Editorial
Cost-effective roles for nurse practitioners in secondary prevention
Who pays and who saves may stymie implementation in the US
In this issue (p 211), Raftery et al report on a cost-effectiveness analysis of a now 10 year-old randomized controlled
trial of nurse-led secondary prevention for coronary heart disease. This analysis is timely for the UK because up to
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20% of physician income is now tied to performance measures. It is similarly relevant in the US, given our current
interest in pay-for-performance, disease management, and the development of health care teams. It offers costeffectiveness evidence for an enhanced nursing role in primary care, but the differing locations of the cost and the
savings may make implementation difficult in the US.

The study by Raftery et al relates to an increased focus on
team-based care that is patient-centered and breaks free
from physician visits as the locus of care.
The investigators have previously reported on the successes of this intervention for improved secondary prevention
and for health-related quality of life. The study, done in Scotland, randomized patients within general practice clinics
to receive the intervention or standard care, and followed non-housebound patients with coronary heart disease but
without a terminal illness or dementia for nearly five years. The investigators used an intention-to-treat analysis,
meaning patients' outcomes were analyzed as if they had remained within their assigned groups—a very conservative
assessment given that some control patients also received the intervention after the trial year.
The nurse-led clinics showed improvement in all preventive measures except smoking, at one year, and exercise at
four years. There was also a significantly lower mortality rate in the intervention group (14.5% v 19.1%, P = 0.038).
The direct cost of the intervention was $256 per person, per year (1998 dollars), which was offset by savings in
hospital costs. Considering only the outpatient side of the accounting ledger, the cost of one quality adjusted life year
(QALY) was $2050—a very reasonable expense compared to many other interventions. The authors also calculated
that the intervention was still likely to be cost-effective even if expenses for the clinic were higher than they were in
the research trial.
Although this is not a study about disease management or pay-for-performance, it is central to the need to find ways
to improve secondary preventive care and the cost-effectiveness of having nurses lead the effort. It therefore also
relates to an increased focus on team-based care that is patient-centered and breaks free from physician visits as the
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locus of care.

The district and practice nurses who made up the majority of nurses in the study function much like

nurse practitioners or experienced registered nurses in the US; given their training, NPs may be ideally suited for this
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role.

We have evidence that NPs already improve patients' receipt of prevention education in some settings in the US, and
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that NP-physician teams also realize improvements of preventive and chronic care. We also know that NP-physician
teams can improve both the cost and quality of care in a variety of settings.6,7 The workforce is not lacking; some

80,000 NPs currently work in primary care settings, most often with physicians, where they provide 6% of all office8

based visits. Nurse practitioners and physicians are already working together; and while some lack of understanding
about how to most effectively use their combined talents and train them to work together remains, the financing of the
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collaboration to achieve specific outcomes is a substantial hurdle.

Financing interventions like this in the US may prove to be more difficult than in the UK, because in our "system"
costs and savings from a given intervention often accrue to different stakeholders. Raftery and his colleagues
contribute to the business case for team-based care, in this case specifically for the role of NPs in secondary
prevention. This new evidence is critical to efforts to redesign practice and offer patients and payers a model that can
guarantee high-quality, cost effective care by identifying a specific function and its cost-effectiveness. This
intervention makes financial sense for the overall system, since the costs in primary care are offset by cost reductions
in hospitals, and makes this intervention a real possibility in the UK. In the US, there are proven labor cost savings for
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primary care practices that hire "midlevel practitioners," and these benefits compete with alternative uses of NPs.
But as long as alternative uses like secondary prevention clinics represent uncompensated costs to primary care
practice, they are unlikely to take hold, even if savings are realized elsewhere in the system. This is one of the
fundamental problems with many quality initiatives in the US.

Raftery's study and others like it in the UK are broadly cost-effective interventions that improve patient outcomes. We
need to find ways to implement them in the US despite our complicated system for financing health care. Nurse-led
secondary prevention clinics are an innovation we cannot afford to pass up.
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