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Hospitalized Older Adult Patients

Team STEPPS Driven Transition of Care for                           

NEED
• According to the Institute for Healthcare Improvement, 

Hospitalizations account for nearly one-third of the total $2 
trillion spent on health care in the United States.

• In the United States, nearly one-fifth (19.6%) of the 
11,855,702 Medicare beneficiaries who had been discharged 
from a hospital were re-hospitalized within 30 days, at an 
annual cost of $17.4 billion dollars (Jencks, S. F., Williams, M. 
V., & Coleman, E. A., 2009).

• As of October 1, 2012, hospitals in the United States with 
higher than expected 30-day readmission rates based on 
the Centers for Medicare and Medicaid Services (CMS) 
risk-adjusted ratio began being penalized up to 1% of 
reimbursement for inpatient services and by the fiscal year 
2015, the penalty cap will increase to 3% (Park, L., Andrade, 
D., Mastey, A., Sun, J., & Hicks, L., 2014).

• Currently, payment reductions are based on readmission rates 
for five conditions—heart failure, acute myocardial infarction 
(AMI), pneumonia, chronic obstructive pulmonary disease 
(COPD), and total hip/total knee arthroplasty (THA/TKA). 
(CMS, 2014)

CURRENT EVIDENCE
Holistic interdisciplinary discharge process plays a vital 
role in older adult care transitions across the continuum. 
Incomplete and uncoordinated approaches can lead to poor 
health outcomes and result in avoidable rehospitalization.  
The available evidence suggests that by implementing an 
interdisciplinary team driven risk specific intervention 
with an employment of team STEPPS concept can support 
multidisciplinary team members to optimize the quality 
outcomes of high-risk hospitalized patients. Team STEPPS 
assists various teams working together to enhance interactions 
between patients and the care team. Researchers have found 
that, numerous issues arise after the patient leaves the hospital. 
For patients at increased risk, some investigators recommend 
a comprehensive discharge planning and phone call to patients 
(or caregivers) within 48-96 hours of discharge to assess the 
patient’s clinical status and ability to implement planned 
treatment and follow-up care.
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CHALLENGES ENCOUNTERED
• Team member ownership of responsibilities
• Time limitation during rounds
• Organization of risk assessments was inconsistent
• Change in attending physician leadership
• No formal steps to reassess patient’s risk
• Fragmented team STEPPS engagement due to frequent 

resident rotations

LESSONS LEARNED
• Team engagement and staff buy-in are critical to successful 

implementation
• Clear leadership roles are essential
• “One Step at a Time”

CONCLUSION
Avoidance of readmissions depends on the ability and expertise 
of hospital staff to uncover underlying problems, prevent 
complications associated with readmission and facilitate the 
transition from hospital to home. Despite recognizing the 
importance of planning for discharge and post-hospital care 
needs it was often delayed until the day of discharge due to 
competing priorities and/or changes in the patient’s status 
during the hospital stay. It became evident that by encouraging 
a culture of continuous improvement, team member ownership 
of responsibilities are essential. During this pilot project 
we enhanced our health care team performance through a 
targeted, individualized preventable readmissions reduction 
program. Moreover, this project assisted to identify our 
interdisciplinary team strengths and weaknesses so we can 
make thoughtful decisions about how to improve patient care 
and readmission prevention work and spread those findings 
and successes hospital-wide. 

BACKGROUND:
A project “Preventable Readmissions Initiative” supported by the New York State Partnership for Patients (NYSPFP) was implemented 
at Maimonides Medical Center in Brooklyn, New York. NYSPFP approach is to reduce hospital readmissions by 20% through aggregate 
improvement by developing a targeted, individualized preventable readmissions reduction program. The pilot was started on medical unit 
that have strong physician management team and robust nursing culture. In 2014 the unit adopted the team STEPPS concept to optimize 
patient outcomes by improving communication and teamwork skills that focused on providing excellence in care to older patients.

METHODS:
The purpose of this quality improvement project is to implement an 
interdisciplinary team process on one pilot unit to assess and mitigate risk 
factors identified upon admission and throughout the hospital through:
1. Daily interdisciplinary health care team driven rounds;
2. Implementation of an interdisciplinary team driven comprehensive Patient 

Readmission Risk Assessment (PRRA) upon admission and throughout the 
hospital stay;

3. Utilization of Team STEPPS concepts and tools to enhance team-work and 
improve communication;

4. Interdisciplinary health care team simulation sessions;
5. Nurse driven post discharge follow up calls;

GOALS:
Aim #1: Maximize patient safety and efficiency 

during the discharge process;
Aim #2: Improve patient and family engagement in 

the discharge planning process;
Aim #3: Improve post discharge patient 

self-management;
Aim #4: Improve staff communication;


