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1. Introduction 

Access to primary care for Medicaid 

enrollees is a persistent challenge in the U.S. 

health care system1-4 with studies citing an 

insufficient number of primary care providers 

who accept Medicaid as a significant 

contributor to limited access.5 While the 

Affordable Care Act (ACA) increases 

payments to providers who treat Medicaid 

enrollees, gaps in care access for these 

patients still endure.3,6,7 

One potential solution to the problem 

of insufficient numbers of primary care 

providers who accept Medicaid has been to 

promote the use of interprofessional (IP) 

teams.8 In primary care, IP teams may 

include physicians, nurses, mental health 

professionals, physiotherapists, pharmacists, 

dietitians, midwives, social workers, and 

community health workers.9,10 These teams 

work together to collaboratively manage a 

panel of patients and are composed of 
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Background: Interprofessional (IP) care teams that bring together health care providers 

from multiple disciplines can provide a broader scope of services and enhance efficiency so 

as to increase availability of providers. The use of IP teams may be of particular benefit for 
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social service providers understand their roles on these teams. Our study sought to 
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members that contribute unique skills and 

take on distinct responsibilities, facilitating a 

broader scope of patient care than could 

otherwise be accomplished by a single 

provider. Furthermore, the IP team model of 

care provision can allow other team members 

to help primary care providers manage their 

workload as immediate referrals and consults 

can occur when needed given the 

participation of other IP team members.11 As 

a result, the efficiency of the primary care 

workflow and provider availability to see 

more patients may both be increased.12  

In order to implement efficient and 

effective IP care teams, team members must 

be trained and oriented to the IP team-based 

primary care model, a deviation from the 

siloed manner in which health professionals 

are traditionally educated.13 Such training 

can occur in the context of IP primary care 

education programs, wherein trainees (e.g., 

residents, students) from multiple professions 

(e.g., physicians, nurses, behavioral health, 

pharmacy, etc.) learn to collaboratively 

provide primary care. Common aspects of 

these programs include shared curricula 

across disciplines, team-based learning, 

simulation, and didactic teaching 

methods.14,15 Such programs also aim to 

develop non-technical skills including 

responsibility, communication, 

accountability, and trust.15,16 The need for 

this model of education is now greater than 

ever so that IP care teams can be capable of 

managing complex conditions and providing 

high-quality care to all patients they serve. 

While the use of IP teams is 

expanding, less is known about how 

organizations are training and preparing 

providers to work in an IP care team model.17 

Our study aimed to improve our 

understanding of IP training in the context of 

organizational efforts to expand patients’ 

access to primary health care services. We 

examined IP training programs implemented 

through a workforce development initiative, 

the Ohio Medicaid Technical Assistance and 

Policy Program (MEDTAPP), that was 

designed to increase access to primary care 

providers for the state’s Medicaid enrollees. 

 

2. Materials and Methods 
2.1 Study Design 

Using a multiple case study design, 

we conducted in-person site visits to the 10 

Ohio sites that had implemented IP training 

programs through the MEDTAPP program. 

Site visits were conducted between May 

2015 and June 2016 and involved interviews 

with key stakeholders who had been involved 

in the implementation of IP training 

programs as well as learners participating in 

those programs. In addition, prior to the site 

visits, we reviewed all background 

documents pertaining to the program. Our 

study was approved by the Institutional 

Review Board of The Ohio State University. 

 

2.2 Data Collection  

As our first step in data collection, we 

conducted semi-structured telephone 

interviews with lead administrators from 

each of the programs to understand the 

overall structure of the training program and 

what types of activities it offered. Then, at 

least three members of the research team 

conducted an in-person visit to conduct 

interviews and view program sites. 

Interviewees from the sites included lead 

administrators, faculty members, learners 

who took part in the training, and program 

placement site advisors. A list of interviewee 

roles and numbers of interviewees is 

presented in Table 1. In some cases, we also 

visited program placement sites to conduct 

additional interviews with program staff, 

learners, and faculty members.  
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Table 1:  Interviewees, by Role 

Interviewee Role 
Number 

Interviewed 

Program Leaders 52 

Program Staff 118 

Placement Site Staff 25 

Program Learners 70 

Total 265 

 

We used a semi-structured guide to 

conduct all interviews. The interview guide 

included questions about the interviewee’s 

role in the program, activities the program 

site offered, general perspectives about 

participation in IP training programs, 

opportunities for learners after training, and 

satisfaction with the program. When key 

stakeholders were absent during the site visit, 

we interviewed these individuals by 

telephone after the site visit. All interviews 

were audio recorded and transcribed 

verbatim for analysis.  

 

2.3 Data Analysis 

Our analysis approach utilized the 

constant comparative method of qualitative 

data analysis and standard techniques to code 

our interview data.18 We took an iterative 

approach which included reading interview 

transcripts as well as reviewing relevant 

available literature. A coding team, led by the 

lead investigator, first created a preliminary 

coding dictionary defining broad categories 

of findings from the transcripts. Following 

Constas’ approach, we then classified our 

broad codes into themes.19 A coding team of 

three members met frequently throughout the 

coding process to ensure consistency in 

coding as well as review any new codes or 

themes that emerged.20 We used the 

ATLAS.ti software program to support the 

coding process.21  

 

3. Results 

We found three main categories of 

findings in our analysis of IP training 

programs. These included 1) characterizing 

different approaches to IP training; 2) 

identifying the perceived benefits of IP 

training; and 3) noting the challenges of 

implementing IP training programs. We 

describe these findings in greater detail 

below and include comments from our 

interviewees as additional supporting 

evidence.  

 

3.1 Approaches to IP Training 

We found two main approaches to IP 

training: (1) training programs that focused 

on integrating behavioral health and primary 

care; and (2) general training programs that 

incorporated a range of disciplines in a 

broader IP training model. Notably, both 

types of training programs included a range 

of learner types and various disciplines such 

as medical students, nursing and social work 

students, residents and physicians from both 

primary care and psychiatry, pharmacy 

residents and pharmacists, community health 

workers, and nurse practitioners. However, 

the programs focused on the integration of 

behavioral health and primary care services 

did not cover additional primary care needs 

such as dentistry, for example, or care 

provision in alternative settings, such as 

through school-based health centers. As one 

interviewee of a focused training program 

described, “And so these were preceptors 

who were, and are, very seasoned clinical 

therapists, counselors more traditionally 

trained in the mental health world. And we 

wanted them to learn how to do behavioral 

health care within a primary care setting, 

and then be able to teach the students how to 

do that.” In contrast, descriptions of the more 
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general programs listed participants beyond 

behavioral health providers. For instance, one 

interviewee reflected, “Pharmacy, nursing, 

medicine, and some of the health professions, 

and health and rehabilitation sciences, 

dietetics, respiratory therapy, and PT 

[physical therapy] primarily.” Additional 

comments describing these alternative 

programmatic approaches are provided in 

Table 2.  

 

Table 2:  Approaches to IP Primary Care Education Programs 

 

Program Approach Interviewee Comment 

Focused Approach to 

Integrate Behavioral Health 
and Primary Care  

“Functioning in a fully embedded way in a primary care clinic means that 

you are often not going to have prescheduled appointments when you go 
in. You are going to be serving in more of a consultative role in the 

moment, very dynamic. Physician is in seeing the patient and he or she 

kind of breaks down the barriers and it’s obvious about what’s going on. 
The physician will actually, with the patient’s permission, invite the 

behavioral health consultant into the exam room to have a 15-minute in-

the-moment session with this patient.” 
 

“So, everybody needs to be trained in an interdisciplinary way that they 

understand what each other does, that they learn to appreciate and value 

what one another does, and kind of see the end-goal, what that means for 
patient care and patient outcomes and to always kind of keep that as your 

focus. Think about patient flow. One of our big challenges, um, and every 

time we go into a new center we have this challenge, is by bringing 
behavioral health services in, by bringing students in, you’re changing 

your patient flow. And that has…gonna have an impact on productivity, 

it’s gonna have an impact on how people do their work. How…thinking 

about at what point do you want to introduce behavioral health screens, 
who’s gonna do them, who’s gonna score them, how do you get in touch 

with…how do you bring the behavioral health person into the team care. 

So, the whole patient flow process and for every center it’s different.” 
 

“And we realized now how much we didn’t know at the time about how 

complicated doing behavioral health integration is…it looks really good 
on paper but when you start to do it, it’s very very messy for a variety of 

reasons…clinically, and also organizationally and in terms of 

documentation and making it sustainable… And in terms of who, who 

knows how to do it. You know, no one really knew how to do it, and we 
had to learn how to do it. The supervisors had to learn how to practice 

integrated care so they could train the students in doing it and so I feel like 

at this point, we’ve definitely mastered that.” 

Broad Approach to 

Incorporate a Range of 

Disciplines  

“They’re using an interprofessional model, which is communication, team 

work, collaboration, roles and ethics, so they kind of try to incorporate 

those into each case conference every month, to understand where 

someone would be coming from as a physician, or as an advanced nursing 
provider how those might differ, how you might collaborate, and things 

like that that are brought into the discussion, which also surrounds 

underserved issues and things related to that.” 
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“All the health professions are invited, so medicine, dentistry, nursing, 

social work is invited as well, vet med [veterinary medicine] is invited as 
well, optometry, pharmacy, so all the students get together there. Um, 

they’re jumbled up in groups, and so they’re distributed amongst, I think 

it is about 32 groups and they do role exploration, as well as case-based 

discussion.” 
 

“Well…in terms of interprofessional teams, Ohio was one of the pioneers 

and one of the real leaders in getting mental health courts and juvenile 
drug courts into you know, into existence, particularly the juvenile ones. 

And…[city] is one of the very few in the nation that has a juvenile drug 

court. And it’s just about the only one, I believe, that actually has 

psychiatric services in house at the juvenile hall for that service, which is 
just absolutely remarkable. …And it allows us to interface with the 

juvenile justice system, with all of the psychologists and the ACT 

[Assertive Community Treatment] teams that go out into the community. 
It’s just a remarkable synergy of the legal system and the psychiatric 

system and then the psychology...the therapeutic community.” 

 

3.2 Benefits of IP Training 

A majority of interviewees were very 

positive about the benefits of IP training, and 

described both benefits to the learners who 

received the training as well as to the patients 

who then received care from IP teams. We 

identified four main types of benefits of this 

training: 1) expanded access to primary care 

providers; 2) increased ability to deliver 

‘whole person care’; 3) increased support 

across disciplines; and 4) increased 

confidence and employability of IP-trained 

learners. We describe these benefits in 

greater detail below, and provide additional 

exemplary quotes in Table 3. 

 

Table 3:  Benefits of IP Primary Care Education Programs 

 
Program Benefit Interviewee Comment 

Expanded Access to 
Primary Care 

Providers  

“We’ve provided an opportunity for patients to take away the long waiting time 
and have this nice access to psychiatry services, so I think without the grant, you 

know that, that wouldn’t be possible, that’s very beneficial for the patients, and 

there’s also a huge benefit I think in terms of the learning that’s going on.” 
 

“I feel like we are doing like, like 10 times better at least, and that’s not an 

exaggeration, than what we used to do…we used to have a long waiting list to 

access our services in the child psychiatry area because we had a fairly traditional 
kind of referral system, where the pediatricians would refer to us, and now we 

essentially have like almost no waiting list because the services are being 

delivered in the primary care clinic. Now we have an integrative care clinic with 
our interns…. We have fully staffed and we’re growing in the ability to take care 

of kids in the pediatric clinic where there are 50,000 children a year seen.”  

Increased Ability to 

Deliver ‘Whole 
Person Care’ 

“Now that even just the residents having to learn, ‘No wait a minute, no we’ve 

got these behaviorists here right in our clinic, we don’t have to go that whole 
route of referral,’ you know, so there was a bit of a learning curve for that as well. 

Just you know, them realizing, ‘Oh that’s right we have the warm hand off here, 

we’ve got the psychologists and the counselors here.’ They can refer to 
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psychiatry, but it seems now that everybody’s kind of well aware of how it 

works.” 
 

“…I mean they just, I mean to watch the other professions’ jaws just drop when 

you see a social worker get engaged, like, ‘Oh my gosh I didn’t know those 

resources were out there for these patients too…’” 

Increased Support 

Across Disciplines 

“I found just in practice with multidisciplinary teams, I think the importance of 

them is there are so many resources out there unless you are meeting as a 

multidisciplinary team, so many of them get underutilized; the resources 

available to the patient and when you are meeting as an interdisciplinary team 
you want to know the tricks of the trade, and who to lean on, and who to ask, uh, 

for input from, I just find that very helpful, and you know this MEDTAPP 

certainly reinforces that.” 
 

“So, I mean we, I kind of just talked, I found myself; I had a couple of patients 

who needed the help of the mental health counselor so, I thought I could just turn 
to her and ask her questions, and some of the other staff, the MAs [medical 

assistants], knew these patients well, they were able to give me some background. 

I think that it is really helpful that we have that kind of team-based training 

working with the different staff members and they are so willing to help us.” 

Increased 

Confidence and  

Employability of IP-
Trained Learners 

“So, to give me an opportunity to learn a little bit more about, like I said before, 

where my scope starts, where it stops, who I can refer to, and kind of have a little 

bit more of that friendly feel with some of the other professions and the 
familiarity was extremely appealing for me.” 

 

“…trying to introduce medical personnel to the way that the oral health and 

hygiene has an impact on systemic health and they were...and that’s definitely an 
opportunity for interdisciplinary collaborative efforts to be made, especially 

within a community health center setting whereas there’s not necessarily as many 

opportunities for medical and dental to work alongside one another and both can 
learn their value…” 

 

First, programs typically included an 

experiential component to the training which 

interviewees noted enabled providers to 

expand patients’ access to primary care. For 

instance, one interviewee noted that IP 

training can expand capacity to serve 

underserved patients as residents/fellows 

could see more patients than a single 

supervisor: “It really helps our ability to 

provide…basically the time that I need to 

carve out to supervise them. If I was seeing 

folks clinically, I could not see nearly as 

many as they can. …They can see a lot more 

people than I can see in just the time that I 

need to carve out to supervise their 

interactions.” In addition, with IP training, 

access to providers could be expanded to new 

locations, something that was particularly 

important in smaller communities. One 

interviewee described offering an IP program 

in a school, explaining, “So, being integrated 

into that school and making relationships 

and establishing trust and having an actual 

presence…we’re doing chart reviews on 

anyone that enrolls in our program…looking 

at what are their actual health needs, have 

they had a well child visit, have they had 

immunizations, do they have chronic diseases 

such as asthma and diabetes and we’ve done 

outreach letters…are now starting to do 

follow-up phone calls to the families.” 

Another benefit of IP training 

involved the ability for trained learners to 

provide ‘whole person care’ that addressed 
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social determinants of health. As one staff 

member noted, “It’s really helped us develop 

a number of really innovative strategies to 

address the mental health and behavioral 

health needs of the children. …Our staff has 

grown and the pediatricians who are on staff 

who have benefited…they have become much 

more skilled at addressing mental health 

issues and collaborating with the mental 

health staff on managing those problems.” 

Another interviewee similarly explained this 

benefit, “I am one of the FQHCs [Federal 

Qualified Health Centers] and I love it, 

because it is very interdisciplinary, if we have 

a patient who we feel is struggling with a 

mental health issue we have, we literally just 

walk down the hallway and grab the 

behavioral health counselor or the therapist 

and say, ‘Hey can you just pop in and meet 

this patient?’” 

A third benefit highlighted by 

interviewees involved an increased sense of 

support across disciplines. One interviewee 

reflected, “I think it [MEDTAPP] expanded 

opportunities to share with interdisciplinary, 

interprofessional health care providers 

regarding a different approach…to Medicaid 

populations about health behaviors, or the 

lack thereof. And so it allowed, number one, 

us to bring together psychologists and 

psychiatrists and family docs and train them 

together, to help them see that this truly is 

kind of a team effort in working with patients 

regarding behaviors. And we also had 

students involved in that as well as faculty.” 

This collegiality was also noted in 

descriptions of how the culture was changing 

around care delivery: “So the culture has 

changed over time, which is really cool 

because they really see the value. They saw it 

before but now they really see the value of 

having a behavioral medicine person being 

there. …Also, having the Family Medicine 

residents and physicians being able to 

understand the value of having a behavioral 

medicine person and what they bring to a 

team.” 

Finally, learners also reported more 

confidence with their roles as IP-trained 

individuals. As one learner told us, “…during 

each of those sessions it was very interesting 

to see what types of questions the general 

medicine student asked versus the types of 

questions I asked, and then we also saw how 

they implemented diagnostic and treatment 

as well.” Interviewees also noted that 

employers valued the training learners 

received in IP programs. As one interviewee 

told us, “I had a couple of MEDTAPP 

program graduates last year that that’s one 

of the reasons that [hospital] hired them.” A 

learner reflected, “I didn’t realize, you know, 

how much they do and how much we work 

together you know…I had no idea that they 

could diagnose a lot of mental health 

disorders, so for me that was really 

interesting.” 

3.3 Challenges of Implementing IP Training 

Programs  

Interviewees described four main 

challenges of developing, implementing, and 

sustaining their IP training programs: 1) 

navigating logistics of integrating IP trainees 

into a program; 2) changing expectations 

about approaches to care delivery; 3) 

technology issues; and 4) funding.  
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Table 4:  Challenges of Implementing IP Primary Care Education Programs 

 
Program Challenge Interviewee Comment 

Navigating Logistics of 

Integrating IP Trainees 
into a Program 

“So, we kind of first had to figure out first, how are all the learners going to 

be fitting in schedule wise and then we’re…and office wise, and then we’re 
getting that layer first, and then we’re going to be looking at okay how do we 

layer on an interdisciplinary case conference to [hospital], and then we’ll be 

layering on a kind of a community-based project to [school], so that’s kind 
of where we kind of see the [school] learning center as being able to try to 

integrate these different pieces.”  

 
 

“When you are doing something that nobody else in the city is doing it takes 

some time to get that set up. So, that was pretty much what we spent the first 

year doing.” 

Changing Expectations 

about Approaches to 

Care Delivery 

“And clinicians need to be taught how to work in an integrated environment 

clinically. Not just being good team members but clinically how do you 

modify, how do you practice in order to work in integrated care settings.” 

 
“And again, you know now therapists it’s sacred, you don’t interrupt them 

when they’re in session. Well when you’re in the primary care office you just 

have to get over that sacred thing and realize that you are going to be 
interrupted if the physician has what they consider an urgent or emergent 

situation.” 

Technology Issues “If I need to let them know, it’s…I will contact…call them and there’s 

sometimes I will send something, but of course because, in email with the 
university, has to be secured. So, I don’t have access to their EHR [electronic 

health record] records that they have on their patients. So, what I…there’s no 

names, nothing mentioned, so I will say, ‘Saw client, will update you at the 
next meeting.’ Or something like that, I will…or very very little, we don’t do 

the whole…because I’m not a part of… I don’t have access, so obviously I 

can’t put all of that information out there.” 
 

“…but we had huge issues with access to the internet through [clinic]. So, 

for two years, we actually have been working with [clinic] and the college of 

social work to figure out how we can have internet access, unblocked, to let 
students be able to find resources for patients because that’s primarily what 

they were using those…the iPads for…was to look up resources. Then we 

had issues with printing because our iPads weren’t connected to their, uh, 
printers. They’re very locked down, as you can imagine, with HIPAA [Health 

Insurance Portability and Accountability Act]. and everything, so we had a 

separate internet system that came and went based on kind of how 
connectivity was, but after two years, we finally got to a point and this 

was…students talked about this, that having a lack of internet access is a 

barrier to our provision of care.” 

Funding “Forgive me for being Captain Obvious but the issue is not so much openness 
to team training or even venues as it is support for the people and you know 

what we’ve had to deal with as a child psychiatry residency is the fact that 

our residents get very little CMS [Centers for Medicare and Medicaid 
Services] funding.” 
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“I think it’s having funding to have physicians and faculty there, I think. I 
don’t know if we would be able to do that, the funding piece. We’re still 

trying to figure out the sustainability of some of this as we go forward, ‘cause 

it’s an important place for them to be, it’s meeting a community need but 

we’re really trying to figure that out.” 

 

Across sites studied, interviewees 

frequently mentioned logistical challenges 

they faced in integrating the role of IP 

trainees with existing clinic practices. For 

instance, one interviewee described the 

challenge of moving from the concept of 

providing IP care to implementation: “It’s 

such a culture shift and you don’t kind of 

understand what it means on paper but then 

actually learning each other’s language and 

using the correct terms and all of the 

acronyms and the things that would just get 

lost in the shuffle when you’re not used to 

working on the opposite side of it.” In 

contrast, interviewees described when they 

had overcome this challenge and increased 

awareness and understanding, as indicated by 

comments in Table 3. 

Another challenge noted involved the 

need to explicitly change expectations about 

how care could be delivered when using an 

IP model. In this context, the importance of 

recognizing different approaches by 

professions had to be countered by the need 

to accommodate IP approaches to care. This 

issue was particularly salient when the setting 

did not accommodate the new approach to 

care. As one provider noted, “One of the 

challenges is we have to simultaneously train 

students and their supervisors because the 

supervisors don’t necessarily have the skills 

that we’re trying to teach the students. And 

that’s been interesting.” Similarly, another 

participant explained, “We thought that this 

would be the way to do it, would be to 

collaborate with other mental health 

agencies who already know what they’re 

doing. But what we learned is that what they 

do is different from what we do inside the 

centers.” 

Challenges with technology and 

funding made up the remaining issues 

highlighted around implementing and 

sustaining IP training programs. With respect 

to technology, the most common barrier 

noted involved the challenge of having 

different systems in use in different locations. 

As one interviewee lamented, “That’s one of 

our biggest problems is we have different 

computer systems, so we don’t know who is 

receiving mental health services.” Funding 

was also frequently mentioned as a challenge, 

with the need for ongoing funding 

highlighted as a specific barrier to the long-

term sustainability of IP training programs 

over time.  

 

4. Discussion 

IP primary care training programs 

have the potential to improve access to care 

as well as outcomes for patients in 

underserved areas by expanding the 

availability of primary care providers, but the 

experiences of such programs have been 

varied. Programs included in our study took 

different approaches to educating IP teams 

including programs that integrate behavioral 

health and primary care versus broad training 

for IP team members across a range of 

disciplines. With respect to increasing the 

availability of primary care services, IP 

training programs appeared to enable 

physicians to focus on providing clinical care 

and free up time that might otherwise be 

spent dealing with issues somewhat outside 

their expertise so that appointments could be 

shortened and more appointments made 

available. Research supports the use of IP 

teams to improve access to care,22,23 and 

future research can investigate the 
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opportunities created by IP training programs 

in particular. 

In addition, as the failure to address 

social determinants of health has been linked 

to poorer patient outcomes across a range of 

settings,24-26 the potential for IP training to 

heighten awareness about this issue was also 

clear in our study. Interviewees described the 

ways in which IP programs trained learners 

to address social determinants of health 

through direct instruction, by providing 

opportunities to work with patients dealing 

with these issues, and by reinforcing cross-

disciplinary approaches to care that 

collaboratively address patients’ social 

contexts. Previous studies have shown that 

early exposure to patients who are challenged 

by their social determinants of health can 

have a lasting impact on medical 

professionals,27-29 thus, IP training programs 

that offer learners the opportunity to work 

with patients and multi-disciplinary 

providers to address social determinants of 

health may be more likely to continue with 

this focus throughout their careers. 

Furthermore, evidence suggests that 

interactions with individuals from other 

disciplines can improve providers’ 

knowledge and skills, help them to 

collaborate with colleagues, and increase 

their understanding of the issues their 

patients face.30-32 Learners who participated 

in our interviews described their appreciation 

for the availability of other professionals with 

whom they could consult easily or to whom 

they could immediately refer a patient in need 

of care outside their area of expertise. This 

appeared particularly relevant for primary 

care residents who could discuss a case with 

a psychiatry resident or with a behavioral 

health specialist co-located in the clinic, 

highlighting the important opportunities 

presented by IP programs that promote and 

teach tools to facilitate these types of 

interactions.  

At the same time, interviewees noted 

challenges to implementing IP education 

programs, many of which were similar to the 

patient-centered medical home literature.33,34 

Future work should investigate how to best 

address such challenges to ensure effective 

implementation and use of IP training 

programs within health care organizations 

that can improve care access and outcomes 

for their underserved populations.  

 

5. Conclusion 

IP education programs can increase 

the availability of trained providers able to 

serve Medicaid enrollees, including 

enhancing organizations’ capacity to address 

the social determinants of health in ways they 

cannot without IP teams. Addressing 

challenges such as the need for increased 

interoperability of electronic health record 

systems and ensuring funding to allow 

practitioners in different disciplines to 

provide multi-disciplinary care can both 

improve enrollees’ access to primary care 

and enhance providers’ ability to deliver 

primary care that is appropriate for the needs 

of the patient populations served. 
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