Event Summary

Innovations in Patient Care:  Lessons from the Field

July 11, 2008
The Alliance for Health Reform, along with its co-sponsor, the United Health Foundation, held a briefing in the Columbus Club at Union Station discussing the role of nursing in health care quality improvement.

Featured panelists included Reed Tuckson of the United Health Foundation, Mary Naylor of the University of Pennsylvania, Audrey Nelson of the Veterans Health Administration, and Rick Kellerman of the American Academy of Family Physicians.

Ed Howard, executive vice president of the Alliance for Health Reform, welcomed the audience and thanked the United Health Foundation and the American Academy of Nursing for their support of the briefing.  He talked about the important role of nurses in day-to-day care of patients, noting that they stand to contribute both to improving health quality and to the ongoing health care reform conversation.

Reed Tuckson discussed four forces relevant to the health care debate:  first, the need to maximize all health care assets so that they are used appropriately, safely, and effectively; second, the expansion of access, which he emphasized applied to not just the uninsured, but also to the underinsured; third, the aging of a population with increased incidences of chronic disease, often multiple chronic diseases, requiring a complex array of medical services and medically necessary, community-based psychosocial and social services; and fourth, the drive toward patient-centered, consumer-oriented care, which will place increased financial risk on the patients in order to get better quality and reduce cost.  The second part of Dr. Tuckson’s presentation was an overview of four lessons learned thus far from the “field” -- from nurses working in hospitals and communities all over the country.  The first and perhaps most obvious lesson is that we need more nurses, trained in a wider variety of health care services, such as counseling and decision-support. As nurses learn new skills, however, we need to guard against taking too many of them away from the bedside.  Second, nurses need to have a prominent voice in the ongoing policy conversation.  Third, nurses can and do provide innovative care in a variety of settings.  And fourth, conversations about nurses and quality need to take into account physicians’ suspicions about nurses encroaching into arenas traditionally thought to be physician territory.  
Mary Naylor followed Dr. Tuckson with a discussion of transitional care and the research center that she leads at the University of Pennsylvania, the NewCourtland Center for Transitions and Health.  She defined transitional care as a variety of services and environments designed to ease the transition of patients with multiple chronic diseases, often the elderly, from one level or care to another across different providers and settings.  Often, she noted, patients with multiple chronic diseases will need care for an acute event related to one or more of the chronic conditions.  But, this acute presentation is only one phase among the patient’s medical needs.. As prominent as it is from the perspective of insurers and providers, and there are subsequent phases of care that often are inadequately addressed.  This can result in high rates of medical errors and serious unmet needs (she said that by one study, 70 percent of discharged patients left with the wrong information regarding their medications). In addition, inadequate coordination across levels of care can cause poor satisfaction with care and high rates of preventable readmissions (which can result in hundreds of millions of dollars of in expenses -- money better spent on chronic disease management). 
Dr. Naylor then described the quality cost transitional model (TCM), which emphasizes collaboration and relationships which engage both the patient and family caregivers in continuing care once the patient has been discharged.  One unique feature of TCM is an advanced practice nurse who meets and follows the patient from point of entry across settings with a focus on evidence-based protocol and long-term outcomes.  Dr. Naylor finished with a summary of the barriers to adoption of transitional care systems—including lack of financial incentives and the current culture of care – and how these can be overcome. Some encouraging signs: Blue Cross and Blue Shield of Pennsylvania will be reimbursing for TCM starting in September 2008; Aetna is planning to expand the use of TCM; the RWJF Interdisciplinary Nursing Quality Research Initiative, created to generate and disseminate research focused on nurses and their contributions to quality and safety of patient care, is ongoing.
Audrey Nelson followed Dr. Naylor with a more detailed discussion on safe work environments for nurses, focusing on safe patient handling.  Dr. Nelson noted the underappreciated physical demand of nursing, and mentioned that fatigue has lead to an exodus of nurses from the profession, exacerbating an already significant nursing shortage.  She also said nursing is one of the top 10 high risk occupations in the U.S., citing manual patient handling as the highest day-to-day risk.  Nurse injuries as a result of heavy manual patient lifting are underreported. Such injuries have quality implications. Injured nurses, if they  continue to work, tend to cut corners and are unable to provide a full set of services for their patients.  Dr. Naylor then pointed out that manual patient lifting, as well as most of the other high risk activities in nursing, has technological solutions.  The VHA has begun implementing such “minimal lift” solutions, using technology to reduce by 90 percent the number of high-risk tasks that nurses perform. The implications for quality: reductions in nurse injuries, missed work days and modified duty days; and improved patient outcomes, including lower rates of depression, increased activity engagement, and increased alertness during the day.
Rick Kellerman finished the formal part of the briefing with a discussion of physician responsibility regarding quality, emphasizing the patient-centered primary care collaborative (PCPCC). This is a consortium of employers, consumer groups, providers, and other stakeholders promoting the medical home concept, changing the way physicians practice, proposing new methods of delivery, and thinking in new ways about collaboration.  Dr. Kellerman highlighted the importance of nurses in the PCPCC, and principles of the collaborative and of medical homes: 1) everyone needs a personal physician, as the relationship between doctor and patient is the hallmark of health care in the U.S.; 2) medical practice is most effectively carried out in a team model, with the members of a team maximizing their individual skill sets, while staying aware of how they relate and complement each other; 3) the patient should be looked at as a whole; 4) care should be coordinated and integrated; 5) care should ensure quality and safety; 6) there should be enhanced access; and 7) there must be payment reform.  Dr. Kellerman finished his presentation with a note about electronic health records and the advantages they bring beyond the elimination of paper, especially regarding organizing and arranging patient data, including chronic disease data for patients requiring long-term care and/or chronic disease management.
A lively question and answer session followed.
