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Our History

Bethesda NEWtrition and Wellness Solutions (BNWS) is a primary 
care and wellness organization founded in September 2013 to 

provide nutrition services for diabetes and weight management in 
Bethesda, Maryland. 

In December 2016, primary care services were added to support its 
mission of coordinated patient care.  BNWS is now a comprehensive 

source for a variety of health care services, both onsite and in the 
home.
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About BNWS
•Our team of healthcare providers has over 100 cumulative 

years of experience working in outpatient, small practice 
settings.

•We focus on partnering with patients as well as creating 
connections and finding resources in the communities that 
we serve to provide the most well-rounded, 
patient-centered care for our patients. 
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Care Delivery Components
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Chronic Care Management
& Care Coordination

We Provide Care Coordination
Our team of care coordinators and healthcare 
professionals work with patients and providers to:

• Communicate effectively with members of the 
healthcare team, patients & families

• Manage transitions of care and medications

• Link patients and families to community 
resources

• Remote monitoring of blood glucose and blood 
pressure

We Provide Chronic Care Management
Patients who have 2 or more chronic conditions are 
eligible for these services, including:

• Assess the needs and goals important to the 
patient

• Create a proactive care plan

• Monitor goal progress and follow up with 
patients

• Support patient's self-management of their 
conditions
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Annual Wellness Visit
Annual assessment of the 
following:
• Cognitive status

• Functional ability and level of safety (falls 
risk)

• Medication review

• Healthcare team

• Health risk

• Mental health

• Preventative health screening status

• The AWV can direct referrals or additional 
needs

• Opportunity to look at Social Determinants of 
Health

• Provides an opportunity for education or 
counselling

• Looks at the fuller picture of health
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Transitional Care Management
•Patients are monitored by BNWS care coordinators while they are 

admitted (hospital, ER or nursing home/rehab)

•Coordinators facilitate communication and frequent updates between 
the primary care provider, the family, and the healthcare team at the 
inpatient facility

•Once the patient is discharged home, a transitional care visit is set up 
within 24-48 hours at home

•Patient is monitored for 30 days, and a unique care-plan is established
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Social Determinants of Health
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Examples of Referrals

AWV reveals home safety concerns 🡆 Referral for Occupational Therapy and 
home safety evaluation (in the home)

Malnutrition risk screen is positive 🡆 Referrals to social work, registered 
dietitian, and AAA for food assistance

PHQ-9 depression screen positive 🡆 Referrals to LCSW for psychotherapy and 
behavioral health integration

AWV reveals trouble paying utility bills 🡆 Referrals to any or all: chronic care 
management, social work, AAA, etc.



MDPCP at a Glance:
Year 1 (2019) Annual Report Snapshot



MDPCP at a Glance:
Program Year 3 (2021) Snapshot



Thank you!
Livleen Gill, MBA RDN LDN

240-449-3094
operations@bnws.co
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