	
	
	



[bookmark: Manuscript_2_Quotations][bookmark: _Hlk209353968]Additional File 2. Participant Quotations Aligned with Framework Domains and Qualitative Data Themes
	Framework Domain
	Quote
	Theme

	[bookmark: _GoBack]SEIPS – Organization, 06CS
	“They aren’t going to do vital signs more than every Q4.”
	Limits of floor monitoring

	SEIPS – Organization, 06CS
	“It’s either that (patients go to the ICU) or they go to our unmonitored floor unit, which is not...yeah, which is not ideal.”
	Lack of safe ICU alternatives

	SEIPS – Organization (Culture), 01AA
	“We have systems that are designed for failure.”
	Institutional resistance to change

	SEIPS – Organization (Culture), 18AL
	“All you could do is write about it, and 10 years later someone will be like, oh, what a good idea!”
	Institutional resistance to change

	SEIPS – Organization (Medical Management), 07EM
	“90% of the people that I send to the ICU after surgery probably would be fine in an IMC-type situation where you’ve got nurses and PAs who really know what they’re doing... and they’re better than my interns.”
	Perception of weak medical co-management on floor

	SEIPS – Organization (Quality & Safety), 09JJ
	“We are patient focused. There’s an attending in the ICU, so the surgeon knows their patient is covered or watched by an attending…so they can rest easy that if something comes up it’s going to be caught or addressed.”
	ICU as reassurance for safety

	SEIPS – Organization (Quality & Safety), 07EM
	“The families feel better, and I feel better, if they’re closely monitored for the first 24 hours.”
	ICU as reassurance for safety

	Institutional Theory – (Quality & Safety), 20TD
	“Whatever bad thing happened in any of the last three to five cases now becomes a priority item, and it may have minimal impact on the individual in front of you, but you don’t care because of the bad event that occurred three patients ago.”
	Risk aversion from prior adverse events

	SEIPS – Tasks/Processes, 06CS
	“You’d rather bring the patient into the ICU, do an assessment and then downgrade them, if need be, rather than they come to the floor, and then you’re doing a Rapid Response Team call to get them to the ICU.”
	Preference for anticipatory escalation

	Institutional Theory – Normative pressures, 18AL
	“The ghosts of Blalock still walk these hallways and tell everyone how the OR is supposed to run.”
	Historical professional norms

	Institutional Theory – Coercive pressures, 04MO
	“When something goes wrong, people always ask why the patient wasn’t in the ICU.”
	Defensive, safety-first mindset

	SEIPS – Tasks & Institutional Theory (Coercive), 03LH
	“This is a hard rule. Post a case without a posting sheet, and the liability is on the person who put it in…what’s on that posting sheet is what we’re going to do.”
	Posting process and liability

	Institutional Theory – Coercive pressures and SEIPS – Organization (Medical Management), 18AL
	“Some surgeons are very risk averse…very nervous about medical legal concerns, and very uncomfortable with post operative patient care management…and being responsible for a patient that is deemed sick.”
	Legal risk and discomfort with medical management

	Institutional Theory – Coercive pressures, 01AA
	“To me, it’s not a matter of safe. It’s a matter of what’s the most safe…if X happens because we didn’t do Y, then we are screwed and the patient is dead.”
	Defensive, safety-first mindset, liability

	Institutional Theory – Normative pressures, 21DS_MM_KB
	“There’s a pathway. They all go to the ICU. Even if you are fairly confident that they wouldn’t need to go, they still go.”
	Institutional triage norms

	Institutional Theory – Mimetic (absence), 14PMT
	“JHU is decades behind other systems in technology integration.”
	Reluctance to adopt external innovations

	Institutional Theory – Mimetic (absence), 06CS
	“There could be 15 different papers, and they all say the same thing. But Hopkins will say we should do our own study. And then, if our study shows what others do then we’ll believe it.”
	Reluctance to adopt external innovations

	SEIPS – Environment, 21DS_MM_KB
	“…they could probably go to IMC. And I thought to myself…it’s gonna be such a long walk in the morning!”
	Geographic inconvenience of IMC

	SEIPS – Environment, 02NN
	“The ICU is in the same building as cancer care. So logistically, it’s like, that’s where cancer care mostly happens. To put a patient in IMC because they’re kind of on the bubble…just doesn’t feel that helpful, really.”
	Geographic inconvenience of IMC
	


	SEIPS – People, 13VE
	“And then it’s comorbidities…cardiac and pulmonary function—those are the big ones.”
	Patient-level comorbidities

	SEIPS – Tools & Technology, 02NN
	“There are scores and tools that exist, but I can’t say I’ve ever really used them, and I don’t think I’ve ever really seen my faculty mentors use them.”
	Poor perceived reliability of predictive tools

	SEIPS – Tools & Technology, 05JH
	“There is a similar analogous risk calculator, but none of us really use it…probably because we don’t think it’s really reliable.”
	Poor perceived reliability of predictive tools

	SEIPS – Tools & Technology, 05JH
	“I don’t know them. I’m sure they exist. I’ve never read them.”
	Lack of awareness of guidelines

	SEIPS – Tasks, 03LH
	“I’m going to be brutally honest…I hate electronic posting sheets.”
	Fragmented scheduling workflow

	SEIPS – Tasks, 03LH
	“…there is missing information, and then you have to track it down.”
	Fragmented scheduling workflow

	SEIPS – Tasks, 19AJ
	“If you’re on the fence… it’s easier to downgrade.”
	Over-posting then downgrading as a strategy

	SEIPS – Tasks, 23NW
	“There’s a difference between critical care billing by provider and critical care billing by the institution…”
	Awareness of billing incentives

	SEIPS – Tasks, 07EM
	“Sometimes attendings (evaluate the patients). I don’t know what they do or how they do it…”
	Inconsistency in preoperative assessments

	SEIPS – Processes, 22CB_SM
	“I feel like, maybe the nurses on the units [the floors] don’t get high enough acuity, so they don’t know how to respond.”
	Perceived lack of escalation readiness
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1

00:00:02.630 --> 00:00:21.739

Julie Cady-Reh: So essentially, I'm going to be asking you a lot about your role in determining level of care for elective surgery patients. And I'm also going to be asking a little bit about organizational characteristics, leadership perspectives and then essentially best practices.



So I'll 1st start with asking, what is your specific role in determining level of care needs for elective surgery patients



3

00:00:33.290 --> 00:00:43.239

Michelle Olson Shifty: I don't actually usually determine what I do. Is at night. Specifically, I go through the whole or schedule and



4

00:00:43.340 --> 00:00:46.470

Michelle Olson Shifty: level of care is usually the posting



5

00:00:46.852 --> 00:01:14.587

Michelle Olson Shifty: and I take it from there, and usually bed management, and I will have a discussion of who we think might possibly actually get downgraded. Has a 50 50% chance of getting downgraded, or if there's any missed posting such as somebody, you know scheduled for an outpatient procedure. That seems very long and very unusual that they would go home after such a procedure. We will ring that up, and then sometimes that happens before the 9 o'clock huddle at night.



6

00:01:15.290 --> 00:01:33.269

Michelle Olson Shifty: you know, or if it doesn't, I ask if it had been brought up in the 9 o'clock huddle if they had seen this patient at some point during the night before. Usually the 4 Am. Staffing huddle where we talk about you know how many patients are coming in, and how many patients are going out, and where the staffing is needed.



7

00:01:33.270 --> 00:01:43.990

Julie Cady-Reh: Okay, that makes sense. So then, does that information get routed back to the attending surgeons? Anesthesia? The Icu



8

00:01:43.990 --> 00:01:47.559

Michelle Olson Shifty: It's more so the H. Trip that it gets sent back to



9

00:01:47.840 --> 00:01:49.169

Julie Cady-Reh: Okay, that makes sense



10

00:01:49.170 --> 00:02:06.169

Michelle Olson Shifty: Because the attendings are not in direct like. They see the postings. They may also have an opinion about where the patient, you know whether they're going to get downgraded or not. But it's the h trip. Who then determines, you know, whether cases go based on how many are scheduled or



11

00:02:06.290 --> 00:02:09.560

Michelle Olson Shifty: who might have in the back of their mind who might get downgraded



12

00:02:09.919 --> 00:02:24.210

Julie Cady-Reh: And do you know how often, when you flag a downgrade or something that you think is incorrect, how often that actually gets acted on? And it's changed



13

00:02:24.674 --> 00:02:44.489

Michelle Olson Shifty: If I'm back the next night I will see whether or not that patient did get downgraded or not. But other than that, not really the only that communication then happens between, I believe, bed management and the age trip. There is a secure chat that goes out, or an email that will have that additional information in it.



14

00:02:44.490 --> 00:02:45.310

Julie Cady-Reh: Okay.



15

00:02:45.450 --> 00:03:01.270

Julie Cady-Reh: do you have any insight? And I know there are a lot of clinical services. Do you have any insight into how the surgeons determine what level of care their patients will need post-operatively



16

00:03:02.020 --> 00:03:09.529

Michelle Olson Shifty: I don't have a lot of insight. Sometimes we do look back into notes when we see if we think something is miss posted.



17

00:03:10.284 --> 00:03:36.740

Michelle Olson Shifty: Then we will look back into their clinic note and see what they said at that time. What they told the patient, if their determination was, you know, pack you post up. If they really thought that the patient was, gonna get downgraded, or if we're wondering why patient is scheduled for the Icu. We look into it a little bit more and look at you know their history, and if there's complications that are expected, or something like that but actual insight, not really



18

00:03:36.740 --> 00:03:38.330

Julie Cady-Reh: Okay, I guess. So.



19

00:03:38.330 --> 00:03:51.920

Michelle Olson Shifty: Determine. I guess you know, if it was a vascular case or something like that. And we were thinking there was, you know, something that would need Q. 1 h checking after surgery. Then you know, that would go to Icu versus Q. 2 or Q. 4



20

00:03:52.090 --> 00:04:02.620

Julie Cady-Reh: So generally. So, if I could paraphrase looking at the type of surgery and based on the type of surgery. Understanding, then, how frequent the nursing check should be



21

00:04:02.620 --> 00:04:03.210

Michelle Olson Shifty: Yeah.



22

00:04:03.470 --> 00:04:05.552

Julie Cady-Reh: Okay? Alright, yeah, that makes sense.



23

00:04:06.742 --> 00:04:21.120

Julie Cady-Reh: So next. So I'm going to flip a little bit to sort of organizational characteristics and perspectives. What adjectives would you use to describe the culture



24

00:04:21.490 --> 00:04:30.139

Julie Cady-Reh: of the system? Not necessarily your team, because I know your team is wonderful, but really at a at a system level



25

00:04:30.140 --> 00:04:32.490

Michelle Olson Shifty: Oh, my gosh! That's a hard question.



26

00:04:35.990 --> 00:04:37.250

Michelle Olson Shifty: Not just his



27

00:04:39.730 --> 00:04:43.280

Julie Cady-Reh: Just anything that comes to mind. There's no right or wrong answer



28

00:04:44.750 --> 00:04:48.620

Michelle Olson Shifty: I don't really have it. I mean, maybe routine



29

00:04:49.790 --> 00:04:51.170

Julie Cady-Reh: Okay. Nino.



30

00:04:52.310 --> 00:04:55.609

Michelle Olson Shifty: There is like, you know, we have a way of looking at things, but



31

00:04:56.490 --> 00:04:58.913

Michelle Olson Shifty: we don't always think outside the box



32

00:04:59.890 --> 00:05:19.279

Julie Cady-Reh: Okay, that's that tracks with feedback that I've been getting from surgeons, nurses, schedulers. Yeah. So when you, when you and you sort of alluded to this earlier when you run into maybe problems.



33

00:05:19.580 --> 00:05:26.879

Julie Cady-Reh: Or you see repeated issues that maybe need to be solved. How do those get addressed



34

00:05:28.017 --> 00:05:39.792

Michelle Olson Shifty: Issues that I have as a coordinator. Get addressed through my director and then she can go on with that if she thinks it's something that needs to go further.



35

00:05:41.370 --> 00:05:44.690

Michelle Olson Shifty: As far issues throughout the whole hospital



36

00:05:44.690 --> 00:05:52.640

Julie Cady-Reh: Yeah, thinking about broader process and workflow issues or communication structures



37

00:05:52.910 --> 00:06:10.730

Michelle Olson Shifty: If it's a continuous problem, we usually are asked to write a hero about it, which is an internal system. Reporting system and and then it gets flagged to whoever you know needs to address it. Going forward



38

00:06:11.040 --> 00:06:13.010

Julie Cady-Reh: Okay, thank you. That's helpful.



39

00:06:14.070 --> 00:06:27.090

Julie Cady-Reh: What has what has hospital leadership done to indicate that having the right patient in the right bed at the right time is a priority.



40

00:06:30.180 --> 00:06:32.790

Julie Cady-Reh: And if you can't think of anything that's fine



41

00:06:34.300 --> 00:06:46.160

Michelle Olson Shifty: I mean, I think it's always a priority to have, you know, to call an Ert. If the patient is decompensating on the floor to determine where a more appropriate place for that patient would be.



42

00:06:46.350 --> 00:06:48.590

Michelle Olson Shifty: That's usually the process that we do



43

00:06:48.590 --> 00:06:55.389

Julie Cady-Reh: Okay. So giving you the resources, right? And H. Trip is also



44

00:06:55.390 --> 00:07:08.319

Michelle Olson Shifty: Trip involved in that the sip is involved in that decision. I, as a coordinator, so it pulls in multitude of people to then determine where that what needs to be done in real time, and where that patient needs to go



45

00:07:08.550 --> 00:07:09.090

Julie Cady-Reh: Yeah.



46

00:07:17.600 --> 00:07:36.600

Julie Cady-Reh: So you mentioned in terms of tools? Well, let me ask you specifically about the surgical scope of nursing care guidelines. I know you and others on the nursing side are really familiar with those. How are those used.



47

00:07:37.060 --> 00:07:41.710

Julie Cady-Reh: let's say, by attending surgeons and or intensivists



48

00:07:43.506 --> 00:07:45.120

Michelle Olson Shifty: Intensivist. Also.



49

00:07:45.230 --> 00:07:52.619

Michelle Olson Shifty: I would say the intensiveness as far as the age trip that would make the determination of where that patient goes based on that.



50

00:07:53.400 --> 00:07:55.719

Michelle Olson Shifty: Sorry. Let me apologize.



51

00:07:56.470 --> 00:08:16.399

Michelle Olson Shifty: so based on. If somebody is q. 1, they go to the icu. If it's Q. 2, they will go to Imc. Depending on we don't have. We're working on increasing our imc capacity. So they would be either go to an Inc floor or be Imc in the icu.



52

00:08:16.540 --> 00:08:28.157

Michelle Olson Shifty: and then he 4 can go to the floor. For checks so based on that. What the surgeon is asking for would then determine where the h trip or the sip.



53

00:08:28.880 --> 00:08:30.889

Michelle Olson Shifty: says the patient would be most appropriate



54

00:08:30.890 --> 00:08:43.970

Julie Cady-Reh: Okay? And is that more? Are those guidelines more heavily used? Once a patient is actually admitted to a unit and then determining upgrades and downgrades from there?



55

00:08:44.330 --> 00:08:51.270

Julie Cady-Reh: Or do you think it's also used in the attending surgeon's mind preoperatively



56

00:08:51.270 --> 00:09:05.430

Michelle Olson Shifty: I would imagine it's in the attending surgeons, mind, I mean, vascular usually knows what level of care the patients I use vascular because it's, you know, their pulse checks or plastics flap checks, and how frequently those checks need to be



57

00:09:05.430 --> 00:09:06.740

Julie Cady-Reh: Right, absolutely.



58

00:09:06.740 --> 00:09:10.570

Michelle Olson Shifty: Yeah, or even general surgery. How often drains need to be measured and emptied?



59

00:09:11.560 --> 00:09:18.439

Michelle Olson Shifty: So that they they do speak to, even when they're asking for a certain level of beds



60

00:09:18.960 --> 00:09:26.410

Julie Cady-Reh: Okay, so last couple of questions, what do you



61

00:09:26.740 --> 00:09:32.719

Julie Cady-Reh: think could be done to make level of care decisions easier?



62

00:09:33.060 --> 00:09:36.169

Julie Cady-Reh: And mostly again, for elective surgery patients



63

00:09:36.760 --> 00:09:38.359

Michelle Olson Shifty: For elective surgery.



64

00:09:38.580 --> 00:09:45.499

Michelle Olson Shifty: I think, for physicians who are not aware of, you know the frequency of nursing checks or guidelines.



65

00:09:47.730 --> 00:09:50.080

Michelle Olson Shifty: Maybe having some kind of



66

00:09:50.880 --> 00:09:56.710

Michelle Olson Shifty: they can click, or something like that of determining what what the patients need.



67

00:09:57.650 --> 00:09:58.400

Michelle Olson Shifty: So



68

00:09:58.660 --> 00:09:59.410

Julie Cady-Reh: Okay?



69

00:10:02.810 --> 00:10:04.979

Julie Cady-Reh: So I think that was.



70

00:10:05.240 --> 00:10:15.899

Julie Cady-Reh: I think that was it. I mean, is there anything else that you'd like to share regarding this topic regarding level of care, appropriateness.



71

00:10:16.660 --> 00:10:21.902

Michelle Olson Shifty: I think it's something we we talk about all the time. So especially in surgery.



72

00:10:22.890 --> 00:10:28.270

Michelle Olson Shifty: it's it's usually determined by nursing interven like the required nursing intervention. So



73

00:10:28.810 --> 00:10:33.920

Michelle Olson Shifty: I think those of us who do it again, it's routine. We we know what the patients



74

00:10:34.160 --> 00:10:37.219

Michelle Olson Shifty: typically require after surgery. So



75

00:10:37.720 --> 00:10:43.370

Julie Cady-Reh: What would it look like for nursing to play a more prominent role?



76

00:10:44.060 --> 00:10:48.380

Julie Cady-Reh: And I don't want to say case posting.



77

00:10:48.520 --> 00:11:00.440

Julie Cady-Reh: but cause that would be really challenging just from a workload perspective. But what would it look like for nursing to play a more predominant role with level of decisions



78

00:11:00.440 --> 00:11:23.890

Michelle Olson Shifty: I don't know what it would look like. I feel like there is nursing involvement in level of care. As far as maybe not me particularly. I do play a part of it, but manage the bed. Managers are also nurses. So between the surgical coordinators and the bed managers, and then working with the age trip. We do work closely together. So I think that is how some of it is determined, you know, through secure chats there's



79

00:11:24.000 --> 00:11:33.450

Michelle Olson Shifty: when there's requests for specific level of cares. There are all those conversations that happen with the Coordinator and



80

00:11:33.988 --> 00:11:38.920

Michelle Olson Shifty: the bed managers who are nurses. So I think we are involved in that conversation



81

00:11:39.050 --> 00:11:41.970

Julie Cady-Reh: Okay, all right, I'm going to turn it off




