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= Redesigning healthcare:

Global insights for nurses
A look at best practices

By Teddie Potter, PhD, RN, FAAN, FNAP

Editor’s note: This is part of our continuing series
designed to tackle issues related to how the profes-
sion will move forward as the COVID-19 pandemic
evolves. Access a virtual roundtable on the topic at
myamericannurse.com/?p=308022.

ACCORDING TO The Future of Nursing 2020~
2030: Charting a Path to Achieve Health Equi-
1y, the COVID-19 pandemic has revealed and
amplified significant gaps in the U.S. health-
care system, including race-related health dis-
parities and lack of access to primary health-
care. However, these problems existed before
the pandemic. They’re the outcome of a sys-
tem that fails to address social determinants of
health (SDOH) and health equity.
Benton and colleagues summarized the
findings of a survey conducted by the Ameri-
can Nurses Association, the
American Organization of
™S Nursing Leaders, and
Johnson & Johnson.

N\ Over 4,000 nurses
%
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were surveyed to
determine the im-
pact of COVID-
19 on nurses.
The data
show
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that even during the double crisis of a global

pandemic and a collapsing healthcare system,

nurses created innovative solutions and designed

process changes. The summary makes the fol-

lowing recommendations for transforming the

U.S. healthcare system:

e Identify gaps and appoint nurse leaders today.

e Grow the pipeline of new nurses.

e Embrace nurse-led experimentation within
health systems.

e Rethink systems and policies that hinder
community-level access to care.

Creating opportunities for innovative think-
ing and new models of care requires nurses to
recognize current gaps and acknowledge the
need for transformative redesign.

Identifying gaps

Comparing the U.S. healthcare system to those
in other countries can help identify gaps in ac-
cess, efficiency, and equity and provide in-
sights into how to address them. Knowing the
gaps and being knowledgeable about innova-
tive practices will support U.S. nurses as they
work to accelerate care transformation.

The Mirror, Mirror reports published by
the Commonwealth Fund (the Fund) can help
nurses compare global health systems. The
Fund synthesizes health system data from
three sources: surveys it conducts in 11 high-
income nations, data from the Organization
for Economic Co-operation and Develop-
ment, and World Health Organization statis-
tics. The intent is to learn which

policies and practices lead to high

performance that will move all
nations toward optimal and af-
fordable healthcare for all.

The Fund’s ranking is based on
five domains: access to care, care process,
administrative efficacy, equity, and healthcare
outcomes. The ranking in each of these domains
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drives the final overall ranking of each nation’s
healthcare system. In 2021, the overall ranking
(from one to 11) is: Norway, Netherlands, Aus-
tralia, United Kingdom, Germany, New Zealand,
Sweden, France, Switzerland, Canada, and the
United States.

None of the nations rank high or low in all ar-
eas. Even Norway, which ranked first overall,
came in 8" in equity and in care process. Despite
its shortcomings, the United States ranks 2™ in
the care process domain. In general, U.S. health
professionals deliver excellent preventive care
and safe care. They engage patients and honor
their preferences. Compared to the other nations,
the United States has higher rates of mammogra-
phy screening and vaccination for influenza, and
more patients talk with their providers about nu-
trition, smoking, and alcohol use. However,
these positive results are experienced only by
those with healthcare coverage.

Despite the noteworthy strengths in care
process, the United States ranks 11" for ac-
cess, administrative efficacy, equity, and
healthcare outcomes, giving it the overall low-
est ranking.

To make matters worse, the United States
significantly outspends all the other high-in-
come nations for the worst healthcare out-
comes. According to the Fund, in 2021 the Unit-
ed States spent nearly 17% of its gross domestic
product on healthcare, which is about twice as
much as the average high-income nation. De-
spite this, the United States has the highest in-
fant mortality rate and the lowest life expectan-
cy. In addition, the U.S. rate of preventable
mortality (causes of death that can be prevented
by effective public health and primary preven-
tion) is twice as high as the best-performing na-
tion in that category.

It can be shocking to learn that the U.S.
healthcare system has so many flaws, but fail-
ure to admit system shortcomings contributes
to an ineffective and inequitable system.
These gaps can be opportunities for redesign-
ing a better post-pandemic system.

Examples of global best practices

Based on the Fund’s findings, high-perform-

ing nations share these characteristics, which

improve healthcare outcomes and equity:

e Universal healthcare coverage and removal
of cost barriers (To view a map that illus-
trates countries with and without univer-
sal healthcare, visit myamericannurse.com/
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?p=308022. The United States is one of the
few countries not to offer free, universal, or
free and universal healthcare)

e Primary care available locally in all commu-
nities and for all people

e Reduced administrative burdens for provid-
ers and patients

e Investment in services to address SDOH.
A closer examination of global models that

exemplify these features can provide insights

for redesigning U.S. healthcare. The first two

examples are from high-income nations pro-

filed by the Fund, and the third demonstrates

that excellent health outcomes depend on a

well-designed—not a well-financed—system.

Norway: Universal coverage, cost
barrier removal
According to United Nations’ Sustainable De-
velopment Goals (SDGs), one of the targets for
the third goal (health) is to “achieve universal
health coverage, including financial risk pro-
tection, access to quality essential health-care
services and access to safe, effective, quality
and affordable essential medicines and vac-
cines for all.” Norway exemplifies excellence
in this domain, and the Fund ranks Norway
second in access to care and first overall.
According to the Fund, Norway’s National
Insurance Scheme covers 85% of health ex-
penditures. Covered services include primary
care, hospital care, mental health treatment, re-
habilitation, prescription drugs, preventive
care, home and palliative care, medical equip-
ment, and dental care for children and people
with chronic diseases and in long-term care.
(See Comparing bealthcare systems: Norway
and the United States.)

Buurtzorg Nederland: Reduced
administrative burdens

The Fund ranks the Netherlands second over-
all. Even though it scored high in access to
care, administrative efficiency ranked 8. One
nurse decided to address this issue by re-
designing home care. Jos de Blok, a practicing
home care nurse became frustrated with ex-
cessive layers of bureaucracy, countless ad-
ministrative tasks, and emphasis on productiv-
ity rather than relationships.

Instead of leaving nursing, de Blok returned
to the original district model of home nursing
and created Buurtzorg (Neighborhood Care).
His solution was to create small neighbor-
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Comparing healthcare systems:

Norway and the United States

The data in this table compare healthcare costs and outcomes for
Norway and the United States.

Norway United States

Percentage of gross domestic product 10.2% 16.9%
spent on healthcare

Healthcare spending per capita $6,187 $10,207
Out-of-pocket health spending per capita  $877 $1,122
Out-of-pocket spending on pharmaceuticals $456 $1,220
prescribed and over-the-counter

Life expectancy (years) 82.7 78.6
Obesity prevalence 12% 40%
Adults age 18 years or older diagnosed 16% 28%

with two or more chronic conditions

Source: Tikkanen and Abrams 2020
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hood-based teams of nurses who determine
the needs of clients and families without addi-
tional management layers. He believes that
management is the greatest contributing factor
to fragmented care and wasted time and re-
sources. According to the Center for Public
Impact, Buurtzorg spends only 8% of its budg-
et on administration compared to the 25%
Dutch average. This nurse-led model exempli-
fies the best practice of reduced provider and
patient administrative burdens.

In the Buurtzorg model, the home care
nurse provides all the care, including intake
and assessments, personal care, and complex
care. The nurse manages the schedule and
maintains records. The nurse also draws up-
on and coordinates formal and informal net-
works of support in the neighborhood. This
approach solves fragmentation of care, and
relationships with the same team of nurses
over time yields increased satisfaction for both
clients and nurses.

This approach has brought impressive re-
sults. According to the Center for Public Im-
pact, client satisfaction rates for Buurtzorg were
30% higher than the national average for other
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healthcare organizations. Buurtzorg consistent-
ly earns the title of best Dutch employer, and
the model has financially saved the Dutch
healthcare system; Buurtzorg clients use only
40% of the care that they can receive compared
to non-Buurtzorg clients who use 70% of serv-
ices. The Buurtzorg model addresses chronic
illness and administration efficiency issues that
frequently stymy other healthcare systems.

According to the Fund, bureaucratic tasks
in the current U.S. healthcare system have
yielded decreased provider and client satisfac-
tion and have needlessly increased costs. The
Buurtzorg model doesn’t solve acute care is-
sues, but it may offer a cost-effective solution
for preventing many people from advancing
to acute care. (Learn more about Buurtzorg at
buurtzorg.com.)

Cuba: Free primary care, investment to
address SDOH

To dispel the myth that excellent healthcare is
delivered only by high-income, global north
nations, consider the Cuban healthcare model.
Cuba’s system exemplifies primary care that’s
available locally in all communities and in-
vestment in services that prioritize SDOH.

According to Pineo, a Latin American pub-
lic health scholar, before the 1959 Cuban rev-
olution, Cuba had only one rural hospital and
rural infant mortality rates of 32 per 1,000 live
births. Half of adults were illiterate, and two-
thirds of the population lived in mud-floor
houses without drinking water or electricity.

After the revolution, a new model was de-
veloped to deliver primary care throughout the
nation. The model draws heavily on primary
prevention and consideration of social and en-
vironmental determinants of health. Pineo
writes: “In Cuba, healthcare, along with educa-
tion, housing, transportation, and basic neces-
sities, is either free or available at a nominal
charge... Cuba practices social medicine, deal-
ing more with the conditions that lead to poor
health—nutrition, potable water, sanitation,
vaccination, mosquito control—giving less fo-
cus to expensive curative treatments... In Cuba,
health is regarded as a basic human right, not
as a purchasable commodity.”

The Cuban model begins with comprehen-
sive family care at the neighborhood level,
where citizens receive free primary family med-
ical care at a doctor—nurse clinic. In these clinics,
the focus is prevention and individual and pop-
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ulation health outcome improvement. The physi-
cian and nurse live in the community, frequently
in apartments above the clinic. The team also
includes a public health expert responsible for
mosquito control, drinking water quality man-
agement, and sewer system adequacy. Pineo re-
ports that the physician and nurse teams see pa-
tients in the clinic in the morning and make
home visits in the afternoon, ensuring everyone
in the community is seen at least twice a month
whether they’re ill or not. (To see a comparison
of Cuban and U.S. healthcare, visit myamerican
nurse.com/?p=308022.)

Cuba has universal health insurance cover-
age and offers accessible neighborhood-based
primary care for all citizens, but the key to the
country’s remarkable outcomes may be that
their entire system focuses on health promo-
tion and prevention. It truly is a healthcare
model rather than the illness care models seen
in the United States and other high-income
nations.

Call to action: Accelerate the change
The Fund’s observations about high-per-
forming global healthcare systems and in-
sights from global best practices provide
some obvious next steps for nurses eager
to accelerate transformation of the U.S.
healthcare system.

Nurses must advocate for policy
changes that support a national health
insurance program to ensure compre-
hensive healthcare for all. The United
States is an outlier. Nations that prioritize
healthcare as a right for all citizens enjoy
better health outcomes. Evidence from
Norway, the Netherlands, and Cuba show
that removing cost barriers and investing
in prevention and primary care can signif-
icantly improve a nation’s health.

Nurses must insist on health equity.
The Fund’s ranking of the United States as
second in care processes shows that we
know how to deliver care. The problem is
that optimal care and best practices aren’t
available to everyone. Nurses must work for
policies that ensure cost-free primary health-
care and preventive care for everyone.

All nurse practitioners (NPs) must be
granted authority to practice to the full
extent of their education, advanced
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clinical training, and national certifica-
tion. 7he Future of Nursing 2020-2030 re-
port emphasizes that this action will
markedly improve access to care, especial-
ly in remote and impoverished counties.
Full NP practice authority will likely ad-
vance health equity.

Nurse-led community care models
need further investment and support.
Primary care clinics at the neighborhood
and community level enhance relation-
ship-based care and advance prevention
efforts. The Buurtzorg model demonstrates
the positive effects of managing processes
locally, and the Cuban model illustrates
the benefit of healthcare delivered in the
community by providers who live there.

Nursing curriculum must be re-
designed to give attention to primary
prevention and SDOH. As seen in the
Cuban model, health professionals can be
educated to advance a healthcare system
that focuses on SDOH and emphasizes
chronic illness prevention. In The Essen-
tials: Core Competencies for Professional
Nursing Education, the American Associa-
tion of Colleges of Nursing considers
SDOH a core nursing concept. The au-
thors dedicated one competency (7.2b)
specifically to recognizing the impact of
SDOH and health disparities. This compe-
tency is an important step forward, but it’s
not sufficient for redesigning the health-
care system. All nursing faculty are called
to consistently encourage students to ad-
dress SDOH and primary prevention
throughout their nursing education so that
it becomes a nursing practice standard.

Every nurse’s responsibility

It is up to every American nurse to ensure that
all people have access to, and coverage for,
comprehensive healthcare. Nurses have the
knowledge and skills to accelerate the trans-
formation of the U.S. healthcare system. AN

Access references at myamericannurse.com/?p=308022.
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