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This presentation in one slide
• My frame – I am a workforce researcher and policy wonk
• The context—lots of uncertainty, lots of pressure and rapidly
changing payment and care delivery models
• The health workforce is shifting to ambulatory and
community-based settings. Training needs to shift as well
• Efforts to redesign education have traditionally focused on
pipeline. We also need to retool the existing workforce for
new roles and settings
• Education, practice and regulatory changes are needed to
support team-based models of care
• More and better data are needed to win hearts and minds

This is noble, challenging work that is rife
with turf battles. Here is my “frame”
• I am a student of the health professions—all professions
• I believe in patient-centered, not profession-centered,
workforce planning
• “Data agitator”—I like to use data to challenge prevailing
narratives and to shape new narratives
• Policy wonk who believes deeply in power of evidence
to shape policy
• I teach and mentor learners from medicine, nursing,
social work, and health policy

The context for our work: lots of uncertainty,
lots of pressure and rapid change
• Ongoing experimentation underway to transform the way
health care is paid for, organized, and delivered
• Rising pressure to contain costs, increase value and address
“upstream” social determinants of health
• Increased competition from corporate players like CVS,
DispatchHealth, CityBlock, and Amazon who are using
redesigned workforce, telehealth and house calls to meet
patient needs (they get it…it’s about the patient!)
• Most hospitals and health care systems currently operating
predominantly in fee-for-service model, but actively planning
for value-based payment future

It sort of feels like this…

Hospitals, health systems and practices are simultaneously
uninterested in workforce planning and hungry for a roadmap on
how to redesign care delivery and workforce to deliver value

That road map leads out of the hospital into
outpatient, community and home settings
• Shift from fee-for-service to
value-based payments
and fines that penalize
hospitals for readmissions
are shifting care from
inpatient to ambulatory and
community-based settings
• But we generally train the
workforce in inpatient
settings
• Need to develop more
interprofessional training
sites in community-based
settings

Turner A, Roehrig C, Hempstead K. What’s Behind 2.5 Million New Health Jobs?
Health Affairs Blog. March 17, 2017.
http://healthaffairs.org/blog/2017/03/17/whats-behind-2-5-million-new-health-jobs/

Increased focus on social determinants
of health is moving care upstream
• Shift narrative from health workforce to “workforce for health”
• Expand workforce planning efforts to include workers in home- and
community-based settings
• Embrace the role of patient navigators, community health workers,
home health workers, community paramedics, dieticians, medical
lawyers and other community-based workers
• Integrated behavioral health and primary care models are spawning
new team structures and new roles.
Example: social workers who are serving as:
– Behavioral health specialists: providing interventions for mental,
behavioral health and substance abuse disorders
– Care Managers: coordinating, monitoring and assessing treatment plans
– Referral role: connecting patients to community resources, transportation, food
Fraser MW, Lombardi
BM, Wu S, Zerden LD, Richman EL, Fraher EP. Social work in integrated primary care: A systematic
etc.
review. Journal of Social Work and Research. 2018; 9(2):0-36.

And don’t forget that the patient,
family and community are on the team
Patient-engagement models:
• Promote shared decision-making with patient and family
• Encourage providers to do more asking/listening and
shift from telling to educating
• Focus on health literacy, coaching, goal setting, and
teach-back methods
• Honor and validate work of caregivers and family
• Include faith-based institutions, legal aid and other
community resources

Increasing recognition that workforce
already employed in the system will be
the ones who transform care
• Most interprofessional
education focused on
redesigning curriculum for
students in pipeline
• But health care workforce
already employed in system
will transform care
• Need to embed learning in
collaborative practice
environments that benefit
patients, learners and the
health care system

Fraher E, Ricketts TC. Building a Value-Based Workforce in North
Carolina. North Carolina Medical Journal. 2016; 77(2): 94-8.

So how do we get there from here?
We need to redesign the broader
system that supports
interprofessional education and
practice through:
– Education
– Practice
– Regulation

We need to better connect
education to practice
“Revolutionary changes in the
nature and form
of health care delivery are
reverberating backward
into…education as leaders of the
new practice organizations
demand that the educational
mission be responsive to their
needs for practitioners who can
work with teams in more flexible
and changing organizations…”
Source: Ricketts T, Fraher E. Reconfiguring health workforce policy so
that education, training, and actual delivery of care are closely
connected. Health Aff (Millwood). 2013 Nov;32(11):1874-80.

http://www.nationalacademies.org/hmd/Reports/2019/strengtheningconnection-between-health-professions-education-practiceproceedings.aspx

Redesign structures to
support team-based care
Education
• Clinical rotations need to include “purposeful exposure” to highperforming teams in ambulatory and community settings
• Foundational and continuing education must be convenient –
timing, location, and financial incentives must be taken into
consideration
• Need to prepare faculty to teach new roles and functions
• Close partnerships between educators and employers needed to:
– not produce more workers than market demands
– ensure new grads are ready for practice in transformed system
– identify professions, settings and roles in which the workforce
over- and under-skilled
Source: Fraher E, Spetz J, Naylor M. Nursing in a Transformed Health Care System: New Roles, New Rules. LDI/INQRI Research Brief. June 2015; Ladden et al. The Emerging Primary
Care Workforce. Preliminary Observations from the Primary Care Team: Learning from Effective Ambulatory Practices Project”. Academic Medicine; 1013, 88(12): 1830-1835.

Redesign structures to
support team-based care
Practice
• Need to design teams around patients, not professions
• Job descriptions must be rewritten or created
• Workflows must be redesigned
• Minimize role confusion by clearly defining competencies
and training for new functions
• Existing staff won’t delegate or share roles if
don’t trust other staff members are competent
• Culture change is possible as successful models
spread and are scaled

Redesign structures to
support team-based care
Regulation
“The workforce innovations needed to implement
ACA programs require an adaptable regulatory system
capable of evolving with the health care environment.
The health profession regulation system in place today
does not have the flexibility to support change

To create a more dynamic regulatory system, we need to:
• develop evidence to support regulatory changes,
especially for new roles in interprofessional teams
• evaluate new/expanded roles to understand if interventions
improve health, lower costs and enhance satisfaction
(patient and provider)
Source: Dower C, Moore J, Langelier M. It is time to restructure health professions scope-of-practice regulations to remove barriers to care. Health Aff (Millwood).
2013 Nov;32(11); Fraher E, Spetz J, Naylor M. Nursing in a Transformed Health Care System: New Roles, New Rules. LDI/INQRI Research Brief. June 2015.

We need data and rigorous analyses to win
the hearts and minds of the IPE naysayers
Team-based care for
patients with 2 or more
chronic conditions
produced a statistically
significant reduction of:
• 18.6% in hospitalizations
• 25.2% in ED visits
• 36.7% in ambulatory care–
sensitive emergency
department visits
Meyers DJ et al. Association of Team-Based Primary Care With Health Care
Utilization and Costs Among Chronically Ill Patients. JAMA Intern Med
2019 Jan 1;179(1):54-61. doi: 10.1001/jamainternmed.2018.5118.

And we need to be prepared to
discover data that run counter to our
hopes and expectations
That same JAMA Intern Med study concluded:
“Team-based care practice transformation in primary
care settings may be a valuable tool in improving the
care of sicker patients, thereby reducing avoidable use;
however, it may lead to greater use among healthier
patients”
Meyers DJ et al. Association of Team-Based Primary Care With Health Care Utilization and Costs Among
Chronically Ill Patients. JAMA Intern Med 2019 Jan 1;179(1):54-61. doi: 10.1001/jamainternmed.2018.5118
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University of Rochester Medical Center
-

820 bed quaternary care
medical center

-

84 medical residencies
and fellowships

-

Medical, dental, and
nursing schools

-

Trauma center

-

Transplant center

-

Cancer center

-

Children’s Hospital
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UR Pursuing Excellence
• ACGME Innovator grant
• Transforming the way clinical teams work
• Developing dyad leaders (faculty and nurse managers)
• Year long training program
• Given skills and support to build collaborative improvement teams
• Faculty, nurses, staff, trainees, etc.
• Built on foundation of UPP teams
• Goal to develop clinical leaders who can lead improvements in team-

based, collaborative care within UR Medicine, and enrich the learning
environment
• This will improve patient outcome (value), improve provider and

patient satisfaction, provide academic opportunity, and develop our
leaders of the future
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UChicago Medicine: The System
Patients and Facilities
•
•
•
•

4 Adult & Pediatric hospitals
1,286 licensed beds
11 Ambulatory Care Facilities
2.21B Annual Revenue
Volume

•
•
•
•

45,300 Admissions
27,890 Operations
149,355 Emergency dept. visits
954,173 Outpatient Encounters
Providers and People

•
•
•
•

11,910 Employees
1,385 Attending physicians
1,132 Residents and Fellows
3,418 Nurses

Research and education are critically important
• 412 NIH grants totaling over $179M
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UCM’s Hyde Park Campus and Hub
FACILITIES

3 Facilities

• Center for Care and Discovery
• Bernard M. Mitchell Hospital
• Comer Children’s Hospital

811 Licensed Beds
37

Operating Rooms

5

Ambulatory
Care Facilities

VOLUME

FINANCIALS

602,517
31,577
198,745
22,801
101,567

$1.86B Operating Revenue
Benefit
$477.3M Community
(fiscal 2018)

Outpatient Encounters
Hospital Admissions
Hospital Patient Days
Surgical Cases

PEOPLE

ER Visits

9,737 Employees
Including:
909 Physicians
2,797 Nurses
1,132 Residents, fellows
24

25

Laurinda Calongne, EdD

Our Lady of the Lake Regional Medical Center
Designated Institutional Officer | Chief Academic Officer

OLOL – Pursuing Excellence
• TEAMWORK on the FLY
• Bringing QI and IPE where education and clinical care merge.
• IPE Huddles, Teaching, Shared Vision, and Positive
Recognition

• It’s all in the HCAPS DATA
+ 45.2% Care Transitions – HCAPS YTD – 100%
+ 5.3% Discharge Information – HCAPS YTD – 100%
+ 23.4% Hospital Environment – HCAPS YTD – 100%

MED 5: CUMULATIVE UNIT HARM SCORE

4
3.5

IPE Huddles

3
2.5
2
1.5
1
0.5
0

Cohorting
Harm Score = Scope (4= All patients at
risk; 3= 75% of patients at risk; 2=50%
of patients at risk; 1=25% of patients at
risk; 0=patients not at risk) + Impact
(5=Loss of Life/Limb/Function;
4=Temporary loss of function;
3=Prolonged hospital stay; 2=Moderate

Harms
Falls
CLABSI
CAUTI
HAPI
MRSA
C-Diff

Lower is Better
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Discussion
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