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As you join, please turn on cameras and mic or unmute your phone and say
hello to your Virginia colleagues. We allhave a common bond: the choice
to serve in a unique area of health care. During the presentation we can
mute ourselves until it is time for more interaction.
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Virginia LTC-CN: Share Some Info

Please use the Chat box:
- Your Name and Region or City/Town

- Best article you have read lately

Thank you for taking care of Virginia’s residents of PACE,
assisted living and nursing homes!

ltccn.vecu.edu



Where to find us, slides, monthly newsletter?

°% ltcen.vcu.edu

@ VIRGINIA COMMONWEALTH UNIVERSIT

Virginia Long-Term Care Clinician Network

Join the Network Steering Committee Forums & Events |
— ~_

A partnership betwee

long-term care clinici

EE
5

» Read the November newsletter,
LTC-CHN Team, plus COVID-19 an


https://ltccn.vcu.edu/

Welcome New Members!

Elaine Dunnivan, NP

Susan Moeslein, MSA, BSN,
ACM, CIC

Shannon Green, LPN
Mohammad Salman, RN
Michael Hamilton, MDiv

Paula St. Hill, Public Health
James Thompson, PA-C, MMS

HPA 1%

M Public Health 4%
Allied Health 6%
Administration 13%

B MD/DO 17%

H NP 25%

B Nursing 34%
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Who are we?

Virginia Health Districts and Regions S ta ff
EZT.:L + Christian Bergman, MD - Principal Investigator
%c":." ooyt o Bert Waters, PhD - Project Director
=::::f,:t ..... L Laura Finch, MS, GNP, RN - Clinical Coordinator
[ ' g 5%71 Kim Ivey, MS - Communications/Administration
: Jenni Mathews - Registration/Evaluation Coord.
e Kristin MacDonald, MS, RD - News & Content Editor

Steering Committee

Eastern Region: Rob Walters, MD & Mary Mallory, NP
Northwestern Region: Jonathan Winter, MD

Central Region: William Reed, MD & Tangela Crawley-Hardy, NP
Southwest Region: Katherine Coffey-Vega, MD &Jamie Smith, NP
Northern Region: Aabha Jain, MD & Noelle Pierson, NP
Statewide: Shawlawn Freeman-Hicks, NP

Our
Members

ltccn.vecu.edu



Network Growth — 225 members

200

15

=

100

50

Still Growing!
Thanks for spreading the word!
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Poll Question 1

Are you tired of holiday music yet?
A-Yes
B- No

ltccn.vecu.edu



Heart Failure In
PALTC

CarlJ. “Christian” Bergman, MD, CMD, FACP
Assistant Professor, Division of Geriatric Medicine, VCU
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CHF Background

® 6.2 million persons today, projected to increase to 8 million by 2030
® (Costof30-dayreadmissionis $41Bin hospitalcosts alone
® Medicare beneficiaries hospitalized with HF from 2006 to 2008 were used, the 30-day all-

cause risk-standardized rehospitalization rate was 24.7%

©  Ofnote,6 month re-hospitalization rates are 50%
® Forthose >65 years ofage, discharge to long-term care increased significantly from 17% in
2000 to 21%1m 2010
® Predicting 30 day hospitalization: 1) Age,2) # of hospitalizations within 6 months, 3) longer
index hospitalstayalLOS ,and 4) # of ED visits 6 months after index hosp.

ltccn.vecu.edu



2015 Circulati

on Analysis

MEDICATION
MANAGEMENT

Cost ————»!

No HCP
contact

Reconciliation

Pharmacist or Lackof — )

other HCP did transportation
notproperly  ynciear
explain labeling
Unclear Unclear
instructions discharge

issues / 2

instructions

FOLLOW-UP
APPOINTMENT

Economic
No HCP issues
contact
No appt. scheduled
within 7 days of
discharge
Lack of patient

understanding of
rationale for visit

Too many HCPs Lack of Multiple changes Patient I':Cll:' faig’;:“‘g
without one taking patient over a short time Unaware oyow
charge awareness period
) Lack of Pt unsure of
Transportauon No written or verbal family/caregiver location
Issues confirmation of support
follow-up
TRANSITION OF
among HCPs discharge Economic Lack of HCP assessment
i ‘o issues and repetition in education
HCP of index visit Insufficient patient Lack of self-
unaware of other : confidence in i ivi
HCPs education i e Non-adherence to diet, activity,
self monitoring exercise and fluid management
Incomplete Pt is missing HCP Poor
documenitation contact info understanding Uncertairlty
about actions Social and cultural barriers
Do not recognize S/S
HCP that require medical
COMMUNICATION attention Primary HCP is unclear;

Depression /

NON-MEDICATION SIGNS/SYMPTOM (S/S)
MANAGEMENT

uncertainty about who to contact
for assistance
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Poll Question 2

Which barrier from the 2015 paper do you encounter most frequently in
managing PALTC Heart Failure Patients?

A — Medication management

B — Follow up appointment

C — Healthcare provider communication

D — Self-awareness of signs/symptoms of heart failure

ltccn.vecu.edu



PALTC Unique Care Issues

e Admissions are complex, 1.e. not ‘just” heart failure
e Poor handoff between providers

e Nursing home staffing shortages

e Staffeducation/ awareness of signs/symptoms

e Non-adherence to diet / fluid restrictions

e Poorpsychosocial support in community

ltccn.vecu.edu



Course of Heart Failure

Decompensations

Onset of CHF

Quality of Life

Initialized Transition to
Clinical Course Advanced Heart Failure m
(NYHA Class IV) _ Pump Failure

https://www.activehhh.com/home-health-blog/hospice-for-heart-failure/ ItCCﬂ .VCU. ed u



Let’s look at Best Practices imm CHF

ltccn.vecu.edu



e Where do we start?

ltccn.vecu.edu



Words matter

Universal Definition and Classification of Heart Failure (HF)

. - Stages e
Deflnltlon AT RISK Patients at risk for HF, but without current or prior ClaSSIflcatlon By EF
symptoms or signs of HF and without structural cardiac
HF is a clinical syndrome with (STAGE A) changes or elevated biomarkers of heart disease HF with reduced EF (HFrEF)
* HF with LVEF < 40%
current or pﬂor Patients without current or prior symptoms or signs of
HF with evidence of one of the following: N .
+ Symptoms and or signs caused by PRE-HF * Structural Heart Disease HF with !'nlldly reduced EF (HFmrEF)
a structural and/or functional (STAGE B} * Abnormal cardiac function *  HF with LVEF 41-49%
cordiac = Elevated natriuretic peptide or cardiac troponin levels
HF with preserved EF (HFpEF)
Patients with current or prior symptoms * HF with LVEF > 50%
And corroborated by at least one of {ST:IG!:E o and/or signs of HF caused by a structural wi
the fD"OWII‘Ig: and/or functional cardiac abnormality HE wit improved EF {HFimpEF)
*  Elevated natriuretic peptide levels Severe symptoms and/or signs of HF atrest, recurent  *  HF with a baseline LVEF of < 40%,
5 DSlactive evidenie ot idsaehlc ADVANCED  nhospitalizations despite GDMT, refractory or intolerant a 10-point increase from baseline
’ i it HF £0 SIONI, tucpulr ey # v 11 phes LVEF, and a second measurement
pulmonary or systemic congestion transplantation, mechanical circulatory support, or ‘
(STAGE D) palliative care of LVEF of > 40%

Language matters! The new universal definition offers opportunities for more precise communication and

description with terms including persistent HF instead of “stable HF,” and HF in remission rather than “recovered HF.”
ltccn.veu.edu



Poll Question 3

Prior to today, had you heard of the category of mildly reduced
EF (HFmrEF)?

A— Yes

B - No

ltccn.vecu.edu



Poll Question 4

Prior to today, had you heard of the category of improved heart
failure (HFImpEF)?

A— Yes

B - No

ltccn.vecu.edu



Heart Failure 2022 Guidelines

Circulation

AHA/ACC/HFSA CLINICAL PRACTICE GUIDELINE

2022 AHA/ACC/HFSA Guideline for the
Management of Heart Failure: A Report of the
American College of Cardiology/American Heart
Association Joint Committee on Clinical Practice
Guidelines

ltccn.vecu.edu



Heart Failure 2022 Guidelines

CLASS (STRENGTH) OF RECOMMENDATION

CLASS 2a (MODERATE) Benefit == Risk

Suggested phrases for writing recommendations:
* |z raasonahle
= Can be useful/effactive/beansficial
= Comparative-Effectiveness Plwasest:
— Treatment'strateqy A is probably recommended/indicated in
preference to treatment B
= [t is reasonable to choose treatment A over treatment B

CLASS 2 (WEAK) Benefit = Risk
whﬁhmm-

= May/might be reasonable

= May/might be considered

» Usefulness/effactiveness is unknown/unclear/uncertain or not well-
‘established ltccn.vecu.edu



Heart Failure 2022 Guidelines

Initial Classification

Serial Assessment and
Reclassification

HFrEF

* LVEF =40%

—

—

HFrEF
* LVEF s40%

HFimpEF
« LVEF >40%

HFrEF
« LVEF 240%
HFmrEF
HFmrEF
« LVEF 41%-49% « LVEF 41%-49%
*
« LVEF 250%
HFrEF
« LVEF <40%
HFpEF
5 HFmrEF
* LVEF 250% + LVEF 41%-49%
HFpEF

+ LVEF 250%

ltccn.vecu.edu



Heart Failure 2022 Guidelines

2. In patients with chronic HF, measurements of
BNP or NT-proBNP levels are recommended
for risk stratification."13-2°

ltccn.vecu.edu



Poll Question 5

In LTC patient whom have heart failure, are you checking serial
BNP measurements to guide prognosis/management?

A— Yes

B - No

ltccn.vecu.edu



Heart Failure 2022 Guidelines

5. In patients hospitalized for HF, a predischarge
BNP or NT-proBNP level can be useful to
inform the trajectory of the patient and estab-

2a

ltccn.vecu.edu



Poll Question 6

In SNF patients whom have heart failure, are you checking serial BNP
measurements during the SNF stay?

A— Yes, multiple times

B — Yes,at admission only

C— Yes,at discharge only

D - No

ltccn.vecu.edu



Heart Failure 2022 Guidelines

8. In patients with HF in the absence of: 1) clinical
status change, 2) treatment interventions that
might have had a significant effect on cardiac
function, or 3) candidacy for invasive proce-
dures or device therapy, routine repeat assess-
ment of LV function is not indicated.

C-EO

ltccn.vecu.edu



Heart Failure 2022 Guidelines

In patients with LVEF <40%, ACEIi should be
used to prevent symptomatic HF and reduce
mortality.'4

In patients with a recent or remote history of

MI or ACS, statins should be used to prevent
symptomatic HF and adverse cardiovascular
events.”™®

In patients with a recent Ml and LVEF <40%
who are intolerant to ACEi, ARB should be used
to prevent symptomatic HF and reduce mortal-
ity.'®

In patients with a recent or remote history of Ml
or acute coronary syndrome (ACS) and LVEF
<40%, evidence-based beta blockers should
be used to reduce mortality.’*-'2

ltccn.vecu.edu



Heart Failure 2022 Guidelines

8. In patients with LVEF <50%, nondihydropyri-

dine calcium channel blockers with negative
i i 16,17

Nondihydropiridine calcium channel blockers diltiazem and verapamil are myocardial depressants and
generally not tolerated in HF. In previous studies of patients with HF or reduced LVEF after acute M,
diltiazem was associated with increased risk of HF 1617 although in a smaller study of patients with
nonischemic cardiomyopathy, diltiazem had no impact on mortality.4> Verapamil had no impact on
survival or major cardiovascular events after acute MI.46 Although not specifically tested in asymptomatic
patients with low LVEF, nondihydropyridine calcium channel blockers may be harmful in this population
because of their negative inotropic effects.

ltccn.vecu.edu


https://www.ahajournals.org/reader/content/189fc804fbb/10.1161/CIR.0000000000001063/format/epub/EPUB/xhtml/index.xhtml?hmac=1702495445-7KsrCm43GRr9X4%2Baf4Ysql0T679R6GqjIpFWc166Tgs%3D#R402
https://www.ahajournals.org/reader/content/189fc804fbb/10.1161/CIR.0000000000001063/format/epub/EPUB/xhtml/index.xhtml?hmac=1702495445-7KsrCm43GRr9X4%2Baf4Ysql0T679R6GqjIpFWc166Tgs%3D#R403
https://www.ahajournals.org/reader/content/189fc804fbb/10.1161/CIR.0000000000001063/format/epub/EPUB/xhtml/index.xhtml?hmac=1702495445-7KsrCm43GRr9X4%2Baf4Ysql0T679R6GqjIpFWc166Tgs%3D#R431
https://www.ahajournals.org/reader/content/189fc804fbb/10.1161/CIR.0000000000001063/format/epub/EPUB/xhtml/index.xhtml?hmac=1702495445-7KsrCm43GRr9X4%2Baf4Ysql0T679R6GqjIpFWc166Tgs%3D#R432

Poll Question 7

In patients with an EF <50%, do you feel comfortable using
dihydropyridines such as amlodipine or nifedipine?

A— Yes

B - No

ltccn.vecu.edu



Heart Failure 2022 Guidelines

1. For patients with stage C HF, avoiding exces-
2a C-LD sive sodium intake is reasonable to reduce .
congestive symptoms,'~®

Restricting dietary sodium is a common nonpharmacological treatment for patients with HF

symptomatic with congestion, but specific recommendations have been based on low-quality

evidence.’ Concerns about the quality of data regarding clinical benefits or harm of sodium restriction in

patients with HF include the lack of current pharmacological therapy, small samples without sufficient

racial and ethnic diversity, questions about the correct threshold for clinical benefit, uncertainty about

which subgroups benefit most from sodium restriction,”-2 and serious questions about the validity of

several RCTs in this area.?="* However, there are promising pilot trials of sodium restriction in patients

with HF328 The AHA currently recommends a reduction of sodium intake to <2300 mg/d for general

cardiovascular health promotion!2; however, there are no trials to support this level of restriction in

patients with HF.13 ltccn.veu.edu


https://www.ahajournals.org/reader/content/189fc804fbb/10.1161/CIR.0000000000001063/format/epub/EPUB/xhtml/index.xhtml?hmac=1702495445-7KsrCm43GRr9X4%2Baf4Ysql0T679R6GqjIpFWc166Tgs%3D#R517
https://www.ahajournals.org/reader/content/189fc804fbb/10.1161/CIR.0000000000001063/format/epub/EPUB/xhtml/index.xhtml?hmac=1702495445-7KsrCm43GRr9X4%2Baf4Ysql0T679R6GqjIpFWc166Tgs%3D#R517
https://www.ahajournals.org/reader/content/189fc804fbb/10.1161/CIR.0000000000001063/format/epub/EPUB/xhtml/index.xhtml?hmac=1702495445-7KsrCm43GRr9X4%2Baf4Ysql0T679R6GqjIpFWc166Tgs%3D#R518
https://www.ahajournals.org/reader/content/189fc804fbb/10.1161/CIR.0000000000001063/format/epub/EPUB/xhtml/index.xhtml?hmac=1702495445-7KsrCm43GRr9X4%2Baf4Ysql0T679R6GqjIpFWc166Tgs%3D#R519
https://www.ahajournals.org/reader/content/189fc804fbb/10.1161/CIR.0000000000001063/format/epub/EPUB/xhtml/index.xhtml?hmac=1702495445-7KsrCm43GRr9X4%2Baf4Ysql0T679R6GqjIpFWc166Tgs%3D#R513
https://www.ahajournals.org/reader/content/189fc804fbb/10.1161/CIR.0000000000001063/format/epub/EPUB/xhtml/index.xhtml?hmac=1702495445-7KsrCm43GRr9X4%2Baf4Ysql0T679R6GqjIpFWc166Tgs%3D#R515
https://www.ahajournals.org/reader/content/189fc804fbb/10.1161/CIR.0000000000001063/format/epub/EPUB/xhtml/index.xhtml?hmac=1702495445-7KsrCm43GRr9X4%2Baf4Ysql0T679R6GqjIpFWc166Tgs%3D#R516
https://www.ahajournals.org/reader/content/189fc804fbb/10.1161/CIR.0000000000001063/format/epub/EPUB/xhtml/index.xhtml?hmac=1702495445-7KsrCm43GRr9X4%2Baf4Ysql0T679R6GqjIpFWc166Tgs%3D#R522
https://www.ahajournals.org/reader/content/189fc804fbb/10.1161/CIR.0000000000001063/format/epub/EPUB/xhtml/index.xhtml?hmac=1702495445-7KsrCm43GRr9X4%2Baf4Ysql0T679R6GqjIpFWc166Tgs%3D#R523

Poll Question 8

When counseling heart failure patients about dietary mtake, do

you always recommend a heart healthy, low sodium diet <2.5 g?

A— Yes
B - No
C — Depends

ltccn.vecu.edu



Heart Failure 2022 Guidelines

In patients with HFrEF and NYHA class |l to 1l
symptoms, the use of ARNi is recommended to
reduce morbidity and mortality.'®

Value Statement:
High Value (A)

| 4.

In patients with previous or current symptoms
of chronic HFrEF, in whom ARNI is not feasible,
treatment with an ACEi or ARB provides high

economic value,19-2%

ltccn.vecu.edu



Heart Failure 2022 Guidelines

In patients with HFrEF, dihydropyridine calcium
channel-blocking drugs are not recommended
treatment for HR.!2

In patients with HFrEF, vitamins, nutritional
supplements, and hormonal therapy are not
recommended other than to correct specific
deficiencies.**®

In patients with HFrEF, nondihydropyridine
calcium channel-blocking drugs are not recom-
mended.1o-1®

In patients with HFrEF, class IC antiarrhythmic
medications and dronedarone may increase the
risk of mortality, !¢

In patients with HFrEF, thiazolidinediones
increase the risk of worsening HF symptoms
and hospitalizations. 2!

In patients with type 2 diabetes and high
cardiovascular risk, the dipeptidyl pepti-
dase-4 (DPP-4) inhibitors saxagliptin and
alogliptin increase the risk of HF hospitaliza-
tion and should be avoided in patients with
HF-22—24

In patients with HFrEF, NSAIDs worsen HF

symptoms and should be avoided or withdrawn
ible 25-28

ltccn.vecu.edu




Heart Failure 2022 Guidelines — Summary

Guideline-directed medical therapy

(GDMT) for heart failure (HF) with anmimos | | St | | o | | o

oD Eplerenone 50mg Dapagliflozin 10mg
or (Alternatives oD oD
Carvedilol 25mg BD

reduced ejection fraction (HFrEF) now . o

Sacubitril Valsartan
200mg BD

mmcludes 4 medication classes which

include sodium-glucose I

n AMBER | : Specialist recommendation, can be AMBER lI**: Specialistinitiation and optimisation (**Primary

cO tra ns p 0 rt e r_2 inh ib it ors (S GLT2 i) ] initiate and optimise initiated and optimised in Primary Care care may be asked to Initiate to reduce inequality of care)

http://www.lhp.leedsth.nhs.uk/detail.aspx?id=6806 ltccn.vcu.edu



Heart Failure 2022 Guidelines

. o o Treat t of HFmrEF
SGLT2 inhibitors have a 2a HFrEF | S
. . . » LVEF <40%
recommendation in heart failure _.._

with mildly reduced ejection
) . SGLT2i
fraction (HFmrEF). < HFmrEF @
. « LVEF 41%-49%

Weaker recommendations (2b) are Symptomatic HF with D

) ) LVEF 41%-49% il (2b)
made for ARN1, ACE1, ARB, MRA
and beta blockers in this . i
population. HFpEF

+ LVEF 250% Evidence-based beta
blockers for HFrEF

(2b)

ltccn.vecu.edu



Heart Failure 2022 Guidelines — Top 10

New recommendations for HFpEF are
made for SGLT2 inhibitors (2a),
MRAs (2b)

ARNi (2b).

Several prior recommendations have
been renewed including treatment of
hypertension (1), treatment of atrial
fibrillation (2a),use of ARBs (2b)
avoidance of routine use of nitrates or
phosphodiesterase-5 inhibitors (3-no
Benefit).

HFrEF

+ LVEF <40%

HFmrEF
« LVEF 41%-49%

HFpEF
« LVEF 250%

Treatment of HFpEF

Symptomatic HF with
LVEF 250%

_

SGLT2i

’ (2a)
= ARNi*

il (2b)
MRA*

' (2b)
ARB*

™ (2b)

ltccn.vecu.edu




Heart Failure 2022 Guidelines — Other Diagrams

At Risk for HF (Stage A) Pre-HF (Stage B)
Step 2 Step 3 Step & Step 5 Step &
] Titrate to target dosing Censider these patient Implement additional Reassess symptoms, Referral for HF
as tolerated, labs, health scenarios GDMT and device labs, health status, specialty care for
Patients with status, and LVEF therapy, as indicated and LVEF additional therapy
hypertension
Patients with type 2 Patients with HFrEF MYHA HI-1V, in
diabetes and CVD or LVEF <40% L“;F ""OC"“ 7 | African American e
high risk for CVD (Stage C) patients
Patients with a NYHA I-III; Refractory HF | |
i recent Ml and ™ LVEF s35%; (Stage D)
Patients with CVD LVEF 0% Ay survival 8
LVEF s40%
—| Persistent HFrfEF — NYHA lI-1II;
(Stage C) ambulatory IV, 5 t:
Patients with Patients with ™ LVEF £35%; i:r\r:fo:::!s ™
exposure to LVEF =40% 1525!2 am"tr?fgaa
e " 2150 ms wi
cardiotoxic agents LVEF 40%
- HFimpEF
5t [ I
First-d ; Patients with Grage ©) || [Investigational
irst-degree relatives LVEF <30%: studies*
of patients with e e rical theraples
genetic or inherited >¢Ovd§ " I'u'il
cardiomyopathies po
Patients with Genetic counseling and
Natriuretic peptide . :
Patients at risk . o nenischemic — testing
for HE ’ mhra:;"'m"l cardiomyopathy (2a)
¥
Patients at risk Validated multivariable
for HF ™ risk scores
(2a) -
Figure 6. Treatment of HFrEF Stages C and D.




Heart Failure 2022 Guidelines — Other Diagrams

In addition to optimized GDMT

Patients with HF
and hypertension

Patients with HF and
type 2 diabetes

Select patients with
HF and LVEF =35%
and suitable coronary
anatomy

Patients with HF
attributable to VHD or
cancer therapy

Select patients with
HF and AF*

Additional Therapies in Patients With HF and Comorbidities

Patients with HFrEF
and iron deficiency

Patients with AF and
LVEF £50%, if rhythm
control strategy fails/not
desired and ventricular
rates remain rapid
despite medical therapy

Patients with HF and
symptoms attributable
to AF

Patients with HF with
obstructive sleep apnea

In asymptomatic patients
with cancer therapy-
related cardiomyopathy
(EF <50%)

IV iron replacement
(2a)

AV nodal ablation and
CRT implantation
(2a)

Atrial fibrillation
ablation
(2a)

CPAP
(2a)

ARB, ACEi, and
beta blockers
(2a)

Figure 14. Recommendations for Treatment of Patients With HF and Selected Comorbidities.

ltccn.vecu.edu



Heart Failure 2022 Guidelines — Other Diagrams

Table 25. Important Components of a Transitional Care Plan

A transitional care plan, communicated with the patient and their outpatient
clinicians before hospital discharge, should clearly outline plans for:

Addressing any precipitating causes of worsening HF identified in the hos-
pital;

Adjusting diuretics based on volume status (including weight) and electro-
Iytes;

Coordination of safety laboratory checks (eqg, electralytes after initiation or
intensification of GDMT);

Further changes to optimize GDMT, including:
Plans for resuming medications held in the hospital;
Plans for initiating new medications;
Plans for titration of GDMT to goal doses as tolerated;

Rainforcing HF education and assessing compliance with medical ther-
apy and lifestyle modifications, including dietary restrictions and physical
activity;

Addressing high-risk charactenstics that may be associated with poor post-
discharge clinical outcomes, such as:
Comorbid conditions (ag, renal dysfunction, pulmonary disease, diabetes,
mantal health, and substance use disorders);
Limitations in psychosocial support;
Impairad haalth literacy, cognitive impaiment;

Additional surgical or device therapy, referral to cardiac rehabilitation in the
future, where appropnate;

Referral to palliative care specialists and/for enrollment in hospice in
selectad patiants.

GDMT indicates guideline-directed medical therapy; and HF, heart failure. Itccn vcu ed u



HF-DMP Study— Colorado/Cleveland, published

2021 JAMDA

Objective: Patients discharged from the hospital to a skilled nursing facility (SNF) are not typically part of
a heart failure disease management program (HF-DMP). The objective of this study is to determine if an
HF-DMP in SNF improves outcomes for patients with HF.

Design: Cluster-randomized controlled trial.

Participants: The trial was conducted in 47 SNFs, and 671 patients were enrolled (329 HF-DMP; 342 to
usual care).

Methods: The HF-DMP inclulded documentation of ejection fraction, symptoms, weights, diet, medication
optimization, education, and 7-day visit post SNF discharge. The composite outcome was all-cause
hospitalization, emergency department visits, or mortality at 60 days. Secondary outcomes included
the composite endpoint at 30 days, change in the Kansas City Cardiomyopathy Questionnaire and the
Self-care of HF Index at 60 days. Rehospitalization and mortality rates were calculated as an exploratory
outcome.

Results: Mean age of the patients was 79 + 10 years, 58% were women, and the mean ejection fraction
was 51% + 16%. At 30 and 60 days post SNF admission, the composite endpoint was not significant
between DMP (29%) and usual care (32%) at 30 days and 60 days (43% vs 47%, respectively). The Kansas
City Cardiomyopathy Questionnaire significantly improved in the HF-DMP vs usual care for the Physical
Limitation (11.3 £ 2.9 vs 20.8 & 3.6; P =.039) and Social Limitation subscales (6.0 £ 31 vs 179 £ 3.8; P =
.016). Self-care of HF Index was not significant. The total number of events (composite endpoint) totaled
517 (231 in HF-DMP and 286 in usual care). Differences in the 60-day hospitalization rate [mean HF-DMP
rate 0.43 (SE 0.03) vs usual care 0.54 (SE 0.05), P = .04] and mortality rate (HF-DMP 5.2% vs usual care
10.8%, P < .001) were significant.

Conclusions and Implications: The composite endpoint was high for patients with HF in SNF regardless of
group. Rehospitalization and mortality rates were reduced by the HF-DMP. HF-DMPs in SNFs may be
beneficial to the outcomes of patients with HE SNFs should consider structured HF-DMPs for their
patients.

1. Boxer RS, Dolansky MA, Chaussee EL, Campbell JD, Daddato AE, Page RL 2nd, Fairclough DL, Gravenstein S. A Randomized Controlled Trial of Heart Failure Disease |tccn .VCU _edu
Management in Skilled Nursing Facilities. J Am Med Dir Assoc. 2022 Mar;23(3):359-366. doi: 10.1016/j.jamda.2021.05.023. Epub 2021 Jun 16. PMID: 34146521.



Patients with HF recruited
within the first
T d of SNF admission™

HF-DMP

Documentation of ejection fraction
Failure signs, weight 3x a week
Lowest sodium diet available
ordered

Signs and symptoms assessment 3x
a week

Medication titration as indic atedt
HF-specific education to the
patient/caregiverf

HF discharge instructions including

Follow-up 7 d
Post-SNF Discharge
(in home or on phone)

Check vital signs and weight

Signs and symptoms assessment
Reconcile medications

Review the patient's weight calendar
Ensure the patient has seen his

or her physician

Documents if the patient has been
seen in the emergency department,

L 4

Outcome Assessment
+ 30 and 60 d post SNF admission

1. Where is the patient residing
(home, assisted living, other)

1. Has the patient received home health
care

2. If the patient has been to the

emergency department, had a
hospitaliztion, or died since SNF
discharge

+ Arrange follow-up visit post-SNF
discharge

had a hospitalization, or died since = Confirmed using statewide
SNF discharge health information exchange
(CORHIO) and National
Death Index

Fig. 1. Overview of SNF Connect intervention, the HF -DMP, follow-up, and collection of outcomes. NYHA, New York Heart Assodation; PCP, primary care physician; CORHIO,
Colorado Regional Health Information Organization. *The 7-day time frame allowed the best chance for successful informed consent. 'Medication titration was tailored to HF with
reduced ejection fraction or HF with preserved ejection fraction according to the HF Guidelines. Loop diuretics were titrated throughout the SNF stay based on weight. Medication
titration recommendations according to pre-established protocols for angiotensin-converting enzyme inhibitors (ACE-Is), angiotensin receptor blockers (ARBs), and beta blockers
for those with HF with reduced ejection fraction and a loop diuretic protocol for weight gain (a gain of 3 lb in 3 days or 5 |b in a week) and blood pressure protocol regardless of
ejection fraction. The clinician was prompted by the nurse but made his or her own clinical decdision if he or she would like to initiate a medication protocol. *HF self-management
education for 5 sessions using the teach-back method: (a) recognizing signs and symptoms of HF, (b) daily weight monitoring and documenting it on a calendar and how to compare
weight trends, (c) recognizing and understanding HF medication, (d) following a low sodium diet, and (e) when to call the doctor."*™.

1. Boxer RS, Dolansky MA, Chaussee EL, Campbell JD, Daddato AE, Page RL 2nd, Fairclough DL, Gravenstein S. A Randomized Controlled Trial of Heart Failure Disease
Management in Skilled Nursing Facilities. J Am Med Dir Assoc. 2022 Mar;23(3):359-366. doi: 10.1016/j.jamda.2021.05.023. Epub 2021 Jun 16. PMID: 34146521.
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Primary analysis Exploratory analysis
Met endpoint (n) 95 108 142 163 17 37
Proportion 0.28 0.31 043 047 0.05 0.10
Total ED/Hosp 83 85 131 164
60-day rate 0.26 0.26 041 0.52
Lower CL 0.23 0.26 037 0.42 0.01 007 0.20 0.19 036 0.42
Upper CL 0.33 0.36 0.48 0.52 0.08 0.13 0.31 0.33 046 0.63
P value 45 24 0186 c8 039

Fig. 2. Outcomes from Heart Failure Disease Management Program vs usual care in SNFs. The left side of the figure shows the primary composite outcome (rehospitalization, ED
visit, and mortality) at 30 and 60 days post SNF admission. The right side of the figure shows exploratory analysis of the rates of ED visits and rehospitalizations at 60 days. 1,
confidence limit; ED, emergency department; Hosp, hospitalization; UC, usual care.

1. Boxer RS, Dolansky MA, Chaussee EL, Campbell JD, Daddato AE, Page RL 2nd, Fairclough DL, Gravenstein S. A Randomized Controlled Trial of Heart Failure Disease
Management in Skilled Nursing Facilities. J Am Med Dir Assoc. 2022 Mar;23(3):359-366. doi: 10.1016/j.jamda.2021.05.023. Epub 2021 Jun 16. PMID: 34146521.



Table 2
Fidelity of HF-DMP

HF-DM in SNF Component Description Eligible, n Met Requirement, n (%)
Clinical Care Documentation of ejection fraction Ejection fraction documented 329 306 (93.0)
Sign and symptom assessment Blood pressure taken at every study visit 306" 257 (84.0)
Signs and symptoms documented at every study visit 306" 255(83.3)
Daily weights and dietary surveillance Diet documented at every study visit 306" 283 (92.5)
Weight taken at every study visit 306" ]60 (52.3)
Medication titration Medication recommendation followed 08’ 4(34.7)
Medication recommendation not followed but clinician 64 42 (65.6)
reason reported
Discharge Care Patient and caregiver education At least 1 education module completed 272 253 (93.0)
All 5 education modules completed 154/ 112 (72.7)
Discharge instructions Personalized discharge instructions reviewed 278" 177 (63.7)
Follow-up visit 7 d post SNF discharge Physician follow-up visit scheduled 278" 167 (60.1)
Nurse follow-up visit completed 278" 101 (36.3)

The HF-DMP required that the nurse delivered the repetitive intervention components such as blood pressure, symptom assessment, weight 3 times in 7 days.
Overall, n = 329 participants in the HF-DMP arm of SNF Connect.

1. Boxer RS, Dolansky MA, Chaussee EL, Campbell JD, Daddato AE, Page RL 2nd, Fairclough DL, Gravenstein S. A Randomized Controlled Trial of Heart Failure Disease
Management in Skilled Nursing Facilities. J Am Med Dir Assoc. 2022 Mar;23(3):359-366. doi: 10.1016/j.jamda.2021.05.023. Epub 2021 Jun 16. PMID: 34146521.



J-CH1P Study — Hopkms, published 2023 J AMDA

Objectives: This study evaluated the impact of standardized care protocols, as a part of a quality
improvement initiative (J10ohns Hopkins Community Health Partnership, J-CHiP), on hospital read-
mission rates for patients with a diagnosis of congestive heart failure (CHF) and/or chronic obstructive
pulmonary disease (COPD) after being discharged to };ki]]ed nursing facilities (SNFs).

Design: A retrospective study comparing 30-day hospital readmission rates the year before and 2 years
following the implementation of the care protocol interventions.

Settings and Participants: Patients discharged from Johns Hopkins Hospital or Johns Hopkins Bayview
Medical Center to the participating SNFs diagnosed with CHF and/or COPD.

Methods: The standardized protocols included medical provider or nurse assessments on SNF admission,
multidisciplinary care planning, and medication management to avoid unplanned readmissions to the
hospital. Descriptive analyses were conducted to illustrate the 30-day read mission rates before and after
protocol implementation.

Results: There were 1128 patients in the pre-]-CHiP cohort and 2297 patients in the J-CHiP cohort. About
half of the patients with a recorded diagnosis of CHF without COPD had the standardized protocol
initiated, whereas 47% of the patients with a recorded diagnosis of COPD without CHF had the stan-
dardized protocol initiated. Of patients with recorded diagnoses of COPD and CHF, 49% had both pro-
tocols initiated. A reduction in the readmission rate was observed for patients with COPD protocols, from
23.5% in 2011 to 12.1% in 2015. However, fluctuations in the readmission rates were observed for patients
who initiated the CHF protocols.

1. Hsiao YL, Bass EB, Wu AW, Kelly D, Sylvester C, Berkowitz SA, Bellantoni M; Johns Hopkins Community Health Partnership (J-CHiP) Team. Preventing Avoidable Rehospitalizations through Standardizing Itccn VCU . ed u
Management of Chronic Conditions in Skilled Nursing Facilities. J Am Med Dir Assoc. 2023 Dec;24(12):1910-1917.e3. doi: 10.1016/j.jamda.2023.08.010. Epub 2023 Sep 7. PMID: 37690461.



CARE PATHWAY: Symptomatic Congestive Heart Failure (CHF)

Initiate admission order set Are vital signs within ordered parameters?
A\ *Temp<38°C
Are signs or symptoms of CHF or over-diuresis in a resident * Apical pulse > ore
with known CHF or risk Factors for CHF present*? *SystolicBP>_____or<
* Respiratory rate < fmin
*  Weight gain/lossof 5 lbsin3daysor2 Ibxin 24hrs. T 0R———= * Owygen Saturation > Yes Continue to
» Newc_lrworserirgeusna * Weight < > mnni‘tﬂr{fa[luw
*  Unrelieved shortnessof breath
*  Neworworsening shortnessof breath Or standard parameters if orders are not given pathway
*  New orworsening wheezing orchest tightmess *Temperatureof<38°C
*  Inability t o sleep without siting up, using two + Apical heartrateof >600r <100
*  pillowsor head of bed up * Raspiratory rate of <<24
* Change in mental status *Systolic BP >80 or decreasedfrom
* Dizinesswith stgnding baseline or <180 or higher than
baseline Consider discontinuing
NO * Dxygen satumation >30% pathway once medication
YES regime no longer requires
l, | Communicate nursing assessment to medical team frequent changes and patient
Lt / v is without signs or symptoms
i > of heart failure
S Correer v e Is patient unstable? . YES
* Current oxygen saturation NO = r
* Most recentweight Consider transferring
*Compare to latest vital sigrs and Medical team to consider muﬂff'rini treatment plan patientto AcuteCare
oxygen saturation Facility
*Change in mental status Diagnostics
*Review latestlabs +  Orthostaticvitalsigns
+ Order bloodwork: CBC, BMP, Pro-BNP
«  OrderEKG (if available)
*  Orderchestx-ray
Treatments
+ Initiate oxygen supplementationor increase oxygen
+ Initizze or modify other cardiovascular medications
+ (ACE, B-blocker, ARB, hydralzine, nitrites)
* Initize or increase diuretic dose, timeddosesor IV dose
* Increasefrequency for itor electrolytes & renal
+ function
* Increase frequency of monitoring vital signs/Pulse Ox
« Begincontinue Pulse Ox Consider Transfer to Acute Care Facility
* Begin recording urinary output * If EKG rhythm haschanged
¢, * Patient’s condition is deteriorating
. e * Oygen Saturation < baseline
Continue close monitoring * Heartrate > 100 or > baseling
* Critical lab resufts * Changein mental status
“Worsening clinical condition * BUN & Creatinine 1.5 times upper limitsof normal or
* Results of chestx-ray reveal worsening CHF baseine
‘CHF Risk Factors: Hypertension, DM, Coronary heart disease, Dysrhythmias, Heart Di (i.e. aortic is)

Hsiao YL, Bass EB, Wu AW, Kelly D, Sylvester C, Berkowitz SA, Bellantoni M; Johns Hopkins Community Health Partnership (J-CHiP) Team. Preventing Avoidable Rehospitalizations through Standardizing
Management of Chronic Conditions in Skilled Nursing Facilities. J Am Med Dir Assoc. 2023 Dec;24(12):1910-1917.e3. doi: 10.1016/j.jamda.2023.08.010. Epub 2023 Sep 7. PMID: 37690461.
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Fig. 4. Read mission rate for unigue CHF-only patients based on first eligible admission to an SNF, 2011-2015.

“‘Reducing 30-day readmissions for patients with CHF and COPD is an ongoing process for hospitals and SNFs in the
United States. Partnerships between hospitals and SNFs can improve transitions in care and reduce hospital readmissions.
A key implication of the collaborative is the implementation of standardized care protocols and having a nurse educator
train SNF staff on the deployment of the protocols and working on-site with SNF staff to monitor patients and track
adherence. During the intervention, the nurse educator communicated with the hospital and SNF teams to agree on a care
plan with the protocols when the patient is discharged to the SNF.

...Integrated into the EMRs”

Hsiao YL, Bass EB, Wu AW, Kelly D, Sylvester C, Berkowitz SA, Bellantoni M; Johns Hopkins Community Health Partnership (J-CHiP) Team. Preventing Avoidable Rehospitalizations through Standardizing
Management of Chronic Conditions in Skilled Nursing Facilities. J Am Med Dir Assoc. 2023 Dec;24(12):1910-1917.e3. doi: 10.1016/j.jamda.2023.08.010. Epub 2023 Sep 7. PMID: 37690461.



AHA Resources

Stages of HF

AT RISK FOR HEART FAILURE

STAGE A
At high risk for HF but without
structural heart disease or
symptoms of HF

e.g., Patients with:

* HTN
 Atherosclerotic disease
« DM

* Obesity

* Metabolic syndrome

OR
Patients

= Using cardiotoxins
« With family history of
cardiomyopathy

Structural

heart disease

THERAPY
Goals
* Heart healthy lifestyle
* Prevent vascular, coronary
disease
 Prevent LV structural
abnormalities

Drugs

* ACEIl or ARB in appropriate
patients for vascular
disease or DM

* Statins as appropriate

HEART FAILURE
STAGE B STAGE C
Structural heart disease but Structural heart disease with
without signs or symptoms prior or current symptoms
of HF of HF
e.g., Patients with: B _
e.g., Patients with:
= Previous Ml = REFR
= LV remodeling including LV * Known structural heart | | EemERns
Hand low EF disease and of HF at rest,
« Asymptomatic valvular * HF signs and symptoms despite GDMT
disease l l
Development HEpEF HFrEF
of symptoms
THERAPY THERAPY
Goals Goals
THERAPY « Control symptoms + Control symptoms.
Goals « Improve HROOL 0 :;nqrwzrjiROQL
* Patient education * Patient education
oo o o PR oty
. * Prevent mortali
remadeling 2 BT A Ly
Strategies Drugs for routine use
Drugs « |dentification of comerbidities = Diuretics for fluid retention
+ ACEl or ARB as appropriate = ACEl or ARB
= Beta blockers as Treatment . mlbi o
appropriate * e
pprop « Diuresis to relieve symptoms N et
of congestion
In selected patients = Follow guideline driven -
. D indications for comorbiditiss, D
- e.0., HTN, AF. CAD, DM (RIS o
« Revascularization or valvular * Hydralazine/isosorbide dinitrate
valvula!'sugeryas surgery as ate + ACEl and ARB
appropriate gery as appropr + |vabradine
= Digoxin
Stages in e dewlapment of HF and recommenced heray by tge, ACE| i Inselected patient
enzyme inhibitor 88 angiersin ot arerydsase
ac Wnuhmnmﬁun ey, D, dnbetes melig: EF e]emunfrmm GOMT, quidziine- * CAT
dirscted medical therapy; HF, heart failurs; i EF. heart fallure with preserved siection fracton; HREF, )
heart Tl wih e efacaon facfor HOGOL, healt-reatc ity of e, HTH, myperncon: 0D, _
implantable cardioverter-defibrillator, LV, left ventricular; LVH, bn venmcmarnypenmmy MCS, mechanical + Revascularization or valvular
e suppat, and Wl ceardl nfasion Accpi 1 .
Yaney G t o, ACCEIA Guldelins for the e ot Circulation, 1 surgery as appropriate
/AHAHFSA Focussd Updats of the 201Smwmsunallnafnrmahﬂanmamant

AOC
nﬂ Heart Fva\\ure Circulation, 08/08/2017.

STAGE D
Refractory HF

e.g., Patients with:

* Marked HF symptoms at
rest

* Recurrent hospitalizations
despite GDMT

l

THERAPY

Goals

 Control symptoms

* Improve HRQOL

* Reduce hospital
readmissions

= Establish patient's end-of-
life goals

Options

+ Advanced care measures

+ Heart fransplant

 Chronic inofropes

* Temporary or permanent
MCS

+ Experimental surgery or
drugs

# Palliative care and hospice
# ICD deactivation

e

American
Heart
Association.

Heart.org/HF GuidelinesToolkit

ltccn.vecu.edu



AHA Resources - Checklist

The following checklist is intended to assist healthcare providers in reducing the risk
of readmission for patients with heart failure transitioning to home care. Use this
checklist to ensure that your patient/caregiver understands the discharge instructions
and has the ability to perform self-care.

Medication Management Lack of Communication (pending diagnostic results not communicated with PCP)

[[] Was a prescription given? [] Was transition/discharge summary sent to Primary Care Provider?

[] Is the patient/caregiver able to get the prescription filled? ] Did a PCP note at the time of transition that a provider had been found prior to discharge?
[] ls the prescribed medication listed on patient’s insurance formulary?

[] Were medications and instructions on how to take them listed for the patient?

[] Are there any known adverse reactions to the medications?

[] Was a list with instructions on how to take the medications provided to a caregiver?

[] Does the patient/caregiver understand the importance of medication adherence?

As

] Was a referral noted?

] Was there a referral follow-up?
Name:

] Was there a referral to an agency that was unable to meet individual needs?
Name:

[] Was there an unaddressed comorbidity?

1 Was mobility/home safety assessed?

Does the patient have access to transportation?

Does the patient have financial barriers?

Does the patient have language barriers?

Is the patient able to perform care?

Does the patient understand and know how to recognize new or worsening signs

and symptoms of HF? Heart.org/H FGuidelinesToolkit

Will the patient be able to adhere to:

Medication regimen?

Low-sodium diet?

Daily weigh-in?

Exercise/activity plan or recommendation to participate in cardiac rehab? |tccn .VCU. ed u
Monitoring new or worsening signs or symptoms of HF?

ooood

ooood



AHA Resources — PAC HF Certification

RT3 POST-ACUTE CARE HEART FAILURE CERTIFICATION Skilled
NUMBER Nursing
REQUIREMENT OVERVIEW Facility
1 Program Management v
The post-acute care heart failure program defines its mission, goals, scope, and
organizational structure. It identifies a heart failure program champion(s) and organizes an
interprofessional committee which oversees the post-acute care heart failure program.
2 Personnel Education v
Staff have the education, experience and training for the monitoring and management of
heart failure patients. The education program should be provided regularly and tailored to
all levels of healthcare providers
3 Patient/Caregiver Education & Support v
The heart failure program provides the patient and caregiver individualized heart failure
education and support
4 Care Coordination v
The program demonstrates care coordination across the system of care for the heart failure
patient in three domains: pre-admission, throughout the patient’s admission to the facility,
and at discharge.

5 Clinical Management v To learn more about Post-Acute Care Heart
The heart failure program'’s ability to provide post-acute care to persons with a heart failure Failure Certification visit
diagnosis. www. heart.org/certification or

6 Performance Improvement v contact us at certification@heart.org

Ongoing quality improvement measuring adherence to evidence- based guidelines aimed
at improving care and outcomes for heart failure patients in the post-acute setting.

ltccn.vecu.edu
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COVID Cases by Age Group in 35 Selected Districts VA Past 13 Weeks

COVI D Age Group
UPDATE

10-159

60-69

70-79

. 280+

Source:


https://www.vdh.virginia.gov/coronavirus/see-the-numbers/covid-19-in-virginia/

COVID-19 Vaccine Effectiveness (VE)

* Monovalent mRNA vaccination was 76% effective in preventing COVID-19-
associated invasive mechanical ventilation and death up to 6 months after
the last dose and remained 56% effective at 1-2 years. ( )

* Among adults aged 218 years without immunocompromising conditions,
bivalent booster VE was sustained against critical COVID-19-associated
outcomes, including intensive care unit admission or death. ( )

* Among nursing home residents who were up to date with COVID-19
vaccination (most had received a bivalent vaccine), VE against SARS-CoV-2

infection was 31.2%. ( )

Source:


https://www.cdc.gov/mmwr/volumes/72/wr/mm7217a3.htm
https://www.cdc.gov/mmwr/volumes/72/wr/mm7221a3.htm
https://www.cdc.gov/mmwr/volumes/72/wr/mm7225a4.htm
https://covid.cdc.gov/covid-data-tracker/#vaccine-effectiveness

Open Forum

Share an idea. Anything
you need help with?
What’s new in your

Virginia Health District?

Any announcements?




Chat Waterfall

Answer in chat, but do not press

send until we count down.:

As we enter state budget time, if
you had all the money in the

world, how would you improve

where you work in LTC?

ltccn.vecu.edu



Monthly Forum - Every 3rd Wednesday, 4-5 PM

Forum topics will be in areas of interest to clinicians working in long term care.
We will continue to integrate COVID-19 topics in our discussion. Share the

membership QR code with your work colleagues so they can get a unique link.

Upcoming Forums
e January 17,2024 Trauma Informed Care OkpA0)

e February 21,2024 COPD Update %

ltccn.vecu.edu
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Respiratory Virus Season Resources

CDC - Respiratory Virus Updates NEW updated 12/8

https://www.cdc.gov/respiratory-viruses/whats-new/index.html
e CDC posts weekly updates during respiratory illness season

(
Hospitalization Surveillance Network

VDH - Respiratory Diseases in Virginia - Epidemioloqgy
https:/lwww.vdh.virginia.qov/epidemiology/respiratory-diseases-in-virginia/

e Landing page for COVID, Flu, and RSV

Includes links to: COVID Variant Proportions, COVID Data Tracker, Respiratory Virus

VDH - Respiratory Diseases ToolKkit

5 TIPS FOR
HEALTHY

RESPIRATORY

Sty up to date on

https://www.vdh.virginia.gov/news/tool

e Flyers and Social Media Images

e Topics include Healthy Respiratory Habits,

Symptom Comparison Chart, Fall & Winter
Immunization Chart



https://www.cdc.gov/respiratory-viruses/whats-new/index.html
https://www.cdc.gov/respiratory-viruses/whats-new/index.html
https://www.vdh.virginia.gov/epidemiology/respiratory-diseases-in-virginia/
https://www.vdh.virginia.gov/epidemiology/respiratory-diseases-in-virginia/
https://www.vdh.virginia.gov/news/toolkits/respiratory-diseases-toolkit/
https://www.vdh.virginia.gov/news/tool

Accreditation

o In support of improving patient care, VCU Health Continuing Education is jointly accredited by the

Accreditation Council for Continuing Medical Education (ACCME), the Accreditation Council for
S——— Pharmacy Education (ACPE), and the American Nurses Credentialing Center (ANCC), to provide
continuing education for the healthcare team.

VCU Health designates this live activity for a maximum of 1.00 AMA PRA Category 1 Credits™.
Physicians should claim only the credit commensurate with the extent of their participation in the activity.

VCU Health Continuing Education designates this activity for a maximum of 1.00 ANCC contact hours.
Nurses should claim only the credit commensurate with the extent of their participation in the activity.

VCU Health Continuing Education has been authorized by the American Academy of PAs (AAPA) to award
AAPA Category 1 CME credit for activities planned in accordance with AAPA CME Criteria. This activity is
designated for 7.00 AAPA Category 1 CME credits. PAs should only claim credit commensurate with the
extent of their participation.

ltccn.vecu.edu



Disclosure of Financial Relationships

Disclosure of Commercial Support:
We acknowledge that no commercial or in-kind support was provided for this
activity.
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Submit Attendance

1. If you have not participated in a VCU Health CE program in the past:

a. Go to vcu.cloud-cme.com to create an account — make sure to add your cell phone number
2. Once you have registered or if you have participated before:

a. Textthe course code to (804) 625-4041.

b. The course code for today’s event is: #H##H# (please note this is only active for 5 days)

Complete Evaluation & Claim Credit, within 60 days of the event

1) Go to https://vcu.cloud-cme.com 1) Open the CloudCME app on your device
2) Sign in using email address used above OR 2) Click “My Evaluations”

3) Click “My CE” 3) Click the name of the activity to complete
4) Click “Evaluations and Certificates” evaluation

Need help? ceinfo@vcuhealth.org ltccn.veu.edu



mailto:ceinfo@vcuhealth.org
https://vcu.cloud-cme.com

Thank you for joining us!

Next Newsletter - coming to you in (date change)

Next Monthly Forum - . Scroll down in the Zoom registration
confirmation email you received today for a calendar link you can use to update
your calendar automatically with your Zoom link for future meetings.

On your way out of Zoom, kindly answer a brief feedback survey.

Stay in touch! Email us at ltccn@vcu.edu

Invite your colleagues! They can register at ltccn.vcu.edu

ltccn.vecu.edu


mailto:ltccn@vcu.edu
https://ltccn.vcu.edu/join-the-network/

The speakers and presenters for today have no relevant financial conflicts of interest.

Funding Disclosure. This work is supported by theéVirginia Department of Health, Office of Epidemiology, Division of
Healthcare-Associated Infections (HAI) and Antimicrobial Resistance (AR) Program and the Centers for Disease Control
and Prevention, Epidemiology and Laboraftory Capacity (ELC) Program under federal award number NU50CK000555 and
state subrecipient number VCUL TC6035Y23 in the amount of $820,002. The content presented is solely the

responsibility of the authors and does not necessarily represent the official views of the Centers for Disease Conftrol, the
Virginia Department of Health, or Virginia Commonwealth University.

Virginia Long-Term Care Infrastructure Pilot Project (VLIPP) funding will be utilized in nursing homes and long-term
care facilities to assist with the ongoing COVID-19 response and to bolster preparedness for emerging infections. The
projects are based on identified needs that align with funding objectives

V VIRGINIA
DEPARTMENT
OF HEALTH

ltccn.vecu.edu


https://www.vdh.virginia.gov/haiar/
https://www.vdh.virginia.gov/haiar/virginia-long-term-care-infrastructure-pilot-projects-vlipp/
https://www.vdh.virginia.gov/haiar/virginia-long-term-care-infrastructure-pilot-projects-vlipp/
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