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Abstract
Purpose—The purpose of this study was to explore physicians’ perceptions of the
multidisciplinary type 2 diabetes treatment team.

Methods—Nineteen physicians (74% endocrinologists; 26% primary care) participated in semi-
structured interviews. Audiorecorded data were transcribed, coded, and analyzed using thematic
analysis and NVivo 8 software.

Results—Physicians considered the multidisciplinary team, including a physician and diabetes
educator, as very important to diabetes treatment. Participants described how diabetes with its
many co-morbidities and challenging lifestyle recommendations, is difficult for any single
physician to treat. They further described how the team’s diverse staff offers complementary skills
and more contact time for assessment and treatment of patients, developing treatment
relationships, and supporting patients in learning diabetes self-care. Physicians stressed the
necessity of regular and ongoing communication among team members to ensure patients receive
consistent information, and some reported that institutional factors interfere with intra-team
communication. They also expressed concerns about the team approach in relation to
individualized treatment and patients’ reluctance to see multiple providers.

Conclusions—This study highlights physicians’ positive perceptions of and concerns about the
type 2 diabetes multidisciplinary team. Further study of diabetes educators’ and patients’
perceptions of the team approach is needed.
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Type 2 diabetes is a complex chronic disease with multiple comorbidities.1 It is among the
most common chronic diseases and a leading cause of death in the world today.2 Patients
with type 2 diabetes face challenging self-care regimens that could include weight reduction,
increased physical activity, following diabetes nutrition guidelines, administering oral
agents, non-insulin injectables, or insulin, and monitoring blood glucose levels. Physicians
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who treat type 2 diabetes face competing clinical concerns3 and complex treatment
situations that require that they prescribe more medications and make more frequent
adjustments in dosages in order for patients to attain lower levels of hemoglobin A1C, blood
pressure, and LDL cholesterol.4 Furthermore, although early and proactive treatment of
diabetes with the goal of achieving close to normal glucose levels can reduce
complications,5 many patients still do not achieve evidence-based A1C goals.6,7

The Chronic Care Model of treatment proposes the multidisciplinary team as an important
component of improved diabetes treatment.8 The multidisciplinary team is comprised of
diverse health care professionals who communicate regularly and on a continuing basis
about a defined group of patients.9 Standards for diabetes medical care note the importance
of multidisciplinary diabetes care teams.10 Although studies using multidisciplinary teams in
diabetes treatment reported positive treatment outcomes,8,11 there is a paucity of research on
how members of the diabetes treatment team view the team approach. Therefore, exploring
how physicians perceive the multidisciplinary team is a first step in gaining greater
understanding of the benefits and barriers of type 2 diabetes treatment teams and their
impact on care. Thus, this study explored physicians’ expectations and perceptions of the
multidisciplinary diabetes treatment team.

Research Design and Methodology
Research Design

The authors conducted in-depth interviews with endocrinologists and primary care
physicians who treat patients with type 2 diabetes. In-depth interviewing is a qualitative
technique involving intensive one-on-one interviews with a small number of participants12.
This approach provides detailed information about an individual’s beliefs and behaviors.
The authors explored physicians’ perceptions of the multidisciplinary type 2 diabetes
treatment team.

Sample
The authors employed criterion sampling13, a form of purposive sampling, to recruit
physicians who met the following criteria: (1) English-speaking; (2) endocrinologist or
primary care physician with five years of postresidency training; and (3) at least 5% of
practice consisting of patients with type 2 diabetes. Criterion sampling is useful for
identifying participants who meet predetermined criteria of importance, thus ensuring
quality of the data collected and the veracity of data saturation. Physicians were recruited via
telephone, e-mails, and letters to Boston area hospitals, clinics, and practices. The Joslin
Diabetes Center Committee on Human Subjects approved the research protocol. All
physicians provided informed written consent prior to participation.

Data Collection
The authors devised a semi-structured interview guide and field-tested it for flow and clarity
of the questions. A clinical psychologist and a health psychologist, two experienced
interviewers, asked physicians broad, open-ended questions about their expectations of the
diabetes treatment team and factors that contribute to the success and/or failure of the
diabetes treatment team. For example, 2 questions included in the survey were: “What are
your expectations of the treatment team? How does the treatment team contribute to
treatment success or failure?” Interviewers used directive probes to elicit additional
information and clarify questions; interviewers also wrote field notes to capture key points
and observations from the interviews. Interviews were conducted at Boston area hospitals,
clinics, and practices, and lasted 30 to 60 minutes. All interviews were digitally
audiorecorded and transcribed. The authors performed a quality check of the transcribed

Ritholz et al. Page 2

Diabetes Educ. Author manuscript; available in PMC 2013 July 10.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



files while listening to the interview recordings to validate the transcriptions. Names and
identifiers were removed to protect physician confidentiality.

Two criteria were used to evaluate the sampling: adequacy and appropriateness.14,15

Adequacy addresses the volume of the data, or, in other words, whether adequate data
support the emergent insights. Appropriateness addresses the quality of the data, or, in other
words, whether the data provide the descriptive and interpretive depth required to clearly
delineate themes. Using these criteria, data were collected until saturation was reached, that
is until no new information was generated from the interviews (redundancy).

Data Analysis
The multidisciplinary research team - which consisted of health psychologists, a clinical
psychologist, an endocrinologist, and 2 research assistants - performed content analysis by
independently marking and categorizing key words, phrases, and texts to identify
themes.16–18 Specifically, the authors used line-by-line analysis to develop codes using the
research questions as guides and compared codes of new transcripts to existing codes to
characterize the overarching themes using NVivo 8 software (QSR International, Victoria,
Australia). The research team met weekly over the course of a year to code the data;
discrepancies were reviewed, discussed, and resolved through consensus. After the
transcripts were coded and reviewed, 1 member of the research team (EAB) coded the
marked transcripts in NVivo 8 software. Qualitative software such as NVivo 8 helps
researchers categorize, sort, and arrange data so that large amounts of data are organized and
easily retrieved.

To support credibility/validity and dependability/reliability of the data, the authors
triangulated data sources, methods, and investigators and tracked the decision-making
process using an audit trail.19,20 The audit trail included a description of the research steps
conducted from the development of the project to the presentation of findings.

Results
Nineteen physicians (74% endocrinologists and 26% primary care physicians; see Table 1
for demographic information) participated in semi-structured interviews. There were no
discernable differences between types of physicians. Transcript exemplars indicating
identification number and sex are included with quotations (eg, Physician 100M/F). Through
thematic analysis, 3 themes emerged from physicians’ descriptions of the multidisciplinary
type 2 diabetes treatment team: Composition of the Team, Benefits of Diverse Staff and
Concerns with Team Approach.

Composition of the Team
Seventeen physicians reported working as part of a multidisciplinary diabetes team, and only
2 physicians (primary care) reported not having a treatment team in their practices; however,
they both described wanting to work with a team. For example, 1 of these 2 physicians
without a team (116 M) stated: I would like to have a diabetes teacher.

I would like someone, at least to be initially available to help patients get started on
insulin. If I could have someone help me get them started on insulin, then I don’t
have to waste time sending them to other people who do this, and also I could be
more enthusiastic about using it rather than fighting a hopeless battle with pills that
are inadequate.

Most study physicians (74%) described the core multidisciplinary treatment team as
including a physician and clinical diabetes educator (nurse and/or dietician/nutritionist) and
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less frequently, a pharmacist or exercise physiologist. Sixteen percent described an
expanded team that included specialists such as mental health professionals,
ophthalmologists, nephrologists, cardiologists, and podiatrists - to whom patients were
referred for psychosocial difficulties or diabetes complications. Physicians did not elaborate
on whether the expanded team’s input influenced the core team’s approach or how often
communication with this team occurred.

Physicians were specifically queried about their reactions to patients’ mental health
concerns; their descriptions varied as to addressing these concerns and making referrals to
mental health professionals. Almost all physicians described the importance of “inquiring,
listening, being empathic, and establishing rapport” when faced with patients’ psychosocial
difficulties. Some endocrinologists described referring patients with mental health concerns
to their primary care physicians: “If someone’s really hurting I might suggest that they talk
to their primary care doctor about what’s going on” (114M). Both endocrinologists and
primary care physicians described, “Encouraging them to see a real mental health
professional” (102M). Some primary care physicians described how addressing mental
health concerns was part of their role: “I think a big part of primary care is helping people
with emotional aspects of health…. when you’re primary care that’s the most important
thing you can do for someone is listening and helping them” (112F).

Benefits of Diverse Staff
Physicians in this study considered the team approach as very important to the treatment of
type 2 diabetes patients. They noted how diabetes, with its many co-morbidities and
challenging lifestyle recommendations, is difficult for a single physician to treat in an office
visit. They further described how team members’ specific skills and the collective abilities
of the team working together offer a more complete model of care than any 1 physician can
supply. For example, 1 physician (109M) stated:

Together they’ll [team members] know more than I personally do. Together they
can do more than I personally do. They’ll get histories that I’m not able to get.
They’ll be able to provide counseling and insights that I simply don’t have the
expertise in. Together I expect the team to achieve better outcomes for the patient
than if I were by myself.

Another physician (110M) described how the physician and nurse educator combine their
skills and efforts for a more thorough patient assessment and development of a more
realistic treatment plan.

I can come up with all of these grand schemes that I think look great, and the nurse
educator will really see if this is something realistic. They’ll assess the patient, their
level of health care literacy, understanding, ability to implement these programs. So
they’re the reality tests…. Things may sound good to me, but maybe the patient
doesn’t tell me all the issues and barriers and problems that might prevent that.

A third physician (108M) discussed how team members sometimes initiate treatment
changes in a more timely fashion than physicians might do on their own. He described the
patient situation as: “So you change my blood pressure medicine, but you don’t see me for
three months…but if I [the patient] saw other team members in between, and they knew
what the plan was, then they could make adjustments …too.”

Some study physicians described how the multidisciplinary treatment team offered patients
more contact time with providers and thereby greater availability to and familiarity with
patients. They further described how physicians were limited in the amount of time they
could spend with patients. One physician (110M) noted that “the patient calls them [diabetes
educators] more than me.” Another physician (107F) described that “the nurse assesses the
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needs as well as meets the needs” of patients by “checking in or giving detailed
instructions.” A third physician (110M) reported that nurses and nutritionists are needed for
“particularly difficult patients who really need to be seen every few weeks.”

Some physicians discussed how the team approach helps patients learn diabetes self-care.
For example, 1 physician (115F) stated: “…to hear something from more than 1 person
helps to solidify in the patient’s mind that this is good for them.” Another physician (118F)
stated: “I think the more ways someone can hear about diabetes …the better as far as
success.” A third physician (102M) explained how team members reinforced learning by
being “available and open to answer questions that the patient has …and providing both
positive and negative feedback.”

Finally, physicians described how the team approach helped patients develop treatment
relationships and offered more opportunities to find a compatible provider-patient match.
For example, 1 physician (111M) stated, “The nurse may be much more effective than I am
in terms of communicating and getting them [patients] involved in understanding what’s
going on.” Another physician (107F) reported: “There are so many people [on the team] that
even if they [patients] don’t click with one of them, there’s bound to be somebody else. And
I think it’s important that they find somebody that they feel understands them and cares
about them.”

Concerns with the Team Approach
Although all study physicians described the treatment team as a positive and important part
of diabetes treatment, they also expressed some concerns about difficulties that may arise in
the use of the treatment team. Thirty-two percent described difficulties maintaining regular
intra-team communication and how institutional factors such as providers’ schedules and the
lack of consistent team membership interfere with communication and effectiveness of the
treatment team. They also described how the treatment team might be problematic for some
patients.

Physicians acknowledged how the treatment team’s multiple messages reinforce learning of
diabetes patient self-care, and an equal number described the difficulty with and necessity of
patients receiving consistent information through regular and ongoing communication
among team members. As 1physician (103F) stated, “I think there are many messages that
the authors can give patients, and when the authors don’t act as a team and give a
coordinated message, that’s the most devastating thing.” A second physician (108M)
reported the necessity but infrequency of intra-team communication: “I guess the treatment
team is really helpful when they are able to communicate with each other about what’s
going on. It’s something that I think doesn’t happen in most treatment teams.” Another
important concern was how team members resolved differences of opinion to prevent
operating independently when discussing recommendations with patients. For example, 1
physician (101M) reported:

Well, that we’d work together and …work as a team and give a consistent message
to the patient…and that each would have his own role…if the dietitian’s suggesting
one thing, and if I have some other idea, I wouldn’t tell the patient this. I would…
talk to the dietitian if there’s some disagreement.

A few physicians described how institutional factors impede regular team communication.
For example, 1 physician (104F) reported on the negative effects of a lack of consistent team
membership: “Sometimes you’re not always sure who’s going to be on the patient’s team,
which makes communication more difficult.” Another physician (108M) described how the
institution’s physical space and providers’ schedules also may impede team communication:
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The problem is more a physical process…. if the nurse were sitting in the same
office with the physician or around the corner they would be able to talk about
things more, but our scheduling, the fact that we’re busy and in different places
make it harder. I think that’s a particular problem for primary care offices where
their team members are more likely not to be in the same building, and their
communication with them can be delayed.

A few physicians also expressed concerns about the team approach in relation to addressing
patients’ individualized treatment needs. One physician (103M) cautioned against the team
approach becoming formulaic and noted the importance of individualized treatment: “You
can’t treat diabetes like an assembly line where everybody requires the same
interventions….” A second physician (105M) stressed that “the team needs to be tailored to
each patient.” Finally, another physician (104M) raised concerns about some patients’
reluctance to see the team’s multiple providers including nurses and dieticians: “Some
patients don’t want to have a team or don’t understand the importance of a team…. It’s
logistically difficult for them to come to these appointments, and they’re not sure why they
need to see anyone other than a doctor.”

Conclusions and Implications
This qualitative study interviewed 19 physicians (primary care and endocrinologists) and
found that all considered the multidisciplinary treatment team as essential to their work with
type 2 diabetes patients. Study physicians described how the core multidisciplinary team
including physicians and diabetes educators offered complementary skills and more contact
time for the assessment and treatment of patients. They also described an expanded team
that included specialists to whom patients were referred for mental health concerns or
diabetes complications. They discussed how the core team could assist patients in learning
diabetes self-care through consistent messages, repetition of information, reinforcement and
feedback of self-care behaviors, and greater availability to deal with diabetes concerns that
may arise. They further discussed how regular and ongoing communication among team
members was mandatory for effective team functioning, but some expressed concerns that
institutional factors impede this communication. They also voiced concerns about how the
team approach may affect individualized treatment and how some patients were reluctant to
see the team’s multiple providers. Finally, study participants discussed how patients with
diabetes need more time and availability than most physicians in a 1-person practice can
provide.

As the diabetes epidemic increases, primary care physicians more frequently manage
complicated diabetes patients who present with many co-morbidities21. Diabetes treatment
has become more complex, and the number of clinical concerns addressed during primary
care visits has increased to a greater extent than has visit duration, resulting in less available
physician time to address each individual problem.22 Thus, team members’ increased
availability to and familiarity with diabetes patients may be crucial to improved diabetes
care. Further, in today’s medical world, there is a pronounced need for the multidisciplinary
team approach that improves A1C and LDL cholesterol results, adherence to medical
guidelines, patients’ satisfaction, and health outcomes.23–25

Patients often have difficulties integrating self-care regimens into their lifestyles26,27, which
may lead to frustrations, emotional struggles, and diabetes complications28,29. The
American Diabetes Association’s Standards of Medical Care recommend psychosocial
screening and follow-up to overcome barriers to self-care and stress the need for a treatment
environment that includes: 1) incorporation of psychological assessment into routine care, 2)
establishment of emotional well-being as part of diabetes management, and 3) use of the
patient-provider relationship as a foundation to increase patients’ acceptance of mental
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health referrals.10 Some primary care physicians described addressing mental health
concerns as part of their role whereas other physicians described making referrals to the
expanded team’s mental health specialists. Interestingly, physicians did not raise how or
whether mental health concerns are discussed in core team meetings. This absence is
particularly noteworthy because of the increased focus on type 2 diabetes patients needing
psychosocial support to help with initiation of insulin, therapy30 lifestyle challenges, and
ongoing self-care31. These physicians’ challenges with patients’ social and emotional
difficulties are discussed elsewhere.32

Several participants in the present study noted how institutional factors (eg, physical space,
providers’ schedules, and non-consistent team membership) impede regular team
communication and team effectiveness. Other studies also reported how institutional factors,
such as communication barriers and constant changing of team members, interfere with the
most efficient use of the diabetes treatment team.33 Therefore, further study of the ways
institutional factors interfere with the efficiency of team operations is needed.

A limitation of this study is the somewhat homogenous sample (e.g., 100% now practicing
in the Boston area, 79% non-Hispanic white). Another limitation includes the greater
number of endocrinologists than primary care physicians. Further, study physicians may
manifest a potential bias in their responses because of social desirability.

This qualitative study interviewing physicians is the beginning step in gaining greater
understanding of team members’ views of the multidisciplinary diabetes team approach.
Interviewing other core team members - including diabetes educators, nurses, nurse
practitioners, and dieticians - as well as patients could provide a more comprehensive
understanding of the team’s impact on type 2 diabetes treatment. Further, exploring how or
whether the expanded team of specialists contributes to team treatment planning for type 2
diabetes patients also is essential. Finally, exploring factors that promote intra-team
communication and help overcome institutional barriers to that communication is needed.
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Table 1

Demographic Characteristics of Physicians

Mean ± SD (n=19) Range

Age (years) 48.2 ± 9.3 34–63

Years in medical practice 20.8 ± 10.1 7–38

Percent of practice with type 2 diabetes 52.4 ± 25.2 7.5–95

Female (percent) 42.1

Nonhispanic white (percent) 78.9

Endocrinologist (percent) 73.7
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