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Introduction

In 2012, the California Hospital Association (CHA) published a document titled Transforming for 
Tomorrow
 to assist hospitals and health systems to prepare for delivery system changes associated with health care reform.  The following year, the California Institute for Nursing and Health Care (CINHC) published a white paper titled The Nurse Role Exploration Project: The Affordable Care Act and New Roles for Nurses
 to identify and prioritize new roles for RNs in this changing environment.  To assist California nurse leaders in preparing clinical RNs for the future, CHA and CINHC now have combined those efforts to produce the RN Role Transformation Tool The tool predicts which new roles will be necessary for each hospital type and how important each role will be given the hospital’s strategic goals, as well as offers examples of how each role might be applied in practice.   

Background

The findings of the CHA Transforming for Tomorrow task force included:

1. Health care organizations will need to innovate in order to transition from “providing care” to “managing health.”

2. Scale and integration of services are critical to support sustainable margins.

3. The health insurance exchange is a driver of financial risk.

4. California hospitals are in various stages of readiness, with some facing near-term challenges to sustainability.

5. There are five potential “destinations” for hospitals and health systems as they prepare for the future. The destinations are listed at the top of the RN Role Transformation Grid (see Figure 1). It should be emphasized that hospitals and health systems do not necessarily fall into a single destination category, but may combine various components of different destination categories to reach their financial goals.
The CINHC Nurse Role Exploration Project identified five new roles for nurses to meet the expanding and changing demand for health care services in California. It is important to note the focus of the project was on the generic Registered Nurse role without delineations related to educational or degree requirements. Advance Practice Registered Nurses, while important in many key roles, were not the center of this work.  The roles identified in the project and shown in the first column of the RN Role Transformation Grid were:
1. Care Coordinator

2. Faculty Team Leader

3. Informatics Specialist

4. Nurse/Family Cooperative Facilitator

5. Primary Care Partner

It is important to understand the roles are broader than job descriptions. Therefore, within a single role, a hospital or health system may create several different positions. It is also important to note that some jobs may incorporate aspects of more than one role. For example, expertise related to technology may be included as a part of many different positions/jobs.
Role Transformation Grid

The RN Role Transformation Grid (see Figure 1) identifies the level of importance of each new role for nurses for each of the five hospital destinations. The level of importance for a particular role relative to a specific destination is determined to be low, moderate, high or critical depending on the direction a hospital is pursuing. Considerations include some of the initial impacts of health care reform such as readmission penalties, penalties associated with hospital acquired conditions, and value-based purchasing, including core measures and Hospital Consumer Assessment of Healthcare Providers Survey (HCAHPS) results. 

Please refer to the two documents referenced above for complete explanations of both the destination hospitals and the new RN roles.

Figure 1: RN Role Transformation Grid
	New Roles For Nurses
	Hospital Destinations 

	
	Aggregator
	Health Manager
	Connector
	Innovator
	Diversifier

	Care Coordinator
	High
	Critical
	Critical
	High
	Moderate

	Faculty Team Leader
	Low
	High
	Low
	Low
	Moderate

	Informatics Specialist
	Moderate
	Critical
	Critical
	Critical
	Critical

	Nurse/Family Cooperative Facilitator
	Low
	Critical
	Critical
	Low
	Moderate

	Primary Care Partner
	Low
	Critical
	Critical
	Low
	High


The following section provides a description of the five hospital destinations and the new RN roles predicted as important for each destination. Only roles listed as critical, high or moderate are described below, along with specific position examples under each role as they relate to each hospital destination. Further, many of these new roles, and the example positions, function as part of interprofessional teams whose members are prescribed by the needs of consumers. Teams may include both licensed and unlicensed members, which creates opportunities to better meet the needs of communities. To reiterate, both the hospital strategic destinations and the new RN roles are related to changes brought about by health care reform – the most fundamental of which is moving the health care industry from its emphasis on providing care to one of managing health.
Hospital Destination Descriptions and New RN Role Examples

1. AGGREGATOR DESTINATION HOSPITAL
The Aggregator uses consolidation, aggregation, decreased variation and major economies of scale to deliver care at costs at or below inflation, profitable at or close to Medi-Cal rates. These organizations strip down to bare bones and focus on core services, which are bundled and regionalized — for example, specific cardiology or orthopedic procedures in a single location.  There is considerable consolidation of many of the shared services and clinical functions, such as finance and laboratory. These organizations act similar to the successful automotive business chain “Jiffy Lube.”
 
Important roles for this destination include:
a) Care Coordinator Role: This position will ensure a smooth and efficient care process during hospitalization and post discharge. The focus is on preventing hospital-acquired problems and creating an outstanding patient experience. They will also support low readmission rates by ensuring patients/families have the knowledge, skills and supplies to provide after care. This work can be done by direct intervention or by providing support to other team members better positioned to provide service (e.g., community health workers, promatores). They will diligently monitor standards of care and will work with team members to achieve significant economies of scale in service through standardization and streamlining processes.  



Examples:

· Patient Care Facilitators (PCFs) (12-bed hospital model)

An RN who serves as the “clinical CEO” for a specific 12-16 bed inpatient unit, assumes 24/7 accountability for the management of that unit and manages the care of each patient on the unit from admission to discharge. Additionally, focus is on ensuring a good patient experience and preventing clinical problems. The PCF serves as the primary contact for physicians and families.

· Transfer Center Registered Nurses
Use clinical skills and knowledge of regulatory constraints to make decisions about patient transfers to a location where service is provided.
· Accountable Care Organization Case Managers

Ensure patients are cared for at the appropriate level of care; implement and supervise technology-enabled strategies to prevent the need for more intensive interventions.
· Nurse Call Centers for Monitoring

Provide expert nurse advice through a 24/7 hotline used for both preventing problems from arising and for follow-up post care provision.

· Agile Patient Care Team Participants

Participants include resource nurses — experienced RNs who partner with the primary nurse caregiver to ensure a smooth hospitalization while preventing additional clinical problems.

b) Informatics Specialist Role: This role will ensure information supports streamlined care that is readily available to decision makers. Establishing best practices through immediate feedback on interventions will be key, as will using predictive analytics to identify individuals and situations at high risk for causing hospital-acquired problems such as pneumonia or pressure ulcers. Eliminating redundancy and providing information to increase productivity also will be very important. For patients and care givers at home after discharge, it will be important to design monitoring systems that signal early signs of complications that could lead to readmission or other costly interventions. 

Examples:

· Data Management Specialists

· Ensure needed information is available for care providers and other decision makers in real time
· Design apps to quickly access and aggregate data

· Design systems to integrate clinical and financial information in real time

· Electronic Record Builders
· Lead/participate on EMR teams to create intuitive, integrated patient records
· Design apps for patients to provide/receive information that assists in self-care and monitoring of chronic conditions
· Lean Team Leaders

· Create information systems to support efficient, timely and effective provision of services
· Create applications that allow providers to virtually “reach out” to their consumer population
2. HEALTH MANAGER DESTINATION HOSPITAL
The Health Manager uses its “connective tissue” to align members and apply data and information to identify high-cost populations and intervene before care is needed or requested.  Health Managers deploy medical homes to decrease acute care demand and use robust navigation and coordination across the continuum to provide early preventive care. They are deeply embedded in population health, and use risk profiles so that 25 percent of all interventions occur in the preventive or primary care arena. They have organized, low-cost sites of care. They use advanced analytics for integrated information comparing outcomes, options and pricing. They have significant infrastructure in clinical and technology integration to improve health, drive significant reductions in utilization over time and manage cost within a budgeted care environment.

Important roles for this destination include:
a) Care Coordinator Role: This role will support individuals and families in maintaining their health care requirements in their home and community settings. Emphasis will be on providing education and wellness services through highly effective teams to prevent costly acute care hospitalization or use of emergency services. When hospitalization is necessary, focus will be on prevention of hospital-acquired problems, ensuring a high-quality patient experience and preparing for a successful transition to the home and/or community. With the support of enabling technology, this role will manage the care continuum and ensure clients are supported in the most effective and least costly environment.  



Examples:

· Ambulatory Care RNs

· Incorporate assessment and education strategies into outpatient care that support successful self and/or family care, and design tools to be used by the entire care team
· Community Based Case Managers

· Work with at-risk individuals and families to mitigate factors leading to the need for high-cost care and services
· Partner with inpatient case managers and consumers to ensure seamless, successful integration to community settings after discharge
· RN Patient Care Coordinator in Collaborative Patient Care Management Model

· Partners with physicians to co-chair interprofessional practice groups that span the continuum of care from acute inpatient to outpatient clinics.

b) Faculty Team Leader Role: There will be an increased need for new RN graduates to work along the entire health care continuum. They will need to function in multiple care environments in both inpatient and community settings. They will need to be highly effective with other members of the health care team, both licensed and unlicensed, to manage health seamlessly for their clients. This role will more closely align service and education across the health care continuum through use of interprofessional, multi-skilled teams. Focus will be on teaching continuous assessment skills and using predictive analytic data to identify populations at risk for various preventable or manageable conditions. In addition, developing patient-focused, evidence-based interventions that  allow people to successfully manage their own health will be important.



Examples:

· Adjunct Faculty 

· Provide clinical placement expertise in community settings such as home health, assisted living and other long-term care settings, community clinics, etc.
· Teach skill sets related to working in interprofessional teams
· Connect students with patients’ and families’ broader life experiences that  impact their health
· Use data to develop population health tools that students can use for individual and/or community interventions
· Incorporate enabling technology into clinical practice
c) Informatics Specialist Role: This role will manage information technology applications for virtual management of health care and for use by consumers, and will manage remote technology applications for use between providers. The purpose of technology design will be to keep individuals and populations healthy and to manage chronic conditions in a home environment that will reduce cost and improve quality of life. Other focus areas will be designing systems that give providers accurate, current information at the individual and community levels to keep people as independent as possible.



Examples:

· Health Informatics Developer/Designer

· Design intuitive systems to support practice and care by all team members along the entire continuum, especially for mobile devices
· Design apps for patients and family caregivers that support self-management and allow information to be quickly and accurately transmitted to providers and care coordinators 
· Analytics

· Design predictive analytical models using both individual  health information and aggregate information to support preventive and other care approaches
· Comparative Effectiveness Researcher

· Design systems and models that allow nurses to easily compare evidence related to various practices in order to find and use best practices

d) Nurse/Family Cooperative Facilitator (Community Centered Facilitator) Role:  This community-based role will intervene early to prevent problems or mitigate their repercussions. Community-based connections with schools, employers, civic groups, churches, families, etc. will enhance preventive strategies and allow referrals to be made before health care issues become acute, requiring costly hospitalization or emergency intervention.  



Examples:

· Registered Nurse Navigators (personalized health management)
· Connect with patients and families prior to the need for complex care to ensure preparation and best outcomes
· Support patients and families in choosing the best approaches to meet individualized needs
· Create assessment tools for outreach workers to use in identifying potential problems
· School-Based Clinic Nurse

· Provide preventive and other services to students, families and people living in close proximity to schools. Use enabling technology to connect virtually with community members
· Nurse-Family Partnership

· Provide follow-up care for pregnant women and their infants through the age of two. Visit women in their homes; assess their physical and psychosocial health status and resources with the aim of empowering them to make optimal life and health decisions.  
e) Primary Care Partner Role:  This role will enable nurses to partner with physicians, nurse practitioners and physician assistants to expand capacity in the primary care setting.  Individuals in this role will provide screening, assessments, education, coaching and management of chronic and stable conditions, thereby freeing primary care provider to be more efficient in their work. Increasing the capacity of community-based clinics will ease the demand for costly use of the emergency department for primary care.



Examples:

· Clinic Nurse

· Provide assessment, education/coaching, prevention services, etc., in partnership with a provider. On Lok Lifeways All-Inclusive Care for the Elderly (PACE®) program in San Francisco is an example
· Provide management — directly or through supporting other team members — of chronic and stable conditions, both in-person and virtually

3. CONNECTOR DESTINATION HOSPITAL
The Connector delivers a very narrow set of facility-based services and directs high acuity patients to the most appropriate site of care for other services through a network of affiliated high-value providers. Their contractual relationships are paramount, and they are experts in seamless, organized, coordinated care through community resource connections. They create a network that allows narrowing focus for the hospital itself. In general, these are the small, rural organizations but could include others.

Important roles for this destination include:
a) Care Coordinator Role:  Nurses functioning in a care coordinating role will ensure smooth transfers of patients to the most appropriate level of care, while also considering the transportation and other needs of the entire family. This will involve in-depth knowledge of care capabilities of other providers, along with efficient and effective methods of moving patients to alternative care sites and arranging transfers back and into the community when appropriate. They will be highly comfortable with technology to ensure virtual collaboration with other providers, patients and families.  


Examples:

· Transfer Center Registered Nurses 

· Use clinical skills and knowledge of regulatory constraints in making decisions about patient transfers to regional centers.
· Quickly create transfer teams using technology and relationship skills to meet the unique needs of each transfer
· Virtual Care Connector
· Establish relationships and processes with virtual ICUs, labs, imaging centers and others that may provide services remotely
· ACO/Insurance Provider Case Managers

· Use knowledge of patient care requirements and provider capabilities to assist in determining appropriate care locations and levels.
b) Informatics Specialist Role:  Use of technology for virtual collaboration is significant for this role, which will ensure the availability of team-based information to provide care at the most appropriate level and site required. Information will be transmitted regardless of patient location (hospital, home, provider’s office, etc.) and used to manage care or transfer to a more appropriate level of care. The purpose of system design will be to communicate simultaneously with a team of providers and make decisions quickly regarding care requirements. Databases and systems will need to be designed to monitor and measure the impact of care in multiple settings by multiple partners.



Examples:

· Information Support Nurse

· Find and/or assist in finding information systems that will be applicable in home, outpatient and inpatient settings

· Ensure user and system capability to support documentation needs around care delivery, quality monitoring and financial needs
· Informatics Design Specialist
· Design applications that will allow for seamless virtual consultations with experts in remote locations
· Design applications that will allow for virtual presence of family members to stay connected with the treatment process
c) Nurse/Family Cooperative Facilitator (Community Centered Facilitator) Role:  This role can be based in a local organization such as a school or church, where knowledge of the community and early intervention can mitigate a health issue by addressing it locally rather than requiring transfer out of the area. This could involve prevention strategies such as promoting immunizations, establishing exercise programs, or an in-home meal service. The focus of the role is to minimize health issues in such a way that the majority of them can be addressed by the local primary health care provider.



Examples:

· Nurse Navigators

· Ensure care is being provided at the most appropriate level, providing patient and family support, arranging transfer when needed and continuing follow-up provisions post episodic care
· Public Health Nurse
· Develop screening clinics, visit vulnerable families, work with local schools, churches, law enforcement agencies and other community groups to discover potential health problems

· Work with teams composed of providers and community members to create prevention strategies

· Use enabling technology to monitor individual conditions as well as predict problems
d) Primary Care Partner Role:  The purpose of the Primary Care Partner role is to provide expanded primary care capacity by teaming with a locally based provider and allowing the provider to see more patients. The ability to provide early intervention will prevent some health care problems from developing and allow others to be identified early, allowing them to be addressed locally and at a lower cost.



Examples:

· Rural Health Clinic Nurse

· Team with a primary care provider to ensure preventive and ongoing management of care for an isolated population

· Make home visits for at-risk individuals or support other team members who may be better able to connect with them and their families
· Medication Manager-Pharmacist and RN Team

· Partner with virtual pharmacist to provide medication use follow-up for patients in both clinic and home settings
4. INNOVATOR DESTINATION HOSPITAL
The Innovator has an entrepreneurial mindset and delivers the best products differentiated by exceptionally higher quality and improved experience to extract leading reimbursement and draw patients from a broad geographic area, where more than 50 percent of their volume is from outside their primary service area. They reinvent 25 percent of their services every five years.

Important roles for this destination include:
a) Care Coordinator Role:  A large volume of patients will come from outside the primary service area and will require complex care management along the continuum. They may not have family members accompanying them, yet the need for the family to stay engaged will be important. Closely managing the care experience will be important to both prevent unexpected complications and to ensure a stellar patient care experience. Managing the successful transition to home or another lower level of care will take ongoing support through continued virtual connection, with the goal of effective self and family care.



Examples:

· Hospital at Home RN

· Provide hospital-level care at home as a substitute for traditional acute hospital admission to reduce complications of hospitalization. The RN serves as the coordinator of care, education and ancillary services provider.

· Innovations Unit Leader
· Manage units that test new care models that are patient centered and address the continuum of care

· Transfer Nurse

· Connect with staff and families at remote provider organizations to ensure high-quality care during smooth transfers prior to admission and throughout the care experience
· Use enabling technology to ensure successful support for patient and family post discharge if going home, including successful hand-off to local care providers
b) Informatics Specialist Role:  New applications and system design that support care provided in new and different ways will be the focus for this role, with a goal of bringing new products and services to market. This role will be key in providing tools so individuals can monitor and manage their own health on a just-in-time basis, impacting both the need for hospitalization and readmission. Designing technology that allows people to receive care virtually will be an important focus, along with ensuring the technology is intuitive and easy to use in multiple environments.



Examples:

· Informatics Design Nurse

· Work with interprofessional design teams to create apps that allow providers to monitor patients virtually while they are receiving cutting edge therapies

· Design apps to allow patients and family care coordinators to monitor health indicators of their choosing and create reports for themselves and their providers

· Design intuitive, just-in-time communication systems allowing for timely information exchange and intervention when needed
· Develop avatars to describe procedures and experiences as part of the patient/family teaching strategy
5. DIVERSIFIER DESTINATION HOSPITAL
The Diversifier extends its brand strength and capabilities into adjacent and new lines of business to supplement declining margins within core services. They extend into adjacent health care businesses such as wellness, medical devices, IT and management. The system is actively marketing its extensive customer base to monetize new untapped and potential opportunities.

Important roles for this destination include:
a) Care Coordinator Role:  This role will enhance consumers’ navigation of the full range of services offered by the health care system. The care coordinator role could take the form of offering advice and suggestions through a virtual format to a personal concierge service offered on site or in the home/business. As the core business will still be hospital based, care coordination to enhance the efficiency and effectiveness of hospital stays — including preventing complications and ensuring a high-quality patient experience — and post discharge effectiveness that eliminates the need for readmission will continue to be important.



Examples:

· Personal Care Manager

· Advocate and support decision making along the continuum of care for specific individuals and families, related to services offered by the organization
· Advice Nurse

· Develop a program to provide information to health care consumers based on a program of predictive analytics for existing clients and population served
· Design Team Facilitator

· Lead teams of consumers and providers who are creating new models of managing health for populations served, using technology and relationships
b) Faculty Team Leader Role:  This faculty role will expand student exposure to health care venues that are beyond traditional hospital settings. Wellness centers, walk-in clinics in retail settings, incorporation of telehealth and virtual care will all be important experiences for students. It will also be important to instill a spirit of discovery to maximize nurses’ contributions to innovative products and services.  



Examples:

· Adjunct Faculty

· Provide guided learning experiences for pre-licensure nursing students related to the array of services offered to clients

· Precept pre and post licensure nursing students in innovative care experiences, including working on faculty technology and system design teams, as well as creating evidence to measure effectiveness of new practice approaches
· Nurse Researcher
· Study new approaches to maintaining health and/or minimally intervening to manage chronic conditions through use of technology, team-based care and other innovative approaches
c) Informatics Specialist Role: As health systems search for new ways to provide value to their client base, it will be important for nurses to be part of creating new possibilities.  With a focus on wellness, nurses are positioned to design systems allowing consumers to control their own decisions around the factors impacting their health. They are also positioned to work on teams, developing new products that will expand the accessibility of health care in settings where people live and work through virtual applications, and designing business models to bring these new possibilities to market. 

Examples:

· Informatics Products Developer

· Create innovative apps that give consumers mobile tools to monitor, manage, and record various health indicators, with mechanisms to create and share personal health records with providers of choice
· Create real time personalized information resources for clients based on predictive analytics
· Work in teams creating products that give consumers control over their health care and virtual access to providers when needed without having to leave home or work.
· Diagnostic Test Developer

· Design tools or applications to allow individuals to scan body parts or provide laboratory sample information to providers remotely
d) Nurse/Family Cooperative Facilitator (Community Centered Facilitator) Role:  Since this role is community based, it is well positioned to identify new services and products needed and wanted by clients through the continuous assessment process. More and more of these services will be designed for the home, work setting, school, etc., rather than requiring a visit to a remote site for service, so this role will also be important to testing new ideas in the field. 



Examples:

· Community Scanner

· By working in community settings to provide preventive and wellness services, identify new services and products consumers would find valuable in managing their own health
· Retail-Based Clinic Nurse

· Provide convenient preventive and wellness services with the ability to connect clients with more extensive options through the hospital/health system
· School-Based Clinic Nurse

· Provide services to students, their families and others living in the school’s neighborhood
e) Primary Care Partner Role:  As outreach into community settings becomes more desirable and technology supports virtual care and touch, this role will be important in allowing people to receive primary care in their homes, work settings and other community venues. Making primary care convenient, easily accessible and quickly deployed will become core components of creating healthy communities. The luxury of concierge-type care in the convenient setting of home or business will be highly desirable in some areas. The primary care partner will allow a more rapid expansion of service, using both in-person and virtual approaches. 



Examples:

· Mobile Nurse

· Partner with a primary care provider through a virtual connection to visit clients in their homes or at work to bring needed services to them
· Work with a primary care provider to set up a mobile clinic in a church, school or other community gathering place to provide specific services based on the demographics of the targeted group
· Concierge Nurse

· Partner with a primary care provider to extend on-demand care where people work and live, avoiding trips to health care provider organizations
Conclusion
The more than 400,000 registered nurses in California represent important opportunities to contribute in new ways that support the triple aim (improved access, improved quality, and decreased cost) of health care reform, and to transform the delivery of health care services. As healthcare organizations transition from providing care to managing health, much of that transformation will occur outside the walls of acute care hospitals, although hospitals will continue to be important centers of health care delivery. This RN Role Transformation Tool, informed by key nurse leaders from across California, is intended to assist health care leaders in thinking about the nursing workforce differently and considering new possibilities and approaches that will increase the value and lasting impact of the services they provide. With a goal of improving the health of Californians, creating patient-centered models of care, and improving the cost effectiveness of care delivery models, it will continue to be important to deploy our RN workforce wisely in the future – the RN Role Transformation Tool can assist leaders in moving that work forward.  
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