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Abstract
Background: The store-and-forward camera-based evaluation of the eye, or teleophthalmology, is an effective way to identify
diabetic retinopathy, the leading cause of blindness in the United States, but uptake has been slow. Understanding the barriers to
and facilitators of implementing teleophthalmology programs from those actively adopting, running, and sustaining such programs
is important for widespread adoption.
Objective: This study aims to understand the factors that are important in introducing teleophthalmology to improve access to
diagnostic eye care for patients with diabetes in primary care clinics by using implementation science.
Methods: This qualitative study in 3 urban, low-income, largely racial and ethnic minority–serving safety-net primary care
clinics in Rochester, New York, interviewed nurses and physicians on implementing a teleophthalmology program by using
questions informed by the Practical, Robust Implementation and Sustainability Model and the Consolidated Framework for
Implementation Research.
Results: Primary care nurses operationalizing the program in their clinics saw increased work burden and a lack of self-efficacy
as barriers. Continuous training on the teleophthalmology process for nurses, physicians, and administrative staff through in-service
and peer training by champions and superusers were identified by interviewees as needs. Facilitators included the perceived
convenience for the patient and a perceived educational advantage to the program, as it gave an opportunity for providers to
discuss the importance of eye care with patients. Concerns in making and tracking referrals to ophthalmology because of challenges
related to care coordination were highlighted. The financial aspects of the program (eg, patient coverage and care provider
reimbursement) were unclear to many staff members, influencing adoption and sustainability.
Conclusions: Streamlining processes and workflows, training and assigning adequate staff, effectively coordinating care between
primary care and eye care to improve follow-ups, and ensuring financial viability can all help streamline the adoption of
teleophthalmology.
(JMIR Diabetes 2022;7(1):e32162) doi: 10.2196/32162
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Introduction

in Rochester, New York, using implementation science
frameworks.

Background
Diabetic retinopathy is the leading cause of blindness in
working-age US adults, resulting in high personal, social, and
economic costs [1,2]. Although having an annual dilated eye
examination can timely identify vision-threatening disease and
avoid blindness with timely treatment in ≥95% of patients with
diabetes, annual dilated retinal examination rates are still <50%,
especially for those with low income and who are uninsured or
underinsured [3,4]. Teleophthalmology for diabetic retinopathy
surveillance (DRS) is the store-and-forward process of remotely
evaluating patients with diabetes for retinopathy. It involves
placing digital nonmydriatic retinal cameras in nonophthalmic
health care settings and linking them to eye care providers via
telecommunication technology such as the internet [5-16].
Notably, ubiquitous screening programs in the United Kingdom
have helped replace diabetic retinopathy with inherited eye
diseases as their leading cause of blindness (>90% of patients
with diabetes have an annual eye examination or retinal screen)
[17].
Although the effectiveness of teleophthalmology to substantially
increase annual retinal screening rates for vision-threatening
diabetic retinopathy at primary care clinics caring for
low-income populations is well-established, sustained
implementation is challenging [18]. Those programs funded
through grants or philanthropic support may not be sustainable
once initial funding ends. Moreover, not all clinics are willing
to initiate or adopt telemedicine-based DRS. Currently, the
implementation of teleophthalmology for DRS uses a
trial-and-error process. Generalized knowledge is needed to
implement and sustain teleophthalmology programs to avoid
each new group “re-inventing the wheel” [18].

Teleophthalmology Implementation
Implementation science is the systematic study of strategies to
adopt and integrate evidence-based [19] approaches into
real-world practice. Frameworks and models from
implementation science can be tailored to effectively study how
and why teleophthalmology programs are accepted and sustained
in some clinics but not in others [20]. To date, the published
literature has focused on reporting standard outcomes of
teleophthalmology for DRS programs that have increased annual
rates of examining eyes for vision-threatening retinopathy [21]
rather than on implementation. Specific outcome measures have
included changes in the number of patients screened, the number
who followed up to eye care, demographics, modeled costs, and
patient satisfaction [5,6,8-18,21-25]. A recent study focused on
implementing teleophthalmology explored how rural primary
clinics in Wisconsin viewed the implementation of
teleophthalmology using qualitative analysis and an
implementation science framework [26]. Another study focused
on the implementation of teleophthalmology across federally
qualified health centers in Kentucky using implementation
science metrics [27]. In this study, we report on the
implementation of a teleophthalmology program for diabetic
retinopathy and visual acuity surveillance in urban, low-income,
largely racial and ethnic minority–serving primary care clinics
https://diabetes.jmir.org/2022/1/e32162
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Methods
Ethics Approval
The Research Subjects Review Board of the University of
Rochester approved this study (approval number
RSRB00065090). Given the activities and nature of the study,
the Research Subjects Review Board deemed that verbal consent
was sufficient for participating in the study, and all interviewees
provided informed verbal consent and agreed to have their
interview
audio-recorded.
A
description
of
the
teleophthalmology program has been previously published [28].

Participants, Setting, and Description of the
Intervention
Providers and staff from 3 safety-net primary care clinics that
cared for low-income, uninsured, and underinsured largely racial
and ethnic minority populations (both Hispanic and African
American) and had implemented teleophthalmology to increase
retinal evaluations for their patients with diabetes were invited
to participate in a semistructured interview regarding their
experience with program implementation. The research team
then followed up with each interested participant to schedule a
face-to-face interview based on participant availability. All
primary care clinics were teaching sites for trainees in medicine
and were staffed by attending physicians.
The 3 clinics cared for between 550 and 1250 patients with
diabetes and had annual eye examination rates for this
population of 20% to 40%, which doubled after the
implementation of teleophthalmology. A Zeiss Visucam NM
PRO (Zeiss) nonmydriatic fundus camera was used in 67% (2/3)
of the clinics, and the Topcon NW400 (Topcon) nonmydriatic
fundus camera was used in the third clinic. The
teleophthalmology program used software that was developed
internally by the ophthalmology department to capture data on
the patients who were evaluated via teleophthalmology. This
system required the manual entry of patient information, such
as name, date of birth, and demographics. This system remained
outside the electronic medical record system routinely used by
the clinics. Staff were trained on the cameras and
teleophthalmology program software by ophthalmology staff
and signed off on being proficient at using the cameras and
assessing vision for the program. The training was held at the
beginning of the program and was repeated every 3-4 months
as necessary when new staff joined the clinics.
During the imaging training and in subsequent refresher
sessions, staff were trained on recognizing the difference
between readable and unreadable images. An image quality
comparison guide was provided during training to indicate which
factors had the potential to compromise image clarity resulting
in an unreadable image. The most commonly seen factors were
shadows; dust, dirt, or other camera lens opacities; haze;
artifacts; and small pupils. Unreadable images as graded by a
retina specialist (RSR) accounted for 11% (69/627) of the
patients assessed with the camera at the time the staff were
interviewed. Photographers were given feedback on image
JMIR Diabetes 2022 | vol. 7 | iss. 1 | e32162 | p. 2
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quality as specified on each report to ensure staff captured
readable images. Image quality was graded by RSR as poor,
adequate, good, fair, and excellent, and the factors that
influenced the image grade were included in the report provided
to the clinics. Providing image grading allowed photographers
the opportunity to re-evaluate their techniques and make
continuous improvement on capturing readable images.
The results and recommended follow-up directions to see an
ophthalmologist by RSR, who reviewed the images and patient
data, were sent to the primary care office, who then contacted
the patients. Notification that a report was ready to be
downloaded was sent by email to the primary care clinic contact,
and the report was accessed via a web-based portal by the clinic
staff. The clinic staff added these reports to the patient’s
electronic medical record. The primary care office also
communicated the results of screenings to the patients and
notified patients regarding when they needed to follow up for
further eye care. These results were shared with the patient via
phone by the primary care clinic within a week of the
camera-based eye evaluation. The program in 67% (2/3) of the
clinics was grant-funded, and patients were not billed for the
digital camera images taken of their eyes. Patients receiving
teleophthalmology in the third clinic may have been billed for
having images of their eyes taken, but billing was inconsistent
as it was not routinely monitored [22].

Ramchandran et al

Data Analysis
Thematic codes about program implementation were generated
from the interview data using the PRISM and CFIR frameworks.
Authors (RR, RYN, and SY) coded the transcripts based on an
initial coding framework informed by the CFIR and PRISM.
The coding framework expanded inductively through the coding
process to address new themes not originally included. All
authors discussed all coded segments in regular meetings and
reached a consensus on the structure of emerging themes. This
step entailed a rigorous back-and-forth comparison of data
against the elements of the PRISM and CFIR frameworks and
other emerging themes. Although both frameworks were
considered to inform the analysis, we used the CFIR to organize
the results and frame various determinants of the
implementation. The PRISM mostly informed themes related
to the organizational resources and infrastructures as well as
considerations on sustainability. Although implementation
frameworks informed the thematic analysis, we paid special
attention to themes pertaining to other considerations not
covered by these 2 frameworks. For example, we incorporated
themes related to training staff, leadership support, and the role
of champions as important ingredients of implementation
success.

Results

Data Collection

Overview

The participants who were involved in championing,
implementing, and day-to-day operations of the
teleophthalmology program at each clinic were emailed the
interview questions in advance of the face-to-face interviews.
They were also given the option to complete the questions via
email. Of the 11 participants, 1 (9%; a primary clinic physician)
chose this option, and the remaining 10 (91%) were interviewed.
The interviews were conducted by research staff from August
to October 2017 in 3 primary care settings. Each interview lasted
approximately 15 to 20 minutes and was audiotaped. The
participants provided verbal consent for audio-recording and
could decline to answer any question. The recordings were then
transcribed word-for-word by a professional transcriptionist.

Over 1 year of implementing the teleophthalmology program,
each clinic doubled its annual retinal examination rate for
patients with diabetes.

The interview questions were selected from the adapted
Practical, Robust Implementation and Sustainability Model
(PRISM) [29] and Consolidated Framework for Implementation
Research (CFIR) [30]. These questions included items related
to the intervention characteristics (eg, adaptability, trialability,
and complexity), characteristics of the individuals (eg,
knowledge and beliefs about the intervention), the organization
or inner setting (eg, infrastructure, resources, workflows, and
supports), the external environment or outer setting (eg, patient
beliefs, financial barriers, and reimbursement mechanism), the
process of implementation (eg, engaging, executing, and
reflecting and evaluating), and sustainability (eg, structural
characteristics, implementation climate, readiness for
implementation, resources, and modifications needed for
sustainability; see Multimedia Appendix 1 for the interview
guide). The interview guide served to direct the conversation,
but the interviewees were able to discuss other issues that were
not included in the guide.
https://diabetes.jmir.org/2022/1/e32162
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The project began as a community service quality improvement
pilot project at 67% (2/3) of the clinics before the fee-for-service
billing for the intervention was considered. Fee-for-service
billing was implemented at the third primary care clinic upon
starting the teleophthalmology program as this clinic was in the
same health system as the partner ophthalmology department,
and billing for the technical and professional component using
the 99250 Current Procedural Terminology code was conducted
for the ophthalmic photographs taken as part of the
teleophthalmology program [22]. Of the 14 clinic staff members
who were contacted, 11 (79%) agreed to participate in the
semistructured interviews across all 3 sites. This group included
3 primary care physicians (medical doctors; 3/11, 27%), 1
pharmacist (1/11, 9%), 1 nurse practitioner (NP; 1/11, 9%), 1
administrator (1/11, 9%), and 5 registered nurses (RNs; 5/11,
45%) who ran the day-to-day operations and were responsible
for the daily workflow of the teleophthalmology process. Of
the other 3 clinic staff members invited to participate, 1 (33%)
RN reported not having direct experience with the
teleophthalmology program, and the other 2 (67%), both RNs,
did not respond.
Through the qualitative analysis of the staff interviews, we
identified five main categories of themes related to the
implementation of teleophthalmology: individuals involved in
the implementation, characteristics of the intervention
(technology and tasks), process of implementation, and
characteristics of the inner and outer setting or environment of
the primary care clinic. Not surprisingly, respondents involved
JMIR Diabetes 2022 | vol. 7 | iss. 1 | e32162 | p. 3
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in day-to-day operations (RNs) noted specific operational and
logistical aspects of program implementation, whereas those
who were less involved (providers or administrators) noted
more general and system-level aspects of program
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implementation. Table 1 provides the classification of themes
with relevant quotes. These main themes are discussed in detail
in the following sections.
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Table 1. Qualitative themes and supporting quotesa.
Category and themes

Supporting quotes

Individuals and inner setting
Patients
Convenience

•

“Patients are glad the photo can be done at the same place...the photo is quick. They often say

•

thank you and that [they’ve] been meaning to [get screened].” [Participant 10, NPb]
“Issue comes when the patient has other things that get in the way [or] they’re not able to follow

•

Patient communication

•

and arrangement
•

instructions well.” [Participant 1, RNc]
“We have taken pictures of patients who’ve never been to an eye doctor before.” [Participant 9,
RN]
“It’s hard to get our patients in for a visit period, but when they’re in for a visit and it’s already
taking long and then you have to do the eye screen afterwards, they may not have allotted
themselves that much time here at clinic.” [Participant 5, RN]
“Letting the patient know ahead of time [that they] have an opportunity to get an eye screen
[important].” [Participant 2, PharmDd]

Staff and inner setting
Motivation and buy-in

•
•

“[Using the camera] made my job more enjoyable.” [Participant 3, RN]
“It’s cool to see the eye.” [Participant 9, RN]

Limited resources (time and staff)

•

“Even though the procedure itself doesn’t take that long, to try to fit it in with a staff that’s
competent to do the screening [is a problem].” [Participant 6, NP, and participant 12, administrator]
“...Some slow buy-in by the nurses because then they were feeling like we’re short staffed.”
[Participant 6, NP]
“...Currently short staffed three nurses [making it hard to support program].” [Participant 10,
NP]
“...Challenge implementing, taking time and staff away from the normal flow to get it done.”

•
•
•

[Participant 8, MDe]
Characteristics of the intervention
Camera ease of use

•

“It’s intimidating by looking at the machine, but it’s actually a lot easier than it looks.” [Participant
1, RN]

Technology and workflow complexity

•

“[Technology didn’t] work all the time, when operational it’s great...You can send the results
right away to [ophthalmology].” [Participant 9, RN]
“As routine...internal processes have been developed...entire screening process...reduced to
[about] 10 minutes.” [Participant 10, NP]

•

Referral and follow-up with eye care

•
•
•
•
•

“How you make a referral is the more challenging part...don’t have resources to be tracking every
referral.” [Participant 3, MD]
“...Nice if there was [more] follow-up from [ophthalmology department] to close the loop [with
us].” [Participant 10, NP]
“...Biggest challenge to long-term sustainability is maintaining that relationship between 2 different departments.” [Participant 3, MD]
“[Other similar programs exist in] New York State...but not as coordinated as we are doing it
with Ophthalmology.” [Participant 3, MD]
“[Ophthalmology Program staff]...good about follow-up and checking in.” [Participant 11, MD]

Implementation processes
Education and training

•
•
•
•
•

https://diabetes.jmir.org/2022/1/e32162

XSL• FO
RenderX

“[What] motivates nurses is [regular] in-services [teaching] the importance of eye health [and
use of system].” [Participant 1, RN]
“[Initial eye health, diabetes, and camera demo talks] engaged the physicians and the residents
in the process.” [Participant 3, MD]
“...cause we have so many resident physicians that if we had an in-service showing how important
that eye health is then and how we have this machine and its capabilities I feel like it would get
used so much more.” [Participant 3, MD]
“...Brings PCPsf right into the mix, so there’s a lot of benefits for the providers. Since we are a
resident training clinic, I think there is a huge educational benefit.” [Participant 3, MD]
“[We] felt competent to develop the workflow, and [use] the machine. We tried to solve barriers,
but without nurse to staff it [we] added training for residents.” [Participant 11, MD]
JMIR Diabetes 2022 | vol. 7 | iss. 1 | e32162 | p. 5
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Supporting quotes

Hands-on experience

•

“Yeah...everybody really enjoyed having it here. We tested a lot on the employees to just get
the hang of things.” [Participant 4, RN]

Champions

•
•
•

“...Champions at site is key.” [Participant 3, MD]
“[Champions who train others]...who know the program leaving clinic.” [Participant 9, RN]
“It seemed like the reimbursement was very low so that part was difficult to make sustainable.”
[Participant 8, MD]

•

“Some people just do not care [about their eyes]. Hopefully this program provides a prompt to
keep up with eye care if they are not already doing so.” [Participant 10, NP]
“Patients [don’t] understand the gravity of how diabetes can affect their eye health...more education...need[ed].” [Participant 5, RN]

Outer setting
Awareness and attitude

•

Financial

•
•

a

“Well, a lot of our patients are Medicaid but I have no idea how it works on the insurance side
of it.” [Participant 1, RN]
“[For] patients that don’t have any insurance, we have a program ‘charity care’...cover [the
costs].” [Participant 3, MD]

Who said each statement is identified at the end of each quote.

b

NP: nurse practitioner.

c

RN: registered nurse.

d

PharmD: Doctor of Pharmacy.

e

MD: Doctor of Medicine.

f

PCP: primary care provider.

Individuals and Inner Setting
This theme focuses on the characteristics, skills and
self-efficacy, motivation, and perception of resources, namely
time, by staff and patients.

Staff and Inner Setting of the Primary Care Clinics
Inner setting per the CFIR framework includes structural and
cultural context through which the implementation process takes
place [30]. In our analysis, we merged the themes related to
staff characteristics with the inner setting in which they were
embedded because of the substantial overlap between concepts.
Staff noted that having the program at their clinic brought a
meaningful, novel way to help their patients. They were excited
to have the camera and believed in the program’s utility to
screen their patients for retinopathy and vision loss in their
clinics. This belief was a strong motivator and provided buy-in
at the individual level to adopt this program for patients with
diabetes. RN staff most often had comments about the daily
workflow and camera use. As expected with the adoption of
new technology or innovation, there was some preliminary
hesitation because of perception of the technology, additional
workflow elements, and preconceived notions of the complexity
of the technology. However, once staff had training and a chance
to use the camera on their own, they found that they could be
more efficient at screening with the camera. Staff also saw value
in being able to provide improved access to eye care as they
could expeditiously obtain a review of retinal images and
vision-screening information by an ophthalmologist for their
patients and thereby reduce by at least 6 months the overall wait
time for patients to see an ophthalmologist to obtain timely
sight-saving treatment.
https://diabetes.jmir.org/2022/1/e32162
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Another facilitator of program acceptance was a perceived
educational advantage to the program in that it allowed primary
care providers to discuss eye care as an ongoing topic with
patients. Having the camera in the clinic increased conversations
around eye care in patients with diabetes, especially among staff
and resident physician trainees, and was something the practices
would show off to their resident interviewees as an innovative
intervention to help improve access to care.
Staff did express facing challenges with supporting the program
as nurses felt that they were short-staffed and they did not
always have the time to incorporate the teleophthalmology
workflow into their typical workflow. An NP and physicians
also frequently cited time constraints and nursing staff allocation
as challenges to implement the program. Nursing staff
specifically expressed that they did not have the time and
resources to support the program as communicated. These
comments highlight the anxiety generated among staff that felt
that they had limited capacity and bandwidth to take on new
responsibilities.

Patients
We have previously reported on patient perspectives obtained
from surveys and focus groups [28]. Interviewed staff felt that
their patients saw the camera-based evaluation as a convenient
and valuable benefit for their health. Staff also commented that
patients were grateful to have such a program in their primary
care clinic as they had been putting off obtaining an eye
examination with an ophthalmologist because of other priorities.
Staff further noted that patients were more motivated to
participate when they felt the images were captured quickly and
conveniently and when their primary care providers
recommended the teleophthalmology evaluation. The screening
JMIR Diabetes 2022 | vol. 7 | iss. 1 | e32162 | p. 6
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did not seem to take long per the staff but did add additional
time to visits. In addition, finding an available staff member
who was trained to carry out the teleophthalmology evaluation
was difficult at times as these staff members were occupied by
other clinical tasks. Previous communication with patients about
the longer process was also noted as important to staff. Patients
may not have been prepared for the longer visit duration and
often did not anticipate staying the extra 10 to 15 minutes needed
to complete the teleophthalmology evaluation, which was mostly
done at the end of the primary care visit.

Characteristics of the Intervention
This category included themes related to technology, tasks, and
workflows. Staff believed that the usability of the camera was
not a significant challenge. Nursing staff noted that the
nonmydriatic camera seemed intimidating at first but was easy
to use and worked well, although the camera software did not
function smoothly all the time. A key facilitator of program
adoption was that staff felt that the program was helpful in that
evaluation of the eye for diabetes-related eye disease was
available during the patient’s primary care provider visit. Once
an internal process to improve the workflow of the
teleophthalmology project had been established, the screening
process was reduced to approximately 10 minutes.
Tasks and workflows were seen as a significant challenge from
the staff’s perspective. The tasks included scheduling and patient
notification, data entry into the teleophthalmology software,
and tracking of the ophthalmologist referral. Both physicians

Ramchandran et al
and nurses said that nurses were an integral part of the workflow
and that all nurses who could potentially conduct the
camera-based evaluation should learn the workflow and process.
In reality, there were certain superusers and a limited number
of nursing staff assigned by the clinics for training in the
teleophthalmology process, including using the camera.
Follow-up to eye care also remained a challenge. Staff expressed
concerns in making and tracking each referral to ophthalmology
as they did not have the necessary resources to do so. All cadres
of staff felt that maintaining a long-term relationship between
primary care and ophthalmology could pose a challenge in the
future as they felt that there was not enough follow-up from the
ophthalmology department to close the loop with the clinic;
however, they acknowledged that the proponents of the program
in ophthalmology worked at maintaining good communications
and relationships.

Implementation Processes
This category included activities carried out at different levels
to help establish the technology and teleophthalmology process
in the clinic and incorporate it as part of routine care (Figure
1). It involved training and assigning champions, staff training
to perform the teleophthalmology process, increasing awareness
and visibility of the program among clinic staff and patients,
and the process of referring patients who used
teleophthalmology to ophthalmology from primary care at the
recommended interval per their evaluation.

Figure 1. Mapping qualitative themes onto Consolidated Framework for Implementation Research domains (adapted from Damschroder et al [30]).

Training
Staff found that providing in-service training to learn the
importance of eye health was key to keeping physicians and
https://diabetes.jmir.org/2022/1/e32162
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residents engaged in the process. In some clinics, staff
complemented formal training with hands-on experience with
peers and found this additional practice with the technology
and process helpful. The training of multiple staff in conducting
JMIR Diabetes 2022 | vol. 7 | iss. 1 | e32162 | p. 7
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the teleophthalmology process, including becoming very familiar
with operating the camera and the web-based data entry
platform, especially as new staff were hired by the clinic, was
repeatedly mentioned as an essential aspect of implementing
the intervention. Both the intensity and scope of training were
cited as important. Physicians and nurses also viewed training
and raising awareness of the program for primary care clinical,
administrative, clerical, and physician staff as important.
Scheduling and front-desk clinic staff were responsible for
contacting patients for a primary care appointment during which
the camera-based evaluation would also be done. Thus, making
this staff aware of the rationale and process of what the patient
would experience so that they could clearly communicate this
to the patient during conversations occurring for scheduling and
checking in the patient to the clinic was deemed important by
both nurses and physicians. Nurses and physicians also agreed
that physicians, including residents, and NP providers should
be made aware of the availability of the camera-based evaluation
and of the process so that they could counsel their patients who
needed such an examination on the process and need to have
the evaluation before they left the clinic. Respondents felt that
training should include both hands-on use of the camera and
running through the workflow of the teleophthalmology
evaluation process, along with didactic education on the effects
of diabetes on the eye. Overall, personalized, live-human
training was preferred. Respondents in all clinics requested
periodic in-services and refresher sessions on using the camera,
on how the program fit in the daily workflow, and on the
rationale of performing the examinations in all clinics.

Champions
Another crucial implementation strategy was the identification
and recognition of champions, who were superusers [31]. At
each site, at least one RN was identified and trained as a
superuser. These superusers were very adept at using the camera
and electronic workflow, as deemed by the ophthalmology
implementation team, before implementing the program. The
superuser would train others in the clinic and champion the
program by ensuring that patients were identified and taken
through the camera-based eye examination process. When these
champions were involved in the program, uptake was strong.
However, these champions often did not remain at the clinic
for >6 months. There was also a high turnover of clinic nurses,
which also included those trained to use the camera and the
electronic workflow by the ophthalmology implementation team
and superuser RN. This high turnover was cited as a challenge
to implementation by all cadres of staff.

Leadership
Leadership buy-in and motivation to implement the
teleophthalmology program within the clinical setting served
as vital components to achieve the support for workflow changes
and sustainability of the program. Primary care physician leaders
in the clinics were key to implementation. They helped
emphasize the need for performing eye examinations to their
colleagues, who were more apt to discuss the need for the
examination with their patients. Physicians helped facilitate
patient acceptance of teleophthalmology by discussing the
importance of having an eye examination to determine their
https://diabetes.jmir.org/2022/1/e32162
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level of eye disease and describing the convenience of having
the camera-based evaluation of their eye in lieu of an immediate
eye examination with an ophthalmologist while they had come
for their primary care visit. The physicians themselves saw the
need for leadership buy-in across departments and medical
specialties. Understanding how ophthalmology and primary
care would work together to address patient needs and support
the teleophthalmology initiative was one of the biggest
challenges. Having physician champions translated into having
administrative buy-in as physicians were often administrators
themselves or had good relationships with nonphysician
administrators. In addition, nonphysician administrators, who
saw their role of helping physicians deliver quality care, also
valued the teleophthalmology program as they felt it was an
essential quality improvement program for the clinic.

Perceived Benefits
Primary care clinic leadership and administrators noted meeting
the Healthcare Effectiveness Data and Information Set metric
and elevating the profile of the clinic as a provider of the highest
standard of care as 2 reasons for implementing the camera-based
eye examinations. Meeting the eye examination metric gave 3
points out of 100 toward meeting the overall score considered
in granting various quality distinctions by rating agencies.
However, the exact dollar amounts to be gained by meeting
these incentives could not be specifically identified. Clinic
leadership acknowledged that the program could not be
supported by existing monetary incentives and by qualifying
as a quality center for health care by offering the program. At
the end of the 2-year pilot at the clinics where the intervention
was implemented as a community service, there was discussion
of sustaining the program with the fee-for-service billing.
However, physician champions and administrators at these
clinics noted that the reimbursement was too low to make it
sustainable, and they decided not to continue with the
teleophthalmology program after the grant period ended.

Outer Setting
This category focused on external factors affecting the process
of implementation, including financial constraints and
community awareness of eye health. Staff expressed that they
did not feel that patients knew the importance of how diabetes
affected their eyes, so more education was needed in the
community. The lack of awareness and recognition could
potentially jeopardize the sustainability of the intervention and
patients’ participation in follow-up visits.
Staff noted that financial support was an important
consideration, especially in the low-income population that their
safety-net clinics served. The nursing and physician staff were
not aware of the specific costs or financial implications of the
program to the patient as these points were not discussed or
fully vetted before the start of the program. Staff noted that
financial support was an important consideration for patients,
and a physician in the clinic who implemented fee-for-service
billing did note that the health system provided funds to cover
the health care costs of the teleophthalmology evaluation for
those whose income level qualified.
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Discussion
Principal Findings
Overview
This study identified several factors affecting the process of
implementing teleophthalmology in primary care using the
PRISM and CFIR frameworks. Figure 1 shows the main factors
of implementing teleophthalmology identified in this study
across CFIR domains [30]. These include the complexity of the
teleophthalmology intervention, the need for and feasibility of
active implementation strategies (such as training and
champions), and the context-specific barriers related to inner
and outer settings of primary care. Discussion of these main
domains in the context of teleophthalmology occurs in the
following sections.
Liu et al [18] conducted a qualitative study involving patients
and primary care providers to learn about their experience with
the implementation of teleophthalmology in rural primary care
clinics.
They
classified
factors
associated
with
teleophthalmology implementation across different workflow
stages, including the process of determining patient eligibility,
patient referral, and activities during the patient appointment
for the teleophthalmology evaluation. The main barriers to
implementing teleophthalmology according to Liu et al [18]
were the patients’ unfamiliarity and negative attitude toward
eye care and logistical challenges in attending their
appointments, primary care physician lack of knowledge and
data system capabilities in identifying eligible patients and
making referrals, and lack of proper communication between
patients and care providers. Our findings are consistent with
the study by Liu et al [18] in terms of barriers viewed by the
provider, such as time constraints and conflicts with existing
workflows, which can negatively affect the implementation of
the program. This study also complements the framework by
Liu et al [18] by focusing on organizational structure and
incentives and provides a holistic picture of clinical staff’s
experiences and perceptions. However, unlike Liu et al [18],
we also interviewed the nurses who actually performed the
teleophthalmology workflow in our settings. Thus, our findings
may better reflect the perspectives of and challenges experienced
by those actually conducting the teleophthalmology program
in primary care clinics.

The Complexity of the Intervention
This study’s qualitative findings highlighted the complexity of
teleophthalmology as an intervention. In recent years, more
attention has been paid to disentangling the dimensions of
complexity [32] of interventions and developing strategies to
facilitate their implementation by addressing the complexity
[33]. Complex interventions have several interacting active
ingredients and blurred boundaries between the intervention,
implementation strategies, and contexts within which the
intervention is being implemented [34]. We noted these
considerations in our own program evaluation. Implementation
of teleophthalmology involves several interacting moving parts,
including the camera, its operation and software, the patient
health information system, the internal workflow within the
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clinic, the external workflow between primary care and
ophthalmology, and the feedback and follow-up system with
patients and eye care. Several contextual factors influence these
interacting components, including financial and time-based
resource constraints, which affect the success of the
implementation. We noted individual characteristics of the staff,
human resources and workload, existing physical and
information technology infrastructure within the clinic, and
existing relationships with the eye care provider clinics as key
areas to be addressed in implementing teleophthalmology as
identified by primary care clinic providers, administrators, and
staff. These are embedded in a larger context of the patient
population, their knowledge and readiness, and financial
incentives to promote service use, which are limited especially
for low-resourced or low-income and, thus, more vulnerable
populations. The noticeably increased administrative and staff
resources, communication gaps, existing challenges of finding
suitable candidates for the program, and heavy dependence on
patients’ involvement in the program, especially in terms of
follow-up to eye care, have been seen to further complicate the
implementation and success of teleophthalmology and are also
consistent with the experience of implementing other eHealth
interventions [35].

The Importance of Champions, Facilitators, and
Continuous Training
Champions and superusers were identified in all our clinics to
raise awareness of the program and train staff. This was
necessary as not all staff could be trained to use the technology
during the ophthalmology-led training sessions. Although this
strategy usually worked, it induced challenges when the
champion was not available, was not recognized by the staff as
the go-to person, or left the organization. An alternative solution
that was suggested by the interviewees was broader training
and continuous engagement of the staff [31]. All staff felt that
having educational lectures and hands-on training in a
continuous manner, either with regular check-ins and in-person
training sessions or by using recorded lectures and training
videos on the web, was important. Identification of champions
was correlated with improved implementation outcomes [36].
The literature also supports that staff may have more willingness
to integrate the program and show interest and commitment to
implementation activities after ongoing training [36].
There is growing evidence that champions play a crucial role
in the successful implementation and positive outcomes of
interventions and are an essential implementation strategy [37].
Thus, the identification, appointment, and preparation of
champions contribute to the viability of teleophthalmology
programs [31]. Champions require several skills and
qualifications and enough motivation to lead the organizational
change to be effective in facilitating the implementation [38].
Miech et al [31] recognized >26 different traits for effective
champions, varying from being personable and well-liked among
peers to having distinguished presentation and communication
skills as well as the willingness to engage and lead the efforts
according to the program goals and action plan. Champions
should be intrinsically motivated and take the initiative in
leading the implementation rather than being assigned by the
leadership, as was often the case in our clinics, to accomplish
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their role [37]. Our study found that champions assigned by the
clinic administrators of physician leadership sometimes felt
overwhelmed or were not intrinsically motivated or recognized
by others for their roles. The lack of motivation and
organizational recognition might hinder their impact on
sustaining the implementation of teleophthalmology in clinics.
We suggest that, to facilitate the implementation of
teleophthalmology, more attention should be paid to the
identification of internal champion staff that self-select into this
role and to recognizing the importance of their roles in leading
the implementation. As staff turnover is frequent in this context,
using champions as an implementation strategy should be
re-evaluated and adapted continuously, which may involve
continuous training and replacement of champions or possible
incentives to enable champions to stay in these roles.

The Role of the Inner and Outer Setting
The inner setting encompasses the structure and culture of the
primary care clinics where the teleophthalmology program was
implemented, whereas the outer setting connotes the external
effects on the implementation process, such as patient needs
and resources as well as external policies and incentives [39].
Our findings indicate that the clinical staff thought favorably
of the implementation of the teleophthalmology program as it
improved the quality of life and quality of care for patients with
diabetes, which resulted in a more receptive implementation
atmosphere [40]. These results are in parallel with the evidence
suggesting that improving organizational receptivity toward
change has a direct and positive correlation with the adoption,
implementation, and sustainability of programs [41]. However,
the lack of organizational incentives and substantial increase in
burden and responsibilities for nurses negatively affected
readiness and receptivity in our clinics. Unlike physicians, who
may be paid based upon the pay-for-performance model, similar
financial incentives did not exist for nurses in the primary care
clinics. Thus, for nurses, the implementation of programs such
as teleophthalmology may lead to an extra workload without
concurrent proper increase in remuneration or other incentives
or rewards.
Our study found that adjusting the primary care clinic workflow
might be needed to successfully integrate the teleophthalmology
program. Initially, staff felt that the intervention tasks did not
fit well within their existing workflow when first introduced.
In addition, the limited physical space of the clinics may have
compounded the issue with the workflow. However, when clinic
staff were given the ability to develop solutions to better modify
the processes of the teleophthalmology intervention to allow it
to become more seamless in the clinic workflow, they were
more accepting and willing to carry out the process. Liu et al
[18] also found that placing an excessive burden on the clinical
personnel, as well as high staff turnover and insufficient staffing
can directly result in a decrease in clinical personnel satisfaction
and may also jeopardize the viability and success of
teleophthalmology programs in the primary care setting. They
stressed the importance of engaging with clinic staff to make
mutually informed changes in the program to ensure that the
program properly fits into the existing workflow [18]. Studies
have shown that time and space constraints along with disruption
of existing, well-ingrained processes are the main obstacles to
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fit a new program into the workflow [42]. Moreover, there are
a variety of views regarding managing the workflow to
successfully implement interventions [42]. One view states that
interventions should be adjusted accordingly to fit into the
predefined workflow. An opposing view suggests that alterations
in the workflow are unavoidable and fundamental for the
program to successfully achieve its goals [42]. These 2
drastically different opinions highlight the fact that, despite the
consequential effect of workflow on the success of an
intervention, there still appears to be no definitive approach to
workflow standards.
Learning from experience and from the results of this study,
our teleophthalmology program was modified to better integrate
it with the existing workflow in the primary care setting. The
space constraint was addressed by moving the camera to a clinic
room only on the days of the week designated for carrying out
the teleophthalmology program. This strategy allowed for
flexibility in scheduling appointments and accessibility to the
camera throughout the day. Furthermore, the electronic intake
form was shortened and made easier to fill out on the web
platform used for the teleophthalmology program. In addition,
staff were asked to capture only 50% (2/4) of the images per
eye (macular centered and anterior segment image) to reduce
the time spent photographing the patients’ eyes. These changes
decreased the time to complete the teleophthalmology-based
evaluation and increased its acceptance by staff and patients.
This increased the number of patients evaluated through
teleophthalmology. Finally, to ensure that the added
responsibility of the intervention did not burden the nurses,
primary care leadership suggested assigning and training data
coordinators instead of nurses to carry out the teleophthalmology
workflow. In doing so, the nurses were freer to attend to tasks
that needed their skill set, which allowed for more efficient use
of clinic resources. Web-based training modules on operating
the camera and assessing visual acuity were made available to
all staff participating in the teleophthalmology workflow to
accommodate such transition and promote staff education. These
changes have increased adoption of teleophthalmology by more
primary care clinics in the health system and have increased the
number of patients evaluated with teleophthalmology in
currently participating clinics.
We also interviewed staff on their knowledge of the costs of
the program to the patient and the financial feasibility of the
program through financial incentives from meeting quality
metrics and through fee-for-service insurance billing. Emphasis
on constructing a sustainable business model was not the focus
of the piloting of the program in the 3 clinics, and most of the
staff we interviewed were not involved in insurance billing.
Only 33% (1/3) of the clinics performed fee-for-service billing
for the program. We were only able to interview 1 program
administrator and a few physician leaders who knew more about
the financial aspect of the program. Some did acknowledge that
insurance reimbursement may not be enough to make the
intervention sustainable as reimbursement for ophthalmic
photography was inconsistent among the various insurers,
especially the government-funded insurers Medicare and
Medicaid, which insured most of the safety-net patient
population [22]. In our program, Medicare did not reimburse
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for instances where the photographs did not show any pathology.
There are different limitations and guidelines in Medicaid
programs for each state, and each regional Medicare governing
body has their own rules for coverage of telemedicine
interventions [43]. The uncertainty around reimbursement for
this service is seen as a potential barrier to wide-scale
implementation of teleophthalmology in the primary care setting
[43].
In our study, nurses indicated that patients with diabetes had
little knowledge of the severe impacts of diabetes on eye health,
which reduced their adherence to eye care. In addition to lack
of knowledge, several factors may affect patients’ adherence.
The absence of necessary information and recommendations
about the significance of preventive eye health screening by the
primary care providers to their patients is a known barrier to
seeking timely preventive eye care [44]. Furthermore, the
absence of primary care recommendations leads to low
perceived vulnerability to diabetic retinopathy in patients with
diabetes [44]. An et al [45] conducted a retrospective study to
evaluate the long-term adherence of Americans with diabetes
to the recommended retinal screening. They reported that
patients with low socioeconomic indicators (income and
educational attainment) and low diabetes-related health
education were less likely to have annual dilated eye
examinations [45]. They also determined an inverse association
between the specialist’s copayment and the patient’s adherence
to eye examinations [45]. Implementing teleophthalmology in
primary care clinics as a convenient and affordable addition to
routine primary care visits can potentially address many of the
mentioned barriers to eye care, particularly for those at risk of
missing their recommended eye care appointments [46].
However, lack of knowledge and negative or even indifferent
attitudes toward teleophthalmology by primary care providers
can be considerable barriers to its integration and effectiveness.
Most patients with diabetes have still not heard about
telemedicine. Their willingness to take part in teleophthalmology
is often contingent upon their relationship with their primary
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care provider, their health status, the cost of receiving such care,
and their opinion on its convenience [47].

Strengths and Limitations
This study focused on both provider and nursing staff, who were
the ones to actually carry out the workflow of the
teleophthalmology program. It identified the factors influencing
adoption and use of teleophthalmology in urban primary care
safety-net clinics with a large racial and ethnic minority
population in 1 city. Consequently, the generalizability of the
findings is limited to that population. As only 1 administrator
at 1 clinic was interviewed, the perspectives presented in this
study may not fully reflect the experience of administrative staff
(who were responsible for coding and billing and were probably
more familiar with the complexities of financial reimbursement),
ophthalmologists, or patients (who were the focus of another
published study [28]). Moreover, there are several factors
beyond the clinic level that may affect the success of
implementation, many of which are related to patients’ needs
and experiences (which are not the focus of this study) as well
as the broad financial context of health care in the United States,
which was not brought up by the participants. Further study of
these elements to fully understand the factors leading to
successful implementation of teleophthalmology for diagnostic
eye care in primary care settings is needed.

Conclusions
Overall, in our study, primary care staff expressed that having
a teleophthalmology program for patients with diabetes in their
clinics was valuable. Ensuring standardization of processes,
workflows, and knowledge among staff and patients; having
adequate staff, space, and time; consistently well-functioning
technology with robust customer support; financial viability
(including understanding of the impact on patient finances);
and continuous engagement with care coordination between
primary care and eye care to improve timely follow-up to eye
care are needed for ideal implementation.

Acknowledgments
The authors would like to thank the primary care clinics and clinical and operational staff who helped with the implementation
of the teleophthalmology program. This project was supported by the Greater Rochester Health Foundation 2012 Health
Improvement Grant, a 2016 Joanne Angle Investigator Award from Prevent Blindness America, and Excellus Blue Cross and
Blue Shield.

Conflicts of Interest
None declared.

Multimedia Appendix 1
Qualitative interview guide.
[DOCX File , 19 KB-Multimedia Appendix 1]

References
1.
2.

Fong DS, Aiello LP, Ferris FL, Klein R. Diabetic retinopathy. Diabetes Care 2004 Oct;27(10):2540-2553. [doi:
10.2337/diacare.27.10.2540] [Medline: 15451934]
Fenwick E, Rees G, Pesudovs K, Dirani M, Kawasaki R, Wong TY, et al. Social and emotional impact of diabetic retinopathy:
a review. Clin Exp Ophthalmol 2012;40(1):27-38. [doi: 10.1111/j.1442-9071.2011.02599.x] [Medline: 21575125]

https://diabetes.jmir.org/2022/1/e32162

XSL• FO
RenderX

JMIR Diabetes 2022 | vol. 7 | iss. 1 | e32162 | p. 11
(page number not for citation purposes)

JMIR DIABETES
3.
4.

5.

6.

7.

8.

9.

10.

11.
12.
13.

14.

15.
16.

17.

18.

19.
20.
21.
22.

23.

Diabetic retinopathy. National Eye Institute. URL: https://www.nei.nih.gov/learn-about-eye-health/
eye-conditions-and-diseases/diabetic-retinopathy [accessed 2022-02-22]
The importance of treatment with good glucose control cannot be underestimated. National Eye Institute, National Eye
Health Education Program. URL: https://www.nei.nih.gov/sites/default/files/2019-06/diabetes-prevent-vision-loss.pdf
[accessed 2022-02-22]
Davis RM, Fowler S, Bellis K, Pockl J, Al Pakalnis V, Woldorf A. Telemedicine improves eye examination rates in
individuals with diabetes: a model for eye-care delivery in underserved communities. Diabetes Care 2003 Aug;26(8):2476.
[Medline: 12882889]
Conlin PR, Fisch BM, Cavallerano AA, Cavallerano JD, Bursell S, Aiello LM. Nonmydriatic teleretinal imaging improves
adherence to annual eye examinations in patients with diabetes. J Rehabil Res Dev 2006 Oct;43(6):733-740 [FREE Full
text] [Medline: 17310422]
Li B, Powell A, Hooper PL, Sheidow TG. Prospective evaluation of teleophthalmology in screening and recurrence
monitoring of neovascular age-related macular degeneration: a randomized clinical trial. JAMA Ophthalmol 2015
Mar;133(3):276-282. [doi: 10.1001/jamaophthalmol.2014.5014] [Medline: 25473945]
Mansberger SL, Gleitsmann K, Gardiner S, Sheppler C, Demirel S, Wooten K, et al. Comparing the effectiveness of
telemedicine and traditional surveillance in providing diabetic retinopathy screening examinations: a randomized controlled
trial. Telemed J E Health 2013 Dec;19(12):942-948 [FREE Full text] [doi: 10.1089/tmj.2012.0313] [Medline: 24102102]
Mansberger SL, Sheppler C, Barker G, Gardiner SK, Demirel S, Wooten K, et al. Long-term comparative effectiveness of
telemedicine in providing diabetic retinopathy screening examinations: a randomized clinical trial. JAMA Ophthalmol
2015 May;133(5):518-525 [FREE Full text] [doi: 10.1001/jamaophthalmol.2015.1] [Medline: 25741666]
Owsley C, McGwin G, Lee DJ, Lam BL, Friedman DS, Gower EW, Innovative Network for Sight (INSIGHT) Research
Group. Diabetes eye screening in urban settings serving minority populations: detection of diabetic retinopathy and other
ocular findings using telemedicine. JAMA Ophthalmol 2015 Feb;133(2):174-181 [FREE Full text] [doi:
10.1001/jamaophthalmol.2014.4652] [Medline: 25393129]
Garg S, Jani PD, Kshirsagar AV, King B, Chaum E. Telemedicine and retinal imaging for improving diabetic retinopathy
evaluation. Arch Intern Med 2012 Nov 26;172(21):1677-1678. [doi: 10.1001/archinternmed.2012.4372] [Medline: 23026969]
Velez R, Tyler M, Chen J, Babcock M, Moran WP. Project I See in NC: initial results of a program to increase access to
retinal examinations among diabetic individuals in North Carolina. N C Med J 2011;72(5):360-364. [Medline: 22416511]
Taylor CR, Merin LM, Salunga AM, Hepworth JT, Crutcher TD, O'Day DM, et al. Improving diabetic retinopathy screening
ratios using telemedicine-based digital retinal imaging technology: the Vine Hill study. Diabetes Care 2007
Mar;30(3):574-578. [doi: 10.2337/dc06-1509] [Medline: 17327323]
Li Y, Karnowski TP, Tobin KW, Giancardo L, Morris S, Sparrow SE, et al. A health insurance portability and accountability
act-compliant ocular telehealth network for the remote diagnosis and management of diabetic retinopathy. Telemed J E
Health 2011 Oct;17(8):627-634 [FREE Full text] [doi: 10.1089/tmj.2011.0004] [Medline: 21819244]
Silva PS, Aiello LP. Telemedicine and eye examinations for diabetic retinopathy: a time to maximize real-world outcomes.
JAMA Ophthalmol 2015 May;133(5):525-526. [doi: 10.1001/jamaophthalmol.2015.0333] [Medline: 25742322]
Daskivich LP, Vasquez C, Martinez C, Tseng C, Mangione CM. Implementation and evaluation of a large-scale teleretinal
diabetic retinopathy screening program in the Los Angeles county department of health services. JAMA Intern Med 2017
May 01;177(5):642-649. [doi: 10.1001/jamainternmed.2017.0204] [Medline: 28346590]
Liew G, Michaelides M, Bunce C. A comparison of the causes of blindness certifications in England and Wales in working
age adults (16-64 years), 1999-2000 with 2009-2010. BMJ Open 2014 Feb 12;4(2):e004015 [FREE Full text] [doi:
10.1136/bmjopen-2013-004015] [Medline: 24525390]
Liu Y, Torres Diaz A, Benkert R. Scaling up teleophthalmology for diabetic eye screening: opportunities for widespread
implementation in the USA. Curr Diab Rep 2019 Aug 02;19(9):74 [FREE Full text] [doi: 10.1007/s11892-019-1187-5]
[Medline: 31375932]
Bauer MS, Damschroder L, Hagedorn H, Smith J, Kilbourne AM. An introduction to implementation science for the
non-specialist. BMC Psychol 2015 Sep 16;3:32 [FREE Full text] [doi: 10.1186/s40359-015-0089-9] [Medline: 26376626]
Fisher ES, Shortell SM, Savitz LA. Implementation science: a potential catalyst for delivery system reform. JAMA 2016
Jan 26;315(4):339-340 [FREE Full text] [doi: 10.1001/jama.2015.17949] [Medline: 26813203]
Liu Y, Swearingen R. Diabetic eye screening: knowledge and perspectives from providers and patients. Curr Diab Rep
2017 Aug 31;17(10):94 [FREE Full text] [doi: 10.1007/s11892-017-0911-2] [Medline: 28856510]
Leeman S, Wang L, Johnson BA, Fortuna RJ, Ramchandran RS. Criteria-based assessment of a teleophthalmology diabetic
retinopathy evaluation program in a primary care setting. Telemed J E Health 2021 Dec 16:1-8. [doi: 10.1089/tmj.2021.0064]
[Medline: 34788158]
Keenum Z, McGwin G, Witherspoon CD, Haller JA, Clark ME, Owsley C. Patient's adherence to recommended follow-up
eye care after diabetic retinopathy screening in a publicly funded county clinic and factors associated with follow-up eye
care use. JAMA Ophthalmol 2016 Nov 01;134(11):1221-1228. [doi: 10.1001/jamaophthalmol.2016.3081] [Medline:
27632231]

https://diabetes.jmir.org/2022/1/e32162

XSL• FO
RenderX

Ramchandran et al

JMIR Diabetes 2022 | vol. 7 | iss. 1 | e32162 | p. 12
(page number not for citation purposes)

JMIR DIABETES
24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.
41.

42.
43.

Bresnick G, Cuadros JA, Khan M, Fleischmann S, Wolff G, Limon A, et al. Adherence to ophthalmology referral, treatment
and follow-up after diabetic retinopathy screening in the primary care setting. BMJ Open Diabetes Res Care 2020 Jun;8(1):1-9
[FREE Full text] [doi: 10.1136/bmjdrc-2019-001154] [Medline: 32576560]
Benjamin JE, Sun J, Cohen D, Matz J, Barbera A, Henderer J, et al. A 15 month experience with a primary care-based
telemedicine screening program for diabetic retinopathy. BMC Ophthalmol 2021 Feb 04;21(1):70 [FREE Full text] [doi:
10.1186/s12886-021-01828-3] [Medline: 33541295]
Liu Y, Carlson JN, Torres Diaz A, Lock LJ, Zupan NJ, Molfenter TD, et al. Sustaining gains in diabetic eye screening:
outcomes from a stakeholder-based implementation program for teleophthalmology in primary care. Telemed J E Health
2021 Sep;27(9):1021-1028 [FREE Full text] [doi: 10.1089/tmj.2020.0270] [Medline: 33216697]
Bastos de Carvalho A, Ware SL, Lei F, Bush HM, Sprang R, Higgins EB. Implementation and sustainment of a statewide
telemedicine diabetic retinopathy screening network for federally designated safety-net clinics. PLoS One
2020;15(11):e0241767 [FREE Full text] [doi: 10.1371/journal.pone.0241767] [Medline: 33147290]
Ramchandran RS, Yilmaz S, Greaux E, Dozier A. Patient perceived value of teleophthalmology in an urban, low income
US population with diabetes. PLoS One 2020;15(1):e0225300 [FREE Full text] [doi: 10.1371/journal.pone.0225300]
[Medline: 31917793]
Feldstein A, Glasgow R. A Practical, Robust Implementation and Sustainability Model (PRISM) for integrating research
findings into practice. Joint Commission J Qual Patient Safety 2008 Apr;34(4):228-243 [FREE Full text] [doi:
10.1016/S1553-7250(08)34030-6]
Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC. Fostering implementation of health services
research findings into practice: a consolidated framework for advancing implementation science. Implement Sci 2009;4:50
[FREE Full text] [doi: 10.1186/1748-5908-4-50] [Medline: 19664226]
Miech EJ, Rattray NA, Flanagan ME, Damschroder L, Schmid AA, Damush TM. Inside help: an integrative review of
champions in healthcare-related implementation. SAGE Open Med 2018;6:2050312118773261 [FREE Full text] [doi:
10.1177/2050312118773261] [Medline: 29796266]
Guise J, Chang C, Butler M, Viswanathan M, Tugwell P. AHRQ series on complex intervention systematic reviews-paper
1: an introduction to a series of articles that provide guidance and tools for reviews of complex interventions. J Clin Epidemiol
2017 Oct;90:6-10 [FREE Full text] [doi: 10.1016/j.jclinepi.2017.06.011] [Medline: 28720511]
Luig T, Asselin J, Sharma AM, Campbell-Scherer DL. Understanding implementation of complex interventions in primary
care teams. J Am Board Fam Med 2018;31(3):431-444 [FREE Full text] [doi: 10.3122/jabfm.2018.03.170273] [Medline:
29743226]
Pfadenhauer LM, Gerhardus A, Mozygemba K, Lysdahl KB, Booth A, Hofmann B, et al. Making sense of complexity in
context and implementation: the Context and Implementation of Complex Interventions (CICI) framework. Implement Sci
2017 Feb 15;12(1):21 [FREE Full text] [doi: 10.1186/s13012-017-0552-5] [Medline: 28202031]
Ware P, Ross HJ, Cafazzo JA, Laporte A, Gordon K, Seto E. Evaluating the implementation of a mobile phone-based
telemonitoring program: longitudinal study guided by the consolidated framework for implementation research. JMIR
Mhealth Uhealth 2018 Jul 31;6(7):e10768 [FREE Full text] [doi: 10.2196/10768] [Medline: 30064970]
Bunce AE, Gruß I, Davis JV, Cowburn S, Cohen D, Oakley J, et al. Lessons learned about the effective operationalization
of champions as an implementation strategy: results from a qualitative process evaluation of a pragmatic trial. Implement
Sci 2020 Oct 01;15(1):87 [FREE Full text] [doi: 10.1186/s13012-020-01048-1] [Medline: 32998750]
Bonawitz K, Wetmore M, Heisler M, Dalton VK, Damschroder LJ, Forman J, et al. Champions in context: which attributes
matter for change efforts in healthcare? Implement Sci 2020 Aug 06;15(1):62 [FREE Full text] [doi:
10.1186/s13012-020-01024-9] [Medline: 32762726]
Goedken C, Livorsi D, Sauder M, Vander Weg MW, Chasco E, Chang NC, et al. "The role as a champion is to not only
monitor but to speak out and to educate": the contradictory roles of hand hygiene champions. Implement Sci 2019 Dec
23;14(1):110 [FREE Full text] [doi: 10.1186/s13012-019-0943-x] [Medline: 31870453]
Safaeinili N, Brown-Johnson C, Shaw JG, Mahoney M, Winget M. CFIR simplified: pragmatic application of and adaptations
to the Consolidated Framework for Implementation Research (CFIR) for evaluation of a patient-centered care transformation
within a learning health system. Learn Health Syst 2020;4(1):e10201 [FREE Full text] [doi: 10.1002/lrh2.10201] [Medline:
31989028]
Weiner BJ, Belden CM, Bergmire DM, Johnston M. The meaning and measurement of implementation climate. Implement
Sci 2011 Jul 22;6:78 [FREE Full text] [doi: 10.1186/1748-5908-6-78] [Medline: 21781328]
King DK, Shoup JA, Raebel MA, Anderson CB, Wagner NM, Ritzwoller DP, et al. Planning for implementation success
using RE-AIM and CFIR frameworks: a qualitative study. Front Public Health 2020;8:59 [FREE Full text] [doi:
10.3389/fpubh.2020.00059] [Medline: 32195217]
Granja C, Janssen W, Johansen MA. Factors determining the success and failure of eHealth interventions: systematic review
of the literature. J Med Internet Res 2018 May 01;20(5):e10235 [FREE Full text] [doi: 10.2196/10235] [Medline: 29716883]
Rathi S, Tsui E, Mehta N, Zahid S, Schuman JS. The current state of teleophthalmology in the United States. Ophthalmol
2017 Dec;124(12):1729-1734 [FREE Full text] [doi: 10.1016/j.ophtha.2017.05.026] [Medline: 28647202]

https://diabetes.jmir.org/2022/1/e32162

XSL• FO
RenderX

Ramchandran et al

JMIR Diabetes 2022 | vol. 7 | iss. 1 | e32162 | p. 13
(page number not for citation purposes)

JMIR DIABETES
44.

45.

46.

47.

Ramchandran et al

Konstantinidis L, Carron T, de Ancos E, Chinet L, Hagon-Traub I, Zuercher E, et al. Awareness and practices regarding
eye diseases among patients with diabetes: a cross sectional analysis of the CoDiab-VD cohort. BMC Endocr Disord 2017
Sep 07;17(1):56 [FREE Full text] [doi: 10.1186/s12902-017-0206-2] [Medline: 28882117]
An J, Niu F, Turpcu A, Rajput Y, Cheetham TC. Adherence to the American Diabetes Association retinal screening
guidelines for population with diabetes in the United States. Ophthalmic Epidemiol 2018 Jun;25(3):257-265. [doi:
10.1080/09286586.2018.1424344] [Medline: 29333897]
Gibson DM. Estimates of the percentage of US adults with diabetes who could be screened for diabetic retinopathy in
primary care settings. JAMA Ophthalmol 2019 Apr 01;137(4):440-444 [FREE Full text] [doi:
10.1001/jamaophthalmol.2018.6909] [Medline: 30703202]
Valikodath NG, Leveque TK, Wang SY, Lee PP, Newman-Casey PA, Hansen SO, et al. Patient attitudes toward telemedicine
for diabetic retinopathy. Telemed J E Health 2017 Mar;23(3):205-212 [FREE Full text] [doi: 10.1089/tmj.2016.0108]
[Medline: 27336678]

Abbreviations
CFIR: Consolidated Framework for Implementation Research
DRS: diabetic retinopathy surveillance
NP: nurse practitioner
PRISM: Practical, Robust Implementation and Sustainability Model
RN: registered nurse

Edited by K Mizokami-Stout, D Griauzde; submitted 16.07.21; peer-reviewed by J Caudros, G Lim; comments to author 09.10.21;
revised version received 04.12.21; accepted 01.01.22; published 30.03.22
Please cite as:
Ramchandran RS, Yousefi-Nooraie R, Dadgostar P, Yilmaz S, Basant J, Dozier AM
Implementation of Teleophthalmology to Improve Diabetic Retinopathy Surveillance: Qualitative Interview Study of Clinical Staff
Informed by Implementation Science Frameworks
JMIR Diabetes 2022;7(1):e32162
URL: https://diabetes.jmir.org/2022/1/e32162
doi: 10.2196/32162
PMID:

©Rajeev S Ramchandran, Reza Yousefi-Nooraie, Porooshat Dadgostar, Sule Yilmaz, Jesica Basant, Ann M Dozier. Originally
published in JMIR Diabetes (https://diabetes.jmir.org), 30.03.2022. This is an open-access article distributed under the terms of
the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided the original work, first published in JMIR Diabetes, is properly cited.
The complete bibliographic information, a link to the original publication on https://diabetes.jmir.org/, as well as this copyright
and license information must be included.

https://diabetes.jmir.org/2022/1/e32162

XSL• FO
RenderX

JMIR Diabetes 2022 | vol. 7 | iss. 1 | e32162 | p. 14
(page number not for citation purposes)

