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*NUNMC-IPCP: A nurse-managed person-centered interprofessional (IP) healthcare ambulatory clinic centrally located in the Watts-Willowbrook community, offers direct inexpensive on-site and home point of care (POC) health services to its underserved residents.
*NUNMC-IPCP Model: An 8-week student-centered practicum; engages cohorts of faculty-mentored nursing and health professional students (undergrad/grad; Capstone/Internship) in collaboration with the IP healthcare team; students gain IPCP skills and competencies.
*|P teams comprising the NUNMC assess health outcomes associated with project initiatives in collaboration with community-based organizations as well as clinical affiliates of National University.

*The NUNMC-IPCP telehealth POC model supports rapid diagnosis in remote non-clinical settings versus traditional approaches; can potentiate medical-cost savings; and bridge access disparity and inequity gaps in underserved communities like Watts-Willowbrook.
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patients by in vitro diagnostics and determine its efficacy at monitoring blood glucose
and cholesterol versus a device in current use.
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The CBA estimated home telehealth POC testing to be cost-effective, saving $36.00 for every $1.00 spent.

Potential utility of the iAssay for non-clinical POC telehealth testing in remote underserved home telehealth

We developed a CBA to determine the monetary value associated with structuring a settings may offer health care benefits including avoiding costs of routine clinical lab testing and reduced ER
iAssay e feasibility study of the iAssay System at POC testing of 200 adult diabetic patients’ finger- and clinic (re)visits, at a fraction of the cost. This CBA supports the pending NUNMC-iAssay feasibility study.
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