Appendix C

Table C.1. Patient level variables (with operatationalized definitions, supporting evidence and data

sources) used as potential predictors for teams’ shared mental models of discharge readiness

Variable Source Operationalized Evidence
Principal diagnosis  Electronic Hospital admission diagnosis (heart failure, acute 3,22, 41-
Medical myocardial infarction, pneumonia, hip replacement, 46
Records knee replacement, chronic obstructive pulmonary
(EMR) disease) as identified from EMR via admission or after
visit summary note.
Age Patient Number of years alive 30, 42-
Survey 43, 46
Gender Patient Male, female 42, 44,
Survey 46
Marital status Patient Patient reported marital status (Married, unmarried) 28, 42,
Survey 44
Educational Patient Patient reported highest level of education completed 2, 28, 45-
attainment Survey (Some high school; High school degree; Some 46
college or greater education)
Employment status  Patient Patient reported employment status (Working, Not 2,28, 44,
Survey working/retired) 49
Insurance type(s) Patient Patient reported insurance payer (Medicare only; 41-43, 46
Survey Dual Medicaid and Medicare; Private/group plan only;
Private/group plan and Medicare)
Number of recent Patient Patient reported number of hospital admissions in the  41-43, 46
hospital admisisons  Survey last 12 months
Length of hospital EMR, Duration of days admitted during index hospitalization 43, 47
stay Patient
Survey
Number of EMR Number of medications recorded on patient’s home 47-48
medications at instruction medication list
discharge
Number of EMR Number of comorbidities on physician’s discharge 43, 48
comorbidities summary note problem list
Cognitive status Patient Pfeiffer’'s Short portable mental status (SPMSQ) was 45
Survey used to measure patient level of cognition; ranges

from 0 (intact) to 10 (severe) on day of discharge?




Table C.2. System level variables (with operatationalized definitions, supporting evidence and data

sources) used as potential predictors for teams’ shared mental models of discharge readiness

Variable Sources Operationalized Evidence
Teams’ Clinician The number of years post-professional school of the 10, 32-
professional Surveys teams’ nurse, coordinator, physician- repsectively . 33, 50
experience
Teams’ RN Nurse Survey  Education level of nurse in the discharge team 31,49
educational (Associate’s Degree in Nursing [ADN], Bachelor of
background Science in Nursing [BSN]).
Teams’ DC Coordinator Education level of the coordinator in the discharge 13, 49
educational Survey team (ADN, BSN, Master of Social Work [MSW]).
background
Number of float Triangulated Count of the number of providers who do not work 13, 51
staff via Clinician on a dedicated unit that were on the discharge
Surveys team.
Team member Triangulated For each discharge event the providers were asked 1-4, 8, 13
communication via Clinician to indicate how many times they communicated with
Surveys the following individuals on the day of hospital
discharge: patient, family, RN, DC, and MD.
Responses were triangulated to determine if all
team members (RN, MD, DC) communicated with
each other on the day of discharge (Yes = Full team
communication /No = Not full team communication).
Patient-team Triangulated For each discharge event the providers were asked  1-3, 10,
communication via Clinician to indicate how many times they communicated with 13, 41,
and Patient the following individuals on the day of hospital 23, 64
Surveys discharge: patient, family, RN, DC, and MD.
Responses were triangulated to determine if all
team members communicated directly with the
patient on the day of hospital discharge (Yes/No).
Quality of Triangulated Adapted from the Team Survey* Likert scale 4-6, 13,
communcation on via Clinician (strongly disagree [1] to strongly agree [7]) to 47
day of discharge Surveys answer: “overall, the team communicated
appropriately while discharging this patient from the
hospital.” Aggregated to the team level by averaging
the RN, MD, and DC scores.
Quality of Triangulated Adapted from Millward and Jeffries Team Survey®®  4-6, 13,
teamwork on day of via Clinician Likert scale (strongly disagree [1] to strongly agree 47
discharge Surveys [7]) to answer: “| feel that we worked together as a
team to prepare this patient for hospital discharge.”
Aggregated to team level by averaging the RN, MD,
and DC scores.
New day of Triangulated For each event clinicians reported how many days 40, 49
discharge team via Clinician they had worked with the patient. If all providers had
Surveys worked with the patient for more than one day, then
the team was determined to be an experienced
discharge team. If there was at least one member of
the discharge team for whom it was their first day
working with the patient, then the team was
determined to be a new day of discharge team.9
Teams’ perception  Triangulated Team’s average score of unit safety using the 52-53

of unit safety

via Clinician
Surveys

Global Patient Safety Grade®? scale; 1(failing) to 5
(excellent) unit culture of patient safety

Note: RN=Nurse, DC=Coordinator, MD=Physician
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