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STATEMENT OF OBLIGATIONS; ASSURANCES, AND CONDITIONS

In submitting its grant application to the Maryland Community Health Resources
Commission (“Commission”) and by executing this Statement of Obligations,

Assurances, and Conditions, the applicant agrees to and affirms the following:

1. All application materials, once submitted, become the property of the Maryland
Community Health Resources Commission.

2. All information contained within the application submitted to the Commission is
true and correct and, if true and correct, not reasonably likely to mislead or
deceive.

3. The applicant, if awarded a grant, will execute and abide by the terms and
conditions of the Standard Grant Agreement (attached).

4. The applicant affirms that in relation to employment and personnel practices, it
does not and shall not discriminate on the basis of race, creed, color, sex or
counfry of national origin.

5. The applicant agrees to comply with the requirements of the Americans with
Disabilities Act of 1990, where applicable.

6. The applicant agrees to complete and submit the Certification Regarding
Environmental Tobacco Smoke, P.L. 103-227, also known as the Pro-Children
Act of 1994,

7. The applicant agrees that grant funds shall be used only in accordance with

applicable state and federal law, regulations and policies, the Commission’s Call
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for Proposals, and the final proposal as accepted by the Commission, including
Commission-agreed modifications (if any).

8. If the applicant is an entity organization under the laws of Maryland or any other
state, that is in good standing and has compiled with all requirements applicable
to entities organized under that law.

9. The applicant has no outstanding claims, judgments or penalties pending or
assessed against it — whether administrative, civil or criminal — in any local, state

or federal forum or proceeding.

AGREED TO ON BEHALF OF, _ Anne Arundel Health System , BY:
: (Applicant Name)

Vi s | Biyiess e,

Legally Authorized Representative Name (Please PRINT Name) Title
Legally Authorized Reprcsentativ@( ame (Signature) Title
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Reducing Health Disparities: A Creative Dual-Clinic Approach to Improving Access
Anne Arundel Health System, November 15, 2012

1. PROGRAM SUMMARY

Just blocks away from the State House in Maryland’s.capital city of Annapolis, well-
documented health care disparities persist in a federally designated medically underserved area
(MUA)". Access to culturally proficient primary care is limited for our most vulnerable residents
who call that neighborhood home. High rates of perinatal mortality, low birth weights, lack of
prenatal care, emergency room utilization, hospital admissions and readmissions, and a high
number of medical 911 calls to this MUA all stand as testimony to its unmet health care needs.

Anne Arundel Health System’s (AAHS) Health Enterprise Zone (HEZ) plan addresses
this MUA’s needs by establishing two sites which between them will deliver full-spectrum
primary care to this population. All residents of this MUA, including pregnant women, infants,
children, the elderly, the disabled, and those who are uninsured, under-insured or have public
coverage stand to benefit from these two community-based resources, nestled within their own
neighborhood and within walking distance of each other.

The two proposed sites offer complementary services. They are 1) a patient-centered
primary care medical home (PCMH) at the Morris Blum public housing building, which is a
residence for the elderly and disabled, and 2) a Prenatal Care Center at what is now a free clinic
at the Stanton Center, a community facility in the historically African-American Clay Street
neighborhood. The sites will be designed and staffed to promote consistent, long-term
patient/provider relationships in a culturally proficient manner. This will build on AAHS’ carlier
experience and success in providing care to the medically underserved in our service area at the
Community Health Center (CHC) on Forest Drive, Annapolis. Both the Morris Blum and the
Prenatal Care Centers will fully utilize the Epic electronic medical record system (EMR) of
AATIS to support continuity of care across all likely service locations.

Global goals of AAHS’ HEZ initiative include a) improving birth outcomes, b)
improving chronic disease management outcomes, and ¢) decreasing preventable medical 911

calls, emergency room visits, admissions and readmissions.
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Anne Arundel Health System, November 15, 2012

2. PROGRAM PURPOSE

To address these global goals, AAHS® HEZ initiative will provide reliable, comprehensive,
coordinated care in such a way that it will be accepted and sought out by the community it
serves. The PCMH primary care site in the Morris Blum Center will provide care not just to the
elderly and disabled residents of the building but to infants, children, and the local underserved
adult population. The Prenatal Care Center will provide broad-spectrum services to pregnant
women from the earliest possible point in gestation. Both sites will share consistent ancillary
support from community-based resources such as social work, nutritional and WIC specialists,
behavioral health specialists, dental care, case management, and domestic violence and abuse
resources.

Moving away from a haphazard, fragmented, inconsistent free clinic model and establishing
true primary care medical homes such as these two integrated sites is key to our success.
Recruiting culturally proficient, bilingual clinical staff and employees from the same
neighborhood is another essential feature. Installing integrated electronic medical records in
both sites serves multiple purposes: a) sharing information among the two sites and the Forest
Drive CHC, the hospital, other providers and specialists, b) capturing demographic data to
identify and track disparities in care, ¢) measuring our success in chronic disecase management
and birth outcomes, and d) providing a patient portal accessible by smart phones and computers
at the Stanton Center and the local library so that patients themselves or their families will have
access to medical records and a way to contact providers 365 days a year.

Both centers will aceept Medicaid/Medical Assistance, PAC (Primary Adult Care), and
REACH (REsidents Access to a Coalition of Health) patients, and those without coverage on a
sliding scale fee basis. Medicare will be accepted at the Morris Blum location. Any patient who
was seen at the free clinic or otherwise is medically homeless can find a medical home at the

new Morris Blum Center, Both centers are within two to six blocks of the gold, orange and green

local bus routes route.

3. HEZ GEOGRAPHIC DESCRIPTION

In the City of Annapolis, numerous creeks, coves, inlets and marshes render every bit of
buildable land precious. The result is a tight mix of high value single family homes and

waterfront condominiums within a few blocks of public or subsidized housing, lower value
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properties, and commercial strips. In Annapolis, three levels of Maryland government plus non-
profits, businesses and residents can attest to this. However, publicly available data -- Census
2010, the American Community Survey, HUD data — no longer has the detail to support what
most residents, workers and visitors casually observe. Statistical data may not adequately
describe the level of need in zip code 21401 because of very high incomes and property values in
some areas that offset low incomes in other areas, but the need is readily apparent neighborhood

by neighborhood, block by block.

4, COMMUNITY NEEDS ASSESSMENT

Annapolis has the fourth highest percentage of public/subsidized housing units in Maryland.
These units are tucked away in pockets of the city, segregated from and not seen by the rest of
the population. Within these neighborhoods, access to nutritious food and safe streets let alone
adequate health care is challenging. In the census tract block group where the prenatal care clinic
is proposed, the percentage of residents classified as low to moderate income (LMI - at or below
80% of median family income) is 92.5% and 667 of the 730 residents are African American.
That census tract also has been identified as having three of eight County infant health risk
indicators: 1) 12.1% low birthweight births (County 8.3%), 2) 4.3% late or no prenatal care
(County 2.6%), and 3) 18.7% at poverty (County 5.8%). 3 Half the women in the census tract
who gave birth in the past 12 months were below 200% of the federal poverty level *

Because of the lack of affordable housing in Annapolis City, 44 to 68% of LMI residents
at various income levels pay more than 30% of their meager income for housing, making health
care a distant priority. Health insurance is not an option for many: 15.5% have no health
insurance and 25% have public coverage. Even 19% of the employed do not have health
insurance?. Bven for those with Medicaid, the number of providers able and willing to take MA
reimbursement is limited and often unrealistic given transportation issues.

The very site where we intend to establish a PCMH primary care center, the Morris Blum
public housing building, is a microcosm of the community we will serve. Because it is one street
address, we can measure health care utilization by the building’s residents. The building is a
bona fide “hot spot” whose 184 elderly and disabled residents currently experience crisis-driven,
episodic, and fragmented health care. In the past twelve months, there have been 220 medically

related 911 calls to the building. In six months alone, 73 Morris Blum residents have
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experienced 175 emergency room visits with 38 of those resulting in admissions *. The leading
primary diagnoses for admissions were related to cardiac, pulmonary, or gastrointestinal
disorders. A mere nine residents accounted for 41% of those 175 emergency room visits.>

Such statistics from Morris Blum suggest a high likelihood that some of these costly and
crisis-driven interventions could have been prevented by providing consistent, accessible,
patient-centered, culturally proficient primary care directly in that building, that community, that

entire neighborhood. We are confident our HEZ initiatives will do just that.

5. CORE DISEASES AND CONDITIONS TARGETED

Birth Outcomes: We seek to improve health outcomes in our targeted population for both
pregnant women and their infants.

Diabetes: We seek to improve outcomes of this chronic disease.

Utilization: We seek to reduce the need for costly, crisis-driven care, e.g. 911 calls, emergency

room visits, and hospital admissions and readmissions.

6. GOALS

A) Birth Outcomes Goals: We will track birth weight, trimester entry-of-care data and
breastfeeding rates. Without baseline data, we cannot include length of stay for mother
and/or infant in postpartum and NICU units as a comparative measure; however, we will
track that information throughout the grant period as it is a valuable indicator of health
incomes. Similarly, we will measure complications due to lack of prenatal care and/or
maternal co-morbidities as these factors influence maternal and infant health and the cost of
health care delivery. Assuming an opening date for the Prenatal Care Clinic on September 1,
2013, we propose as our targets for December 31, 2016 the following for women seen at the
Clinic: |
1) 10% low birthweight for babies born to African Americans newborns. This narrows the
gap between whites at 8% and African Americans at 12%.
2) 87% African American mothers enter prenatal care during the first trimester. This narrows
the gap between whites at 90% and African Americans at 83%.
3) 65% of all new mothers irrespective of race will breastfeed in the newborn’s first hour of

life
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Special note regarding abuse and domestic violence (A/DV)

From 1993 to 2008, the leading cause of pregnancy-related deaths in Maryland was
homicide. Those homicides were most prevalent in African American women under the age of
25, and 56% were committed by the intimate partner. Without considering homicide, 7.3% of
pregnant women reported intimate partner violence/domestic violénce in the year before and
during pregnancy, and rates of physical abuse during pregnancy were twice as great in the
Medicaid population as the non-Medicaid populaﬂ;ior‘l.6 As that is the target population for the
prenatal clinic, A/DV staff training and screening and intervention will be taken very seriously.
Since 1995, Anne Arundel Medical Center (AAMC) has had a hospital-based program for
domestic violence intervention and prevention, and practices universal screening for all patients.
Our A/DV unit was one of four programs highlighted in the February 2010 Governor's Family
Violence Council Report on Hospital Based Domestic Violence Programs, with recognition as “a
national best-practice model for response to abuse and domestic violence.” In addition to routine
domestic violence screening and intervention at the Prenatal Care Clinic with professional

response by the A/DV staff available 24/7/365, A/DV staff will conduct staff training and

refreshers and be available for on-site support groups.

B) Diabetes Outcomes Goals: Assuming an opening date of the Morris Blum site on July 1,
2013, we propose as out targets for January 1, 2015 the following, for active (still being seen
by us) patients with diabetes who have been followed at Morris Blum for at least 12 months:
1) 90% have been tested in the Jast 12 months for nephropathy. (Stretch goal = 100%)

2) 90% have had, in the last 12 months, an A1C and an DI cholesterol test (Stretch goal =

100%)

3) 70% have a BP 140/90 or better (Stretch goal = 80%)

4) 60% have an LDL of 100 or less (Stretch goal = 70%)

5) 60% have an A1C of 8 or less (Stretch goal =70%)
Exclusions: patients not seen at the CHC for at least 12 months and patients who have
left the CHC to seck care elsewhere.

We will provide a holistic approach to diabetes self-management with peer-to-peer guidance

and support as well as field trips, e.g. exercise excursions (walking), food shopping, cooking
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classes, glucometer classes, and foot care classes. Our primary care medical home will
feature one full-time primary care physician and one primary care mid-level provider. The
staffing model will allow for increased capacity of both of these providers, see Strategies,
below.

C) Utilization Reduction Goals: We are fortunate that we can track utilization data reliably in the
microcosm of Mortis Blum residents, who are reflective of our targeted adult community of
high-risk patients. After 12 months of opening our on-site primary care medical home,
residents of Morris Blum will experience a:

1) 30% decrease in medical 911 calls.
2) 30% decrease in emergency room visits.

3) 30% decrease in hospital readmissions.

7. STRATEGIES TO ADDRESS HEALTH

A) Birth Outcomes Strategy: Staffing at the Prenatal Care Center will include one
Obstetrician and one Midwife, plus two Nurses to provide case management as along with
medical care. Ancillary staff will include one Medical Assistant, Office Assistants, and shared
Social Worker, Translator and Financial Counselor. The AAMC Maternal Fetal Medicine
‘Specialists will see patients as needed at this location. Staffing assumes 175 deliveries by the end
of the second year of this grant.

Pregnant women will receive peer-to-peet guidance and support regarding nutrition, follow-
up care, and surveillance for red flags. Infants will be enrolled for primary care at the Mortis
Blum site or the CHC on Forest Drive, at their caregiver’s choice. The Stanton Center has
classrooms and other facilities, so peer-facilitated baby care classes will be provided from the
extensive list of prenatal and baby care training offered by AAMC Wellness. There will be a
play area in the clinic for tagalong children.

With our partner organization, the Anne Arundel County Department of Health, a
Nutritionist/WIC Coordinator will be available on site at specific times. Each eligible applicant
for WIC will be counseled about proper prenatal and infant/toddler nutrition and how to use
benefits. For those pregnant women identified with high risk pregnancies, DOH will work with

clinic staff to coordinate their other services, e.g. home visits by a community health

nurse/medical social worker.
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B) Diabetes Strategy: For every new patient at the patient-centered primary care medical home
in the Morris Blum building, we will collect data in AATIS’ electronic medical record system,
including medical history and demographic data, e.g. race, ethnicity and age but also family
composition to assess supports for medical and behavioral care. We will screen patients for
diabetes when medically appropriate. We will access via Epic a list of diabetic patients and
highlight those patients meeting goals and those who are not. We will enlist the help of local,
well-controlled diabetic patients in reaching those patients whose disease is not controlled. We
will identify risk factors such as language, health literacy, general literacy and social isolation.
We will identify and address barriers to care: e.g. fear of glucometers, insulin or needles. We
will arrange field trips and socially engaging local classes, e.g. afternoon tea and coffee or a

Super Bowl party with healthy snacks and a preparation demonstration.

C) Utilization Reduction Strategy: The key to reducing utilization of costly, crisis-driven care is
to provide reliable, accessible and effective primary care that can accommodate increasing
patient demand. To anticipate the community’s needs for both sites, we will implement the
proven Eden Model of PCMH, designed by Dr. Scott Eden, Medical Director of both the existing
free clinic and the CHC on Forest Drive. The Eden Model provides for two medical assistants
per provider rather than the traditional one medical assistant to one provider ratio. The medical
assistants will be specially trained to work to the top of their license and will perform
assessments of patients during visits to the center. Whereas traditional medical assistants simply
escort a patient to the exam room, record vital signs, and then leave, in the Eden Model the
medical assistants provide much more value to the patient and the provider. Their assessments
include medical and psychosocial aspects of each patient’s medical problems, plus an assessment
of what scheduled health maintenance items (e.g. mammogram, flu shot) are due. They also
receive training on culturally appropriate diet and exercise advice and tobacco use cessation. All
of these data and interventions are recorded in the EMR and discussed with the providers so that
targeted plans can be implemented and executed. With two MAs doing this advanced level of
intake at the same time for two patients for one provider, the provider never waits to see a
patient. The team-based Eden Model allows for greater capacity per provider, often allowing 30

rather than 25 patients to be seen per day for 20% greater capacity per provider. We have proven
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experience with this model and can demonstrate patient, staff, and provider satisfaction data to
support its use.

Whereas all patients at both sites will benefit from use of the Eden Model, we have an added
strategy to address our highest-utilizing patients: those who frequently dial 911, visit the
emergency room, or get admitted and readmitted. These patients will be identified by center staff
as well as hospital case management and will be referred to Medical Mall Health Services for
their Coleman Model intervention. This model uses community health workers, an RN, and a
CRNP to provide hospital-to-home transitional services that empower patients and families to
self-manage their chronic disease. The patient receives a visit from Medical Mall staff while still
in the hospital or emergency room with a follow-up home visit within 72 hours of discharge. At
that time, medication is reconciled, individual needs are assessed, a follow-up appointment
within one week with the patient's physician is confirmed, and transportation is arranged. The
patient is followed for 30 days post-discharge. The Coleman Model decreases readmissions and
improves patient self-management skills. Some Motris Blum resident patients with lesser and
non-medical needs can be referred to the onsite HACA Care Manager and Congregate Housing
Coordinator.

Read “Brenda’s Story” below to see how we accomplished this in a culturally proficient
manner for one Morris Blum “hot spotter.” She describes in her own words what helped her and
why. As we did with “Brenda,” we propose to provide guidance and support from community
health workers and peers in promoting chronic disease self-management, including knowing the
red flags, when to call the health center, and when to ask for help and from whom.

“Brenda,” a 64 year old African American resident of the Morris Blum building, used to be
seen at the AAMC Emergency Room at least every two weeks, and was very frequently admitted.
She came to our attention because of our efforts in reducing preventable readmissions. Brenda
suffers from congestive heart failure, diabetes, coronary artery disease, chronic obsiructive
pulmonary disease, hypertension, obesity, advanced osteoarthritis, aortic stenosis, anemia,
depression, and anxiety.

When we met with Brenda, it became obvious that she did not understand how to take care of
herself. She did not know what her medications were for or how to take them. It took a couple of

visits to her apartment to realize that she could not read that well. We also found that in her tiny
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apartment, there was no flat surface large enough or clear enough to allow her to sort her
medications. Brenda had little social support as well.

We combined our efforts with others in the community to reach out to Brenda, literally on
her own turf.  With help from The Coordinating Center, the county Department of Aging and
Disability, a Nurse Navigator from AAMC, and both Brenda’s cardiologist and her primary care
physician, we made significant progress. Interventions included home visits, coaching,
coordinating appointments and transportation, frequent telephone calls, a personal health
record with lots of pictures, and treatment for her anxiely and depression. In addition, we
provided a pill box, a small folding table, a blood pressure cuff. and a bathroom scale.

Brenda made tremendous progress. She now takes responsibility for her own care by watching
what she eats, weighing herself daily, checking her blood pressure, and filling her own pill box
weekly. She can say what her medications are and what they do, and when they need to be taken.
She makes her own appointments and arranges for transportation. She calls the doctor rather
than 911.

We interviewed Brenda and asked her what made the difference. Here is what she said:
“Twould not have been able to do this without the close teaching and follow-up. I felt good that
people cared enough about me to take the time fo come to my apartment and show me what 1
needed to do. I now feel comfortable knowing that I don’t have to go to the hospital every time
something happens. I can call my doctor. 1 started feeling preity good and even started getting
out of the apartment more. I even began going back to church and ushering a little. I join the
ladies for luncheons. It is a good feeling. Ididn’t like being in the hospital very much.”
Brenda used to be seen in the emergency room every two weeks. Since she gained confidence in
her own self-management skills 11 months ago, she has been seen in the emergency room only
three times, and has been admitted twice. She continues to do well.

The Prenatal Care Center and the Mortis Blum center will share a Social Worker, Translator,
and Financial Counselor, this last for assistance with public health coverage applications. Based
on our experience with clientele at both the existing free clinic and the Forest Drive CHC, staff at
both new centers will be bilingual and racially mixed to accommodate the mix of patients. Like
the CHC, the PCMH at Morris Blum will have connections to the community and will partner
with non-profit organizations. For example, the existing CHC partners with Arundel Lodge,

which provides psychiatric rehabilitation services to Anne Arundel County adults with serious
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mental illness, by sharing providers with time in each location. Domestic violence screening and
intervention will be a routine component of health care at both health centers.

Support from both the county Department of Health and state Department of Health and
Mental Hygiene will be critical in quickly assessing and approving new patients for medical
assistance and M-CIHP. At the prenatal care clinic, we will aim for a smooth transition of
newborns into either the Morris Blum Center or the Forest Drive CHC. By approaching women
at the Prenatal Care Center at an opportune time, they will be more open to addressing health
insurance enrollment and ongoing wellness and preventive primary care for themselves, their
children, and their extended families.

In order to run the two Centers safely and effectively and to promote an environment
conducive to wellness, staff will receive ongoing training in crisis prevention and interventions
to diffuse potentially unsafe and/or dysfunctional situations. In house staff, DOH staff and
consultants will provide this training on a regular basis.

In addition to the two initiatives above, we will continue our long association with DOH for
referrals, data exchange and joint boards and committees.

Transportation for those without a car, especially those who are elderly or have health issues,
is always a challenge in Annapolis, but the Morris Blum building has regular transportation
services from the county Department of Aging. For non-resident patients, both centers are within

six blocks of the gold, orange and green local bus routes route.

8. USE OF INCENTIVES AND BENEFITS

We are pleased at the opportunity in this Health Enterprise Zone application to request loan
repayment assistance for two additional physicians, one obstetrician to staff the Prenatal Care
Clinic and one primary care physician to staff Morris Blum. We intend to offer each site as a
possible rotation for medical assistant, Nurse Practitioner and Physician’s Assistant students, and
medical students and residents in primary care programs so they can experience primary care
deliverf in an underserved setting. This will promote the entry of qualified personnel into this
care setting,

We also will request priority entry into Maryland’s PCMH program for the Morris Blum
site, and have requested application funds for NCQA recognition. We are requesting funds to

implement Epic EMR to the Mortis Blum site. The prenatal clinic site is already scheduled for
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EMR installation February 2013 because of the generosity of a longtime AAMC funder of our
free clinic, the O’Neill Foundation.

Another benefit request is for leasehold improvements at the Motris Blum site to
accommodate two providers. The City of Annapolis will continue to provide space at the existing
free clinic to be transformed to the Prenatal Care Center rent-free, and the Housing Authority of
the City of Annapolis is providing space at Morris Blum free of charge. The medical equipment
request is for a used ultrasound machine, Doppler and fetal monitor for the Prenatal Care Centet,
especially important given the nature of the pregnancies that will be seen at the clinic. We are

confident another funder will assume the balance of ‘fhat cost.

9. CULTURAL, LINGUISTIC AND HEALTH LITERACY COMPETENCY

Both locations will use EMR not just for patient medical record ke‘eping, but also for data
collection on race, gender, ethnicity, language preference, and preferred mode of
communication. This helps us track disparities in outcomes for populations, but also tactfully
reveals other challenges for individuals such as literacy, social isolation, and generally limited
resources. Equipped with such knowledge, we can design effective interventions for
individuals that make sense given their social environment.

Patterning our population health measures to NCQA metrics, we will measure our
offectiveness in meeting our goals and stratify our results based on race and ethnicity. This
will help us identify disparities, address them, and re-measure our progress once interventions
have been implemented. We already have successful experience with this at the existing
Community Health Center, particularly with measures involving tobacco use cessation, weight
management, and interventions for patients with ischemic vascular disease.

We will hire personnel from the community we seck to help, and have patient and family
advisors help us plan interventions and strategies for our client base. AATIS has a rich history
of using patient and family advisors, maintaining a list of more than 60 such patient and
family advisors. We will need Spanish-speaking personnel, and will hire enough bilingual
staff to ensure there is always a Spanish-speaking staff member present at both sites. Whereas
bilingual staff will be available at both Centers, we anticipate the occasional need for sign

language and other language interpreters. We have an interpretation service that provides
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qualified interpretation service free of charge to our clients. Center staff activates the service
by calling the hospital operator to access a qualified interpreter.

Health literacy encompasses aspects of individuals’ lives that have a direct bearing on their
health status and longevity. These include not only knowledge and awareness of health risks
and disease management, but also very personal choices regarding lifestyles. With the end
goal of helping individuals make better choices, not necessarily “our” choices, our strategies
will center on what is important to cach individual. We can then work with them to modify
their approaches to better meet individual goals of care (nutrition, exercise, prevention of
disease, and disease management) safely and effectively, while respecting cultural frames of
reference.

Patients at both centers will be encouraged and trained to use MyChart, free and accessible
via the AAHS web site, as the electronic portal to manage their own health, and, in the case of
minor children, their family’s health. With MyChart and an Internet connection or smartphone,
patients can send and receive messages to their provider and center staff, schedule appointments,
request prescription refills, review their health history, and get lab and other test results. Patients
will be introduced to MyChart when they are escorted to their exam room. The Stanton Centet,
location of the proposed Prenatal Care Center, has a computer lab with twelve new computers as
of June 2012. Basic computer instruction is offered to City residents two evenings a week, and
they can use the computer laboratory free of charge. We will encourage their use for MyChart
access, and will offer intermittent orientation sessions on MyChart in the computer lab.

The Anne Arundel County Department of Health will provide direct education for patients,

e.g. Healthy Babies topics, the value of immunizations, and building exercise into a day.

10. APPLICANT ORGANIZATION AND KEY PERSONNEL

Anne Arundel Health System is a regional health system serving central Maryland. Our 100-
acre campus outside Annapolis is the site of the Anne Arundel Medical Center, the third busiest
hospital by admissions in the Baltimore metro area and, with 380 licensed beds, the fifth largest
in Maryland. To our long-standing core values of trust, dedication, compassion, quality, and
innovation, we added in 2009 two additional values: diversity and collaboration.

As a part of Anne Arundel Health System’s Vision 2020, we seek to address local health care

disparities. Vision 2020 places greater focus on providing care throughout the community so that
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all our service area is “Living Healthier Together.” We will do this by extending services beyond
the walls of the hospital to the community where people live and work. The free clinic at Stanton
Center and our Community Health Center on Forest Drive, both in Annapolis, are indicative of
that commitment, and the Prenatal Care and Motris Blum Centers will expand that

Project Director Pat Czapp, MD, is the AAMC Chair of Clinical Integration. Dr. Czapp is
board certified in family medicine, a physician with Annapolis Primary Care, and a past AAMC
Chief and Associate Chief in the family medicine service. Dr. Czapp oversees broad projects
across the entire health system, such as reduction of preventable readmissions and adoption of
population health strategies. She will oversee initial implementation of these two initiatives,
provide ongoing expertise, and direct the collection and interpretation of key data. She will also
identify fruitful opportunities for change for patients and in health care delivery by the health
system. Henry J. Sobel, MD, MBA, is AAMC Chair of Women’s and Children’s Services, and
will act as Medical Director for the Prenatal Care Center at Stanton Center. Dr. Sobel has
practiced in Annapolis since 1981, and is a past AAMC Chief of Obstetrics/Gynecology. Maura
Callanan, Executive Director of Women’s and Children’s Services at AAMC for more than five
years, oversees activities at the Rebecca Clatanoff Pavilion, the third busiest birthing center in
Maryland with 5,308 births last fiscal year. Scott Eden, MD, board certified in family medicine
and a physician with Annapolis Primary Care, is the current Medical Director for the Forest
Drive CHC and the free clinic in Stanton, and will assume that role for the Morris Blum Center.
Dr. Eden was the driving force in developing the concept and seeking approval and funding for
the Community Health Center on Forest Drive, and is responsible for its success. Steve Clarke,
Vice President of Physician Services, has overall management responsibility for the Forest Drive
CHC and the free clinic, and will assume that role for the Morris Blum Center. Mr. Clarke
reports to the Chief Medical Officer, one of the five member executive team of AAHS. The
executive team has governance of and ultimate decision making authority for all these centers.
Mary Jo Palmer, Director of Client Services, will direct installation and start up at the two
centers. Ms. Palmer directed start up activities at the Forest Drive CHC and is responsible for the

day to day operations of that facility and the free clinic, and will assume that role for the Morris

Blum Center.

Page 13 of 19




Reducing Health Disparities: A Creative Dual-Clinic Approach to Improving Access
Anne Arundel Health System, November 15, 2012

11. COALITION ORGANIZATIONS AND GOVERNANCE

This project brings together key community organizations with strong endorsement and
support from allied organizations. Spearheading the project are the Housing Authority of the
City of Annapolis, the Anne Arundel County Department of Health, the City of Annapolis, and
Anne Arundel Health System with support from the Healthier Anne Arundel Coalition (HAAC)
which is made up of more than 15 affiliated governmental, community and service
organizations. It builds upon the State Health Improvement Process for the focus areas of
Health Care Access, Chronic Disease, Healthy Social Environments, Healthy Babies, Safe
Physical Environments and Infectious Disease. Together the two centers will directly address
each of these six areas. The project will be governed through a coalition of the key community

organizations and through cooperation with members of Healthier Anne Arundel.

Page 14 of 19




91042 JUBIS JO WOISNJOU0d @A ‘12908 ATus uonemdod uonemdod je8re) 107 uonensigel ey uoynndod ja3avy ui
03 Suruado woig PUE UBUE[[R]) BINBJA] 108181 10] SO pue|  sAep NDIN PaseaIda $214243]2P JYSI2MIYAIG MO] 2oNPIY
191U S,USIP[IYD)| SuoIssTuIpe DHIN Joel],
% sustom DINVYV
9[040 JURIS JO UOISN[OUOD AN 12908 Amual] uonendod jo5re; |uonenIul 2180 JejeuUald Ul UOBSINO pUL
01 Suruedo woIyg puUe UBUR[[R)) BINEIA] 103 1114 Teeuerd 3smy| sdnoiS orue pue [eoeI|  UONEONPS ANUNWILIOD
‘19jue)) SURIp[IYD| Je oFe [euopeised yoerl| weemjeq deS oyl ealey| pue Ao1gnd asesrouy

@ sUsom DINVY

9[040 JUBIS JO UOISN[OUOD
0} Suruado woI]

A ‘[990S AT
PUER UBUB[[ED) BINEIA
{I2qua)) S,URIp[Iy)
@ suswiop, DNVV

uonendod 125161
Ioy 11s1A [ejeusid sI1]
1e oFe Jeuo}e)sas Jorl],

uoTjenIul 91eo Jereuaid Ul
sdnois oruyle pue [eIoel
Tueamiaq des oyl aA[RH

§20IM0Sa1
Aunurmoo pue
JUSUILISAOS YJia toured

91040 JURIS JO UOISNOUOD

@A 9908 ATusH

uonendod 125re)

UONBNIUI oTed [ejeuld ur

1)U AJIUIsyeul

2400

0} Suruado worg puUe UBUR[[R)) BINEIA] 103 11s1A Tereuard 3smy| sdnois oruyye pue [eIoBI MU B USI[qRISH wuaad djiva 0 Lygua aspaiouy
‘repue)) suSIp[IyD| Ye oSe [euoneises yorl]| u2emiaq ded oy eAlRH
% suemoM DINVY
d
T sjqisuodsayy JUSUWRINSBITAT sturozpipy pegosiig sda)g UONIV/SIIIAIIDY axpgaslay
: UOSI3J/UORBZIUESI( | PUE UONEBN[BAH BB wersory T

:$5329NS JO AINSEIJA]

SouwI0dINQ YIiLg sAoxduay: # [805)

10¥1Z 2poddiz uigyim vonendod pasrasiapun
UE 10J 94ED USALIP-SISLID A[3S00 ‘2[qelusAd.td 9582109 P PUE ‘SOWI0IIN0 ISEISIP dTHOAYD dacaduwul ‘somwodno yraiq sacaduwy

ASOdJHUNd LOHIOEd

19)UR)) WIn[{ SLLIOJA] PUE I)UI)) IE)) [EIRULJ

BN WessdolJ Juel

§5920y suraoaduy 0} yoeoxddy otmyD-[Bn( 2A11B31D) ¥ :snLIedSI(] JI[EaH SUONpayy

oweN jo9loag ZAH

sIaulaeJ AJIUNWINOG,) PUE I2)U3)) [BIPA [PPUNIY SUUY

ue[q YI0A\ - SAu07Z dstadayuy YIedH

}PUWEN UONBZIUE3I0)

NOISSININOD SHOANOSHY HLTVHH ALINNININO) ANV ITAIVIA




Surmp Surpasjiseaig

SISJOUI MU JO %G9

yoddns pue woneonpe
wnyred jsod pue [ereuald

*Aep Suruado A ‘Uepd 1098 $s9f 10 g JO UOTJUSAISIUL SOIRgBIp SUL{oBI) SIOZ ‘T Mvnuvy dq 2)quinsvaiu
S)T U0 wnjg SLIOJA ‘N ‘ddezp eoiged| DIV pue 001 ey ssof| pue Apmys 1oy uonemdod PUE 10} SUIU22I0SB] ‘souioono sapaqoip aaoaduiy
ye juowedur [irpy owy| ‘ueunredsp IIDNVV| TAT9ARY %09 “Temo] SuI[esEq ysHqeIsy
[ea1 ur aouewiIorrad 10 06/0%1 49 2aeq
JI9Y) SSosse pue 940L “SIUSIAINSBaI
soLneu 2591} Uo syodal 1aTPUe D1V Peq
UnI ued sueIsAYg aaey pue Aypedorgdsu
*SOTNOUI 9SaY} Moel] J0J PIUIIS %406
ues DHY) Sunsixs e asn
ur Apeaife aremijos 11
— J[qisuodsayy . JUSWDINSEITA] SiiiagnG pass i sda)g UoNIV/SANIALDY ai5840
UOSI3J/UONRZIUESI() | pUE Woljen[eAq Ble( wessolg
18§320MS JO 2INSEIAT
S3W0dIN () SAJRqEI( 2A0Id W] 7 [E0D
9[040 JuRIS JO UOISN[OU0D SJUB)NSUOD) aJ1] 21 JO Inoy 1s11] UOIIBIOB] SuIpaafisnaiq SUISDINOIUI
01 Suruado woiy uoneeT DINVY|  JO Inot 1SI wIogmau o1} Ul PoojIsealq [[im pue Surpasyisealq 10y

dq uoyvindod u1 Aj1s2q0

aSp2.L02p puv suoyLynY 2a0.4dmy

7 SUSWOMN DNV

9[9A% JUBIS JO UOISN[OUOD I ‘12908 AU uoryeindod uopnendod je8re] 107 S90IN0S2I AJTUNTIUIOD
01 Suruedo woIL] PUE UBUE[[E)) BINBIA] 198181 10] SOT PUB| sABp NDIN Pasearda PUB JUSWIWIAOT
t101u87) SUAIP[IYD)| SUOISSTWIpE (1DIN JOBIL YA TOBUIPIOOD

puUE JusUaSeUBW
9580 ‘TUI[oSUNOD M
areo [ereusid pasoxdur]




-Kep Sutnado oured HeUDAJA Ul pa[[oIua JusweSesus (1oindwoo

uo syuened wmig of AIe[A ‘uepd NooS syuenred Jo JequuinN]| Jo pooyIal] SuroueyU 1o suotdireurs

SLLIOJA] 01 S[qe[IeA. 3q ‘010 ‘I0300p 2y} 28essow £q 21q155990€ Teprod

[l pue DHD oY) e asn ‘ssarSoxd umo 1oy juaned) WeyDAN PI
ur Apeaie st JeyDAN yoyem 03 Aruniroddo
o} 9ABY [[1M S1USTIRJ

QIBD OJUI AIJUD UIPH 11095 SMIIAIQIUI [BUOHRATIOW A1oanysod S]e03 JUSUEBIL}

juened yum pue Suruedo
IoJua)) Yim surseg

pue Suryoes)

QUO-U0-2U0 ‘S1ISIA
juenbaiy e1ow 107 Joeq
gu11q - JustweAodw 107
[eoS Sunesw jou sjusiied
12sqns s[y1 Jo (sorpewr
owes) JOJUO AJ9SOT)

uoneAnIoR jusred
Jordull [[IM SUOUSAISIUL
SATJISURS AJ[RINIMY)

Suneau jou syuared
0] yoranno 19ed 0]

*Suro3uo
2q T[4 pue Surusdo 1eyye
uoos uIgeq 0} SJULAY

uspy Boos

yoeqpee]
op1aoi1d 0} SIOSIAPE
juarjed ‘pamseeur aq
0} SJUAAS JB 0OUBPUAN Y

aIeo-JJos jo uondope
Io12q ‘oseasIp omy
JO ssoualeme-J[as Iajjag

S)SIA
dnoiS pue uoreonpe
O1)3qRIP 9)IS-UO ‘SJUdAD
uoninnu pue 3uryjood
*sdin preyy Surddoys
“LOIN WL JTeM, ‘s1ead
SUIPT[OUT SJULAS [BIOO0S
SPN[OUI 0] SOIIALIOB
UOREAIOY juolyed "ql




"POOMUS[D) Toured of AR §SaIppE "POOMTBLD 0L se[Es|  %0s 4q (Sutpjing Suisnoy o1qnd
10 JO spunois uo JB) O} S[[2 [[6 [EoIpatr| WOy S[[ed [16 [eolpal 116 1uenbaiy jsowt o) winpg StLIOJ 211 Jo SSaIppy 213)
puE oruI[o 395 SUNSIXe Jyoel ‘poomua[D [QL 1 AoueSIoma-uol 10ma,]| 01 s1ead pue Jyels [eOTUI[0| pPOOMUaD [0, OF S[IPD []6 1012t

T8 SJU9A3 [BID0S ‘SIOATY
‘sxopsod yim (£10T
Ajrea) winjg SIIION

1B SUISeq Suljapowal
Se U00S sk uIgaq SO H

OAI] OY 9SOT]} FuIpnyoul
‘101Ue) WY SLIIOIA

18 Usas syuaned anbrun
JO IoquUnu SINSBIA

AQ yoranuno Jo211p
‘SurSessot BIpOW-1[ N
‘SIU9AQ [BID0S 9pn[oul
[t suopgyg ts1vad

pue siosiape jusyed
IO SHO0Je 9S9Y) Ul
opnjou] °syuSPISAA [BI0]
£q 101u9)) wn[g SLLIOA
oy} Jo osn sjoword Bl

SD2.402p ‘Siypuowd ZT uiyfiig 1

a[qisuodsayy JUAWAINSBITA] sda)S UOIIV/SANIAINY
[
oInEILL W0S.19 J/UONBZIUESI( | pue uonen[esqy el amoo3nQ Pajoedxy werSoag ARI9N0
1552001 JO 9INSBITAI
91E2 USALIP-SISLID “A[150 3[qe1udAaad 9582199 :€# [E0D
sdoysyIom JUQIIDSRUBIL ATIqesiq sdoysjiom syustyed weIsold
-J1es Jo diysiopes| pue Swidy yo 1daQg dnos3 pes] djey se| 9[qeISUINA }SOUW Y} I0Y Ioad seeqeI( o]
uosiad Aef 10] Surureny| AJUNo)) Y PuUB ISUSD|  [[eM SE j1oddns cuo-uo| SOUWIOINO AOUBYUS [[IM
puUSnY "sajeqerp Ul sejeqer( ‘uspd 1095 touo apiaoid 03 afqe s1eed 11oddns pue eouepms 10J

doysyrom JUSWaSEURTL
-J[9S PUSRY “Polopoual
Suraq T[S 121UD

oy s1ad JinIosy

oTjeqeIp JO JaquInpN

20Ino0sa1 Ioad 9JISUO Uy




‘[1oa se nogowoxd

ur way) o5e5us

pue 901ApE pue jndut
I UOI0S “ BPURIE,
-39 ‘SUOTIUQAIIIUL

wouy pajeuaq Apesie
SART] OYM 2SOU] JITLIOSY
-Buruado 03 ro1ud syjuout
ur dnoi3 A1osiApe
juonyed oy w0

uepyq
noog “sured of AT

POOMUS[D
10.L woLy asot
Furpnjoul ‘payorl g
[[A I2Ue)) O} 18 UdeS
syuared MU JO SISQUINN

SyuepIsal [BO]
Kq I19ju9)) 2} JO oSN puB
souejdesor pesearou]

sjuerjed Jo

JueumMIoax 199d-03-199d
ym diay pue SIoSIApE
juened o se o€

0] SJUSpPISar W[ SHIOIA
30 dnoi3 snooj wog "0

Suruado

191U wn[g SO

01 Jouid YIUOW QU0 WS
0} (uoneymatma(dut

pue uSisep [000301d)
SINE [ UOTEUIPIOO])

Iowed
of AIeJA ‘Bp0qOAS
"IN pUe uapd pods

ooed ur
ApE2I[E POOMURTD [0L
0} S[[e0 116 Sunjori],

“9IBd [BOIPaUL JO
adfy Aue 103 116 SurElp
JO 21040 ot} 3Ba1q,
Surdjey pue ‘116 Sul[[eo
0] QAIJBUIO)E 9ANDAIID
pue aJes © syuorjed

Ino 0} SupensuUOULp
‘uonjuaslejul pider

10 I8)U2)) oY) 0} PalLIg]al
2q ueo saseo AouaSourd
-uou ‘feuuosiad SN Aq
passasse are A3U} YV

"2180 AOUSFIaWS-UoT

10 [0 oYM SJUSPIST
pooMmuR[D TOL 01

2IED [BOTPAW 2SNOY-UL JO
SSOUQIBME 20I0JUISI PUE
ojowoid 0} SING [890]
M SIBUIPIO0D "q




7102 sarouse yi[esy PooMUS[D) ey  eapeiEU UL PIQLIdSAp 9%0€ 4q 25D2.453p
ayey wiSaq i pue aoe[d awroy ‘ANfiqesi pue 10L WOJJ PaInseawt|  JO SYUBUITHISNSP [EIO0S SB - [OPOJAl UBWA[0D) i spuanod poomuald JoL fo
ur Apeaife 2Injonnsequy Suidy jo yde AunoD AJ1SES SUOISSIWIPESY $SOIppE SJUSLISSISSE

VV TeA [BIPSIN

owoy-ur ¢, s3efJ pal,

107 suerorsAyd Surjoeju0d
pUE SUOLIPUOD JIoU}
SuL10)TUOW JO SULIS]

UL ST{IYS JusuoSeue
-J1as 191)2q 9ABY SJUSNEJ

SuoISSIHpDa4 ‘sypuont g1 Uiy ¢

suado uspd sprepuess HINDd SUOISSIWIPE "2IED 0} S59008
1oju07) oY} USyM suISag| 100§ “IeWEd Of Lren| vOON 1od Jusumuiodde QAT)ISURS-AI0JRINqUIE PUE| ApEel Sjuerjed soueyua
S[QR[TBAE JXU I}, I0F| ‘SIISIA WOOI KoueSomwa 01 Jyes 1ejua) winjg

a[npatds 19U IOHUOIN

‘STeo 116 quaaaid o1
I9PIO Ul 218D SUISSI0TB
own 9IS 9ABY SjUSled

stuolA o Aydosorryd
uSeX ABgisnf, UlGUEUl
pue sjowold ‘qg

*s10qQU3IaU pue Ioured of| pedoel} ATISES POOMURID 2180 AouedIowie "auIoy 90€ dq poomualn
sjuoprsar 10§ Suro§uo| AT ‘QIN “URPH WO 10/ WO} SUSIA (JH FUOU 10} UI00I KouaSiowa| eorpatu perejueo-juaryed 102 woLf sis1a w00l (UITIUD
9 0} SJUAAD [EUOHEBINPD ot} 03 Sutos 10 MIFHL St sjueplsal aspatoap ‘sypows 7f UM 7

pue ,10100(J o1}
190J, "SIISPISAL S{IAUL
0] IaJua)) Y3 18 Py

aq [ syueas SuruadQ
pUEID) PUB SSNOH

uad(Q ‘eA0qE PaUOTUAUL
siosiape juaned Suisn
‘suado I9jusd Sk UOOS SB
JuounmMIoal 199d-0)-1204

116 SUIf[BO 0} SATBII)E
19)}8( & pUR 9I8d [EOIPaw
o[qeI[el PUB JUS)SISUOD 0}
$50008 Ases 9ARY sjuaned

poomuarh 10L 03
Ieyus)) WIN[g SLLIOIAL JO
SSOUSIEME 9J0WO0L] BT




Reducing Health Disparities: A Creative Dual-Clinic Approach to Improving Access
Anne Arundel Health System, November 15,2012

12. EVALUATION PLAN
As the Coordinating Organization, AAHS will measure the implementation and success of the
proposed strategies on an ongoing basis. Specific targets and milestones for our strategies are
finely detailed in the Goals section of the application as well as the Work Plan. Listed broadly
here, those goals are: 1) improving birth outcomes, 2) improving diabetes outcomes, and 3)
reducing preventable, costly, crisis-driven care. Ultimately and more importantly, however, our
success toward those goals will be measured by how well we and our partners 1) improve the
care experience for individuals, 2) improve population health and 3) improve cost control. In

other words, how closely are we approaching The Triple Aim, for the MUA in zip code 214017

The paragraphs below, organized in Triple Aim format, will describe how we will provide
ongoing assessments of our performance (and that of our partners) toward our goals and how we

will be able to repott our progress to the MCHRC on a regular basis.

a) Improve the care experience of individuals: Direct patient surveys will measure our
performance. Both Centers will survey patients directly using a Consumer
Assessment of Healthcare Providers and Systems (CAHPS) survey tool. This survey,
already in use at our Forest Drive CHC, presents the patient with 15 questions and
takes about 2 minutes t0 complete, using an Ipad device in the Center. Questions
include: “Did this doctor listen carefully to you?” “Did this doctor show respect for
what you had to say?” “When you phoned this doctor’s office to get an appointment
for care you needed, did you get an appointment as soon as you thought you needed?”
Results may be stratified by race, ethnicity, gender, age, etc. Monthly reports are
generated so that actions may be taken to improve, and as sutveys continue to be
given on a daily basis, we can detect whether our interventions created the expected
positive change. Such reports are easily exported and shared with providers and with
the MCHRC. The survey can start on opening day for each of the Centers.

Additionally, continuous input firom our patient advisors will inform our
strategies to improve patient care experience. We will ask them to report on the
performance of our partners as well, including Medical Mall for care transition
services, the Anne Arundel County Department of Aging and Disability for in home-

assessments, chronic discase management workshops, and the DOH for WIC.
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b)
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Initially we will meet with our patient advisors monthly in order to be responsive to
their suggestions and cement our chances for early, sustainable success in improving

the care experience for individuals.

Improve population health: Our electronic medical record system will capture and
report our performance on the chosen quality metrics and stratify the results by race,
ethnicity, gender, and age. Both Centers will have reporting capabilities for the
metrics outlined already in the Goals section (see specific metrics, time lines, and
exclusions) and in the Work Plan effective the day each Center opens. This is
possible via the Epic electronic medical record platform, which will furnish on-
demand performance reports for each of the measures. These reports also will be
stratified by race, ethnicity, gender, age, etc.; all these data points are collected on
each patient. For example, a physician will receive a quarterly report of all of his
diabetic patients and their blood pressure, glucose control, cholesterol, and LDL and
A1C screening metrics. There will be a drill-down on actual patient names, along
with their age, race, ethnicity, etc. Patients who are not at goal as defined in the Goals
section will be flagged for intervention. These reports will be reviewed with clinical
staff to identify disparities, address them, and then re-measure our performance.
These repotts will be generated at least quarterly and can be shared without patient
identifying information with the MCHRC.

To improve the health of a population, we need to have access to members of that
population so a therapeutic relationship can begin. We will be assessing our partner
organizations’ success in referring patients in need, For example, we will rely on the
DOH and HAAC to identify and refer at-risk pregnant girls and women. We also will
rely on those same SOUrces plus the County Department of Aging and Disability to
refer potential patients to the Morris Blum Center. With that in mind, we will track
the source of our referrals so we can reinforce referral strategies if needed. Our
ongoing relationship and data-sharing with all of these partners will help us assess our
progress and determine where additional or different resources should be deployed in

order to “grow” the two Centers’ patient population.
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¢) Improving Cost Control: Our chosen metrics for controlling cost (reducing
preventable 911 calls, emergency room Visits, and readmissions) are uniquely tied 10
residents of the Morris Blum public housing unit itself. This is our “captive audience”
that allows us fairly reliable “hefore and after” measurements, because utilization
metrics can be tracked by street address — in this case, 701 Glenwood. We have an
existing collaborative arrangement with local emergency medical services (EMS),
which provides us with 011 data. Data on emergency room visits and readmissions
for residents of 701 Glenwood can be mined from our own hospital’s data warehouse.
Both data items can be reported quarterly.

We will decrease 911 calls and emergency room visits for residents of the Morris
Blum building by providing a welcoming, reliable, consistent and accessible source
of primary care to the building’s residents (as well as the rest of the neighborhood).
Patients will have an option other than dialing 911 for health care. We will partner
with EMS staff so that after they have assessed patients, they can refer the non-
emergency cases directly to the Morris Blum Center to address their urgent care
needs. Morris Blum Center staff will adopt a “just say yes” philosophy about
accommodating patients. We will measure the number of 701 Glenwood patients seen
in that Center as well, and we will track our appointment availability following
NCQA PCMH standards.

To reduce readmissions, we will rely on our partners that provide hospital-to-
home transitional care services: Medical Mall and the County Department of Aging
and Disability. Referrals will be made to them by our own care management team in
the hospital. Both meet patients while they are otill in the hospital, then arrange a
follow up visit in the home 72 hours after discharge. Medication reconciliation and
assessment of individual needs are carried out by qualified community health
workers. Follow up appointments and transportation are arranged and the patients are
followed for a month to ensure they have adequate resources and support. We will
track referrals to both Medical Mall and the Department of Aging and Disability:
number of referrals, numbet of patients accepting services, and number of

readmissions among referrals.
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13. SUSTAINABILITY PLAN

The cost of the current dysfunction in health care delivery is pervasive and self-sustaining;
it reinforces a cycle of poor health outcomes that lead to limited socioeconomic opportunities,
which in turn lead to poor health outcomes. Both social justice and business issues combine to
make a compelling case for addressing disparities in care. We believe these two programs
together are integral for continuity of care of frail elderly, adults, the disabled, and babies,
children and families in this section of Annapolis. AAMC seeks to prepare now for Medicaid
expansion slated for January 2014, and these primary care patient-centered medical homes are
critical for that.

Our sustainability plan incorporates predictable changes in health care delivery, payment
reform, and philanthropy. The Medicaid Bump, slated for January 1, 2013, will provide
physician payment equal to Medicare rates for primary care services. The Vaccines for Children

_program also will offer significant increases in administration fees. Both will provide more
revenue to the Centers. Medicaid Expansion, slated for January 1, 2014, will increase the number
of patients eligible for coverage. We intend to facilitate Medicaid or PAC enrollment, with PAC
patients automatically converted to Medicaid as of January 1, 2014. The Maryland PCMH pilot
may soon include Medicaid patients for a per member per month fee to be paid to qualified

PCMH practices. The Morris Blum Center will participate in the Maryland PCMH pilot.

With area independent practices, AAMC has applied for Medicare ACO status under the
Medicare Shared Savings Program. This is an opportunity for greater reimbursement if savings
are achieved and quality measures are met. Upon successful application, the Mortis Blum Center
could enroll in that ACO. Other Medicare initiatives such as CareFirst’s CMMI initiative would

allow for greater reimbursement for providing value in the management of Medicare patients.

AAMOC has an interest in supporting care in the community that creates value -- higher
quality and lower cost -- for individuals and our entire service area. Commitments by other self-
sustaining entities, such as Medical Mall Health Services - and the strong partnership with the
Department of Health and Healthier Anne Arundel Coalition - support our commitment. Finally,
the generosity of the City of Annapolis and the Housing Authority of Annapolis for no cost space

in the Stanton Center and the Morris Blum building is a significant factor in sustainability.
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Footnotes and References

1. Medically Underserved Areas are designated based on four measures: ratio of primary medical
care physicians per 1,000 population, infant mortality rate, percentage of the population with
incomes below the poverty level, and percentage of the population age 65 or over. Census tract
7061.01 scores 59.1 on a scale of 0 to 100; has been on the list since May 1994,

2. American Community Survey 2010 and Housing and Urban Development 2009.

3. Anne Arundel County Infant Health Risk Assessment by Census Tract, 2004-2008; also 1999
US Census data using 2000 census tract designations.

4. Of those 73 Morris Blum residents, the mean age was 64.5; 72.6% African American, 26.0%
Caucasian, 1.4% other,

5. Mortis Blum building has 184 residents total, of which 30 are disabled. Data in this paragraph
from City of Annapolis Fire Department — Division of Emergency Management Service and
Department of Planning and Zoning — Community Development, and the Housing Authority of
the City of Annapolis.

6. Maryland Pregnancy Risk Assessment and Monitoring Survey (PRAMS), 2004 — 2008 data.

7. American Community Survey 5-Year Estimates, 2006-2010.
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Reducing Health Disparities: A Creative Dual-Clinic Approach to Improving Access
Budget Narrative Anne Arundel Health System, November 15, 2012

Note that our NET request reflects a deduction for revenues received from the two
programs, Morris Blum PCMH and the Prenatal Care Center.

Incentives and Benefits
Our request includes the following incentives and benefits in our Health Enterprise Zone
application:

1. Loan repayment for two providers, and Obstetrician and Family Medicine Physician.

2. Priority entry into Maryland’s PCMH program for the Morris Blum site with fees for NCQA
recognition and maintenance of designation.

3. Epic EMR installation at the Morris Blum site. Not necessary at the Prenatal site because of
the generosity of a longtime AAMC and OC funder.

4. Leasehold improvements at the Morris Blum site. The donated office suite must be
reconfigured to allow for exam rooms and private space for financial counseling (Medicaid
eligibility) and case management discussions and phone calls. The existing space for the
Prenatal site can be used as is with minor refreshing.

5. Medical equipment request for used ultrasound, Doppler and fetal monitor for the Prenatal
site, Another funder will assume the balance of that cost.

Prenatal Care Center
Our request includes staff salaries as required over the first two years of the grant for one

Obstetrician, one Midwife, two Nurse/Case Managers, and one each Medical and Office

Assistants. The request also includes 1) minimal furniture as the site is already furnished, 2)

paint and carpet, 3) initial supply stock and ongoing refreshing, 4) mileage as staff travels

between the site and AAMC, 5) training provided by outside consultants or DOH staff, 6)

confract security, waste management, information services, couriers and maintenance, and 7)

licenses and malpractice insurance. There is no cost for major equipment like exam tables as

those will remain in place, and EMR equipment is provided for under a different grant received

October 2012. All items are required to staff and run a quality, patient-focused prenatal care

office for services that will impact the outcomes of birthweight, early prenatal care and

breastfeeding.

Morris Blum Center
Our request includes staff salaries as required over the first two years of the grant for one

Primary Care Physician, two Medical Assistants with expanded duties as noted in the grant, and
a Case Manager. The request also includes 1) furnishings, 2) initial medical supply stock and
ongoing refreshing, 3) office supplies and telephone, 4) mileage as staff travels between the site
and AAMC, 5) training provided by outside consultants or DOH staff, 6) contract security, waste
management, information services, couriers and maintenance, and 7) vaccines, licenses and
malpractice insurance. All items are required to staff and run a quality, patient-centered primary
care medical home for services that will impact the outcomes of diabetic improvement and
reduced emergency room use and hospital admissions and readmissions.
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m HOUSING AUTHORITY OF THE CITY OF ANNAPOLIS

Executive Director
Vincent O. Leggett

Board of Cornmissioners

Carl Q. Snowden, Chair
Cynthia Carter, Vice Chair
Richard B. Callahan, Treasurer
Phyliss A, Gibbs

Deborah A. Johnson

Jeffrey C. Henderson

Elizamae Robinson

November 14, 2012
To Whom It May Concern
Re: Health Enterprise Zone Grant Application

Letter of Commitment

The Housing Authority of the City of Annapolis (HACA) is very pleased to support efforts to improve the
health of our most underserved citizens under the proposed guidelines of a Health Enterprise Zone. This
initiative is consistent with HACA’s Pathways to Opportunity which is a health center strategy to improve
the quality of life of all residents residing in our properties. Health disparities and health access are major
issues for a large population of 30,000 citizens residing in the 21401 zip code. This proposal engages key
partners to address these issues, including the Anne Arundel County Department of Health, members of
the Healthier Anne Arundel Coalition, the City of Annapolis, the Housing Authority of the City of

Annapolis and the Anne Arundel Medical Center.

The goal of this proposal is to establish two sites, within walking distance of each other, to serve our
residents and the residents of 21401 who need these services. They will provide comprehensive,
coordinated care for our underserved population. One site will be dedicated to prenatal and post-partum
care. The other will be a patient-centered primary care medical home that provides care to infants,
children and adults of all ages. Clinical staffing for each site will be chosen to promote a consistent
provider-physician relationship in a culturally proficient manner. Both sites will provide care on an
integrated electronic medical record that is shared by the hospital and the physician community.
Additionally, the two sites will share resources designed to address adverse social determinants of health:
lack of insurance, domestic violence, poor health literacy, and other factors.

The Anne Arundel County Department of Health, the City of Annapolis and the Anne Arundel Medical
Center — as well as other partnering organizations and volunteers — have had a long and trusted
relationship in supporting a city-based dental and medical clinic. As health care needs have changed in
our City, these organizations have helped to serve our residents. In 1998 Anne Arundel Medical Center
opened the Outreach Center clinic at the Stanton Center ago where our residents have received care and
supportive County services. The Stanton Center is central to African American life in Annapolis.

The basic aim of this proposal is to establish a new primary care clinic in HACA’s Morris H. Blum
Senior/Disable Housing complex in cooperation with the City and our partners. It also will establish a
prenatal and maternity clinic in the Stanton Center. These programs will provide sorely needed prenatal
care, obstetrical services, and primary care right in the community.

1217 Madison Streete Annapolis, MD 21403 e Phone: 410-267-8000 e Fox: 410-267-8290
TTY/TDD: 711 £QURL FousI
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OCQ HousING AUTHORITY OF THE CITY OF ANNAPOLIS

Executive Director

Board of Commissioners
Vincent O. Leggett

Carl O. Snowden, Chair
Cynthia Carter, Vice Chair
Richard B. Callahan, Treasurer
Phyliss A. Gibbs

Deborah A, Johnson

Jeffrey C. Henderson

Elizamae Robinson

On behalf of HACA, we are pleased to commit 1200 Square footage of rent-free space for the duration of
this grant. Further, given this new focus on improving the lives of residents in this zip code, and our past
strong relationship with community partners, we hope to continue this relationship well into the future.

Sincerely,

L‘”M@_\ November 14, 2012
AV Date

incent O. Leggett
Executive Director

1217 Madison Streete Annapolis, MD 21403 e Phone: 410-267-8000 o Fax: 410-267-8290
TTY/TDD: 711 SR




Chertered 1708

Joshwa J. Cohen, Mayer

City of Annapalis

160 Duke of Glaucester Street
Annapolis, Maryland 21401

November 14, 2012
To Whom It May Concetn:

The City of Annapolis is pleased to support the effort to improve the health of our most

underserved citizens under the proposed puidelines of a Health Enterprise Zone, Health

disparities and health access are major issues for a large population of 30,000 citizens

residing in the 21401 zip code. This proposal engages key partners to address these issues,

including the Anne Arundel County Department of Health, the Healthy Anne Arundel

Coalition, the Housing Authority of the City of Annapolis and the Anne Arundel Medical
- Center,

‘The primary aim of this proposal is 1o establish two sites, within walking distance of cach
other, and nestled within the community they seek to service, Together, they will
provide comprehensive, coordinated care for this underserved population. One site will
be dedicated to prenatal and post-partum care. The other will be a patient-centered
primary care medical home that provides care to infants, children and adults of all ages.
Clinical stalfing for each site will be chosen to promote a consistent provider-physician
relationship in a culturally proficient manner. Both sites will provide care on an
integrated electronic medical record that is shared by the hospital and the physician
community, Additionally, the two sites will share resources deigned to address adverse
social determinants of health: lack of insurance, domestic violence, poor health literacy,
and other factors.

The City of Annapolis has a long and fruitful relationship with the Anne Arundel County
Department of Health and the Anne Arundel Medical Center, and a very close
relationship with the Housing Authority of the City of Annapolis. As health care needs
have changed in our City, these organizations have helped to serve our residents. In [998
Anne Arundel Medical Center opened the Outreach Center ¢linic at the Stanton Center
ago where aren residents can receive care and supportive County services. The Stanton
Center is « historic building dating from 1900, and central to African American life in this

City.
The basic aim of this proposal is to establish a new primary care clinic in the City's

Glenwood Senior Citizen Morris Blum Center in cooperation and with enthusiastic
endorsement of the Housing Authority of the City of Annapolis, It also seeks to establish

Phene: 410:263-7997 / Fas: 410-216-9284  E-mail: mayoriZnnapolis pov / wwwannapols gos




a prenatal and maternity clinic in the Stanton Center. These programs will provide sorely
needed prenatal care, obstetrical services, and primary care right in the community.

On behall of the City of Annapolis, I am pleased to commit the 1,500 square feet of space
rent-free in the Stanton Center, in addition to the existing free dental clinic coordinated
by Anne Arundel Medical Center, for the duration of this grant. Further, given the City's
new focus on improving the lives of residents in public housing, and our past excellent
relationship with community partners, I expect the City would continue this relationship
well into the future.

Sincerely,

Jushua J. Cohen
Mayor

JJCise



R
M
County Executive John R. Leopold

Departiment of Health

J. Howard Beard Health Services Building
3 Harry S. Truman Parkway

Annapolis, Maryland 21401

Phone: 410-222-7375 Fax: 410-222-7294
Maryland Relay (TTY): 1-800-735-2258
wwiv.aahealth.org

Angela M. Wakhweya, MLD., MSc.Econ.
Health Officer

November 14, 2012

Mr. Mark Luckner

Executive Director

Maryland Department of Health & Mental Hygiene
Maryland Community Health Resources Commission
45 Calvert Street, Room 336

Annapolis, MD 21401

Dear Mr. Luckner,

The Anne Arundel County Department of Health is pleased to support the effort to
improve the health of our most underserved citizens under the proposed guidelines of a Health
Enterprise Zone. Health disparities and health access are major issues for a large population of
30,000 citizens residing in the 21401 zip code. This proposal engages key members of our
Healthy Anne Arundel Coalition to address these issues, including Anne Arundel Health System,
the City of Annapolis, the Housing Authority of the City of Annapolis, and the Anne Arundel
County Department of Health.

The primary aim of this proposal is to establish two care sites, within walking distance of
each other, and nestled within a community with high health disparities. Together, they will
provide comprehensive, coordinated care for this underserved population in the 21401 zip code.
One site will be established at the Stanton Center to provide prenatal and post-partum care at the
Stanton Center. The other will be a patient-centered primary care medical home to be established
at the City’s Glenwood Senior Citizen Morris Blum Center in cooperation and with the
enthusiastic endorsement of the Housing Authority of the City of Annapolis. It will provide care
to infants, children and adults of all ages. Clinical staffing for each site will be chosen to promote
a consistent provider-patient relationship in a culturally proficient manner. Both sites will share
an integrated electronic medical record between the hospital and the physician community.
Additionally, the two sites will share resources designed to address adverse social determinants of
health: lack of insurance, domestic violence, poor health literacy, and other factors.

Recycled Paper



The Anne Arundel County Department of Health, the City of Annapolis and the Anne
Arundel Health System — as well as other partnering organizations and volunteers — have had a
long and fruitful relationship in supporting a city-based dental and medical clinic. As health care
needs have changed in Annapolis, these organizations have continued to work together to help
serve our residents. In 1998 Anne Arundel Medical Center opened the Outreach Center clinic at
the Stanton Center, where area residents can receive health care and supportive County services.
The Stanton Center is a historic building dating from 1900, and central to African American life
in Annapolis.

On behalf of the Anne Arundel County Department of Health, we are pleased to commit to
working with the partners on this HEZ grant to support the proposed clinical services through
linkages with important programs available through the Department of Health, including but not
limited to: the Women, Infants and Children’s Supplemental Nutrition Program (WIC), Healthy
Start home visiting, our REACH program, and MEDICAID eligibility and enrollment programs,
for the duration of this grant. Further, given this new focus on improving the lives of residents in
this zip code, and our past strong relationship with community partners, we hope to continue this
relationship beyond the grant period and well into the future.

Sincerely,

),

Angela Wakhweya, MD. MSc.Econ
Health Officer
Chair, Healthy Anne Arundel Coalition

cc:  Victoria Bayless, President and CEO, Anne Arundel Health System
Lisa Hillman, Senior Vice President, Legislative Affairs, Anne Arundel Health System
Dr. Jinlene Chan, Deputy Health Officer, Healthy Families Administration
Ronna Gotthainer, Deputy Health Officer, Operations

Recyeled Paper



THE MARYLAND GENERAL ASSEI\’JBLY
AnnapoLts, MARYLAND 21401

November 14, 2012

Mr. Mark Luckner

Community Health Resources Commission
45 Calvert Street

Annapolis, MD 21401

Dear NMr. Luckner:

We are pleased that the Commission is moving aggressively to implement HB 493 and SB
234 - The Maryland Health Improvement and Disparities Reduction Actof 2012, 'The _
legislation provides important incentives to non-profits, community based organizations, and
providers to work together to address disparities and access issues in healtheare.

The application submitted by Aune Armndel | lealth Systems and the Housing luthority of
Annapolis is an example of a project that will have a significant impact on addressing the
challenges in our local arca. We are proud that our hospital system and the housing authority
are collaborating to identify the needs of and contributing resources to underserved

populations.

The proposal would create a new primary care health clinic at the Moris Bl Senior
Apenrtments in the Clay Street community. ‘The clinic’s design will be based on medical-home
principles that emphasize care coordination, patient engagement, and quality outcomes. The
clinic will provide access to high-quality primary care to an underserved population. The
proposal also seeks to add prenatal and maternal care resources to the clinic at the Stantfon
Center in Annapolis. The Stanton Center aleeady provides needed primary care services for an
underserved population. We believe that adding an additional clinic to Glenwood and placing
more maternal health resources at Stanfon will significantly increase access and reduce health

dispnritics.

Again, thank you for implementing this important legislation and for considering this

important application.

Sincerely,

or )

John C. Asde Michael T Busch
State Senate . Speaker of the House



FILALTH SERVICES

November 12, 2012

Patricia Czapp, MD

Anne Arunde!l Medical Center Foundation
2002 Medical Parkway

Sajak Pavilion, Suite 550

Annapolis, MD 21401

Dear Dr, Czapp:

Medical Mall Health Services (MMHS) is pleased to provide this letter affirming our commitment to support the Anne Arundel Medical
Center Foundation’s Health Enterprise Zone’s Grant Application to the State of Maryland, Community Health Resources Commission.
Health Disparities and health access are major issues for a large population of the 30,000 citizens residing in the 21401 zip code. This
proposal engages key partners to address these issues including the Anne Arundel County Department of Health, members. of the
Healthier Anne Arundel Coalition, the City of Annapolis, the Housing Authority of the City of Annapolis and the Anne Arundel Medical

Center (AAMC).

The primary aim of this proposal is to establish two siles, within walking distance of cach other, and nestled within the community they
seek to service. Together, they will provide comprehensive, coordinated care for this underserved population. One site will be dedicated
to prenatal and post-partum care. The other will be a patient-centered primary care medical home that provides care to infants, children
and adults of all ages. Clinical staffing for each site will be chosen to promote a consistent provider-physician relationship in a culturally
proficient manner. Both sites will provide care on an integrated electronic medical record that is shared by the hospital and the physician
community. Additionally, the two sites will share resources deigned to address adverse social determinants of health: lack of insurance,
domestic violence, poor health literacy, and other factors.

The 21401 zip code is socioeconomically impoverished, medically underserviced and characterized by health inequity. Anne Arundel
Medical Center proposes to increase medical, behavioral, and social services by establishing an integrated patient-centered medical center
honie in the City’s Glenwood Senior Citizen Morris Blum Center in corporation with the Housing Authority of the City of Annapolis.
We will also establish a prenatal and maternity clinic in the Stanton Center. These programs will provide vitally needed primary cave and
obstetrical services to residents that reside in a medically isolated community.

Medical Mall Health Services (MMHS) is a Maryland Corporation that provides healtheare solutions to reduce costs and improve patient
outcomes for patients -- served by acute care hospitals, skilled nursing facilities, and Patient-Centered Medical Homes. Our services
include communily-based care transitions services, community-based intensive case management, medication management, and care
coordination services.

The potential to expand the availability of primary care resources to residents of 21401 directly impacts the work that MMHS is
performing at Anne Arundel Medical Center. During the past ycar we have been working with Anne Arundel Medical Center and the
Delmarva Foundation to implement an evidence-based intervention to reduce unnecessary readmissions to AAMC. Part of our evidence-
based intervention is to ensure that patients that are discharged from an acute care facility have a follow-up appointment with a primary
care provider, within seven days of discharge from the hospital. Through the expanded collaboration with the AAMC, MMHS will be an
active participant in the Health Enterprise Zone, providing essential care coordination services for residents of the target zip code.

Sincerely,

ot
t// & Fee]
|

7
i o S

Timothy P. McNeill, RN, MPH
Chief Operating Officer




Patricia Czapp, M.D.
Annapolis, Maryland
pczapp@aahs.org

Employment

2010-present, Chair of Clinical Integration, Anne Arundel Health System. Champion the
integration of inpatient and outpatient care, promote population health strategies, and support
health system-wide quality aims. I promote optimization of AAHS’ patient-centric EMR,
develop chronic disease management models, and design and implement programs to reach
marginalized patient populations in the community. As a member of Health System
administration I work collaboratively to implement models (e.g. ACO) to engage our physician
community in mutually beneficial relationships, whether they are employed by the Health
System or practice independently.

2010-present, Medical Director of Primary Care, Anne Arundel Physician Group. Recruit
new medical staff, expand our primary care division, and promote quality initiatives via
physician engagement and incentives. I have implemented the Patient-Centered Medical Home
model of care in our ten primary care practices, designed a medical assistant enrichment
program, and promoted meaningful use of our EMR.

2007-2010,Community Practice Representative, Anne Arundel Health System. Bridge the
gap between outpatient and inpatient care, and represent the needs of primary care physicians to
the Health System in such forums as the Medical Executive Committee, the Strategic Planning
Committee, and the Board of Directors. During this period, I worked as Physician Champion of
an integrated electronic medical record system and led a key work group of physician and
administrative leaders in developing the vision and strategic ten-year plan for the Health System.
1999-present, Staff Physician Anne Arundel Physician Group, Annapolis, MD

1995-1999 Staff Physician, Johns Hopkins Community Physicians, Annapolis, MD
1993-1995 Staff Physician, Potomac Physicians, Severna Park, MD.

Leadership and Committee Positions

2012, Chair, Subcommittee on Health Equity, American Academy of Family Physicians.

2011-present, Member, Commission on Health of the Public and Science, American Academy of

Family Physicians.

2011-present, Member, Health Delivery Reform Subcommittee, State of Maryland
2011- present, Member, Board of Directors, MidAtlantic Business Group on Health
2003-2006, Chief of Family Medicine, Anne Arundel Health System.

2000-2003 Associate Chief of Family Medicine, Anne Arundel Health System
1992-1993 Chief Resident, Family Medicine, Georgetown University.

Education

1990-1993 Georgetown University Family Medicine Residency Program, Washington DC
1988-1990 Georgetown University School of Medicine, M.D.

1986-1988 University of Michigan Medical School

1981-1985 University of Michigan, BS, Anthropology-Zoology, With Distinction



Henry J Sobel, M.D., MBA
Diplomate A.B.0.G., Fellow A.C.0.G., Fellow A.C.S.

Obstetrics and Gynecology
Annapolis, Maryland 21401

PROFESSIONAL POSITIONS

4/07 - Present
12/02 - 10/04
2/01-12/02
1/00 -12/02
1/00-11/02
7/81 -11/04

6/05 - 1/07

4/05 — Present

4/85 - 11/04

7/81 - 4/85

Department Chair — Women and Children’s Health,
Chief, OB/GYN Service

Member, Maternal Child Health Committee
Associate Chief- OB/GYN Service

Member, Credentials Committee

Attending OB/GYN, Medical Staff

Anne Arundel Medical Center, Annapolis, MD

Senior Health Policy Advisor, U.S. Senator Tom Coburn, M.D.,
Washington, D.C.

Volunteer OB/GYN Physician, Outreach Center free clinic at Stanton
Center, Annapolis, MD

Private Practice, Annapolis, MD

Associate Practice, Annapolis, MD

EDUCATION, PROFESSIONAL ASSOCIATIONS, PANELS and BOARDS

2/05 - Present

7/77 - 6/81

8/73 - 6/77
9/69 - 6/73

9/10 - Present

6/06 - Present

2/01-11/04

6/04 - 9/08

M.B.A., Business of Medicine, Johns Hopkins University Carey School of
Business, MD

Internship and OB/GYN Residency, Washington Hospital Center,
Washington, D.C.

M.D. , Howard University, College of Medicine, Washington, D.C.
B.A. Biology, Lafayette College, Easton, PA

Med-Chi/ Maryland DHMH Maternity Mortality Review Committee,
Baltimore, MD

Fetal & Infant Mortality Review Committee, Anne Arundel County
Department of Health, Annapolis, MD

Specialty Committee Member, OB/GYN Committee, MAMSI/Mid
Atlantic Medical Services, Inc.

Various lectures, conferences and panels about health care policy



MAURA A. CALLANAN, M.S., MBA

443.481.6967 Office  mecallanan@aahs.org

PROFESSIONAL EXPERIENCE

ANNE ARUNDEL MEDICAL CENTER, Annapolis, MD 2007 — present

Executive Director, Women’s & Children’s and Surgical Services

Ensures the provision of high quality cost effective health care for the clinical initiatives,
develops clinical programs for both Women’s & Children’s and Surgical Services and is
responsible for strategic development, physician recruitment, growth and clinical program
implementation. Collaborates with physician and other clinical leaders for programmatic
planning and implementation of strategic organizational department goals and objectives.

THE VALLEY HOSPITAL/VALLEY HEALTH SYSTEM, Ridgewood, NJ

Director of Children’s Services 1999 —2006
Directed strategic and daily operations of all pediatric services including the Neonatal Intensive
Care Unit, Pediatric and Pediatric Intensive Care Units and Center for child Development.
Developed and managed $8.6 million annual budgets and 190 F1Es.

Manager, Family Wellness 1997 — 1998
Managed NICU, Pediatrics and Center for Child Development.

Manager, Center for Child Development 1996 — 1997
Managed ambulatory center.

Manager, Social Services/Discharge Planning 1993 - 1996
Coordinated delivery of all case management and social services .

Social Worker Positions, Valley, St. Joseph’s, and Barnert Hospitals, NJ 1985 -1993

EDUCATION

University of Maryland, University College, Masters in Business Administration 2012
4.0, elected to the Honor Society of Phi Kappa Phi for excellence in academic achievement
Columbia University, New York, NY M.S. School of Social Work, magna cum laude
Providence College, Providence, RI B.A. Social Work, magna cum laude



Robert Scott Eden, M.D.
Annapolis, Maryland

Board Certified in Family Practice: 1983 to the present.

Private Practice: 1984 to the present, Annapolis Primary Care.

Employment, Anne Arundel Health System, Annapolis MD:

Medical Director, Community Health Ceﬁter: January 2011 to the present.
Medical Director, Outreach Center: January 2012 to the present.

Associate Faculty Member, 1983 to 1984, Duke-Watts Family Medicine Program.

Education:
Medical School: 1976 to 1980, Duke University School of Medicine.

Residency: 1980 to 1983, Duke-Watts Family Medicine Program, Durham, N.C. Chief
Resident 1982 to 1983.

College: 1971 to 1975, Duke University, BS in Zoology.

Dr. Scott Eden designed the Eden Model of PCMH, which provides for two medical
assistants (MA) per provider rather than the traditional one medical assistant to one
provider ratio. The medical assistants are specially trained to work to the top of their
license and perform patient assessments at each visit, providing more value to the patient
and the provider. Their assessments include medical and psychosocial aspects of each
patient’s medical problems, plus an assessment of what scheduled health maintenance
items are due. They also provide wellness recommendations. These observations are
recorded in the electronic medical record and discussed with the providers so that
targeted plans can be implemented and executed. With two MAs doing this advanced
level of intake at the same time for two patients for one provider, the provider never waits
to see a patient, The team-based Eden Model allows for greater capacity per provider,
often allowing 30 rather than 22 to 23 patients to be seen per day for 30% greater
capacity per provider with improved patient, staff, and provider satisfaction.

Discussions and Panels about the Eden Model:

CareFirst, Maryland, 2011, panel discussion regarding Eden model for Medical

Assistants
CareFirst Colloquium, Rhode Island, November of 2010, "Using Medical Assistants to

Their Full Capacity"



Mary Jo Palmer
mpalmer@aahs.org or mjpalmer@yverizon.net

Experience:

April 1996 — Present: Anne Arundel HealthCare Enterprlses, Inc. A4 subsidiary of Anne
Arundel Health Systems (AAHS)

Recent Achievements:
January 2011 - Opened AAMC Community Health Center in Annapolis, MD
March 2010 — Assumed management of the Annapolis Outreach Center, Annapolis, MD

July 2007 — Present: Director of Client Services (AAILS)

This department focuses on recruitment, start up and maintenance of physicians in the
community., With high malpractice rates, cost of living and low insurance reimbursement in the
state of Maryland, the Health System began providing support to physicians on staff at AAMC.
My role in this department concentrates on the start-up of new physician practices, project
management, market share, new technology, community benefit and public health and managing
timeshare suites. I am currently responsible for the training, education and support of 350+ users
on the athenahealth practice management and revenue cycle software system. During my tenure
in this position, I directed the organization in implementing athenahealth in 2005. The
implementation was successfully completed in 28 offices within 4 days. My team was also
instrumental in the implementation of EPIC Electronic Health Record for the health system.

October 2004 — July 2007: Director of Physician Reimbursement (AAHS)

Developed and maintained support infrastructure for 100+ AAMC affiliated physicians for
billing, credentialing, compliance, training, and IS issues. My duties included Fiscal
Management, Operations Management, Staff Management, Planning, Problem Solving and
Decision Making, Quality Management and Community Relations. I provided expertise in
regulatory, financial, ICD-9 and CPT coding and IS support/helpdesk procedures.

November 1998 — October 2004: Billing Manager (AAHS)

Directed the overall operation of the Central Billing Office (CBO). Expanded the CBO from
eight physicians and four employees to more than 100 physicians and 25 employees. Managed
accounts receivables of more than $5 million dollars, with charges totaling $50 million and

collections of $25 million annually.

November 1995 — November 1998: Practice Manager (AAHS effective April 1996)
Managed medical office of five providers with responsibilities that included accounts payables,
accounts receivables, HR, daily operations and practice management.

May 1989 — November 1995: Various Office or Business Manager positions, Northern
Virginia

Education:
Altoona School of Commerce, Altoona, PA, Associate in Specialized Business Degree, 1986



