

The 11 optometrists came from seven medical groups in Wisconsin and four medical 

groups in Illinois. Table 4 lists the demographics of additional degrees or training 
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(acronyms can be found in Appendix D), years in practice, and employment or 

affiliation status of each Doctor of Optometry participant in the study. 

Table 4. Doctor of Optometry Demographic Data 
Variable Range Number 

Advanced degree or additional 
training 

FAAO 
Diplomate AAO 
Diplomate ABO 

ABCMO 
Masters 

PhD 

3 
2 
2 
1 
1 
0 

Years of optometry practice 0-2 years 
3-5 years 
6-10 years 
>10 years 

3 
2 
5 
1 

Years of employment or affiliation 
with the medical group (s) 

0-2 years 
3-5 years 
6-10 years 
>10 years 

7 
0 
1 
3 

 

Public Health Surveillance Profiles of DR 
Surveillance is the “ongoing, systematic collection, analysis, interpretation, and 

dissemination of data about a health-related event for use in public health action to 

reduce morbidity and mortality and to improve health” (CDC, 2018). Surveillance of 

vision impairment due to DR is an appropriate task because it adversely affects a 

large portion of the population, in many cases unequally, and can be reduced by 

treatment and preventive efforts, and will become an increasing burden as the 

population ages (Saaddine et al., 2003). Surveillance for this study was estimated at 
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the county level with all participating medical groups and their respective counties for 

the study outlined in Appendix H. The numbers in the chart are based on the most up-

to-date data for claims made through the Medicare claims system of annual 

prevalence of diagnosed diabetic eye disease at all clinical stages for all ages and all 

genders (CDC, 2021). Surveillance estimates are based on the understanding that 

while medical groups are included in this surveillance, medical groups outside of the 

study are also included in the surveillance, and individual medical group surveillance 

data were not available. The data were used to help refine the sample. 

Key Themes 
This research uncovered four key themes: (a) challenges to eye care delivery, (b) eye 

care delivery facilitators, (c) contributors to connectedness, and (d) leadership 

operating at all levels. The first key theme, challenges to delivery, explains the 

challenges medical groups face in delivering eye care needed to prevent visual 

impairment due to diabetic retinopathy. The last three key themes explain how 

medical groups work together to overcome these challenges. The results of this phase 

of my study are examined next, along with details about how the themes emerged 

from the data. 

Challenges to eye care delivery 
Challenges to eye care delivery, in the context of this study, refers to the difficulty 

that patients have in accessing eye care due to non-compliance, physical, 

socioeconomic and communication barriers. Barriers to access emerged in the data 

and will be discussed. Multiple coding cycles with evaluation of similarities and 
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differences between first-order codes resulted in a decrease from 48 to 14 first-order 

concepts. Following the method outlined by Gioia et al. (2013), the first-order 

concepts lead to the grouping of second-order themes for discussion of challenges to 

eye care delivery which include (a) physical barriers, (b) patient non-compliance, (c) 

socio-economic barriers, and (d) communication barriers. Figure 5Figure 5 represents 

the challenges to eye care delivery aggregate dimension data structure and illustrates 

the connections to the contributing codes to the theme. 

 

 

Figure 5. Challenges to Eye Care Delivery Theme 
 

Physical barriers  
Physical barriers, in the context of this study, refers to patient remoteness, 

transportation issues, and COVID-19 restrictions that made physical access to eye 
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care difficult. The study showed (a) patient remoteness, (b) transportation issues, and 

(c) COVID-19 restrictions as physical barriers. The physical barriers will be 

discussed below. 

Patient Remoteness 
The impact of location as a barrier to eye care varied in this study based on the 

location of the individual medical group. Some specialties were in locations that were 

too far for patients to travel to. When this type of barrier did exist, transportation was 

most often named as the barrier to solving the remote location challenge to eye care, 

as indicated in the data. One participant indicated that her medical group, which is 

part of the healthcare system network, does not have a retina specialist on-site or 

nearby, as indicated by the data below:  

We would like us to stay in house if we could, but they also 
understand the closest retinal specialist would be in Green Bay, which 
is about an hour’s drive. And somewhere, they make a distinction of 
how far they think it’s reasonable or whatever. And, you know, most 
people aren’t going to want to drive up there. (Participant 3, Interview, 
2022) 
 

The medical groups had multiple specialties, yet when needed, some specialists were 

far away, and it put some patients at a disadvantage in access to certain needed 

services. Some patients refused to drive to faraway places or could not drive 

themselves.  

Transportation issues 
Transportation was also a physical barrier for patients, as indicated in this study. One 

participant shows awareness of this as a critical issue in the next excerpt:  
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Our patients suffer from, you know, expense, mitigating cost, 
transportation to and from, in this at-risk population that we serve with 
the diagnosis of diabetes. So, our diabetic population, many of whom 
are at risk of diabetic retinopathy and vision problems may not be able 
to drive themselves. (Participant 12, Interview, 2022)	
 

COVID-19 restrictions 
Routine diabetic eye care was postponed during the height of the COVID-19 

pandemic in many medical settings. This next quotation from the leader of the 

medical group talks about the impact of COVID-19 on all medical groups 

collectively, from financial choices to challenges with patient access for chronic care, 

which includes diabetic eye care management:  

COVID is the biggest burning fire right now, for many of us. And I 
think we may be seeing the beginning of the end of this current search, 
but, but it’s forced us to, relegate or allocate resources, where we 
otherwise might be spending it on ambulatory services, routine, 
chronic disease management, and acceleration excelling, in executing 
on those strategies. And instead, we’ve had to strategize around the 
challenges presented by COVID staffing challenges, making sure we 
have enough people, places and things. (Participant 12, Interview, 
2022)	
 

While most ophthalmologists and optometrists were not on the front line of urgent 

COVID-19 care during the pandemic, they were still highly affected by how their 

patients were denied access due to system change barriers, as indicated by a comment 

made by the leader below:  

Ophthalmologists, and optometrists cannot necessarily do what they 
do as effectively and as efficiently and so there is a downstream effect 
when a health system like ours is so significantly challenged in on one 
front you know. I don’t think it’s surprising to find out that the 
specialties that may not be directly affected by COVID are also highly 
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affected by the way patients engage with us. (Participant 12, Interview, 
2022)	
 

In summary, this second-order theme was consistent throughout most rural medical 

group locations. How physical barriers were overcome will be discussed in the eye 

care delivery facilitator section. The next second-order theme that emerged was 

patient non-compliance, as talked about below. 

Patient non-compliance 
Patient non-compliance, in the context of this study, is defined as not following 

through on medical or therapeutic care as prescribed or recommended by their 

healthcare professionals. Maintaining compliance within the medical group system by 

patients requires them to follow through with all appointments by network providers. 

This study identified three key reasons for patient non-compliance: (a) patient 

forgetfulness, (b) lack of patient education, and (c) patient denial and minimization of 

the disease. Each key reason is discussed below.  

Patient forgetfulness 
One provider shared a story of missed appointments by patients. This was due to 

forgetfulness, as outlined in the quotation below:  

And then when they get the referral for us to make sure they are 
seeing, you know, so if they don’t show up, we have a kind of a three 
strikes policy, that sounds bad three strikes, but we try to contact them 
three times. So, if they don’t show up, forget, or they reschedule their 
appointment, whatever it is, we recognize the importance of it. So, 
we’ll try three times to get them rescheduled. And, then that follow 
through, you know, once I have seen them, I’m telling them what they 
need to do from this point on, you know, and sometimes it’s just you 
need, you know, keep your A1c down, keep working with your diet, 
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keep on you know, your Metformin or whatever, keep seeing your 
doctor, and from my standpoint, have an eye exam once a year, or if 
they have some retinopathy, maybe I’m bringing them back in six 
months, or maybe if it’s bad, you know, I referred them to the retina 
specialist, but that continuity of care, and educating people on the 
importance of the diagnosis. (Participant 3, Interview, 2022) 
 

This quotation shows that doctors of optometry are focused on overcoming these 

barriers to keep patients on track in the eye department and other areas of health care 

as well.  

Lack of patient education 
Other issues with patient non-compliance found in the data are related to patients’ 

lack of education about diabetes, nutrition needs, kidney health, and vision. The 

leader recognized this challenge, as evidenced in the following response: 

Access to information and education around that issue can be a 
challenge for patients. So, if we’re talking about the diabetic 
population itself, it’s not just vision, it’s knowledge and information 
about nutritional needs kidney health and vision. That extra layer of 
explaining to patients helps, but also sometimes showing pictures, you 
know, taking the time to do that education, just like okay, this is 
what’s happening. This is what I’m seeing. And sometimes, like, for 
example, if I a show an octa it’s a little hard to describe to patients, 
okay, this is a laser scan of your eye. They’re like, okay, how does my 
eye look like that? But just explaining like, it’s often times a little 
difficult to explain. Okay, there are 10 layers in the retina. And this is, 
yeah, well, hard to explain that. But you can show pictures like, okay, 
your blood vessels are leaky, there’s fluid escaping, it’s not supposed 
to be there, and you show an image or showing what it looks like. It’s 
not just you explain, but now they have an image of like, of, what is 
happening inside the eyes sometimes having that. I guess hits home a 
little bit more rather than just talking. Yep. So, in addition to like I 
said, just not only explaining to patients, but trying to show them I 
think is really helpful with the education piece. (Participant 4, 
Interview, 2022) 
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This quotation shows awareness of some of the most important challenges in this 

medical group and in medicine for patients with this type of diagnosis. Multiple 

educational tools are used to get the message across to patients, as talked about by the 

provider above.  

Patient denial and minimization 
Patient denial and minimization, in the context of this study, refers to patients who 

refuse to acknowledge that they have this condition after they were told by a 

healthcare provider that they have this diagnosis and do not follow treatment and 

medication protocols. This was discussed by one participant as a problem in a young 

patient: 

So, I can specifically think of this one patient, I think he was in his 
20s. He definitely needed treatment right away and was told he had 
this condition a year prior. He did nothing for one year in terms of 
taking prescribed medications and diet and exercise. Then when he 
came back after having like PRP, he had that visual field loss in the 
periphery and there was nothing we could do about that at this point. 
So, I think we did a good job with educating him and making sure that 
like, you know, what’s done is done, but make sure you know, keeping 
a really, really close eye on him too. Yeah, so that he can save the site 
that he has left. (Participant 9, Interview, 2022) 
 

 
In summary, this theme showed how lack of patient education has a great impact on 

seeking care and following through on care given. The next second-order theme 

discusses socio-economic barriers that present a challenge to eye care. 

Socio-economic barriers 
Socio-economic barriers, in the context of this study, are in alignment with that of 

Beydoun and Wang (2008) and are defined as social pressures that prevent people 
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born into a lower class from moving over the course of their lives, or even 

generations, into a more affluent class which can affect better quality of life. Socio-

economic barriers such as (a) inequity in access, (b) lack of medical insurance, and 

(c) cost of diabetic medicine were reported in the data as major socio-economic 

barriers for patients seeking diabetic eye care in the medical groups.  

Inequity in access to eye care 
The next set of data came from the CMO and was discussed as something not only 

affecting this medical group but present in many medical group systems: 

Access is a critical barrier. And it’s an I’d say, there’s inequity in 
access inherent in not just our system, but any system. So, I do think 
that any of our community-based care is absent of that. I’d say there 
are barriers inherent to our system, and then barriers in the 
communities that we serve, as well. So inherent to our system, it’s a 
matter of scheduling access, and ensuring that we have enough 
clinicians to service the population in the community, our patients 
suffer from, you know, expense, and mitigating cost. (Participant 12, 
Interview, 2022)	
 

Lack of medical insurance for the purposes of this study refers to those patients who 

did not have medical coverage or could not obtain it for financial reasons or for 

reasons of being undocumented, as indicated by the next excerpt:  

Patients that don’t have the means to pay for medical care. And it’s 
mostly Hispanic. It’s primarily Hispanic, but it’s not all Hispanic 
patients. But a lot of them are undocumented and things like that. An 
even when the doctor wants to do the surgery, they can’t just, they can 
waive their fee, but they can’t waive the hospital fee or the assistant 
fee. And, you know, so there’s a lot, there’s a lot that goes into it. I 
know, we have some programs called like helping hands through our 
local hospital and things like that. But now we’re no longer affiliated 
with our local hospital because of the merger. So now the local 
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hospitals affiliated with a different group. So cost is tricky. (Participant 
1, Interview, 2022) 
 

Cost of diabetic medicine 
Cost of diabetic medicine or eye care was evident in the data, as indicated by this next 

excerpt from a participant doctor as she shares information from conversations with 

patients:  

Yes. I can think of several patients who have not been able to afford 
their medications, especially when the insulin prices went up. So, we 
have, in order to help those patients, we do have a program that will 
help them purchase their medications. We’ve also enlisted the help of 
all the local pharmacies for savings plans, etc., that can be used with 
Medicare Medicaid. (Participant 2, Interview, 2022) 

 

These descriptions show how barriers can present a challenge to eye care and 

management for the diagnosis of diabetes in general.  

 

In summary, socio-economic barriers are complex and were not necessarily resolved, 

as talked about in the next section on eye care delivery facilitators, yet they were 

decreased through innovative solutions. The final second-order theme in this 

aggregate about challenges to eye care delivery talks about communication barriers.  

Communication barriers 
Communication barriers, in the context of this study, refers to anything that gets in 

the way of receiving and understanding information and messages that one sends to 

another to convey ideas, thoughts, or any educational information about diabetic eye 

care. Communication barriers were reported in the data at multiple levels. They 



 

80 
 

occurred at the organizational level and the doctor-patient level. In the data, (a) 

doctor-to-doctor communication barriers and (b) doctor-to-patient communication 

barriers will be discussed below.  

Doctor-to-doctor communication barriers 
Doctor to doctor communication barriers, in the context of this study, refers to role 

ambiguity that exists in large multispecialty groups. There were reported to be 

optometrists, ophthalmologists, internal medicine, family medicine, endocrinology, 

pediatrics, urgent care, nutritional specialists, and dietitians as part of the 

multispecialty group. One participant had this to say about role ambiguity regarding 

primary care optometry:  

So, I would say the majority of the doctors know that we have 
optometrists, and our optometrists are just as qualified to, you know, 
perform a diabetic eye exam, as the ophthalmologists are. There are, I 
would say, maybe a few providers or you know, practitioners who still 
view ophthalmology as superior to optometry. This is a 
communication barrier between us because we have not educated 
everyone about what our role and skills are. (Participant 6, Interview, 
2022) 
 

In the above data, the participant is referring to role ambiguity at the organization 

level. Communication of roles is important, yet it can be difficult to understand 

everyone’s role and details of individual skillset in a professional setting, as was 

indicated.  

Doctor-to-patient communication barriers 
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In the next excerpt, one participant talks about how it can be very challenging to 

communicate comprehensively when there is a patient with a new diagnosis of 

diabetic eye disease, given the time constraints of seeing so many patients in one day: 

They just found out they have diabetes. Those are the patients that you 
know, you have to spend a lot more time educating. So that’s more of 
the challenge there, because they’re just learning about it themselves, 
because they’ve never been educated on the fact that, you know, the 
diabetic A1c control issues and how the diabetic disease affects the 
eyes especially after initial diagnosis and especially how it is really 
important for, you know, controlling problems with the retina, etc. So, 
it’s all new to them. So those are the most challenging patients because 
of time constraints, and it is a lot to take in and understand for many at 
the initial diagnosis. (Participant 1, Interview, 2022) 
 

This provider understands the magnitude of what the patients’ needs are when there is 

a new diagnosis of diabetes. The optometrist contributes to the high level of 

communication needed for newly diagnosed patients to enhance comprehensive 

understanding and the patients’ responsibilities regarding the condition.  

 

In summary, challenges to eye care delivery were reported to exist in all medical 

groups in the study and recognized by the medical group team as a barrier to access to 

eye care. In the next section, eye care delivery facilitators will be discussed.  

Eye care delivery facilitators 
The second key theme found in the data was eye care delivery facilitators. Eye care 

delivery facilitators, for the purpose of this study, are defined as someone or 

something that helps to reduce the challenges to eye care delivery as discussed in the 

previous section and bring about an outcome of eye care services for patients. This 
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section provides examples of how the medical group team and leaders network with 

each other to support patients and work innovatively to deliver eye care. The 42 first-

order codes were grouped and reduced to 28 categories of first-order concepts. The 

second-order themes for the eye care delivery facilitators include (a) enabling 

environment, (b) enabling relationships, (c) patient support, (d) enabling systems, (e) 

enabling processes, and (f) innovative solutions. Figure 6 represents the eye care 

delivery facilitators aggregate dimension data structure diagram and illustrates 

connections of the contributing codes to the theme.  

 

 

Figure 6. Eye Care Delivery Facilitators Theme 
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Compelling evidence of eye care delivery facilitators was noted in the data. There is a 

multitude of areas of eye care facilitators found in the data, which will be discussed 

below.  

Enabling environment 
Enabling environment, in the context of this study, is defined as any situation in 

which full authority is used by emergent and appointed leaders to carry out the goal 

of eye care delivery in a positive, streamlined, resource-efficient, and enhanced 

manner in the physical medical group location. The study found that (a) co-locations, 

(b) size of multidisciplinary teams, (c) model of efficiency and access, and (d) 

outreach clinics for free eye care services were relevant to eye care delivery 

facilitation. Detailed relevance of these will be discussed below. 

Co-locations 
This group is large, with several co-located services under one roof. This model of 

service allows for an enabling environment for patients who can and will stay within 

the system for comprehensive care. The benefits of co-locations are indicated in this 

next excerpt: 

So, since I’m part of a big multidisciplinary clinic, it really works well. 
So being a big, multidisciplinary clinic, we have several optometry 
locations throughout the region, I think, maybe 12, or 14, or something 
like that. But anyway, we have a lot. As far as diabetes goes, we get a 
lot of referrals from primary care Doc’s so from family medicine and 
internal medicine, and sometimes from endocrinology, or sometimes 
from the diabetic educators. (Participant 3, Interview, 2022) 
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In addition to co-locations, size of some multi-specialty teams was a positive eye care 

delivery facilitator. Some groups can be as large as sixty doctors with multiple 

specialties to enable service for patients, as indicated by the next set of data. 

Size of multispecialty teams 
There was a variable size of each of the medical groups represented in this study. 

Some reported sizes as small as two Doctors of Optometry, and some reported sizes 

as large as those described in this next excerpt:  

My clinic is a large clinic on the north side of Milwaukee. We have 
about 50 to 60 Doctors at this site, and one hallway on the second 
floor. It’s all optometry and ophthalmology. They practice side by side 
and in fact, it’s the optical shop is directly above my office at my 
clinic site. So yeah, so we employ a lot about 50 opticians as well. 
Yeah. So that’s pretty nice. So, I don’t have to go to Warby Parker or 
anything like that for eyewear, contacts or comprehensive eye exams. 
(Participant 12, Interview, 2022) 
 

Model of efficiency and access 
The medical group business model is one where services for patients have been 

described as highly organized with easy access using a multidisciplinary team 

approach, as indicated by this next set of data. Some groups had their genesis through 

mergers and acquisitions, as described below: 

So, like I said, when we started, it was just 30 physicians. And then we 
joined another group, they had a similar model to us, they were, you 
know, had shared resources, etc., like, you know, multidisciplinary 
clinics. So, the two of us joined together. Then we joined a third 
group, we all were highly organized, using a multidisciplinary 
approach. That was our original concept that we would be a 
multidisciplinary group, access and streamline services for patients 
and that we would have all these different specialties and would be 
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able to do manage care, etc. And so that was the model. (Participant 1, 
Interview, 2022) 
 

This example is evidence that the plan for the enabling environment was an early 

concept for access to patient eye care. This model facilitates access to eye care and 

overall holistic care.  

Outreach clinic for free eye care services 
One participant talked about how services were enabled through a Doctor of 

Optometry initiated free clinic. While this free clinic was not noted as having 

widespread access to it for all patients across all medical groups, it was described as a 

geographical enabler, as listed in the data below:  

We have one outreach clinic. It’s for, you know, patients that don’t 
have the means to pay for medical care. So, it’s a clinic that they can 
come to for health care. We have to have, well, we have an island 
there. So, we have enough doctors to rotate doctors that volunteer to 
go out there. (Participant 1, Interview, 2022) 
 

Enabling the environment to work for patients is evident at many levels and helps 

create a repository of services. The next section will discuss enabling relationships 

that are part of the eye care delivery facilitator aggregate.  

Enabling relationships 
Enabling relationships, in the context of this study, is defined as how the medical 

group doctors work with the rest of their team members in positive ways that foster 

enhanced interrelationships, interest in one another, and respect. The following 

quotation supports a positive enabling relationship. The study found that three major 

enabling relationships exist: (a) high quality working relationships, (b) proximity of 
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optometry and ophthalmology lines, and (c) medical group doctors working 

collaboratively to enable them to improve the facilitation of patient care. These 

enabling relationships will be discussed below.  

High-quality working relationships 
High-quality working relationships, in the context of this study, refers to working 

with the medical group team in a positive way that goes above and beyond expert 

knowledge to include taking time to get to know medical group team members at a 

more personal level. Relationships at the personal level helped to overcome 

challenges with role ambiguity:  

I mean, I have lunch with the pediatrician and the family doctors that 
we’re referring to, so they know me, and they’re comfortable, they’re 
like, you got to see, you know, Dr. C, because he’s going to take care 
of your eyes. And, and I’m like, you got to go back and see Dr. P, 
because he’s got to get your blood sugar down a little bit more, 
because you got to talk to him about different medication. So, there’s a 
really good coordination of care, I think, is maybe the terminology that 
I’m looking for here. But, but there’s good communication and good 
coordination of care and good working relationships. (Participant 1, 
Interview, 2022) 
 

Positive working relationships with effective communication eliminate role ambiguity 

between providers in large groups. Working proximity is another example of enabling 

relationships discovered in the data.  

Proximity of optometry and ophthalmology lines 
Optometry and ophthalmology working side by side was reported as the ideal 

situation for patients who required primary and surgical services. This working 



 

87 
 

relationship alone was documented in the data as an eye care delivery facilitator, as 

indicated below: 

With ophthalmology, we work right next door, you know, right next to 
them. So, if there’s something that they’re going to need to do an 
intervention on a patient there, right there in the building which makes 
follow up very good for everyone, us, the patient and the surgeon. 
(Participant 1, Interview, 2022) 
 

Overall, enabling relationships improves communication and patient care. While this 

working relationship was described by this participant as an ideal proximity source to 

eye care delivery, this was not always the case in every group, as was described in the 

challenges to eye care delivery section. The next second-order theme talks about how 

medical group doctors work collaboratively. 

Medical group doctors work collaboratively 
Another study participant had this to say about professional working relationships as 

it relates to taking care of diabetic patients:  

I think that if we want to prevent eye disease, we have to have a very 
solid stance on the management of the diabetes. And the management 
needs to be multidisciplinary, you need to have an open working 
relationship with the primary, which isn’t always possible. But best-
case scenario having a working relationship. (Participant 10, 
Interview, 2022) 
 

There is a recognition that the working relationship needs to be open in terms of 

communication so that there are better patient outcomes.  

 

Good open working relationships are an acknowledged part of good patient care, as 

indicated by the above comments. It keeps the lines of communication open above 
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and beyond other systems used in the group. The next section introduces the second-

order theme of patient support.  

Patient support 
Patient support, in the context of this study, is defined as what medical group team 

members are doing to provide patients with the most comprehensive medical group 

services. There were seven key areas that stood out in the research, which include (a) 

high attentiveness to diabetic patients, (b) high investment in diabetic patients, (c) 

support staff support, (d) volunteer services, (e) high surveillance of uncontrolled 

patients, (f) access to eye medications, and (g) access to eye care exams. Patient 

support facilitators are discussed below. 

High attentiveness to diabetic patients 
The data suggest that patient care is from a holistic approach. When patients enter the 

eye care medical group line, if they need additional services, medical group 

relationships are activated to serve the patient, as indicated by the next set of data: 

I’ll get them set up and again, it works well within our medical group 
because we have lots of primary care physicians, but I’ll get them set 
up for a physical or maybe even order some labs ahead of time, but 
usually, I’ll just, you know, make sure they get set up for a physical 
and then let their, their doc take it from there. (Participant 10, 
Interview, 2022) 
 

High investment in diabetic patients 
Some participants describe special attention and attributes about how they go about 

investing in their diabetic patients that goes above and beyond what is required, as 

indicated below: 
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When your patient sees how invested you are, in their care in their 
progress, they tend to be more forthcoming with how they’re truly 
doing with it, they tend to open up a little bit more. And, you know, 
for example, I’ll give you an example. When my patient we have a 
bariatric program. So, a lot of my patients that qualify for that program 
have to do the diet and show that they can lose weight. One of the 
things the primaries never talked to them about is when they’re in that 
fat burning stage, that their blood sugars are going to reflect it. And so, 
the patient’s they get to the point where they are finally starting to lose 
weight and burn fat. And they’re frustrated because their sugars are 
severely elevated. And nobody’s talked to them about the fact that yep, 
that’s going to happen. We have to adjust things. Remember you’re 
adjusting your diet, your exercise, where’s your glucose stores, all of 
that kind of stuff. So that they don’t give up, so they don’t get 
frustrated. And I think it’s just the opportunity for the eye doctor to or 
the optometrist to really show that we are more than just refractionist 
and show them we care about their systemic disease. And that we’re 
taking a very proactive stance instead of reactive stance. (Participant 2, 
Interview, 2022) 
 

Caring for a patient above and beyond what is normally required is a type of support 

that builds trust between the provider and the patient. Extra time to communicate with 

patients about this diagnosis was key to successful treatment.  

Support staff support 
Support is also evidenced in the data by work that the patient support representatives 

(PSR) do to keep patients coming back in for annual eye exams:  

And then our PSR is really good at you know, making sure that they 
either get a postcard from us or they go ahead and set the appointment 
up a year in advance. That’s kind of our way and that’s what we try to 
do with our diabetic patients just to keep them in the fold better, for 
the most part. (Participant 1, Interview, 2022) 
 

Volunteer services 
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Patient support in medical groups came in other forms, such as volunteer services at a 

free clinic for diabetic patients, as indicated by the comments made by one of the 

volunteer doctors from the medical group below: 

So, we rotate doctors that volunteer to go out there, but now we 
haven’t done it since COVID. So, what we did is we have a camera, 
one of our non-dilated cameras there. And the one of the nurses is 
trained on how to take photographs. So, she photographs all their 
diabetic patients’ retinas when they come in for their, you know, 
physicals or whatever. And then we as a group have a rotation. Like, 
I’m in November, so this is my month. And so, she sent me like last 
week she sent me like 10 patients, retinas picture retina photos, we 
look at each retina photo, we give results of the order and send it back 
to her saying whether or not they have, you know, diabetic retinopathy 
or not. And if they do that, they’ll be referred for further care. And so 
that’s very nice. So really cool volunteer program. (Participant 1, 
Interview, 2022) 
 

High surveillance of uncontrolled patients 
Diabetic patients require more services, as indicated by the data, and most doctors 

attend to patients with this diagnosis a lot closer to serve them better, as indicated by 

the next set of data:  

And so, I also find that I tend to babysit diabetic patients a little bit, 
especially your A1cs are high. And I tend to really watch how many 
times a year they’re having that measured and, you know, put a little 
bug in their providers ear if it needs to be done. So. Yeah, I’m very 
assertive with diabetic care. (Participant 2, Interview, 2022) 
 

Access to medication 
In addition to health care support for patients, the data indicated other services were 

being made available to support diabetic patients and their medication needs, as 

indicated by the excerpt: 
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I can think of several patients who have not been able to afford their 
medications, especially when the insulin prices went up. So, we have, 
in order to help those patients, we do have a program that will help 
them purchase their medications. We’ve also enlisted the help of all 
the local pharmacies for savings plans, etc., that can be used with 
Medicare Medicaid. (Participant 2, Interview, 2022) 
 

Access to eye care 
Patient support in the form of subsidized eye care was also documented in the data, as 

indicated by another participant in this next excerpt:  

We do have a Community Care Program, which if a patient is 
uninsured, for example, our clinic has a program to help ensure that 
they get the medical care that they need without worrying about the 
expense of it. So, I think as a group, we do an excellent job of making 
sure that if somebody approaches us that we’re able to help them no 
matter whether it’s getting established with a physician and getting in 
the front door. (Participant 2, Interview, 2022) 
 

In summary, patient support is crucial and has been documented as an integral part of 

the total care provided by this medical group. In the next section enabling systems 

will be discussed.  

Enabling systems 
Enabling systems, in the context of this study, is in alignment with the definition 

proposed by Kaplan et al. (2013), which is defined as events that medical group 

members engage in that are related to the EHR and include group interactions with 

other professionals, patients, leaders, and government regulation standards that result 

in cost savings and methods that continuously help the organization improve. The 

data found (a) EHR platforms, (b) tracking and management, (c) collective goal 
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setting, and (d) advisory committees. Data regarding each of these enabling systems 

will be discussed below. 

EHR platforms 
The information in the medical record can be shared with other providers who have 

access to the system. Information in the medical record data systems applied to a 

variety of issues facing healthcare, including patient safety, preventing disease, 

enhancing coordination, communication between care team members, and managing 

diagnostic and treatment options to continually improve the quality, value, and 

outcomes of care. One system consistently described in the data by all participants 

was the electronic health records system Epic (Electronic Privacy Information Center) 

is a cloud-based electronic health record built mainly for hospitals with the 

functionality to handle day-to-day operations of a practice, including patient medical 

records: 

What we’re trying to do is, you know, we work real closely with our 
family practice doctors, and our endocrinologist teams, so they’re 
both, you know, like, on their Epic platform that we use, we use the 
Epic care platform, and it pops up a reminder if patients haven’t had an 
eye exam within the last year, it reminds other health care providers to 
tell the patient to make an eye exam. Their staff is trained to do that as 
they exit, you know, so they’ll make their appointment for their next 
endocrinology appointment or their next family practice appointment, 
depending on how the level of their diabetes is, and then they’ll, you 
know, go ahead and schedule them for an eye exam or call our 
department and schedule the exam. Then what we do in conjunction 
with that is, for every patient we see with diabetes, we will then send a 
copy of our notes, you know, to their primary provider or their 
endocrinologist, letting them know that they got their eyes checked. A 
lot of times, we also work pretty closely with the dietary team too. So, 
because they’re very much involved in diabetic management, too. 
(Participant 1, Interview, 2022) 
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Tracking and management 
Another participant included data that indicate how tracking and management of 

diabetic patient data measurements are being operationalized into the medical group 

practice. These measurements are documented in the computer and include such 

things as A1c status, cholesterol levels, blood pressure, and last eye examination date. 

An excerpt from the data shows how one Doctor of Optometry utilizes tracked 

measurements:  

We’re in our first year of tracking. So, we started that last year. The 
A1c’s are automatically reported to all care providers if the labs are 
done in our facility. So, if I’ve, for example, seen a patient and I’m on 
their care team, I’ll get that to my desktop, for review. And that’s also 
one way that we are prompt getting those appointments scheduled, and 
kind of keep tabs. (Participant 2, Interview, 2022) 
 

Collective goal setting 
This next description shows how an optometry physician takes pride in the fact that 

her medical group reports for CMS (Center for Medicare and Medicaid Services) are 

always above the 75th percentile. This speaks to the personal satisfaction of meeting 

measurement goals for patients:  

Anybody who’s doing or seeing any diabetic patients, their CMS 
standards are reported in our system. So, we have objective goals that 
we try to meet with the A1c with the lipids, et cetera. And each 
provider is given their statistics fairly regularly, I believe we do it 
every quarter. And there is an expectation that each provider will be 
above the 75th percentile with those statistics. So, part of the 
measurement is where the clinic is. It also includes things like have 
they had their yearly dilated eye exam, that is a metric. Ours as in 
optometry, we are tracked for reporting. So, when we see a diabetic 
patient, not only do we record the degree of retinopathy, but we then 
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must forward the chart on to the primary physician, whether they’re in 
our system or outside of our system. And we get a reporting back as to 
our accuracy. (Participant 2, Interview, 2022) 
 

Advisory committee 
This next quotation shows how the advisory committee in one health group monitors 

the statistics of that particular group in terms of accurate reporting. The advisory 

committee works in conjunction with all medical group reporting arms to ensure that 

the group stays on top of their percentiles:  

Our Medical Group has an advisory committee that looks at the 
statistics for each department. So that would be internal medicine and 
family practice, pediatrics, you know, in the gamut, anybody who’s 
doing or seeing any diabetic patients. The advisory committees are 
helping us in meeting those goals. (Participant 2, Interview, 2022)	
 

In summary, these systems help to operationalize services in large medical groups 

and are facilitators of eye care. Patients benefit from a systematic approach to care for 

tracking and monitoring this condition. The next second-order theme is enabling 

processes.  

Enabling processes 
Enabling processes, for the purposes of this study, is defined as a series of actions and 

steps taken by medical group optometrists in order to provide efficient and effective 

primary eye care services for patients within the medical group. Data indicated the 

following: (a) optometrists as gatekeepers, (b) best practices for dilated eye 

examinations, and (c) modifications during COVID-19. The data, as it relates to this 

second-order theme, will be discussed below.  
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Optometrists as gatekeepers 
Optometrists play an integral part in decreasing visual impairment due to DR, as 

described in the data below, as the gatekeepers to secondary and tertiary eye care: 

We are the gatekeepers of our clinics? So, we do have a team of 
ophthalmologists, but they just want surgical cases for the most part. 
So, we see all the, you know, majority of the patients that don’t need 
surgical intervention, so we’re usually the first ones that they see. As a 
well-oiled machine we are the triage doctor to get patients in faster and 
kind of help take care of the ones who, you know, don’t necessarily 
need to go straight to ophthalmology which can be a longer 
appointment wait time. (Participant 6, Interview, 2022) 
 

This optometrist spoke specifically about how her medical group environment works 

to streamline the eye care delivery process for patients, which ultimately saves time 

and money for the patient. This is an enabling process that helps frame the service 

line for eye care in the most efficient manner.  

Best practices for diabetic eye examinations 
In some cases, enabling processes were gently enforced by providers as a needed step 

to take in the process of comprehensive eye care:  

They’re not going to get out of here without being dilated, this is best 
practice. We’re going to do an, OCT, I don’t make everybody have an 
OCT and photos. But if I’m seeing anything where I’m kind of 
questioning, is there a clinically significant macular edema here or, 
you know, I will do extra testing and would be referring? I think 
getting the exam in first, and then educating them about diabetic 
retinopathy second is the key, that’s my most important clinical pearl. 
(Participant 3, Interview, 2022) 
 

Modifications during COVID-19 
Several modifications occurred during COVID-19 at the local in several medical 

groups. Some groups did not have access to telehealth systems, and some did. When a 
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medical group did not have access to telehealth platforms, other medical group 

processes took place to accommodate diabetic patient exams on an as-need basis. The 

next excerpt is from a participant who explains how his group handled the COVID-19 

crisis:  

So we did take a two month pause on our practice, but during that time 
of COVID-19, if anyone called with any vision problems at all, we 
were available to them, so they did come in, so we modified our 
medical group in a new way, we rotated through the office, but we’d 
probably see maybe six or seven patients in a day, you know, tops, and 
of those patients, you know, they were bad things retinal detachments, 
foreign bodies, you know, things like that. diabetics who had lost 
vision, so I mean, there were patients like that. Those modifications 
were seeing fewer patients, taking time after each patient to clean and 
disinfect the rooms very thoroughly, face shields and masks on all our 
equipment and tight monitoring of anyone who needed us. So, any 
new vision loss, any, you know, flashes, floaters, you know, 
emergency type situations, they were all seen. So, we didn’t lose any 
patients that way, I think, you know, and everybody who was diabetic 
or had glaucoma or anything like that, they were just put off for an 
extra two months, we pretty much went back to retrieve them. I think 
we went back after the two-month positive back at 75%. So, we’d have 
more time to clean the rooms and things like that. And, and then very 
shortly, within about three or four months, we were back to 100% of 
our parents. So, there was really, it was just if you were just scheduled 
in those two-month period, you know, in March and April, when we 
were on our paws for COVID. I think you know, those people just got 
pushed off, but we were very careful to look at rescheduling them right 
away like they were the priority patients, glaucoma patients, diabetic 
patients, those patients all got priority. As far as the rescheduling went. 
(Participant 1, Interview, 2022) 
 

Providers were documented as stepping up to enable patients a pathway to eye care 

delivery in a way that was efficient, effective, and meaningful to achieve the goal of 

comprehensive eye care for diabetic patients even in challenging times. The next 

second-order theme talks about innovative solutions.	
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Innovative solutions 
Innovative solutions, in the context of this study, is defined as new ideas or methods 

regarding eye care delivery that are creative and sometimes original as compared to 

the current standards of care delivery of the medical groups. Evidence of innovative 

solutions emerged throughout the study. Concepts that emerged from the data in this 

category include (a) eye and vision council, (b) nursing home visits, and (c) telehealth 

visits. These innovative solutions to eye care will be discussed below.  

Eye and vision council 
The following quotation supports an innovative solution to eye care delivery from an 

optometry physician who is part of a self-developed eye and vision council that was 

developed on a volunteer basis to improve metrics for diabetic patients. She speaks 

positively about the council and how it is a benefit above and beyond what they 

normally do at her medical group:  

We have something called the Eye and Vision Council. And that is a 
group of representatives from different clinics, kind of on a volunteer 
basis, there’s probably I don’t know, eight of us that participated in 
that. And one of our even most recent initiatives in this past year, was 
to make sure that we are doing the right care, but also tracking, yet it is 
more than that, it in a way shows that we’re doing it right. So, part of 
that is with their tracking is that we are making, that we are contacting 
the PCP after we do the eyecare to let them know what level of 
retinopathy there is, or if we’re referring them or what’s being done 
almost in real time to get patients taken care of quickly. Also, it is 
indicated in our progress note in our assessment and plan in a trackable 
way, which is more than just, you know, writing our assessment and 
plan out but that’s not tracking, you know, it’s not a trackable field 
within Epic so we write an additional note to ensure we are taking 
better care of the patient in a more innovative way. (Participant 3, 
Interview, 2022) 
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Nursing home visits 
Other means of serving patients in an innovative way were reported to happen outside 

of the medical group and have been initiated by some physicians to promote eye care 

services, as indicated by the next comment: 

We are able to help patients no matter whether it’s getting established 
with a physician and getting in the front door for care whether it’s 
coming to their nursing home or facility for a comprehensive eye exam 
or helping them out with their medication needs when they need more 
hands-on assistance. (Participant 3, Interview, 2022) 
 

Telehealth 
Another very important process that was innovatively initiated in the eye care line 

was telehealth visits during the height of COVID-19 pandemic, as documented in the 

excerpt below:  

Critically important in our system was doing video visits in telephonic 
visits, email, asynchronous email visits before the pandemic, but those 
processes got a big boost during 2020 and 2021. Some specialties it 
varied by specialty some specialties like behavioral health psychiatry, 
went 90%, virtual and acclimated very well. Other lines like eyecare 
took a little longer. We’ve been able to translate a lot of primary care 
and urgent care to, to a virtual modality, as we were doing before, but 
it varies by specialty, obviously, we’ve been able to translate a lot of 
primary care and urgent care to, to a virtual modality, as we were 
doing before, but it varies by specialty, obviously. We’ve been able to 
translate a lot of primary care and urgent care to, to a virtual modality, 
as we were doing before, but it varies by specialty, obviously, 
(Participant 1, Interview, 2022) 
 

These descriptions show how service solutions made it possible to deliver eye care 

when the current delivery systems were not already set up to make delivery possible. 

Innovative thinking to solve or ease the burden of physical, non-compliance, 
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socioeconomic, and communication barriers were addressed. In the next section, 

contributions to connectedness will be discussed.  

Contributions to connectedness 
The third key theme found in the data was contributions to connectedness. 

Contributions to connectedness, for the purpose of this study, are defined as ways in 

which medical group team members bond through shared values, respect, 

inclusiveness, listening, and care of other team members through positive working 

relationships. This section provides examples of how the medical group team and 

leaders contribute to connectedness. The 41 first-order codes were grouped and 

reduced to 32 categories of first-order concepts. The second-order themes for the eye 

care delivery facilitators include (a) positive working relationships, (b) concern for 

others, (c) awareness of others, (d) communication and information sharing, and (e) 

sources of pride for medical group members. Figure 7 represents the contributions to 

connectedness aggregate dimension data structure diagram and illustrates connections 

of the contributing codes to the theme.  
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Figure 7. Contributions to Connectedness Theme 
 

Strong evidence of contributions to connectedness was noted implicitly and explicitly 

throughout the data. Medical group team members and the chief medical officer have 

demonstrated through communication patterns and actions that they are committed to 

connectedness for positive patient outcomes.  

Positive working relationships 
Positive working relationships, for the purpose of this study, refer to optimistic, 

collegial, and constructive interactions between peer medical group team members. 

The question was asked about how often other network doctors were engaged with 

other doctors, and informal and formal collegiality surfaced. The data showed that (a) 

collegial working relationships, (b) trust in referral patient care, and (c) valuing the 
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expertise of colleagues contributed to positive working relationships. This data will 

be discussed below.  

Collegial working relationships 
One participant indicated that relationships expanded beyond formal provider 

meetings. Bonds formed through collegiality helped the flow of patient care. Peer 

collaboration was documented that included goals to connect at the social level at 

work, to put a face with a name of a team specialist, and to engage in information and 

advice about individual specialties, as indicated in the data below:  

My clinic is right across the street from the main clinic. We are like 
this little world unto ourselves, even though we’re only right across the 
street. So, I say my goal would be to go over to the cafeteria one day a 
week or one yeah, so that I’d run into people and get to talk and 
connect with them a little more. But I’m so busy, I never get over 
there. A lot of them come in as patients. So, I see them. We used to 
have a monthly provider meeting. Now they’ve cut them back a little 
bit. We had them via zoom like this, you know, during COVID. But 
now those are every two months to discuss our commitments. So those 
are nice, because there are times when you come a little bit early, 
there’s a little social time and get to know each other and then they 
have a little, you know, whatever their program is that we’re talking 
about. Lots of housekeeping stuff, too. But that’s a time when we 
really all can meet and collaborate with each other. Otherwise, there 
have been times when and I’ll set up a time to go over and talk to 
pediatrics about their vision screening, you know, amblyopia or 
something. I’ve done a talk with like the ER what would be 
appropriate referrals and my on-call schedule. The other optometrist 
here does vision therapy, I don’t, but she’s met with neurology to kind 
of talk about concussion and TBI and what she’s doing. (Participant 3, 
Interview, 2022) 
 

Trust in referral patient care 
There was evidence of trust between optometrists and other specialists such as 

endocrinology. Doctors working side by side in the medical groups create a system of 
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referrals that are multi-directional in positive ways that benefit patients, as indicated 

in the next excerpt: 

Whether they have, you know, non-proliferative diabetic retinopathy, 
proliferative diabetic retinopathy, is it mild, moderate or severe we put 
it all together for the next doctor for proper handoff? Do they have 
macular edema, so we put those three things, you know, down, and 
then we forward that to the family practice or endocrinologist that’s 
following them. (Participant 3, Interview, 2022) 
 

Valuing the expertise of colleagues 
Working as a team in a positive manner improves patient care (Babiker et al., 2014). 

The data indicate that this team works positively through understanding the 

importance and usefulness of the optometry line of service when an urgent care 

patient needs service, as indicated below:  

We work closely with urgent care, they understand and value our 
service line you know, because they refer any and all vision related 
emergency to us. And a lot of times, you know, those are diabetic 
patients who have double vision or whatever. So, we do see a lot from 
urgent care, so we coordinate with them. And dieticians, too. So, the 
dietitians are really involved with these patients, a lot of times they see 
their dietician more than they see their family doctor. (Participant 1, 
Interview, 2022) 
 

These descriptions show how collegial, positive, and close working relationships 

build trust and value for each other to enhance shared interests for patient care. 

Additionally, social connections help medical group doctors feel valued by getting to 

know each other at different levels. The next second-order theme discusses concern 

for others and will be discussed below: 
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Concern for others 
Concern for others, in the context of this study, is defined as the medical group leader 

and doctors’ ability to consider the wants, needs, and difficulties of peers and patients 

with active interest in the capabilities, perspectives, and feelings of others. Data 

revealed that (a) emergent leaders’ commitment to others, (b) appointed leaders’ 

commitment to others, and (c) emergent leaders’ commitment to patients were highly 

significant. This data will be further discussed below.  

Emergent leaders’ commitment to others 
In some medical groups, ophthalmologists lead teams of MDs and ODs for patient 

eye care, ensuring streamlined service. One participant talked about how her lead 

MD, who was an ophthalmologist, was concerned about role ambiguity from other 

lines of service:  

The ophthalmologists that we have on hand are very good about kind 
of backing us and supporting us as optometrists. So, if they’re getting 
referrals, or if they feel that there are certain providers out there who 
are, you know, kind of avoiding optometry, they’re good to 
communicate and clarify, and kind of back us and back us up and say, 
you know, optometry is kind of our, our right-hand guy, and, you 
know, they’re very capable of, you know, doing what we do as well. 
(Participant 6, Interview, 2022) 
 

This statement from an optometrist regarding how ophthalmologists back them up 

demonstrates concern and active interest in sharing information about optometry’s 

capabilities to assist the medical group with difficulties they may face with 

inappropriate referrals from other departments. 

Appointed leader commitment to others 
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The leader has documented areas where he showed concern for the medical group 

team and patients. The leaders shared this about his team: 

I walk the shop floor and, find out what’s going on. I can pontificate 
by reading national news, and journals and so forth but if you don’t 
know what your own people are experiencing, and the barriers they’re 
facing, you’re not going to make progress in the communities that you 
serve. So, you have to, actually set time aside on a regular basis to be 
updated by the people doing the work. (Participant 12, Interview, 
2022)	
 

This shows concern by the leader about his people and what they are experiencing. 

The leader wants to stay connected to the group through understanding as a positive 

driver. 

Emergent leaders’ commitment to patients 
The next set of data indicates how one optometrist takes time out to talk to patients no 

matter what the situation because she is concerned about her diabetic patients: 

I care about my patients, and I get concerned when they have diabetes. 
I am really trying to relay that connection to patients that you’re 
looking at the overall picture and you know, the success of the 
treatment or the reason why that you’re taking these medications and 
what we’re trying to prevent. I really feel like that’s really significant 
and trying to get a patient to understand also it’s interesting because a 
lot of people are like oh, I have a bunch of years of well control, but a 
lot of times patients don’t think about retinopathy and the development 
of cataracts. So, people are like I don’t know why I guess people are 
like, cataracts is such a scary thing. You know, I talked to them like 
okay, you know, if your blood sugar is elevated, that’s going to 
develop, you know, cataracts a lot faster. Because, you know, the 
sorbitol on the water and just like how the lens physically changes 
without elevation. They’re like, wait, and can cause cataract? So, I’m 
just making those connections like, okay, you have to take care of your 
diabetes and they say I got to take care of my diabetes? Okay, not only 
for my foot, and body, but for my eyes too? They seem so surprised, 
like oh man my eyes too like, just trying to relate the diagnosis as a 
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multiple issues that can arise. I think that’s important. (Participant 4, 
Interview, 2022)	
 

Concern from appointed and emergent leaders who are in charge of patient care helps 

to contribute to the overall connectedness to care in this medical group system. 

Awareness of others 
Awareness of others, in the context of this study, describes the knowledge and 

perception of the group leaders and medical group doctors about patients, their 

colleagues, and the role they play in patient care. Three key pieces of data emerged, 

which include (a) awareness of holistic care and (b) team awareness, and COVID-19 

strategy awareness. These data are discussed below:  

Awareness of holistic care 
In this next excerpt, an optometrist talks about her awareness of the diverse skills that 

are present in the medical group that she uses to navigate her patients with: 

I really feel like it’s the fact that we really emphasize we’re taking care 
of the patient as a whole. It’s not just a set of eyeballs or like holes that 
it can use that walks in, like you’re really trying to take care of the 
whole person and trying to adjust challenges. Not only medically but 
also socially and just really talking about solutions and things like that. 
So, I feel like within the medical groups understanding roles of other 
specialists and especially talking to other providers, and really taking 
the time to try to talk and educate our patients about how this all works 
together is good. I really feel like that it’s really the success that we 
have. (Participant 4, Interview, 2022)	
 

This Doctor of Optometry is aware of other entities within the group to increase 

health outcomes for patients.  

Team awareness 
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Doctors in some groups have a motivation to build new relationships through 

awareness. In the next excerpt, this doctor participant found motivation through 

networking as a new doctor to build capacity in the group:  

It was a little awkward, you know, being fresh out to school and going 
to talk to these internal medicine doctors. Just saying, hey, I’m here, 
but if, if other doctors or other optometrists could do that, either send 
out a letter or have a lunch or something like that, and just make sure 
that they’re aware of you. Not only is it a practice builder, but it’s also 
team building and you’re going to catch so many more potentially 
sight threatening cases of diabetic retinopathy and personally do 
something about it. (Participant 10, Interview, 2022) 

COVID-19 strategy awareness 
Another strong awareness point was made by the leader when he talked about his 

awareness of allocation of resources where needed. The excerpt below talks about 

this leader and his comments and awareness in this area: 

We’ve had to strategize around the challenges presented by COVID 
staffing challenges, making sure we have enough people, places and 
things and resources. Obviously we are aware that we need people to 
help on the hospital side, we need space to care for people, and we 
need equipment PPE and, and so forth. And I think we’re doing a lot 
better than we were in at this point last year, you know, 18 months 
ago, but nonetheless, it the COVID has had a ripple effect. (Participant 
12, Interview, 2022) 
 

This data showed leader awareness in complex environments and how networks of 

awareness between the organization and the environment were made. A major 

condition in order for collaborative awareness to occur in a complex organization 

requires both interactions between the environment and organizational members with 

great frequency and at very high levels (Brown & Eisenhardt, 1997).  
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Communication/Information sharing 
Communication and information sharing, in the context of this study, is defined as 

how dialogue is exchanged between (a) doctors-to-patients, (b) doctor-to-doctor, and 

(c) leader-to-doctor that connects the team for best practices and overall patient care.  

 

Patients’ perceptions of the quality of the healthcare they receive are highly 

dependent on the quality of their interactions with their healthcare clinician and team 

(Wanzer et.al., 2004). There is evidence-based research to support the benefits of 

effective communication and health outcomes for patients and healthcare teams 

(Heisler et al., 2002). The connection that a patient feels with their healthcare 

provider can improve their health, adherence to treatment, and patient self-

management (Safran et al., 1998).  

Doctor-to-doctor communication 
The next data show not only how patient education for decreasing visual impairment 

due to DR is important, but it also reveals that the optometric physician who is 

passionate about patient education feels responsible for it and, in turn, helps the 

patient gain more clarification and knowledge that might not have been gained at the 

PCP office:  

And responsible for physician education and diabetes is one of the 
things that, in particularly, near and dear to my heart. So, I, you know, 
I’m fairly assertive with the management of my diabetic patients. I 
have a big, big educational piece when a diabetic comes in to see me. 
And frequently, my patients will tell me they learned more from that 
visit than they do with their regular provider. So, you know, I have 
very close working relationships with our physicians. So, there’s no 
hesitation if there’s an issue to be able to pick up the phone and, or pop 
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into their offices just to chat about the care for our patients. So, I just 
feel like it’s, you know, we have very open communication with 
regard to caring for our patients in general, but diabetics, you know, 
we really tend to keep on top of. (Participant 3, Interview, 2022) 
	

The next set of data below indicates that this provider values patient communication 

at the level of helping them understand the diabetic disease through the use of a 

mnemonic for diabetic disease. The alphabet mnemonic helps patients consider not 

only vision health but also helps them think about other organ systems affected by the 

condition:  

I take the time to communicate with patients. This is the key. They see 
and know I care. I talk to patients in a way that they understand, 
layman’s terms and make sure they leave with a plan. I even have it 
already written down for them so when the time comes I can reference 
it for them, and they can easily visualize it and hear this important 
information from me. They know they need to do the ABCDE of 
diabetic eyecare. Some don’t even know what I am talking about when 
I say A1c so this is good information, blood sugar is a ABCDEs of the 
disease which makes it easy for them to understand. They feel more 
empowered when they know this pneumonic. I have this on a handout 
for them. (Participant 5, Interview, 2022) 
 

These show communication and information sharing as acts of integrity for the well-

being of patients.  

Doctor to doctor communication 
The excerpt below shows that communication occurs at many levels. This data shows 

that alerting the PCP is a best practice in doctor to patient and doctor to doctor 

communication:  

But if I see that there’s, you know, something not going well with their 
diabetes, I’m going to talk to him about it. And I’m going to alert the 
PCP when I send that report back. So again, that collaboration is pretty 
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good. So, I feel like within the medical groups that especially talking 
to other providers, really taking the time to try to talk and educate our 
patients. I really feel like that it’s really with the success that we have. 
(Participant 3, Interview, 2022) 
 

Leader-to-doctor communication 
One of the ways in which the two-state leader of the medical groups spent time 

communicating was in getting to know the team and their needs. The data below is 

one example of leader-to-doctor communication:  

Spending time with my team allows me to get to know their needs and 
concerns and also areas of needed improvements. Feedback is crucial 
too. I regularly ask my team about how we are doing as a team and 
how can we better reach our goals. There is a level of comfort in 
acknowledging their assessments because they are also on the front 
lines of care. It helps me to become a more effective leader. 
(Participant 12, Interview, 2022) 
 

Overall, there is synergy in the medical group between the team as a whole. There 

was connectedness in kindness, authentic concern for each other, and patient care. 

The next second-order theme is sources of pride and will be discussed below.  

Sources of pride 
Sources of pride, in the context of this study, can be defined as a feeling of deep joy 

or satisfaction derived from medical group operations and development or from 

patients’ satisfaction. This study generated data about medical group doctors feeling a 

sense of pride in (a) medical group operations, (b) reaching metric goals, and (c) 

patient well-being. These will be discussed below. 

Medical group operations 
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This next set of data talks about how one participant had a medical group that was 

purchased by a larger medical group/hospital system entity because they liked the 

way the group was already being run. While this group adapted to the larger group 

system after being purchased, they were still given the autonomy to self-regulate a 

systems approach to care for diabetic patients. This gave a sense of pride to the 

original owner of the group that was purchased:  

So, because they always have liked the way we run our clinics, they’ve 
given us pretty much a pretty long leash in terms of how we do our 
practices. So, we’re self-reporting also it’s like this project that we’re 
doing, where we’re monitoring how we’re doing with our diabetic 
patients, we always do stuff like that ourselves. So that outside people 
aren’t really looking at it before we look at ourselves to make sure 
we’re doing things the right way. (Participant 1, Interview, 2022) 
 

Reaching metric goals 
Goals are set in most medical groups. In the one described below, the metrics are set 

to have every patient above the 75th percentile in terms of meetings certain standards 

in diabetic care. Eye examinations are part of that care as indicated in the excerpt 

below: 

Being above that 75 percentile? You know, those statistics are not 
necessarily incentivized. No. However, Yeah, but certainly, you know, 
I have a certain sense of pride and just personal incentives about 
reaching our goals. It lets us know we are doing things right for our 
patients and eye examinations are part of that. Our patients are doing 
well and all of that. Like the metrics are there, they’re in place. The 
advisory committees are helping us to meet those goals. (Participant 2, 
Interview, 2022) 
 

Patient well being 
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Some of the highest levels of pride came from physicians who felt good about 

knowing the patients were doing well under their care, as indicated in this next 

excerpt:  

There are really no incentives for decreasing vision impairment except 
personal incentives about knowing that our patients are doing well 
under my care. You know you do the best you can and hope that you 
are making a difference in the lives of each patient. (Participant 2, 
Interview, 2022) 
 

In summary, all sources of contributions to connectedness made the team more 

congruent and in alignment with positive patient care. Positive collections of 

achievements, values, expectations, and practices that guide and inform the actions 

and team members create job satisfaction (Wingard, 2019). The final theme to be 

discussed in the next section is leadership operating at all levels. 

Leadership operating at all levels 
Leadership operating at all levels, in the context of this study, is defined as how the 

medical groups adapt to embracing emergent leaders based on their positive behavior 

and expert knowledge. The 29 first-order codes were grouped and reduced to 28 

categories of first-order concepts. The second-order themes for the eye care delivery 

facilitators include (a) engaging behaviors, (b) modeling behaviors, (c) shared 

leadership, (d) and servant mindset. Figure 8 represents the consequences of 

complexity leadership aggregate dimension data structure diagram and illustrates 

connections of the contributing codes of the theme.  
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Figure 8. Leadership Operating at All Levels Theme 
 

Powerful evidence of the consequences of complexity leadership was noted in the 

data. Consequences of complexity leadership are a result of human relations and 

personal influence by leaders (Clarke, 2013).  

Engaging behaviors 
Engaging behaviors, in the context of this study, can be defined as leader behaviors 

that strengthen and inspire the medical group. In this study, (a) commitment to 

understanding, (b) meaningful performance expectations, and (c) strengthening group 

performance emerged in the data and will be discussed below.  

Commitment to understanding 
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There was a strong commitment to understanding the group by the CMO. The CMO 

pointed out that he stays highly engaged by trying to understand what members are 

experiencing, as indicated in this next excerpt. 

If you don’t know what your own people are experiencing, and the 
barriers they’re facing, you’re not going to make progress in the 
communities that you serve. So, you have to, you have to actually sets 
set time aside on a regular basis to be updated by the people doing the 
work. (Participant 12, Interview, 2022) 
 

Meaningful performance expectations 
The leader makes it clear that making time to engage is important to understand 

members of a complex organization and to ultimately make a difference in the 

communities that are being served. Engaging positively creates a network of success 

(Clarke, 2013). In the next example of positive engagement, the leader documents 

that he is not simply providing system-level data for each medical group to adhere to. 

The individual medical group data is more important to engage in meaningful 

performance levels, as indicated in the next excerpt:  

I want to give them system level data and say, as a system, here’s how 
we’re doing, but I don’t want to hold them to that data, I want to hold 
them to their own data or their group’s data. Because then they may 
be, you know, performing at one end of the bell-shaped curve world, 
while their colleagues from an accounting perspective are performing 
at the other end of the bell-shaped curve. And so, I want to apply 
resources where they’re needed. So, but, it really comes down to 
setting expectations, holding people accountable, but giving them the 
tools to meet those expectations based on what we determine is 
meaningful individual medical group data. (Participant 12, Interview, 
2022)	
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This insight is another example of how the chief medical officer engages with each 

group.  

Strengthening group performance 
Another example of engaging behavior was documented when the leader documented 

that he recognizes the need to put resources where they are needed for each individual 

medical group based on what those individual medical groups’ needs are. The next 

excerpt talks about the leader and individual medical group resources:  

Because one medical group maybe you know, performing at one end 
of the bell-shaped curve world, while their colleagues according to our 
accounting may be at another end of the bell and far away or are 
performing at the other end of the bell-shaped curve we recognized the 
need for resources. And so, I want to apply resources where they’re 
needed. So, it’s really it really comes down to setting expectations, 
holding people accountable, but giving them the tools to meet those 
expectations. (Participant 12, Interview, 2022) 
 

Staying engaged allows the leader to understand what is needed for each individual 

medical group’s success. Modeling is the next second-order theme discussed in this 

aggregate.  

Modeling behavior 
Modeling behavior, in the context of the study, is defined as how leaders observe and 

emulate positive actions of others in the medical group. Modeling was described in 

this study by leaders who looked at and observed other leaders because they learned 

and were influenced by the other leader’s behavior. This study observed (a) emulating 

positive leaders and (b) emulating positive practices. Modeling is more appealing 

when the modeling comes from people of influence or leadership (Bandura, 1977).  
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One leader describes his modeling in the next excerpt below: 

When I look at and observe other leaders, I basically judge three, three 
broad categories of their leadership style, it’s their content expertise, 
its there, communication style, and ability to communicate, and it’s 
their character. When I took on leadership of the Medical Group at 
large, I had a relatively high degree of content expertise. I knew how 
to manage physicians and clinical practices reasonably well. I was able 
to take what I was doing, leading our primary care service line, and 
extrapolate that to a variety of other services. But I had to be on 
content expertise, it’s understanding what content expertise you do not 
yet have and addressing those gaps. And so, I thought, I think I did a 
reasonably good job at that, or trusting others to do that, on my behalf 
people who reported to me in terms of communication, it’s really all 
about listening first, and then when you do have something to say, 
make sure it’s clear, concise, and meaningful to your audience. And 
then last character, to me that communication does play a role in 
character but it’s about being honest, both with the people you’re 
leading, but honest with yourself. (Participant 12, Interview, 2022) 
	

The leader broke down how he models other leaders based on three categories: (a) 

content expertise, (b) clear concise communication, and (c) character. This leader has 

had good role models to emulate and used what he has learned through modeling to 

communicate well with the team. In another example, the leader describes modeling 

in terms of what he gives back to the team in terms of daily.  

Emulating positive practices 
Another emergent leader talks about how emulating positive practices in the medical 

group allows the medical group to parallel good practices for patients to follow. The 

excerpt below shows how good practices worked in the medical group: 

We have a self-selected population of patients I believe for a reason. 
Our model is such that we start our care process in a way that 
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encourages the entire family to come in. If mom or dad has diabetes 
we want to check the whole family including the kids, aunts and 
uncles. This can run in families. (Participant 1, Interview, 2022) 
 

In summary, modeling in the study was noticed at the leadership level and the 

individual medical group level. Modeling is more appealing when the modeling 

comes from people of influence or leadership (Bandura, 1977). The next second-order 

theme is shared leadership, which is discussed below.  

Shared leadership 
Shared leadership, in the context of this study, is defined as a distribution of decisions 

about patients throughout the medical group for effective use of medical intelligence. 

The data support strong evidence about shared leadership. Clinical doctors are 

responsible for their patients and are leaders in regard to care. Medical specialists 

complement this type of leadership when they receive referrals by leading in specialty 

areas that they focus on the most. Referral specialists, therefore, share in leadership 

with everyone taking leadership positions in their area of expertise. A multitude of 

people helps make decisions about diabetic patient care with the optometrist at the 

center of primary eye care. In this study, (a) adaptation to enhance medical group 

systems, (b) concerted leader actions, and (c) spontaneous interactions. These are 

discussed below.  

Adaptation to enhance medical group systems 
An example in the next set of data shows how one leader, who is not the CMO, 

expresses that it is important to make referrals for primary eye exams from every non-
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optometry line of service. This emergent leader understands the importance and wants 

this adaptation in the system to improve patient care:  

If someone’s on high-risk medication or if they have diabetes, and it’s 
known that you should get an eye exam, the higher slightly higher up 
leadership are telling those other doctors, hey, we need 85% to be seen 
for eye exams. We need X number of percent of your patients to get 
eye exams because either they’re diabetic or on high-risk medication. 
So, I think we’re so good with diabetes, because it’s not coming from 
Optometry. You know, it’s, it’s coming from other doctors. Like I 
said, the internist the family medicine, rheumatology, endocrinology, 
all those facts of saying, you didn’t get your yearly eye exam, so we 
need to refer you to optometry. (Participant 8, Interview, 2022)	
 

Concerted leader actions 
Another leader expresses the importance of how leadership is shared through 

listening first to ensure that the goals are being met. The next excerpt had data to 

support this:  

Well, I think it comes down to basics, right? And to me, that’s 
listening, you need to listen to the people doing the work, and see 
where they are having difficulty in, in achieving our targets, and then 
let them help decide how we are going to reach our goals. (Participant 
12, Interview, 2022)	
 

In complex health systems, professional doctors are leaders and advocates for their 

patients. A well-rounded and linear network versus a more hierarchically structured 

working environment exists.  

Spontaneous interactions 
When different specialties working together need to come together for a shared 

diagnosis of one patient, it can be spontaneous for optimal care. This is what was 

described by one participant below: 
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In our clinic we have all of those providers and more, you know, 
pediatricians, I’m trying to think who else you know, cardiology, 
endocrinology, rheumatology, neurology, urgent care, pretty much you 
know every depart meant, I would say especially the ones that you 
know, have correlation to diabetes. So when there are conditions in 
those departments that affect the eyes they know of us and our 
department, which is and which has been great because we come 
together quickly to take care of our patients. (Participant 6, Interview, 
2022) 
 

Sharing leadership services is necessary for optimal patient care. The next second-

order theme is servant mindset, which will be discussed below. 	

Servant mindset 
Servant mindset, for the purpose of this study, will be defined as how emergent or 

appointed leaders think about and serve other individuals of the team. Research 

shows that when leaders shift their mindset from the company to the employee, 

employees’ overall operations improve (Langhof & Güldenberg, 2019). In this study, 

the data showed growth for others and community building as major concepts in 

servant mindsets of leaders. These will be discussed below.  

Growth for others 
There is strong data to support servant leadership by appointed leaders and those who 

emerged in the medical group over time. One leader had this to say about the 

approach in his mind for interacting with others: 

And I do think that the best leaders that I’ve observed and that I, that 
I’ve tried to model myself after coming to work every day to assure 
someone else’s success. When I do that, I am doing my job as a 
servant We throw that term around a lot, yet I think it is really a way 
of doing it daily and operationalizing it daily in the people and patients 
that we serve. (Participant 12, Interview, 2022) 
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Thinking about others versus the company every day is a mindset that serves others. 

To focus on someone else’s success implies that the someone is not already 

successful. This is a key attribute of service in that the “have nots” and those less 

privileged should be at the top of one’s mind (Northouse, 2019). 	

Building community 
The leader talks about the genesis of his service-oriented mindset by referencing its 

beginning as outlined in this next excerpt:  

I come to work every day to build our community inside and out. So 
yeas, service is a big component my life anyway, that it was instilled 
in me by my parents, and all the all the people ahead of me that I 
would call good teachers. They were all service oriented. So 
absolutely. So, in that sense yes I guess I am a servant leader. 
(Participant 12, 2022) 
 

Here the leader understands that service is a way of life for him and has been part of 

his life for many years.  

 

Leadership was operating at all levels of the medical group organization, which 

created positivity and optimism for diabetic eye care. In the next section, all themes 

as they are related will be discussed.  

Theme Relationships 
In this section, I recap the key themes emerging from the data and offer a model that 

explains the relationships between the themes.  
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Key theme recap 
Key themes apparent in the data are as follows: (a) challenges to eye care delivery, 

(b) eye care delivery facilitators, (c) contributors to connectedness, and (d) leadership 

operating at all levels. Understanding the challenges to eye care delivery is critical to 

reducing visual impairment due to diabetic retinopathy. Examples of challenges 

include physical barriers, patient non-compliance, socio-economic barriers, and 

communication barriers. Eye care delivery facilitators, the people and things that help 

reduce the challenges to eye care delivery, include enabling environments, enabling 

relationships, patient support, enabling systems, enabling processes, and innovative 

solutions. Contributors to connectedness describes the ways in which medical group 

team members bond through shared values, respect, inclusiveness, listening, and care 

of other team members through positive working relationships. Examples of this 

include positive working relationships, concern for others, awareness of others, 

communication and information sharing, and sources of pride for the medical group 

members. Leadership operating at all levels captures how groups adapt to embracing 

emergent leaders. Examples of this include engaging behaviors, modeling behaviors, 

shared leadership, and servant mindsets. 
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Figure 9. Theme Relationships 
 

Figure 9 shows theme relationships and how challenges to eye care delivery influence 

the environment in which medical groups operate as they work to reduce visual 

impairment due to diabetic retinopathy in patients. Patients, whose care is the main 

responsibility of doctors and medical groups, are at the center of the diagram. The 

middle ring of the diagram shows how delivery facilitators, contributors to 

connectedness, and leadership operating at all levels interact to address challenges in 

support of patients.  

 

The next chapter reviews the model as it relates to the literature and proposes an 

extension of current theories. 
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Chapter 5: Discussion 
Introduction 
I began this study seeking to understand the role that medical groups play in reducing 

visual impairment due to diabetic retinopathy—a goal of the United States 

Department of Health and Human Services Healthy People Program (n.d.). I was 

particularly interested in what optometrists and medical group leaders do to 

contribute to this critical goal. What I learned is that there are many barriers to 

diabetic patients getting needed eye care and that when optometrists, medical group 

leaders, and the entire medical group team work together, these barriers can be 

overcome.  

 

My data suggest that medical groups that overcome these barriers have a culture of 

shared values, respect for others, inclusiveness, and a strong shared desire to care for 

patients. My data also suggest that team members in successful medical groups have 

the leadership support and technology needed to work innovatively and that all team 

members are allowed to lead regardless of their position in the group.  

 

In this chapter, I summarize the results of my study reported in Chapter 4 and discuss 

their implications. 
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Summary of Results  
Chapter 4 introduced an answer to the research question, “What role do medical 

groups play in reducing visual impairment due to diabetic retinopathy?” The four 

themes that emerged from the data—(a) challenges to eye care delivery, (b) eye care 

delivery facilitators, (c) contributions to connectedness, and (d) leadership operating 

at all levels—are summarized below.  

Challenges to eye care delivery 
Challenges to eye care delivery found in this study were both physical and non-

physical and included lack of or limited transportation, patient non-compliance, 

socioeconomic issues, and communication issues. These findings align with 

Gulliford’s (2002) study, which found that even when an adequate supply of services 

exists in a population, physical, financial, organizational, cultural, and social barriers 

still exist, which can limit utilization of services. According to Elam et al. (2022), and 

as evidenced by this study, these challenges were exacerbated by the COVID-19 

pandemic, especially for older patients with a higher risk of mortality. The next 

theme, eye care delivery facilitators, captures how medical group leaders and 

members in this study worked proactively, collaboratively, and innovatively to 

overcome these challenges before and during the COVID-19 pandemic.  

Eye care delivery facilitators 
Facilitators of eye care delivery in this study include an enabling environment, 

enabling relationships, patient support, enabling systems, enabling processes, and 

innovative solutions. In the process of identifying these facilitators, I discovered that 
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the medical group studied was a network of both informal and formal relationships. 

From a formal perspective, I found a highly coordinated network of optometrists, 

ophthalmologists, endocrinologists, urgent care specialists, and nutritional specialists 

working side-by-side in real-time. The physical proximity, or “closeness centrality” 

(Schreiber & Carley, 2008), of this medical personnel was a major factor in the 

delivery of eye care. Physical proximity also contributed to the development of an 

informal network that made exchanging information across medical group 

departments easier. Shared access to patient information, made possible by an 

electronic health record system, was key to the effectiveness of the medical group’s 

formal and informal networks. Proximity and shared access to patient records gave 

healthcare workers the ability to communicate quickly throughout the organization 

and allowed for rapid responses to changing conditions (Schreiber & Carley, 2008).  

 

Healthcare workers’ ability to communicate quickly and easily with each other was 

one critical aspect of communication. Also critically important was healthcare 

workers’ ability to communicate effectively with patients. Doctors in this study 

reported that their diabetic patients were more likely to follow instructions when 

doctors made time to talk with them, educated them about eye disease, and showed 

genuine concern for their wellbeing. This finding is supported by Larkey et al. (2002).  

 

Innovative solutions, developed collaboratively by healthcare workers, also facilitated 

eye care delivery efforts. Examples of innovative solutions found in my study include 
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providing volunteer services for the poor, offering free transportation to and from 

appointments, optometrist nursing home visits, and telephonic and telehealth visits. 

These solutions are part of a growing framework of patient support services found in 

the literature (Ganguli, 2016).  

 

The ability to generate novel and useful approaches to challenges, and to implement 

them successfully, is due in part to shared feelings of social and professional 

connectedness among healthcare workers in the medical groups. Next, I summarize 

the contributors to feelings of connectedness found in the data.  

Contributions to connectedness 
Positive working relationships, concern for and awareness of others, communication 

and information sharing, and pride in work were seen as contributors to 

connectedness. In the data, there are examples of peers valuing each other as subject 

matter experts, as individuals, and as competent members of the team. There was also 

evidence of bonding between team members through social exchanges over lunch and 

during formal meetings. These bonds contributed to the development of a positive 

organizational culture, which, according to Stone (2008), positively impacts 

employee and patient satisfaction. Communication was central to the theme of 

connectedness. Listening was particularly important and was viewed as a way of 

showing care for others. The medical group leader was particularly adept at 

communication, collaborating regularly with team members and valuing their 

opinions about success and resources needed to achieve the success. 
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The positive contributions to connectedness found in the data helped build 

organizational competency within the medical group that allowed the team to work at 

higher levels of efficiency and awareness. According to Rosen et al. (2018), this is 

particularly important in the coordination and delivery of safe, high-quality care.  

Leadership operating at all levels 
There was evidence in this study of leadership operating at all levels of the medical 

group. Leading at all levels was more than following protocol. It was about 

authentically engaging and caring, which created productive outcomes for team 

members and patients. It also positioned the medical group to capitalize on all 

available intelligence. 

 

There was both formal or “appointed” leadership and emergent leadership. Formal or 

“appointed” leadership authority comes from an individual’s position within the 

organization (Clarke, 2013). Emergent leadership, according to Clarke (2013), 

develops over time through group interaction. In other words, an emergent leader is 

someone who becomes a leader due to the way other group members respond to 

them. In support of emergent and appointed leaders, I found themes of engaging 

behaviors, modeling behaviors, shared leadership, and servant mindedness. Next, I 

discuss how themes play out at the emergent and appointed leader levels. 
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The data showed that emergent leaders cared deeply about diabetic patient welfare 

and the need to follow proper protocol. The medical group’s willingness to share 

leadership responsibilities helped optometrists emerge as leaders when trusted to act 

as gatekeepers for diabetic eye care. Studies by Garman et al. (2010) and Collins and 

Holton (2004) indicate that shared leadership with autonomous healthcare workers 

that have direct leadership responsibilities for their patients, creating trust and 

effective working relationships. Emergent leaders who are in charge of their own 

patients on a day-to-day basis found pride in service by taking more time to 

communicate with patients to really understand that their patients are doing well. 

Emergent leaders are seen as critical in organizations for comprehensive distribution 

of intelligence (Clarke, 2013).  

 

At the level of the appointed leader, a role played by the CMO, there was strong 

evidence of servant leadership. The CMO “walked the floor,” listened attentively, 

engaged in a caring way with people, and wanted to know what people were 

experiencing. Based on the data, the CMO also showed service to others by coming to 

work every day with a mindset to ensure someone else’s success. The literature 

supports a certain amount of servant mindset and skillset as prerequisites for servant 

leadership. Servant leader mindset includes humility, authenticity, collaboration, 

open-mindedness, and self-awareness (Blanchard, 2019). The data included humility 

by the CMO with comments about how he and his team were a “work in progress” 
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and “not finished products,” which indicates that he is open-minded and willing to 

continue to learn through the leadership process. 

 

Both emergent and appointed leaders were positive and engaging in their 

communication with others. Several participants demonstrated engaging positively by 

the development of subgroups called advisory committees to ensure that all medical 

group members understood how to reach patient goals. All appointed and emergent 

leaders in the study were doctors who modeled behaviors that contributed to the 

success of others. Modeling behaviors that emulate character resulted in leader 

dedication and understanding of others on the medical group team. The mindset of 

leaders both appointed and emerged was servant-oriented. Doctors must be strong 

academically, clinically, and have behaviors that enable them to engage as leaders 

and serve patients in a highly complex and rapidly changing environment (Warren & 

Carnall, 2010).  

 

In summary, the first theme “challenges to eye care delivery” help us understand the 

complex nature of the medical group environment. The remaining themes—eye care 

delivery facilitators, contributions to connectedness, and leadership operating at all 

levels—explain how medical groups work “synchronously” to deliver eye care in 

complex organizations. Working synchronously, or working together at the same 

time, optimized the medical group’s ability to provide patient care (Rosen et al., 

2018). According to Rosen et al. (2018), communication is critical to working 
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synchronously. Next, I turn to the communication literature to better understand what 

is going on within medical groups when they are working synchronously.  

Communication in medical groups 
In this section, I discuss the role of communication in medical groups from a 

theoretical and practical perspective. 

 

Theoretically, communication in medical groups is accepted as a clinical skill that is 

fundamental to the successful diagnosis and treatment of patients. It is crucial for 

saving and improving overall quality of life (Vermeir et al., 2015). In today’s medical 

landscape, communication is essential for mastering interactive skills with other 

medical colleagues and professional relationship development (Ferreira-Padilla et al., 

2015). Basic communication skills are required, and extensive communication skills 

are needed at the interpersonal and group levels for optimal patient care (Ferreira-

Padilla et al., 2015).  

 

Today, medical group processes involve several interfaces and patient handoffs to 

multiple health and support care specialists with varying levels of educational 

training. Patients with diabetic retinopathy may need to interact with over ten 

different medical employees, including optometrists, general ophthalmologists, retinal 

specialists, technicians, nutritionists, internal medicine, endocrinologists, podiatrists, 

and others. Effective clinical practice involves many instances where critical 

information must be accurately communicated (O’Daniel & Rosenstein, 2008). 
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Multidisciplinary team communication and collaboration in the medical group are 

essential for this to happen.  

 

From a practice perspective, I learned that optometrists and other physicians, with 

shared interests in the wellbeing of diabetic patients, built networks of relationships 

that enabled eye care delivery. Relationships such as these form the basis for a 

medical group model that enhances high-quality working relationships and optimizes 

medical group systems. Common goals and interdisciplinary communication are key 

to these relationships. For example, I discovered that medical group optometrists 

acted as gatekeepers, ensuring efficient and effective triage of diabetic patient 

services and care using advanced communication. This highly complex referral 

structure was based on multidisciplinary and interdisciplinary communication 

processes. Unlike a multidisciplinary approach used alone, where each team member 

is responsible only for the medical services related to his or her own specialty, an 

interdisciplinary approach creates a high quality, coordinated communication system 

on behalf of the patient with a common goal from all disciplines involved in the care 

plan (O’Daniel & Rosenstein, 2008). This study had strong evidence of 

interdisciplinary best practice communication  

 

One example of interdisciplinary communication from this study was the 

optimization of specialized services reflected in a patient’s plan of care. A plan of 

care is a written document created for each patient that takes into account the multiple 
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assessments and treatment regimens prescribed by multiple doctors for a patient. Key 

to interdisciplinary care in a medical group is effective communication between 

providers and their patients. In this study, effective communication was achieved 

primarily through three avenues: (a) the use of an electronic health record (EHR 

system), (b) positive working relationships among all medical group members, and 

(c) a deep understanding of how other medical group members contribute to 

managing the eye care needs of patients.  

 

According to Clarke (2013), positive social exchanges, including positive working 

relationships, concern for others, awareness of others, communication, and 

information sharing, contribute to medical group team effectiveness. O’Daniel and 

Rosenstein (2008) suggested that medical group teams that communicate well 

develop trust, respect, and higher levels of collaboration with each other. The medical 

group team members have developed positive working relationships that have 

possibly deepened due to their close professional and social bonds, which developed 

through communication. The manner in which medical group team members and 

leaders engage in communication with other doctors is pivotal for developing 

relationship quality and satisfaction (Arendt et al., 2019).  

 

What my study found, and what the literature supports, is the importance of a leader’s 

communication style—specifically listening. The CMO in this study described 

listening as being active and done with an attitude of learning from the team to 
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enhance the engagement and goal sharing process. Listening is more than hearing. 

Listening involves attitude and intellectual and emotional processes (Hunsaker & 

Alessandra, 2008). The CMO also described how he modeled the type of behavior he 

desired of others—something he learned from his mentors. By listening attentively 

and modeling desired behavior, the CMO helped strengthen the relationships between 

himself and the medical team members. This finding was consistent with Ruben and 

Gigliotti’s (2016) research, which found that the way leaders communicate always 

has both content and relational consequences. One of the relational consequences of 

communication is the fulfillment of personal needs, aspirations, and expectations of 

the parties involved (Thayer, 1968).  

 

The study generated data to support the idea that leaders successfully engage in trying 

to understand the team members in terms of things that motivate them while also 

trying to understand their preferred communication style. This understanding has the 

effect of enabling the leader to spread messages in a way that makes communication 

more effective (Ruben & Gigliotti, 2016).  

 

Through my study, I found that when communication between individual medical 

groups, within individual medical groups, and among formal and informal leaders is 

effective, the entire system is optimized and working at its best. According to the 

National Academy of Engineering and Institute of Medicine Committee on 

Engineering and the Healthcare System et al. (2005), optimization of an entire health 



 

133 
 

system requires clear understanding of the mission, values, and goals of the overall 

system as well as interactions of the subsystems—which is what I found in this study. 

Next, I return to my model and discuss the theoretical implications of my data. 

Theoretical implications  
Through my study, I discovered that conversations are the lifeblood of medical 

groups and help group members learn and make sense of what is going on inside the 

medical group. Jordan et al. (2009) support my finding, saying, “Conversations 

between organizational members play an important role in the success of 

interventions aimed at improving health care delivery” (p. 1). Next, I return to the 

middle ring of my practice-based model to explain communication within medical 

groups as “networks of conversations” (Ford, 1999). Then, I discuss how networks of 

conversations contribute to high-performing medical groups using the work of 

Katzenbach and Smith (1993). 
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Figure 10. Interactive Nature of Medical Groups  
 

The engine of my practice-based model is represented in Figure 10. Eye care delivery 

facilitators, contributions to connectedness, and leadership operating at all levels—

themes found in my data—were fueled by interactive conversations depicted by 

yellow arrows. These interactive conversations can also be viewed as “networks of 

conversation” (Ford & Ford, 2016). Ford and Ford (2016) suggested that 

conversations are maximized at four levels and are powerful when they include 

everyday dialogue between team members at the personal and organizational levels. 

The four levels required to maximize conversations include (a) initiative 

conversations, (b) understanding conversations, (c) performance conversations, and 

(d) closure conversations (Ford & Ford, 2016). This study indicated that these types 
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of networks of conversations were present among the medical group team members 

as they engaged in several types of conversations throughout the course of different 

communication encounters. Next, I discuss networks of conversation theory as it 

relates to my research. 

Networks of Conversations 
According to Ford and Ford (2016), conversations are powerful. Engaging in the right 

conversation at the right time is viewed as a key to organizational success. The 

research showed that conversations within the medical groups happen face-to-face 

and electronically using video platforms. Interactive communication also occurs 

through the electronic medical record system. The four types of conversations 

outlined by Ford and Ford (2016) were found in the data. Next, I give examples of 

each.  

Initiative conversations 
Conversations about diabetic patient care were initiated by optometrists who wanted 

to connect with other specialists at the personal level to decrease role ambiguity. This 

was important to optometrists so that other specialists, such as internal medicine, 

pediatrics, and endocrinology, would refer diabetic patients to the optometry line for 

annual eye exams or on a routine referral basis. Those conversations were reported as 

proposing ideas for how this referral process could be accomplished between 

providers.  
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Understanding conversations 
Understanding conversations were found throughout the data. Understanding 

conversations, according to Ford and Ford (2016), involves an exchange between 

individuals in a way that answers questions about how to get things done. These types 

of exchanges happened often between doctors and patients when doctors tried to 

explain how to manage the condition, such as when one doctor explained the 

diagnosis to one patient using the alphabet methodology called “ABCDE” 

methodology. The doctor explained to the patient that the condition had to be 

monitored by A (A1c), B (blood pressure), C (cholesterol levels), D (diet), and E (eye 

exams). Other conversations between doctors and leaders were ongoing, especially 

when the leader “walked the floor” to have conversations about what was going on 

with the team.  

Performance conversations 
Performance conversations were listed as a third type of conversation needed in 

everyday dialogue by Ford and Ford (2016). Accountability is the key meaning of this 

type of conversation, according to Ford and Ford (2016). The CMO reported 

providing resources and service to the team as well as holding the team accountable 

for what was expected for patient care and group success. Performance conversations 

were reported as crucial conversations that mattered for the well-being of the patient, 

the team, and the group.  
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Closure conversations 
Ford and Ford (2016) described closure conversations as those that complete the past 

or something that should have happened and also focus on mending broken 

agreements, building credibility, and good relationships. Good working relationships 

were found to exist between multiple specialties working toward a common goal for 

diabetic patients. The data showed that working relationships were based on the 

desire to work with others in a positive manner within the medical group. Positive 

working relationships also have been shown to contribute to healthcare team 

satisfaction, which transfers over to positive patient care (Larson & Yao, 2005). 

Feeling supported by the administration and, inter-personally, being respected, 

valued, understood, listened to, and having a clear understanding of roles, and work 

equity and fair compensation builds high-quality working relationships (Larson & 

Yao, 2005).  

 

Next, I explain Katzenbach and Smith’s (1993) theory of high-performing teams and 

relate it to my study. 

Medical Groups as High-Performing Teams 
Katzenbach and Smith (1993) defined high-performing teams as “a small number of 

people with complementary skills who are committed to a common purpose, 

performance goals, and approach for which they hold themselves mutually 

accountable” (p. 45). Given this definition, my research data supports medical groups 

as high-performing teams. 
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In this study, medical groups themselves ranged in size from small to large. 

Regardless of size, each medical group consisted of small teams of doctors with 

similar and complementary expert knowledge. For example, in this study, the 

optometry and ophthalmology lines were reported as being made up of two to as 

many as ten doctors in one group. Some medical groups had up to 50 doctors. In these 

cases, small subgroups were formed based on geography and specialty. The small 

group-size concept adopted by medical groups appeared to be a positive factor for 

high performance.  

 

High levels of complementary skills among healthcare workers were reported by 

study participants. For example, emergency room doctors use their expert skills and 

knowledge to treat and stabilize diabetic patients. Once stabilized, patient account 

representatives use their expert skills and knowledge to schedule follow-up 

appointments, arrange for patient handoff, and other needed support services.  

 

Purpose was the third key factor outlined by Katzenbach & Smith (1993). Healthcare 

workers shared a common purpose to serve and were fulfilled by patients doing well. 

Doctors reported going above and beyond the call of duty to reduce challenges to eye 

care for patients through innovative services and above-average educational time 

commitments.  
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Katzenbach and Smith (1993) said that goals should be clear, simple, and measurable. 

The eye care-related goal of the medical groups in this study, to improve access to 

eye care for all, met these requirements. There was assurance by this high-performing 

medical group team that patients could access the right provider, at the right time, and 

in the right setting to get the care needed. This assurance was done by providers and 

patient account representatives.  

 

A clear working approach has a clear blueprint for achieving the goals. Meeting 

standards required by each high-functioning team for diabetic patient care were clear 

and constantly improving over time. The data reported that several groups had aims to 

exceed standards for reporting the status of diabetic patients.  

 

A sense of mutual accountability was adopted by a number of specialists who were 

involved in diabetic care. Individual and joint responsibilities were clearly 

understood. The team responsibilities were well-planned, well-supported, and well-

received by patients. The teams in the study were not only accountable for patient 

care, but they were also accountable to each other in a manner that was positive and 

engaging.  

 

As Katzenbach and Smith (1993) pointed out, high-performing teams are deeply 

committed to one another’s personal development and success. In this study, this type 

of commitment was reported by study participants. I suggest that networks of 
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conversation (Ford and Ford, 2016) are essential to maximizing the elements of 

Katzenbach and Smith’s (1993) high-performing team theory.  

 

Next, based on the literature reviewed, I show how my practice-based model, 

presented at the end of Chapter 4, plays out when viewed through a lens of networks 

of conversations and high-performing teams.  

 

Figure 11. High Performing Medical Groups 
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As represented by Figure 11, high-performing medical groups work synergistically to 

facilitate eye care delivery, find formal and informal ways of staying connected, and 

encourage leadership at all levels. Networks of conversations, depicted by yellow 

arrows, link these elements together to produce a holistic environment. This 

environment creates space for healthcare workers to use their collective knowledge, 

energy, resources, passions, and best practices to find solutions to patient- and 

societal-level issues such as decreasing visual impairment due to diabetic retinopathy.  

 

Next, I revisit my research questions and how they were answered through my study.  

Revisiting My Initial Research Questions 
In my search for answers to what role medical groups play in reducing visual 

impairment due to diabetic retinopathy, I proposed nine open-ended research 

questions for Doctors of Optometry and eight open-ended research questions for the 

leader. For leaders, my question was, “What role do medical group leaders play in 

reducing DR?” The three questions for doctors were, (a) “What role do medical group 

doctors play in reducing DR?” (b) “What is central (of greatest importance) to 

achieving the Healthy People 2030 goal of reducing visual impairment due to diabetic 

retinopathy?” and (c) “What processes and practices lead to reduced DR in each 

medical group?”  

 

My model answered the research questions for both the CMO and Doctors of 

Optometry. Essentially, the CMO’s role in reducing visual impairment due to diabetic 
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retinopathy came through support of what the team was doing to reduce visual 

impairment in each line of service, holding them accountable, providing resources, 

and listening to discover the specific needs of the team. This type of CMO support 

contributed to team connectedness.  

 

According to my model, optometrists reduce vision impairment due to diabetic 

retinopathy by acting as eye care delivery facilitators and leading at their individual 

levels. Eye care delivery facilitators identified in this study were based on an in-depth 

knowledge of barriers in order to overcome them. Eye care delivery facilitators were 

innovative, diverse, and at both the practitioner and organizational levels. Secondly, 

the model shows that leadership operating at all levels would technically include 

Doctors of Optometry who often spearheaded innovative and diverse access to eye 

care.  

 

Finally, communication is a common thread running throughout my model and is the 

starting point for the networks of conversations. It enables and is the basis for high-

performing teams. I suggest that high-performing teams can reduce visual impairment 

due to diabetic retinopathy at the local level. At the local level, this study supports the 

Healthy People 2030 objective to decrease visual impairment due to diabetic 

retinopathy.   
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The next chapter outlines future horizons of this research, implications for practice, 

and suggested future research studies.
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Chapter 6: Future Horizons and Reflections 
Summary 
I began this study to examine the roles that medical groups play in reducing visual 

impairment due to diabetic retinopathy. As outlined in the words of Gioia et al. 

(2013), I found “principles that are portable.” The portable principles are the four key 

themes. The four key themes that emerged were challenges to eye care delivery, eye 

care delivery facilitators, contributions to connectedness, and leadership operating at 

all levels. Awareness of challenges to eye care delivery is critical to be able to 

overcome them. The three other themes worked collectively in a synergistic manner 

to address the challenges that were present in these groups. Collectively, the last three 

key themes are fueled by intense communication created by networks of 

conversations. The networks of conversations are the basis for high-performing 

teams. Networks of conversations lead to highly engaged, goal-focused individuals 

who collaborate and innovate to produce consistent and positive results for eye care 

delivery and which decreases vision impairment in diabetic patients at the local level.  

Implications  
The study findings are meaningful for individuals who work in medical group 

settings. It is possible to generalize from one case study (Gioia et al., 2013). When 

even one case generates concepts and principles with obvious relevance to a similar 

area of study, there is generalizability (Gioia et al., 2013). Thinking about what 

stakeholders do in medical groups, this information would be beneficial in similar 
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settings. Given the specific approaches that exist in the study and which are outlined 

in the model, they can be used for medical groups on a broader scale.  

 

For a CMO, the implications of this study are important to consider because of 

shortages of doctors in medical group communities. Shortages of doctors were 

particularly reported as high during the height of the COVID pandemic. Given the 

results of this study, the CMO developed relationships with medical group doctors 

that made them feel respected and valued in a collaborative and engaged 

environment. This, in turn, created a strong commitment by doctors of the group, 

which potentially decreased turnover. For optometrists, the implications of the study 

are important to consider because networks of conversations fuel high performance. 

These networks of conversations create a deeper sense of purpose, more ambitious 

goals, complementary skills, and fuller mutual accountability. Implications for both 

leaders and optometrists can be learned and operationalized for better diabetic eye 

care outcomes.  

Recommendations for Future Research 
Recommendations for future research hold promise. Opportunities to extend this 

study could utilize a mixed methodological protocol to capture metrics around 

numbers of visually impaired individuals at the local level. Examining the roles that 

medical groups play in reducing visual impairment could include the number of 

patients that are visually impaired who do not use medical group services and those 

that are not visually impaired as a result of high-performing team efforts in medical 
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groups. Included in future studies could be questions that ask, “What role does 

prevention and surveillance play in reducing visual impairment?” and “What type of 

conversations are happening not just internally, or inside the medical groups, but 

outside the medical groups in communities that the medical groups serve?” While 

these questions were beyond the scope of this study, they are important to every 

stakeholder involved.  
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Appendix A: Recruitment E-Mail 
 

Subject: Invitation to Participate in Research:  
 
Dear [First and Last Name], 
 
My name is Jeanie Lucy and I am a practicing Doctor of Optometry at Midwestern 
University, Chicago College of Optometry and a doctoral candidate at Benedictine 
University’s Values-Driven Leadership Doctor of Philosophy (Ph.D.) program. 
 
I am researching the role that medical groups play in decreasing visual impairment 
due to diabetic retinopathy. This research will potentially lead to a greater 
understanding of Optometrists and leader’s role in best practice procedures, and 
will contribute to the general body of knowledge of complex leadership in 
healthcare. I am inviting you to participate in this research. Your participation would 
be strictly voluntary.  
 
Two steps are being taken to ensure the anonymity of all participants; 1) data 
collected will stripped of any identifying information, and 2) data will be analyzed 
only at an aggregate level. 
 
What is involved and how much time is required of you? To participate in this study 
you would need to: 
Read and sign an electronic consent form (2-3 minutes). 
Complete a short demographic survey (less than 2 minutes). 
Dedicate approximately one hour of your time for the research interview. 
 
I would greatly appreciate your participation in this research. If you choose to 
participate, please follow this link (insert link) to access and acknowledge the 
electronic consent form. Please sign the electronic consent form first, and then 
complete the demographic survey.  
 
Please complete all steps by (insert date). 
 
If you have any questions, please email me at Jeanie_Lucy@ben.edu. Thank you in 
advance for your consideration of this request. 
 
Kind Regards, 
Jeanie C. Lucy, OD, MPH, MA, FAAO 
Ph.D. Candidate  
Benedictine University 
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Appendix B: Consent Form for Interview 
 
To:   Potential Interview Participant  
From:   Jeanie Lucy, OD, MPH, MA, FAAO 
Subject:  Informed Consent to Participate in Study 
Date:   October 15, 2021 
Dear:   (Participant Name goes here)  
My name is Jeanie Lucy, and I am an optometrist and PhD student/researcher at 
Benedictine University. I am researching medical groups. I am particularly interested 
in: (1) The role of Optometrists, and (2) The role of medical group leaders as it relates 
to decreasing visual impairment due to diabetic retinopathy.  
 
This research will add to the body of knowledge about how medical groups operate to 
decrease visual impairment in certain patients. This research could also assist with 
greater awareness of links between medical group policy, procedures, and practices as 
they relate to decreasing visual impairment.  
 
Participation is voluntary. You do not have to answer any questions you do not want 
to answer. If at any time you do not want to continue with the interview, you may end 
it at any time. Your time and involvement are profoundly appreciated. The entire 
interview will take approximately one hour. To maintain the authenticity of your 
words for the research, I will record the information. At any time, you may request to 
see or hear the information I collect.  
 
The interview will be recorded, and the interviewer will take notes. This is done for 
data analysis. The recording will be transcribed by the interviewer and kept 
confidential in a password-protected computer. All individual identification will be 
removed from the hard copy of the transcript. Participant identity and confidentiality 
will be concealed using coding procedures. For legal purposes, data will be 
transcribed on to a jump drive and transmitted to a Benedictine University faculty 
member for secure and ultimate disposal after a period of seven years. Marie Di 
Virgilio, PhD is the Benedictine University faculty member who will secure and 
ultimately dispose of the information. Her information is at the end of this form.  
 
Excerpts from the interview may be included in the final dissertation report or other 
later publications. However, under no circumstances will your name or identifying 
characteristics appear in these writings. If, at a subsequent date, biographical data 
were relevant to a publication, a separate release form would be sent to you.  
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I would be grateful if you would sign this form on the line provided below to show 
that you have read and agree with the contents. Please return it by email to me at  
Jeanie_Lucy@ben.edu.  
An electronic signature is acceptable.  
                                             
____________________________________________________ 
    Your electronic signature above  
(If you have problems with the electronic signature please email me at 
Jeanie_Lucy@ben.edu 
Once I receive your signed consent form, I will connect with you to schedule your 
interview at a convenient time. This study is being conducted in part to fulfill 
requirements for my PhD program in Values-Driven Leadership at Benedictine 
University in Lisle, Illinois.  
 
The study has been approved by Advocate Aurora Health’s Director of Research 
Subject Protection Program, and the Institutional Review Board of Benedictine 
University. The Director of Advocate Aurora Heath’s Research Subject Protection 
Program is Michelle Maternowski and she can be reached at 414 219-7744 and her 
email address is IRB.office@aurora.org. The Chair of Benedictine University’s 
Institutional Review Board is Dr. Alexandra Devall. She can be reached at (630) 829 
– 6295 and her email address is adevall@ben.edu. The chairperson/advisor of this 
study is Dr. Marie Di Virgilio. She can be reached at mdivirgilio@ben.edu or 630-
829-2178 for further questions or concerns about the project/research.  
 
Sincerely,  
Jeanie C. Lucy, OD, MPH, MS, FAAO 
Benedictine University 
PhD student, Class of 2022 
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Appendix C: Advocate Aurora Health Research 
Subject Protection (RSPP) 
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Appendix D: Demographic Form-Optometrists 
1. Which Advocate Medical Group location(s) do you work for? Check all that 

apply.  
� Aurora, IL 
� Fond du Lac, WI 
� Hartford, WI 
� Hartland, WI 
� Kenosha, WI 
� Menomonee Falls, WI 
� Milwaukee, WI (3033) 
� Milwaukee, WI (7878) 
� Oshkosh, WI 
� Plymouth, WI 
� Sheboygan, WI 
� Summit, WI 
� Two Rivers, WI 
� West Bend, WI 

 
2. In addition to a Doctor of Optometry degree, what other degrees/training have 

you received.? Check all that apply.  
� Fellow of the American Academy of Optometry (FAAO) 
� Diplomate of American Academy of Optometry (AAO) 
� Diplomate of the American Board of Optometry (ABO) 
� American Board of Certification in Medical Optometry (ABCMO) 
� Master’s degree 
� PhD 

 
3. How long have you practiced optometry? 
� 0 – 2 years 
� 3 – 5 years 
� 6 – 10 years 
� > 10 years 

 
4. How long have you been employed as an optometrist by Advocate Medical 

Group?  
� 0 – 2 years 
� 3 – 5 years 
� 6 – 10 years 
� > 10 years 
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Appendix E: Demographic Form-Medical Group 
Leadership 

1. Which Advocate Medical Group location(s) do you work for? Check all that 
apply.  

� Aurora, IL 
� Fond du Lac, WI 
� Hartford, WI 
� Hartland, WI 
� Kenosha, WI 
� Menomonee Falls, WI 
� Milwaukee, WI (3003) 
� Milwaukee Wi (7878) 
� Oshkosh, WI 
� Plymouth, WI 
� Sheboygan, WI 
� Summit, WI 
� Two Rivers, WI 
� West Bend, WI 

 
2. What degrees/training have you received.? Check all that apply.  
� PhD 
� MD 
� DO  
� Master’s degree 
� Fellowship 
� Other 

 
3. How long have you been employed at by Advocate Medical Group?  
� 0 – 2 years 
� 3 – 5 years 
� 6 – 10 years 
� > 10 years 

	
4. How long have you been in a leadership role at Advocate Medical Group?  
� 0 – 2 years 
� 3 – 5 years 
� 6 – 10 years 
� > 10 years 
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Appendix F: Research Interview Questions- 
Medical Group Optometrists 

 
Interviewee #______ Position/Location Date Start time End time Duration 
      

 
As a reminder, I will be audio recording this interview and taking notes for data 
analysis purposes. 
Interview Guide – Medical Group Doctors 
Health People 2030 was launched by the department of Health and Human Services 
in August of 2020, and is the fifth and current iteration of the Healthy People 
initiative. Our 2030 Vision Objective-04 seeks to reduce vision loss from diabetic 
retinopathy by a target of 16.5 per 1000. This study seeks to understand at a local 
level, how medical group doctors of optometry, leaders, and multispecialty teams 
contribute to this target.  
 

1. Can you please tell me what your optometry medical practice does to 
contribute to this target? (Areas to probe include goals, policies, practices, 
processes, relationships, tools, communication, collaboration, and reporting. 

 
2. Now can you please tell me what your medical group does to contribute to the 

target? (Areas to probe include goals, policies, practices, processes, 
relationships, tools, communications, collaboration, and reporting.) 

 
3. Can you please tell me about a time when you saved a patient from losing 

their eyesight? (Explore all dynamics that influenced this positive outcome, 
What percentage have clinically significant diabetic retinopathy?) 

 
4. Can you please tell me two or three stories about when your medical group 

came together to work collectively toward the target? What was the situation? 
Who was involved? What did everyone do? How did they communicate? 
What tools and technology were used?  

 
5. Thinking about the stories that you just shared, what factors contributed to 

your success? (Areas to probe or listen for:  Financial resources? Human 
resources? Teamwork? Other?) 

 
6. Now thinking about those stories again, what are the factors that hindered 

your success and how did your medical group overcome them?  
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7. What would you consider best practices for achieving the target of decreasing 
visual impairment due to DR? 

 
8. Any successful effort requires different people playing different roles. What 

do you see as the most important role you play in this work? What do you see 
as the most important role others have played? How do all these roles fit 
together to create a formula for success? 

 
9. Achieving these targets is of critical importance to patients and ultimately to 

society. If you had one bit of advice for other medical group doctors, what 
would it be?  
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Appendix G: Research Interview Questions-
Medical Group Leadership 

 
 

Interviewee #______ Position/Location Date Start time End time Duration 
      

 
As a reminder, I will be audio recording this interview and taking notes for data 
analysis purposes. 
Interview Guide – Medical Group Leaders 
Health People 2030 was launched by the department of Health and Human Services 
in August of 2020, and is the fifth and current iteration of the Healthy People 
initiative. Our 2030 Vision Objective-04 seeks to reduce vision loss from diabetic 
retinopathy by a target of 16.5 per 1000. This study seeks to understand at a local 
level, how medical group doctors of optometry, leaders, and multispecialty teams 
contribute to this target. 
 

1. Can you please tell me how the objective of reducing diabetic retinopathy 
plays into your overall organization strategy? (Areas to probe: Local level 
targets? Measurements? Incentives? Other?) 

 
2. Do you feel your medical groups are making progress toward your “local 

target?” What evidence supports your belief—at the personal level, 
interpersonal level, team level, organizational level? (Look for specific 
evidence.)  

 
3. Can you please tell me two or three stories about when your medical groups 

came together to work collectively toward the target? What was the situation? 
Who was involved? What did everyone do? How did they communicate? 
What tools and technology were used?  

 
4. Thinking about the stories that you just shared, what are factors that 

contributed to your success? (Areas to probe or listen for:  Financial 
resources? Human resources? Teamwork? Other?) 

 
5. Now thinking about those stories again, what are the factors that hindered 

your success and how did your medical group overcome them?  
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6. What would you consider best practices for achieving the target of decreasing 
visual impairment due to DR? 

 
7. Any successful effort requires different people playing different roles. What 

do you see as the most important role you play in this work? What do you see 
as the most important role others have played? How do all these roles fit 
together to create a formula for success? 

 
8. Achieving these targets is of critical importance to patients and ultimately to 

society. If you had one bit of advice for other medical group leaders, what 
would it be?  
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Appendix H: Vision and Eye Health Surveillance 
of DR in selected Illinois and Wisconsin 

Counties  
 

City/Village County County 
Population 

2014 
Percentage 

DR 

2015 
Percentage 

DR 

2016 
Percentage 

DR 

2017 
Percentage 

DR 

2018 
Percentage 

DR 

Fond du Lac Fond du 
Lac 

103,403 11.6 13.0 12.8 13.0 12.6 

Menomonee 
Falls 

Waukesha 404,198 12.3 11.4 16.2 13.4 10.3 

Milwaukee 
(zip 53209) 

Milwaukee 947,735 10.7 13.1 11.1 10.6 12.5 

Milwaukee 
(zip 53223) 

Milwaukee 947,735 10.7 13.1 11.1 10.6 12.5 

Oshkosh Winnebago 171,907 13.6 14.1 13.3 12.7 13.3 

Plymouth Sheboygan 115,340 10.5 11.3 12.2 11.9 11.5 

Sheboygan Sheboygan 115,340 10.5 11.3 12.2 11.9 11.5 

Two Rivers Minitowoc 78,981 9.2 7.9 8.7 8.1 8.8 

Illinois DuPage 932,877 3.0 3.1 3.0 3.0 3.1 

Illinois Cook 5,150,000 4.1 4.1 3.9 4.0 4.0 
Note: Duplicate counties have the same numbers 

Source: Adapted from Center for Disease Control and Prevention (CDC) (2021) 
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