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Case Study: Mary J.

* A 72year old white female with-a past
medicalhistory significant for atrial fibrillation,
congestive heart failure, and multiple cardiac
arrests presents to the ED on day.5 of her
skilled'nursing stay after-being found
unresponsive. ]

'« Onarrival'to the ED her BP is 80/40mmHg,
. her HR'is 160bpm and irregular and she is
88% saturated on 100% face mask.




On Admission...

Day 1 - Thursday

Patient admitted from hospital via
stretcher. Patient is 72 year old white
female who is s/p exacerbation of CHF
secondary to an MI. She is alert and
oriented X3. She denies pain at this time.
She denies SOB. No distress noted. Her
BP is 140/74, HR 87. Oxygen at 2L via
nasal cannula. Pulse ox 95%. 16FR foley
draining light yellow urine. Lung sounds
are clear. ABD round non-tender non-
distended. Bowel sounds present x4
normal. Mild non-pitting edema noted to
BLE which resolves when feet elevated in
bed. Admission weight is 129Ibs.
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Day 2 - Friday

Resident alert, oriented x3. Resting in bed. Admission orders reviewed with
doctor. No new orders. Oxygen at 4 liters per n/c. Foley cath patent, urine clear,
yellow. Resident took all meds well, fluids taken well. Denies pain, discomfort,
has prn. Call bell within reach.

VS 154/78,88,98.0,92% on 4l/nc. Pt stated that her pain was managed
throughout shift. All meds & tx tolerated.

VS 140,88,98.0,95%. Alert and oriented x3. Able to make needs known. Assist
x1 with adl's. Foley patent draining clear yellow urine. Voices no c/o at this time.

Pt c/o of increased fatigue and SOB
after therapy. Patient returned to bed.
VS 148/73,80,98.4, 90% on 4l/inc.
Physician notified. Order additional
dose of Lasix 40mg x1 now and
increased Lasix to 40mg p.o. BID.

Pt's daughter in to visit and updated on pt's condition. Pt reports that she is
feeling better after resting but she is not hungry and has refused her evening
meal. Daughter asked when the doctor would be in to see her mother and was
told that he normally rounds on Tuesdays. Daughter asked that the doctor call
her.

Day 4 - Sunday

Weekly weights noted at 135.2lbs. Will
review with weight team.

Patient ate 50% of her meals today and
refused therapy. VS 110/82, 92, 98.4,
90%. She appears comfortable but says
she feels like she is getting a cold. Resp
even and unlabored. O2 per NC. No
respiratory distress noted. Pt showered
today. Daughter updated.
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Day 5 - Monday

Patient alert, oriented x3, sitting up in chair without complaint of pain/discomfort.
Foley draining yellow urine.

Foley cath d/c'd, tol. well. Color of urine in bag looked somewhat orange, clear.
No c/o discomfort.

Pt remained very lethargic throughout am. Pt stated she was very tired. Pt
looked very pallor. Pt 02 stats were 80-85%, Pt breathing was labored, Lungs sound
were congested with high pitched rhonchi upon expiration. Pt. expressed that she
had chest tightness & congestion & that she was very thirsty. Glucose level was
WNL. Patient became increasingly less responsive. MD was called with symptoms &
overall update on Pt, Orders were given to send pt to ER. Family was notified.

DAY 5: 9:15pm

F:;)AJ 72 year old white female with a past !
istory significant for ‘atrial ﬂbrma'tlon

cong eart failure, and multiple cqrdlac
arrests presents to the ED orb day 3 of her
skilled nursing stay afterpemg filﬁd' i
unresponsive.

R oot 'y

to the EE},,[LGF BP is 80/40mmHg,
,1 bp d irregular and she is
100% face mask.




Studies on Rehospitalization
- , I o

Within 30 days of hospitalization 23.5% of all SNF Medicare
beneficiaries are rehospitalized.

90% of rehospitalizations within 30 days appear to be unplanned, the
result of clinical deterioration.

MedPAC estimates that up to 76 percent of those re-hospitalizations
may be preventable, representing a potential savings to Medicare of
over $12 billion in one year

Only half of the patients rehospitalized within 30 days had a physician
visit before readmission.

Of the Medicare beneficiaries who are re-hospitalized within 30 days,
64% receive no post-acute care between discharge and readmission.
19% of Medicare discharges are followed by a “preventable” adverse
event within 30 days—2/3 are medication related.

The NEW Quality Measure

Why Do Patients Get Stuck in the

are’?

|_] I
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Rehospitalization Prevention
Opportunities
e At 24-48 Hours
— Transition of Care
e At Day 3-7
— Initial Assessment
* At Day 8-30
— Communication

e ——— R —
S

30 Day Thresholds

Time from Admission to Discharge

== 48 Hours

3to 7 Days

81030 Days

Rehospitalization Prevention
Initiatives

e At 24-48 Hours

— Transition of Care
e At Day 3-7

— Initial Assessment
¢ At Day 8-30

— Communication

02/12/2016




_ e —]
Transition of Care Initiatives
24-48 Hours - Transition

QClinical Skills Inventory
UTransition of Care Nurse to Nurse Report

Clinical Skill Inventory

HCR ManorCanc'® TRANSITION OF CARE
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Transition of Care Initiatives
3-7 Days - Medical Practice

Ulnitial Visit Window
UFrequency of Visits

Ulindividualized Diagnosis Specific
Treatment Protocols

Rehospitalization from PAC
Patient Diagnostic Profile - 2014

* 78 year old white female
— Primary Reason for Rehospitalization
Diagnosis:
 Cardiac — 28%
* Pulmonary —24%
« Neurologic — 17%
* Fever —12%
« Gastrointestinal — 8%
¢ Orthopedic — 8%
* Other — 3%

|

|

Evidenced-Based
Diagnosis Specific Protocols
e Congestive Heart Failure

» Chronic Obstructive Pulmonary Disease
» Cerebrovascular Accidents
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Heart Failure

« Fastest growing clinical cardiac disease in the

United States.

Approximately 670,000 new cases of heart

failure are diagnosed each year

About 277,000 deaths are attributed to heart

failure each year

« The most frequent cause of hospitalization in
patients over 65 years

Risk of CHF Rehospitalization

0% - =
REE R R R R L R
Days to First Readmiss ion

Cardiovascular Function
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Anatomy of Ventricular Failure

Systolic failure: causes ventricle not to
empty properly (most common cause of
CHF)

— Heart muscle has decreased ability to
contract

— Also caused by increased afterload
(hypertension), or mechanical
abnormalities ( like valvular heart disease)

— Characterized by low forward blood flow

|Systolic Failure
Thll'l J.'I’L'H rt

walls are
a sign of
Swsrolic

Failure
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Anatomy of Ventricular Failure

« Diastolic failure: causes ventricle not to

fill properly

— Disorder of heart relaxation and ventricular
filling

— Usually the result of ventricular
hypertrophy

— Caused by chronic hypertension, aortic
stenosis, or cardiomyopathy

— Commonly seen in older adults

02/12/2016

Diastolic Failure|
TJ.'IIC Li. hL"-'I.rt

walls are
a sign of
Diastolic
Failure

Types of CHF

* Left sided failure
— Back up of blood into the lungs
— Common causes are: CAD, HTN,

cardiomyopathy and rheumatic heart
disease

— Other causes can be: Ml damage,
ischemia, scar tissue (reducing
contractility),
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Types of CHF

¢ Right sided failure

— Backup of blood into the venous system
and right side of the heart

— Primary cause is left sided failure

— Also caused by Cor pulmonale (caused by
COPD, and pulmonary emboli)

— Also caused by MI damage, ischemia and
scarring

Pathophysiology of HF

Myocardial
Injury and Cell
5 Death

Diminished
Vasoconstriction Contractility

Release of ET-
1,and

Vasopression Norepinephrine

Bl Acivatonof [
RAAS, SNS
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Neurohormonal Effects in HF

Response

Short-Term Effects*

Long Term Effects
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Salt and water retention

Augments preload to
increase cardiac output

Pulmonary congestion and
peripheral edema

Vasoconstriction Maintains blood pressure Exacerbates pump
for perfusion of vital organs | dysfunction (increased
cardiac afterload and energy
expenditure)
Sympathetic stimulation Increases heart rate and Increases energy
ejection (increased output) | expenditure and causes
arrhythmias
Cardiac hypertrophy Adaptive: increased Maladaptive: accelerated
sarcomere number with cell death, arrhythmias

increased cardiac output

Table 1. Homeostati es to Impaired Cardiac Perfol (Due in part to activation of the renin-
angiotensin-aldosterone system (RAAS) and of the sympathetic nervous system).

Signs and Symptoms

Angina
Tachycardia

— Palpitations
Venous Congestion
— Edema, Orthopnea
Low Cardiac Output
— Dyspnea

— Fatigue

— Decreased Appetite
— Nocturia or Oliguria
— Cerebral Symptoms

Transitions of Care
TOOLBOX
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Trarsitions. of Care itiatves

Heart Failure
Low Salr Dier
Daily Weights
Baseline Vital Signs

Orthostatic Blood Pressure and Heart Rate
Oxygen Saruration

Glucose
K, BUN, CRT
Cardiac Medication Review
Loop Diurerics
Digoxin
ACE-
B-blocker
Spirinolactone
Alternate Cardiac Medications

ACE-Il in CHF

* Mainstay of CHF Therapy
— Improves Survivability
— Decreases Disease Progression
— Decreases CHF Readmissions
« Weekly Titration to Maximize Benefit
— ‘Start low and go slow’
— Titrate Ace-l, wean diuretic
¢ Monitor Labs and Side Effects

CHF — ACE-I Dosing Schedule

Prug Initial dosage (mg)(Targeted dosageMaximal dosage Peak BP effect

Captopril 6.25 to 12.5 50 mg three times100 mg three 1 to 2 hours
Capoten) daily times daily

Enalapril R.5t05 [10 mg twice daily [20 mg twice daily {4 to 6 hours
Vasotec)

FFosinopril 5to 10 20 mg daily {40 mg daily 2 to 6 hours

Fodium

Monopril)

isinopril R25t05 20 mg twice daily 40 mg twice daily [2 to 6 hours
Zestril)

Ruinapril 5to 10 20 mg twice daily 40 mg twice daily [2 to 4 hours
(Accupril)

Ramipril 1.25t02.5 5 mg twice daily [10 mg twice daily 4 to 6 hours

[oliace)
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CHF — Cardiac Medication Review
Evidence Based Approach
QLoop Diuretics (NYHA 11, 111, 1V)

UDigoxin (Variable evidence)
QACE-I (Strong evidence)

U ARBs (Limited evidence)

U B-Blockers (NYHA. I, 1)

QO Spirinolactone (RALES)

QONSAIDS (negative effect)

U Calcium Channel Blockers (PRASES)

Trarsitions o Care bilstves.
Heart Failure

History
NYHA Functional Classification
Angina
Cough
Physical Examination
Low SBP
Edema

Ongoing Assessment

Darabase
Anemia
CRT
Echocardiogram

Class Patient Symptoms

Class | (Mild) No limitation of physical activity. Ordinary physical activity does
not cause undue fatique, rapidfimegular heartbeat (palpitation) or
shortness of breath (dyspnea)

Class Il (Mild) Slight limitation of physical activity. Comfortable at rest, but
ardinary physical activity results in fatigue, rapid/irregular heartbeat
(palpitation) or shortness of breath (dyspnea).

Class lll (Moderate) | Marked limitation of physical activity. Comfortable at rest, but
less than ordinary physical activity results in fatique, rapid/imegular
heartbeat (palpitation) or shortness of breath (dyspnea).

Class IV (Severe) Unable to cary on physical activity without discomfort. Symptoms of
fatigue, rapidfimegular heartbeat (palpitation) or shortness of breath
(dyspnea) are present at rest. If any physical activity is undertaken,
discomfort increases.

Tarsions of Cae iaves
Heart Failure

15



o symppbom are controlies You b

4

= No dermine in sctity

) = Mo o o et sy, = Cortrum pous samicron, i cobeows
= Mo rcsnae n stestraes of breath * Contirum yous symetoen ared detary o
=1 = Mo wiema g » Pl poar thetkd ey

= = Mo weigpt g o rrons Bun s o gy = Kowp pour docsor sgporirenty

=

£

= Ve gain of 1 o mcee pranch s o g i
5 pounds in oo werk

= Bow i e o st
= Mew ox incredsant cough
= Now o ncomanict nawing of feet, ankies, logn or viomach

Vo may e 10 cal your plvpsician o go
e il o st Cure 1 Fou iR

 Linatie 0 catch o besdef, peer i1 st L=
* New ox incrwann chest pain

= T w0 68 2 straeght e soemging
= Cordiaion e orset)

 Fal setanec b iz o st

HCR ManorCare ®

T _|ndividualized CHF Cardiac Rocovery Troatment Orders INIT_| Tame:
Tagrass

. o
VEw sy

+ Wital1igrd Q3h#1 72 howri then GO thaseaiar.

+ Ormhastute 0 on . sy phyuesiny WP # 149 Sucse et

eaitg, DR decreanes > 10mmig, o WA Increases >1580m
wastatic BP pev and pott physical theragy, Nothy phyvicn W # 559
»Jimemieg, DB dacrwases »Lbmeig, or WK ncwanes =13

Low Sadumi? gm)
oeaen

* Dy verightiaT day, then weakly Sharssbter
* _Gibtuin and retnnd hotphal dic

2%, nony phyvcien

camatry on sdmavpon:
i e try by £ ¢ 33, o

=
= ProBNPan sdmsson, thes D weed s 3 weeks
= CBComsmion
o BiPen sdnnson mend
Radvlogy
*  CXR.2 views. Dbtan DO report and o not Tepeat mwtine chest X-ray

T e

Third leading cause of death in the United
States.

* The most underdiagnosed and undertreated
disease process in the world.

Second leading cause of disability.
Approximately 32 Million individuals in the
United States claim disability secondary to
COPD

The third most frequent cause of 30 day
rehospitalizations

02/12/2016
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Lung Function
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Superior
Vena Cava

Inferior
Vena Cava

Types of CHF

Right sided failure

— Backup of blood into the venous system
and right side of the heart

— Primary cause is left sided failure
— Also caused by Cor pulmonale (caused by
COPD, and pulmonary emboli)

— Also caused by MI damage, ischemia and
scarring

Transition of Care Initiatives
COPD

] 2G Na Diet

[ Vital Sign Parameters

U Database
L ABG
acBec

24-48 Hour Checklist U Chem 7

) COPD Medication Review
{1 Steroid Therapy
J Long Acting B2 Adrenergic Agonist
[J Short Acting B2 Adrenergic Agonist
J Long Acting Anti-cholinergic
[ Short Acting Anticholinergic
1 Phosphodiesterase type 4 Inhibiitor
J Leukotriene Receptor Antagonist
1 Antibiotics
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COPD Medication Review
Evidence Based Approach

O Corticosteroid (Strong Evidence)

O a long acting B2 adrenergic agonist (Salmeterol)

O a short acting B2 agonist (Albuterol)

O A long acting anticholinergic — (Tiotropium -Spiriva)

decrease airway tone and increase airflow

O A short acting anticholinergic — (Ipratropium-
Atrovent)

O Phosphodiesterase type 4 inhibitor (PDE4) an
immune cell mediator antiinflammatory (Variable
Evidence )(Roflumilast -Daliresp)

QO Antibiotics (Strong evidence)

Transition of Care Initiatives
COPD

) History
IRisk factors
[ Associated morbidities
[ Physical Examination
Ongoing Assessment ) Pneumonia Severity Index
] Database
[ Spirometry
[ Sputum Culture
[J COPD Medication Review
L DVT Prophylaxis

Step 1 without score Step 2 with scoring
Age > 50 years yes » | Age m(inyears) e ol
nov £ (in years - 10) — 1 =
Co-Morbidity yes Nursing Home 410 | 2
active neoplastic disease < 1y 430 &
heart faiure it sstlcor dasoie | —y, 119 | Blood Tests & Radiology =
wentrcular dysfunction) art.pH <735 ©
stroke /TIA » +10 | P-urea > 11 mmolA o
renal disease/abnormal creatinine| —— +10 | P-sodium < 130 mmoll... 7
chronic liver disease - » +20 |P-glucose > 14mmolt o
Hematokrit < 30%......c........ e
nov Pa02 < 60 mMHg...... =
Clinical yes effusion R B [
discrientation » +20 L
heart rate > 125/min peto b_Totalsoe 4
respiratory rate > 30/min » +20
RRsst < 90 mmHg » +20
temp < 357/ > 40° — +15
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C _Individuslized (OPD Recovery Trestrent Orders. INIT_ | Time:

¢ Fourth most common cause of death

» Leading cause of neurologic disability
Accounts for 50% of patients hospitalized with
a neurologic disability

Most common diagnostic impairment group in
inpatient rehabilitation units

Leading cause for admission to the nursing
home or extended care facility

Stroke

A sudden onset of
focal neurologic
deficits due to the
presumed local
disturbance of blood
supply to the brain
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Thromboembolic
» Embolic
» Thrombotic
> Lacunar

Pathogenesis

Hemorrhagic

> Intracerebral
» Subarachnoid
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» Motor Weakness - 90%
= R Hemiparesis - 45%
= L hemiparesis - 35%
= B Hemiparesis - 10%

Motor Impairments

Y VYV VY VYYVYYVY

v

Dysarthria - 50%

Sensory Deficits - 50%
Cognitive -35%

Aphasia - 35%

Depression - 30%

Bladder incontinence - 30%
Dysphagia - 30%
Visuoperceptual deficits - 30%
Hemianopsia - 25%

Ataxia - 20%
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Medical Post Stroke Complications

ES

Cardiac complications
> Sexual dysfunction
Seizures

Pressure ulcers

Bowel and bladder
dysfunction

Falls

< Malnutrition
+ Aspiration
% DVT

<« Anxiety

« Depression
<+ Pneumonia

B3

o

<

BN

ES

Transition of Care Initiatives
Stroke

() DASH Diet

0 Vital Sign Parameters

0 Database
acec
3 Blood Glucose

24-48 Hour Checklist Q Bladder Parameters

O Venous Doppler

0 Stroke Medication Review
0 Oxygen
Q B-Complex Vitamins
QO Antiaggregants - ASA
Q Anticoagulation
QO Anti-hypertensives
O Cholesterol and Lipid lowering

medications

Stroke Medication Review
Evidence Based Approach

QU B-Complex Vitamins (Limited evidence)
QPlatelet Antiaggregants (Strong evidence)
QASA
QTiclopidine

QClopidogrel
QDyperidamole (ESPS-2 and ESPRIT)
U Anticoagulants (Variable evidence)
UHMG-CoA Reductase Inhibitors (Strong
evidence)
QAntihypertensives (Strong evidence)
QACE-|
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CHF — ACE-I Dosing Schedule
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Drug Initial dosage (mg)Targeted dosage i Peak BP effect
Captopril 6.25 to 12.5 50 mg three times100 mg three 1 to 2 hours
Capoten) daily times daily
Enalapril R5t05 [L0 mg twice daily [20 mg twice daily 4 to 6 hours
Vasotec)
FFosinopril 5to 10 20 mg daily {40 mg daily 2 to 6 hours
odium
Monopril)
Lisinopril R25t05 20 mg twice daily 40 mg twice daily [2 to 6 hours
Zestril)
Ruinapril /5 to 10 20 mg twice daily 40 mg twice daily [2 to 4 hours
(Accupril)
Ramipril [1.25t0 2.5 5 mg twice daily [1L0 mg twice daily 4 to 6 hours
Altace)
Transition of Care Initi
Stroke
O History
URisk factors
U Associated morbidities
O Physical Examination
LINIH Stroke Scale
Ongoing Assessment Outcome Predictors

[ Stroke Medication Review

LDVT Prophylaxis

U Neurostimulants

LSSNRIs

O Anticonvulsant Therapy

O Antispasticity Agents

O Bowel and Bladder Management
UEducation

Transition of Care Initiatives
Stroke

NIH Stroke Scale
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- Individualized Stroke Recovery Treatment Orders INIT | Time
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Dagnome Tests

e 00

FACE

Smile.

Does one side of
the face droop?

_ dumgmostreoent hesptatraton I

et 005 € pardoemed

When Stroke Strikes,

Act FAS.T.

ARMS

Raise both arms.

Does one arm
drift downward?

SPEECH TIME

Repeat a sentence.  Time is critical.
Are they able to Call 911, Get to the

speak clearly? hospital immediately
Can they repeat Brain cells are dying.
the sentence? Every Minute Counts!

USBAR
UEarly Warning Sign and Symptoms
OCritical Thinking Pathways

8-30 days - Communication

02/12/2016
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Quality Assessment and Performance |
Improvement
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UClinical Skills Inventory.
UTransition of Care Nurse-to-Nurse Report.
USBAR support.

Qlindividualized Diagnosis Specific Treatment Checklist and
Protocols.

OAlert Review.
UCare Path Utilization.

The NEW Quality Measure
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