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EXECUTIVE SUMMARY

For the past 24 years, the Governor’s Wellmobile Program has operated as a community
partnership model of mobile nurse-managed primary health care. In 2000, a state statute (Health
General §13-1301 et seq.) codified dual Wellmobile missions:

1. to provide primary and preventive health care services to geographically underserved
communities and uninsured individuals across the state

2. to serve as principle training sites for the University of Maryland School of Nursing
(UMSON) for expanding student learning opportunities in caring for underserved
populations

During FY18, the Wellmobile Program completed year three of the Health Services Resources
Administration (HRSA)—funded interprofessional collaborative practice (IPCP) cooperative
agreement. Using a Bridge to Care model, the Wellmobile filled the gap in Prince George’s and
Montgomery counties’ primary care infrastructure by managing patients who lacked access to
community-based clinics and health care homes. In the effort to transform primary care and
enhance clinical services, this approach entailed accessing the HRSA-funded medical
neighborhood to retain patients with complex health problems by coordinating advanced
diagnostic services and coordinating intermittent specialty consultation. Patients who could not
be safely managed in this model and those with insurance were referred to available patient-
centered medical homes (PCMHs).

The Wellmobile Program collaborated with the University of Maryland School of Pharmacy
(UMSOP) to implement the Maryland Community Health Resources Commission—funded 4
Patient-Centric Innovation to Care: Meeting Patients Where They Live project. This patient-
centric, team-based model provided transition-of-care services to patients with ambulatory care
sensitive conditions who were discharged from University of Maryland Capital Region Health
and at risk for hospital or emergency department readmission.

Implementation of the HRSA IPCP as an enhancement of the Bridge to Care model
demonstrated the potential to create a statewide model responsive to health care reform
initiatives in the most underserved areas. The driving principles of the model were:

redesigning a delivery system compatible with health care reform
implementing IPCP

strengthening care management

testing a funding model

Efforts continued to assure sustainability of the Wellmobile Program by securing a collaboration
with funding and institutional partners to rebuild the former statewide program. Wellmobile
Program leadership conducted exploratory meetings with health system executives to build
partnerships and community linkages for seamless care with PCMHs and to secure an
arrangement with a medical center to use technology infrastructure for sustainability and billing



by the end of the project in June 2018. Dialogue continues with potential new partners in Prince
George’s County for FY'19.

In FY18, the Wellmobile service model included nurse practitioner (NP) primary care, outreach
work, and social work. The HRSA IPCP cooperative agreement funded embedded nurse care
management and clinical pharmacist consultation, completing the team to train health care
professional students in the dynamics of an interprofessional practice model.

Service accomplishments include: 1,561 NP, 504 nurse care manager, 677 social work, and 148
outreach work visits. The team facilitated specialty referrals to health care providers and
facilities, assistance with health care coverage applications, and referrals for other health-related
services across all activities. Combined federal, public, and private funds of $765,189.41
supported Wellmobile Program operations in FY18, including $23,958.60 to support electronic
health record implementation. The Wellmobile Program’s Bridge to Care and IPCP models
demonstrated the capacity to enhance the quality and reduce the cost of care for existing health
delivery systems, including hospitals under the Centers for Medicare & Medicaid Services
waiver and primary care and prevention initiatives. These efforts are aimed at reducing health
costs and health disparities while improving primary care access.

The Wellmobile Program requires sufficient state funding to leverage a meaningful partnership
with a health care system, to establish the Wellmobile Program as an integrated component of
the system’s care model, and to augment financial capacity to build a sustainable model. To date,
37% of funding from the state has not been sufficient to perform services and solidify a financial
partner. However, we are committed to working toward building this model and finding a partner
to impact health disparities, reduce the cost of care, and add needed services that contribute to
improving population health among the underserved.
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The following report is prepared for the Maryland General Assembly to fulfill the requirement of
providing an annual accounting of actual and planned program activities for the- Governor’s
Wellmobile Program.

BACKGROUND AND HISTORY

The Governor’s Wellmobile Program is a community partnership model of mobile, nurse-
managed primary health care designed to serve uninsured and underserved populations
throughout Maryland. The program was established in 1994 on the recommendation of Delegate
Marilyn Goldwater, a registered nurse, who was the executive assistant for health issues in the
Governor’s Office. Delegate Goldwater was responding to the 1993 Primary Access Plan for the
State of Maryland, which directly linked socioeconomic status to poor health outcomes,
inadequate access to health services, and unhealthy lifestyles.

The Wellmobile Program is designed around a mobile health unit that travels throughout the
state to provide health care services and education to underserved and uninsured populations.
The University of Maryland School of Nursing (UMSON) is the institutional home of the
program and leads community partners and private citizens in making the concept a reality.

Delegate Goldwater’s vision called for a Wellmobile Advisory Board representing a broad cross
section of business supporters, health care professionals, community leaders, educators,
communications experts, private citizens, and others. Advisory board members are appointed by
the governor and include representatives from the Maryland House and Senate who are
appointed by the speaker and president of these chambers, respectively. The board’s purpose is
to assist UMSON in overseeing the program, cultivating community and business partnerships,
and raising necessary funds to complement state appropriations.

UMSON began managing the Wellmobile Program in 1994 and raised the corporate and
philanthropic donations to purchase the original mobile unit that same year, outfitting it as a
medical clinic. Between 1994 and 1998, a single Wellmobile unit provided maternal and child
health services and immunizations in Baltimore City and in Baltimore, Prince George’s, and
Montgomery counties. The unit also responded to similar needs in migrant camps and schools on
the Upper Eastern Shore.

In 1998, UMSON was awarded a Health Resources and Services Administration (HRSA) grant
to purchase and operate a second mobile clinic, extending services to the Eastern Shore. This
unit was dedicated to expanding access to maternal and child health services and to accelerating
the start-up of school-based health centers by providing an interim mobile step to establishing the
stationary school-based health center clinics. The Eastern Shore Wellmobile went into operation
in summer 1999 to serve counties on the Middle and Lower Eastern Shore in collaboration with
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migrant Head Start health programs, complementing academic-year school-based health center
services. Through collaboration with school-based health centers operated by Caroline County
Public Schools and eventually assumed by Choptank Community Health Systems, Inc. (CCHS),
a Federally Qualified Health Center (FQHC), this second Wellmobile served as a transitional
school-based health center for two county schools until the FQHC’s funding built permanent
clinics.

Changes in Maryland’s health policy—including Medicaid expansion through the Children’s
Health Insurance Program (CHIP) in 1998 and the Medicaid Section 1115 waiver designed to
improve funding and access—revealed gaps in health care access among the adult population.
Consequently, the program, with its two mobile units, shifted its emphasis to a mostly adult
population to address the unmet needs of those in the workforce for whom employment-based
health benefits were unaffordable or not offered.

The success of the program in reaching medically underserved populations prompted health
officers in Western Maryland and the three Lower Eastern Shore counties to advocate for
extension of services into their jurisdictions. From 1999 to 2002, the program grew from one unit
to four with funding from federal and state public and private sources. In 2000, the Maryland
General Assembly passed legislation codifying the Governor’s Wellmobile Program. The statute
(Health General §13-1301 et seq.) identified the following two missions:

e provide primary and preventive health care services to geographically underserved
communities and uninsured individuals across the state

e provide principle training sites for UMSON to expand student learning opportunities in
the care of underserved populations

A FYO01 state appropriation funded the replacement of the original Wellmobile, the purchase of a
Lower Eastern Shore Wellmobile, and annual operating expenses for one Wellmobile. That same
year, when UMSON’s HRSA grant submission for a Western Maryland mobile unit was not
funded, a private benefactor gifted a fourth mobile unit for that region and established Connect
Maryland, Inc., a foundation to support operations by matching state appropriations dollar for
dollar. UMSON raised funds necessary to close the gap in program operating expenses. By the
end of FY02, four Wellmobiles were operating in four regions of the state: Western Maryland,
Central Maryland, Upper and Middle Eastern Shore, and Lower Eastern Shore.

As each new unit joined the fleet, it was assigned a designated regional service area based on:

e funder specifications

e acommunity-needs assessment that identified gaps, such as distribution and proximity of
primary care sites for the underserved

e a concurrent community-asset assessment, including the availability of community
partners and stakeholder commitment

Before placing each of the four units into service, discussions occurred with local health officers,
hospital officials, FQHCs, other health care providers, and local social service agencies, who



became community partners. Between FY02 and 09, with four units operating, the program was
conducting an average of 8,000 consultations annually.

The Wellmobile fleet consists of three 36-foot and one 37-foot fully equipped mobile medical
clinics, each with a reception area flanked by two exam rooms. Each mobile unit can travel
wherever needed in Maryland. The core staffing model includes a driver/outreach worker, a
family nurse practitioner (FNP) on UMSON’s faculty, a nurse care manager, a social worker,
FNP and adult-gerontology nurse practitioner (A/GNP) graduate students, and entry-level
community health nursing and social work students.

An academic partnership with the University of Maryland, Baltimore County (UMBC) School of
Social Work provides field experiences for undergraduate bilingual social work students under
the guidance of a master’s-prepared faculty field instructor. More personnel may be added to
meet the cultural, health, and social services needs of the patient population and to provide care
coordination to facilitate access to local wraparound and enabling services.

In FY16, a HRSA Cooperative Agreement, targeting student and faculty/staff education in an
interprofessional collaborative practice (IPCP), funded the addition of a part-time University of
Maryland School of Medicine (UMSOM) family medicine physician, a University of Maryland
School of Pharmacy (UMSOP) clinical pharmacist, and an embedded bilingual nurse care
manager. The program’s mission complements UMSON’s educational mission by providing
clinical education sites for graduate advanced practice NP and entry-level community health
nursing students, third year medical students, and doctoral pharmacy students.

Undergraduate social work students from UMBC, accompanied by a University of Maryland
School of Social Work (UMSSW) faculty member, also gain clinical experience on the
Wellmobile, contributing to a mitigation of health care workforce shortages in the state and
region.

WELLMOBILE STATEWIDE IMPACT

The mobile feature of the Wellmobile Program allows for unique portability and flexibility in
accessing underserved communities. Except for populations with access to FQHCs, communities
with relatively large numbers of uninsured residents tend to have disproportionately fewer
options for primary health care than their insured counterparts because they lack the financial
resources to compensate providers and/or they reside in more rural, isolated areas less likely to
attract health professionals. Many of the sites served by the Wellmobile Program are federally
designated medically underserved areas, health professional shortage areas, or medically
underserved populations.

Moreover, even the FQHCs and FQHC look-alikes are unable to completely satisfy the demand
for primary care in the communities they serve despite additional funding. In FY'18, HRSA
awarded 16 of Maryland’s 17 FQHCs $4,465,460 in Expanding Access to Quality Substance
Abuse Disorder and Mental Health Services (SUDS-MH) funding. These awards did not expand
primary care services, so this action did not ameliorate the demand for primary care in the
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Between Nov. 1, 2017, and Dec. 15, 2017, Maryland residents could enroll in both Medicaid and
qualified health plans through the Maryland Health Connection and its website,
marylanhdhealthconnection.gov, with enrollment assistance from grant-funded navigators and
assistors. This created the fifth cohort of newly insured beneficiaries, effective Jan. 1, 2018.

Wellmobile services continue to be in high demand, based on the nurse care manager’s report of
long wait times when newly enrolled patients attempted to schedule an initial appointment with
assigned primary care practices and FQHCs within the health plan network, which is their
designated PCMH. Returning patients likewise reported longer wait times when they attempted
to schedule an appointment for a new health problem or following emergency department or
hospital discharge. This is may reflect sustained increased demand by the newly insured for
primary care providers (PCPs) in clinics and private practices.

When patients who entered through the Wellmobile “front door” become eligible for Medicaid,
Medicare, or private insurance, the Bridge to Care model facilitates their transfer to an in-
network care provider or their designated PCP. Uninsured patients too complex for management
by Wellmobile FNPs are likewise prioritized for referral to PCMHs. FQHCs represent the first
choice for uninsured patients. The HRSA-funded clinical pharmacist consultant has enabled the
Wellmobile to continue to manage more complex uninsured patients, along with specialty
referrals when indicated.

Without the Wellmobile, many of the patients who were served would have experienced
significantly limited or no access to health care services and/or delays in treatment. Many would
have resorted to hospital emergency departments as their only source of care. Wellmobile
services played a key role in reducing inappropriate emergency department utilization, a costly
practice that undermines continuity in preventive and primary care. The Wellmobile Program has
successfully filled this role for the state’s most vulnerable residents for 24 years. This has
become increasingly important since the Maryland All-Payer System Model Agreement model,
effective Jan. 1, 2015, prospectively established a fixed annual revenue cap for each hospital.
This methodology encourages hospitals to focus on population-based health management.

The Wellmobile Program has aligned its client services management approach to respond to the
increased demand for primary care services that accompany the statewide implementation of
health care reform. Health care providers and organizations are mandated to manage patients in
the community to prevent and decrease prolonged and preventable hospitalizations,
readmissions, and avoidable emergency department visits. This approach requires increased
availability of primary care access points over a relatively short period of time. Additionally, the
Nov. 1, 2018, reopening of the Maryland Health Connection, designed as a one-stop shop to
facilitate a single-entry point for coverage through Medicaid expansion and private health plan
enrollment, will further strain health plan networks by increasing the demand for PCPs.

The Wellmobile Program is actively pursuing partnerships with health systems to collaborate on
innovative approaches of aligning patient encounters with community-based primary care
practices close to their facilities and in their communities. Under this proposed model, the



Wellmobile Program can enhance the capacity of existing health delivery systems, specifically
primary care and prevention initiatives aimed at reducing health costs and health disparities.

FISCAL YEAR 2018 FUNDING

At the beginning of FY'10, four Wellmobiles served the state in four distinct regions: densely
populated suburban Central Maryland (Prince George’s and Montgomery counties), suburban
Anne Arundel County, rural Lower Eastern Shore, and rural Western Maryland. Three
Wellmobiles operated in nine counties four days each week, and one operated once a week.

Because the program was conceived as a public-private partnership, during FY07, FY08, and
FY09, annual state appropriations of $570,500 to the University of Maryland, Baltimore (UMB)
through the Maryland Higher Education Commission (MHEC) were used to leverage additional
private-sector funding to support the Wellmobile Program. During that time, the range of state
funding that supported the partnership model that facilitated operation of the four units
progressively decreased from 74% of the annual budget in FY07 to 57% in FY09, with federal
funds and other government and private-sector grants and contracts filling the gap.

In those and subsequent years, level state funding could not keep up with rising marketplace
personnel and operating expenses. Following the 50% reduction of FY10’s allocation to
$285,250, planned operations based on an expectation of continued level funding—
supplemented by grants and service contracts—and additional contributions could not be
sustained. This drastic cutback could not be immediately offset by other UMSON fundraising
activities.

By the beginning of FY 10, the Wellmobile Program had experienced a shift in its funding
profiles. For the previous nine years, the program received pass-through reimbursement from the
Centers for Medicare & Medicaid Services for outreach efforts related to case-finding and
enrollment of eligible adults, pregnant women, and children in Medicaid, CHIP, and the Primary
Adult Care Program, under a memorandum of understanding with the Maryland Department of
Health and Mental Hygiene (DHMH). The final renegotiated agreement was effective in FY11.
Reconfiguration of the Medicaid enrollment process into Maryland Health Connection has
rendered this reimbursement unavailable.

This drastic decrease in funding resulted in the contraction of the FY 10 Wellmobile Program and
suspension of Wellmobile services in Western Maryland (three sites), the Lower Eastern Shore
(four sites), and Anne Arundel County (one site), and the elimination of seven positions. Refer to
the Wellmobile Staffing Comparisons by Fiscal Year (Appendix A) for Wellmobile staffing
details. Central Maryland was selected as the sole remaining site because that region has the
state’s lowest ratio of FQHCs to underserved populations. In addition, the region benefits from
strong community and newly developing institutional partnerships and easy access as a clinical
education site for the greatest number of students due to its proximity to UMSON’s Baltimore
and Universities at Shady Grove (Rockville) locations.

The FY 18 legislative allocation of $285,000 composed 37% of the FY18 Wellmobile budget.
The state’s allocation, supplemented by University of Maryland Baltimore Foundation, Inc.



(UMBF), HRSA IPCP, and Maryland Community Health Resources Commission funding,
allowed UMSON to sustain the Central Maryland Governor’s Wellmobile Program at the
previous year’s level of operation.

FUNDING PARTNERS

Consistent with the objective of attaining program fiscal sustainability, the Wellmobile
administration actively pursued funded partnership and grant opportunities with entities
committed to extending nurse-managed primary care services in alignment with community
needs. The last installment of a six-year commitment from a commercial donor was received in
early FY13. A grant award from CareFirst BlueCross BlueShield in FY12 was the sole funder for
the three-year (2012-15) Upper Eastern Shore Primary Care and Services Linkages Project, in
partnership with University of Maryland (UM) Shore Medical Center at Chestertown, one of
three UM Shore Regional Health hospitals. This project successfully redeployed a Wellmobile to
the Upper Eastern Shore. Funds from this grant supported project planning, start-up
expenditures, and implementation through June 30, 2015.

The Wellmobile is not supported by University funding; its funding is dependent upon direct
state budget allocation to UMB, grants and contracts, and public and private sources in
partnership with communities. The Governor’s Wellmobile Program used Wellmobile-
designated funds from donations, partnerships, contracts, and sponsors, totaling $765,189.41 to
complement the state budget appropriation and federal funding to provide services and fund
operating costs in FY18. Sufficient funding was unavailable for additional NP, nurse care
manager, and driver positions to support reactivation of Upper Eastern Shore services or
expansion to other vicinities in Central Maryland or in other areas of the state where demand is
high.

Reactivating additional Wellmobiles and rebuilding the statewide program remains a UMSON
priority because the Wellmobile Program serves as an interprofessional clinical education site for
nurse practitioner, community health nursing, pharmacy, and social work students and is a
faculty practice that enables nursing, social work, and pharmacy faculty to maintain professional
certification. Clinically competent faculty members model evidence-based and interprofessional
collaborative practice to students during clinical practice and integrate clinical experiences into
classroom education. This faculty practice model assures the transfer of clinical skills to the
newest cohort of health care and human services providers who will compose Maryland’s future
workforce.

UMSON’s Department of Partnerships, Professional Education, and Practice, the organizational
home of the Wellmobile Program, supported the program’s development efforts in proposal and
grant writing and partnership development activities, including memberships in professional
organizations and travel to attend meetings relevant to the impact of health reform policy on
safety-net providers and nurse-managed health centers.



WELLMOBILE PROGRAM SERVICE MODEL

The Wellmobile Program provides a valuable service to Marylanders by filling the gap where
services are inaccessible due to increased demand and/or scarcity of access points, particularly
for the uninsured. The program serves as the “front door” for the uninsured and a Bridge to Care,
with the goal of linking patients to a PCMH. The program provides the following services:

1. Clinical care—FNPs conduct physical exams and age-specific screenings and diagnose
and treat common acute and chronic illnesses across the lifespan. Examples of episodic
and acute primary care services include diagnosis and treatment of sore throats, urinary
tract infections, skin rashes, upper respiratory infections, and other common ailments. An
increasingly aging population receive care for chronic conditions such as diabetes,
hypertension, and hyperlipidemia.

The FNPs initiate treatment based on assessment and diagnosis to stabilize the patient,
order diagnostic tests, prescribe generic prescriptions and over-the-counter medications
as indicated, and initiate specialty referrals. FNPs refer complex patients to clinical
pharmacist and social work interprofessional team members for consultation. The team
coordinates referrals for patients requiring diagnostic and specialty consultation to
providers available through the medical neighborhood established under the HRSA IPCP
cooperative agreement.

2. Life-cycle specific screenings—FNPs conduct physicals, well-woman (e.g., breast
exams, cervical cancer screenings, and pregnancy tests) and clinical exams, and identify
and diagnose chronic and acute health problems within the context of a primary care
encounter conducted at Wellmobile routine service sites. Some screenings are conducted
on the Wellmobile by the FNP, assisted by FNP and A/GNP students. Others, including
colonoscopies and mammograms, are performed by referral arrangements to local health
departments, health centers, hospitals, and other community agencies with which the
program has negotiated and established partnership agreements.

The Wellmobile Program provides these services in communities it serves where
partnerships are established with health care facilities and providers who will accept
patient referrals for appointments and provide follow-up for clients who screen positive
for the tested conditions. This practice assures optimal quality and continuity of care.
FNPs initiate treatment using evidence-based clinical guidelines and transition clients
who require treatment beyond their scope of practice to an appropriate medical provider
by matching patient needs with available resources and reimbursement. This is
particularly important for the uninsured, whom providers test to determine eligibility for
sliding-fee and pro-bono arrangements.

3. Care management and service linkages, referrals, and system navigation—The number

of patients requiring extensive care management, referrals to second-tier specialists for
complex conditions and diagnostics, and assistance in accessing related enabling services
(social services, food assistance, prescriptions, interpretation, etc.) has increased with
implementation of the IPCP model. As these resources are essential to improving patient
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health status and quality of life, the program takes the holistic approach to health care that
is at the core of the nursing model of health.

The social worker, bilingual nurse care manager and outreach staff, assisted by RN-BSN
nursing and bilingual social work students, identify community resources and agencies,
including other local safety-net health providers willing to accept specialty referrals and
transfers to a permanent medical home. Priority is given to patients with chronic and
unmanageable acute conditions and co-morbidities. Under faculty guidance, the students
provide a range of interventions that assist those who need housing, food, medications,
and specialty health care to locate and obtain local, state, and federal resources.

4. Health promotion—Educating patients in health promotion, disease prevention,
developmentally specific immunization and screening thresholds, and personal/family
emergency preparedness is the cornerstone of nurse-managed health care. The bilingual
nurse care manager, assisted by community health nursing students, instructs patients on
self-management, employing health education techniques and associated teaching
materials. Patients with acute and chronic disease receive individualized disease
management guidance and health information from FNPs and the nurse care manager.
Students fulfill clinical practicum course requirements by engaging in these experiences.

The Wellmobile health care team functions collaboratively, maximizing efficiency and cost
effectiveness. The program’s central office provides administrative support for scheduling,
patient management and referral, and clerical functions, including faxing, medical record
maintenance and filing, and ordering and distributing office and medical equipment and supplies.
Team members handle all communications, including phone calls, referrals, consultations, and
lab and radiology report follow-up.

Safe and appropriate staffing levels are required to accomplish these duties in compliance with
primary care, advanced practice and general nursing practice standards. The program director
oversees the outreach staff and consults on care coordination and disposition issues during
weekly interprofessional team case conferences. The central office, composed of the director and
a part-time administrative assistant, is responsible for overall program administration, including:

program development

planning and evaluation

community partnership development
fundraising and grant writing

reports

policies and procedures

regulatory compliance and quality assurance
staffing

billing
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FISCAL YEAR 2018 PERFORMANCE, IMPACT, AND PARTNERSHIPS

The Wellmobile Program’s impact in FY'18 focused interprofessional primary care and clinical
services at five community sites in Prince George’s and Montgomery counties. The program
completed Year Three of the IPCP Cooperative agreement under the HRSA Nurse Education,
Practice, Quality, and Retention (NEPQR) program. This required a team-based approach with
the subset of the Wellmobile panel with complex health needs who required extensive case
management and access to the medical neighborhood to provide specialty care that cannot be met
exclusively by the Wellmobile care team.

On Sept. 1, 2017, University of Maryland Medical Systems formally affiliated with Dimensions
Health System and became University of Maryland Capital Region Health (UMCRH). Effective
October 2017, the Wellmobile allocated appointment times for new-patient assessments for
patients referred from UMCRH’s Cheverly and Laurel Regional Hospital sites to the
Interprofessional Care Transitions Clinic.

OVERALL RECIPIENT IMPACT AND COST EFFECTIVENESS

In FY18, the program provided FNP primary care, nurse care management, pharmacy
consultation, social work, and outreach work. Social work encounters ranged from assistance
with applications for medical benefits (e.g., Medicaid, CHIP, Medical Care for Children
Partnership, Kaiser Bridge, and county-specific Breast and Cervical Cancer Treatment Programs
[BCCP]) to referrals for emergency assistance, social programs, and food stamps.

In FY18, 186 new and 424 established patients received 1,561 primary care FNP visits and 504
nurse care manager visits. The social worker and students provided 231 visits to Wellmobile
patients and an additional 446 encounters to social work—only patients. The latter category of
patients received both health- and non-health-related assistance. The 2,742 total professional
visits in FY'18 represents an increase from 2,542 in FY'17. This slight increase in visits was
attributable to increased complexity of patient encounters and the unavailability of the physician
faculty. The bilingual outreach worker completed 148 encounters with Wellmobile patients.

The social worker, nurse care managers, and outreach workers met with patients after the NP
primary care visit to provide additional case management, care coordination, and health care
system navigation assistance. Undergraduate social work students, under faculty supervision,
advised patients on eligibility for public benefits and services.

The scope of social work and student outreach included campaigns to raise awareness of
entitlement programs, screenings for eligibility, assistance in completing applications and
selecting a managed care plan and a PCP, and follow-up on pending eligibility determinations.
Patients eligible for entitlement programs continued to receive Wellmobile primary care services
until they were officially enrolled in coverage, were assigned a PCP, and provided confirmation
of a scheduled appointment for the initial visit with the PCMH for follow-up care. Social work
students completed applications for enrollment in the Catholic Charities Health Care Network’s
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(CCHCN) specialty provider programs and the BCCP programs as well as specialty programs
from area health systems.

In addition to social work interventions conducted on the Wellmobile, the social work team
conducted additional community-based encounters at the Catholic Community of Langley Park
(CCLP) Outreach Center two half-days each week. These encounters involved referrals to
community agencies, including legal; internal medicine and surgery specialists, and diagnostic
services; transfer of cases to permanent health care homes; and communication of results and
modifications to treatment plans. Case management and outreach efforts generated additional
referrals for food, housing, and smoking cessation programs. The following tables summarize the
above-described activities.

FISCAL YEAR 2018 CENSUS AND CLINICAL ENCOUNTERS AND REFERRALS

Unduplicated Primary Care Nurse Care Social Work Outreach
Medical Patients | Encounters Management Encounters Work
Encounters ,

610 1,561 504 677 148

FISCAL YEAR 2018 ASSISTANCE AND REFERRALS
Health Care Provider, Community-wide Assistance with | Other Non-health-related
Diagnostic Referrals, Health Care Provider Referrals, Health Assistance and Referrals
Insurance, and Food Stamp Insurance, and Food Stamp
Applications for Active Patients | Applications
65 169 277

According to the most recent Agency for Healthcare Research and Quality (AHRQ) Medical
Expenditure Panel Survey (MEPS) in 2017,! the average cost of an emergency department visit
in the U.S. was $1,016, with a mean out-of-pocket expense of $97. Previous survey results from
Wellmobile patients revealed that 14-17% of respondents would instead have sought out an
emergency department or urgent care center in the event the Wellmobiles were not available.
Based on 15% utilization, we estimate that the program avoided $237,744 in emergency
department visit expenditures and $22,698 in out-of-pocket expenditures (based only on FNP
visits and exclusive of additional costs incurred in the emergency department for tests and
procedures). Thus, the estimated cost avoidance benefitted the hospital systems in the
communities served by the Wellmobile Program and relevant Maryland all-payer model and
other safety-net providers, including the FQHCs serving Prince George’s and Montgomery
counties.

Also per the AHRQ MEPS, the average cost per patient of a medical visit in 2017 was $228 with
an average out-of-pocket expense of $33. The average cost of a primary care visit to an FQHC
was $104 (National Nurse-Led Care Consortium, personal communication). The market value of
the average professional encounter on the Wellmobile (primary care, nurse care management,
and social work) in FY18 was $220, compared with $244, $226, $197, and $225 in FY17, FY16,

I See the 2017 AHRQ MEPS at htips://meps.ahrq.gov/data_stats/download_data/pufs/h197e/h197edoc.pdf
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FY15 and FY 14, respectively. This amount reflects the allocation of all fixed costs across only
professional (nurse practitioner, nurse care manager, and social work) visits, conducted with the
support of drivers and office assistants, bilingual outreach workers, and the Wellmobile Program
office. These visits were more time and cost intensive due to inclusion of outreach staff
performing interpretation.

The decrease in cost per visit from the previous fiscal year is attributable to increased nurse care
manager productivity, despite faculty and staff salary increases and higher fringe rates. We
anticipate continued salary and fringe benefit increases in upcoming fiscal years due to the
ongoing demand for PCPs with continued implementation of the Patient Protection and
Affordable Care Act (PPACA). Bilingual outreach workers interpret for the non-English-
speaking population throughout the entire primary care visit, inclusive of intake, the NP and
physician encounters, and post-visit health teaching and care management. Additionally,
program contraction due to comparatively fewer available financial resources since FY10
resulted in allocation of administrative costs across lower visit volumes than the 4,762 FNP visits
in FY09.

REGIONAL SERVICE AREA
Central Maryland Project and Report of Fiscal Year 2018 Activities

The Wellmobile has been in continuous operation in Central Maryland since the program started
in 1994. Demand for and utilization of health care services in this area—the Maryland suburbs
adjacent to Washington, D.C.—continued to grow in FY18. The Central Maryland Wellmobile
provided services three days per week at these Prince George’s County sites:

Langley Park Shopping Center (Langley Park)
Bladensburg Elementary School (Bladensburg)

Deerfield Run International School (Laurel)

Franklin Park at Greenbelt Metro Apartments (Greenbelt)

In Montgomery County, the Wellmobile provided services one day each week at the Seventh-day
Adventist Church in Takoma Park.

Since June 2013, the Central Maryland program’s nurse care manager has led care management
and health education efforts, enabling the NP to conduct more visits. The care manager position
was increased to full time in January 2014 to address this population’s care management needs
more effectively. The nurse care manager facilitates care coordination, links patients to specialty
care, precepts nursing students, and oversees clinic flow, including medical records, scheduling,
and outreach efforts. Central Maryland clients included concentrated pockets of Latino and
African populations, who are predominantly uninsured.

Partnerships with health systems and other community-based providers and organizations
enabled the Wellmobile team to provide a comprehensive range of health care services by
accepting specialty and diagnostic referrals. Uninsured patients accessed reduced-cost generic
prescription drugs at local supermarkets, warehouses, Walmart, and Target. This resource has
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been an asset in providing maintenance medications for conditions such as diabetes,
cardiovascular disease, and hypertension. The social worker assisted patients requiring
proprietary prescription drugs with applications to the respective pharmaceutical company’s
patient assistance programs. The clinical pharmacist and pharmacy students assist with formulary
adjustments to ensure optimal cost savings.

The Wellmobile continued to provide key regional outreach and enrollment guidance to patients
for Medicaid and Medicare and to direct patients to Maryland Health Connection for enrollment
and further assistance. Over the past 11 years, a part-time field instructor from UMSSW has
provided continuity in this effort.

The social work faculty member supervised bilingual undergraduate social work students who
located community resources, screened for Medicaid eligibility, and worked with patients whose
applications have been denied to determine the reason for denial and help them reapply, if
warranted. Central Maryland demographics would support the assumption that most adult clients
in this region would be ineligible for enrollment in Medicare, Medicaid, and health insurance
plans, due to citizenship status; however, social workers and outreach workers assisted numerous
clients with applications. Children were screened for CHIP, Medicaid, or the Kaiser Bridge
program, and staff assisted their parents with applications. Staff assisted Medicaid recipients who
brought their determination letters to the Wellmobile with enrollment in a Medicaid Managed
Care Organization (MCO), selection of a PCP, and the required annual re-enrollment process.

The PCMH is an integral concept in the PPACA. The Wellmobile Program served as the “front
door” for many uninsured and underserved residents in the communities it served. Newly insured
patients and uninsured patients whose conditions were refractory to treatment and required
complex management and specialty providers were stabilized and prioritized for referral to a
PCMH, utilizing available FQHCs, other clinics, and private providers.

The average wait time for an appointment at Prince George’s and Montgomery county FQHCs
was three months, resulting in a backlog of patients who stayed under the care of the Wellmobile
FNP until they could be accepted into care. The Wellmobile Program referred patients to
Community Clinic’s (CCI) Franklin Park clinic in Greenbelt (Prince George’s County) and
Takoma Park clinic (Montgomery County). Both sites are open five days each week, and the
Takoma Park site is open on Saturday. The Wellmobile Program referred clients to the Mary’s
Center Silver Spring (Montgomery County) and Langley Park (Prince George’s County) sites.

Because of the persistence of waiting lists for new clients in FY18, the Wellmobile served as the
interim care provider, managing these newly insured patients until they were transferred to a
PCMH. Stable patients and those amenable to Wellmobile intermittent management were
retained on the Wellmobile panel.

This array of services and demonstrated expertise in bridging the primary care gap is an asset to
communities and potential partners in the implementation of health care reform. Population data
and the need to alleviate some of the backlog of primary care access in Prince George’s and
Montgomery counties continued to support the decision to retain Wellmobile services at these
sites when program contraction took place in FY10. '
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The trend of longevity and increasing numbers of complex patients on the Central Maryland
Wellmobile panel provided evidence of the need for more accessible physician consultations. In
February 2014, the Wellmobile Program submitted an HRSA Bureau of Nursing Cooperative
Agreement application to fund IPCP and education using an integrated care model on the
Wellmobile by adding a UMSOM Department of Family and Community Medicine physician
faculty member and a School of Pharmacy clinical pharmacist. While this proposal was
approved, federal funding was insufficient to extend the award for FY15 implementation.

Upon HRSA’s consideration of this approved category of grants for FY16 implementation,
UMSON was notified on July 2, 2015, that the proposal “Bridging Interprofessional Practice and
Education with Integrated Care Through a Medical Neighborhood” was funded to add these
additional disciplines and expanded bilingual outreach worker effort, effective July 1, 2016,
through the end of FY18. After a six-month planning period, the interprofessional clinic was
launched on Jan. 11, 2016. The program completed its second full year of clinical
implementation in FY18.

The goals of this project are to retain patients previously referred to PCMHs by establishing an
advanced primary care IPCP in the Wellmobile clinic that integrates a family medicine
physician, a clinical pharmacist, and additional bilingual outreach workers into the existing
nurse-managed (FNP, nurse care manager, and social work) faculty practice. The IPCP identified
and managed complex patients who required advanced interprofessional interventions. A
partnership with the Archdiocese of Washington D.C.’s CCHCN provided access to specialty
care. The IPCP team retained a nurse-managed identity utilizing patient-centered
interprofessional collaborative team processes and a patient-centered approach to care. Student
IPCP competencies were advanced through clinical rotations and by collaborations with faculty
and students from multiple disciplines to improve patient outcomes. The HRSA cooperative
agreement also funded research efforts to track and document provider, student, and patient
outcomes related to IPCP activities to meet federal mandatory reporting requirements.

Electronic Health Record Implementation

An electronic health record provides the secure platform for exchange of health information
among partners of vertically integrated health systems, including patient-centered health homes.
By easing transitions in care as patients are referred between health systems, an electronic health
record is essential for partnerships and subcontracts with PCPs and FQHCs. In addition,
concurrent access to the clinical record enhances continuity of care, saving time and effort in
collating and filing paperwork.

An electronic health record:

e facilitates efficient operations, care management and quality assurance, and confidential
patient, team, and referral communication and messaging

e links with patient medical records, resulting in streamlined documentation and record-
keeping processes

e assures concise scheduling and accurate data collection of client encounters
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e facilitates reporting of an unduplicated patient census by linking all encounters within a
case

The Wellmobile Program designated the HRSA-funded administrative supplement to engage two
consultants from the National Nurse-led Care Consortium who provided expertise in electronic
health record acquisition, implementation, and system optimization. Since funding did not
support hardware, software, and licensing fees, we rebudgeted other HRSA funds. Successful
implementation of the newly acquired electronic health record required revising patient
management and direct-service workflows to focus documentation and assure timely access to
scheduling and clinical information.

Between December 2017 and March 2018, the consultants and director met weekly with the
vendor to set up the system and further customize the scheduling and documentation packages to
meet the needs of an interprofessional nurse-managed collaborative practice. The specific
disciplines provided recommendations for their respective documentation requirements. Nurse
care management and social work encounters required unique customization. The team was
trained in April 2018 and the system went live on May 1, 2018.

While documentation of schedules and encounters prior to May 1, 2018, remain paper-based and
required manual entry into a database to generate reports, such information will be more readily
accessible from the patient management and clinical documentation components of the electronic
health record in subsequent fiscal years.

HEALTH DISPARITIES IMPACT

The Wellmobile Program has been at the forefront of responding to cultural and linguistic
diversity and mitigating health disparities since its inception. However, the immigrant
population, with its language and customs challenges, continues to demand a considerable
expenditure of time and personnel. The largest group served by the Wellmobile in Prince
George’s and Montgomery counties is the multinational Latino community for which Spanish is
the primary language. African and Asian immigrants constitute the second and third largest
immigrant client groups, respectively.

These populations face complex medical and social challenges, are uninsured, and experience
delays in accessing an overburdened FQHC safety-net provider system. Other challenges related
to cultural diversity include limited English language proficiency; overall generic literacy
deficits, such as the inability to read and write in their native language and in English; and
marginal health literacy.

The bilingual (English and Spanish) nurse care manager, outreach workers, and social work
students work effectively with this multinational Latino community and their associated health
literacy challenges. The Wellmobile is often the health care provider of last resort for these
populations. Employing prevention, early detection, and treatment of chronic and acute illnesses
keeps these patients out of the hospitals and decreases expenditures in the all-payer model.
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COMMUNITY PARTNERS

Throughout its existence, the Wellmobile Program has relied on the support and cooperation of a
host of committed partners to deliver a comprehensive array of health care and human services to
its clients. In each region served by the Wellmobile, the program has carefully identified and
accessed a set of community and health care organizations whose missions and strategic goals
are aligned with its own. While these partners provide no direct monetary support, their in-kind
services and collaborative relationships enable special populations to gain access to their
facilities, medical professionals, and enabling personnel, who accept client referrals for
additional services. Through these partnerships, the Wellmobile Program has become an integral
part of the health care delivery system in the communities it serves.

In Montgomery and Prince George’s counties, the following community partners provided
Wellmobile parking and access to facilities:

Bladensburg Elementary School, Bladensburg, Prince George’s County

CCLP, Langley Park, Prince George’s County (an outreach site of St. Camillus Parish,
Silver Spring, Montgomery County)

Deerfield Run Elementary School, Laurel, Prince George’s County

Franklin Park at Greenbelt Metro Apartments, Greenbelt, Prince George’s County
Langley Park Shopping Center, Langley Park, Prince George’s County

Seventh-day Adventist Church, Takoma Park, Montgomery County

The following community partners provided access to health services and accepted referrals for
Wellmobile clients:

Brentwood Senior Center/UM Capital Region Health, Prince George’s County
CCHCN, Washington, D.C.

CClI, Greenbelt, Prince George’s County and Takoma Park, Montgomery County
Community Radiology Associates, Montgomery and Prince George’s counties
Doctors Community Hospital, Lanham, Prince George’s County

Family Crisis Center of Prince George’s County

Holy Cross Hospital, Silver Spring, Montgomery County

Langley Park Walk-In Medical Clinic, Prince George’s County

Mary’s Center, Silver Spring, Montgomery County, and Adelphi, Prince George’s
County

MobileMed (Mobile Medical Care, Inc.), Montgomery County

Montgomery Cares, Montgomery County

Montgomery County Department of Health and Human Services

Planned Parenthood Federation of America, Montgomery County

Pregnancy Aid Center, College Park, Prince George’s County

Prince George’s County Department of Social Services

Prince George’s County Health Department

Quest Diagnostics, Montgomery and Prince George’s counties
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e University of Maryland College Park University of Maryland College Park Support,
Advocacy, Freedom, and Empowerment Center, Prince George’s County

EDUCATION AND SERVICE ACCOMPLISHMENTS
COMMUNITY EDUCATION AND OUTREACH

Health education and outreach services are essential components of the Wellmobile primary care
delivery model. Requests for participation in community health fairs are so frequent that the
Wellmobiles could be engaged in these community-based activities at least monthly throughout
the year. In previous years, a more robust funding profile permitted Wellmobile participation in
regional community-based events sponsored by local health and social services and community-
based and faith-based organizations. Since this level of response resulted in commitments
outside the weekly primary care schedule, budget constraints have prevented the program’s
ability to support overtime pay for weekend work, severely reducing the program’s availability
for weekend community events.

In FY'18, given the goal of maintaining clinical service commitments to existing patients rather
than initiating services in a new population for whom the Wellmobile does not have established
follow-up service linkages, the Wellmobile declined participation in community events.
Additionally, the HRSA funding stream supports a primary care interprofessional practice and
education model, consistent with the Wellmobile’s legislative charge.

Central Maryland community education and outreach services were available on the mobile unit
and at the CCLP’s Langley Park Outreach Center, continuing the commitment to provide these
services in a more economically feasible manner. Social work faculty and students conducted
community outreach and provided consultations and assistance with human services applications
at CCLP. This additional space gave the social worker and students access to additional clients
whose entry point to Wellmobile services were primarily social service needs. Langley Park and
Bladensburg are two of six Prince George’s County Transforming Neighborhoods Initiatives
focused on uplifting six neighborhoods in the county that face significant economic, health,
public safety, and educational challenges.

CLINICAL EDUCATION ACTIVITIES

A major component of the Governor’s Wellmobile mission is educating successive generations
of NPs and community health nurses in primary care of the underserved. The significance of this
educational mission is underscored by new federal health care reform legislation, which
emphasizes prevention, public health, and enhancement of the primary care infrastructure. The
HRSA IPCP cooperative agreement funding the Wellmobile Program accomplishes its clinical
education mission by serving as a clinical education site for students in UMSON’s
undergraduate, graduate, and doctoral programs and UMBC’s undergraduate social work
program. Students’ educational experiences are designed to provide mutual benefit to the target
population and to the students.
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In FY18, four RN-to-BSN students completed semester-long clinical rotations on the
Wellmobile, directed by the nurse care manager. Eleven FNP/Doctor of Nursing Practice
students assisted the FNPs in the exam room, conducting patient exams, diagnosing health
problems, prescribing treatments and medications, and referring appropriate patients to
specialists for consultation. Eight doctoral pharmacy students rotated onto the Wellmobile.

The social work faculty precepted two UMBC undergraduate social work interns over the full
academic year. These interns augmented the effort of the social work faculty member by
conducting preliminary screening for Medicaid eligibility, linking patients to services, organizing
community resources, and revising the local community services directory of primary care,
county breast and cervical cancer programs, and radiology providers. One clinical nurse leader
student completed a quality improvement project to improve patient no-show and cancellation
rates. A UMSOM Master of Public Health student refined the process for appointment reminders
to patients using the secure messaging application in the newly implemented electronic health
record, fulfilling practicum and graduate project requirements.

RESEARCH AND PROGRAM EVALUATION

The Wellmobile Program offers a multitude of opportunities for research across diverse areas.
While transitioning to the electronic health record and to manage the data required to generate
invoices for projected primary care partnerships and ongoing reports, we continued to focus
administrative effort in FY18 on refining data points, encounter-level data collection
methodologies, and documentation adherence by Wellmobile staff who provided clinical and
enabling services. Capturing all Wellmobile professional and allied health staff encounters is a
priority to identify and quantify the multiple interventions and interveners needed to help clients
obtain assistance from and navigate the health care and social service systems. This important
information also provides data for reports and future grant submissions.

Process and impact outcomes from overarching Wellmobile services and the HRSA IPCP
cooperative agreement address the following research questions:

¢ What would be the impact on health costs and client outcomes with a refocus of Maryland
all-payer model funds to support Wellmobile services in communities targeted by
respective hospitals’ community assessments?

e What is the effect of vertical integration with health systems’ utilization of higher-cost
system resources, including emergency departments and hospitalization?

e Can a mobile health unit contribute to the statewide objective of integrating PCMHs into
primary care practices?

e Can an [PCP-based team model and integration with a medical neighborhood improve
patient outcomes?

e Can evidence-based health promotion programs be adapted to provide culturally and
linguistically appropriate information for minority populations?

e What is the perceived impact of an interprofessional practice model on Wellmobile
providers and student learners?
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e What would be the impact on health costs and client outcomes with a refocus of Maryland
all-payer model funds to support Wellmobile services in communities targeted by
respective hospitals’ community assessments?

Through community collaborations, partnerships, and clinical documentation and care
coordination activities, the Wellmobile Program provided a continuous source of data that can be
used to determine policy directions for health care reform and provision of services for hard-to-
reach populations. Research questions generated by the program’s experience with underserved
populations that have potential for future investigation include:

e Can national evidenced-based practice guidelines and standards be translated into care
provided to an uninsured population?

e Can health promotion activities and routine physical assessments and screenings
conducted among relatively healthy uninsured populations defer the onset of chronic
diseases and/or improve early detection?

e Can a focus on disease management in a nurse-managed model improve outcomes for the
uninsured?

e Are mobile health units effective and efficient in increasing access to primary care in
uninsured and underserved populations?

NATIONAL PRESENTATIONS, PUBLICATIONS, AND AWARDS

As both a clinical and faculty practice site for UMSON, the Governor’s Wellmobile Program is a
valuable source for learning and applying best practices. UMSON faculty members disseminated
this knowledge by presenting their work at local, regional, national, and international meetings of
nurses and other health professionals interested in exploring innovative programs consistent with
the Wellmobile’s missions.

To date, Wellmobile administrators and faculty have delivered presentations on:

models of nurse-managed and team-based primary health care practice

the role of the nurse in primary care

innovative approaches to enhancing health care access for the underserved
innovative delivery mechanisms and task-shifting

health promotion and disease prevention in underserved communities
cultural and linguistic competence

patient activation

deployment of outreach workers

community and interprofessional partnership development

rural and minority health care

opportunities and barriers to fiscal sustainability in the era of health reform

In FY18, the Wellmobile program director and faculty delivered the following presentations at
state and national conferences:
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e Antol, S, Pincus, K, & Storr, C. (Poster). Engaging Interprofessional Team Member
Participation to Improve Outcomes of Complex Nurse-managed Health Center Clinic
Patients. The Nexus Summit, Learning Together at the Nexus: Provocative Ideas for
Practical Interprofessional Education, Minneapolis, MN. 8/21/2017.

e Pincus, K & Antol, S. Preparing Future Providers for Interprofessional Care of
Underserved Populations. Collaborating Across Borders VI: Exploring New Heights.
Banff, AL (Canada). 10/4/2017.

e Antol, S & Collins, CS. Exploratory Analysis of Roles and Related Skills and Expertises
of Registered Nurses in Maryland Primary Care Practices, Celebrating the Past,
Envisioning the Future, Association of Community Health Nurse Educators, New
Orleans, LA. 6/9/2018.

HRSA and other grants supported research, conference registrations, travel, and
accommodations.

At the Nov. 14, 2017 Founder’s Week Gala, UMB awarded Dr. Susan Antol, Wellmobile
program director, with “Public Servant of the Year”, in acknowledgement of successful grant
awards to sustain the Wellmobile Program.

PROGRAM ADMINISTRATION AND FUTURE STRATEGIC DIRECTIONS

It is important for the Wellmobile Program director to keep abreast of state and federal policy
changes pursuant to health care reform because of implications for program development and
sustainability. Specifically, the director must be able to articulate the program’s current and
potential future contributions to primary care for the underserved and establish a role for the
program in the rapidly evolving restructuring of health care delivery.

In FY16, the Network Adequacy and Essential Community Providers Standing Advisory
Committee of the Maryland Health Benefits Exchange recommended expansion of the definition
of Essential Community Provider beyond the federal definition to include local health
departments, mental health and substance-use disorder providers licensed by DHMH as
programs or facilities, and school-based health centers. This supports designating the Wellmobile
Program as an Essential Community Provider since it enhances the capacity of other health
system providers.

OPERATIONAL CHALLENGES

The program’s overarching challenges continue to be securing fiscal partners for regional
programs, fulfilling the public-private partnership mandate, and providing a measure of fiscal
sustainability that can be obtained through billing insured patients. Generating revenue is
essential to offsetting personnel and health-delivery costs. Increasingly, insured patients seek
care on the Wellmobile due to increased primary care demand as a result of coverage expansion.

One of the biggest challenges facing Wellmobile in FY 18 continued to be securing second-level
referral sources for specialty care and diagnostic services. Other safety-net providers, including
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FQHCs and other providers treating the uninsured, access the same pool of resources and report
the similar challenges. These include:

e linkages to PCMHs for primary care services
e access to secondary referral services, including sub-specialties
o oncologists to manage breast, cervical, and thyroid tumors
o endocrinologists to manage complex diabetes
o neurologists to rule out brain tumors and develop treatment plans for migraine
headaches
o orthopedic physicians to evaluate pain due to muscular-skeletal problems
o urologists for kidney failure
o cardiologists for hypertension and heart failure
e affordable laboratory, imaging and other diagnostic tests

During FY'18, the Wellmobile care manager and social worker explored new contacts with health
providers willing to accept referrals for newly covered and uninsured complex Wellmobile
patients to fill the gap left by the FQHCs that predominantly serve Medicaid patients and the
insured and by the Spanish Catholic Center, which relocated its Takoma Park office to Silver
Spring in spring 2011. Patients willing to travel to Silver Spring remained eligible for services on
a case-available basis.

The Wellmobile received six referrals from the partnership with UMCRH ICTC, only four of
whom showed up for appointments in FY18. Due to this low volume, this partnership did not
contribute to the Wellmobile’s overall productivity. UMCRH remained focused on
reorganization and ongoing leadership restructuring. The newly reconstituted health system
continues to experience challenges related to uncompensated care and has not been a source of
specialty and diagnostic resources. An opportunity exists to integrate the Wellmobile into the
future primary care infrastructure created as part of the partnership between the University of
Maryland Medical System (UMMS), the University System of Maryland upon completion of
once the health system’s new Largo facility.

Washington Adventist Hospital has contracted clinic space to an FQHC (CCI) on the Takoma
Park campus. Prince George’s County Health Department transitioned the BCCP program to
Doctors Community Hospital. To extend the medical neighborhood for IPCP patients, we
executed a Memorandum of Understanding with CCHCN for second-level referrals for Prince
George’s and Montgomery county residents. Holy Cross Hospital in Montgomery County
accepts specialty referrals from CCHCN and provides specialty care on a sliding-fee basis to
eligible patients. The Wellmobile Program will continue to seek out partnerships and refer
patients to specialists and diagnostic services affiliated with these facilities that accept sliding-fee
and pro-bono referrals.

In FY'11, the Wellmobile Program negotiated an array of reduced-fee lab services with Quest
Diagnostics and passed the reduced rates on to clients. Wellmobile staff members collected the
fees during the Wellmobile visit and provided the patient with a pre-paid lab slip. Clients went to
the nearest Quest Diagnostics laboratory for the specimen collection and analysis. Quest
Diagnostics invoiced the Wellmobile Program, which paid the bill from patient collections.
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Quest Diagnostics routinely reassesses and increases these fees annually, which the Wellmobile
Program passes on to its patients.

Providing access to primary care services does not solve all the problems of the uninsured and
underserved. The Wellmobile client base is a population that has experienced delayed access to
health care and often presents advanced disease processes. Patients with unmet needs may
average as many as eight medical problems, demanding multiple referrals for diagnostic and
specialty care. These more complex patients require extensive care management. Those with low
literacy skills require additional effort to ensure that they have a basic grasp of their health
conditions, the urgency of continued primary care follow-up and the importance of following
through with diagnostic and specialty referrals, and management of their overall health daily.

Given this patient profile, the Wellmobile Program budgeted a nurse care manager in an
unfunded January 2013 HRSA grant submission and supplemented funding for this position in
Central Maryland with funds raised through UMBEF. In recognition of the value of care
management and the need to educate future nurse care managers, future proposal submissions
will include a nurse care manager position in the line item budget. Full restoration of the
bilingual nurse care manager role has enhanced linkages of clients to secondary and tertiary care
services, complementing the efforts of social work and the outreach worker. As an
interprofessional clinical team member, the nurse care manager precepts entry-level community
health and master’s nursing students and oversees outreach and scheduling activities.

Even when linkages can be located and established, the absence of insurance coverage for the
more costly specialty and diagnostic services necessitates out-of-pocket payment, which despite
sliding-fee schedules, is often a deterrent to accessing the next level of care. For these patients,
the emergency department provides an avenue to specialty care, an option to which patients may
resort when other means fail.

Maintaining the aging fleet of Wellmobile vans in the required operating condition to perform
the program’s legislatively designated missions remains an ongoing challenge. FY18 operating
expenditures included maintenance of four Wellmobile vehicles, each requiring semiannual State
of Maryland—- and annual Federal Department of Transportation—mandated vehicle inspections,
ongoing preventive maintenance for safety, and routine and unpredictable mechanical repairs.
Three of the four vehicles were rotated in and out of service during FY18 to maintain
functionality and sustain program operations while others were undergoing repairs and
inspections. The fourth vehicle is non-operational and will be excessed from the fleet in FY19.

Routine generator maintenance was continued on a schedule based on each vehicle’s rate of
auxiliary power utilization. The vehicles operate on generator power at community sites since the
host sites have not installed the special electrical outlet to provide shore power; therefore,
generator service, repair, and replacement are major expenses. Generators were replaced on three
vehicles as part of extensive generator battery and electrical system maintenance during FY12.
Fuel tanks were replaced on one vehicle each in FY13 and FY15. Repairing and refurbishing
mechanical and clinic equipment is ongoing. These and other repairs to the aging fleet
contributed to ever-increasing operational expenditures. The Wellmobile Program purchased fuel
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through the state of Maryland fuel program at State Highway Administration fueling stations and
filed for tax rebates, which helped ameliorate fuel expenditures.

REDESIGN OF WELLMOBILE FUNCTIONS IN RESPONSE TO HEALTH CARE
REFORM

In FY09, the Wellmobile Program began a shift from its former role as a health care home
serving as the “front door” for primary care services to its new role of linking patients to a
permanent community-based primary health care home. This policy shift was aimed at
maximizing Wellmobile resources and extending access to Wellmobile services to a larger
section of the population. This strategy expanded the potential reach of this gap-filling service
and was continued in the subsequent seven fiscal years.

Advent of the patient-centered health home model (an integral part of the PPACA) and the
increasing role of FQHCs in primary care for the underserved reinforced the value of sustaining
this direction through December 2015. Nevertheless, subsequent to the implementation of health
exchanges in October 2013, Medicaid expansion, and the availability of qualified health plans
and subsidies, which boosted enrollment and insurance coverage, the demand for primary care
continued to increase.

Anticipating the potential role of the Wellmobile Program in expanding access to care, the
program refined its Bridge to Care model in January 2016 to incorporate an integrated primary
care model implemented with an HRSA-funded IPCP cooperative agreement. While the
Wellmobile Program as a stand-alone entity cannot function as a health care home, this model of
care (described below) is well suited to assist FQHCs, medical practices, health systems, and
other health institutions in meeting PCMH requirements of accrediting agencies and network
adequacy requirements of insurers. Additionally, the interprofessional team and community
health nursing expertise, specifically care management, are assets in the PCMH model.

The Bridge to Care model has three components, each instrumental to the role of the Wellmobile
Program as a gap-filling resource. These components include increasing access, eligibility
determination, and care management.

Increasing access establishes the Wellmobile as the “front door,” providing accessibility
in two ways. Wellmobile outreach workers locate concentrations of uninsured and
underserved populations and publicize Wellmobile service availability in those
communities. The front door is available to partners through the reverse referral
mechanism. Community partners such as hospitals (including their emergency
departments and affiliated medical practices), urgent care centers, and health and human
service agencies refer patients to the Wellmobile.

Eligibility determination creates a cohort of insured clients that can be referred to a
patient-centered health home. Outreach work and social work efforts focus on health
insurance plan enrollment and eligibility determination for state and federal entitlement
programs such as Medical Assistance and Medicare. Social work and outreach staff also
disseminate information on how to access the navigators and assistors for enrollment
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through Maryland Health Connection. Outreach staff assist patients in assembling
documentation required for completing applications, facilitating MCO enrollment, and
selecting PCPs.

Once the Wellmobile staff have assessed and treated immediate patient needs and
established the plan of care, the Wellmobile care management process prioritizes
transition of unstable, co-morbid individuals to a permanent PCMH, regardless of
insurance status. Increasingly scarce reduced-fee physician specialists, pro-bono and
sliding-scale fee diagnostic services, and other wraparound services, to which the
Wellmobile historically referred patients in need of additional consultations and
treatment, demand that these complex clients be transitioned to a permanent health home.
These health homes include FQHCs, outpatient clinics, and private physicians that accept
the patient’s newly established health coverage or offer sliding-scale fees for the
uninsured. Providing clinical pharmacist consultation on the Wellmobile and building
access to a medical neighborhood have enabled the program to retain a number of
complex, uninsured patients with the addition of an advanced primary care
interprofessional model.

Care management is the third model component. The Wellmobile continues to provide
care to patients awaiting eligibility determination until they can be safely transitioned to
the appropriate clinical practice. The average wait time for a new-patient appointment at
clinics and practices accepting uninsured patients is typically two to three months. During
this phase, the Wellmobile Program continues managing these patients, providing
individualized physical and social assessments, lab work, treatment, and health education
to stabilize their health problems. Patients are scheduled to receive follow-up medical
care as needed, either on the Wellmobile or through referral arrangements with an
available pro-bono or sliding-fee scale specialist or diagnostics, to the extent these are
available.

The contracted Wellmobile Program capitalized on the opportunity to transition both complex
uninsured and newly insured patients to medical homes in local FQHCs that the FY10 HRSA
FQHC service expansion made available, funded under the American Recovery and
Reinvestment Act of 2009. In Prince George’s and Montgomery counties, the process of
transitioning complex co-morbid patients to medical homes remains protracted due to the
extensive pent-up demand for primary care services for the newly insured, further displacing the
uninsured. An overall shortage of PCPs, including limited availability of those accepting
Medicaid, also resulted in both insured and uninsured patients remaining under Wellmobile care
for varying amounts of extended time. Factors influencing the duration that a patient may
continue under Wellmobile Program management include:

e level of clinical stability or state or federal entitlement program eligibility

e availability of a health care facility willing to accept the uninsured and newly insured
Medicaid and qualified health plan patients

e availability of an appointment slot in a PCMH
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The Wellmobile Program demonstrates value not only by addressing patients’ immediate health
problems and providing the bridge to primary care but also by conducting preliminary work-ups,
prescriptions, and treatments for patients pending transfer. These patients are then transitioned,
along with a medical record, in a relatively more stable condition than if they had self-referred to
the practice or were referred by an emergency department. This attention to stabilizing the
patient, including diagnosing and treating immediate conditions, and to the accompanying
clinical documentation facilitates patient transfer and creates a climate of more willing
acceptance by the receiving provider.

The sustained number of unduplicated patients demonstrates the trend towards a more long-term
patient empanelment, driven by both health system forces and resources available under the
HRSA funding stream. Experience with this level of nurse-managed patient care in the Bridge to
Care model provides evidence that the Wellmobile Program has the capacity to fill a valuable
role in statewide health reform implementation. This asset can be tapped by community partners
via contractual arrangements to assist them with medical home functions, including visits from
advanced practice nurses and care managers, which are among the essential PCMH functions.
Billing and collections obtained from the PCMH under this contractual model would contribute
to program fiscal sustainability.

FUNDING AND STRATEGIC SUSTAINABILITY INITIATIVES

The FY10 goal was to configure a program of Wellmobile services aligned with available fiscal,
human, and material resources. Once the annual service plan was mapped out and subsequently
contracted, attention was refocused on sustainability strategies, including identification of
supplemental funding streams. These efforts were maintained through FY18. Although not a new
model, the strategy required renewed and targeted efforts toward engaging a generation of new
funders through grants, foundations, and business and community partnerships. When
Wellmobile funding was robust, the expectation was that community partners would provide
referrals, service sites, and in-kind services and that they would leverage influence with existing
health delivery systems to accept uninsured clients on either a pro-bono or sliding-fee basis. The
Wellmobile Program brought a fully funded service into their community without a local
financial commitment to the service model. A shift away from this model of unconditionally
allocating Wellmobile services funded publicly and through UMSON fundraising efforts to a
community, county, or region was needed to accomplish reactivation of the full fleet.

The new paradigm involved a stakeholder model whereby the local health and/or human services
delivery system, local nonprofit agencies, or the beneficiary community itself would support the
operation of this service. This included redefining the expected contribution of the community
partnerships to include financial support, ranging from contractual service agreements or grant-
fund allocation to provide direct payments for services to community-based collaborations
committed to joint grant submissions with the Wellmobile Program. The Bridge to Care model
provides the framework for the community partnership subcontractual model, one potential
sustainability strategy.

Experience with this level of nurse-managed patient care in the Bridge to Care model provides
evidence that the Wellmobile Program can fill a valuable role in statewide health reform
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implementation. This asset can be tapped by community partners via contractual arrangements to
assist them with medical home functions, including visits from advanced practice nurses and care
managers, which are among the essential PCMH functions. Billing and collections obtained from
the PCMH under this contractual model would contribute to program fiscal sustainability.

The strategy of forging partnerships between the Wellmobile and health system—affiliated
primary care practices, piloted on the Upper Eastern Shore with Chester River Health
System/UM Shore Regional Health, funded by CareFirst, could be replicated with other UMMS
network hospitals and expanded statewide to enhance fiscal sustainability concurrent with filling
the gap in primary care practices. The goal was to achieve a fiscally sustainable model by the
conclusion of the third project year by integrating the Wellmobile into the Shore primary care
system through subcontractual arrangements and potential incorporation into the health system-
affiliated practices.

The February 2014 HRSA IPCP grant proposal submission, funded for FY16-18, was designed
to replicate the CareFirst sustainability model in Central Maryland. Implementing an IPCP by
adding a family medicine physician and clinical pharmacist to the team facilitates the primary
aim: retaining existing, newly insured, and complex patients on the Wellmobile panel. A long-
range objective is to attribute Wellmobile patient panels, including complex patients requiring a
physician, to a primary care practice where revenues generated would support program
operations, freeing up a portion of the MHEC allocation for additional services.

While community and organizational partnerships are fundamental to procuring future
Wellmobile funding, such partnerships must be of mutual value and advance the Wellmobile’s
service and educational missions. To date, the Wellmobile has explored partnerships in the
health, academic, and community organization sectors. Wellmobile Advisory Board members
are working to identify corporate and community funders and to broker entry into the local
health delivery systems to gain access to funding opportunities and community partnerships.

Examples of funded partnership exploration activities are:

FQHCs

rural and urban hospital systems, including UMMS

University System of Maryland academic institutions

local and state health departments

the Maryland State Department of Education and county school systems
local community agencies and philanthropic organizations

The Wellmobile Program seeks partnerships with health delivery systems to develop and
implement novel integrated interprofessional health service models that will add value to the
evolving health services sector, including care transitions and primary care.

21



SUMMARY OF FISCAL YEAR 2018 AND FISCAL YEAR 2019 FUNDING STATUS
AND INITIATIVES

Combined federal, public, and private funds of $765,189.41 supported Wellmobile Program
operations in FY18. UMBF received donations to the Wellmobile in FY18 from communities
and individuals to the sole remaining UMB Foundation account available to supplement
unanticipated time-limited Wellmobile operations.

e UMSON submitted a proposal for a partnership to UM Capital Region Health to support
population health in Prince George’s County. The proposal was not funded due to the
system’s financial circumstances.

e The UMSON and UMSOP submitted program revision models to the Maryland
Community Health Resources Commission (Patient-Centric Innovation to Care: Meeting
Patients Where They Live) for consideration. These program modifications aimed to
refocus community-based patients as the target population. The proposal included
reduced funding for the Wellmobile through September 2018.

For FY19 funding, the Wellmobile Program submitted a request to HRSA for a no-cost
extension to expend remaining funds from the administrative supplement for electronic health
record optimization and to rebudget other unspent funds for salary support for the director to
complete the electronic health record project and for evaluator assistance to complete mandatory
FY19 reports. Insufficient funds remained to support sustained operations in FY19. The request
was approved.

FISCAL YEAR 2019 PRIORITIES

The challenge to raise external funds to support care of the uninsured will continue in FY19. The
program is dependent on supplemental funds to sustain pre-existing personnel and operational
fiscal obligations, which in past years have been supported by dedicated corporate fundraising in
UMBF accounts; however, these funds were depleted by the end of FY17. A funding source is
needed to sustain the electronic health record in FY19. The program has not yet begun to benefit
from access to patient information regarding utilization and outcomes. Furthermore, if the
program is unable to garner sufficient funding from the state and other sources, UMSON will not
be able to sustain the current level of Wellmobile operations in FY19.

Because fundraising remains an ongoing priority to sustain the work of the Wellmobile Program,
proposals and presentations to potential partners and funders will require additional resources
and responsibilities for the program’s administrative staff. Wellmobile leadership is actively
pursuing a partnership with a health delivery system to create sustainability. Previously
submitted grant proposals continue to undergo revision for resubmission to funders, emphasizing
the potential value of a mobile clinical service provider to partner with a stationary operation,
particularly within the context of health reform.

Other options include enlisting assistance from UMSON’s Office of Development and Alumni
Relations to locate, prepare, and submit education grants to foundations, in collaboration with
UMSON’s nursing informatics and advanced practice nursing educational programs, which
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would benefit both the Wellmobile service mission and UMSON’s education mission. The
Wellmobile Program will continue to pursue collaborative extramural funding opportunities with
UMSON specialty program directors and other UMB professional education programs that
provide faculty practice and service opportunities aligned with the mission of the Wellmobile
Program. Wellmobiles outfitted with clinical exam rooms are well suited for interprofessional
collaborative practice. Federal and local funding priorities, such as the HRSA IPCP cooperative
agreement implemented in Central Maryland in January 2016, that support advanced practice
nursing and clinical training offer additional opportunities to reactivate Wellmobile units using
newly created interprofessional teams implementing practice models that would establish the
Wellmobiles as interprofessional clinical training sites.

The Wellmobile Program aspires to capitalize further on the opportunity to align its education
mission with state initiatives that focus on recruitment, education, and retention of health
professionals in rural areas. This innovative plan requires both internal and external partnerships
with other schools and health care systems, as well as with local area health education centers, to
craft an alliance for a rural HRSA health professions training grant submission. The Wellmobile
is a state asset that could also be a subcontractor to health systems seeking opportunities to
access difficult-to-reach populations.

During this time of statewide and national transition in the delivery of primary care services, the
Wellmobile Program will continue to seek opportunities for maintaining its tradition of
innovation as a provider of population-based, nurse-managed health care and as a clinical
education site for the state’s future health care providers.
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APPENDIX A: WELLMOBILE STAFFING

WELLMOBILE STAFFING COMPARISONS BY FISCAL YEAR

Fiscal Year | Nurse Practitioners | Nurse Care Social Outreach Drivers
Managers Workers | Workers
FY09 3.2 2.0 (decreased | 0.5 4* 3
to 1.5 as of
1/1/2009)
FY10 2.8 1.5 0.5 3* 3
(7/1-8/15)
FY10 0.6 0 0.5 2* 0.8
(8/15-6/30)
FY1l 0.6 0 0.5 1.8* 0.75**-1.0
FY12 0.6 (increased to 0.8 | 0 0.5 1.8 1
as of 4/1/2012, 1.6
as of 4/16/12)***
FY13 1.6 1 (increasedto | 0.5 1.8 1
1.5 as of
6/1/2013)
FY14 1.6 1.5 (increased | 0.5 1.8 1
to 1.8 as of
1/16/2014)
FY15 1.6 1.8 0.5 1.8 1
FY16 1.65 (decreased to 1.8 (decreased | 0.5 1.8 (decreased | 1
0.85 as of 70120/16) | to 1.3 as of to 1.2 as of
7/1/2016) 5/1/2016)
FY17 0.85 1.3 (decreased | 0.5 1.4 1
to .08 as of
3/1/2017)
FY18 0.8 0.8 0.5 1.4 1

The table above illustrates the Wellmobile staffing model, representing number of positions by
full-time equivalents allocated across the operation of four Wellmobiles for FY09 and the first
six weeks of FY'10.

From Aug. 15 to June 30, 2010, and for FY11 and FY'12, these positions were allocated across
operations of one core Wellmobile and a second Wellmobile fulfilling additional educational and
programmatic functions.

InFY13, FY14, and FY15, these positions were allocated across the operation of two

Wellmobiles.

In FY16, due to program contraction from the Upper Eastern Shore with the decrease in
operations to only one Wellmobile (Central Maryland), full-time equivalents were reduced.
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Notes:

¢ One full-time equivalent outreach worker is also a driver.

** (0.75 driver represents base weekly scheduled hours, with additional hours during peak
service weeks.

**% 0.8 full-time equivalent Upper Eastern Shore NP began orientation on April 16,
2012.
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APPENDIX B: FISCAL YEAR 2018 WELLMOBILE BUDGET

Governor’s Wellmobile Program—Financial Report FY18 (7/1/17-6/30/18)

Expenses:
Personnel
Salaries
Fringe
Benefits
Total
Personnel

Operating
Total Expenditures
Revenues:

MHEC Funds
Other Sources

*Note: $116,755.75 in salaries and $20,267.01 in fringe related to program development, data
collection, and evaluation for mandatory HRSA NEPQR IPCP cooperative agreement reports
and $23,958.60 electric health record consultation are included in the total budget. These

$ 554,640.72
$ 148,633.24
$ 703,273.96*

$61,915.55

$ 765,189.47

$ 285,000.00
$ 480,189.47

$ 765,189.47

personnel and operating expenses are excluded from the cost per visit calculation. Direct services
salaries and fringe total equal $566,251.12. Direct operating expenses are reduced to $37,956.91.

Total cost per visit is based on $604,208.03.
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APPENDIX C: WELLMOBILE ADVISORY BOARD MEMBERS

WELLMOBILE ADVISORY BOARD MEMBERS
GOVERNOR’S WELLMOBILE PROGRAM FY18

MEMBER

AFFILIATION

Jane M. Kirschling, PhD, RN, FAAN

Chair
Dean and Professor, UMSON

Jennifer Baldwin

Health member

Linda Roszak Burton

Business member

Joseline A. Pena-Melnyk

Maryland House of Delegates

Dottie Tiejen Li

Media member

Toni Thompson-Chittams

Health member

Craig A. Zucker

Maryland Senate

Vacant

Media member

Vacant

Business member
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APPENDIX D: MEDIA

Interprofessional Clinic Opens in Prince George's
County

December 8, 2017 | By Patricia Fanning

A University of Maryland. Baltimore (UMB)-led clinic has
begun helping patients who are discharged from the University
of Maryland Prince George’s County (UMPG) Hospital Center to
succeed in their transitions from hospital or the emergency
department to home by addressing circumstances that could
harm their health and lead to readmissions.

The new Interprofessional Care Transitions Clinic (ICTC) in Cheverly, Md., is designed to
expand access and continuity of care for Medicare, Medicaid, and newly insured patients who lack
access to a primary care provider by addressing that gap after their discharge.

“We saw a way to assemble around these patients a team of professionals who can integrate
the kind of treatment and services that promote health and well-being,” said UMB President Jay A.
Perman, MD. “We saw a way to keep patients out of the hospital and the emergency department
and in their home communities.”

Partially supported by a two-year, $1.2 million grant to UMB from the Maryland Community
Health Resources Commission (CHRC), several collaborating institutions established the clinic in
June at the University of Maryland Family Health and Wellness Center on the UMPG hospital
center's campus. Leaders of UMB, the University of Maryland Medical System (UMMS), and
University of Maryland Capital Region Health (UMCRH) celebrated its formal opening on Nov. 28,
2017, with remarks and a ribbon-cutting ceremony.
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Magaly Rodriguez de Bittner, PharmD, FAPhA, professor and associate dean at the University of
Maryland School of Pharmacy, leads an interprofessional team helping to improve patients' continuity of care
in Prince George's County.

To facilitate patients’ linkages to providers within the community, the ICTC combines the
clinic and two UMB-managed resources: the Governor's Wellmobile operated by the UM School of
Nursing (UMSON) and the e-Health Center operated by the UM School of Pharmacy (UMSOP). The
clinic is an interprofessional, team-based program that includes pharmacists, nurse practitioners,
social workers, and lawyers.

“This rich representation is critical, because we know that collaboration among a health care
team is essential for vulnerable patients,” said Perman, who conducts his own interprofessional
pediatric clinic each week at the University of Maryland Medical Center in Baltimore.

Howard Haft, MD, deputy secretary for public health at the Maryland Department of Health,
called the ICTC “an important development” in health care delivery by providing an interprofessional
model for “times of transition to care from hospital to community.”

Services provided by the ICTC are funded by the University of Maryland schools of
pharmacy, nursing, social work, and law; UMPG hospital center; and the CHRC.

“This important and innovative project will help expand access to health care for vulnerable
populations in Prince George’s County,” said Mark Luckner, CHRC executive director. “The
commission is thrilled to support this project, which is innovative, sustainable, and replicable.”
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The ICTC has “transitions” in its name because it offers patient-centered services to hard-to-
reach individuals and those with complex cases as these patients undergo transitions in care.

Transitions, such as moving from hospital to home or hospital to long-term care facility,
increase the risk of adverse events due to the potential for miscommunication as responsibility is
given to new parties, according to the Agency for Healthcare Research and Quality, which also
notes that hospital discharge is a complex process representing a time of significant vulnerability.
Nationally and locally, measures are in place to reduce readmissions.

The new clinic’s model is to provide continuity of care as people go through these transitions,
which also may include release from an emergency department after an urgent health issue. To do
so, the ICTC relies on three elements: services provided at the UM Family Health and Wellness
Center; services offered by the Wellmobile at locations in Bladensburg, Greenbelt, Langley Park,
and Laurel; and an e-Health Center that connects with patients via telephone and/or telehealth.

Magaly Rodriguez de Bittner, PharmD, FAPhA, professor and associate dean at the
UMSORP, directs the ICTC. In describing the clinic’s innovative model, she introduced many of the
individuals who would otherwise remain behind the scenes. And in thanking them for the many ways
in which they care for newly discharged patients, she gave an example of one team member who
literally went the extra mile.

“Imagine you get home, within 48 hours you get a phone call from our e-Health Center
asking you what your needs are,” she said. In this case, there was a medication problem. To resolve
it, one of the clinic’s pharmacists drove to a Prince George's County pharmacy to ascertain that the
homebound patient would get the prescription.

“We take into account patient preferences,” she said, such as whether people wish to be
seen at the clinic in Cheverly or in the Wellmobile closer to their homes. “This expanded,
interprofessional team care model will meet patient needs where they are — either at the clinic or
right in their neighborhoods — creating flexibility and innovation in a true, patient-centric model.”

The clinic’s objectives are to address patients’ needs across the continuum of
interprofessional practice by utilizing nurse practitioners, clinical pharmacists, nurse care managers,
lawyers, and social workers to reduce wait time for follow-up appointments post-discharge from the
hospital or emergency department; to increase the percentage of patients receiving transitional care
in the community post-discharge; to connect patients with primary care providers; and to assist
patients with social and legal issues that impact their health.

Sherry B. Perkins, PhD, RN, FAAN, executive vice president and chief operating officer of
UMCRH, spoke of the rapport that team members create with patients: Mary, 67, who had been
hospitalized more than once, was discharged after being treated for chest pain and revealed that
she was about to become homeless.

“The ICTC team helped Mary mange her social, housing, and medication issues, briefed the
doctor on her concerns, and scheduled her follow-up visit,” Perkins said. Mary had lacked a primary
care provider; now she sees one “right in our building.”

The ICTC expects to care for 1,200 to 1,500 people in Prince George’s County over the two-

year period. The intent is to link them to primary care providers within 60 days, despite gaps in the
county’s provider workforce.
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Bradford L. Seamon, chair of the board of UMCRH, alluded to the provider challenges facing
Prince George's County in his remarks, saying he hopes the program will bring in people who “will
train here, serve here, and hopefully stay here.”

Also participating in the ceremony were Robert A. Chrencik, MBA, CPA, president and chief
executive officer of UMMS; and Neil J. Moore, MBA, MPH, MPA, president and chief executive
officer of UMCRH.

UMB was represented at the event by, among others, Jane M. Kirschling, PhD, RN, FAAN,
dean of UMSON; Richard P. Barth, PhD, MSW, dean of the UM School of Social Work; and Bruce
Jarrell, MD, FACS, executive vice president, provost, and dean of the Graduate School.

Team members conducted tours of the ICTC and of the Wellmobile during a reception after
the ceremony.

https://www.umaryland.edu/news/archived-news/december-
201 7/newspressreleaseshottopics/interprofessional-clinic-opens-in-prince-georges-county.php
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Transitions Clinic Opens in Prince George's County

November 27, 2017 | By Patricia Fanning

A new clinic has begun helping patients who are newly discharged from University of
Maryland Prince George’s County Hospital Center to better cope with circumstances that could harm
their health and lead to readmissions.

The Interprofessional Care Transitions Clinic (ICTC) is designed to expand access and
continuity of care for Medicare, Medicaid, and newly insured patients who lack access to a primary
care provider by addressing that gap after their discharge.

Any reduction in readmissions not only would make life easier for patients and their families
but would help solve a national problem that amounts to $41 billion a year, according to federal
calculations of the medical costs.

Several institutions have joined in this innovative collaboration, with the support of funding
from the Maryland Community Health Resources Commission (CHRC), to tackle the issue. Leaders
of the University of Maryland, Baltimore (UMB), University of Maryland Medical System (UMMS),
and University of Maryland Capital Region Health (UMCRH) held a ribbon cutting ceremony on Nov.
28, 2017.

The clinic is located within the University of Maryland Family Health and Wellness Center on
the hospital's campus in Cheverly, Md.

To facilitate patients’ linkages to providers within the community, the ICTC combines
resources of the center and two UMB-managed resources: the Governor's Wellmobile and an e-
Health Center. The clinic is a UMB-managed, interprofessional, team-based clinic that includes
pharmacists, nurse practitioners, social workers, and lawyers, many of whom took part in the event.

“The clinic’'s model allows the university to bring to bear the power of ‘team,” says UMB
president Jay A. Perman, MD, a pediatrician who conducts his own weekly interprofessional clinic.
"We need more data on this type of care but what data we have is promising.” For example,
evidence shows that patients with chronic illnesses receiving team-based care make fewer
emergency department visits than those receiving traditional care and are hospitalized less
frequently.

“If we can connect vulnerable patients to a primary care provider and a team of health and
social services professionals,” Perman says, “these patients are less likely to find themselves back
in the hospital.”

Services provided by the ICTC are funded by the University of Maryland schools of
pharmacy, nursing, social work, and law in collaboration with UM Prince George’s Hospital Center
and the CHRC, which awarded a two-year, $1.2 million grant to UMB in March 2017.

“This important and innovative project will help expand access to health care for vulnerable
populations in Prince George's County,” says Mark Luckner, the CHRC executive director who is
expected to participate in the ceremony. “The Commission is thrilled to support this project, which is
innovative, sustainable, and replicable.”

The ICTC has “transitions” in its name because it offers patient-centered services to hard-to-
reach and high-utilizing patients who are undergoing transitions in care.
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Transitions, such as moving from hospital to home or hospital to long-term care facility,
increase the risk of adverse events due to the potential for miscommunication as responsibility is
given to new parties, according to the Agency for Healthcare Research and Quality, which also
notes that hospital discharge is a complex process representing a time of significant vulnerability.
Nationally and locally, measures are in place to reduce readmissions.

The new clinic’'s model is to provide continuity of care as people go through these transitions,
which may also include release from an emergency department after an urgent health issue. To do
s0, the ICTC relies on three elements: services provided at the UM Family Health and Wellness
Center; services offered by the Wellmobile at locations in Bladensburg, Greenbelt, Langley Park,
and Laurel; and an e-Health Center that connects with patients via telephone.

The ICTC, which has been seeing patients for several months in anticipation of its formal
opening on Nov. 28, expects to care for 1,200 to 1,500 people in Prince George’s County over the
two- year period. The intent is to link them to primary care providers within 60 days, despite gaps in
the county’s provider workforce.

The clinic’s objectives are to address patients’ needs across the continuum of
interprofessional practice by utilizing nurse practitioners, clinical pharmacists, nurse care managers,
and lawyers and social workers to reduce wait time for follow-up appointments post-discharge from
the hospital or emergency department; and to increase the percentage of patients receiving
transitional care in the community post-discharge, among other things.

“This expanded, interprofessional team care model will meet patient needs where they are —
either at the clinic or right in their neighborhoods —creating flexibility and innovation in a true, patient-
centric model, says Magaly Rodriguez de Bittner, PharmD, FAPhA, a professor and associate dean
at the UM School of Pharmacy who oversees the interprofessional clinic.

About UMB

Founded in 1807, the University of Maryland, Baltimore is Maryland’s only public health, law,
and human services university, dedicated to excellence in education, research, clinical care, and
public service. UMB enrolls 6,500 students in six nationally ranked professional schools — medicine,
law, dentistry, pharmacy, nursing, and social work — and an interdisciplinary Graduate School. The
university provides more than $40 million each year in uncompensated care to Maryland citizens,
and receives more than $500 million in extramural research funding annually. For more information
about the University of Maryland, Baltimore, visit www.umaryland.edu.

About UM Capital Region Health

University of Maryland Capital Region Health (formerly Dimensions Healthcare System) was
formed in 1982 as an integrated, not-for-profit healthcare system serving the citizens of Prince
George’s County and the surrounding area. Our mission is to provide high-quality, accessible
healthcare services in partnership with our community. UM Capital Region Health and University of
Maryland Medical System will usher in a new era of healthcare for Prince George’s County with the
opening of a new Regional Medical Center in 2021.

About Maryland CHRC

The CHRC was created in legislation approved by the Maryland General Assembly in 2005
to expand health care access in Maryland’s underserved communities and help reduce avoidable
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hospital emergency department visits and hospitalizations. These projects have collectively served
more than 330,000 Marylanders with complex health and social service needs.

https://www.umaryland.edu/news/archived-news/november-
2017/newspressreleaseshottopics/transitions-clinic-opens-in-prince-georges-county.php
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Maryland Community Health
Resources Commission

December 20, 2017 | Issue 33

Grantee News

University of Maryland, Baltimore celebrates opening of L~
new clinic ] BrtysiRe vamane
The University of Maryland, Baltimore celebrated the
opening of its new Interprofessional Care Transitions Clinic in Cheverly, which will
expand health care access and care continuity for at-risk patients who lack access to
a primary care provider. The program has a particular emphasis on addressing
determinants of health and other barriers that impact vulnerable residents in Prince
George's County who access the hospital emergency department in high volumes.
The new clinic facilitates patient linkages to community-based providers and utilizes
the Governor's Wellmobile. The ribbon-cutting ceremony on November 28 was
attended by officials from the University of Maryland, Baltimore, University of
Maryland Medical Center, University of Maryland Capital Region Health , Maryland
Department of Health, Community Health Resources Commission, and others.

The program is supported by a two-year grant for $1.2 million from the
CHRC. Core objectives of this project include serving vulnerable residents,
expanding access to primary care services in Prince George's County, and helping
reduce avoidable hospital utilization. Since its inception, the Commission has
awarded a total of 16 grants totaling $4.3 million to support programs in Prince
George's County. These grants have collectively served more than 10,600
residents. For more information about these grants, click here.
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Pictured from left to right: Dr. Howard Haft, Maryland Department of Health; Magaly Rodriguez de Bittner,
University of Maryland, Baltimore; Tiffany Sullivan, University of Maryland Capital Region Health; Bob Chrencik,*
University of Maryland Medical System; Sherry Perkins; Dr. Jay Perman, University of Maryland, Baltimore; Mark
Luckner, Community Health Resources Commission; Neil Moore, University of Maryland Capital Region Health;
and Brad Seamon, University of Maryland Capital Region Health.

https://myemail.constantcontact.com/CHRC-Newsletter.htmI?soid=1124924095061&aid=Ldzck47JihU
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Public Servant of the Year

. Susan M. Antol, PhD, RN
School of Nursing '

Assistant professor, Department of Partnerships, Professional Education and Practice
Director, Wellmobile and School-Based Program

Her colleagues say Susan M. Antol, director of the Wellmobile and school-based programs
at the School of Nursing (SON), is a quilt maker. Not that she ever picks up conventional needles.

"She knits together the strengths and assets of the community to advance and support the
health and functioning of the populations and people she serves," says Kathryn Montgomery, PhD,
RN, NEA-BC, chair of the Department of Partnerships, Professional Education and Practice at SON.
"In my more than 15 years of working with Susan, she has often referred to her work as making a
'quilt’ — assessing each piece and knitting all the pieces together to benefit patients, families, and
the community. | have observed Susan making her ‘quilt’ of community assets in both rural and
urban settings with farmers, migrant workers, new immigrants, children, and chronically
disadvantaged populations.”

Antol joined SON in 1998 as director of clinical operations for the array of nurse managed
clinics, including the Wellmobile, Open Gates, and school-based health centers, and clinical
instructor in community health nursing, bringing over two decades of experience in community and
home health care nursing. Since 2009, Antol has been director of the Wellmobile, which has
provided health care services in underserved areas ranging from Maryland’'s Eastern Shore to
Prince George’s and Montgomery counties and Western Maryland.

One of many improvements she has made is expanding the interprofessional component of
the Wellmobile, adding a family medicine physician, clinical pharmacy consultant, and outreach
workers to the team.

"A nurse-managed health center that provides primary care on a mobile unit at off-campus
sites requires a competent health care delivery team,” Antol says. "Successful program
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implementation requires commitment to teamwork by faculty and staff across the health professions
and ancillary staff, attentiveness to project goals, and adherence to performance standards."

The collaborators on the Wellmobile team applauded Antol's efforts.

"Through her leadership, she cultivated and developed our greatest assets for becoming an
interprofessional team with amazing synergy," says nurse care manager Carole Staley Collins, PhD,
MSN, PHCNS-BC, on behalf of the team. "It has brought us to a higher level of functioning and
advanced the impact of the care for the underserved people that we care for."

Despite the thousands of patients it treats annually, Wellmobile state funding was cut in half
in 2010. Antol diligently pursued grants and partnerships, acquiring three years of funding from
CareFirst BlueCross BlueShield, $1.04 million from Health Resources and Services Administration
(HRSA), and collaborated with the School of Pharmacy on a $1.2 million Maryland Community
Health Resources Commission Grant.

Obtaining the HRSA grant in particular underscores Antol’s tenacity, perseverance, and
fierce dedication, says SON Dean Jane M. Kirschling, PhD, RN, FAAN.

"She initially applied to HRSA in 2012 for a grant on interprofessional collaboration but was
not funded,” Kirschling says in her nomination letter. "In 2013, she applied again and was scored but
not funded; in 2014, she applied and was scored, accepted, but not funded due to lack of funds.
Then following funding reconsideration, she was funded in 2015 for a three-year, $1 million grant.
She is someone with enormous resilience in the face of setbacks and the strength of character and
will not give up."

Antol humbly says it's just part of the job. "Each grant was awarded based on competitive
applications."

Her willingness to go where others refuse to go has added to her legion of fans.

Scott Burleson, MBA, FACHE, executive director of Shore Medical Center in Chestertown,
says "medical professional shortages" there were a problem that often fell on deaf ears.

"Susan Antol and her team are a notable exception. She directed a nurse practitioner, a PhD
level nurse case manager, and support staff to ‘case find' for patients that were underserved,"
Burleson says. "In 2012, we began a [four-year] cooperative arrangement with the Governor’s
Wellmobile. Staff visited three sites in our hospital's service area and provided urgent care, primary
care, social services, and referrals to specialty care. The cases that they came across were startling
and examples of what can happen when patients 'fall out' of the system."

Another Antol Eastern Shore success story was a qualitative study of the "Health Issues of
Female Mexican Crab Pickers" (2004-2006). Links to community resources, including the Choptank
Community Health System and the Dorchester County Health Department, enabled Wellmobile
nurse practitioners, with the help of interpreters, to conduct health assessments and coordinate care
of women employed by the numerous crab houses on Hooper's Island.

"Dr. Antol is a true advocate for developing and implementing programs to serve others,"

says Sara Rich, MPA, president and CEO of Choptank Community Health. "Her efforts have made a
difference in the lives of thousands of children and migrant workers in the state of Maryland."
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Another overlooked population, human trafficking survivors, also has benefited because of
Antol’s efforts. "Through a partnership with the SAFE Center, the Wellmobile has been an important
source of primary care for a number of the human trafficking survivors with whom we work," says
Laura Ardito, deputy director.

As if directing the Wellmobile (which provided 2,480 nurse practitioner, 57 family medicine,
394 nurse care manager, 977 social work, and 2,204 outreach worker visits in fiscal year 2016) and
all these projects wasn’t enough, Antol also is an active member of key statewide organizations such
as the Maryland Assembly on School-Based Health Care and the Governor’'s School-based Health
Center Policy Advisory Council (PAC).

With PAC, she worked on amendments that allowed for much-needed reimbursement for the
School-Based Health Centers and more timely care for the children.

Asked how she finds the time, Antol says, "Meetings are mainly early in the day or after
work. Sharing expertise is community service."

Completing her 'quilt,’ Montgomery says, "Susan’s passion, creativity, and

persistence is remarkable. In many cases [she] provides the only source of health care for
families and workers."

https://www.umaryland.edu/founders/founders-week-gala/public-servant-of-the-year/
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University of Maryland School of Nursing's
Antol Named University of Maryland,
Baltimore's Public Servant of the Year

October 24, 2017

Antol is the third UMSON faculty member to be named Public Servant of the Year.

Baltimore, Md. — Susan Antol, PhD, MS ’79, RN, assistant professor, University of
Maryland School of Nursing (UMSON), was named the University of Maryland,
Baltimore’'s (UMB) 2017 Public Servant of the Year during its annual Founders Week.
Antol is the ninth UMSON faculty member to receive a Founders Week Award since the
celebration was initiated in 1996.

Antol joined UMSON in 1998 as director of clinical operations for an array of the
School’'s nurse-managed clinics, including the Governor's Wellmobile Program, a
mobile health clinic; Open Gates, a nurse-managed primary care clinic affiliated with
University Care; and school-based health centers. She also served as a clinical
instructor in community health nursing, bringing with her more than two decades of
experience in community and home health care nursing. Since 2009, Antol has served
as director of the Wellmobile, established in 1994, which provides health care services
in underserved areas ranging from Maryland’s Eastern Shore to Prince George’s and
Montgomery counties and Western Maryland.

Despite the thousands of patients it treats annually, Wellmobile state funding was cut in
half in 2009. Antol diligently pursued grants and partnerships, acquiring three years of
funding from CareFirst BlueCross BlueShield and $1.04 million from the Health
Resources and Services Administration; she also collaborated with the School of
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Pharmacy on a $1.2 million Maryland Community Health Resources Commission Grant,
all of which has kept the Wellmobile running.

“One of the many things that sets Dr. Antol's work apart is the breadth and reach of her
activities — both programmatically and geographically,” said UMSON Dean Jane M.
Kirschling, PhD, RN, FAAN. “Applying her understanding of community health nursing,
her organizational and leadership skills, and her personal attributes of perseverance
and tenacity, she has brought health care services to vulnerable individuals in all parts
of the state, including at-risk children and youth, the homeless, migrant workers,
veterans, and victims of human trafficking, as well as to those living in unserved or
underserved areas. She is someone with enormous resilience in the face of setbacks
and with strength of character and will to not give up.”

Each year, UMB celebrates the achievements and successes of its students, faculty,
staff, alumni, and philanthropic support and pays tribute to its 200-plus-year history. As
part of the celebration, awards are presented in four categories: Researcher of the
Year, Public Servant of the Year, Teacher of the Year, and Entrepreneur of the

Year. Nominees for Public Servant of the Year must have engaged in service that
addresses the unmet needs of underserved health, school, and social service
populations of Maryland, particularly among the disadvantaged, and must be worthy of
recognition relative to peers in their chosen field.

“It is truly an honor to be selected as the recipient of this award because it highlights the
impact that innovative models of care can have on population health,” Antol said.
“UMSON’s leadership, the Partnership, Professional Education and Practice
department, and the Wellmobile team have provided me with the opportunity to lead
and to oversee the transition of the Wellmobile Program to a new interprofessional
primary care delivery and educational model aligned with the current health systems
transformation.”

Past UMSON Founders Week Award winners include Karen L. Soeken, PhD, Teacher
of the Year 1998; Barbara Resnick, PhD '96, RN, CRNP, FAAN, FAANP, Researcher of
the Year 2003; Rebecca Wiseman, PhD 93, RN, Public Servant of the Year 2006; Carol
Romano, PhD '93, MS ’85, BSN '77, RN, BC, CNAA, FAAN, lllustrious Alumni 2006;
Jane Lipscomb, PhD, RN, FAAN, Researcher of the Year 2008; Robin Newhouse, PhD
'00, RN, NEA-BC, FAAN, Researcher of the Year 2014; Karen Kauffman, PhD, RN,
CRNP, FAAN, Public Servant of the Year 2014; and Louise S. Jenkins, PhD '85, MS
'81, RN, FAHA, ANEF, Teacher of the Year 2016.

#H##

The University of Maryland School of Nursing, founded in 1889, is one of the oldest and
largest nursing schools in the nation and is ranked among the top 10 nursing schools in
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the United States. Enrolling more than 1,900 students in its baccalaureate, master’s,
and doctoral programs, the School develops leaders who shape the profession of
nursing and impact the health care environment.

https://www.nursing.umaryland.edu/news-events/news/antol-public-servant-of-the-year.php
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Founders Gala Launches Catalyst Campaign
October 15, 2017 | By Chris Zang

If not us, who? If not now, when?

Those two questions were at the heart of the University of Maryland, Baltimore’s (UMB) black-tie Gala
on Oct. 14. The event, part of the University’s annual Founders Week celebration, kicked off UMB’s
multiyear, $750 million fundraising campaign, Catalyst.

(See the Photo Gallery.)

After emcee Denise Koch of WJZ-TV welcomed the crowd of 500 supporters at the Hyatt Regency
Baltimore, UMB President Jay A. Perman, MD, explained why the Catalyst Campaign was critical to
“securing UMB's future.”

Susan Antol receives the 2017 UMB Public Servant of the Year award.

That $750 million goal “is essential to getting the most talented, most dynamic students on this
campus — regardless of their ability to pay. It's essential to recruiting renowned faculty who can
elevate our prominence and to developing our early- and mid-career investigators so that their
scholarship, too, can achieve international influence,” Perman said.

“Catalyst will fund new laboratories so that we can enlarge a research enterprise that already saves
countless lives around the world. It will allow us to reward UMB’s change-makers who innovate how
we teach and learn — and how we make a difference in the communities that need us now more

than ever.”

Earlier, Koch had praised the University’s community involvement, “how the University strives to lift
49



up its neighbors and the communities close to campus” with initiatives like the UMB CURE Scholars
Program. which she did a segment on for WJZ.

After a short Catalyst video (available below), deans and representatives of UMB’s seven schools
(dentistry, graduate, law, medicine, nursing, pharmacy, social work) joined Perman onstage and he
praised their collaboration.

“While Catalyst will fund priorities specific to each of our seven schools,” Perman said, “it also will
support our Big Ideas — bold, interdisciplinary projects that depend on all of us working together to:

- End the epidemic of addiction;

- Relieve people of chronic, debilitating pain;

- Treat and cure critical diseases that diminish so many lives;

- Advance health, wellness, justice, and economic opportunity in communities so often left behind;
- Grow the next generation of entrepreneurs who will rewrite what's possible; and

- Join with the University of Maryland, College Park in cutting-edge projects that mine the best
expertise of both institutions.”

Perman and Donald B. Tobin, JD, dean of the Carey School of Law, presented the UMB
Distinguished Service Award to Henry and Nancy Hopkins, who among their many contributions to
the law school created the endowed Samuel and Anne Hopkins Scholarship, which honors Henry's
parents.

Campaign co-chairs Ellen Yankellow and Brian Gibbons shared with guests why they've taken
leadership roles in Catalyst.

“The University of Maryland has made a transformational difference in my life,” said Gibbons, JD '87,
who earned his undergraduate degree in College Park and his law degree at the Carey School of
Law at UMB. “I feel I'm one of the lucky ones and | feel it's incumbent upon the lucky ones to give

back.”

Added Yankellow, PharmD '96: “l am a proud graduate of the University of Maryland School of
Pharmacy, twice, and my UMB experience has given noble impetus to my life and to my career.”
She urged other alums to join her in “paying forward” their good fortune “to educate and motivate
those many bright young people who are or who will be following in our footsteps as students.”

Thomas J. Sullivan, CFRE, MS, UMB'’s chief philanthropy officer and vice president, thanked the
co-chairs, the Catalyst cabinet, and the UMB Foundation and its chair, William T. Wood, Esq. He
told the audience, “We thank you for being here to celebrate the greatness of the University but also
the greatness of the possibilities that lie before us” before a graphic announced the campaign total to
date, $317 million-plus.

The Gala is the signature event of Founders Week, which honors UMB’s proud 210-year history,
marks the achievements of current faculty, staff, and students, and looks ahead to the innovations to
come. This year’s top researcher, teacher, public servant, and entrepreneur — who were honored
after dinner — carry on that fine UMB tradition.
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Bartley P. Griffith, MD, the Thomas E. and Alice Marie Hales Distinguished Professor in Transplant
Surgery at the School of Medicine, is UMB’s Entrepreneur of the Year. A world-renowned heart and
lung transplant surgeon, Griffith has spent more than 20 years developing the world’s first wearable,
artificial lung system. His progress on the technology, which should help hundreds of thousands of
patients each year, led him in 2014 to found Breethe, Inc. Griffith could not be present for the Gala.
His award was accepted by 2014 Entrepreneur of the Year James Gammie, MD.

Robert K. Ernst, PhD, professor and vice chair of the School of Dentistry’s Department of Microbial
Pathogenesis, is UMB’s Researcher of the Year. He is at the forefront of innovative research,
engineering rationally designed mimetics based on bacterial surface molecules that will inhibit the
body’s ability to mount the damaging immune response present in sepsis, a blood-borne infection
that causes a death every two minutes in the United States.

Fadia Tohme Shaya, PhD, MPH, professor and vice chair for academic affairs in the Department of
Pharmaceutical Health Services Research at the School of Pharmacy, earned UMB Teacher of the
Year for teaching the skill, coaching the effort, and applauding the success of her students. Fluent in
five languages, Shaya teaches courses that are highly sought after and often referenced by
graduates as among their most influential.

Susan M. Antol, PhD, RN, director of the Wellmobile and school-based programs at the School of
Nursing, was saluted as UMB Public Servant of the Year. Antol has been a champion of the
underserved, caring for them in their homes and communities, both as a leader and a health care
provider. Staff in the portable Wellmobile treat thousands of patients annually.

The Capitol Steps, a comedy troupe, closed out the Gala on a lighter note, poking fun at Presidents
Trump and Obama, the Supreme Court, and many others.

For more information, visit http://www.umaryland.edu/founders/ for details on UMB’s Founders Week
celebration.

https://www.umaryland.edu/news/archived-news/october-
2017/newspressreleaseshottopics/founders-gala-launches-catal yst-campaign.php
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THE PULSE

News

A Piece of the Pi

News from Sigma’s Pi Chapter at UMSON

Sigma Theta Tau International
Honor Society of Nursing unveiled
its new look and branding, “Sigma,”
at its 44th Biennial Convention in
Indianapolis last fall.

;79233
Sigma

GLONAL WURGING
EXCEIRENCE

Sigma’s new logo includes the laurel
branch, a historic symbol for honor
and excellence, above the name.
Three individual leaves at the end
of the branch represent scholarship,
leadership, and service as well as
Sigma’s founding principles of love,
courage, and honor. The tagline,
“Global Nursing Excellence,” high-
lights what Sigma’s members do. 4

— Charlotte Seckman
Pi Chapter President

T

Prowiitown Baltimore
Chapter, SON
| Black Nurses Assosintion

= —

COURTESY OF UMSON NBNA

SMALL BUT MIGHTY

UMSON Clinical Nurse Leader master’s students (from left)
Ashley Foster, Jasmin Shivers, and Lauren Hinson accepted
the “Highest Number of Student Members of a Small
Chapter” award for the newly established National Black
Nurses Association (NBNA) Downtown Baltimore Chapter
at NBNA’s conference last summer. The 18-member
NBNA is one of UMSON’s nine student organizations
representing a range of interests.
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Public Servant of the Y;:ar

The year was 2009. It was Susan
Antol’s first year of directing the
Governor’s Wellmobile Program,
a mobile health clinic established
in 1994 that provides health care
services in underserved areas in
Montgomery and Prince George’s
counties, and state funding for
the program had been cut in half.
Undaunted, Antol, PhD, MS 79, RN,
assistant professor, began diligently
pursuing grants and partnerships.
She went on to acquire three years
of funding from CareFirst BlueCross
BlueShield and $1.04 million from
the Health Resources and Services
Administration and she collaborated
with the University of Maryland
School of Pharmacy on a $1.2 mil-
lion Maryland Community Health
Resources Commission Grant, all of
which has kept the Wellmobile run-
ning. In recognition of her efforts,
Antol was named the University of
Maryland, Baltimore (UMB) 2017
Public Servant of the Year during its
annual Founders Week in October.
Nominees for this distinction
must have engaged in service that
addresses the unmet needs of under-
served health, school, and social
service populations of Maryland, par-
ticularly among the disadvantaged,
and must be worthy of recognition
relative to peers in their chosen field.
“It is truly an honor to be selected
as the recipient of this award
because it highlights the impact
that innovative models of care
can have on population health,”
Antol said. “UMSON’s leadership;
the Department of Partnerships,
Professional Education, and Practice;
and the Wellmobile team have pro-
vided me with the opportunity to

FOUNDERS WEE

from left: UMB President Jay A. Perman, MD;
Antol; and Kirschling at the Founders Week
Gala, where Antol accepted her award

lead and to oversee the transition
of the Wellmobile Program to a new
interprofessional primary care deliv-
ery and educational model aligned
with the current health systems
transformation.”

Antol joined UMSON in 1998 as
director of clinical operations for an
array of the School’s nurse-managed
clinics, including the Wellmobile;
Open Gates, a nurse-managed primary
care clinic affiliated with University
Care; and school-based health centers.
She also served as a clinical instructor
in community health nursing, bringing
with her more than two decades of
experience in community and home
health care nursing.

“One of the many things that sets
Dr. Antol’'s work apart is the breadth
and reach of her activities — both pro-
grammatically and geographically,”
said Dean Jane M. Kirschling, PhD,
RN, FAAN. “She is someone with
enormous resilience in the face of
setbacks and with strength of charac-
ter and will to not give up.”

— K.N.

RICK LIPPENHOLZ





