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	Heart Failure

Heart failure is the most common hospital admission diagnosis in patients age 65 or older, accounting for more than 700,000 hospitalizations among Medicare beneficiaries every year. It is associated with severe functional impairments and high rates of mortality and morbidity.

Substantial scientific evidence indicates that the following Process of Care measures represent the best-practices for the treatment of heart failure. Higher scores are better*.


*from Hospital Compare
	Measure Abbreviation
	Name
	Description*
	Description for patient*
	Common failure modes
	Best-practices

	HF-1
	Discharge instructions
	Heart failure patients discharged home with written instructions or educational material given to patient or care giver at discharge or during the hospital stay addressing the following: activity level, diet, discharge medications, follow-up appointment, weight monitoring, and what to do if symptoms worsen.
	The staff at the hospital should provide you with information to help you manage your heart failure symptoms when you are discharged.
	Pt dx not clearly articulated/coded before they discharged so not identified as HF patient 

Must meet ALL instruction criteria so might miss just one and fail measure

Documentation says pt was given pamphlet and the detail of patient education topics that are covered by the pamphlet are not captured in the record, so can’t give credit for meeting the measure

Discharge med reconciliation is not complete (common error is what MD orders on discharge summary does not match discharge summary meds)

Nurses know that pt with frequent admissions have received pt education so reluctant/forget to give it. 
	Pt education pamphlet topic areas are preprinted on the discharge sheet and can be checked.

MD clearly documents in discharge documentation whether the pt had HF

MDs and Nurses clearly understand coding for HF so try to anticipate before discharge.

Coding is concurrent

HF pt are identified on admission and there is a “sticker” identifying them on chart

Nurse has discharge checklist to make sure all clinical standards are met

	HF-2
	Evaluation of left ventricular systolic (LVS) function
	Heart failure patients with documentation in the hospital record that an evaluation of the left ventricular systolic (LVS) function was performed before arrival, during hospitalization, or is planned for after discharge.
	An evaluation of the LVS function checks how the left chamber of the heart is pumping.
	No documentation of LVSF assessment tests(current hospitalization or past brought forward)

or 

No MD progress notes of an LVSF assessment tests or narrative description of LVS function
	Have universal tab to keep past tests 

Have responsibility assigned on admission to either track down tests from old records or contact external partners i.e. primary clinic or specialty provider that conduct LVSF tests in that region.


	HF-3
	ACE inhibitor or ARB for left ventricular systolic dysfunction -
	Heart failure patients with left ventricular systolic dysfunction and without angiotensin converting enzyme (ACE) inhibitor contraindications or angiotensin receptor blocker (ARB) contraindications who are prescribed an ACE inhibitor or an ARB at hospital discharge.
	ACE (angiotensin converting enzyme) inhibitors and ARBs (angiotensin receptor blockers) are medicines used to treat heart attacks, heart failure, or a decreased heart function.
	No documentation of contraindications or 
document contraindication on only ACE or ARB and have not documented contraindications for both ACE and ARB
	Trigger for MD on preprinted orders 

Clinical pathway  triggers

Tying decision to order to assessment results in some way

	HF-4
	Smoking cessation advice/
counseling
	Heart failure patients with a history of smoking cigarettes, who are given smoking cessation advice or counseling during a hospital stay.
	Smoking is linked to heart failure. Quitting may help improve your condition.
	Pt has quit in last year but does not receive counseling

Documentation of smoking status is not detailed enough i.e. if  pt quit, date or #months/yrs not documented 

Information documented is in conflict – what MD documents and Nurse documents is different 
	Trigger in EHR, reminders to nurses to make sure they give counseling.

Educate nurses on rationale for recent quitter to be at high risk for starting again.

Preprinted documentation and clear expectations/accountability

Make note that there is conflicting info and clarifying in record 

Understand which conflicting information would be counted and ensure that actions are appropriate.
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