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Objectives

NP and PA Role Clarification

Oregon Trauma Registry

APP Trauma Duties

Quality, Acceptance and Integration
Value

Expanding role



Introduction to NP inpatient role

e MSN—>DNP, 31-48mo

e AG-ACNP, ENP, FNP

- e Scope defined by state

Nurse Pra CtItIOﬂer, e Practice agreement defined by hospital or practice

Physician Associate, environment
or integrated e Autonomy gained often with experience

e Limitations- Operative

Advanced Practice

Provider Team

e 24+ month Masters' Degree
e Scope of Practice defined by the state

e Autonomy determined by community standards based on
education, training and experience

e Collaboration Agreement
e How the PA collaborates with the physician




NP Licensing Scope
of Practice

Legend

Full Practice

Reduced Practice

Restricted Practice




Elst OREGON LEGISLATIVE ASSEMBLY--2021 Regular Session

Enrolled
House Bill 3036

Sponsored by Representatives SALINAS, MOORE-GREEN., PRUSAK: Representatives ALONSO
LEON, H-\'ID J.\ LEIF, LEVY, MEEK, MORGAN. NOBLE. RESCHKE, SCHOUTEN, WRIGHT,
Senators BEY KENNEMER, LIEBER, LINTHICUM, PATTERSON, STEINER HAYWARD
(at the rtqun-st uf Oregon Society of Physician Assistants)

CHAPTER
AN ACT

Relating to physician assistants; creating new provisions; amending ORS 109.640, 413590, 441.064,
677.135, 677.137, 677.139, 677.141, 677.495, 677.510, 677.511, 677.515, 677.518, 688.510 and T43A 044
and section 45, chapter 12, Oregon Laws 2020 (first special session); and declaring an emer.
gency

Be It Enacted by the People of the State of Oregon:

HB 3036 states that a PA must engage in collaboration with the appropriate health care provider as indicated
by the condition of the patient, the community standards of care, and the PA’s education, experience,
and competence.

The degree of autonomous judgment is determined at the PA’s primary location of practice by the
community standards of care and the PA’s education, training, and experience.

A PA’s scope of practice is based on the PA’s education, training, and experience

A collaboration agreement is a written agreement that describes the manner in which the PA collaborates
with physicians. The agreement does not assign supervisory responsibility to, or represent acceptance of
legal responsibility by, a physician for the care provided by the PA.

No specific form is required.

A collaboration agreement must include:

* The PA’s name, license number, and primary location of practice;

* The name of the physician or employer with whom the PA is entering the collaboration
agreement;

* A general description of the PA’s process for collaboration with physicians and if
applicable, include any differences in the process for collaboration based on practice

location;

* The performance assessment and review process; and

* If the PA has fewer than 2,000 hours of post-graduate clinical experience, a Specified

Collaboration Plan. See FAQ #14 for Plan details.

https://www.oregon.gov/omb/Topics-of-Interest/Documents/HB%203036%20FAQ.pdf



https://www.oregon.gov/omb/Topics-of-Interest/Documents/HB%203036%20FAQ.pdf

OREGON TRAUMA REGISTRY

Trauma Center
Designations and Levels

* Oregon Trauma Registry

Level 1 and 2

e 24hr coverage by general surgeon, subspecialties,
prevention programs, quality assessment programs

* APPs providing shift work coverage

Level 3and 4
* ATLS, stabilization prior to transfer
* APPs providing EM coverage
* APPs providing Surgical team coverage

Critical Access Hospitals
APP may be the only provider




Oregon Trauma Hospitals
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Critical Access Hospitals

Name City State ZIP Certified Date |Beds
o Mem"‘:‘t’:?m“, OREGON CRITICAL ACCESS Coquille Valley Hospital Coquille Oregon 97423 3/1/2003 25
MS@S:H"W :‘ ., HOSPITALS e Samaritan Pacific Communities Hospital Newport Oregon 97365 7/1/2003 25
— o — ProvidenceHood er el Fosptal ‘ & B@H":";::hmu g ¥ e Grande Ronde Hospital La Grande Oregon 97850 8/1/2004 25
AmmHﬁﬁg;;’&“ :‘:g"""”‘”&ﬁ 4 \\\i J wsnon L M?‘Pf"d'e“’" E*W o Mm,‘ Saint Alphonsus Medical Center - Baker City Baker City Oregon 97814 7/1/2003 25
B — T | e i s [EORSRE T | ake District Hospital Lakeview Oregon 97630  12/5/2001 21
= “’:; ,f’ = { é | ; “L,‘ji Lower Umpqua Hospital Reedsport Oregon 97467 7/24/2002 24
B il 0’ o L oo A & St. Charles- Prineville Prineville Oregon 97754 2/20/2003 25
mmpmcg,‘nm . * T - 5 e Sa”’“‘“f""”s“sM“&a‘aﬁilii,f“‘ & Columbia Memorial Hospital Astoria Oregon 97103 7/1/2004 25
9”"“""“ j Sammagf::x:nﬁmmumwHcsv‘m‘ 1 H M‘m r:; ‘ PeaceHealth Peace Harbor Medical Center Florence Oregon 97439 7/1/2003 21
™ SR A O ooy f s Bt Harney District Hospital Burns Oregon 97720/ 10/10/2001 25
e | Comm W Adventist Health Tillamook Tillamook Oregon 97141 1/29/2004 25
peacemg?ﬁl:lwMm . o Southern Coos Hospital and Health Center Bandon Oregon 97411 11/6/2000 19
Loner L""@SL?Z?LL‘ "e“i”“'ﬂ'Cﬁf;‘;‘j;;‘jj”"‘““y”Ed““m’ oesgutes ﬁ J \ Samaritan Lebanon Community Hospital Lebanon Oregon 97355 6/1/2005 25
— | S ] St. Charles-Madras Madras Oregon 97741 9/18/2005 25
L“ o L ’7 ‘ Good Shepherd Medical Center Hermiston Oregon 97838 12/29/2005 25
C"“‘“;"::Zﬁ;jﬁf' ] \ 37 e CHI St Anthony Hospital Pendleton Oregon 97801 5/18/2004 25
St o ol ookl o — ‘ \ ;] e Providence Hood River Memorial Hospital Hood River Oregon 97031 4/30/2004 25
A Wl T aronis Wallowa Memorial Hospital Enterprise Oregon 97828|  9/17/2001 25
eV A | L} West Valley Hospital Dallas Oregon 97338 12/27/2001 15
| j o T OREGON OFFICE Providence Seaside Hospital Seaside Oregon 97138 9/1/2000 25
e | I it ‘ @RH Curry General Hospital Gold Beach  |Oregon 97444  8/18/2004 24
Yo J RN - A \ s | Samaritan North Lincoln Hospital Lincoln City  |Oregon 97367 9/1/2000 25
‘ Pioneer Memorial Hospital & Nursing Facility Heppner Oregon 97836 4/1/2002 12
PeaceHealth Cottage Grove Community Medical Center |Cottage Grove |Oregon 97424 7/3/2000 11
Blue Mountain Hospital John Day Oregon 97845 7/30/2001 16




Table 18: Annual record count of trauma team specialty

Trauma Team Specialty 2017 2018 Percent change

ED attending 12,308 13,456 9.3%

Trauma surgeon 5,880 6,188 52%

Trauma nurse 1 3,513 5617 59.9%

=)  Physician assistant 1,507 1,742 15.6%

(Missing) 1,694 1,728 2.0%

Anesthesia 1,269 1,623 27.9%

OREGON TRAUMA REGISTRY Trauma nurse 2 983 1,163 18.3%
Radiology 967 1,101 13.9%

Orthopedic surgeon 849 908 6.9%

Neurosurgeon 879 867 -1.4%

Laboratory 789 861 9.1%

Annual Record of Trauma Team Specialty 2018 Nm'f'urg'w' o8 o o7
Respiratory 625 724 15.8%

Nursing supervisor 374 455 21.7%

Recorder 285 369 29.5%

Oral-maxillofacial surgeon (includes ENT & dental) 341 321 -5.9%

Specialty RN 256 272 6.2%

Admitting staff 871 251 -71.2%




APP Trauma Duties Aot o o .o

Roles and responsibilities

Daily patient evaluation / documentation-general care units
Duty Daily patient evaluation / documentation-ICU
Perform daily rounds on general surgical floor
Dictale discharge summaries
Assist in trauma resuscitation

Review daily laboratory work, radiology studies, etc.
Outpatient care

: A ; Daily discussion with nurses, therapists, case managers
perform daily rounds on critical care units

i ' b Interface with subspecialty services
Dictate history and physical exams

Assist in surgery

Insert chest tubes

Insert central lines

Insert arterial lines

Insert or assisl in insertion of percutaneous tracheostomies
Insert or assist in insertion of percutaneous gastronomy tubes

Perform simple surgical procedures: laceration repair, tube thora-
costomy, insertion central venous catheters, suture removal, etc.

Discharge planning

Patient / family education

Trauma resuscitation*

Initial evaluation of trauma consults, trauma transfers

Assist with therapeutic bronchoscopies Development of clinical management guidelines

Insert intracranial pressure monitors

L 1 1 L J Performance improvement: case reviews, discussion at Pl
0% 20% 409% 60% 80% 100% meetings, etc.
Percentage Patient / family phone calls

Completion of patient / family medical forms

FIGURE 1. Duties and responsibilities of PAs and NPs on the trauma service

Administrative duties: Maintenance of daily patient list; stocking
outpatient supplies, schedules

Staff education
Community service

*Trauma resuscitation performed under direct supervision of altending trauma
surgeon and following successiul completion of ATLS Provider Course




Procedural Area/Svstem

Exemplar Skills & Procedures

Airway Techniques

Infubation

Airway adjuncts

Mechanical ventilation

Non-invasive ventilatory management
Ventilatory monitoring

Resuscitation

Cardiopulmonary resuscitation (lifespan)
Post-resuscitative care

Blood, fluid, and component therapy
Central venous access (US guided)
Intraosseous mfusion

Defibrillation

Anesthesia & Acute Pain Management

Local anesthesia
Regional nerve block
Procedural sedation and analgesia

(Gastrointestinal

Gastrostomy tube replacement
Nasogastric tube
Paracentesis

“I"
ARERICAMN ACADEMY OF
EMERGEHCY KURSE PRACTITIONGRS

Cardiovascular and Thoracic

Cardiac pacing
Cardioversion

ECG interpretation
Thoracentesis
Needle/Tube thoracostomy

Cutaneous

Escharotomy

Incision and drainage
Trephination, subungual
Wound closure techniques
Wound management

Head, Ear, Eye, Nose, and Throat

Control of epistaxis

Slit lamp examination

Tonometry

Tooth stabilization

Corneal foreign body removal

Drainage of hematoma (auricular, septal)

Systemic Infectious Personal protection (equipment and techniques)
Universal precautions and exposure management
Musculoskeletal Arthrocentesis

Compartment pressure measurement
Fracture/Dislocation immobilization techniques
Fracture/Dislocation reduction techniques
Spine immeobilization techniques

sl Society of Emergency Medicine
| Physician Assistants

Guidelines for the Rural Emergency Medicine Physician Assistant

The emergency medicine physician assistant (EMPA) plays a critical role in providing emergency
care as a member of the physician-led health care team in rural communities throughout the
United States. The gold standard of emergency medical care utilizes “The Model of the Clinical
Practice of Emergency Medicine,” and is traditionally provided by a team of medical clinicians
led by a board-certified, residency-trained emergency physician. Recruiting an emergency
medicine board-certified physician in many rural locations is a challenge and is cost prohibitive.
Alternatively, many facilities utilize family practice physicians, physician assistants and other
practitioners. EMPAs with appropriate physician supervision/collaboration, education, training
and other skills provide this care in many of our communities.

PAs in rural America working at critical-access hospitals require special skills, training and
experience that are unique in this environment. The challenges of low volumes combined with
occasional high acuity of critical care medicine present unique stresses that, at times, can
overwhelm the critical access hospital. The rural EMPA must be properly armed with advanced
education and training as well as knowledge of local resources to employ in these moments of
critical care emergencies. Many EMPAs have taken their advanced education and training to
the rural area to provide high-quality care to the patients they serve. SEMPA’s goal is to
establish a benchmark by which a physician assistant can obtain appropriate education and
training with the appropriate skills to thrive in this environment and provide the highest quality
emergency medicine care for these patients.

. Role of the EMPA in Rural Emergency Medicine and the Critical Access Setting

Many rural and critical access hospitals with very low volume EDs utilize EMPAs as solo
providers. Appropriately trained EMPAs provide advanced care, ideally with the
supervision/collaboration of a board-certified emergency physician. This, however, is not
available in many rural facilities. Administration of patient care with telemedicine access to




CLINICAL RESEARCH STUDY
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A Direct Comparison of the Clinical Practice ()
Patterns of Advanced Practice Providers and
Doctors

David Johnson, PA-C,” Othman Ouenes, BS,” Douglas Letson, MD, Enrico de Belen, MD," Tim Kubal, MD, MBA,*“
Catherine Czarnecki, BS,” Larry Weems, MD," Brent Box, MD,° David Paculdo, MPH," John Peabody, MD, PhD"*""
“OURE Healthcare, San Francisco, Calif: *University of California, Los Angeles: “Institute for Global Health Sciences, University
of California, San Francisco: “Moffitt Cancer Center, Tampa, Fla: “Aema, Hartford, Conn; 'Novant Health, Winston-Salem, NC;
*AdventHealth, Altamonte Springs, Fla.



Quality

Landsperger, J. S., Semler, M. W.,, Wang, L., Byrne, D. W., & Wheeler, A. P. (2016).
Outcomes of nurse practitioner-developed critical care: A prospective cohort study. Chest,
149(5), 1146-1154.

A prospective cohort study of adult medical intensive care unit (ICU) admissions at an academic

tertiary-care center was conducted between 2011 and 2013. Landsperger, et al., compared 90-day

survival between care administered to patients by ACNPs and resident teams using Cox

proportional hazards regression. Among the 9,066 admissions the study addresses that patients

cared for by ACNPs had lower ICU mortality rates and shorter lengths of hospital stay. Hospital

mortality and ICU length of stay was similar between the two providers. Carter, A., Chochinov, A. (2007). A systematic review of the impact of nurse practitioners
on cost, quality of care, satisfaction and wait times in the emergency department. Canadian
Journal of Emergency Medicine, 9(4), 286-95.

Kleinpell, R. M., Grabenkort, W. R., Kapu, A. N., Constantine, R., & Sicoutris, C. (2019).

Nurse practitioners and physician assistants in acute and critical care: a concise review of This systematic review of 36 articles examines if the hiring of NPs in emergency rooms can

the literature and data 2008-2018. Critical care medicine, 47(10), 1442. reduce wait time, improve patient satisfaction and result in the delivery of cost-effective, quality

care. Results showed that hiring NPs can result in reduced wait times, leading to higher patient
Kleinpell, et al., conducted a concise review of the literature published on NP and PA utilization satisfaction. NPs were found to be equally as competent as physicians at interpreting x-rays and
and outcomes in intensive care units and acute care settings over the 10-year period between more competent at following up with patients by phone, conducting physical examinations and
e . . . e o . issuing appropriate referrals.
2008 and 2018. More than 50 individual studies and reviews were identified including those that & approp
examined care outcomes such as LOS, mortality and decreased admission rates. The authors
conclude, “Overall, the studies demonstrate impact of the APP role through improved patient
flow and clinical outcomes including reducing complications and improved patient care
management with reduced time on mechanical ventilation, increased use of clinical practice

guidelines, improved laboratory test use and increased palliative care consultations, among other

areas of impact.”




Contents lists available at ScienceDirect

The American Journal of Surgery

journal homepage: www.americanjournalofsurgery.com

The impact of advanced practice providers on the surgical resident )
experience: Agree to disagree? S

B. Eaton * ", L. Hessler ”, L. O'Meara *, A. Herrera “, R. Tesoriero ", . Diaz *°, B. Bruns "

* University of Maryland, R Adams Cowley Shock Trauma Center, Division of Acute Care Surgery, 22 South Greene 5t, Baltimore MD 21201, USA
" Department of Surgery, University of Maryland School of Medicine, 22 South Greene St, Baltimore MD 21201, USA
* Center for Shock, Trauma and Anesthesiology Research, 110 South Paca 5t, Room 03-002, Baltimore MD, 21201, USA




Utilization

s &

A g e o el L b

Physician Assistant and Nurse 3011 by he s oo o

o I S R

Practitioner Utilization in Academic S £ s s P

bl o e s B e

Medical Centers ST e
S5AGE

Marc Moote, MS, PA-C," Cathleen Krsel, RN, MSN, MBA,
Ruth Kiecinpell, PhD, RN, FAAN, FCCM,” and
Barbara Todd, DNP, CRNP, FAANP*

BAlbritract

T purpenia of ths study was to colbect informaton o the utilitateon of phryscaan isisteet [P ) ard s Brectitonss
(M) o acsdemee Baskth ceonters. Dats were gathered brom & nitoeasl sample of Universty HaalthSysitam Comor tiums
member scademic madical centars (AMCi). PAs and NP have besn nisgrated nio most e woes of rapondent AMCa
whare thay are postraly reted for the ek they brog o Swse orparssstssm Tha prirmary ceroe Cited by rmost &AM Cs
for ewployng Pha snd NPy wi Accreditabon Cound for Graduats Medesl Educiton resslant duly bour restrctan
(15 %) F-L‘I'_'tl'ltl.l.l"r b o mrrpCg Pilis and BPS ey de ECrEny i 'I.l"lruuﬂ'pn_-l. {BER), PLrRIS T Bl st
aicwis (TTR), rEprosey b uhtp'qu.ilt'r (TR radaring -.Irll!.‘h of stwy (TIL), e T POy ComL ity ol care
(T 1%} Howwear, 8% of AMC reper| thay v nol sut ooy desumanied e ranoal sepact of PANP practes or
O b e s cidied wilth ohdresfual PA or NPt



Acceptance

IHESEAHCH REPORT

A national survey:

Acceptance of physician assistants and nurse
practitioners in trauma centers

Bae M. Nyberg, MHS, PA-C; Kayla B. Keuter, MPI, PA-C;
Gina M. Berg, Phl); Amy M. Helton, MPA, PA-C;
Angela I¥. Johnston, MPA, PA-C

hee physician assistane (FPA) and murse pracd-

doner (NP professions began in due 106is as

pan of a srategy o cope with a lack of primary

care medical providers in meral and underserved

areas. PAs and NPs filled gaps in primary cane
services that were creaved as more physicians moved inw spe-
cialty and subspecialey areas of medicine "* However, reoene
employment wends in the PA and NP professions indicawe
mvement away frn primary care and e specaly fields ®*

Ower the pase few years, a change in residene physician
seaffing reguladons in hospicals has creaved additsonal em-
ployment opponunites for PAs and NPs. On July 1, 2003,
the Accreditason Councl for Graduae Medical Edncaion
[ACGME) insdmed seandards for all residency programs
matonwide Emdtng the hours worked by a resident physi-
cian v no more than 80 hoors per week averaged over 4
weeks. As a result of these limitations, eeaching hospials
throughou the United Staves were faoed with powenidal
seaffing shornages.™ ' Swrgical mesiden: coverage at tranma
cemers was one specialiy affeceed by the new residency
wurk hour siandards. Thus, hospials have increased wdli-
ration of PAs and NPs w All pracidoner gaps.= ™
According w the American Academy of Physician

Assistanes (AAPA) annual census data, the mimber of PAs
wuorking in tranma centers has increased.® The purpose of
this stady was eo dewermine the prevalence of PASNP il
TR i major tauma ceneers in the Unieed Seaces. Tt was
anticipated that resules of this survey would provide addi-
wona] information abou the role of PASINPs on a tanma
service and idenily the powential for e employmen:
growth. Increasing awareness of the responsibilises that
hawe been entruswed v PASINPs may sumulaw their uiliza-
i1 by tranma cenvers faced with salffing shonages.
Contimod on pags 36

Tre aulfors are from Wichila, Kansas. Sed Nyberg & Associate Prolessor
and Chair, Department of Physician Assistant, Wichila Stale Uniersity.
Wayia Kewtar practices in e Deparimont of Trauma, Weskey Modical
Cenber. Gina Bang is fiescanch Assistanl Prolessorn, Depariment ol Proven
Hiwe Mosgicine and Public Hesith, University ol Karsss School of Medicine.
Amvy Haltom practioss al Cardiowascular Consullants of Kansas, inC Angela
Johmeston works in lamiy practice ol Spectrum Family Medical Cinic The
aulhors have indicaled no relstionships bo disciose relating o ihe conbent
iofl this artice

ABSTRACT

Objective: Census data published by prolessional organiza-
tions indicate an upvward trend in the number of physician
assistants (PAS) working in many spedialty fields, inCluding
the subspedalty of frauma surgery. As the role of hospilal-
based PAs and nurse practitioners (NPsp continwss [0 svnhes,
greater understanding of these rodes will hedp identily future
empioyment trends for Ehese professions. The purpose of
this stully is 0 defermine the présalence of PAS and NPs in
U5 trauvma centers, to document their roles, and to identify
their podential future utilization by trauma centers.

Methods: & survey was mailed to 464 direciors of ma-

jior trauma centers in the United States. The survey was
designied to evaluate irawma centers’ utilization of PAS/NPs.
Respondents were asked o identity specific daily tasks of
PAs/MPs and o indicate potential tor their Tubure wlilization.

Results: Teo hundred forty-siz (246) 0f 464 Surveys were
returned, for 3 response rate of 53%. Approximately one-
third of reporting major rauma centers reported ubilizing
PAS/NPs. Mare American College of Surgeons (ACS)H
werifled trauma facilities utilized PAS/NPs than did nonveri-
fed facilities; and Leel | trauma centers used significamntly
maore PAS/NPS than did Lesel Il trauma centers. Minefesn
percent (19%) of respondents who did not currently wtilize
PAs/HPs indicated that they intended to do 5o in the future.
Thie majority of facilities utilized PAS/NPS to assist with
trauma resuscitation and in performing traditional tasks,
including ottaining and dictating histories and physical
findings, participating in rounds on the general medical
floor, and dictating dischange summaries. Fewer than half of
reparting facilities indicated that PASNPS performed more
invasive procedures, such as inserting arterial lines, central
lines, chest tubes, and intracranial pressure monitors.

Conclusions: PAs and NPs are increasingly utilized as clini-
cians in the surgical subspecialty of trauma. In most rasma
CEnters, PAS/HPS are utilized o complete the traditional
duties of 3 surgical PA/NE, with fewer performing invasive
procedures. Finally, 199 of responding trauma centers whio
do not currently wiilize PAS/MPE siate that they intend o in
the fulure, indicating the potential for contineed job growth
for PAS/MPs in trauma care. This evaluation of the uliliza-
tion of PAS/HNPs in direct care o trauma patients indicates
acceptance of PASSNPS in frauma staffing models.

www.jaapa.com = JANUARY 20M0 « 23(T) - JAAPA 35

Survey to 464 directors of
major trauma centers
53% Response Rate

1/3 of major trauma
centers reported using
PA/NPs

Significantly higher
utilization at level 1
centers

19% with intention to
start utilizing

Tasks included; histories,
physicals, rounding and
fewer than half doing
invasive procedures



Cost Effectiveness

The effect of a multidisciplinary
hospitalist/physician and advanced practice nurse
collaboration on hospital costs

Marie ] Cowan !, Martin Shapiro, Ron D Hays, Abdelmonem Afifi, Sondra Vazirani,
Cathy Rodgers Ward, Susan L Ettner

Abstract

Objective: To compare nurse practitioner/physician management of hospital care, multidisciplinary
team-based planning, expedited discharge, and assessment after discharge to usual management.

Background: In the context of managed care, the goal of academic medical centers is to provide
quality care at the lowest cost and minimize length of stay (LOS) while not compromising quality.

Methods: Comparative, 2-group, quasiexperimental design was used; 1,207 general medicine patient
(n=581 in the experimental group and n=626 in the control group) were enrclled. The contrel unit
provided usual care. The care management in the experimental unit had 3 different components: an
advanced practice nurse who followed the patients during hospitalization and 30 days after discharge
a hospitalist medical director and another hospitalist, and daily multidisciplinary rounds. LOS, hospital
costs, mortality, and readmission 4 months after discharge were measured.

Results: Average LOS was significantly lower for patients in the experimental group than the control
group (5 vs. 6 days, P<.0001). The "backfill profit” to the hospital was US$1591 per patient in the
experimental group (SE, US$639). There were no significant group differences in mortality or
readmissions.

Conclusions: Collaborative physician/nurse practitioner multidisciplinary care management of
hospitalized medical patients reduced LOS and improved hospital profit without altering readmission:
or mortality.

An alternative approach to reducing the costs of
patient care? A controlled trial of the multi-
disciplinary doctor-nurse practitioner (MDNP) model

Susan L Ettner T, Jenny Kotlerman, Abdelmonem Afifi, Sondra Vazirani, Ron D Hays, Martin Shapiro,
Marie Cowan

Abstract

Objective: Hospitals adapt to changing market conditions by exploring new care models that allow
them to maintain high quality while containing costs. The authors examined the net cost savings
associated with care management by teams of physicians and nurse practitioners, along with daily
multidisciplinary rounds and postdischarge patient follow-up.

Methods: One thousand two hundred and seven general medicine inpatients in an academic medical
center were randomized to the intervention versus usual care. Intervention costs were compared to
the difference in nonintervention costs, estimated by comparing changes between preadmission and
postadmission in regression-adjusted costs for intervention versus usual care patients. Intervention
costs were calculated by assigning hourly costs to the time spent by different providers on the
intervention. Patient costs during the index hospital stay were estimated from administrative records
and during the 4-month follow-up by weighting self-reported utilization by unit costs.

Results: Intervention costs were $1187 per patient and associated with a significant $3331 reduction
in nonintervention costs. About $1947 of the savings were realized during the initial hospital stay, with
the remainder attributable to reductions in postdischarge service use. After adjustment for possible
attrition bias, a reasonable estimate of the cost offset was $2165, for a net cost savings of $978 per
patient. Because health outcomes were comparable for the 2 groups, the intervention was cost-
effective.

Conclusions: Wider adoption of multidisciplinary interventions in similar settings might be
considered. The savings previously reported with hospitalist models may also be achievable with other

models that focus on efficient inpatient care and appropriate postdischarge care.




ABSTRACT

Objective: This study analyzes the
impact of midievel practitioners
(MLP2) on patient care and resource
ulikization at a level | trauma Ccenter.
Methods: A retrospective review of
trauma patients admitted during two
periogds was performed PRE-MLP,
during which limited MLP coverage
was available; and POST-MLP, when
MLP coverage was expanted. Demo-
graphics, injury severity scones (IS5),
and preexsting medical conditions
(PEC) were recorged. Trauma service
activily was measured by daily admis-
sions, inpatient census, and daily dis-
charges. Outcome variables included
hospital mortality, tofal length of stay
(HLOS), ICU length of stay (1CU-LOS),
ang ncgence of the three most
prévaient complications. deep vein
thrombasis (DVT), major arrhythmia
(MA), urinary tract infection (UTIL
Results: PRE-MLP and POST-MLP
groups were similar with respect

o age, gender, and IS5, Mean daily
agdmissions were 305 during the PRE-
MLP period and 4.01 during the POST:
MLP period (P = 0001 Reduced
ncdence of UT] was gemonstrated

in the POST-MLF period: 0.9% wersus
2.6% (P = DOON). Incidence of DVT
and MA were unchanged. HLOS de-
creased from S.09 days 1o 484 days
(= 092). ICU-LOS was reduced from
A0B8 days to 3128 days (P = 019).
Canclusion: Use of MLPs led 10 a
significant reguction in ICU-LOS with
no increased incidence of complica-
tions. MLPs offer a clinically effective
and resource-efficient alternative to
fesidents on 3 Irauma ServiCe.

A role 1n trauma care for advanced

practice clinicians

Utilization of PAs and NPs at a level
I trauma center: Effects on outcomes

ABSTRACT

Advanced practice clinicians (APCs) are
increasingly being utilized to care for
patients on trauma services, but the
quality of care provided by these alter-
nate delivery models has been ques
tioned. We hypothesized that APCs
could safely administer trauma care that
had traditionally been provided by surgi-
cal residents, Qutcomes from an APC
trauma-care delivery model were comr
pared with those reported in the
National Trauma Data Bank (NTDB).
Parameters included in the comparison
were mechanism of injury (MOI), length
of hospital stay (LOS), injury severity
score (ISS), and mortality. When MOI was
used as the basis of comparison, the
percentage of patients treated at the
trauma center and the percentage of
patients with information in the NTDB
were similar. Despite having more seri-
ously injured patients, the APC-staffed
trauma center demonstrated a shorter
LOS for all ISS categories; comparisons
of patients with ISS >24 did not reach
statistical significance. In addition, the
APC-staffed trauma center had a statisti-
cally lower overall combined mortality
rate when categorized by ISS. We con-
clude that an APC trauma-care delivery
model provides outcomes at least as
good as those reported by the NTDB.
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ABSTRACT

The Amencan College of Surgeons Commiltee on Trauma
meguines, physician-to-piysoan Communscation pror o
mierhospial ransfer This requererment can be dffcul o
acheewve in high-volume trauma certers. Thes pilct progect
ubilires, trauma advanced pracice provders (APFPL) a the
primary communcalor. n ey of the rauma surgeon, pror o
mierhospdal ransfer The hypofress, sgoests hat APPy can
proviche safe recommendabons and acouraiedy Tnage Dateniy
for the highest vl trawma alert. From January o Agri
ZOIB. a wotal of 1. 145 pabents were Farslernad D 2 Lewel |

or Lewel N rauma center Al intertosOdal fauma ransfen
werne dapalched through a desigrated rarsier center AFF
(TCAPP). Descriptive stabishcs were ysed 1D descrte The
fraguency of come TCAPP ecommendalians, nchucing revensal
agents for anbooagulants, anbibotics for open ractures,

direct .oflrr'mu:_.n C riena. adrmnsirabon of blood procucts

and ragrg 1o Fe highes level of trauma actvabon. TCAPP
tnage accwracy was analysed and reponed & percentagis
Percertages are compared between ndependent groups using
a che-sguare test Pror to implementation of the TCAPP role
provader-0-provioer communicabion occumed n less than 1%
of rterhosplal vansters. TCAPP So-provider communcation
coumed 92°% of the tme (p < 001). Dunng the study penod
the TCAPP made 398 care-selated recommendations. Three

< |'%) TCAPP recommendations were deemed inapproprate
The TCAPP (89.7%) and physcean (B9.9%) tnage accuracy
wan not sgnifcantly different (o = 43). interhospital Yanaler
ormmunicaton and recommendations can be perdormead
safely and acourately by a rauma trained APP

Key Words

rerhosoital ransier Prowderto-prowvader communic ahon

Trasma advanced prachoe provioer

Nurse Practitioners' Implementation of Evidence-
Based Practice Into Routine Care: A Scoping Review

Vanessa Clarke 1 2, Elaine Lehane 1, Helen Mulcahy 1 patrick Cotter |

Results: Seven studies were included in the review. Findings indicated NPs valued EBP and believed it
to be important in standardizing patient care. NPs’ implementation of EBP was found to be relatively
low overall. It was not possible to fully determine the extent to which NPs implemented EBP into
routine care. NPs experienced similar barriers to EBP implementation as do nurse generalists such as
lack of time, lack of EBP competence, lack of support from colleagues and managers, and inadequate
resources. In particular, NPs identified collaborative practice issues as factors affecting EBP
implementation. Identified barriers included physician-driven practice and the need to maintain
professional and political boundaries. Supportive collaborative relationships and having professional
confidence were identified facilitators.
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