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Brooks Carthon and colleagues1 assess the
relationship between the quality of hospital
work environments for registered nurses
and ‘missed care’ reported by nurses.
Similar to other authors, they define
missed care as care that nurses regarded as
necessary but left undone due to a lack of
time.2–4 Brooks Carthon and colleagues1

also explore the relationship between both
of these variables and hospital readmis-
sions for heart failure. Their analysis repre-
sents an important step in moving beyond
the literature describing relationships
between nurse staffing and patient out-
comes.5–7

For patients with heart failure in the
large sample of hospitals included in their
secondary analysis, Brooks Carthon et al1

find that nurses’ self-report of missing
important elements of care correlates with
readmissions in this group of ill, vulnerable
patients. For 4 of the 10 nursing activities
they studied, each 10-percentage-point
increase in the number of nurses reporting
having missed the activity was associated
with an increase in the odds of readmission
by 2%–8% after adjusting for patient and
hospital characteristics. Interestingly, they
also showed that missed nursing care no
longer predicted readmission once adjust-
ing for the nurse work environment,
except in the case of the delivery of treat-
ments and procedures (as opposed to pro-
cesses of care such as care planning, care
coordination, talking to or comforting
patients, among others).
Caveats to this approach to the study of

complex phenomena include the follow-
ing: the use of administrative data not ori-
ginally collected for research purposes,
which may not adequately adjust both for
risk and severity of illness; the necessity of
conducting the analysis at the hospital level
when nursing units are more proximal,
with shift-level detail likely needed to
establish causality;8 9 and lack of a clear
link between the nurses who provide care
and patients who receive it.10 These
important issues notwithstanding the
question addressed in this paper—what is
it about staffing levels that makes a

difference—move us beyond simply dis-
cussing a factor that many hospitals and
health systems cannot easily change in the
short term to a question about how we
might modify the work environment,
together with staffing changes, to enable
nurses to deliver more of the essential care
that matters to patient outcomes.
However, this study only opens the dis-

cussions needed to move towards real solu-
tions to the problems that cause poor
outcomes for patients, including readmis-
sion for heart failure, and other possibly
more tractable issues. Work environment
may well provide one key to making it pos-
sible for nurses to attend to care coordin-
ation and other essential activities, but
other approaches are more actionable. In
particular, two programmes focused on
nurses and their ability to use their time
productively to provide high-quality
patient care are worth focusing on.
First, the Transforming Care at the

Bedside programme, funded initially by
the Robert Wood Johnson Foundation
and managed in conjunction with the
Institute for Healthcare Improvement,
was deployed initially as a pilot in 13
sites, then adopted at least in part by a
larger number of hospitals across the
USA.8 11–15 Although no longer funded as
an initiative, elements of the programme
remain in place at some hospitals. In the
pilot sites, where the programme was
implemented with considerable care and
resources were available for implementa-
tion, the effect was widely perceived as
positive.
Second, the Productive Ward or Releasing

Time to Care initiative in the English
National Health Service used similar con-
cepts and approaches, based largely on
Lean principles, to improve nurses’ morale
and productivity with respect to patient
care.16–21 In many ways similar to
Transforming Care at the Bedside, the
Productive Ward programme invests in
frontline nurses, empowering them to
direct the way their work effort is used.
We must move beyond descriptive

studies and correlational analyses to
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ensuring that we understand the causal paths by which
hospitals and their largest workforce can improve care
that patients receive. The solutions may not always lie in
more staffing, particularly among the most professional
groups, such as baccalaureate prepared registered
nurses, but instead in creative approaches to allowing
these professionals to direct their own work and to rec-
ommend staffing and skill mix for their units. The solu-
tions probably do not lie solely in the professional
nursing workforce, but also in the support staff who
provide critically important services under the direction
of professional nurses. In work in which we are cur-
rently engaged, an approach by the Veterans Health
Administration’s Office of Nursing Services to empower
frontline nurses to participate in recommending appro-
priate levels of staffing and skill mix shows some
promise in supporting improved work environments.22

In addition to the general methodological concerns
noted earlier, an additional note of caution is war-
ranted about inferences from the work reported by
Brooks Carthon et al.1 Focusing on readmissions for
patients with heart failure has the merit of obvious
policy relevance, as hospitals face penalties if they
cannot reduce readmissions among these patients.
However, a substantial proportion of hospitalised
patients with heart failure are in fact at the end of
their lives, with relatively little possibility of staying
out of the hospital, particularly when alternative ser-
vices for high-quality end of life care are not readily
available to them.23 Given this, and the fact that in a
secondary analysis conducted at the hospital level, the
authors were not able to separate out those patients
for whom preventing readmission is a realistic goal,
readers should interpret the findings with caution.
The results reported by Brooks Carthon et al1 are

intriguing and in that they point to new directions for a
voluminous but to a great extent stagnant literature.
However, assuming that patients with heart failure are
necessarily the first group that we should target for
changes in care coordination may lead to considerable
difficulty, replicating these findings with higher quality
prospective studies. Other groups of patients, and out-
comes other than readmission, may benefit as much or
more than this initial group. Nonetheless, this type of
analysis represents an important advance in so far as it
takes us beyond the well-established link between nurse
staffing and patient outcomes, exploring the mechan-
isms underlying these associations (missed care likely
being one of them) and the degree to which nursing
environments can mitigate or these associations.
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