Resident:_________________________

Heart failure in long-term care monitoring protocol
Responses in the left yes/no column may require further response or attention.
Candidates for HF monitoring protocol:
· History of heart failure or cardiomyopathy; ejection fraction < 40%
· History of significant valvular heart disease (especially aortic or mitral)
· Identified by medical provider as high risk for heart failure
· MDS 3.0: positive responses in sections I0600, or J1100

History:
· Establish and document prior history of heart disease on chart
· Date of most recent echocardiogram (copy should be available on chart): ________________
· Yes   No    History of fluid overload related to HF (leg edema, chest congestion, weight gain)? 
· Yes  No   Does the resident have a pacemaker? (if yes, are pacemaker checks scheduled?)

Monitoring:
· Assessing nurse completes an ADL profile score (see LTC Heart Failure Assessment tool) on admission and at 4 week intervals
· Weights 3 days per week (see below)
· Vital signs daily, orthostatic BP weekly (sitting and standing 1 minute)
· Yes  No   Oxygen ordered? On care plan? Per provider, what is the pulse oximetry goal: _______
· Yes  No   Has support hose/stockings  been ordered?  On care plan?
· Direct care staff are educated in HF signs & symptoms, and will alert primary nurse for concerns

Diet/Habits:
· Yes   No	  Medical provider has prescribed sodium restriction? (consider quality-of-life,    
                 resident preference, weight loss, salt sensitive edema/lung congestion). 
Offer herbal seasonings in lieu of salt.     
· Yes   No  Medical provider prescribed limited fluid intake? (consider above circumstances).  
                Consider 1.5 liter fluid restriction in residents with advanced heart failure (Grade III, IV)
· Yes  No	  Resident regularly uses  > moderate alcohol? 
(>1 alcoholic drink/day for women and > 2 drinks per day for men)
· Yes  No   Resident currently smokes? If yes, has counseling and documentation occurred?

Medications:
·  No  Yes   Has a diuretic been prescribed?
· No   Yes   Has an ACE or ARB been prescribed? (Ace inhibitor, angiotensin receptor blocker)
· No   Yes	   Has a beta blocker been prescribed? 
· No   Yes   Has a baby aspirin been prescribed (if known ischemic heart disease)
· Yes  No    Resident uses a NSAIDs pain medication (ibuprofen, naproxen, etc)

Labs:
· No  Yes	  Are there chart orders for routine monitoring of kidney function and electrolytes 
(at least every 6 months)

Immunizations:
· No  Yes	 Is the resident current on influenza vaccine?
· No  Yes  Has the resident received a pneumococcal vaccine?

Advance directives:
· No   Yes   Code blue status discussed with the resident, and an order placed on the chart? 
· No   Yes   Has a POLST form been completed and documented on the chart? 
POLST = Physician ordered life support treatment form;   
http://aging.upmc.com/professionals/resources-polst.htm 
· Yes  No    Is the resident’s heart failure considered end stage?  medical provider should 
document on chart, and consider hospice consult

Weighing protocol: 
1. All residents in the heart failure monitoring program should be routinely weighed on Monday, Wednesday, and Friday. 
2. Weights on a particular individual should be done at about the same time of day, in the same type of clothing, and on the same scales. (Facility scales could be marked with identifying letters or numbers, and chart weights noted with which scale was used)
3. Weights are easiest to interpret if placed on a graphic sheet (see attached example)
4. A weight gain of 3 or more lbs triggers the following response:
a. Vital signs with oxygen saturation reading (pulse oximetry), finger stick glucose in diabetics – contact medical provider immediately for :
i. Temp > 101 F (38.3 C)
ii. Apical pulse > 100 or < 50
iii. SBP < 90
iv. Oxygen saturation < 90%
v. Finger stick glucose <70 or > 400
b. An assessment using the LTC Heart Failure Assessment tool 
i. Score of 2 or more – contact medical provider now to update status
ii. Score of 1 – repeat dyspnea score in 24 hours, update medical provider within 48 hours
iii. Score of 0 – consider other causes of clinical changes
iv.  Repeat daily weights and vitals until resident is stable for 3 consecutive days (stable weight = weight gain of <2 lbs for 3 consecutive measurements), then resume M/W/F. 

Pitting edema grading:

	1+ edema
	< 2 mm
	Slight pitting, no visible distortion, disappears rapidly

	2+ edema
	2- 4 mm
	Disappears rapidly, somewhat deeper pit, no readably detectable distortion,                                                                                                  
     disappears in 10-15 seconds 

	3+ edema
	4-6 mm
	Pit is noticeably deep, may last > 1 minute, dependent extremity looks fuller & swollen 

	4+ edema
	6-8 mm
	Dependent extremity looks fuller and swollen, pit is very deep, lasts 2-5 minutes,         
    dependent extremity is grossly distorted 
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