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Introduction

Healthcare systems are increasingly adopting interpro-
fessional collaborations that harness the range of expertise

and skillsets of medical and social care professionals to
provide high quality and effective care.1 One of the pri-
mary settings for this model of healthcare is the Patient-
Centered Medical Home (PCMH), where patients can
receive more coordinated and higher quality multidisci-
plinary care.2 The PCMH model for primary care was sup-
ported by the Patient Protection and Affordable Care Act
of 2010 and a number of professional organizations in-
cluding the American College of Physicians, resulting in
widespread reform of primary care delivery.3 A number
of studies have evaluated PCMH from the health care
provider perspective.4-7 For example, attending physicians
and residents reported improvements in care coordination,
quality and safety of care after the introduction of PCMH
but also highlighted inadequate staffing and clinic hours.6
Another study found that nurse care coordinators were the
single most valuable element of a payer-based PCMH
while the online data portal was the least valuable.4
Specialist practice reform has lagged, resulting in the

development of the analogous patient-centered specialty
practice model by The National Committee for Quality
Assurance (NCQA) in March 2013.8 The NSQA standards
largely aim to improve care coordination between primary
and specialty practice as well as between specialty prac-
tices.8 Prior research has explored the adoption of the
medical home model in a wide range of specialties includ-
ing radiology, urology and gastroenterology.9-11 There is
growing evidence that a Specialty Medical Home (SMH)
can improve clinical efficacy, quality of care, and help re-
duce avoidable Emergency Department (ED) visits, hos-
pitalizations, and procedures,12-16 including in the context
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of Inflammatory Bowel Diseases (IBD).17-20 Most studies
have used cross-sectional design and focused on patient
outcomes. 
The PCMH and SMH models demand successful

inter-practice coordination, which means, for example,
that a primary care practice works together with a spe-
cialty practice to coordinate care delivery for particular
patients who receive care from both types of providers.
However, this coordination of care also happens within
each practice through interprofessional work between dif-
ferent kinds of providers: physicians, nurses, dietitians,
social workers, etc. Effective teamwork within the multi-
disciplinary teams that make up PCMH and SMH models
has been shown to significantly improve clinic efficiency
and patient safety.21 However, creating an effective team
is challenging. Healthcare professionals rarely collaborate
with other health care disciplines during formative train-
ing (e.g. physicians-in-training rarely work with dieti-
tians-in-training).22 Healthcare is structurally hierarchical,
which can result in allied health professionals “elbowing”
to defend their scope of practice and secure their position
within the hierarchy. This behavior undermines collabo-
ration and communication between health professionals.1
Few practices allow protected time for inter-professional
collaboration, such as dedicated time for multidisciplinary
team meetings, despite this factor being critical for getting
a holistic view of the patient and their needs.23 Our study
studied the process of establishing an SMH over a one
year period in order to identify best practices.

Methods

Setting

This study took place at the Susan and Leonard Fein-
stein Clinical IBD Center, which is part of the Icahn
School of Medicine at Mount Sinai and the Mount Sinai
Health System in New York City. The Medical School is a
unique setting for IBD as it has been on the forefront of
research, identification, and treatment of gastrointestinal
(GI) illness since the division’s early days. An outpatient
clinic was founded and devoted solely to GI diseases in
the early 20th century. The IBD Center gastroenterologists
cared for 7,500 unique patients with IBD in 2017 alone.
Gastroenterologists from throughout the state area send
their most challenging cases to the IBD physicians. The
Center features personalized treatments, innovative strate-
gies in disease management and the opportunity to partic-
ipate in clinical trials. The centralized location of the IBD
Center enables extensive collaboration among pediatric
gastroenterologists, adult gastroenterologists, surgeons,
and allied health professionals and delivery of comprehen-
sive care. The program we examined is called Gaining Re-
silience Through Transitions in Inflammatory Bowel
Diseases, or GRITT™-IBD, and is an SMH providing
team-based multidisciplinary care for pediatric and adult

patients with IBD with multiple and complex needs. Here
and below we use the terms “IBD Home” and “GRITT”
interchangeably. IBD Home patients receive fully inte-
grated medical, behavioral, and nutritional care, which is
collocated and delivered at the point of service within an
academic IBD Clinical Center. The IBD Home team con-
sists of non-physician providers: a psychologist, social
workers, registered dietitians, a clinical pharmacist, nurse
practitioners, nurses, a population health coordinator, a
child life specialist, and a clinical coordinator. In a separate
article, we describe the role of physicians in this program
that we found to be that of advisors rather than leaders of
the multidisciplinary team.24 By the end of the second year,
the program had over 150 patients enrolled in high-touch
care, with about half as many having graduated from the
program. Program for Protection of Human Subjects at the
Icahn School of Medicine at Mount Sinai approved the
protocol of the study (IRB-17-02423). 

Study Design

This multimethod study includes two components: i)
observations of team meetings by two observers, [KG and
EM] (approximately 30 observation hours per year); ii)
semi-structured interviews with GRITT team members
and referring gastroenterologists. 

Data Collection

Observations. One or two observers [KG and EM] at-
tended GRITT meetings on a weekly basis in 2017-2018.
We introduced the study to the team and secured team
members’ verbal consent to take notes during their discus-
sions. We also informed the team that they could declare
any part of the conversation “off the record” at any given
point in time, and it would not be recorded or otherwise re-
ported. When a new member joined the team, we reintro-
duced the study and secured the new member’s consent.
Observers were taking handwritten or typed notes. We fol-
lowed a loose observation schedule found in Table 1, and
took note of any questions that arose during our observa-
tions. Both observers had independent meetings with the
team leader (LK) and used these meetings to clarify any
new developments or decisions made in the group.
Qualitative interviews. Two authors [KG and LK]

developed the initial interview guide that focused on five
major topics: i) start of the program; ii) current state of
the program; iii) decision making about team processes;
iv) patient stories – successes and challenges; v) impact
on provider wellbeing (resilience, burnout, coping).
Table 2 includes examples of questions we asked in each
domain. Two researchers [KG and EM] conducted all in-
terviews. The interviews lasted approximately 30 min-
utes on average and were audio-recorded with
participants’ permission and later professionally tran-
scribed verbatim. Before each interview, we informed
each participant that LK, who is the supervisor for some
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members of the team and the team lead, would be
blinded from the interview data and would only see the
results of the analysis with no identifying information.
After the initial round of interviews with the GRITT
team members were over, two interviewers used a short-
ened interview guide to interview gastroenterologists at
the IBD Center who did not participate in the weekly
GRITT meetings (Table 3).

Analysis

Two analysts [KG and EM] read all meeting notes to
identify descriptive information, e.g. number of atten-
dees, number of patients discussed and scored, decisions
about the program and processes made over the year.
The two analysts also coded all the interview transcripts.
First, the analysts coded one transcripts per week inde-
pendently using the comment function of the word-pro-

cessing program, creating and applying codes to ex-
cerpts of data (open coding approach). The analysts met
weekly to discuss coded interviews and come to agree-
ment on codes and their definitions for three weeks. The
researchers reviewed any disparities to ensure that the
analysis was consistent across analysts. As a result of
these discussions, we deemed some codes to be too spe-
cific and combined them with other codes (e.g. “EMR
challenges” became “EMR” because there was very little
data related to this topic). On the other hand, we also
found some codes that were too general that needed to
be split (e.g. code “communication” evolved into “team
communication”, distinct from “team meeting” and
“team composition”). Our team was able to reach
Cohen’s kappa of 0.70 after three rounds of coding and
discussion. After the first two interviews were discussed,
the analysts used NVivo 11 software24 to assist with data
coding and editing of the emerging codebook. 
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Table 1. Observation schedule topics and questions to observer. 

Topic                                                              Questions to observer

Attendance                                                     How many people? Who’s present? Who’s missing?

Patient queue                                                 Describe a few patients discussed today, in particular success or failure stories. Who presented the patient?
How? What next steps were identified? How did team members react to the patient story?

Decisions around the IBD Home process      What process issues were discussed? What decisions were made? Was a point person identified to carry out
these new process decisions?

Changes in team meeting                              What was surprising or out of the ordinary in today’s meeting?

Table 2. GRITT Team Interview Guide: topics and sample questions.

Topic                                                              Sample questions

Program start                                                 Can you describe some of the first meetings? Who was present?

Current state of program                               What do you like about the team meeting? Is there anything you would like to change? How do you decide
which patients need to be discussed in the meeting? When do you mention IBD Home to patients? E.g.
during visit, after conferring with a colleague

Decision making about the IBD                    How are decisions about the processes for the IBD Home usually made? Do you participate in decision
Home processes                                             making? Give some examples. 

Patient stories: successes and challenges      In your opinion, what is the impact of the IBD Home program on patients? Can you give some examples of
success stories about patients who got better because of IBD Home? Were there any disappointing cases?
How do you handle disappointment as a team?

Impact on provider wellbeing                        How, if at all, has the program affected your daily work? Do you think burnout is common in your field?
What do you do to prevent burnout? 

Table 3. Gastroenterologist Interview Guide: topics and sample questions.

Topic Sample questions

Introduction to the IBD How did you learn about the IBD Home program? What was your first impression of the IBD Home program?
Home program

Current interactions with IBD Have you referred patients to the program? If so, how do you decide when/ which patients to refer? Can
Home team you give an example of a patient you referred to the IBD Home? How do you describe the program to your

patients?What happens after a referral? Have you seen any impact of the program on your patients? Please
describe.

Burnout Do you think burnout is common in your field? Do you think the IBD Home program impacts your workload?
How? 
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Results

We interviewed 17 people in total, including 11
members of the IBD Home team and 6 referring gas-
troenterologists (Table 4). Weekly team meetings
(N=9±3) included behavioral health providers, nurse
practitioners, nurses, dietitians, a clinical pharmacist,
and clinical coordinators. Other roles included a child
life specialist and a population health researcher. Physi-
cians referred patients with psychosocial comorbidities
such as depression and anxiety to the IBD home. Ini-
tially the team enrolled all referred patients. Later, they
developed exclusion criteria and a patient complexity
score to manage the volume. Some providers reported
increase in their workload (social work, nutrition) while
others’ workload was unaffected (gastroenterology, nurs-
ing). No physicians attended team meetings regularly.
Below we discuss team building and leadership, patient
selection for the medical home, weekly team meetings,
the patient complexity score, and the impact of the pro-
gram on health care providers/ members of the multidis-
ciplinary team.

Team Building and Leadership

By team building and leadership, we mean to capture
what we observed in the team meetings with some con-
sistency and what team members said about their subjec-
tive perception of their team (e.g. who was in and who
was out of the team, who led team meetings and who co-
ordinated the work of the team outside of the meetings).
According to our observations, which our participants
confirmed, it was helpful for the team leader to have au-
tonomy in making hiring and firing decisions. This en-
abled the selection of team members with the
personalities and skill sets to match the unique needs of
the patient population the IBD Center serves. According
to one team member,

…as far as the different services that have been
provided to the patients… [the psychologist]
started those as soon as she came here, so the
GRITT program was like the unofficial [name]
program, but as soon as [the psychologist] came
here and was doing hypnotherapy, and then she
hired [the social worker]. She hired… all of us. […
] Pretty much everyone on the team. And through
our interviews she kind of… tailored it to what she
knew and our different skill sets.

The team leader described doing a listening tourwhen
she first joined the institution.

I… went around the hospital and met with a
bunch of different people and heard about their ei-
ther medical home or their integrated [service]. So,
I met with like the primary care medical home
providers and their social workers and learned how
they did it. I met with people basically around the
hospital that had different roles at the systems
level, just a listening tour. And then that started to
give me a sense of what would be doable within
the Sinai system, what I was hearing from them...
[…] Things to avoid, how they were collecting
data, whether they were using any kind of theoret-
ical models…

Several team members reported that the team leader
was “very open to receiving ideas and implementing
[them]” and “supports everyone’s passions,” increasing
team buy-in. For example, one team member described
the team leader’s style as follows:

I guess it’s also having [the psychologist] be
that team leader to constantly coach us on how the
[IBD Home] format should be, and whether or not
certain patients are eligible or not, and training us,
while we’re having these meetings, to be able to
fine-tune how we do this was really important, in
a very nonjudgmental way. Really just trying to
give us the ability to talk about patients and seeing
whether or not they were appropriate. 

Leadership was also distributed so that several team
members led the weekly team meeting on a rotating basis
when the founding team leader was away or unable to at-
tend. One team member thought the team leader “needs
to be around more” but added that “we do fine when she’s
not there, too. We know what has to get done because
we’ve been doing it for a while.”

Patient Selection

By patient selection, we mean to document the infor-
mal criteria the team applied to patient cases in weekly
meetings and their accounts of how these criteria evolved
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Table 4. Total respondents by role.

Role                                                          # of Personnel (N = 17)

Psychologist (PhD)                                                     1

Social Worker (MSW)                                                1

Dietitian (RD)                                                             2

Nurse (RN)                                                                 2

Nurse Practitioner (NP)                                              2

Health Population Specialist (MS)                             1

Clinical Pharmacist (PharmD)                                    1

Child Life Specialist (CCLS)                                     1

Gastroenterology Attending (MD)                             4

Gastroenterology Fellow (MD)                                  1

Resident (MD)                                                            1
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over time. Initially the GRITT team accepted all IBD pa-
tients referred to the program. However, the team reported
that patients that refused to engage with care caused frus-
tration among staff potentially leading to burnout. To
combat this problem, the team began discussing a stricter
set of criteria for enrolling or rejecting proposed patients
from the program. At that point, the team agreed to focus
on highly complex patients, typically presenting with a
combination of active IBD symptoms and psychosocial
issues such as depression or anxiety. The team would re-
ject (“GRITT-ject”) some patients referred to the program
for the following reasons: i) patients did not want to be
part of the program; ii) had no active IBD symptoms; or
iii) had psychiatric problems beyond the scope of IBD
therapists. The team also removed patients who consis-
tently failed to engage with the program and their
providers after being enrolled. According to one team
member, “setting boundaries around what the team was
willing to work on and what they weren’t [was very im-
portant].” This was different from most medical homes,
in which neither providers nor patients have a choice.
There are certain criteria, and if the patient meets these
criteria, they are enrolled, even if they never make a single
appointment. The team decided that they “weren’t taking
in help rejecters. Because that’s not a good use of re-
sources. One, because the patient is still going to continue
with nonadherence to treatment. But two, the team… peo-
ple are burned out by help rejecters.” A team member or-
dered a “GRITT-jected” stamp for each member of the
team, and the term was used throughout subsequent meet-
ings as a lighthearted way of giving back control of the
patient queue to the team members. This enabled the team
to focus on patients that would benefit from a high-touch
approach and prevent provider burnout.

Weekly Team Meeting

This theme describes weekly team meetings in terms of
their composition, goals and achievements. The weekly
team meeting played an integral role in the GRITT pro-
gram, enabling interprofessional learning, team bonding,
and multidisciplinary discussions of how to approach par-
ticularly challenging cases. One team member commented:

I am really surprised at how well maintained
and consistent it has stayed. I mean, I guess we
should attribute that to [the psychologist] because
our Thursday meetings are consistent. And even if
she wasn’t in the office, she would say these meet-
ings should continue. So that consistency really
helped to build, I think, the longevity and also
credibility of the program, both to us, the people
involved, but also to the [physicians].

The meeting was never mandatory, but the team mem-
bers (average of 9 people) voluntarily attended it on a
weekly basis and emailed the team leader if they were un-

able to attend. Several team members described team
meetings as “fair” and “collaborative.” One team member
elaborated: “I think the group gets along really well, and
the goal really is for the patients, and everybody seems to
care about it, and care about them.” The meetings have
transformed from a “general discussion” to “very organ-
ized in terms of [discussing] psychosocial, nutrition, all
the medical needs.” According to one participant who was
there at the start of the medical home: 

Initially… [th]ere wasn’t really as much organ-
ization as there is now… we would just… think of
patients that needed the home and just… have an
open discussion about it and what their needs
were, and… assign people to follow up with them.
But now it seems to be more regimented. […] We
know which team players have to meet with the
patients to address which needs. […] …there’s a
whole systematic approach to it.

Even in this structured format, there was still some
room for levity, as a team member explained, “there’s a
lot of humor and jokes… When we leave here, we are
dealing with other people’s anxieties... we have to have a
place where we can just… make some light of it.” This
allows people to “blow off steam and bond together” ac-
cording to another team member.
Some team members wanted the team discussion to

be more focused and efficient, expressing frustration with
the pace of some meetings: “there could be meetings
where we only get through two patients, and we could get
through 20.” According to our observations, the number
of patients discussed in each meeting varied between 1
and 15, with an average of 8 patients per meeting. This
number usually included an average of 3 new patients
considered for enrollment and updates on 4-5 patients en-
rolled in the SMH. Given that the meetings rarely lasted
longer than an hour (sometimes up to 75 minutes), this
means the team discussed each patient for under 10 min-
utes on average. In practice, this varied greatly. For ex-
ample, in one meeting the team discussed a pediatric
patient who was in crisis, and did not discuss any other
patients that day. According to our observations, the num-
ber of patients discussed varied depending on who was
leading the meeting. Some team members encouraged de-
tailed conversations, “a deeper dive” into one or two
cases, whereas others facilitated transitions to the next
case once a care plan was set.

Patient Complexity Score

This section summarizes the development of the pa-
tient complexity score from the participants’ perspective.
Determining a precise set of entry criteria has proved
challenging and the team discussed potential candidates
on a case-by-case basis. About six or seven months into
the program, the team developed an integrated patient
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complexity score that helped streamline decision making.
One of the team members described the program before
the score, “it was more like an ideology, I guess, of [name
of program].” The patient complexity score included a set
of criteria in five domains (general health, nutrition, re-
silience, independence, trouble with the health system)
with a total score ranging from 0 to 100 (100 signifying
optimal health). Selecting a maximum score of 100 was
intentional to simplify scoring and interpretation based on
the grading numerical scale in which “100 is good and
zero is bad.” A combined score of 70 and below was used
as a cutoff for enrolling a patient into the program. Our
respondents reported striving for simplicity because there
was concern a complex scoring system could “burn out
their providers really quickly.” The team leader and the
population health analyst led the development of the
score, utilizing recommendations from relevant team
members for each domain (e.g. nurses commented on the
general health domain, a dietitian helped develop the nu-
trition domain). For example, one team member described
how she helped create one of the sub-scores: “I basically
looked at many different scoring methods […], but then I
adjusted it to our patient population, made it outpatient
population and gastroenterology related.” The patient
complexity score functioned as a communication tool to
focus the team on important domains that had to be con-
sidered and bring them to consensus on the care plan for
the areas with the lowest scores.
Initially, the entire team would score patients during

weekly meetings. Several scoring sessions were held to
help “catch up” with scoring of the previously enrolled pa-
tients. About one year into the program’s existence and 6
months after developing the patient complexity score, each
provider scored patients independently in the domain most
relevant to their expertise (e.g. the dietitian scored the nu-
trition domain). Several team members stated that they
wished the scoring system was more automated, with a sys-
tem that calculated the weight of each category and output
a score in order to reduce human error. Two years after the
program started, there were between 100 and 150 enrolled
patients in any given week and between 150 and 200 grad-
uated, GRITT-jected, and removed patients.

GRITT Impact on Providers

In the impact on providers theme, we summarize par-
ticipants’ perceptions of the impact of their participation
in the medical home on their workload, professional and
personal growth and well-being, and the risk of burnout.
Team members reported several benefits of being in-
volved in the GRITT program and participating in weekly
team meetings, including interprofessional learning and
collegiate support. Team discussion “allow[ed] me to
learn what other disciplines do in order to help that pa-
tient… so I develop more skills”, stated one team member.
Another emphasized that “it makes me feel good about
my job because we get to talk about the positive progress

in people.” Without the weekly meetings in which col-
leagues provided updates on patients, health care
providers would not normally hear from the patients who
are doing well. According to one respondent, “you’re only
focusing on… the sickest people in your cohort… [which
can feel] discouraging at times… and you forget how
many people you’re only seeing like twice a year who are
functioning very highly.” 
Burnout is a common problem in human services in

general and in health care in particular. Our respondents
admitted that working with a large volume of medically
and psychosocially challenging patients is difficult and
“there’s always somebody that is… getting burned out.”
According to our interviewees, weekly meetings helped
build trust among group members who could “talk to each
other [outside of the meeting] and seek support that way.”
This usually took place outside the confines of the regular
meeting on a one-on-one basis. One respondent explained
that having support of a multidisciplinary team who work
with the same type of patients was “very protective from
burnout”: “you’re… with people who, even if they don’t
have the same letters behind their name, really… are
doing the same work.” In addition to collegiate support,
several team members have taken steps to limit the num-
ber of patients they see in order to protect themselves
against burnout. 

Discussion

According to our participants and based on the obser-
vations of weekly team meetings, the core components of
the successful development of a team within the medical
home setting are autonomy in hiring and firing decisions
to tailor the composition of the team, regular team meet-
ings (e.g. weekly), and development of clear enrollment,
rejection, and graduation criteria. The model we describe
is similar to the established practices for addressing the
needs of vulnerable high-need high-cost patients25,26 but
also involves several important differences. Blumenthal
and colleagues (2018) summarize evidence-based prac-
tices to improve care for high-need, high-cost patients: “i)
targeting interventions to those patients who are most
likely to benefit, ii) comprehensively assessing patients’
needs, iii) employing trained care managers to facilitate
coordination among care team members, iv) implement-
ing supportive health information technology, v) promot-
ing patient and caregiver engagement, and vi) partnering
with social service providers to address patients’ non-clin-
ical needs.” The SMH we studied, GRITT™-IBD, organ-
ically over time established enrollment criteria that
focused on the patients most likely to benefit from the in-
terventions (e.g. non-adherent patients or those with sev-
eral no-shows were removed from the program to
preserve provider engagement). Patients’ needs were com-
prehensively assessed in several stages: first during an in-
take over the phone after a referral was received, then in
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the weekly team meeting, and lastly offline between in-
dividual providers as necessary to adjust the care plan.
The patient complexity score communication tool facili-
tated care plan development and agreement across team
members. Thanks to the weekly GRITT meetings, team
members were able to piece together key information
about patients in crisis in order to identify their needs and
best ways to address them. The inclusion of health care
professionals from different disciplinary backgrounds
(e.g. social worker, dietitian, clinical pharmacist) allowed
provision of services to high-need, high-cost patients. In
contrast with the established practices suggested by Blu-
menthal and colleagues, the SMH team we studied relied
on in-person weekly meeting rather than the work of care
managers to facilitate coordination across providers. 
The development of IBD medical homes is a recent

phenomenon and only a few have been described in the
literature.10,27 At the University of Pittsburgh Medical
Center, one of the largest such centers, metrics show that
one third of IBD patients are responsible for three-quar-
ters of expenditures, primarily during inpatient care.27
This sub-population of IBD patients is particularly prone
to suffering from concomitant mental illness and limited
social support and would therefore benefit most from a
comprehensive, team-based approach involving extensive
psychosocial and nutritional support that could reduce
emergency room visits and hospitalizations.27 The SMH
model is uniquely positioned to both improve patient out-
comes and quality of life as well as reduce costs for the
care of the most complex IBD patients. Our data support
the possibility that medical homes may also benefit
providers by being a source of collegiate social support
that can help reduce burnout. Additionally, medical homes
may help reduce healthcare fragmentation by enabling
high-quality care throughout the lifespan in a single, co-
hesively organized setting. Effective collaboration and
cross-training of the full spectrum of providers, including
physician trainees, social workers, psychologists, nurses,
pharmacists, and dietitians can help prevent future frag-
mentation. This collaboration was particularly evident
during weekly team meetings, due to the protected time
for team building and case management that occurred dur-
ing the formative months in the beginning of the SMH we
studied, GRITT™-IBD. 
Our study also has some limitations. For example, our

observations are limited to a single IBD medical home
with a unique patient population and providers that may
not be transferable to other settings. This study was started
about a year after the start of the program, preventing
comparison of provider perspectives at the start of the pro-
gram to their experiences at the time of the observations
and interviews. Nonetheless, we believe our findings may
be useful to other centers looking to develop a medical
home for IBD patients if care is taken to elicit input from
the team members during the development process. It is
also possible that this research on IBD Home may be rel-

evant to medical homes in other disciplines that involve
specialty chronic disease management, such as rheuma-
tology or endocrinology.
This study is unique in that the two qualitative re-

searchers were embedded in the medical home team,
which led to the lines between the researchers and the
team members blur. This qualitative study created the safe
space for a feedback loop between the team members and
the team leader, with the researchers discussing the evo-
lution of the medical home, its methods, and its goals reg-
ularly with the team. In this study, we used qualitative
research methods in an applied manner. This marks a tran-
sition away from the traditional extracting nature of re-
search towards an inclusive co-creation and co-team
building with the input from anonymous interviews and
systematized findings. Our institution recognized the in-
novative nature of this team building approach by award-
ing the multidisciplinary medical home team with a
Dean’s Healthcare System Team Science award in 2019. 
Health care professionals aiming to build a medical

home program could benefit from enlisting a qualitative
researcher to collect ongoing feedback from their team.
Qualitative researchers should pursue partnering with
clinical teams to expand their understanding of the clinical
perspectives. Ultimately, these collaborations can lead to
more clinically relevant and better designed studies as
well as theoretically informed and strategic program de-
velopment.
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