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Abstract

Students and faculty at the University of Texas Medical Branch (UTMB) embarked on the novel under-
taking of establishing a comprehensive, interprofessional clinic treating underserved, uninsured resi-
dents of Galveston County, Texas, and the surrounding area, modeled after the patient-centered med-
ical home (PCMH). The need for such a community clinic is evident in relevant literature and patients’
suggestions, in addition to local demographic data. The comprehensive nature of this approach to
clinic design is apparent in the intricate planning and documents produced by the steering commit-
tee, which outline a unique operational structure that optimizes clinic flow. This paper describes the
planning, implementation, and future directions of an interprofessional, student-led free clinic oper-
ating under the PCMH model that offers a framework for other clinics.

Introduction and Background

With the patient-centered medical home
(PCMH) model in mind, the Interprofessional (IP)
Clinic was conceived by students at the Univer-
sity of Texas Medical Branch (UTMB) in Galveston,
Texas, made possible by grants through the
UTMB Health System, the Sealy & Smith Founda-
tion, and local benefactors. UTMB has partnered
with St. Vincent's House to provide free or low-
cost medical care to the Galveston community
since 1984, operating under the title of St. Vin-
cent’s Student-Run Clinic and offering services
such as general medicine, optometry, dentistry,
psychiatry, physical and occupational therapy,
and counseling.! The IP Clinic resides within the
same facility as the parent clinic but is operation-
ally separate: uniting and harnessing common
resources under the guidance of the PCMH
model. The IP Clinic encompasses a plethora of
specialties, with the unique capacity to oversee
smaller, focalized teams, such as the Congestive
Heart Failure Comprehensive Care Clinic
(CHFC3). Clinic personnel aim to provide a “wrap-
around” treatment approach, in which patients

receive coordinated care in one visit to maximize
their time and strengthen continuity of care. The
IP Clinic primarily serves patients who are under-
served, marginalized, and of low socioeconomic
status (SES); 11.3% of Galveston County residents
live below the poverty line and 17.4% of residents
under 65 lack insurance coverage.? In addition,
Texas' lack of Medicaid expansion under the Af-
fordable Care Act to individuals under 138% of the
federal poverty level affects 13,000 Galveston
County residents who would otherwise be in-
sured.?® These demographic factors influence the
mission and demand for the IP Clinic. As the pa-
tient population reflects the diversity of Galves-
ton County, clinic training and operations are
geared toward providing the highest quality of
care for patients of all backgrounds. Services are
provided both on-site and remotely via telehealth
to accommodate patient needs. The IP Clinic
aimsto address the social and environmental fac-
tors that affect health, functioning, and quality of
life, as well as the medical needs of patients.?
During the planning process, significant ef-
forts were taken to assess current patients’ un-
derstanding of St. Vincent's resources and their
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Figure 1. PCMH model core values*
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The core principles of the PCMH model, creating a home for the highest quality of care and “wrap-around” services. Adapted

from: Richmond Memorial Health Foundation, 2014.
PCMH: Patient-Centered Medical Home

desire for novel services by dispersing carefully
drafted surveys (see Appendix A). Survey results
revealed limited knowledge of pre-existing pro-
grams, such as outpatient clinics and social ser-
vices. However, services such as the food pantry,
emergency financial aid, and legal assistance
were better known. In addition, patients indi-
cated an interest in classes addressing substance
cessation, lifestyle changes, and mental health.
Patient responses helped inform the scope of the
new |P Clinic and facilitate provider-patient dis-
cussions of on-site resources.

The Patient-Centered Medical Home

The PCMH model has been evolving over the
last decade and is revolutionizing primary care.
Through pivotal work accomplished by leading
entities, including the American Academy of
Family Physicians and the American College of
Physicians, traditional medical models have been
adapted to meet changing population needs and
improve primary care’® These adaptations are
presented in the PCMH model, with foundational
“Joint Principles” established in 2007, including
physician directed medical practice, whole

person orientation, and integrated care® The
PCMH model builds upon the conventional med-
ical model and transforms primary care delivery.”
The model's founding principles lead to excep-
tional attributes: comprehensive, patient-cen-
tered, and coordinated care, accessible services,
quality, and safety. These 4 core principles are vis-
ualized in Figure 1. These attributes support in-
terprofessional teams of healthcare providers, in-
cluding physicians, nurses, social workers, thera-
pists, educators, and care coordinators. The ben-
efits of the PCMH model are evident throughout
the healthcare field among physicians, patients,
and payers by improving quality, reducing inpa-
tient bed demand, and lowering healthcare
costs. 8"

Initial studies present promising results re-
garding the value of the PCMH, reporting im-
proved outcomes, reduced health disparities,
and decreased cost of care for vulnerable popu-
lations®"® Researchers analyzed 33 articles re-
porting findings on PCMHSs in low-income areas.”
Notable results of the study include reduced
emergency room utilization, better clinical out-
comes, and improved treatment adherence.?

journalsrc.org | J Stud Run Clin 81| 2



Journal of Student-Run Clinics | Designing an Interprofessional, Student-Led Clinic with the Patient-Centered Medical

Home (PCMH) Model

The authors also identified two significant gapsin
the literature often overlooked in comparative
studies of PCMHs in low-income areas: (1) diffi-
culty in acquiring resources to meet demands of
low-income populations, and (2) the multiple,
complex needs of low-income populations that
may require the support of other “homes,” such
as “insurance homes” or “social homes” in addi-
tion to the “medical home" of PCMH.? Another
study found that in a sample of 2,432 primary
care practices in Michigan, quality of care and
cost improved with the degree to which the
PCMH model was implemented.” The PCMH
model has also been found to increase care team

Figure 2. |P clinic appointment timeline

communication, improve timeliness and stand-
ardization, thereby increasing patient safety and
access to care.? Furthermore, as the PCMH model
is adopted on a larger domestic scale, in accord-
ance with supportive research and outcomes, the
model continues to boast increases in quality of
care regarding chronic and prevalent conditions
such as diabetes.”® Clinics across the country with
PCMH recognition and funding are demonstrat-
ing improved primary care outcomes, specifically
regarding pharmacologic therapy, preventative
screenings, and tobacco cessation interventions.®
One commonality among these studies is the
limitation of resources and demand placed on

1 week
Pre-apt.

2 days
Pre-apt.

Huddle Consents*

Epic Reg.*

Apt.
Reminder

Pre-apt.
Instruct.

Epic
Check-in

Health
Activityt

Brief
NEES
Assess.

Roles: Team

Post
Apt.

Supplies/
Devices

Session 1 Check-in

Session 2 Health

Activityt

Session 3

AVS/Info
Packet

Health
Activityt

Patient Specialty

A student-run steering committee representing several schools at UTMB developed a chronological schematic for the patient
and provider experience surrounding one clinic visit. The timeline begins with preemptive work to optimize the scheduled visit
and ends with important steps to provide comprehensive care. Each column represents activities allocated to a specific
timeframe, covering integral periods of time for both the patient and providers in order to provide an aerial view of each

appointment cycle.
*first appointment only; toptional

IP: interprofessional; Apt.: appointment; reg.: registration; Instruct.: instructions; AVS: after-visit summary; assess.: assessment;
Pt. Adv.: patient advocate; admin.: administration; UTMB: University of Texas Medical Branch
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providers, which impacted the sustainability of
PCMH models.®® Overall, evidence suggests that
PCMH models can improve health outcomes
among low-income populations, improve pro-
vider satisfaction, and decrease costs.

Designing a free or low-cost interprofessional
clinic modeled after the PCMH may provide
higher-quality care to underserved populations.”
With evidence already supporting PCMH models
to improve clinical outcomes, implementation in
underserved communities may begin to bridge
care gaps in health systems and increase health
equity.®

Methods

A steering committee was formed by students
across medical, physician assistant, nursing, pub-
lic health, occupational therapy, physical therapy,
respiratory therapy, clinical laboratory science,
and nutritional science programs. This commit-
tee was further divided into pre-appointment,
appointment, post-appointment, and interim

Figure 3. St. Vincent's House services

subcommittees focused on troubleshooting
problems at each point in the appointment chro-
nology, with the products of their efforts summa-
rized in Figure 2. The pre-appointment subcom-
mittee established guidelines on communication
with patients before their appointment using the
electronic medical record (EMR). The appoint-
ment subcommittee developed a protocol con-
sisting of patient pre-registration two days prior
to their appointment, a “team huddle” among
staff before the appointment, and check-in pro-
cedures during the appointment. The post-ap-
pointment subcommittee determined wrap-up
procedures for each visit, including laboratory
testing, medication orders and referrals, and pa-
tient goal-setting. The interim subcommittee de-
termined protocols that gauged patient progress
between appointments to minimize no-show
rates and poor patient satisfaction at future ap-
pointments.

The steering committee envisioned certain
positions and roles to achieve operational effi-
ciency.
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Due to UTMB'’s devotion to interprofessional practice, the IP Clinic boasted representation from multiple departments across
the Galveston campus including the Schools of Medicine and Health Professions and Ophthalmology. The university'’s clinical
efforts were coupled with auxiliary services provided by St. Vincent’s House.

UTMB: University of Texas Medical Branch; FSC: Family Service Center; IP: Interprofessional
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Upon submission to the Institutional Review
Board (IRB) at the University of Texas Medical
Branch, a research regulatory specialist with ju-
risdiction at the university deemed the paper a
“Project Summary,” confirming that the project
does not meet the requirements of “human sub-
ject research” and does not require IRB approval
or oversight.

Results

Opening the Clinic

With the groundwork laid by the steering
committee, a series of clinic rehearsals were
scheduled to assess clinic flow and identify un-
addressed logistical gaps. Over several weeks,
three practice clinics were scheduled with five to
eight students acting as patients, who attended
three 15-minute sessions as projected. Once the
clinic began normal operations, these sessions

Figure 4. Patient referral and selection

would be scheduled according to each patient’s
specific needs and the providers to which they
were referred. As the rehearsals concluded, a de-
briefing session was held to discuss positive as-
pects of the process and provide critical feed-
back. This feedback included identification of pa-
tient flow bottlenecks, inhibitory gaps in commu-
nication, and difficulties with integrating distinct
provider roles. The debriefing offered rich insight
into the complexities of the multifaceted clinic af-
ter experiencing a trial firsthand, opening the
floor for problem-solving and adaptation of the
clinic before accepting patients. With the sup-
port of UTMB and St. Vincent's House, the IP
Clinic was able to open its doors in early 2021, of-
fering a wide variety of services to patients at one
visit. At its inception, these services included gen-
eral medicine, respiratory therapy, occupational
therapy, mental health counseling, social services
and case management, nutritional, cooking, and
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The IP Clinic had several referral sources at its inception in order to establish a patient base and provide enough cases to
stagger over the appropriate duration. The two main referral sources were School of Medicine referrals and those from

CM/ED at local UTMB hospitals.

SOM: School of medicine; CM/ED: Case Management/Emergency Department; f/u: follow-up; IP: interprofessional; UTMB:

University of Texas Medical Branch

journalsrc.org | J Stud Run Clin 8;1| 5



Journal of Student-Run Clinics | Designing an Interprofessional, Student-Led Clinic with the Patient-Centered Medical

Home (PCMH) Model

immigration law classes, laboratory tests, medi-
cation management, ophthalmology screening,
dental screening, and congestive heart failure
monitoring, as seen in Figure 3. Appendix B pro-
vides a better understanding of the personnel
needed to power these interprofessional teams.

The IP Clinic received referrals from the pre-ex-
isting student-run clinics encompassed by St.
Vincent's Clinic (e.g., general medicine and occu-
pational therapy), community partners, and the
UTMB Emergency Department. Appropriate re-
ferrals were defined as patients having three or
more comorbidities, two comorbidities with one
being uncontrolled and a functional disability, or
a patient needing to use a specific resource of-
fered by the IP Clinic. The IP team selected ser-
vices carefully according to the patients’ referrals
and primary needs. These services were sched-
uled as consecutive sessions, lasting fifteen to
thirty minutes, as seen in Figure 4.

The coexistence of many specialties in-house
or in close connection through referrals is ideal
for patients with diverse medical, psychological,
and socioeconomic challenges. Imagine, for illus-
tration, that a patient enters the clinic with un-
controlled diabetes and congestive heart failure.
Traditionally, this patient would be seen by a pri-
mary physician and referred to specialists (e.g.,
endocrinology and cardiology) for care beyond
the evaluating physician’s expertise. This para-
digm would require scheduling multiple ap-
pointments, often in different locations. With the
IP Clinic, this patient would be initially evaluated
by general medicine physicians and students. As
indicated, appropriate labs may be drawn in-
house, an ophthalmology screening may be
scheduled for diabetic retinopathy, and diuretics
and beta-blockers may be ordered at the in-
house pharmacy or a local pharmacy at a re-
duced cost. After identifying the critical nature of
the uncontrolled heart failure, the physician may
refer the patient to the specialized CHFC3 for en-
rollment in a program with biweekly monitoring
and medication management. If the evaluating
physician identifies challenges such as difficulty
engaging in daily activities and depressive symp-
toms, they may refer the patient to occupational
therapy and counseling, respectively, with the
outstanding advantage of these specialties being
available in the same building and potentially

during the same appointment.

Ongoing Efforts

The IP Clinic continues to survey patient needs
to inform their plan of care and connect them to
appropriate resources. One such example is the
CHFC3. Candidates are referred and initially eval-
uated by student volunteers with faculty supervi-
sion. Those who meet program criteria are seen
twice weekly for medical care, occupational ther-
apy, respiratory therapy, nutritional counseling,
and vitals monitoring. Team members meet
weekly to round on patients and review the ap-
pointment schedule. IP Clinic patients also have
access to ophthalmologic and dental screening
services, including tooth extraction performed by
an on-site dentist. Case managers and social
workers assist patients with financial concerns
and access to community resources, such as ap-
plying for local, state, and federal programs. Pa-
tients who lack reliable transportation may re-
ceive paid rides to and from their appointment
free of charge. While receiving care at the IP
Clinic, patients are provided a pamphlet and in-
formation regarding the resources available
through St. Vincent's Clinic in order to provide
comprehensive care and address social determi-
nants of health (see Appendix C).

In March of 2021, St. Vincent's Clinic transi-
tioned to a new EMR software. This transition fa-
cilitated social determinants of health screening
that was consistent and trackable. Patient ap-
pointments could be staggered such that the at-
tending physician sees a new patient every fif-
teen minutes while student providers and resi-
dents see other patients simultaneously. The pre-
vious EMR could not schedule appointments in
such short increments and was unable to incor-
porate different specialties into an inclusive
schedule. Furthermore, the new EMR allows pro-
viders across St. Vincent's and UTMB to com-
municate more effectively, smoothly update and
access medical records, and provide uninter-
rupted care to the patient, even between facili-
ties.

Discussion

We sought to provide the PCMH model of care
to the Galveston community by creating the first-
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Table 1. Roles and responsibilities

Role

Responsibilities

Student Provider .

Perform H&P

e Document encounter in EMR system

Provider Patient Assistant & Liaison (pPAL) e

Prepare exam room space for attending provider

e Submit orders for medications and lab work in EMR
e Navigate resources for care team during encounter

Patient Advocate & Liaison (PAL) .

Partner with individual patients to navigate sessions

¢ Conduct new patient evaluations and SMART goals

Attending Provider .

Responsible for medical decision-making

e Responsible for signing prescription and laboratory orders in EMR

Front Desk

L]
L]
L]
L]
L]
L]
Pharmacy Manager .
Laboratory Manager .

Greet patients as they arrive

Check in patients for their appointments

Obtain signatures on appropriate consent forms

Arrange transportation to and from the clinic

Schedule follow-up appointments

Upload necessary documentation to patient’s medical record

Dispense and refill prescribed medications from the in-house pharmacy

Obtain blood samples ordered for point-of-care and send-out lab tests

e Conduct ordered point-of-care lab tests in-house

Clinic position responsibilities were clearly defined to provide efficiency and streamline patient encounters. Appropriate train-
ing was provided for each position, with associated quizzes and demonstration of material mastery before volunteering at

the clinic.

H&P: history and physical; EMR: electronic medical record; SMART: specific, measurable, attainable, relevant, time-bound

ever IP Clinic affiliated with St. Vincent's, steered
initially by student committees. Initial barriers to
implementation included insufficient staffing
and allocation of expertise, with action steps in-
cluding a transition to new EMR software and
more extensive recruitment of students from
UTMB, which alleviated resource strain and im-
proved the clinic’s efficiency. One challenge ex-
perienced during clinic implementation included
unprepared volunteers, which was addressed by
increasing the rigor of training materials. Com-
promised continuity of care due to handoff pro-
cedures and transiency of volunteers was an-
other challenge that arose, which was addressed
by adapting techniques during the huddle and
pairing patient advocate liaisons (PALs) to pa-
tients throughout their care at the clinic (see Ta-
ble 1 for a description of this role). However, sev-
eral specialties and resources have yet to be en-
tirely incorporated into the clinic. These include
speech therapy, community gardening classes,
nutrition classes, fall prevention classes, and im-
migration law classes and consultations. Addi-
tional points of improvement for the clinic in-
clude communication between professionals, as-
sessing volunteer needs and establishing

consistent personnel, revising door signage, ad-
justing the physical space to optimize clinic flow,
and facilitating collaboration between the P
Clinic and CHFC3 to provide coordinated care.
Future aims of the IP Clinic are to sustain the ar-
ray of services currently being offered and de-
velop new services that fulfill unaddressed needs
without sacrificing the quality of patient care or
staff coordination. With increased development
and data collection on PCMHs in the future, we
hope that more patients can be seen with higher
quality care and lower costs, ultimately providing
long-term improvements to patient wellbeing.

Conclusion

In the past decade, advances in the PCMH
model have shown promising improvements in
quality of care, cost of service, and patient and
provider satisfaction. This article seeks to inform
the implementation of this evidence-based
model at other clinics in the pursuit of compre-
hensive care delivery. This record highlights the
complexities and primary considerations to be
addressed throughout the planning process, in-
cluding the organization of planning teams, the
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establishment of effective interprofessional col-
laboration, and the optimization of clinic flow.
Significant time and effort should be expended
to create a thorough plan regarding the incorpo-
ration and interaction of each discipline, with an
emphasis on interprofessional representation
during preliminary phases for diverse insight and
successful implementation.
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