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Abstract 

While rapid response teams (RRTs) are well-established in acute care settings as a strategy to 

recognize and respond to physiologically deteriorating patients, no studies have looked at their 

implementation in skilled nursing facilities (SNFs). Recently, with the influx of higher acuity 

patients admitted to SNFs because of Medicare reimbursement changes, SNFs must also manage 

their hospital readmissions to receive better incentives. This DNP project, a quality improvement 

(QI) initiative using Kotter's Model for Change Process as its framework, implemented an RRT 

in a SNF setting and sought to determine its effect on the facility's hospital readmission measure. 

Specific components of the RRT implementation include the use of the National Early Warning 

Score (NEWS) tool to identify and recognize the patient's decline and deterioration; the 

mechanism to activate the RRT; the formalization, formation, and delineation of RRT members’ 

roles and responsibilities; the training and materials provided for nurses; and the data collection, 

analysis, and evaluation of its effect on the SNF's hospital readmission measure. The project's 

results were analyzed using a two-sided Fisher's exact test. Although the hospital readmission 

measure improved by 23.43% post-implementation, the test’s p-value was greater than 0.05, 

signifying no statistical significance between the variables. Further research should be performed 

to expand the sample size, consider multi-facility settings, and increase the implementation 

timeframe. The initiative could also be expanded to include long-term care residents, use other 

aspects to evaluate risk factors for hospital readmission (e.g., diagnosis, lab results, medications), 

and incorporate electronic health records (EHRs) in future implementations. 

Keywords: Rapid response system, rapid response team, skilled nursing facility, early 

warning system, National Early Warning Score, NEWS, proactive rounding, quality 

improvement, hospital readmission, rehospitalization, Kotter’s Model for Change Process 
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Effect of Implementing a Rapid Response Team (RRT) on a Skilled Nursing Facility's 

Hospital Readmission Measure 

Chapter One: Introduction and Overview 

Skilled nursing facilities (SNF), emerging from the problem that is the COVID-19 

pandemic, are continuously looking for ways to improve their financial viability while still 

maintaining or even improving patient outcomes. With the recent implementation of the Patient-

Driven Payment Model (PDPM), most facilities want to admit higher-acuity patients because 

caring for them would mean higher per diem reimbursement rates in various payment categories. 

Also, hospitals are keen to discharge patients to facilities equipped to provide a higher level of 

care. Meanwhile, patients and family members would prefer to receive health care services in 

facilities that can do so. As a result, providers are pivoting their offerings and changing their care 

models to accommodate the influx of higher-acuity patients into their facilities and to survive in 

the ever-evolving nursing home industry. 

For many SNFs, this pivot and change pose various challenges that must be addressed for 

the transition to succeed. One such challenge is the potential for higher-acuity patients to drive 

up hospital readmission rates. This is because they tend to be sicker and have more co-

morbidities that may exacerbate while at the facility, which would entail sending them back to 

the hospital. Doing so would impact the SNF's value-based purchasing (VBP) metrics. In 

addition, an increase in the hospital readmission measure would decrease the incentive or 

increase the penalties.  

To avoid these potential losses, facilities must proactively enact strategies to recognize 

and manage patients at increased risk for hospital readmission. Moreover, nursing staff must 

follow clinical protocols to ensure changes in conditions are identified and treatments are timely 
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initiated within the facility's confines without ever sending the patient back to the hospital. 

Implementing a rapid response team (RRT) in a SNF may be a way to mitigate the unnecessary 

need for patients to be transferred to the hospital, especially for patients whose changes in 

condition can be managed and treated in-house. Because no research exists examining the impact 

of implementing an RRT on a SNF's hospital readmission measure, this scholarly project will 

contribute original research to the field. 

Background of the Project 

In 2017, the Centers for Medicare and Medicaid Services (CMS) launched a program 

called Meaningful Measures to recognize critical areas for measuring quality and advocating 

improvements to promote patient and healthcare outcomes (Centers for Medicare and Medicaid 

Services [CMS], 2019). Despite differing mechanisms to measure quality and determine patient 

outcomes, the Meaningful Measures initiative sought to tie reimbursement with value (CMS, 

2019). The program was envisioned to be accomplished by standardizing care areas and 

integrating quality-focused, patient-centric, and outcomes-driven metrics (CMS, 2019).  

All CMS-authorized skilled nursing facilities (i.e., SNFs that receive reimbursement from 

Medicare and Medicaid for services rendered to members) must regularly report clinical 

information about each patient (CMS, 2019). Utilizing the Minimum Data Set (MDS) format, the 

data reported to the CMS are collated and compiled to generate the facility's quality measures 

(CMS, 2020). The data would then be analyzed and synthesized to calculate the facility's 

reimbursement rates (CMS, 2020). Some of the areas being reported to the CMS by facilities 

include the following: a) patients who were prescribed antipsychotic medication for the first 

time; b) improvements in transfer, mobility, and ambulation; c) patients with newly developed 

pressure injuries or those with current pressure injuries worsening during their stay; d) 
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vaccinations provided to patients; e) falls with significant injuries experienced by patients during 

their stay; and f) activities of daily living (ADLs) performance and improvements (CMS, 2020). 

While all areas contribute to determining the facility's reimbursement from the CMS, one 

quality measure provides an added incentive for the facility to perform better. The Skilled 

Nursing Facility Value-Based Purchasing (SNF VBP) Program incentivizes (by rewarding) or 

disincentivizes (by penalizing) the facility's provision of quality health care services to Medicare 

recipients as measured by its hospital readmissions (CMS, 2020). This metric is for all-cause, 

unexpected hospital readmissions for SNF patients discharged within 30 days from a previous 

hospital stay (CMS, 2020). The Protecting Access to Medicare Act of 2014 transitioned SNFs 

from fee-for-service to value-based reimbursements, established the incentives (i.e., 

rewards/penalties), and started enforcement on October 1, 2018 (Castellucci, 2018).  

The CMS has provided SNFs with regular feedback and advice since 2016 on this metric. 

Then, in the fiscal year 2019, the CMS began to reward or penalize facilities based on their 

hospital readmission measure (Castellucci, 2018). To determine how SNFs get rewarded or 

penalized for their performance, the CMS appraises the rehospitalization rates using the two-year 

lookback data and comparing it to the year being assessed (i.e., when appraising performance for 

2022, 2020 data is used to compare) (Castellucci. 2018; CMS, 2020). If SNFs show 

improvements, a bonus of up to 1.6% in their Medicare Part A payments may be received; 

otherwise, a penalty of up to 2% may be imposed (Castellucci. 2018; CMS, 2020). 

An analysis made by Spanko (2019) contended that more SNFs would receive reductions 

under this system in 2020 vis-a-vis to those in 2019 (i.e., of the 12,000 plus SNFs throughout the 

United States, about 77% will have taken a cutback with only 23% receiving a bonus payment in 

2020 contrasting this to about 73% cutback and 27% bonus in 2019). Although the bonus/reward 
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is a reason for providers to focus vigorously on reducing hospital readmissions, inferior results 

with the measure may also endanger the SNF's standing within a preferred network of providers 

(Spanko, 2019). The facility's preferred network reputation has also become a more critical 

factor. SNFs are transitioning to serve higher acuity patients as the Patient-Driven Payment 

Model (PDPM) became the primary reimbursement model for SNFs. 

In October 2019, the CMS started using the PDPM as its new case-mix categorization 

model, overhauling the SNF prospective payment system (PPS). The PDPM revises the payment 

methodology from one based on the volume of services provided to one driven by the patient's 

clinical characteristics (CMS, 2021). Unlike the previous payment model, which incentivizes 

higher therapy volumes (i.e., the number of minutes rendered) to maximize payment, PDPM 

requires carefully balancing services delivered to achieve optimal patient outcomes (CMS, 

2021). With the focus shifting from therapy minutes to nursing services provided, under the 

PDPM, admitting higher-acuity patients are now more advantageous for facilities because caring 

for them would result in higher per diem reimbursement rates in various payment categories 

(Brady & McKittrick, 2021). 

Statement of the Problem 

With a) the CMS's thrust towards measuring quality and promoting patient outcomes in 

its Meaningful Measures program; b) its roll-out of the VBP to reward (or penalize) SNFs based 

on their hospital readmission measure; and c) its overhaul of the reimbursement model that 

focuses on caring for higher acuity patients, SNFs must continuously innovate to improve their 

financial viability while still maintaining and even improving patient outcomes. Moreover, as 

SNFs pivot and adapt to the ever-evolving changes in the nursing home industry, they must 
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contend with how to strike a balance between caring for higher-acuity patients and not increasing 

hospital readmission rates. Both aspects directly impact how facilities get reimbursed by CMS.  

To avoid these potential losses, facilities must proactively enact strategies to recognize 

and manage patients at increased risk for hospital readmission. Additionally, nursing staff must 

follow clinical protocols to ensure changes in conditions are identified early and treatments are 

initiated timely within the facility's confines without ever sending the patient back to the 

hospital. Because reducing unplanned hospital readmissions has improved patient outcomes (i.e., 

reduced length of stay, lessened care complications, decreased morbidity and mortality) 

(Benbassat & Taragin, 2000), SNFs must devote time, resources, and a concerted effort by the 

facility's stakeholders and clinical team to address the issue.  

Purpose of the Project 

With the CMS' overhauling of how SNFs are being reimbursed for services rendered to 

patients, away from fee-for-service and towards value-based payment, and the transitioning of 

facilities to care for higher acuity patients, the need to find a balance between these competing 

priorities must be attained. In addition, there must be a way where facilities can continue to 

provide top-notch patient care and deliver optimal patient outcomes while still maximizing their 

reimbursement for services rendered.  

As supported by the literature, melding these two priorities may be attained by 

implementing an RRT to reduce hospital readmissions of patients admitted into the SNF within 

30 days from a previous hospital stay. Therefore, this evidence-based practice project aims to 

establish the effect of implementing an RRT, a quality improvement initiative in a SNF setting, 

on its hospital readmission measure. 
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Research Question 

As SNFs are faced with the changing reimbursement landscape that values and rewards 

improved patient outcomes (e.g., reduced hospital readmissions), with the growing necessity to 

care for higher acuity patients, facilities must proactively enact strategies to manage the hospital 

readmission measure. Moreover, nursing staff must follow clinical protocols to ensure changes in 

conditions are identified early, and treatments are initiated timely. Implementing a rapid response 

team (RRT) in a SNF may be a way to mitigate the unnecessary need for patients to be 

transferred to the hospital, especially for patients whose changes in condition can be managed 

and treated in-house. To broaden the understanding of the issue, the following questions are 

asked: 

1) What effect does implementing a rapid response team (RRT) in a skilled nursing 

facility (SNF) have on its hospital readmission measure? 

2) What elements of an RRT can be implemented in a SNF setting? 

3) What approaches can be used in implementing the RRT in a SNF? 

4) Who needs to be on the RRT, and what are their roles and responsibilities? 

5) How often would an RRT be needed, and how often does this currently occur? What 

is the current outcome? 

PICO Question 

The conception of a clinical question necessitates the start of a scholarly undertaking. In 

pursuing evidence-based practice to affect change in the nursing profession or organization, 

clinicians must recognize the question that needs to be answered. Using an organized 

methodology to develop and ask a research question is crucial to promoting and translating the 
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existing evidence (Riva et al., 2012). Moreover, having a standardized PICO question can help 

create a uniform methodology for asking research questions in future projects (Riva et al., 2012). 

• (P) Population: patients (65 years and older) admitted into a skilled nursing facility 

within 30 days of a prior hospital stay 

• (I) Intervention: implementation of a rapid response team (RRT) 

• (C) Comparison intervention: no implementation of an RRT (i.e., status quo before 

the RRT implementation) 

• (O) Outcome: hospital readmission measure (as obtained via the CMS’ Nursing 

Home Compare website) 

In elderly patients admitted to a skilled nursing facility (SNF) within 30 days of a prior 

hospital stay (P), what is the effect of implementing a rapid response team (RRT) (I) on the 

hospital readmission measure (O) compared without its implementation (C)? 

Theoretical Framework 

Kotter's Eight Stage Model of Change Process, as described by John Kotter (2012), is a 

well-known theoretical framework used to transform organizations (Harrison et al., 2021). Many 

have regarded Kotter's work as one of the leading models for successfully implementing 

organizational change because the plan can be quickly executed to manage, implement, and 

evaluate change (Campbell, 2020; Harrison et al., 2021). This model will be utilized as the 

framework for implementing an RRT in a SNF (See Appendix A for the diagram of Kotter's 

Eight-Stage Model of Change Process).  

The first stage in Kotter's Model establishes the need for creating an urgent awareness 

among all organizational stakeholders, recognizing the importance of the change initiative as it 

confronts various challenges to improve patient outcomes. Without creating this sense of 
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urgency, Kotter (2012) argued that this would guarantee failure when implementing 

organizational change. Involving everyone by heightening their awareness concerning the 

change initiative and fostering their understanding of the need to change the status quo will only 

ensure full stakeholder cooperation in accomplishing and sustaining lasting change. In Kotter's 

Model, the second stage emphasizes the need to establish a core group with authority and 

influence tasked with leading the change effort and the essential status and relationships to offer 

leadership as the change efforts unfold while continuously inspiring all stakeholders (Kotter, 

2012). The guiding coalition for the change initiative must include not just the organization's 

rank and file but also the organization's leaders and managers.  

The third stage in Kotter's Model entails the creation of a vision that would steer the 

initiative toward its success and strategies development that would assist the organization in 

achieving them (Kotter, 2012). Kotter (2012) noted that an excellent vision affords three primary 

benefits: (a) clarifying the overall course for change by combining persuasive motivations why 

the change initiative must take place; (b) empowering stakeholders to engage in actions that 

would move the organization towards the right path to success, and; (c) coordinating the 

stakeholders' actions to complete and affect change. In Kotter's Model, the fourth stage involves 

effectively communicating the vision and strategies that inspires and emboldens organizational 

stakeholders to believe and advocate for its success (Kotter, 2012). The objective is to encourage 

all stakeholders to realize that the envisioned change is achievable, consequently aligning the 

organization's interests with those of stakeholders (Kotter, 2012).  

The fifth stage in Kotter's Model entails the start of the change initiative's implementation 

phase. When obstacles are encountered and experienced during this phase, the guiding coalition 

must immediately remove and reform them (Kotter, 2012). Obstacles, such as structures, 
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systems, and people, could hinder the ongoing change effort's success. Determining these 

barriers and removing them as soon as possible would ensure a smooth-sailing implementation 

phase (Kotter, 2012). In Kotter's Model, the sixth stage necessitates the generation of short-term 

wins, which would help showcase the viability and achievability of the change effort (Kotter, 

2012). The short-term wins could also aid in intensifying momentum for the change effort while 

encouraging the stakeholders' interest and continued support for the initiative (Kotter, 2012).  

The seventh stage in Kotter's Model, through the solidification of gains, the continuation 

of progress with the change effort, and the delivery of more change, involves maintaining and 

sustaining the momentum to guarantee the old ways of doing things would not come back 

(Kotter, 2012). Furthermore, continuously generating short-term wins fosters a snowball effect 

for even bigger wins. The wins should sustain the momentum and keep any change resisters from 

undermining the progress; the winning environment will become a breeding ground for more 

organizational change efforts (Kotter, 2012). Finally, with the initiative achieving its overarching 

goal, the need to anchor the change in the organization's culture is paramount, as espoused in the 

eighth stage of Kotter's Model. This will ensure the transformation gets enmeshed in the 

organization's very fabric while accomplishing the intended lasting effects. The process of 

anchoring the change effort into the organization's culture is achieved by (a) constantly 

highlighting (through short-term and long-term wins) that the changes work and are better than 

the previous ways; (b) relentlessly and regularly communicating to all stakeholders the 

affirmative progress of the change effort in patients' lives and outcomes and the well-being of the 

organization; and (c) resolutely using the benefits of the change effort as a foundation for further 

improvements (Kotter, 2012).  
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Significance of the Project 

Clinicians are challenged to stay knowledgeable and up-to-date with new evidence to 

provide the utmost quality of patient care (Institute of Medicine, 2011). Pursuing proven 

methodologies for old and recent health issues and developing novel programs that enhance the 

health status of the populations served can be tricky and time-consuming. The challenge can best 

be addressed by translating and incorporating evidence-based practice (LoBiondo-Wood & 

Haber, 2018).  

By implementing a rapid response team (RRT) in a SNF, the facility may mitigate the 

unnecessary need for patients' hospital transfers, especially for those whose changes in condition 

can be managed and treated in-house. While there is a wealth of research about implementing the 

rapid response team (RRT) in the hospital or acute settings, the plethora of information does not 

extend to post-acute or skilled nursing settings. To date, sparse research exists examining the 

effect of implementing RRT in SNFs in the United States. Moreover, no research exists 

examining the impact of implementing an RRT on a SNF's hospital readmission measure. This 

scholarly project will contribute original research to the field. 

While this DNP project will include only one skilled nursing facility, the concept may be 

expanded to more skilled nursing facilities throughout the United States. These are the SNFs 

facing the same challenges with reimbursement, patient acuity, and the need to manage their 

hospital readmission measure. Specific details about the RRT being implemented, based on 

evidence from the literature and documented as best practices, will be included. These details can 

then be utilized by other SNFs as they establish and implement their RRTs. 

 

 



17 
 

 

Definition of Terms 

 Hospital readmission: A measure utilized within the SNF setting for all-cause, unplanned 

return-to-hospital (RTH), rehospitalization, or "bounce back" for SNF patients within 30 days of 

discharge from a prior hospital stay. 

Minimum Data Set (MDS): Part of a federally mandated clinical assessment process for 

all patients in Medicare or Medicaid-certified nursing homes entails a comprehensive, 

standardized evaluation of each patient's functional capabilities and health needs. 

Nursing Home Compare: A CMS-maintained tool for consumers to compare staffing, 

quality, and safety among nursing homes throughout the United States, the comparison website 

has a quality rating system that gives each nursing home a rating between 1-star (i.e., quality is 

below average) and 5-stars (i.e., quality is above average). 

Patient-Driven Payment Model (PDPM): The CMS' recently implemented case-mix 

classification model is used under the SNF Prospective Payment System (PPS) to classify 

patients in a covered stay and calculate reimbursement. The new model is driven by the patient's 

clinical characteristics rather than the number of therapy minutes provided for skilled patients. 

Rapid response team (RRT): A team of health care professionals who bring expertise to 

the bedside that proactively evaluates high-risk patients and effectively responds to patients with 

early signs of deterioration to prevent hospital readmission. Typical members in a SNF setting 

include interdisciplinary professionals such as RNs, LPNs, CNAs, and therapists. 

Skilled patients: Patients admitted to a SNF requiring a high level of medical care (e.g., 

wound care, intravenous (IV) therapy, injections, catheter care, therapy services) that must be 

provided by or under the direct supervision of licensed health professionals, such as registered 
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nurses (RNs) and physical, speech, and occupational therapists. These services can be necessary 

over the short term for rehabilitation from an illness or injury.  

Skilled nursing facility (SNF): A post-acute healthcare setting where patients receive in-

patient treatment and rehabilitation services. The patients are usually admitted to the facility 

from a recent hospital before being discharged to the community.   

Skilled Nursing Facility Prospective Payment System (SNF PPS): Implemented via the 

Balanced Budget Act of 1997, it changed how payment is made for Medicare SNF services. 

SNFs are no longer paid on a reasonable cost basis or through low volume prospectively 

determined rates but instead based on a prospective payment system (PPS). The PPS payment 

rates are adjusted for case-mix and geographic variation in wages and cover all costs of 

furnishing covered SNF services (routine, ancillary, and capital-related costs). 

Skilled Nursing Facility Value-Based Purchasing (SNF VBP): A CMS  program that 

awards SNFs with incentive payments based on the quality of care they provide to Medicare 

beneficiaries, as measured by performance on the hospital readmissions metric. 

Nature, Scope, and Limitation of the Project 

Listed below is the nature of the project that, includes information on its scope, 

limitation, and delimitations: 

 Scope: The quality improvement (QI) project will include patients 65 years and older 

recently admitted to the SNF (i.e., within 30 days). They came from a prior hospital 

stay regardless of primary admission diagnosis. Patients with a Do Not Resuscitate 

(DNR) order are excluded from the study because interventions implemented by the 

RRT may include resuscitation. The baseline hospital readmission measure will come 

from the CMS's Nursing Home Compare website. After implementing the QI 
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initiative, this metric will be compared to the facility's hospital readmission measure 

to determine whether the change effort produced the anticipated positive effect (i.e., 

the reduction of the metric). Because patients who are not on a Medicare-approved 

stay (e.g., Medicaid, private insurance) do not affect the CMS' hospital readmission 

measure, they are not included in the study. 

 Limitations: While there was significant data about implementing an RRT in the 

hospital or acute setting, there was limited research on the topic in the skilled 

nursing facility or post-acute setting. No data is available on the current state of 

RRTs in the SNF setting, how often they occur, and their outcome. Additionally, 

there was no data on the effect on the hospital readmission measure of a SNF when 

an RRT is implemented. As such, data collected and compiled through this initiative 

will serve the purpose of filling this gap. 

 Delimitations: Because of time constraints, the study will only include one SNF for a 

shorter period (i.e., eight weeks of implementation). No additional staff will be hired 

for the project’s implementation. Currently employed RNs working throughout the 

day and in all shifts will be utilized to lead the initiative and oversee other staff 

members (e.g., LPNs, and nursing assistants) in the SNF’s operationalization of the 

RRT. Aside from the costs of printing the materials (e.g., NEWS(2) tool, chart audit 

tool, RRT log) and staff training for the initiative’s implementation in the SNF, no 

other equipment and/or materials will be needed to be purchased. The current 

system(s) used by the SNF in obtaining patients’ vital signs and how they are 

documented (e.g., electronic health records or EHR) will be used in the project. The 
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NEWS(2) tool, chart audit tool, and RRT log will supplement the documentation 

requirements of the initiative.  

Conclusion 

Skilled nursing facilities face the challenges of changing regulations (attaining quality 

measures to remain CMS-certified) and evolving reimbursement models (from fee-for-service to 

value-based) while simultaneously being expected to maintain or improve patient outcomes. 

SNFs must balance caring for higher acuity patients while enacting strategies to ensure patients 

and their conditions are managed appropriately and timely without sending them back to the 

hospital. Implementing a rapid response team (RRT) in a SNF may be a way to address the 

unplanned transfer of patients to the hospital. In doing so, the project aims to improve the 

facility's hospital readmission measure, which would, in turn, improve patient outcomes (i.e., 

reduced length of stay, lessened complications of care, decreased morbidity and mortality) and 

increase the facility's Medicare reimbursements. 
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Chapter 2:  Literature Review 

The review of the available literature on RRT is exhaustive and inclusive. A plethora of 

research on RRT is readily available, but they are primarily done in the hospital or acute setting. 

In addition, much of the research about the topic also considered the effect of RRT on either 

mortality rates or transfers of patients into a higher-acuity unit (i.e., intensive care unit). None 

have studied the impact of RRT on readmissions from SNFs back to the hospital. 

Search Strategies 

An initial search of terms related to RRT, SNF, and hospital readmissions was completed 

using the PubMed search of Medical Subject Headings (MeSH) terms. PubMed returned several 

terms in many formats for RRT: rapid response team(s), hospital medical emergency team, code 

team(s), team(s) rapid response, cardiac crash team(s), crash team(s) cardiac. PubMed returned 

various terms in multiple for SNF: skilled nursing facility(ies), extended care facility(ies). 

PubMed also returned various terms in multiple formats for hospital readmissions: patient 

readmission(s), unplanned readmission(s), hospital readmission(s), thirty-day readmission(s), 

and 30-day readmission(s). The search strategy will utilize a combination of keywords and 

MeSH terms. 

A comprehensive literature review was completed using these databases: EBSCOhost, 

CINAHL, ProQuest Central, PubMed Central, and Google Scholar. The search was limited 

further to include only English-language articles published between 2017 and 2022. A few 

exceptions based on a study's seminal nature were included. All articles used were peer-reviewed 

research articles. Searching for the literature specific to the MeSH terms and keywords on RRT, 

SNF, and hospital readmission returned 97, 1,049, and 194 articles, respectively. Using the AND 

operator for all three topics yielded no results, signifying that there has not been a study about 
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the implementation of RRT in a SNF setting and its impact on hospital readmissions. Throughout 

the search, several themes were identified: RRT, what it is, its components (e.g., afferent, 

efferent, administration and quality improvement limbs), and its effectiveness;  adaption of a 

hospital-based initiative into SNFs; and the use of the hospital readmission measure as a basis to 

evaluate the effect of the change initiative. 

Conceptual Framework 

During a stay in a healthcare setting, the patient may experience deterioration or 

deconditioning due to disease progression. Because unplanned patient transfers to a higher acuity 

unit (e.g., intensive care unit or ICU) were found to have resulted in worse outcomes, the 

importance of identifying and treating them sooner was also found to have resulted in improved 

outcomes (Kollef et al., 2017). Rapid response teams (RRTs) have been implemented as part of 

the broader rapid response systems (RRSs) to identify and treat patients who are deteriorating or 

deconditioning (Jones et al., 2011; Kollef et al., 2017). The other components of RRSs include a 

mechanism to identify patients who are at risk for clinical deterioration, a way to notify a 

specified set of responders, a set of interventions that the response team can provide to the 

patient, and an ongoing evaluative process to review the system's performance (Jones et al., 

2011). The value of RRT and its adoption and implementation in hospitals or acute care settings 

has long been established (Jones et al., 2016; Lee et al., 2022; Stolldorf, 2017). RRTs were 

associated with improved quality of care in patients experiencing unplanned physiologic 

deterioration or emergent medical deconditioning (Jones et al., 2016; Lee et al., 2022; Stolldorf, 

2017). However, controversies remain as to the effectiveness of RRT (Lyons et al., 2018). 

The seminal work of Jones et al. (2011) on RRSs discussed its four components: the 

afferent limb (identification of the clinical deterioration in patients and mechanism to activate the 
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system), the efferent limb (utilization of personnel and interventions after the system's 

activation), quality improvement and patient safety (data collection and analysis from events to 

optimize and improve the system), and administrative or governance (coordination of resources 

and coordination of staff education to facilitate improved care upon the system's 

implementation). Based on the work of Jones et al. (2011), I created a diagram showing the 

Rapid Response System's four components and their sub-components (See Appendix B). 

Related Studies 

EWS and RRT Activation 

An early warning system (EWS) is a scoring system usually used to identify or detect any 

deterioration in patients. EWS uses physiologic triggers (e.g., vital signs, related observations, 

monitoring frequencies, trigger thresholds, and responses) that aids in the detection and eventual 

direct intervention and care escalation provided to declining or deteriorating patients 

(Haegdorens et al., 2020; Mcneill & Khairat, 2020; Petersen, 2016). As the EWS reflects the 

patient's degree of physiologic decline, higher scores indicate greater severity, requiring a much 

higher clinical response (Haegdorens et al., 2020; Mcneill & Khairat, 2020; Petersen, 2016). The 

goal of the EWS's use is to provide a mechanism to detect the deterioration early on so that a 

timely clinical response may be provided via the activation of the RRT, thus improving the 

patient's outcome (Haegdorens et al., 2020; Mcneill & Khairat, 2020; Petersen, 2016). 

The United Kingdom's Royal College of Physicians released the original National Early 

Warning Score (NEWS) in 2012. The tool aims to efficiently recognize and respond to patients 

presenting or developing an acute illness (Royal College of Physicians [RCP], 2017). Since then, 

the tool has been widely implemented worldwide (RCP, 2017). The NEWS standardizes the 

recording, scoring, and responding to changes in regularly measured physiological parameters 
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(e.g., respiration rate, oxygen saturation, systolic blood pressure, pulse rate, level of 

consciousness, and temperature) in patients who are acutely ill (RCP, 2017). In addition, a new 

iteration of NEWS, dubbed NEWS2, was released in 2017. NEWS2 incorporates the 

identification of sepsis, alternative oxygen targets in people with chronic lung disease, and 

delirium onset (RCP, 2017). NEWS2, although intended with a primary focus on the hospital 

setting, is recommended for use in other locations to identify patients at risk better and facilitate 

effective patient transfers to the most appropriate clinical area for ongoing care (Kang et al., 

2021; Patel et al., 2018; RCP, 2017). Appendix D shows the NEWS2 scoring system, threshold, 

and triggers; Appendix E is the revised and updated NEWS2 observation chart, and; Appendix F 

shows the clinical response to the NEWS trigger thresholds.  

Daily Proactive RRT Rounds and RRT Composition 

In 2015, the Institute of Medicine called for interventions and research to improve 

interprofessional collaboration in practice (Institute of Medicine [IOM], 2015). A resulting 

model that stemmed from this is the implementation of an interprofessional or multidisciplinary 

bedside rounding, bringing together two or more health professionals as part of a consistent 

team-based approach to care and communicate information with patients, families, and staff 

(Ratelle et al., 2018; Will et al., 2019). Some of the benefits realized from its implementation 

include improvements in information sharing, patient and staff satisfaction and experience, and 

patient outcomes (Ratelle et al., 2018; Ryan et al., 2019; Will et al., 2019). 

Utilizing the concept of interprofessional bedside rounding in RRS, with the RRT doing 

daily proactive rounding of patients, Danesh et al. (2019) found that fewer unplanned patient 

transfers occurred with its implementation. Furthermore, daily RRT rounding that incorporates 

the review of EWS to recognize any patient deterioration or decline and provides early 
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intervention(s) before the patient needed transferring to a higher care level is well supported in 

the literature (Danesh et al., 2019; Kang et al., 2021). For instance, in a study by Guirgis et al. 

(2013), the utilization of proactive rounding of high-risk patients by the RRT in a hospital setting 

resulted in reduced deaths and increased preemptive RRT interventions. 

The efferent limb of the RRS is the response arm, which includes the personnel involved 

in the RRT and the intervention(s) provided to a patient experiencing a physiological decline. In 

the hospital setting, the RRT is typically composed of healthcare professionals from a variety of 

fields (e.g., registered nurses, therapists, and physicians), although composition varies widely 

from setting to setting depending on resource and staff availability (Howell et al., 2012; Song & 

Lee, 2021). According to Song and Lee (2021), the RRT's effectiveness is intrinsically linked to 

its composition. Each team member provides the expertise to triage and stabilize physiologically 

deteriorating or declining patients (Song & Lee, 2021). RRTs at top-performing acute settings 

exhibited the following features: well-defined team and consistent team members, participation 

of diverse disciplines as team members, clearly delineated roles and responsibilities of team 

members bringing expertise in their fields, better communication and leadership, and proper 

training that includes simulation or mock RRT activations (Howell et al., 2012; Nallamothu et 

al., 2018). 

Education and Training, and Implementation 

Clinical staff, especially nurses caring directly for patients, play a crucial role in 

continuous surveillance, early identification/detection, and prompt intervention if a patient's 

condition declines or deteriorates (Padilla et al., 2018). Inconsistencies in RRT implementation 

have been associated with adverse patient outcomes (Padilla et al., 2018). Staff education and 

training about the RRS influence and affect how nurses monitor and recognize patient 



26 
 

 

deterioration and decline and the eventual activation of the RRT (Difonzo, 2019). Failure to 

provide direct-care nurses with appropriate education and training resulted in suboptimal care 

and unplanned patient transfers (Difonzo, 2019; Padilla et al., 2018). Therefore, nursing staff 

education is essential in successfully implementing the RRT at the site.  

Using didactic, simulation, and teach-back to train nurses to implement any initiative in a 

healthcare setting has been proven effective (Klingbeil & Gibson, 2018). Dynamic didactic and 

simulation training fosters the adoption of skills into practice, allowing the nurses to connect 

theories to performance and develop better assessment and clinical judgment skills (Clayton, 

2019). In addition, using the teach-back method when training nurses demonstrated increased 

knowledge of the topic as misunderstandings are corrected, and misinterpretations are clarified 

immediately (Klingbeil & Gibson, 2018). Other educational opportunities to introduce the RRT 

initiative to staff and familiarize them with the process include in-service training sessions, 

poster boards, newsletters, and e-mail blasts (Scott & Elliott, 2009).  

More than ensuring that the workforce is skilled in RRT implementation, Rihari-Thomas 

et al. (2019) also found in their integrative review of RRSs that positive workplace culture and 

supportive leadership are crucial for success. Utilizing Kotter's Eight-Stage Model for 

implementing the change effort, with its focus on creating urgency, forming a powerful coalition, 

creating a vision for change, communicating the vision, empowering action, creating quick wins, 

building on the change, and making it stick (Kotter, 2012), is expected to provide the framework 

for the project's success. 

Implementing Hospital-Based Initiatives into SNFs 

While the RRTs, as supported in the literature, were primarily implemented in acute care 

settings, as patients are discharged sooner from the hospital to SNFs, the applicability of RRTs 
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may be extended in SNFs to reduce hospital readmissions (Ouslander, Engstrom, et al., 2018; 

Ouslander, Naharci, et al., 2016). In addition, other hospital-based interventions were eventually 

translated into the SNF setting. One such example is Gardner et al. (2020) adaptation of an 

initiative designed for hospitals and implemented in SNFs to reduce hospital readmissions. The 

study looked at the effect of implementing Project Re-Engineered Discharge (RED) as part of the 

SNFs' discharge process. The implementation resulted in a 0.9% decrease in the primary 

outcome of hospital readmission within 30 days after SNF discharge and a 1.7% decrease in 

readmission within 30 days of the index hospitalization discharge date (Gardner et al., 2020). 

Hospital Readmission Measure 

The Centers for Medicare and Medicaid Services (CMS) created a comparison website 

called the Nursing Home Compare. The website compiles and curates current data on staffing, 

safety, and quality received by the CMS from more than 15,000 nursing homes in the United 

States (Centers for Medicare and Medicaid Services [CMS], 2020). As part of the CMS' 

regulatory mandate, nursing homes are required to submit data about the facility and the patients 

under its care, which include quality and safety measures (i.e., collectively known as Quality 

Measures), staffing information, and compliance and survey issues (Schapira et al., 2016).  

The Nursing Home Compare uses a star rating system, giving each nursing home 

between 1 and 5 stars. The star ratings come from data and metrics concerning health inspections 

(i.e., results from annual recertification and complaint surveys within the last 24 months), 

staffing (i.e., the ratio of RNs/LPNs to residents, and the ratio of CNAs to residents), and quality 

measures of patient care (CMS, 2020). According to CMS (2020), the SNF's quality measures 

have two sub-components - short-stay and long-stay patient quality measures. Both play a crucial 

role in calculating the overall quality measures ratings. Within the short-stay quality measures is 
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the SNF's hospital readmission measure metric. This metric is updated quarterly based on the 

latest submitted and comparative data from SNFs nationwide (CMS, 2020).  

For this DNP project, the hospital readmission measure reported by the Nursing Home 

Compare will be used as the basis for the pre- and post-implementation evaluation of the 

initiative's effect. Specific to the hospital readmission measure, the facility reports this metric on 

each patient's minimum data set (MDS) along with other pertinent information about the patient's 

Medicare-approved stay at the SNF for reimbursement purposes. 

Synthesis of Related Studies and Translation to DNP Project 

As SNFs with high hospital readmission rates face financial penalties, implementing 

interventions to decrease rehospitalization is becoming commonplace. Multicomponent 

interventions have reduced readmissions through enhanced multidisciplinary team care planning 

and management and improved training and education to identify and manage common medical 

conditions that precipitate readmissions (Kripalani et al., 2014). These two significant aspects 

bode well for the planned implementation of the RRT in the SNF setting. The first aspect of 

having an enhanced multidisciplinary team care planning and management falls within the 

purview of the afferent limb (early identification of patient deterioration and decline and 

activation of RRT) and efferent limb (composition of RRT and the interventions provided to at-

risk patients) of the RRS. The second aspect of providing improved training and education for 

the nursing staff about the initiative falls within the administrative limb. Meanwhile, the 

continuous quest to enhance the initiative by evaluating its effectiveness and optimizing its 

processes falls within the quality improvement limb. 

 Based on the literature review, a gap in research is found relating to the implementation 

of RRT in the SNF setting, the evaluation of RRT's implementation, and its effect on reducing 
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the SNF's hospital readmission measure. This gap in research will be the focus of my DNP 

Project. For my project, the aspects of RRT that I would be implementing include a) the use of 

the NEW(2) as an early identification tool (and using the tool's data as the mechanism to activate 

RRT), b) the proactive rounding of the RRT (including the determination of its composition and 

its role when RRT is activated), and c) the education and training of nurses concerning the 

application of the RRT into practice. The initiative will be implemented using Kotter's Eight-

Stage Model for Change as its theoretical framework. It will look at its effect on the SNF's 

hospital readmission measure as reported via the Nursing Home Compare website. Appendix C 

shows the conceptual framework mapping of the project.  

Methodological Framework 

Utilizing the guidance provided by McMeekin et al. (2020) on how to develop 

methodological frameworks, there are three major activities to consider: a) identifying evidence 

to inform the framework, b) developing the framework, and c) evaluating and refining the 

framework. The conceptual framework in Figure 3 can be expanded further, using it as the 

template for creating a  methodological framework for my DNP Project. Specifically, with the 

RRT's afferent limb, the NEWS(2) tool and the corresponding protocol for nurses to activate the 

RRT will have to be developed. The efferent limb will have to identify who would comprise the 

RRT and the roles and responsibilities of team members (including the proactive daily rounding 

of at-risk patients for hospital readmission). The administrative limb will have to define the 

training bundle to educate nurses about the initiative. Lastly, the quality improvement limb will 

utilize the hospital readmission measure from the Nursing Home Compare of the SNF and the 

current quarter's metric as a baseline before implementing the initiative. Post-implementation of 
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the initiative, the hospital readmission measure will be compared to the baseline to determine its 

effectiveness.  

Conclusion 

This chapter detailed the literature review completed concerning the topics of RRT. The 

search strategies utilized to develop peer-reviewed research articles included in the literature 

review were delineated. Throughout the search, several themes were identified: RRT, what it is, 

its components (e.g., afferent, efferent, administration and quality improvement limbs), and its 

effectiveness;  adaption of a hospital-based initiative into SNFs; and the use of the hospital 

readmission measure as a basis to evaluate the effect of the change initiative. In addition, a 

framework of an established rapid response system, including its components, was discussed. 

This framework was adapted for the proposed initiative implementation in the SNF setting after 

synthesizing related studies about the topics. Furthermore, a methodological framework was 

established as a template for the next chapter of this study. 
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Chapter 3:  Methodology 

The implementation of an RRT in a SNF aims to reduce hospital readmissions. RRTs, 

although commonly utilized in the hospital setting to improve mortality and reduce patients' 

transfers to a higher level of care, their implementation in a SNF setting is uncommon. No 

studies have looked at an RRT implementation in a SNF setting and how it impacts the SNF's 

hospital readmission measure. RRS, the broader umbrella that includes RRT, has four 

components: afferent (early identification and mechanism for RRT activation), efferent (RRT 

composition, members' roles, and responsibilities), administrative (staff education and training, 

resource allocation), and quality improvement (data collection, evaluation, and process 

optimization) limbs.  

Kotter's Eight-Stage Model for Change will be used as the framework for the 

phenomenological research of implementing the initiative in the SNF setting. Specifically for my 

DNP project, the following components of the project will be implemented: the EWS tool to 

identify and recognize the patient's decline and deterioration; the mechanism to activate the 

RRT; the formalization and formation of the RRT, including the delineation of its composition, 

roles, and responsibilities of team members; the training and materials to be provided for nurses 

working in the SNF; and the data collection, analysis, and evaluation of the initiative's 

implementation on the SNF's hospital readmission measure. 

Project Design 

While Kotter's Change Model supports the initiative's overall implementation in the SNF 

on a macro level, one of the four components (or limbs) of the RRS focuses explicitly on the 

quality improvement (QI) aspect. As earlier established, RRTs are not commonly implemented 

in the SNFs, and none has studied the effect of their implementation on the SNF's hospital 
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readmission measure. Therefore, as a starting point for the phenomenological research that is my 

DNP project, the initiative will be implemented within the precepts of quality improvement 

(micro-level).  

Quality Improvement (QI) Model 

QI is a set of tenets and a systematic, ongoing method aimed at finding solutions to 

problems in healthcare, enhancing care provision, and delivering improved patient outcomes 

(Backhouse & Ogunlayi, 2020; Mileski et al., 2017). Using the principles of QI as delineated by 

Backhouse and Ogunlayi (2020), they are applied to this project as follows: 

 Primary intent: To produce quantifiable advancement to a particular aspect of 

healthcare delivery, often with evidence or theory, and requires local testing to 

determine the optimal solution. For my DNP project, the quality improvement 

initiative involves the implementation of an RRT in a SNF setting to determine if it 

helps reduce hospital readmissions. 

 Engaging in a continuous process of testing change ideas: Adopting a theory of 

change that underscores an ongoing process of developing and testing changes and 

evaluating results to an expected outcome. Kotter's Eight-Stage Model for Change 

will be employed to implement the project in a SNF (macro-level). 

 Consistent application of an established methodology: Applying a commonly cited 

method and following it consistently when implementing the QI initiative. Specific to 

this QI (micro-level), the Define, Measure, Analyze, Improve, Control (DMAIC)  

Quality Improvement Model will be used. Both Kotter's and the DMAIC Models will 

solidify the success of the project's implementation at its macro and micro levels.  
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 Empowerment of frontline staff and service users: Engaging stakeholders (staff, 

patients, families) by affording them opportunities and skills to participate in the 

improvement efforts. As the afferent, efferent, and administrative limbs of the RRS 

are implemented, every effort is made to engage and empower all project 

stakeholders. In Kotter's Model, this is achieved in Step 1 (create urgency), Step 2 

(form a powerful coalition), Step 3 (create a vision for a change), Step 4 

(communicate the vision), and Step 5 (empower action). 

 Utilizing data to steer improvement: Driving the decision-making process using data 

and the mechanism to measure the initiative's effectiveness over time. Using the 

CMS's Nursing Home Compare website, the SNF's current hospital readmission 

measure will be the baseline metric (pre-implementation). After implementing the 

initiative, the hospital readmission measure will be used to compare the effect of the 

change effort. Throughout the implementation of the project, as espoused in Kotter's 

Model's Step 6, short-term successes will be celebrated and used to catapult for more 

future successes. 

 Scale-up and expand, with adaption to context: As the initiative's efficacy increases, 

the diffusion of the improvement to new environments. As the QI initiative takes its 

roots and becomes part of the SNF's daily routine, the long-term goal is to build on 

this project's success to build more changes. With the culture ultimately improved in 

the process, the mindset of continuous improvement becomes part of the 

organization's fabric, culture, and every stakeholder. This aspect aligns with Steps 7 

(build on the change) and 8 (make it stick) of Kotter's Model. 

 



34 
 

 

DMAIC Quality Improvement Model 

This DNP project applies the Define, Measure, Analyze, Improve, Control (DMAIC) 

quality improvement model to direct the implementation of the RRT in the SNF. The DMAIC 

model, a Six Sigma QI evidence-supported strategy, analyzes and optimizes prevailing processes 

(Ahmed, 2019; Niñerola et al., 2020). Specific to this DNP project, the DMAIC process includes 

the following: 

 Define: The project's overarching purpose is to lower the rehospitalization of SNF 

patients, decreasing the unplanned hospital readmissions of SNF patients admitted to 

the facility within 30 days from a previous hospital stay. 

 Measure: Using the CMS hospital readmission measure via its Nursing Home 

Compare website, the current metric is used as the baseline (i.e., pre-implementation) 

upon which the project's effectiveness will be evaluated (i.e., post-implementation). 

Meanwhile, the RRT will be implemented in the SNF, focusing on these areas: use of 

the NEWS2 tool; a mechanism for the RRT activation; RRT composition, roles, and 

responsibilities; and training and education of staff about the initiative.  

 Analyze: Ongoing chart audits will be completed routinely, specifically reviewing 

NEWS2 compliance and accompanying RRT activation. RRT rounding logs and 

notes completed by the RRT both on paper and in the electronic health record (EHR) 

will also be reviewed.  

 Improve: Part of its implementation is the training and education provided to nursing 

staff about the initiative, including the use of NEWS2, the mechanism to activate 

RRT, RRT composition, team members' roles/responsibilities, and the goal of the 

RRT initiative to reduce the facility's hospital readmission measure.  
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 Control: To ensure that the initiative will produce continued and sustained 

improvement, the following activities are completed regularly: continual audit of 

patient records, constant use of effective communication with stakeholders, all-out 

support from the leadership and the initiative's guiding coalition, and provision of 

real-time coaching of nursing staff to improve compliance.  

Sample and Setting 

The setting for this DNP project was a skilled nursing facility (SNF) managed and 

operated by Clear Choice Health Care (CCHC). CCHC is a health care management company 

based in Florida overseeing the operations of thirteen skilled nursing facilities/long-term care 

(SNF/LTC) and two assisted living facilities (ALF). It has more than 1,300 private and semi-

private SNF/LTC beds and 300 ALF private rooms in eleven locations in Florida (Clearwater, 

Gainesville, Jacksonville, Melbourne, Orlando, Panama City, Port Charlotte, Sun City, 

Tallahassee, Tampa, and Winter Haven) and one location in Colorado (Centennial). CCHC's 

sources of reimbursements include Medicare, Medicaid, VA, managed care, and private 

insurance, with a current employee count of more than 3,000 full- and part-time staff. 

The RRT was piloted initially in one of CCHC's SNF. However, a roll-out in all of its 

facilities is planned for the future. The pilot SNF for the initiative, located in Melbourne, Florida, 

has 170 CMS-approved beds with an average daily census of 160; 65 beds are designated for 

long-term care patients, while 105 are for skilled nursing patients. The SNF's referral sources 

come from hospital systems in the city and surrounding areas, specifically Health First's Holmes 

Regional Medical Center, Melbourne Regional Medical Center, Sea Pines Rehabilitation 

Hospital, Health First's Palm Bay Hospital, Health First's Viera Hospital, and Sebastian River 

Medical Center. The facility currently employs 28 RNs, 52 LPNs, 126 CNAs, and 64 therapists; 
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the rest are part of ancillary services (e.g., housekeeping, laundry, maintenance, dietary), 

administration, and management. The facility's nursing team is headed and led by the Director of 

Nursing (DON), while the facility is under the auspices of the Nursing Home Administrator 

(NHA). 

SNF Patients  

The population of interest in this QI project was geriatric patients 65 years and older and 

recently admitted to the SNF (i.e., within 30 days). They came from a prior hospital stay 

regardless of primary admission diagnosis. Patients with a Do Not Resuscitate (DNR) order were 

excluded from the study because the RRT may implement interventions that might require 

resuscitation. Patients not on a Medicare-approved stay were also not included in the study 

because they do not affect the CMS's reported hospital readmission metric on the Nursing Home 

Compare website.  

With the initiative's implementation in the facility, frontline nurses and RRT members, 

all of whom work at the SNF, were also of interest to the project. The direct-care nurses were 

responsible for completing the NEWS2 tool as part of their ongoing assessment of skilled 

patients (those admitted within 30 days to the facility from a prior hospital stay). As nurses 

complete the NEWS2 tool routinely, a score of 5 or greater is required to activate the RRT. The 

frequency of monitoring is increased in patients experiencing further physiological decline and 

deterioration. Meanwhile, the RRT conducted daily rounds on all skilled patients. RRT members 

reviewed the NEWS2 tool, recognized any changes from baseline, coordinated with the primary 

provider for appropriate intervention(s) to address the physiological decline or deterioration, and 

recommended transferring patients back to the hospital. The RRT also documented patients' 
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progress during their stay and provided an evaluation of outcomes and opportunities for 

improvement as part of the facility's monthly review of all its QI activities. 

Nurses 

All staff nurses from all shifts tasked to care for skilled patients in the facility (n=52) 

were eligible to participate in the project. The facility required the participation of these RNs and 

LPNs. Their attendance during the training and education sessions for the initiative was also 

required. The facility does not employ agency staff nurses.  

RRT Members 

The RRT was led by the DON, supported by the clinical leadership (e.g., nurse managers, 

nurse supervisors), CNA lead, and therapy services (e.g., respiratory therapists). In addition, the 

RRT was under the auspices of the facility's medical director or designee, who was on call 24/7 

for any patient-related issues or concerns. The RRT members were assigned to sub-groups with 

corresponding scheduled times of operations (e.g., the day shift sub-group operating from 7 am 

to 7 pm and the night shift sub-group from 7 pm to 7 am). Each sub-group, comprising at least 

three clinicians with varying qualifications, had a designated leader. Each team member's roles 

and responsibilities were delineated; the RRT had tasks defined for them to accomplish. In 

addition, the facility had mandated their attendance during the training and education sessions 

offered to RRT members. 

Currently employed RNs working throughout the day and in all shifts were utilized to 

lead the initiative and oversee other staff members (e.g., LPNs, and nursing assistants) in the 

SNF’s operationalization of the RRT. For both nurses and RRT members, no monetary 

compensation was offered. The staff members' involvement in the initiative's activities was 

required, but their participation was not a stipulation of employment nor a guarantee of receiving 
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any benefit. The incentive to be part of the initiative included the potential to reduce hospital 

readmission and improve patient outcomes.   

Instrumentation 

NEWS2 Tool 

The NEWS tool standardizes the recording, scoring, and responding to alterations in 

commonly measured physiological parameters (e.g., respiration rate, oxygen saturation, systolic 

blood pressure, pulse rate, level of consciousness, and temperature) in patients who are acutely 

ill (RCP, 2017). It was released in 2012 by the Royal College of Physicians (RCP). Its new 

iteration, dubbed NEWS2 and released in 2017, NEWS2 incorporates the identification of sepsis, 

alternative oxygen targets in people with chronic lung disease, and delirium onset (RCP, 2017). 

In a study to determine the NEWS's validity and reliability, Smith et al. (2013) found it to be as 

good at discerning the risk of severe physiological decline as the best existing systems. At the 

recommended trigger level for a critical clinical response (i.e., a NEW score of 5 or more), the 

NEWS was also found to be more sensitive and specific than most existing systems (Smith et al., 

2013). Several studies have appraised the validity and reliability of the NEWS2 tool. The Royal 

College of Physicians (2012), in their official publication launching the NEWS2 tool, 

enumerated various studies and systematic reviews of the validity and performance of NEWS in 

hospital and non-acute settings. In the non-acute environment, the NEWS2 tool was determined 

to have facilitated earlier recognition of deteriorating patients and more appropriate levels of care 

(RCP, 2012). See Appendix D, E, F. 

A printed copy of the NEWS2 tool was placed in a designated area inside the patient's 

room for each admitted to the SNF within 30 days of a prior hospital stay. The tool was 

completed by the patient's primary nurse per shift (at the very least) or more often if indicated 
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(i.e., for a NEW score of 5 or greater). The tool remained in the patient's room and was updated 

and reviewed regularly by the clinical team during their regular shift reporting and the RRT 

during their caseload rounding. Any decline or deterioration of the patient's NEW score (5 or 

greater) immediately warranted an RRT activation. In addition, the RRT used the tool to report 

and coordinate with the patient's primary provider or physician for any interventions (i.e., 

medication regimens, treatments, and/or transfer back to the hospital). 

RRT Log 

As the RRT conducted its regular rounding, any interactions with patients and 

interventions provided to them were documented in the RRT log. The function of this tool is to 

gather data for every patient encounter, which would also be used to track/trend patterns about 

the initiative. The log containing detailed notes by the RRT was also employed to evaluate the 

project for future improvement recommendations. Appendix H shows the RRT log.  

Chart Audit Tool 

The project lead created this tool to record compliance using the NEWS2 tool and RRT 

log in the QI intervention process. Compliance was evaluated by analyzing the information 

collected through the chart audit. The project lead rated the accurateness or correct application of 

the NEWS2 tool and RRT log as a) Completely/Correctly Documented, b) Incomplete/Partially 

Applied with Missing Items, c) Incorrectly Applied, or d) Not Applied. Gathered data on the 

Chart Audit Tool was aggregated to either Completed or Not Completed to make their reporting 

easier. Appraising the use of the tools measured staff competence and/or compliance in the 

correct application of the tools used for this QI project. Appendix I shows the Chart Audit Tool.  
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Hospital Readmission Measure 

Using the CMS's Nursing Home Compare website, the SNF's current hospital 

readmission measure was obtained as the baseline metric (pre-implementation). After 

implementing the initiative, the hospital readmission measure at that time was used to compare 

the effect of the change effort. Data used by the CMS to update the Nursing Home Compare 

website comes from the routine Minimum Data Set (MDS) submitted by the facility. In the 

absence of a more recent update to the Nursing Home Compare website's hospital readmission 

metric for the facility post-implementation, the most current and CMS-accepted MDS 

submission was used to determine the metric. The MDS-generated hospital readmission measure 

should be the same metric reflected on the website once the CMS updates the data. Any risk 

adjustments applied to the data were considered for both the pre-and post-implementation 

metrics. The goal of the initiative is to compare like-for-like data. 

Educational Plan 

Staff training on the RRT's purpose, use, and implementation in the facility was delivered 

in four sessions, covering all four weekdays and weekend shifts, as detailed in the project 

implementation timeline. Appendix J shows the project implementation timeline. The training of 

licensed nursing staff focused on the following topics: the basic concepts of managing hospital 

readmissions; the need for early identification of decline and deterioration, especially for higher 

acuity patients; and the use of the NEWS2 tool and its incorporation into the daily care 

processes, including when and how to activate the RRT. Meanwhile, the RRT members' training 

was delivered in two sessions and focused on team composition and dynamics, the roles and 

responsibilities of each member, and the team's tasks. Appendix K shows the RRT policy and 
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procedures for the SNF, which delineates all aspects of the initiative and its implementation in 

the facility. Appendix N shows the educational materials for training staff about the initiative. 

Data Collection 

At the start of the project's implementation, the pre-intervention hospital readmission 

metric for the facility was retrieved from the CMS's Nursing Home Compare website. This 

metric was verified against the actual CMS-accepted MDS submission by the facility for the 

same period reported on the website. Therefore, the website's reported metric and the MDS data 

should match. When staff training was completed, and the RRT initiative started, the review and 

audit of patient charts commenced, lasting eight weeks of implementation. The audit aims to 

measure staff compliance and track/trend patterns used to evaluate and optimize the QI initiative. 

The NEWS2 tool and RRT log were in paper format for the pilot. Plans to adapt them 

into an electronic version embedded in the facility's electronic health record system (i.e., 

PointClickCare®) will be rolled out when more facilities participate in the initiative. The Chart 

Audit Tool was also in paper format. Access to the electronic health records, including the 

patients' MDS records, was provided to the project lead by the facility's administrator as part of 

the overall permission to perform the QI initiative. See Appendix S for the site approval by 

Melbourne Terrace Rehabilitation Center’s (MTRC) Administrator.  

Post-intervention data included the aggregated results from the NEWS2 tool, RRT log, 

and Chart Audit Tool. In addition, as recorded in the MDS, patient transfers back to the hospital 

were also used to track and trend hospital readmissions. In the event that the CMS has not 

updated the Nursing Home Compare with the facility's most recent hospital readmission metric, 

the latest eight-week MDS submission will be used to determine the post-intervention measure. 

Any risk adjustments that were applied to the CMS Nursing Home Compare metric must be 
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readjusted to remove the risk factors included in the calculation since the MDS submission does 

not include such risk adjustments. Doing this will ensure both metrics are non-risk adjusted; 

therefore, they can be compared on a like-for-like basis. 

Data Analysis Methods 

The analysis of collected and compiled data will determine if implementing an RRT in 

the SNF reduces the facility's hospital readmission measure. Two areas were measured in the 

data analysis concerning the project objectives. The data collected via chart audit over the eight-

week implementation period were analyzed to determine nurses' and RRT members' compliance 

with the NEWS2 tool and the RRT log. The NEWS2 compliance rates included the times of 

completion (e.g., day and night shifts), days of the week (e.g., weekdays and weekends), and the 

nurses completing them (e.g., RNs and LPNs). They were aggregated by the facility’s units. 

On the other hand, the RRT Log compliance rates included the proactive roundings 

completed during the day and night shifts and weekdays and weekends, considering the number 

of RRT activation, prevented return-to-hospital (RTH), and unplanned RTH. They were 

aggregated weekly during the project’s implementation. A descriptive statistic (using 

percentages) with a confidence interval of 95% was used for analysis.   

Meanwhile, Fisher's exact test was employed to analyze the changes in the hospital 

readmission metric, comparing the pre-intervention and post-intervention data. Fisher's exact test 

will analyze whether the hospital readmission metric would be the same before and after the 

intervention's implementation. While Fisher's exact test is practically applied only in analyzing 

small samples, it is valid for all sample sizes or n less than 1,000 (Connelly, 2016; Kim, 2017). 

In conducting Fisher's exact test, the assumption of independence is that the null hypothesis is 

true, within the confines of the probability rules for possible outcomes, that there would be no 
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difference between the pre-and post-intervention hospital readmission measure (Connelly, 2016; 

Kim, 2017). The null hypothesis will be rejected for this project if the hospital readmission 

measure before and after the intervention's implementation is not the same, as indicated by the p-

value of less than 0.05. The probability value of a test will determine if the variation is 

significant, meaning the probability of the variation was greater than chance (Connelly, 2016; 

Kim, 2017). 

Data Management Methods 

The data management plan involved wide-ranging actions safeguarding participants' 

information and data. The project team made every effort to keep all collected data confidential. 

The facility's electronic health record system, PointClickCare®, uses HIPAA-compliant 

encryption and security (PointClickCare, 2022). Only authorized users were given access to the 

system. Each authorized user was provided with unique login information. Any personal 

information of study participants was never sold, and every effort was made to preserve their 

confidentiality and privacy. The computer used to store any data was password-protected with an 

alphanumeric passcode that only the project lead knew. 

After compiling data from the NEWS2 tool and RRT log, they were appended to the 

patient's chart as part of the patient's record. After using the Chart Audit tool to track/trend 

patterns about the initiative, results were shared with the facility's QI team during its monthly 

quality assurance/performance improvement (QAPI) meeting. The tool was kept in the facility's 

QAPI binder for future reference. The data collected and analyzed by the project lead will be 

retained for three years after the project's conclusion. Following the three-year holding period, all 

data pertaining to the project will be digitally shredded by deleting it from the computer system 

and the recycle bin. 
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Ethical Considerations 

This DNP project, a quality improvement (QI) initiative, implemented an RRT in a SNF 

and aimed at reducing hospital readmissions. No patient identifiers were involved and collected, 

and variables were coded (when applicable) to preserve confidentiality while reviewing patients' 

charts. The project lead maintained the privacy of patient records (i.e., paper format, electronic 

format) with the utmost care. No patient names and/or staff names were included in the review 

process. No compensation was provided to patients and/or staff for participating in this study.  

This project was submitted to Aspen University’s Institutional Review Board (IRB) 

Committee. Since it only deals with data gathered during routine physical examinations (i.e., 

vital signs, signs, and symptoms), the project falls under the exempted-from-full-review 

category, which is in line with guidelines set forth by the Office for Human Research Protections 

(2021). IRB approval was obtained before its implementation at the project site. While the 

NEWS2 tool and RRT log contained patient information, those were not explicitly used for the 

study. No identifiable patient information was used when data were compiled in the Chart Audit 

Log, which only reviewed the Room # and Admission Date of those included in the chart 

audit/review. These were addressed in the IRB application. Additionally, the project lead 

completed the Collaborative IRB Training Initiative (CITI) curriculum entitled Biomedical Data 

Researchers (Appendix O), Social, Behavioral, and Education Sciences (Appendix P), and 

Information Privacy Security (Appendix Q). The IRB approval letter is included in Appendix R. 

The study should present none to minimal risk to participants. The probability of the 

magnitude of harm or discomfort anticipated during this project will not be greater than any 

ordinarily encountered in daily life (Office for Human Research Protections, 2021). It does not 

provide any experimental treatment nor expose anyone as part of the study to any physical or 
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psychological harm (Office for Human Research Protections, 2021). Upon admission to the 

facility, patients will have signed consent. The consent contains verbiage acknowledging that the 

patient may be subject to scientific study or research during their stay at the facility. The patient's 

participation is voluntary. At any given time, the patient or their representative (e.g., healthcare 

power of attorney) may rescind their involvement in all studies or research being conducted in 

the facility.  

Conclusion 

Implementing an RRT in a SNF will measure its effect on the facility's hospital 

readmission metric. The design, implementation, and analysis were guided by Kotter's Eight-

Stage Model and the Quality Improvement (QI), including the Define-Measure-Analyze-

Improve-Control QI Model. While Kotter's model supports the initiative's macro-level 

implementation in the SNF, QI's systematic, ongoing approach to finding solutions to problems 

in healthcare, enhancing care provision, and delivering improved patient outcomes directed the 

micro-level implementation details. 

The planning process outlined each step in the project. The setting was a 170-bed SNF in 

Florida, investigating whether implementing an RRT reduces hospital readmissions. Geriatric 

patients (65 years and older) admitted to the facility within 30 days of a prior hospital stay were 

included in the study; frontline nurses and designated members of the RRT were also critical in 

the initiative's implementation. The nurses and RRT members were provided training and 

education about the project, including their roles and responsibilities. The NEWS2 tool was 

completed by the nurses routinely; a NEW score of 5 or more was the mechanism to alert the 

RRT.  
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Meanwhile, the RRT rounded patients regularly, documenting any interactions with 

patients and interventions provided in the RRT log. Compliance with these tools was determined 

using the chart audit tool. The hospital readmission measure from the CMS's Nursing Home 

Compare website and/or the facility's MDS submissions was used as the pre-and post-

intervention metric. The staff's compliance with the tools was analyzed using a descriptive 

statistical method. Comparing the pre-and post-intervention hospital readmission measure was 

analyzed using Fisher's exact test. 

The project team made every effort to minimize the risk to participants. The following 

activities were undertaken to ensure any risk to participants was mitigated: IRB submission, 

review, and approval before the project’s implementation; the use of HIPAA-compliant 

encryption and security for the use of the facility's electronic health record system; preservation 

of confidentiality and privacy of participants' information; and the use of password-protected 

passcode for any computers in use. 
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Chapter 4:  Results and Discussion of Findings 

As skilled nursing facilities (SNFs) face regulatory changes spurred by the recent CMS' 

quality-focused thrust and value-driven reimbursement model, coupled with the influx of higher 

acuity patients, they must enact strategies to maintain or improve outcomes. As a result, a 

delicate balance of caring for sicker patients while managing their conditions appropriately and 

timely without any unplanned rehospitalizations exists within SNFs. Through a review of the 

literature, implementing a rapid response team (RRT) in a SNF was indicated to be a way to 

address these unplanned patient transfers to the hospital. Thus, the project's implementation aims 

to determine whether it would improve the facility's hospital readmission measure. 

The project's design, implementation, and analysis were guided by Kotter's Eight-Stage 

Model of Change Process and Quality Improvement (QI), including the Define-Measure-

Analyze-Improve-Control QI Model. While Kotter's model supported the initiative's macro-level 

implementation in the SNF, QI's systematic, ongoing approach to finding solutions to problems 

in healthcare, enhancing care provision, and delivering improved patient outcomes directed the 

micro-level implementation details.  

This chapter will discuss the results of the project's implementation, starting with a 

detailed description of how Kotter's Eight-Stage Model of Change Process was used at 

Melbourne Terrace Rehabilitation Center (MTRC). Then, it will provide detailed information 

about the project's results and findings, explaining the data collected, how they were analyzed, 

and how the results inform and relate to the project's purpose. 

Applying Kotter's Framework 

Kotter's Eight Stage Model of Change Process, as described by John Kotter (2012), is a 

well-known theoretical framework used to transform organizations (Harrison et al., 2021). In 
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addition, many have regarded Kotter's work as one of the leading models for successfully 

implementing organizational change because the plan can be quickly executed to manage, 

implement, and evaluate change (Campbell, 2020; Harrison et al., 2021). Therefore, this model 

was utilized as the template for MTRC's transformational change effort with the RRT 

implementation. 

Stage 1: Establishing a Sense of Urgency 

In Kotter's Model, the first stage is to create a sense of urgency among managers and 

employees, a cognizance of the need for the organization to change as it faces new regulatory 

challenges to improve patient outcomes. Not creating this sense of urgency, as pointed out by 

Kotter (2012), may be considered the most significant mistake to be made when attempting to 

effect change in organizations. Everyone involved needs to have that heightened awareness, 

letting them understand why the change is necessary. Without everyone's full cooperation, 

sustaining its continuity would be hard, and even more, to accomplish enduring change. 

Meanwhile, complacency – having a mindset that things are good enough, thus no change 

is required, and the status quo is working just fine – has been identified as one of the barriers to 

establishing a sense of urgency in any change initiative (Kotter. 2012). To combat complacency, 

MTRC conducts projects year-round to stimulate employee and management participation in 

essential issues at the facility. Including everyone in any effort for change makes employees 

more invested in whatever initiative the organization undertakes and more involved in ensuring 

positive outcomes are realized (Kotter, 2012). 

Looking at the latest CMS Nursing Home Compare (2022) data for MTRC's percentage 

of short-stay residents re-hospitalized after a nursing home admission, the facility's risk-adjusted 

measure is at 25.1%, higher than the national average of 22.1% but slightly better than the 
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Florida average of 25.2%. This data is for the reporting period of April 1, 2021, to March 31, 

2022. Appendix T shows a screenshot of MTRC's most recent hospital readmission metric. The 

current metric is higher than CMS' mean risk-standardized SNFs readmission rate of 19.42% 

(Baker et al., 2019). MTRC's current readmission rate ranges from 22% to 25%, a decline from 

17% to 19% in previous years (E. Heaton, personal communication, September 1, 2022). 

Lagging in this measure means MTRC could miss 1.6% in reimbursement incentives and get 

penalized by up to 2%. If not addressed, the facility risks losing reimbursement money.  

Stage 2: Creating the Guiding Coalition 

The second stage in Kotter's model entails forming a group that has ample power and 

clout to lead the change, with the necessary reputation and connections to afford leadership to the 

change efforts and inspire stakeholders (Kotter, 2012). The guiding coalition for the 

improvement initiative was evident at MTRC. Emboldened by the need to address head-on the 

issue of worsening hospital readmission, various ideas were recommended to the top honchos of 

the organization (i.e., Jeff Cleveland, President and CEO, Geoff Fraser, COO, and Eleanor 

Heaton, Vice President for Clinical Services). One such innovative solution presented by the 

project lead was implementing a rapid response team (RRT). After discussing the details of the 

proposed quality improvement initiative with MTRC's administrative and nursing management 

team (i.e., Tina Cone, Administrator, and Ashleigh Hinman, Director of Nursing), everyone 

agreed to move forward with its implementation at the facility. The project's guiding coalition 

comprises the President/CEO, COO, VP, Administrator, DON, and project lead. 

Stage 3: Developing a Vision and Strategy 

In Kotter's Model, the third stage involves creating a vision to direct the initiative and 

develop effective strategies to help the organization achieve it (Kotter, 2012). According to 
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Kotter (2012), a good vision provides three primary purposes: (a) to clarify the general direction 

for change by incorporating compelling reasons why the change has to occur; (b) to motivate 

individuals to take action (although often painful) moving into the right direction by removing 

barriers to natural reluctance for the change; and (c) to coordinate actions of individuals towards 

the successful completion of the change initiative. Empowered by the realization of a vision's 

importance in any change initiative, the guiding coalition looked at the evidence for the initiative 

(i.e., literature review and best practices) and used them to develop the vision.  

Vision for the Initiative 

The vision for the initiative was created – a starting point for inspiring action and 

clarifying the initiative's purpose while giving stakeholders a reason to contribute to its success. 

The vision at Melbourne Terrace Health Care (MTRC) is to improve outcomes and the lives of 

patients entrusted to our care through clinical excellence and extraordinary service offered in an 

atmosphere of compassion, hospitality, and respect. This initiative will be demonstrated and 

measured by a decrease of at least 10% in hospital readmission rates every quarter for the fiscal 

year 2022-2023 until the hospital readmission rate for the facility is 18% or lower. 

Stage 4: Communicating the Change Vision 

The fourth stage in Kotter's model entails effectively conveying the vision and strategies 

that energize every organizational stakeholder to accept, buy-in, and support the change initiative 

(Kotter, 2012). The goal here is to inspire everyone to believe that the intended change is 

possible, with its resulting benefits aligned with the organization and every stakeholder's 

interests, thereby catapulting them into action to ensure its success (Kotter, 2012).  

At MTRC, communication is heavily employed, and its tenets are entrenched in the 

organization's daily routines. Therefore, conveying the vision and strategies to everyone would 
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involve incorporating them into existing messaging systems and communication platforms. For 

instance, to communicate the initiative, the following available media were employed: 

newsletter, learning boards, care dashboard, instant messaging/email blasts, live/pre-taped 

sessions, and fireside chats/town hall meetings with executives and leaders. For the nursing staff, 

communicating the vision and strategies was incorporated during individual coaching, 

mentoring, walking rounds/group huddles, and all-staff meetings. In addition, they were 

embedded as part of orientation, mandatory in-service, and in-person, online, or simulation 

classes. 

Specific to training the clinical staff before the project's launch, educational sessions for 

the nurses and the RRT members were conducted, covering hospital readmissions and 

implementing a rapid response team (RRT) at the facility as a quality improvement initiative to 

help improve the metric. The training for nurses included how to use the NEWS2 tool and 

mechanism to activate the RRT; for the RRT members, how to conduct the rounds and use the 

RRT log. The educational sessions covered all shifts, including weekdays and weekends, to 

provide the most coverage for staff needing the in-service.  

Stage 5: Empowering Employees for Broad-Based Action 

In Kotter's Model, the fifth stage involves the implementation phase of the change 

initiative, which ran for eight weeks at MTRC. Included in the project's implementation: the 

NEWS2 tools were furnished to all skilled patients in the facility. The NEWS2 observation tool 

was placed inside patient rooms and completed by nurses during their regular and routine 

assessment/evaluation of patients. The RRT members also conducted regular roundings of 

patients. The RRT recorded their observations and/or data on the RRT log. For anything outside 

of normal parameters for the NEWS2 tool, the nurses were expected to trigger the RRT. At this 
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point, the RRT provided the necessary collaboration (with providers) and interventions to assist 

the patient. Again, the RRT recorded the proceedings on the RRT log.  

As with any change implementation, there may be obstacles in structures, skills, systems, 

and supervisors that could stall or stifle the change effort (Kotter, 2012). Therefore, it is 

paramount to determine any barriers and make every effort to remove them, aiming to empower 

stakeholders to effect change (Kotter, 2012). An analysis of the organization's structures, 

systems, and culture assisted in determining whether potential obstacles exist and finding ways 

to remove them. The analysis utilized Kotter's concept of a 21st-century organization (Kotter, 

2012), specifically in the areas of structure (autonomy and control), systems (innovation and 

training), and culture (empowerment and risk-taking). 

Autonomy and Control 

While providing guidance and support, the guiding coalition allows the facility managers, 

supervisors, and frontline staff autonomy and control of its operation provided that policies and 

procedures (including regulations) are followed and met. With the guiding coalition at the helm 

leading the change effort and the vision and strategies consistently and adequately communicated 

to every stakeholder in the facility, the implementation proceeded without any issues. Facility 

leaders were expected to deal with individuals not supportive or resisters of the change effort – 

ideally, to win them over. 

Innovation and Training 

MTRC is a huge proponent of utilizing evidence-based and best-practice approaches to 

improve outcomes through clinical excellence and extraordinary services offered to its patients. 

This mantra is embedded in the organization's mission and vision statements and weaved into the 

organization's various systems and processes. Specific to this initiative, continuous education and 
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training was offered to the RRT members and the frontline staff to hone their knowledge and 

skills in assessing and evaluating high-risk patients for hospital readmission.  

Empowerment and Risk Taking 

Entrenched in MTRC's culture is the value of empowerment. On any given day, input and 

feedback from the frontline staff go up for the leadership team to incorporate into the decision-

making process. The company gathers feedback by employing employees' automated and 

ongoing online surveys. In addition, fireside chats and town hall meetings with corporate and 

facility leadership – the guiding coalition – were routinely done. Engagement by staff in these 

various fora is usually high, and healthy discussion of topics leads to tangible and concrete 

results. The organization also values and rewards risk-taking. As a result, empowered clinicians 

were expected to develop innovative ideas to improve their daily routines.   

Stage 6: Generating Short-Term Wins 

The sixth stage in Kotter's model entails generating short-term wins for the change effort. 

Those short-term wins, while helping to showcase the practicability of the initiative and aiding in 

building its momentum, should be palpably evident across the organization, specifically 

successful and linked to the change effort (Kotter, 2012). So, the critical question is: How can 

the organization generate these short-term wins? 

For MTRC, presenting metrics during fireside chats and town hall meetings and 

showcasing success stories of the initiative's implementation to everyone were ways to generate 

short-term wins. Message boards and care dashboards highlighting improvements from the 

previous week/month to the current week/month should raise awareness of the initiative's impact 

on patient outcomes. Including anecdotal snippets in the organization's newsletters and 
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incorporating case studies about the initiative in education and training programs would ensure 

that as many stakeholders know how it is improving patients' lives. 

Another approach that has been found to achieve higher levels of employee engagement 

and motivation is the application of gamification in the workplace. (Bonn et al., 2022; Mitchell et 

al., 2020).  Incentives or rewards for the employees, whether intrinsic or extrinsic, are essential 

aspects of the gamified design (Bonn et al., 2022; Mitchell et al., 2020). For example, to apply 

gamification at MTRC for this change effort, nursing units that have achieved the goal of 

decreasing hospital readmission rates by 10% per quarter (as established in the vision) will 

receive free food, snacks, or goodies for all employees. Meanwhile, gamification was 

implemented for the nursing staff with the highest compliance in completing the NEWS2 tool to 

receive incentives or rewards, such as a Starbucks gift card.   

Results from the change initiative – actual hospital readmission rates – are available 

instantaneously from the organization's electronic medical records system and updated by the 

CMS at least quarterly. With the quick turnaround in accessing and determining data, victories 

were celebrated sooner rather than later as goals were accomplished. This should keep the drive 

going for everyone in the facility to aid in encouraging stakeholders as they continue supporting 

and sustaining the initiative.  

The remaining two stages in Kotter's model will be discussed in detail in Chapter 5 under 

the subheading, Sustaining Change. 

Summary of Methods and Procedures 

The analysis of collected and compiled data was completed to determine if implementing 

an RRT in the SNF reduces the facility's hospital readmission measure. Two areas were 
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measured to gather pertinent data for use in the data analysis portion of the project, which would 

inform the project objectives: descriptive statistics and Fisher's exact test.  

First, the data collected via chart audit over the eight-week implementation period were 

utilized to determine the nurses' and RRT members' compliance with the NEWS2 tool and the 

RRT log. This entailed applying a statistical method for data analysis, using descriptive statistics 

(or percentages) with a confidence interval of 95%. The collected data were aggregated to 

provide better insights when doing the analysis. For instance, details about the NEWS2 tool 

compliance would include which nursing units, what time of day (e.g., day or night shifts), and 

what day of the week (e.g., weekdays or weekends) the tools were completed and who completed 

them (e.g., RNs or LPNs). Meanwhile, details about the RRT log compliance would include 

proactive roundings completed, RRT activations, prevented return-to-hospital (RTH), and 

unplanned RTH, aggregated weekly throughout the initiative's implementation.  

Second, Fisher's exact test was used to analyze the hospital readmission metric changes, 

comparing the pre-intervention and post-intervention data. Applying the test to the pre-and post-

intervention metrics would analyze whether statistical significance exists between the two 

variables: implementation of rapid response team (RRT) and hospital readmissions (return to 

hospital or RTH). While Fisher's exact test is practically applied only in analyzing small 

samples, it is valid for all sample sizes or n less than 1,000 (Connelly, 2016; Kim, 2017). The 

test's starting point is the null hypothesis: the probability of a patient getting rehospitalized 

(RTH) is the same whether RRT was implemented or not. 

In conducting the test, the assumption of independence is that the null hypothesis is true, 

within the confines of the probability rules for possible outcomes, and that there would be no 

difference between the pre-and post-intervention hospital readmission measure. The null 
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hypothesis will be rejected for this project if the hospital readmission measure before and after 

the intervention's implementation is not the same, as indicated by the p-value of less than 0.05. 

The probability value of a test will determine if the variation is significant, meaning the 

probability of the variation was greater than chance. 

Since the pre-intervention and post-intervention hospital readmission metrics came from 

the CMS Nursing Home Compare website and/or Minimum Data Set (MDS) submissions about 

the patients at the facility, other data points were collected, compiled, and analyzed. This would 

provide a better understanding of those included in the sample and for a more robust analysis. 

Those data points include the number of admissions, average daily census, and length of stay. 

Summary of Sample and Setting Characteristics 

The QI project was implemented at Melbourne Terrace Rehabilitation Center (MTRC), a 

Clear Choice Health Care (CCHC)-managed and operated skilled nursing facility located in 

Melbourne, Florida. MTRC has 170 CMS-approved beds with an average daily census of 160; 

65 beds are designated for long-term care patients, while 105 are for skilled nursing patients. The 

SNF's referral sources typically came from hospital systems in the city and surrounding areas. 

The facility currently employs 28 RNs, 52 LPNs, 126 CNAs, and 64 therapists; the rest are part 

of ancillary services (e.g., housekeeping, laundry, maintenance, dietary), administration, and 

management. The facility's nursing team is headed and led by the Director of Nursing (DON), 

while the facility is under the auspices of the Nursing Home Administrator (NHA). 

For the project, the primary population of interest was geriatric patients 65 years and 

older and recently admitted to the SNF (i.e., within 30 days). They came from a prior hospital 

stay regardless of primary admission diagnosis. Patients with a Do Not Resuscitate (DNR) order 

were excluded from the study because the RRT may implement interventions that might require 
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resuscitation. Patients not on a Medicare-approved stay were also not included in the study 

because they do not affect the CMS's reported hospital readmission metric on the Nursing Home 

Compare website. For the QI initiative's implementation period, 151 admissions met the criteria 

and were included as the study's sample. The facility's average daily census was 102 SNF 

patients with 31.68 length-of-stay (LOS) days.  

The initiative's implementation in the facility required the participation of nurses (RNs 

and LPNs) and RRT members. They were the secondary population for the QI project. The 

nurses were responsible for completing the NEWS2 observation tool and activating the RRT for 

any patient's physiological decline or deterioration. Meanwhile, the RRT members were tasked 

to conduct proactive daily rounds on all skilled patients, coordinate with the interdisciplinary 

team to provide appropriate intervention(s) addressing the underlying issue, and/or recommend 

patient transfers to the hospital. 

Full-time and part-time staff nurses (n=52), which include RNs (n=18) and LPNs (n=34), 

tasked to care for skilled patients in the facility, participated in the project's implementation. The 

RRT was led by the DON and supported by the clinical leadership (e.g., nurse managers, nurse 

supervisors), CNA lead, and therapy services (e.g., respiratory therapists). The RRT worked 

under the supervision of the facility's medical director or designee, who was on call 24/7 for any 

patient-related issues or concerns. 

Results and Interpretation 

Two areas were measured to answer the project objectives. First, the data collected via 

chart audit over the eight-week implementation period were to determine nurses' and RRT 

members' compliance with the NEWS2 tool and the RRT log. A descriptive statistic (using 

percentages) with a confidence interval of 95% was the statistical method used for the analysis. 
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Table 1 shows the NEWS2 Tool compliance results. They were aggregated according to 

facility units, compliance rates for the shift and times (i.e., days and nights), days (i.e., weekdays 

and weekends), and nurses (i.e., RNs and LPNs). Looking at the overall trend of the results, the 

facility units that did well throughout the project's implementation were West 800 and South 

900. When shifts and times were considered, days had better compliance rates compared to 

nights. The average difference between days (89%) and nights (81%) was 8%. When days of the 

week were considered, weekdays had better compliance rates compared to weekends. The 

average difference between weekdays (89%) and weekends (80%) was 9%. Lastly, when 

comparing RNs and LPNs compliance rates, RNs were compliant 89% of the time, while LPNs 

were compliant 80%; the average difference between the two was 9%. 

The next two tables show the RRT Log compliance results. They were aggregated weekly 

for the project implementation's duration and were further broken down to determine day/night 

shift (Table 2) and weekdays/weekends (Table 3) compliance. The table considers the 

compliance rate for proactive roundings completed and the number of RRT activations, 

prevented return-to-hospital (RTH), and unplanned RTH. By looking at both tables, it can be 

observed that the RRT proactive roundings are being completed more often as the 

implementation progresses week after week. For the proactive roundings, there is also a notable 

difference between day (95%) vs. night (85%) shifts and weekdays (93%) vs. weekends (86%) - 

10%, and 7%, respectively. A total of 38 RRT activations were called, primarily happening 

during the day shift and on weekdays. Nonetheless, as the weeks progressed, the night shift and 

weekends became more involved.  

From these RRT activations, six patients were prevented from returning to the hospital 

after the early detection of their physiological deterioration and decline, and the early application 
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of interventions and strategies kept them in-house. A total of 27 unplanned RTH occurred during 

the implementation period. There is an observable upward trend in prevented RTH and a 

downward trend in unplanned RTH as the weeks progressed. Day shifts and weekdays had better 

outcomes (i.e., prevented RTH and unplanned RTH) than their counterparts.  

Meanwhile, the second measured area uses Fisher's exact test to analyze the change in the 

hospital readmission metric, comparing the pre-intervention and post-intervention data. The test's 

starting point is the null hypothesis: the probability of a patient getting rehospitalized (RTH) is 

the same whether RRT was implemented or not. The alternative hypothesis assumes that the 

RRT implementation at MTRC would reduce the hospital readmission measure. The null 

hypothesis will be rejected for this project if the hospital readmission measure before and after 

the intervention's implementation is not the same, as indicated by the p-value of less than 0.05. 

The probability value of a test will determine if the variation is significant, meaning the 

probability of the variation was greater than chance. 

A 2x2 contingency table was used to determine statistical significance in setting up 

Fisher's exact test (see Table 4). The data on two variables (i.e., RRT Implementation and Return 

to Hospital), each of which is measured as a dichotomy (e.g., Yes and No), were collected and 

compiled for both the pre-and post-implementation period. Specifically, for the pre-

implementation 12-month period from April  1, 2021, to March 31, 2022, 835 patients met the 

inclusion criteria, 195 of whom were rehospitalized, and the remaining 640 were not. This 

translated to a non-risk-adjusted hospital readmission measure of 23.35%. For the eight-week 

post-implementation period from September 12, 2022, to November 6, 2022, 151 patients met 

the inclusion criteria, 27 of whom were rehospitalized, and the other 124 remained at the facility. 

This translated to a non-risk adjusted rehospitalization metric of 17.88%.  
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Table 5 provides context to the pre-and post-implementation data about the patients 

included in the sample. For instance, the total number of admissions meeting the inclusion 

criteria was 835 patients in the pre-implementation period compared to 151 patients in the post-

implementation period. In addition, the average daily census was 78 patients compared to 102 

patients, and the length of stay (LOS) was 31.24 days compared to 31.68 days for the pre-and 

post-implementation periods, respectively. 

Looking at the percentages before applying Fisher's exact test, there has been a noticeable 

decrease in the return-to-hospital (RTH). During the implementation process at the facility, the 

RTH metric trended downward. The data went into the hypothesized or expected direction (i.e., 

with the RRT implementation, the RTH would improve). The percentage change between the 

post-implementation versus the pre-implementation hospital readmission measure is a reduction 

of 23.43%. However, concluding that there is an association between the interventions (i.e., pre- 

or post-RRT implementation) and outcomes (i.e., resulted in RTH or did not result in RTH) can 

only be determined when the data is statistically significant (i.e., Fisher's exact test application). 

The sample size of n = 986 includes patients in both pre- (n=835) and post-

implementation (n=151) periods. This sample size, which is less than 1,000, is considered a 

small sample, and thus, Fisher's exact test is applicable and appropriate in analyzing the data and 

their statistical significance (Connelly, 2016; Kim, 2017). In calculating Fisher's exact test, the 

data were entered into and analyzed by IBM's Statistical Package for Social Sciences (SPSS).  

Table 6 shows the Case Processing Summary from SPSS, showing the crosstabulation of 

the cause variable or independent variable (i.e., RRT Implementation) in the columns and the 

effect variable or dependent variable (i.e., RTH) in the rows. This mirrors what is shown in Table 

4. While SPSS shows other computed values, as earlier noted, Fisher's exact test is most 
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applicable and appropriate to analyze the data for this study. There are two p-values presented 

for Fisher's exact test. Because there is reason to believe a relationship exists between the RRT 

implementation and the hospital admission measure, as evidenced in the literature review, the 

two-sided Fisher's exact test of independence was used to compare the pre-and post-

implementation data.  

The computed p-value for the data is 0.168, which is greater than 0.05. Because the p-

value is not less than 0.05, the association between the variables is considered to be not 

statistically significant. Therefore, the study did not find a relationship between the RRT 

implementation and the hospital readmission measure despite the observable trend that the RTH 

metric decreased as the RRT was being implemented at the facility. Based on the result, the null 

hypothesis would not be rejected for this project, meaning the probability of the variation, with a 

p-value greater than 0.05, may be attributable to chance. 

While the result did not categorically establish the association between the initiative's 

implementation and the expected outcome, the noticeable downward trend in hospital 

readmissions as the RRT was implemented could bode well for future endeavors. Ranganathan et 

al. (2015) argued that statistical significance heavily depends on a study's sample size. With this 

in mind, future implementations may benefit from expanding the sample size to determine 

statistical significance. Strategies that could increase the sample size include extending the time 

frame of the implementation and recruiting more SNFs to be part of the study.  

Implications for Nursing Practice 

In pursuit of implementing novel programs that enhance the health status of the 

population served, this QI initiative aimed to address hospital readmissions of SNF patients by 

translating evidence into practice (LoBiondo-Wood & Haber, 2018). Through a literature review 
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completed to support the project's thrusts, implementing a rapid response team (RRT) in a SNF 

was hypothesized to mitigate unnecessary patient rehospitalization, especially for those whose 

changes in condition can be managed and treated in-house. However, while the literature is 

replete with research on implementing RRTs in the hospital or acute settings, sparse research 

exists examining its effect on SNFs, and no research exists examining its impact on a SNF's 

hospital readmission measure. Therefore, the project's implementation at MTRC applied the 

RRT into a SNF setting and determined whether its implementation affected the SNF's return-to-

hospital metric. 

The project's implications are multi-faceted, including its contribution to a) the nursing 

profession, b) the project site, and c) the improvement of patients' outcomes. For the nursing 

profession, the project is a testament to the growing applications of nursing scholarship into 

actual practice in a healthcare setting (Armstrong & Sables-Baus, 2019). Nursing services are 

improved as new knowledge and innovation are produced through the collaboration of nursing 

academics and practitioners and applications of evidence-based and best-practice research 

(Armstrong & Sables-Baus, 2019). The synthesis of knowledge from research and the 

dissemination of outcomes drives further advancement in the field, generating interest for the 

next generation of scholars in the nursing profession (Armstrong & Sables-Baus, 2019).     

The project's implementation at MTRC has produced desirable effects that could benefit 

the facility in the short and long run. With Kotter's Model fully and effectively operational, the 

facility can use its systems, structures, and processes to continue with this initiative and/or utilize 

them for future QI endeavors. For example, the short-term wins generated by this project can be 

utilized as the foundation for anchoring the culture of change and continuous improvement at the 

facility. Meanwhile, as a QI initiative, there is an expectation to continuously evaluate and 
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expand upon the project. Examples of future projects or project expansions emanating from this 

project are discussed in Chapter 5. 

Meanwhile, as SNFs face pressures to remain financially viable, this project has shown 

that the RRT's implementation at MTRC has produced a noticeable, although not statistically 

significant, decrease in hospital readmissions. For instance, the percent change between the post-

implementation non-risk-adjusted rate of 17.88% and the pre-implementation non-risk-adjusted 

rate of 23.35% is 23.43%. This is important because the project's vision set its goal to decrease 

the hospital readmission rates by at least 10% every quarter for the fiscal year 2022-2023 until 

the hospital readmission rate for the facility is 18% or lower. For the eight-week implementation 

period, the initiative has achieved both. The hospital readmission rate has decreased by more 

than 10%, and it has fallen below 18% already. With this metric lower than CMS' target rate of 

19.42%, the facility could receive an additional 1.6% reimbursement incentive, boosting the 

facility's finances. 

Lastly, the project helps find solutions to improve patient outcomes. Because unplanned 

patient transfers to higher acuity units were found to have resulted in worse outcomes, hospitals 

have long established and implemented rapid response teams (RRTs) to prevent such transfers 

(Kollef et al., 2017). RRTs were associated with improved quality of care in patients 

experiencing unplanned physiologic deterioration or emergent medical deconditioning (Jones et 

al., 2016; Lee et al., 2022; Stolldorf, 2017).  

While the RRTs, as supported in the literature, were primarily implemented in acute care 

settings, as patients are discharged sooner from the hospital to SNFs, the applicability of RRTs 

may be extended in SNFs to reduce hospital readmissions (Ouslander, Engstrom, et al., 2018; 

Ouslander, Naharci, et al., 2016). For instance, other patient-outcome-driven initiatives 
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emanating from hospitals have been successfully implemented in SNFs (Gardner et al., 2020). 

Therefore, this project extends the RRT implementation into SNFs to help improve patient 

outcomes, especially the hospital readmission measure.  

Conclusion 

The RRT implementation at Melbourne Terrace Rehabilitation Center (MTRC) aimed to 

determine whether it would improve the facility's hospital readmission measure. Improving this 

patient outcome was deemed necessary because of regulatory changes spurred by the recent 

CMS' quality-focused thrust and value-driven reimbursement model and the influx of higher 

acuity patients in SNFs. Since RRTs have been proven in acute care settings, as supported in the 

literature, to manage patients' conditions appropriately and timely without any unplanned 

rehospitalizations, adopting this approach in a SNF was also assumed to do the same for its 

patients. 

The initiative's implementation, spanning eight weeks, was guided by Kotter's Eight-

Stage Model of Change Process and Quality Improvement (QI): Stage 1: Establishing a sense of 

urgency; Stage 2: Creating the guiding coalition; Stage 3: Developing a vision and strategy; 

Stage 4: Communicating the change vision; Stage 5: Empowering employees for broad-based 

action; Stage 6: Generating short-term wins; Stage 7: Consolidating gains and producing more 

change; and Stage 8: Anchoring new approaches in the culture. 

Two areas were measured to answer the project's objectives: the nurses' and RRT 

members' compliance with the NEWS2 observation tool and RRT log and the pre-and post-

implementation non-risk-adjusted hospital readmission rates. Overall, the facility's units did well 

throughout the implementation, with compliance rates for the nurses above 80%. Meanwhile, 

compliance rates of RRT members for their roles and responsibilities (e.g., proactive roundings, 
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responding to RRT activations, and coordinating the care of declining patients) were above 85%. 

Six patients were prevented from returning to the hospital (RTH) during the implementation 

phase, and 27 unplanned RTH. There was an observable upward trend in prevented RTH and a 

downward trend in unplanned RTH as the weeks progressed. 

The pre-and post-implementation non-risk-adjusted hospital readmission rates were 

compared and analyzed using Fisher's exact test. For the pre-implementation period from April  

1, 2021, to March 31, 2022, 835 patients met the inclusion criteria; 195 were rehospitalized, and 

the remaining 640 were not. This translated to a non-risk-adjusted hospital readmission measure 

of 23.35%. For the eight-week post-implementation period from September 12, 2022, to 

November 6, 2022, 151 patients met the inclusion criteria, 27 were rehospitalized, and the other 

124 remained at the facility. This translated to a non-risk adjusted rehospitalization metric of 

17.88%. The percentage change between the post-implementation versus the pre-implementation 

hospital readmission measure is a reduction of 23.43%. 

With a p-value of 0.168 for Fisher's exact test, the study did not find a relationship 

between the RRT implementation and the hospital readmission measure despite the observable 

trend that the RTH metric decreased during the implementation process at the facility. While the 

result did not categorically establish the association between the variables, this could still bode 

well for future endeavors. Future implementations may benefit from expanding the sample size 

to determine statistical significance. Strategies that could increase the sample size include 

extending the time frame of the implementation and recruiting more SNFs to be part of the study. 

The project's implications are multi-faceted, including its contribution to a) the nursing 

profession, b) the project site, and c) the improvement of patients' outcomes. For the nursing 

profession, the project is a testament to the growing applications of nursing scholarship into 
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actual practice in a healthcare setting. The project's implementation at MTRC has produced 

desirable effects that could benefit the facility in the short and long run, operationally and 

financially. The project also helps find solutions to improve patient outcomes by extending the 

RRT implementation into SNFs to help improve patient outcomes, especially the hospital 

readmission measure. 
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Chapter Five: Discussions and Conclusion 

Rapid response teams (RRTs) have been successfully implemented in hospitals or acute 

care settings to identify and respond to physiological decline and deterioration in patients. These 

RRT implementations have resulted in improved patient outcomes. Meanwhile, skilled nursing 

facilities (SNFs) are seeing higher acuity patients getting admitted to the setting. With recent 

Medicare reimbursement changes focusing on quality measures and patient outcomes, 

specifically on hospital readmissions, SNFs are challenged to find ways to maintain or improve 

this metric.  

Because no studies have looked at RRT implementations in SNFs, this quality 

improvement (QI) project, supported by Kotter's Model for Change Process as its framework, 

implemented an RRT in a SNF setting, which sought to determine its effect on the facility's 

hospital readmission measure. Specific components of the RRT implementation include the use 

of the National Early Warning Score (NEWS) tool to identify and recognize the patient's decline 

and deterioration; the mechanism to activate the RRT; the formalization, formation, and 

delineation of RRT members' roles and responsibilities; the training and materials provided for 

nurses; and the data collection, analysis, and evaluation of its effect on the SNF's hospital 

readmission measure.  

The project's results showed great promise: the hospital readmission measure improved 

by 23.43% post-implementation, although no statistical significance was found between the 

variables. However, the foundation laid by this project and its results can be used to build upon 

the next iterations of the continuous improvement journey. This chapter concludes the journey 

for this DNP project by discussing the study's findings and best practices, its implications for 
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practice and future projects, plans for dissemination and sustaining change, recommendations for 

future projects and practice, and actual DNP essentials met. 

Discussion of Findings and Best Practices 

Utilizing Kotter's Model for Change as the theoretical framework for the project has 

made its implementation easier to execute and manage. The eight stages delineated in the model 

became the project's blueprint for establishing a sense of urgency within the organization, 

creating a guiding coalition to support the need for change, developing a vision and strategy, and 

communicating the change vision to all stakeholders. Additionally, the change model guided 

how the project empowered employees within the organization for broad-based actions and 

generated short-term wins. Furthermore, the framework established how the initiative could 

consolidate the gains and produce more change until continuous improvement becomes anchored 

in the organization's culture. 

Having Kotter's Model for Change as the template for implementing the project at 

Melbourne Terrace Rehabilitation Center (MTRC) helped relate the research to the broader fields 

of knowledge (e.g., nursing, healthcare, finance, leadership, management, etc.) and provide its 

direction from beginning to end. The theoretical framework was the skeleton upon which the 

project's implementation was structured and built. With it, the study ultimately reached the 

intended outcomes. The project's completion at MTRC was a testament to the framework's 

ability to transform organizations, showcasing its leading role in successfully implementing 

organizational change (Campbell, 2020; Harrison et al., 2021). 

Highlights in using the model as the study's framework include:  

 Creating a sense of urgency is determining aspect(s) of the current system, 

structure, or processes that are no longer the best option (Kotter, 2012). Once 
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identified, leaders must establish a compelling reason (an urgency) to address the 

issue and stem complacency (Kotter et al., 2021). 

 Building a guiding coalition helps establish buy-in toward the change effort 

(Kotter, 2012). A fully-engaged and highly-supportive group of individuals 

determined for the initiative's success helps infuse positive energy and diffuse any 

resistance. In addition, the guiding coalition must have credibility, expertise, and 

trust within the organization, key elements in providing the leadership for the 

change effort (Kotter et al., 2021). 

 Having a strategic vision for the initiative helps connect essential tactics to 

achieve the intended outcome or goal for the change effort (Kotter, 2012). 

Without it, confusion ensues as stakeholders are not on the same page with what 

they are trying to accomplish. Additionally, the clear target motivates everyone to 

participate well-coordinatedly and be empowered to take action to reach it (Kotter 

et al., 2021). 

 Communicating the change effort must be consistent and frequent to ensure 

information sharing reaches everyone (Kotter, 2012). Explaining why changes are 

essential could assist individuals in comprehending the effort's context and 

purpose, providing an avenue to clarify and give feedback along the way. 

Effective communication lets stakeholders understand the initiative's overarching 

purpose and how the changes impact them (Kotter et al., 2021).  

 Identifying key milestones for the change effort is critical in determining and 

generating short-term wins, which can be used to achieve the long-term change 

vision (Kotter, 2012; Kotter et al., 2021). As in the case of this DNP project, its 
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eight-week implementation resulted in a noticeable downward trend in 

rehospitalizations, a 23.43% post-implementation improvement. This 

improvement represented more than the 10% decrease aimed at the project's 

vision. In addition, the post-implementation hospital readmission rate of 17.88% 

was also lower than the projected reduction of the measure at 18%. Despite not 

finding a relationship between the two variables (e.g., RRT implementation and 

hospital readmissions or RTH), the short-term win (i.e., downward RTH trend) 

could be used to catapult the facility and/or organization to future change 

endeavors and long-term gains. 

Rapid response teams (RRTs) have been a staple in hospitals or acute settings for a while 

now (Jones et al., 2016; Lee et al., 2022; Stolldorf, 2017). They have been implemented to 

identify and treat deteriorating or deconditioning patients (Jones et al., 2011; Kollef et al., 2017). 

The importance of identifying and treating them sooner has resulted in improved outcomes, such 

as improvements in unplanned patient transfers to higher acuity units (Kollef et al., 2017). 

Components of RRT include a mechanism to identify patients who are at risk for clinical 

deterioration, a way to notify a specified set of responders, a set of interventions that the 

response team can provide to the patient, and an ongoing evaluative process to review the 

system's performance (Jones et al., 2011). 

As higher acuity patients are admitted to SNFs, the applicability of RRTs may be 

extended in these settings to reduce hospital readmissions (Ouslander, Engstrom, et al., 2018; 

Ouslander, Naharci, et al., 2016). In the past, hospital-based initiatives had been translated into 

SNFs. One such example is the adaptation of an initiative by Gardner et al. (2020) designed to 

reduce hospital readmissions called Project Re-Engineered Discharge (RED). Inspired by Project 
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RED's results, this project adapted RRTs into SNFs to reduce hospital readmissions of patients 

admitted from a prior hospital stay. While this project's results did not find an association 

between the variables, the noticeable downward trend in hospital readmissions as the RRT was 

implemented could bode well for future endeavors.  

The use of an early warning system (EWS) to identify or detect any deterioration in 

patients was a major feature of RRTs. Physiologic triggers recorded in the EWS, such as vital 

signs, aiding in the detection, eventual intervention, and escalation of care to declining or 

deteriorating patients (Haegdorens et al., 2020; Mcneill & Khairat, 2020; Petersen, 2016). 

Moreover, the EWS also standardized the mechanism to activate the RRT based on the triggers 

to identify the deterioration (i.e., higher scores indicate greater severity, which requires a much 

higher clinical response) (Haegdorens et al., 2020; Mcneill & Khairat, 2020; Petersen, 2016).  

The project adopted the Royal College of Physicians (RCP) National Early Warning 

Score tool to record, score and respond to changes in regularly measured physiological 

parameters in patients who are acutely ill (RCP, 2017). While the tool's initial release only 

considers the patient's respiration rate, oxygen saturation, systolic blood pressure, pulse rate, 

level of consciousness, and temperature in the scoring, later iterations (i.e., NEWS2 tool) have 

incorporated other aspects of the patient's health. NEWS2, although intended with a primary 

focus on the hospital setting, is recommended for use in other locations to identify patients at risk 

better and facilitate effective patient transfers to the most appropriate clinical area for ongoing 

care (Kang et al., 2021; Patel et al., 2018; RCP, 2017).  

The NEWS2 tool served its purpose for this project. However, given the complexity and 

higher acuity of patients in SNF settings, future iterations of the project may benefit from 

considering not just what is currently captured and scored by the tool. Other factors about the 
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patient, such as their comorbidities, diagnoses, abnormal lab/diagnostic testings, medications 

being taken, etc., could make them more prone to rehospitalizations (Al-Tamimi et al., 2021; 

Glans et al., 2020; Lo et al., 2021). Meanwhile, embedding the tool into the facility's electronic 

health records (EHR) system may improve compliance. The automated nature of EHR to 

document, score and determine the patient's risk for hospital readmission could minimize human 

error(s), reduce the nurses' time spent completing the paper form, and allow RRT members 

immediate access to patients needing appropriate and timely interventions.   

Interprofessional collaboration and a team-based approach to care and communication 

were essential in the project's implementation. From the nurse's active involvement in 

completing the observation tools and activating the RRT to the RRT member's proactive and 

routine roundings of patients and responding to physiologically deteriorating patients, the 

interplay of roles, responses, and outcomes demonstrated the following best practices: 

 Bringing interdisciplinary proactive rounding as part of the initiative's 

implementation operationalized the team-based approach to care as recommended 

by Ratelle et al. (2018) and Will et al. (2019). Specifically, the proactive 

roundings produced effective communication and sharing of vital information to 

everyone involved in the patient's care, including the patient, their families, and 

staff.     

 Based on the project's results, as the nurses completed the NEWS2 tool and the 

RRT members conducted the proactive roundings more often throughout the 

implementation period, the RRT activations consequently increased, which 

resulted in six patients being prevented from returning to the hospital. 

Specifically, the interprofessional collaboration and communication helped detect 
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the patients' early physiological deterioration and decline, which prompted the 

early application of interventions and strategies to keep them treated and cared for 

in-house without sending them back to the hospital. In addition, while 27 

unplanned RTH occurred during the implementation period, there was an 

observable upward trend in prevented RTH and a downward trend in unplanned 

RTH as the weeks progressed.  

The RRT comprises individuals from various fields with proficiency to triage and 

stabilize physiologically deteriorating and declining patients; its composition varies widely 

depending on the setting, resources, and staff availability (Howell et al., 2012; Song & Lee, 

2021). Other features that make them effective include having a well-defined team, roles, and 

responsibilities, better communication and leadership, and proper training (Howell et al., 2012; 

Nallamothu et al., 2018). For this DNP project, the RRT was led by the facility's director of 

nursing (DON) and supported by the clinical leadership (e.g., nurse managers, nurse 

supervisors), CNA lead, and therapy services (e.g., respiratory therapists). The RRT was under 

the auspices of the facility's medical director or designee, who is on call 24/7 for any patient-

related issues or concerns. Appendix K provides the details of the RRT, including its 

composition, roles, and responsibilities.  

As explained by Padilla et al. (2018), clinical staff, especially nurses caring directly for 

patients, play a crucial role in continuous surveillance, early identification/detection, and prompt 

intervention if a patient's condition declines or deteriorates. Therefore, proper staff education and 

training about the initiative (i.e., how nurses monitor and recognize patient deterioration/decline 

and the eventual activation of the RRT) resulted in optimal care and reduced unplanned patient 

transfers (Difonzo, 2019; Padilla et al., 2018). The education and training melded various 
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formats, including didactic, simulation, and teach-back. Other educational opportunities to 

introduce the RRT initiative to staff and familiarize them with the process include in-service 

training sessions, poster boards, newsletters, and email blasts. 

Appropriate staffing was essential in ensuring compliance with the initiative and the 

corresponding outcomes. For instance, when the facility had better nurse-to-patient ratios (i.e., 

during days and weekdays) and/or more proactive roundings by the RRT were completed (i.e., 

also during days and weekdays), compliance rates with the NEWS2 observation tool and the 

RRT log were higher. Better compliance resulted in improved RRT activations and more 

prevented rehospitalizations. In addition, ongoing staff education and training (e.g., correcting 

misunderstandings and clarifying misinterpretations about the initiative as the need arises) have 

increased compliance. As the weeks progressed, there was an observable upward trend in 

prevented RTH and a downward trend in unplanned RTH. 

Implication for Practice and Future Projects 

With the recent CMS reimbursement changes (i.e., away from fee-for-service and 

towards value-based payment) causing an influx of higher acuity patients getting admitted into 

SNFs, facilities must continue providing top-notch patient care and delivering optimal patient 

outcomes. At the same time, they must find ways to maximize reimbursements for services 

rendered while minimizing potential penalties for substandard patient outcomes, such as having a 

non-improving or worsening return to hospital measure. The RRT's implementation at MTRC 

helps to determine its effectiveness in reducing the hospital readmissions of patients admitted 

into the SNF within 30 days from a previous hospital stay.  

The resulting evidence and best practice from this QI initiative at MTRC will be used as a 

template for future roll-out and implementation at other Clear Choice Health Care (CCHC) 
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facilities. Specific to CCHC, plans are ongoing to integrate the early warning system (EWS) into 

its electronic health records (EHR) system. This would remove the need for nurses to update the 

NEWS2 tool manually, thus eliminating the potential for human error(s), such as when 

transcribing or calculating the score. At the same time, the EWS can be expanded within the 

EHR to include other data points (e.g., diagnosis, history, lab/diagnostic results, 

medication/therapeutic regimen, etc.) compared to the current data points that only include the 

vital signs (e.g., respirations, temperature, oxygenation, blood pressure, pulse) and some 

observable signs/symptoms (e.g., alertness, new confusion, arousable to voice or pain, and 

unconscious).   

Additionally, the project lead will share the study's results with the Florida Health Care 

Association (FHCA) members, the state's premier organization for senior care and living, 

advocating for the RRT's adoption in SNFs as part of its arsenal to manage rehospitalizations. As 

more facilities implement the RRT, more data could be collected and analyzed. With more 

settings and samples involved, other research designs and statistical models may be used to 

expand on the current scope of this project and address its limitations. 

Plan for Dissemination 

Translating research into practice involves disseminating new knowledge to improve 

quality, services, and patient outcomes (American Association of Colleges of Nursing [AACN], 

2006). As a hallmark of doctoral education, scholarship and research integrate these discoveries 

and apply them to solve nursing practice problems, answer healthcare issues, and address 

societal concerns (AACN, 2006). With the focus on fulfilling the desire to expand knowledge 

through this research and make discovered results readily available to those in the nursing home 

industry, this DNP project will be submitted for publication in The Director: Official Journal of 
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the National Association of Directors of Nursing Administration in Long Term Care. The journal 

is the official, peer-reviewed nursing journal of the National Association of the Directors of 

Nursing Administration (NADONA), representing more than 5,000 nursing leaders and 

professionals across the entire post-acute care continuum (n.d.).  

Furthermore, this DNP project will also be submitted for publication in The Journal of 

Nursing Home Research, the peer-reviewed editorial initiative of the International Association of 

Gerontology and Geriatrics (IAGG), the global network of professionals and operators in the 

nursing home field (2012). With the journal's aim to convey current knowledge of best practices 

in nursing home settings, submitting this evidence-based research for publication will underscore 

its application that would potentially affect the estimated 17.5 million residents/patients 

worldwide. Consequently, the wide array of individuals who would be reading and later deciding 

to translate the research into practice, both in the United States and internationally, would make 

the discovery worthwhile. 

Disseminating the study and its results through presentations at conferences is another 

avenue to make them available to decision-makers, thought leaders, and clinical leaders. The 

project lead has started with this mission. On November 2, 2022, preliminary results of the study, 

including evidence gathered, best practices learned, and data collected and analyzed thus far, 

were shared with the attendees of the 1st Annual Hot Topics in Caring for the Older Adult. The 

virtual conference hosted by the North Carolina Nurses Association was an interactive workshop 

on various hot topics in the care of older adults. After presenting the project's highlights to the 

35-plus attendees, all healthcare leaders from the state, the project lead answered questions, 

shared insights about the project, and addressed future planned projects. Meanwhile, the project 

lead intends to present the findings at the Florida Health Care Association (FHCA) Annual 
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Conference and Trade Show in Orlando, Florida, in July 2023 and the National Association of 

Directors of Nursing Administration (NADONA) National Conference in Orlando, Florida, in 

June 2023. 

Sustaining Change 

Completing the initiative's eight-week implementation does not mean the end of the 

change effort at the facility (e.g., MTRC) and the organization (e.g., CCHC). On the contrary, 

guided by Kotter's Model for Change framework and the tenets of quality improvement (QI), 

there is an expectation of continuing to find improvements to make the systems, methods, and 

solutions even better. After all, the last two stages in Kotter's model and features in QI call for a 

systematic and ongoing effort at continuously finding and improving solutions to problems in 

healthcare, enhancing care provision, and delivering improved patient outcomes (Backhouse & 

Ogunlayi, 2020; Mileski et al., 2017). 

Below is a discussion of the last two stages of Kotter's model delineating the ongoing QI 

activities that were enacted to bring about lasting and sustained change in the organization for 

the initiative: 

Stage 7: Consolidating Gains and Producing More Change 

In Kotter's Model, the seventh stage involves sustaining the momentum, firmly 

solidifying the gains, continuing the progress with the change effort, and delivering more change 

to ensure that the organization does not go back to its old ways of doing things (Kotter, 2012). 

Sustaining momentum keeps any resisters to change at bay, and the short-term wins' success 

creates a snowball effect, becoming an impetus to advance other change efforts within the 

organization (Kotter, 2012). For instance, observable and positive results from the RRT approach 

to reduce hospital readmission would propel other projects and initiatives to greater heights. 



78 
 

 

To sustain the momentum for the RRT, periodic check-ins were conducted: (a) daily 

reviews (e.g., evaluation of high-risk patients for hospital readmission during stand-up and stand-

down clinical meetings); (b) weekly reviews (i.e., analysis of patients who were sent out, those 

that the RRT prevented hospital readmission, any near misses, and lessons learned from those 

cases); and (c) monthly reviews (e.g., based on compiled data, to determine what the RRT could 

adjust and adapt to streamline its processes, and how it could improve further). The periodic 

check-ins were documented using the Chart Audit Tool (See Appendix I).  

During these periodic check-ins, continuous discussions by everyone involved about the 

change effort – how it is improving patient outcomes and where the facility stands vis-à-vis the 

set goals (i.e., for the week, for the month) – were encouraged. This has assisted in celebrating 

short-term wins, which would then snowball into long-term and lasting successes. Meanwhile, 

the periodic check-ins also helped reveal any barriers (i.e., structure, systems, culture, or people) 

that may need to be addressed, updated, or removed by the guiding coalition. This would ensure 

progress with the change effort shall continue unimpeded.  

In an effort to solidify the gains of the change effort, more education and training were 

afforded to more stakeholders. While initially, those that comprise the RRT members completed 

intensive education and training, during this stage of the initiative's implementation, other 

clinical and frontline staff (e.g., nurses, nursing assistants, and therapists) were also given the 

opportunity to improve their knowledge and skills. The goal here is to amplify the tasks and 

responsibilities of the RRT so that other clinical team members can perform them regularly and 

routinely while caring for their patients. The value of this cross-training endeavor would produce 

exponential results for the initiative as the RRT is no longer constrained to a limited few but 

would now be expanded to as many clinicians directly involved in patient care. The advantages 
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of cross-training include increased confidence in caring for patients as new knowledge and skills 

are acquired, improved team performance, enhanced team efficiency and effectiveness, and more 

individuals capable of doing the tasks required by the RRT (Vasanthi & Rabiyathul, 2017). 

Engaging patients and family members to become partners in the change effort is another 

tactic that would catapult the initiative to achieve its goal of reducing hospital readmission. By 

engaging patients and family members – educating them about the program, communicating to 

them how it improves clinical outcomes, and informing them of approaches they could do to help 

in the process – they could become valuable partners and contributors to the initiative's 

successful implementation (Bombard et al., 2018). For example, instead of just relying on 

clinicians caring for them, engaged patients and family members could assist in recognizing 

subtle changes that may lead to further decline and possible rehospitalization. In addition, 

teaching patients and family members what, when, and whom to report the changes would foster 

better communication, faster response time, and quicker interventions to alleviate any issues the 

patient is experiencing.  

Stage 8: Anchoring New Approaches in the Culture 

Now that the change effort has achieved its intended purposes, it is imperative to anchor 

the change in the organization's culture to ensure that the transformation accomplishes its 

intended lasting effects. The eighth stage in Kotter's model encapsulates the process of anchoring 

these new approaches in the organization's culture by (a) consistently showcasing (through short-

term and long-term wins) that the changes work and are far effective than the previous ways 

(e.g., improved systems and processes produce better patient outcomes); (b) relentlessly 

communicating (i.e., utilizing already-in-place and available media, including existing 

messaging systems and communication platforms) to all stakeholders (e.g., senior executives, 
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managers, supervisors, clinical and non-clinical staff, frontline and ancillary employees and non-

employees) the positive impact of the new practices in the lives and outcomes of patients and the 

well-being of the organization (i.e., increased reimbursement, effective and efficient team 

performance); and (c) purposefully utilizing the benefits of the initiative as a foundation for more 

change (Kotter, 2012).  

Continued commitment from the guiding coalition and leadership from senior 

management would maintain everyone's focus on the initiative's vision and ensure that the 

urgency level for the shared purpose remains high. This is not the time to become lax just 

because short-term wins were accomplished and the future looks rosy. Day in and day out, a 

consistent and concerted effort must be made by all stakeholders to consciously integrate and 

nurture the changes in the organization's culture. This could be done by a) identifying and 

incorporating customs and values that would reinforce the change, b) incorporating these new 

customs and values when hiring and promoting employees, c) revamping the training and 

development programs to assist staff in acquiring more knowledge and develop new skills 

pertinent to the changes, and d) improving or eliminating systems and people that do not align 

with the new culture (Kotter, 2012). 

Recommendations for Future Projects and Practice 

 Continuous improvement is the foundational tenet in Kotter's Change Model (2012), the 

framework for the initiative's implementation. It is also an essential aspect in the quality 

improvement (QI) limb of the seminal work on rapid response systems (RRS) by Jones et al. 

(2011). QI is a set of tenets and a systematic, ongoing method to find solutions to healthcare 

problems, enhance care delivery, and produce improved patient outcomes (Backhouse & 
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Ogunlayi, 2020; Mileski et al., 2017). With this in mind, the expectation after this project is to 

continue finding improvements to make the systems, methods, and solutions even better. 

As a quality improvement (QI) initiative, this DNP project could potentially expand on 

five areas in the future. These areas are not part of the project's current scope nor pertain to the 

study's focus, but they could be explored further in future iterations. The five areas are as 

follows: 

First, while the project's setting is a nursing home, the focus is mainly on the hospital 

readmission measure for skilled patients (i.e., those individuals covered by Medicare A). It was 

designed this way because their rehospitalization directly impacts the facility's metric and affects 

how it receives Medicare reimbursement. Still, long-term patients may also benefit from the 

RRT implementation to ensure that any physical deterioration/decline is detected early and their 

conditions are managed timely and appropriately.  

For this future implementation, the goal still is to reduce hospital readmission, but this 

time for long-term patients. When implemented, one way to measure the project's result is by 

using the CMS' long-stay quality measures on the number of hospitalizations per 1,000 long-stay 

resident days (CMS, 2019). Note that the hospital readmission measure (for skilled patients) 

affects the facility's overall star and quality measures rating; it is also tied to reimbursement. 

Meanwhile, long-stay rehospitalization only affects the facility's overall star and quality 

measures rating; it does not affect reimbursement. 

Second, the study's design only considers the patient's vital signs (e.g., respirations, 

oxygen saturation, blood pressure, pulse, and temperature) and observable signs and symptoms 

(e.g., use of oxygen, whether the patient is alert, arousable to voice/pain, new confusion, or 

unresponsive). Because the study adopted the Royal College of Physicians' (2017) National 
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Early Warning System (NEWS), a validated tool to detect patient deterioration and decline early, 

the vital signs and the observable signs and symptoms were the only ones included in 

determining the risk for hospital readmission. Could other factors potentially cause the patient to 

be rehospitalized?  

Various studies have looked at other factors associated with unplanned hospital 

readmissions, such as existing comorbidities, related diagnoses, medications being taken, and 

abnormalities in lab/diagnostic testings (Al-Tamimi et al., 2021; Glans et al., 2020; Lo et al., 

2021). For instance, are the patient's admitting diagnosis and comorbidities (e.g., COPD, CHF) 

making them more prone to rehospitalization? What about the medications that the patient is 

taking? Furthermore, how do laboratory testing and diagnostic results affect the patient's 

rehospitalization propensity? Now, considering all these new facets of the patient, how can the 

RRT adapt its systems, processes, and procedures to accommodate these other factors? This 

would be an interesting future project to determine the interplay among all these variables on 

patient outcomes, specifically on the hospital readmission measure. 

Third, with the advent of electronic health records (EHRs), another area that could be 

explored further is the use of technological advancements to gather patient information, 

document them, and automatically consider the variables involved in determining a patient's risk 

for rehospitalization. For example, the current design uses paper charting to record in the 

NEWS2 observation tool. Could this be replaced in later studies by using the EHR instead? 

Combining the data-gathering mechanism and automating the process to determine the risk 

categorization of patients would streamline and make it faster and less prone to errors. 

In addition, how would using the EHR affect compliance rates for the nurses and the 

RRT members in the initiative's implementation, and how would this ultimately affect the 
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facility's hospital readmission measure? For example, one reason for non-compliance by the 

nurses and RRT members is the added time needed to document pertinent data in the NEWS2 

tool and RRT log. Using the EHR and allowing it to process everything could remove the 

additional layers of tasks for nurses and RRT members to accomplish.  

Meanwhile, since not all SNFs have access to EHRs or have procured/implemented one 

in their facility, what financial investment is needed for its procurement/implementation? How 

much will it cost the facility, and will it be cost-effective? Another consideration is the type or 

kind of EHR that must be procured/implemented. There are different types/kinds of EHRs with 

varying features and capabilities. What would suit the facility best based on its needs? Are there 

ongoing support and educational opportunities included with the procurement/implementation of 

the EHR for the facility and its staff? These are some of the questions that need to be considered 

and answered related to the use of EHR. 

Fourth, while the result did not categorically ascertain the association between the 

initiative's implementation and the expected outcome, a relationship between the variables could 

be established with more patients in the sample. As the RRT was implemented, there was a 

corresponding downward trend in hospital readmissions. Because statistical significance heavily 

depends on a study's sample size (Ranganathan et al., 2015), future implementations may benefit 

from expanding the sample size to determine statistical significance. Strategies that could 

increase the sample size include extending the time frame of the implementation and recruiting 

more SNFs to be part of the study.  

In order to accomplish this, the resulting evidence and best practice from this QI initiative 

at MTRC will be used as a template for future roll-out and implementation at other Clear Choice 

Health Care (CCHC) facilities. Additionally, the project lead will share the study's results with 
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the Florida Health Care Association (FHCA) members, the state's premier organization for senior 

care and living, advocating for the RRT's adoption in SNFs as part of its arsenal to manage 

rehospitalizations. As more facilities implement the RRT, more data could be collected and 

analyzed. With more settings and samples involved, other research designs and statistical models 

may be used to expand on the current scope of this project and address its limitations. 

Lastly, the DNP project showed that registered nurses (RNs) had better compliance than 

their licensed practical nurses (LPNs) counterparts. Specifically, RNs were about 9% more 

compliant than LPNs in implementing the initiative based on completing the NEWS2 

observation tool. While factors were not looked closely in the study's design as to the reason(s) 

why this occurred, future endeavors could explore what caused this phenomenon. For instance, 

could nurses' educational background influence their willingness to embrace change efforts? Do 

LPNs require more training and education about the initiative than RNs? And if so, what kind 

and type of training/education should be provided and for how long?  

Actual DNP Essentials Met 

In 2006, the American Association of Colleges of Nursing (AACN) established the 

Essentials of Doctoral Education for Advanced Nursing Practice as the blueprint for attaining 

the highest practice degree available in nursing, the Doctor of Nursing Practice (DNP). On it, the 

AACN delineated eight core essentials deemed foundational in preparing for and eventually 

practicing with the degree specifically aimed to develop advanced nursing, leadership, and 

management competencies, improve patient and healthcare outcomes, and enhance practice and 

care delivery, among others (AACN, 2006).  

While all eight practice essentials influenced this DNP project, three of them were met by 

its completion: 
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Essential I: Scientific Underpinnings for Practice 

The AACN (2006) underscored the need for doctorate-prepared nurses to be astute in 

integrating various knowledge from the sciences and translating them to benefit particularly, 

patients and, generally, healthcare. Likewise, Albert et al. (2020) contended that a firm 

awareness and understanding of the other sciences' principles should help prepare DNP 

graduates to address current and future practice issues. For instance, the nursing profession and 

nursing practice build upon the scientific foundations of both natural (e.g., human 

biology/microbiology, therapeutics, etc.) and social (e.g., organizational, behavioral, etc.) 

sciences (AACN, 2006). 

The completion of the DNP project meets Essential I for the following reasons:  

 The project used Kotter's Change Model as its implementation framework. Kotter's 

Change Model covers a swath of sciences from organizational structures, behavioral 

systems, and change management. The same is true with quality improvement. 

 The use of the RRT limbs, specifically the afferent and efferent limbs, showcased the 

adoption of the natural sciences (e.g., assessing and/or evaluating vital signs, signs, 

and symptoms of deterioration and decline). In addition, the therapeutic approaches 

applied to keep patients in-house when they undergo physiological issues are also 

applications of natural sciences. 

 Incorporating interdisciplinary collaboration, team-based dynamics, communication, 

and leadership into the project are applications of related sciences as part of its 

underpinnings. The study's focus on reimbursements is an application of financial 

management.  
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Essential II: Organizational and Systems Leadership for Quality Improvement and 

Systems Thinking 

The AACN (2006) emphasized the importance of DNP graduates in providing 

organizational and systems leadership to improve patient and healthcare outcomes. Specifically, 

they are expected to demonstrate expertise in organizational assessments, systems issues 

identification, and organization-wide/practice delivery change facilitation (AACN, 2006). In 

addition, more than directly caring for individual patients, doctorate-prepared nurses focus on the 

broader population by implementing quality innovations and utilizing new care delivery models 

(Moran et al., 2019). 

The completion of the DNP project meets Essential II for the following reasons:  

 An organizational assessment determined that SNFs need to adopt a strategy to 

address the influx of higher-acuity patients to the setting while ensuring these patients 

do not end up having unplanned rehospitalizations. Because increased hospital 

readmissions could ultimately affect the SNF reimbursement, the DNP project 

implemented an organization-wide change effort (i.e., the RRT implementation). 

 A reduction in hospital readmission was realized through its implementation and 

eventual completion. The non-risk adjusted rehospitalization metric was 17.88% for 

the eight-week post-implementation period. The percentage change between the post-

implementation versus the pre-implementation hospital readmission measure is a 

reduction of 23.43%. 

 Future endeavors are planned for implementation, utilizing the project results as a 

building block for further development. In addition, successfully disseminating the 
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evidence and best practices gleaned from this project will become a template for other 

projects. 

 

Essential V: Health Care Policy for Advocacy in Health Care 

The AACN (2006) asserted the need for nurses to fully engage in the policy development 

process to advance the profession and healthcare. This can be done by continuously identifying 

and developing evidence-based improvements to care through nursing research and practice 

(AACN, 2006). Then, the improvements can be tested and implemented through policy changes 

throughout the healthcare continuum, which involves applying and translating evidence-based 

research findings into nursing practice and healthcare policy (Masood et al., 2020). A critical 

step here is providing nurses with educational and training programs catering to understanding 

and translating the evidence into practice (Turale & Kunaviktikul, 2019).  

The completion of the DNP project meets Essential V for the following reasons:  

 The project was nurse-led and nurse-driven and aimed at implementing a change 

initiative to improve healthcare and nursing practice. Nurse managers and frontline 

nurses were fully engaged in developing, implementing, and evaluating the change 

effort, with the project guided by Kotter's Change Model as its framework.  

 An analysis of current nursing practice identified a need for improvement, and 

research was applied to determine evidentiary support and best practice. This became 

the basis for the project's design, implementation, and evaluation. 

 The improvement was tested and implemented in a healthcare setting through the 

DNP project, applying and translating the evidence into nursing practice and 
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healthcare policy during the eight weeks. Post-implementation, the change effort will 

be sustained at MTRC and other SNFs. 

 Nurses and RRT members were educated and trained to help them understand and 

translate the evidence into practice. 

Conclusion 

While the study did not establish statistical significance between implementing a rapid 

response team (RRT) in a SNF setting and reducing the hospital readmission measure, the 

project's results showed great promise. The foundation laid by this project and its results can be 

used to build upon the subsequent iterations of the continuous improvement journey, sustain the 

change momentum at the project setting, disseminate evidence and best practices gleaned from 

it, and provide recommendations for future projects and practice. For instance, further research 

should be performed to expand the sample size, consider multi-facility settings, and increase the 

implementation timeframe. The initiative could also be expanded to include long-term care 

residents, use other aspects to evaluate risk factors for hospital readmission (e.g., diagnosis, lab 

results, medications), and incorporate electronic health records (EHRs) in future 

implementations. 
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Table 2 

RRT Log Compliance: Day and Night Shifts 
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Table 3 

RRT Log Compliance: Weekdays and Weekends 
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Table 4 

RRT Implementation and Return to Hospital 2x2 Contingency Crosstabulation 
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Pre- and Post-Implementation Data Points 
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Table 6 

IBM SPSS Case Processing Summary with Crosstabulation and Fisher's Exact Test Result 
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Figures 

Figure 1 

NEWS2 Tool Compliance 
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Figure 2 

RRT Log Compliance: Day and Night Shifts 
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Figure 3 

RRT Log Compliance: Weekdays and Weekends 
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Appendix A 

     Kotter's Eight-Stage Model of Change Process 

 

 

Note: Adapted from Kotter's Leading Change (2012). 
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Appendix B 

Conceptual Framework of an Established Rapid Response System 

 

Note: Adapted from Jones et al. (2011). 

 

 

 

 

 

 

 



112 
 

 

Appendix C 

Conceptual Framework of the Proposed RRT for a SNF Implementation 
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Appendix D 

NEWS Scoring System, Threshold and Triggers 

 

 

Note: From "National Early Warning Score (NEWS)2: Standardising the assessment of acute-

illness severity in the NHS," by the Royal College of Physicians, 2017 

(https://www.rcplondon.ac.uk/file/8636/download). Copyright 2017 by the Royal College of 

Physicians. 
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Appendix E 

NEWS2 Observation Chart 
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Note: From "National Early Warning Score (NEWS)2: Standardising the assessment of acute-

illness severity in the NHS," by the Royal College of Physicians, 2017 

(https://www.rcplondon.ac.uk/file/8636/download). Copyright 2017 by the Royal College of 

Physicians. 
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Appendix F 

Clinical Response to the NEWS Trigger Thresholds 
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Note: From "National Early Warning Score (NEWS)2: Standardising the assessment of acute-

illness severity in the NHS," by the Royal College of Physicians, 2017 

(https://www.rcplondon.ac.uk/file/8636/download). Copyright 2017 by the Royal College of 

Physicians. 
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Appendix G 

NEWS2 Tool Use Permission 
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Appendix H 

RRT Log 
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Appendix I 

Chart Audit Tool 
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Appendix J 

Project Implementation Timeline 

 

Step One: Develop question(s) to be answered for the project, create PICO 

 

Step Two: Begin literature review, create annotated bibliography 

 

Step Three: Discuss project ideas with industry professionals 

 

Step Four: Project instrumentation - review, development, and ask for permission for use 

 

Step Five: Project policy and procedures, educational materials - review and development 

 

Step Six: DNP proposal presentation, defense, approval 

 

Step Seven: Complete and submit Aspen University IRB proposal for expedited review, and 

receive IRB approval 

 

Step Eight: Launch project at site - complete educational sessions for nurses and rapid response 

team (RRT) members, start using NEWS2 tool, RRT log, chart audit tool for the duration of 

project 

 

Step Nine: Gather and compile data for evaluation 

 

Step Ten: Evaluate, interpret, and report data 
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Appendix K 

Policy and Procedure: Rapid Response Team (RRT) 
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Appendix L 

Facility’s Consent to Treat Form 
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response system (RRT) from its principles to its future directions. As an intervention 

to detect early signs of deterioration in patients, the RRT aims to improve response 

time and prevent further decline, ultimately addressing the physiological issue's 

underlying cause(s). An important principle underlying the RRT is that early 
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intervention can improve patient outcomes. Jones et al. (2011) delineated and 

discussed the four limbs of RRT in great detail: afferent, efferent, administration, and 

quality improvement. As noted by the authors, the potential adverse effects of the 

RRT implementation include additional cost, diversion of limited resources, 

desensitization to emergencies, and a decreased sense of responsibility for patients by 

staff nurses. Meanwhile, the authors introduced the five Es: education, empowerment, 

efficiency, equipment, and evaluation as elements of a successful RRT deployment. 

Jones, D., Rubulotta, F. & Welch, J. (2016). Rapid response teams improve outcomes: 

Yes. Intensive Care Medicine, 42, 593–595. https://doi.org/10.1007/s00134-016-4219-5  

Jones et al. (2016) described the features of a successful rapid response team (RRT) 

(i.e., an approach to recognize and manage at-risk and deteriorating patients). In 

addition, they discussed the need to implement one in healthcare settings (i.e., 

because adverse events are usually preceded by physiological deterioration and 

decline, an RRT  helps improve patient outcomes). Some of the patient outcomes 

highlighted in the study include how RRTs reduce the incidence of cardiac arrests, 

decrease mortality, and improve end-of-life care. 

Kang, B. J., Hong, S. B., Jeon, K., Lee, S. M., Lee, D. H., Moon, J. Y., Lee, Y. J., Kim, J. S., 

Park, J., & Ahn, J. J. (2021). Rapid response system should be enhanced at non-general 

ward locations: A retrospective multicenter cohort study in Korea. Journal of Korean 

Medical Science, 36(2), e7. https://doi.org/10.3346/jkms.2021.36.e7 

Kang et al. (2021) studied the rapid response team (RRT) activations in non-general 

ward (non-acute care settings) locations, comparing them with those occurring in the 

general ward (acute care settings), with the premise that clinical deterioration may 
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occur at any time. About 13,000 patients were included in the retrospective study, 

where around 2% of the RRT activations happened in the non-acute care settings. In 

those RRT activations, shock, cardiac arrest, lower oxygen saturation, and a higher 

National Early Warning Score (NEWS) were observed. The authors contended 

implementing a rapid response system in non-acute care settings, given the increasing 

trend of higher acuity patients in those locations. 

Klingbeil, C., & Gibson, C. (2018). The teach-back project: A system-wide evidence-based 

practice implementation. Journal of Pediatric Nursing, 42, 81-85. 

https://doi.org/10.1016/j.pedn.2018.06.002 

Klingbeil and Gibson (2018) implemented an evidence-based practice project at a 

290-bed Magnet organization examining the effect of teach-back by a 

multidisciplinary staff during patient educational encounters. Staff participants were 

introduced and trained on teach-back using an instructor-led interactive educational 

session. Post-training, nurses and non-nurses alike showed improved knowledge of 

the teach-back process. When applying teach-back while providing patient education, 

the staff immediately clarified any unclear information and corrected any 

misunderstandings. The authors recommended using teach-back as a practical 

teaching methodology when imparting information, knowledge, and skills to improve 

patient safety and quality of care. 

Kollef, M. H., Heard, K., Chen, Y., Lu, C., Martin, N., & Bailey, T. (2017). Mortality and length 

of stay trends following implementation of a rapid response system and real-time 

automated clinical deterioration alerts. American Journal of Medical Quality, 32(1), 12–

18. https://doi.org/10.1177/1062860615613841 
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Kollef et al. (2015) studied the potential influence of incorporating real-time alerts, as 

an added feature of rapid response systems (RRS), on patient outcomes (e.g., 

mortality, cardiac arrests, length of stay) when physiological deterioration and decline 

occur in patients. In all three measures, statistically significant decreases were 

observed when the real-time alerts were made part of the RRS. While my DNP 

project relies on paper charting and manual collection of the patient's health data, 

future iterations could consider technological advances (e.g., wearables, mobile 

connectivity) in monitoring/alerting for clinical issues that may warrant the RRS 

activation. 

Leach, L. S., & Mayo, A. M. (2013). Rapid response teams: Qualitative analysis of their 

effectiveness. American Journal of Critical Care, 22(3), 198–210. 

https://doi.org/10.4037/ajcc2013990 

Leach and Mayo (2013) investigated rapid response teams (RRTs) through qualitative 

analysis, identifying five categories and nine subcategories found as essential factors 

of the RRT effectiveness: organizational culture (organization leadership support), 

team structure (surveillance and leadership), expertise (clinical knowledge and 

experience and managing crisis), communication, and teamwork (shared purpose, 

familiarity, collaboration/conflict, and training). The organizational culture is 

mission-driven, marked by a dedication to its purposes, and focused on patients and 

the challenges associated with patient care. Team structure involves the RRT 

function, the team's design, and the description of the role of each team member. As 

expertise is the foundation in carrying out the RRT's purpose of rescuing, it means 

being highly skilled, using a proactive approach by making rounds to identify at-risk 
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patients early, being good at identifying potential problems, and being able to respond 

rapidly. During RRT observations, communication involves both verbal and 

nonverbal and informal and structured. The RRT best perceives communication as 

not intimidating, with the dialogue focused on the patient. Finally, teamwork is 

coordination among team members working toward the common goal of addressing a 

patient's immediate needs. Teamwork was viewed as working well together, 

understanding the RRT's purpose, and why its members came together as a team. 

Lee, S. I., Koh, J. S., Kim, Y. J., Kang, D. H., & Lee, J. E. (2022). Characteristics and outcomes 

of patients screened by rapid response team who transferred to the intensive care unit. 

BMC Emergency Medicine, 22, 1-8. http://doi.org/10.1186/s12873-022-00575-y 

Lee et al. (2022) conducted a retrospective study, evaluating the characteristics of 

RRT-screened patients transferred to the ICU and determining their clinical 

outcomes. Factors associated with risk for mortality were assessed using multivariate 

logistic regression analyses on data from a tertiary medical center between 2016 and 

2017. RRT-screened patients needing ICU transfers had a higher National Early 

Warning Score (NEWS). Although these patients were transferred to the ICU, their 

outcomes improved (i.e., the mortality rate is lower). The study underscored the 

importance of using a standardized tool (e.g., NEWS) to identify and recognize a 

patient's physiological deterioration and decline early on and a mechanism to activate 

the RRT to provide intervention(s) as soon as possible. 

Lyons, P. G., Edelson, D. P., & Churpek, M. M. (2018). Rapid response systems. Resuscitation, 

128, 191-197. https://doi.org/10.1016/j.resuscitation.2018.05.013 
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Lyons et al. (2018) reviewed the literature surrounding rapid response systems 

(RRSs). While RRSs are heterogeneous depending on their setup and setting, the four 

limbs are typically present with varying approaches in implementation. Meaningful 

improvements (i.e., unexpected mortality, cardiac arrests, length of stay, and cost) in 

patient outcomes were typical positive results found in the review. However, there 

was no mortality benefit found in two of the most extensive randomized trials on 

RRSs, leading to some controversy around them. 

Maharaj, R., Raffaele, I. & Wendon, J. (2015). Rapid response systems: A systematic review and 

meta-analysis. Critical Care 19, 254. https://doi.org/10.1186/s13054-015-0973-y 

Maharaj et al. (2015) conducted a systematic meta-analysis of 29 published studies 

from 1990 through 2013 on rapid response systems/teams (RRS/RRT) that reported 

cardiac arrests or mortality rates. The review found that the RRS/RRT 

implementation in the hospital setting reduced the overall mortality rates and cardiac 

arrests in both adult and pediatric populations. In addition, the authors noted that 

having a physician on the RRT did not show any benefit, and most of the RRT 

interventions reviewed did not require their presence. This bodes well for the RRT 

implementation in skilled nursing facilities (SNFs) without the need for a physician as 

part of its composition. 

Mcneill, H., & Khairat, S. (2020). Impact of intensive care unit readmissions on patient 

outcomes and the evaluation of the National Early Warning Score to prevent 

readmissions: Literature review. Journal of Medical Internet Research Perioperative 

Medicine, 3(1), e13782. https://doi.org/10.2196/13782 
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Mcneill and Khairat (2020), using a literature review of 12 studies with sample sizes 

ranging from 158 to close to three-quarter of a million patients, evaluated the impact 

of ICU transfers on patient outcomes and the effect of using the National Early 

Warning Score (NEWS) on ICU readmissions. While ICU transfers were associated 

with worsened patient outcomes (e.g., increased mortality and length of stay), using a 

standardized screening tool, such as the NEWS, helps in objectively deciding to 

transfer deteriorating patients to a higher acuity setting. Using NEWS has been shown 

to detect a patient's early clinical deterioration and decline within 24 hours of transfer, 

with a sensitivity of 93.6% and a specificity of 82.2%. Applying NEWS in assessing 

patients could help decrease the frequency of inappropriate transfers, addressing any 

signs and symptoms of potential deterioration before needing any transfers. 

Mileski, M., Topinka, J.B., Lee, K., Brooks, M., McNeil, C. & Jackson, J. (2017). An 

investigation of quality improvement initiatives in decreasing the rate of avoidable 30-

day, skilled nursing facility-to-hospital readmissions: A systematic review. Clinical 

Interventions in Aging, 12, 213-222. https://doi.org/10.2147/CIA.S123362 

Mileski et al. (2016) investigated the applicability and effectiveness of quality 

improvement (QI) initiatives in decreasing the rate of unplanned skilled nursing 

facility (SNF)-to-hospital readmission. Using a systematic review of peer-reviewed 

articles between 2009 and 2016, 10 articles exploring at least one QI strategy for 

reducing hospital readmissions from SNFs meeting all inclusion criteria were 

included in the qualitative analysis. Themes associated with reducing hospital 

readmissions include having specialized staff, collaborative care management, care 
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paths, leadership engagement, patient transfer protocol, communication tools, 

medication reconciliation, and staff education. 

Ouslander, J. G., Naharci, I., Engstrom, G., Shutes, J., Wolf, D. G., Rojido, M., Tappen, R., & 

Newman, D. (2016). Hospital transfers of skilled nursing facility (SNF) patients within 

48 hours and 30 days after SNF admission. Journal of the American Medical Directors 

Association, 17(9), 839-845. https://doi.org/10.1016/j.jamda.2016.05.021  

Ouslander et al. (2016) performed retrospective root cause analyses of hospital 

transfers from skilled nursing facilities (SNF) occurring within 48 hours and 30 days 

of SNF admission to identify potential areas of improvement in care transitions 

between these two settings. Using the INTERACT quality improvement (QI) bundle 

on hospital transfers, 66 of the 88 SNFs from across the US were randomized to the 

intervention group. From the abstracted data on more than 4,000 SNF-to-hospital 

transfers, 8% occurred within 48 hours of SNF admission, 11% within 3-6 days, 31% 

within 7 to 29 days, and 50% within 30 days or longer. The common reasons and 

characteristics for the hospital transfers include prior hospitalization in the last 30 

days and year, shortness of breath, falls, functional decline, and suspected infection. 

SNF staff rated most of the transfers as potentially preventable. The authors 

recommended that SNFs collaborate with hospitals to reduce potentially avoidable 

rehospitalizations. 

Ouslander, J. G., Engstrom, G., Reyes, B., Tappen, R., Rojido, C., & Gray-Micelli, D. (2018). 

Management of acute changes in condition in skilled nursing facilities. Journal of the 

American Geriatrics Society, 66(12), 2259-2266.  https://doi.org/10.1111/jgs.15632 
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Ouslander et al. (2018) described the presentation and management of acute changes 

in conditions occurring in skilled nursing facilities (SNFs). A secondary analysis of 

the data collected via a randomized controlled trial involving 264 SNFs throughout 

the US revealed that most acute changes in condition involved multifactorial non-

disease specific characteristics, with 10 percent resulting in hospital transfers between 

72 hours and seven days after the change. As most transfers were for reasons other 

than the initial change in condition, the authors noted that the hospital transfers might 

be unnecessary, and their condition(s) are manageable in the SNF without needing 

rehospitalization. 

Padilla, R. M., Urden, L. D., & Stacy, K. M. (2018). Nurses' perceptions of barriers to rapid 

response system activation: A systematic review. Dimensions of Critical Care Nursing, 

37(5), 259-271. https://doi.org/10.1097/DCC.0000000000000318 

Padilla et al. (2018) explored the nurses' perceived barriers to rapid response team 

(RRT) activation using a systematic review of quantitative studies between 2007 and 

2018. Themes found in the eight articles included in the review include RRT 

activator-responder interaction (communication is key), nurse education and training, 

and nurse experience (RRT composition). Because nurses play a critical role in the 

early detection of health deterioration of patients, they also play an equally essential 

role in promptly activating the RRT when a physiological decline is identified. An 

inconsistency in RRT activation is associated with adverse patient outcomes. 

Patel, R., Nugawela, M. D., Edwards, H. B., Richards, A., Le Roux, H., Pullyblank, A., & 

Whiting, P. (2018). Can early warning scores identify deteriorating patients in pre-
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hospital settings? A systematic review. Resuscitation, 132, 101-111. 

https://doi.org/10.1016/j.resuscitation.2018.08.028 

Patel et al. (2018) evaluated the effectiveness and accuracy of early warning scores in 

predicting patient deterioration in non-acute care settings in response to calls in the 

UK for the  National Early Warning Score (NEWS) to be utilized in those settings. 

Using a systematic review and narrative synthesis of 17 studies meeting the inclusion 

criteria, patients with a score of 0 were determined very unlikely to deteriorate. Those 

with a score of or above 7 were more likely to decline, needing further clinical 

interventions to address the underlying physiologic issue(s). Overall the data suggest 

that early warning scores do distinguish between patients who are and are not likely 

to deteriorate, even in non-acute care settings. The result of this study bodes well for 

my DNP project as I try to translate the use of the NEWS tool in the SNF setting. 

Petersen, J. A. (2018). Early warning score challenges and opportunities in the care of 

deteriorating patients. Danish Medical Journal, 65(2), B5439. 

https://ugeskriftet.dk/files/scientific_article_files/2018-08/b5439.pdf 

Petersen (2018) reviewed the challenges and opportunities of early warning score 

(EWS) use in the care of physiologically deteriorating patients. Because deterioration 

and/or worsening of vital signs in acutely ill patients often occur before serious 

adverse events like cardiac arrest, unanticipated ICU transfer, or unexpected death, 

the early identification and response to these deteriorations could prevent or minimize 

further decline. Implementing the EWS, an aggregated and weighted track-and-

trigger system, helps identify at-risk patients and apply timely and appropriate 

response(s). Unfortunately, despite widespread use in various healthcare settings, 
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serious adverse events portended by deteriorating vital signs continue to be a 

significant source of morbidity, primarily caused by the lack of adherence to the 

established protocol. 

Ratelle, J. T., Sawatsky, A. P., Kashiwagi, D. T., Schouten, W. M., Erwin, P. J., Gonzalo, J. D., 

Beckman, T. J., & West, C. P. (2018). Implementing bedside rounds to improve patient-

centered outcomes: A systematic review. BMJ Quality & Safety, 28(4). 

https://doi.org/10.1136/bmjqs-2017-007778 

Ratelle et al. (2018) conducted a systematic review on bedside rounding 

implementation to promote patient-centered care in the hospital setting. Searching 

various databases for studies comparing bedside rounding to another form of rounds 

with a quantitatively reported or measured clinical outcome, 29 met the inclusion 

criteria, 13 implemented the intervention as part of a bundle, and the most commonly 

reported results are patient experience and patient knowledge. While a statistically 

significant improvement was found in patient experience with the initiative, no 

significant association was found in patient knowledge.  

Royal College of Physicians. (2017). National Early Warning Score (NEWS)2: Standardising the 

assessment of acute illness severity in the NHS. 

https://www.rcplondon.ac.uk/file/8636/download 

The Royal College of Physicians (2017) published the primer on its standardized tool, 

the National Early Warning Score (NEWS2), to assess the severity of acute illness in 

various healthcare settings. The NEWS, released in 2012 and updated in 2017, was 

developed to detect and provide a timely and appropriate response to patients' clinical 

deterioration with acute illness, standardizing the process of recording, scoring, and 
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responding to physiological measures in patients. The NEWS is based on a simple 

aggregate scoring system of vital signs/physiological parameters already recorded in 

routine practice: respiration rate, oxygen saturation, systolic blood pressure, pulse 

rate, level of consciousness or new confusion, and temperature. The frequency of 

clinical monitoring and/or activation of a response system (i.e., rapid response team) 

is dependent on the NEW score. 

Ryan, L., Jackson, D., Woods, C., & Usher, K. (2019). Intentional rounding – An integrative 

literature review. Journal of Advanced Nursing, 75, 1151– 1161. 

https://doi.org/10.1111/jan.13897 

Ryan et al. (2018) conducted an integrative literature review to establish the efficacy 

and acceptance of intentional rounding in current practice. As a means for the nursing 

staff to routinely check on patients on their status and needs, intentional rounding 

produced positive patient satisfaction and safety outcomes. While nurses see the 

benefits of intentional rounding on patients, some view the task as unnecessary, 

adding to an already hectic schedule. When implemented in a healthcare setting, the 

initiative's effectiveness is influenced by leadership, staff education and training, 

communication and buy-in, formalization of structure and protocols surrounding the 

process, workload, layout, and experience level. 

Scholle, C. C., & Mininni, N. C. (2006). Best practice interventions: How a rapid response team 

saves lives: Learn why bedside nurses are embracing this lifesaving innovation. Nursing, 

36(1), 36-40. https://doi.org/10.1097/00152193-200601000-00037 

 As part of the Institute of Healthcare Improvement's 100,000 Lives Campaign, 

Scholle and Mininni (2006) published the best-practice intervention of deploying a 
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rapid response team (RRT) in a healthcare setting. The article delineated various 

aspects of the RRT, including its composition, roles, and responsibilities. It also 

addressed the criteria nurses use to activate the RRT and their tasks within the 

broader rapid response system (RRS). Further, the authors provided pointers on how 

to successfully plan, implement, evaluate, maintain and sustain the RRS/RRT in a 

healthcare setting. 

Smith, G. B., Prytherch, D. R., Meredith, P., Schmidt, P. E., & Featherstone, P. I. (2013). The 

ability of the National Early Warning Score (NEWS) to discriminate patients at risk of 

early cardiac arrest, unanticipated intensive care unit admission, and death. Resuscitation, 

84, 465–70. https://doi.org/10.1016/j.resuscitation.2012.12.016 

Smith et al. (2013) tested the use of early warning scores (EWS), explicitly 

comparing the Royal College of Physicians' National Early Warning Score (NEWS) 

against 33 other EWSs, to determine patients at risk of physiological deterioration 

and decline. The study evaluated the performance of the EWSs using the AUROC 

(area under the receiver-operating characteristic) curve and a vital signs database with 

close to 200,000 observation sets from more than 35,000 medical admissions. In all 

three outcomes of cardiac arrest, unplanned ICU transfer, and death, the NEWS 

discriminated against them better than the 33 other EWSs. 

Song, M. J., & Lee, Y. J. (2021). Strategies for successful implementation and permanent 

maintenance of a rapid response system. Korean Journal of Internal Medicine, 36(5). 

1031-1039. https://doi.org/10.3904/kjim.2020.693 

Song and Lee (2021) discussed the strategies to implement successfully and maintain 

permanently the rapid response team (RRT) based on its four components: afferent, 
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efferent, quality improvement, and administration limbs. The afferent limb involves a 

mechanism to detect and recognize physiological decline and deterioration in patients 

(i.e., based on patient's vital signs and assessment data), plus a means to activate the 

RRT properly. The efferent limb is the response arm of the RRT and includes a 

multidisciplinary team involved in the process. The team composition varies 

depending on resources' availability and staff at the center. The team's primary task is 

to triage and stabilize patients before they need to be transferred to a higher acuity 

care setting. The quality improvement limb is crucial in successfully maintaining the 

RRS by regularly evaluating team function and effectiveness using a pre-defined 

metric. The administration limb deals with coordinating resources to facilitate and 

manage the initiative, including staff education and training regarding the RRT.   

Stolldorf, D. P. (2017). Sustaining health care interventions to achieve quality care: What we can 

learn from rapid response teams. Journal of Nursing Care Quality, 32(1), 87–93. 

https://doi.org/10.1097/NCQ.0000000000000204 

Stolldorf (2017) reviewed the factors required to achieve the sustainability of rapid 

response teams (RRTs) in the healthcare setting. The author highlighted these factors 

as crucial aspects in the sustainability of RRTs: a) the use of a standardized screening 

tool for early monitoring and response of deteriorating patients, b) the mechanism to 

activate the RRT, c) the RRT members' composition, their roles, and responsibilities, 

d) engagement, support, and leadership with the RRT, e) education and training of 

staff members involved in the RRT implementation and review, f) the establishment 

of feedback mechanisms for improvements, and g) defining measurements to 

determine the initiative's effectiveness. 
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Waldie, J., Tee, S., & Day, T. (2016). Reducing avoidable deaths from failure to rescue: A 

discussion paper. British Journal of Nursing, 25(16), 895-900. 

https://doi.org/10.12968/bjon.2016.25.16.895 

Waldie et al. (2016) called for new and strengthened approaches to educate and train 

nurses to meet the need to identify and recognize patients who are experiencing 

physiological deterioration and decline. Specifically, to address the failure-to-rescue 

shortcomings, the authors recommended using simulation when educating and 

training the nursing staff to prepare them for different scenarios of patient 

deterioration and improve their performance in rescuing patients when they occur. 

Will, K. K., Johnson, M. L., & Lamb, G. (2019). Team-based care and patient satisfaction in the 

hospital setting: A systematic review. Journal of Patient-Centered Research and 

Reviews, 6(2), 158–171. https://doi.org/10.17294/2330-0698.1695 

Will et al. (2019) conducted a systematic review that expands on available yet limited 

research on the relationship between team-based models of care and patient 

satisfaction. They explored the relationships between team composition, team-based 

interventions, and patient satisfaction. Of the 142 research studies retrieved for 

screening, 21 met the inclusion criteria (i.e., experimental, team-based care 

interventions, patient satisfaction measured as an outcome). Close to 60% of the 

studies showed that team-based care improves patient satisfaction, and teams with 

more than one profession and a more comprehensive team-based model scored higher 

in patient satisfaction. Especially in the clinical setting, implementing a team-based 

care approach composed of multidisciplinary members improves positive patient 

satisfaction. 
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Appendix N 

Training and Educational Materials 
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Appendix O 

CITI Training: Biomedical Data Researchers 
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Appendix P 

CITI Training: Social, Behavioral, and Education Sciences (RCR) 
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Appendix Q 

CITI Training: Information Privacy Security (IPS) 
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Appendix R 

DNP Proposal Approval 
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Appendix S 

Site Approval for Project Implementation 
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Appendix T 

Melbourne Terrace Rehabilitation Center's Nursing Home Compare Information 

 

Note: From "Melbourne Terrace Rehabilitation Center – Overall Rating" by the CMS Nursing 

Home Compare, 2022. (https://www.medicare.gov/care-compare/details/nursing-

home/105635?city=Melbourne&state=FL).  
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Note: From "Melbourne Terrace Rehabilitation Center – Quality Measures Ratings" by the CMS 

Nursing Home Compare, 2022. (https://www.medicare.gov/care-compare/details/nursing-

home/105635?city=Melbourne&state=FL&measure=nursing-home-quality-of-care).  
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Appendix U 

Approval of the Project 

 

 


