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1100 Washington Ave. 

Suite #206 

Carnegie, PA 15106 

 

 

2644 Mosside Blvd. 

Store 105 

Monroeville, PA 15146 

 

 

Phone: 412-279-7800 

Fax: 412-279-1774  

www.gallagherhomehealthservices.com 
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THE GALLAGHER HOME HEALTH SERVICES CHF PROGRAM 

 

What is our CHF Program? 

Gallagher Home Health Services’ CHF Program helps us manage our pa-

tients with cardiovascular disease so we can keep them out of the hospital. 

We combine the highest standards of care with advanced technologies 

such as TeleHealth Monitoring to give our patients the best possible out-

come. 

 

We follow a strict set of guidelines to monitor our patients’ conditions. We 

measure fluid output, manage medications, determine daily weight records 

to determine how our patients are doing. In addition, some of our patients 

are eligible for TeleHealth monitoring. Our monitor measures a patient’s 

heart rate, blood oxygen level, blood pressure, and weight each day. This 

data is sent directly to a nurse at our office, who watches the patient’s data 

each day and alerts us to intervene when necessary.  

 

What are the benefits of TeleHealth Monitoring? 

Our TeleHealth system provides the following benefits to seniors at home: 

¶ Keeping our seniors safer at home for longer periods of time 

¶ Improving all health outcomes 

¶ Preventing re-hospitalizations 

¶ Preventative measures in chronic care populations 

¶ Driving down the long term costs of health care 

 

 Why choose our CHF Program? 

 We are experts at educating patients on the signs and symptoms of CHF as 

well as how to care for themselves. Under our care, patients can learn 

about their disease from the comfort of their own home. Additionally, the 

data we collect paints the real picture of how the patient is managing their 

care at home.  

 

 Where can I find more information? 

 Please contact Gallagher Home Health Services with any questions about 

our programs or to make a referral. Our number is 412-279-7800.  
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CRITERIA FOR ADMISSION INTO GALLAGHER HOME 

HEALTH SERVICES CHF PROGRAM 
 

Review data below to identify patients appropriate for admission into 

the Congestive Heart Failure Program.  
 

A. Emergency department or urgent care visits with primary 

or secondary diagnosis of  heart failure (see ICD-9 codes 

below) 

B. Three or more outpatient heart failure encounters 

C. New or existing diagnosis of heart failure New York Heart 

Association (NYHA) Class III/IV 

D. Unstable heart failure NYHA Class I/II 

E. Outpatient IV Heart Failure Therapy 

F. Pharmacy claims for ACE Inhibitors, ARB’s, diuretics 
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  CHF MEDICATIONS ï NURSE REFERENCE 

 

Is the Patient on an ACE Inhibitor?
  

___________________________ 

Patientôs Current Medication 

                       Most Common are:    

¶ Captopril (Capoten)   

¶ Enalapril (Vasotec)   

¶ Lisinopril (Zestril)   

¶ Ramipril (Altace)   

¶ Accupril (Quinapril)   

If not able to tolerate an ACE, is Pa-

tient on an ARB- Angiotensin 

Receptor Blocker? 
 

___________________________ 

Patientôs Current Medication 

Most Common are:   

¶ Losartan (Cozaar)   

¶ Valsantan (Diovan)   

¶ Olmesartan (Benicar)   

¶ Irbesartan (Avapro)   

Is the patient on a Beta-Blocker? ___________________________ 

Patientôs Current Medication 

Most Common are:   

¶ Metoprolol (Lopressor, 

Toprol XL) 
  

¶ Atenolol (Tenormin)   

¶ Carvedilol (Core 8) -

Good for DM pts. 
  

¶ Bisoprolol (Zebeta)   
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Ask the patient if he or she is taking over the counter Anti-

Inflammatory Medications or Salt Substitutes: 

_________________________________________ 

 

 

Be aware of ñAlert Medicationsò: 

¶ Calcium Channel Blockers (can cause fluid retention) 

¶ Amlodipine (Norvasc) 

¶ Diltiazem (Cardizem) 

¶ Verapamil (Calan) 

¶ Nifedipine (Procardia) 

¶ Oral Diabetic Medications (can cause fluid retention) 

¶ Pioglitazone (Actos) 

¶ Rosiglitazone (Avandia) 

¶ NSAIDS (can cause fluid retention) 

Is the Patient on a Diuretic? 

  

_____________________________ 

Patientôs Current Medication 

Most Common are:   

¶ Furosemide (Lasix)   

¶ Bumetanide (Bumex)   

¶ Hydrochlorothiazide 

(Aquazide) 
  

¶ Spirondactone 

(Aldactone) –Potassium 

Sparing 

  

¶ (Aldactone may also be 

used for other properties) 
  

Is the patient on anti-platelet/

anti-coagulant therapy? 
  

______________________________ 

Patientôs Current Medication 

Most Common are:   

¶ Aspirin (ASA)   

¶ Warfarin (Coumadin)   

¶ Clopidogel (Plavix)   
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CONGESTIVE HEART FAILURE PATHWAY ï DAY ONE 

Patient Name: _______________________________ MR# __________ 

 
 

Date Day One  
PTôs 

Initials 

Nurseô

s Ini-

tials 

Comments 

  The client/caregiver can 

define congestive heart 

failure. 

      

  The client/caregiver can 

recognize signs and 

symptoms of heart fail-

ure. 

      

  Give client/caregiver 

CHF teaching booklet. 

      

  Initiate CHF standard 

visit pattern or 

___________________

______________. 

      

  Instruct patient on when 

to notify Home Care 

Agency or Physician 

( See sheet parameters 

and teaching booklets) 

      

  Instruct patient on daily 

weights and of daily 

diary.  Teach patient to 

monitor blood pressure 

and pulse if possible. 

      

  Consult PT/OT if need 

is identified. 
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CONGESTION HEART FAILURE PATHWAY ï DAY TWO 

Patient Name: ________________________________ MR# _________ 

 

Date Day Two 
Patientôs 

Initials 

Nurseôs 

Initials 
Comments 

  Instruct patient on CHF 

diet/fluid restrictions. 

      

  Instruct patient if they 

have chest pain to take 

nitroglycerin 1 tablet 

every 5 min times 3. If 

continues, then call 911. 

      

  Review daily weight 

record with patient. 

      

  Instruct patient on all 

medications. (See at-

tached nursing refer-

ence) Review medica-

tion section of booklet. 

      

  Obtain pulse ox with 

vital signs.  Evaluate 

patient for need of noc-

turnal oximetry or sleep 

study 

      

  Instruct patient on 

“when to call the physi-

cian”. 

      

  Assess for s/s of heart 

failure, crackles in 

lungs, edema of lower 

extremities. 

      

  Review labs if drawn 

Day One. 
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CONGESTION HEART FAILURE PATHWAY ï DAY THREE 

Patient Name: ________________________________MR# __________ 

 

Pathway Completed by: _________________________________ 

 Date: ___________ 

Dat

e 
Day Three 

Ptôs Ini-

tials 

Nurseôs 

Initials 
Comments 

  Review all medications 

with patient and com-

pliance. 

      

  Review daily weight 

record. 

      

  Review diet/fluid re-

strictions, salt re-

      

  Instruct patient on ener-

gy conservation, daily 

activities, managing 

stress and lifestyle tri-

      

  Encourage patient to 

keep follow up appoint-

ments.  Patient has Phy-

sician appointment on 

__________________. 

      

  Review signs and 

symptoms of heart fail-

ure and “when to call 

the physician”. 

      

  Review questions re-

garding the patient edu-

cation booklet. 
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CARDIAC DISEASE EXACERBATION CARE ORDERS 
Notify Physician Prior to Initiation of Agency Standing Orders 
Patient Name: ______________________________   MR#: _________ 

Physician Signature: _________________________________________    
Date: ______________________ 

Day 
1 
of 
exac-
erbati
on 

 Weight increases 
3lbs/24 hours or 5 
lbs/wk) 

 Double PO Lasix 
 Increase potassium 
to 10 meq/ 20mg 
Lasix increase 

 Teach close I & O 
 Physical Assessment 
 Obtain Baseline BMP or recent 
Results if done within 3 days 

  Weight Improves: Weight does NOT Improve: 

Day 
2 
of 
exac-
erbati
on 

 Return to routine po-
tassium and Lasix 

 Continue double diuretic. 
 Call physician if weight increases 
or patient demonstrating more 
symptoms. 

 Increase SN visit to 2-4 x 1 wk, 
then decrease to previous visit fre-
quency 

 OR: 
___________________________ 

Day 
3 
of 
exac-
erbati
on 

 Return to routine po-
tassium and Lasix 

 Call physician to recommend initi-
ate Zaroxolyn  2.5mg x 1 and 5mg 
the next day if no improvement 

 Zaroxolyn 2.5 mg po 30 minutes 
before Lasix (doubled diuretic 
dose) x 1 day 

 RN visit to assess cardiac status 
 OR: 
__________________________ 

Day 
4 
of 
exac-
erbati
on 

 Return to routine po-
tassium and Lasix 

 Home visit optional 
based on patient SXS 
and weight 

 Zaroxolyn 5 mg po 30 minutes be-
fore Lasix (doubled po diuretic 
dose) x 1 day 

 Home visit to assess cardiac status 
and draw BMP 

 OR:_________________________
_ 

Day 
5 
of 
exac-
erbati
on 

 Return to routine po-
tassium and Lasix 

 Call physician initiate IV push 
 Obtain BMP results 
 No Zaroxolyn or po Lasix given 
unless ordered by physician 

 Give Lasix 40mg IV push (4mg/
min) or IM if not available 

 Report results to physician 
 OR:________________________ 

Day 
6 
of 
exac-
erbati
on 

 Visit optional 
 Return to routine visit 
frequency and routine 
Lasix and Potassium 

 Notify physician and proceed as 
ordered by physician 

 Draw BMP within 5 days or re-
turning to routine PO diuretic or as 
ordered by physician 
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TIME INTAKE TOTALS OUTPUT TOTALS COMMENTS 

7A    

8A    

9A    

10A    

11A    

12P    

1P    

2P    

3P    

4P    

5P    

6P    

7P    

8P    

9P    

10P    

11P    

12AM    

Overnight    

    

    

    

    

    

    

    

    

    

Fluid Measurements: 
8 ounces = 1 cup=240cc 
6 ounces = 3/4 cup = 180cc 
4 ounces = 1/2 cup = 120 cc 
1 ounce = 30cc = Medicine cup 

Typical Measures                Fluid Content 
Coffee Cup  - holds 6 ounces 180cc 
Coffee Mug - holds 12 ounces 360cc 
Soup Bowl - holds 6 ounces 180cc 
Sherbet, Ice cream 3 ounces  90cc 
Jello      100cc 
Juice Glass   110cc 
Beverage Can   355cc 
Pudding    85cc 
Popsicles - 1 bar   90cc 

Special Instructions to Patient/Caregiver: 

FLUID INTAKE AND OUTPUT RECORD 
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DATE JAN FEB MAR APR MAY JUNE 

1       
2       
3       
4       
5       
6       
7       
8       
9       
10       
11       
12       
13       
14       
15       
16       
17       
18       
19       
20       
21       
22       
23       
24       
25       
26       
27       
28       
29       
30       
31       

1. Weigh yourself each morning with the same amount of clothing on, after 

using the bathroom and before eating breakfast 
2. Write your weight in the corresonding date box above 
3. If you have gained more than 3 pounds since yesterday or more than 5 

pounds this week, please call Gallagher Home Health Services at 412-279-7800 

APPENDIX: DAILY WEIGHT RECORD 

Rapid weight gain may mean you have some fluid buildup.   

Bring this calendar with you to your check up with your physician. 
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DATE JULY AUG SEPT OCT NOV DEC 

1       

2       

3       

4       

5       

6       

7       

8       

9       

10       

11       

12       

13       

14       

15       

16       

17       

18       

19       

20       

21       

22       

23       

24       

25       

26       

27       

28       

29       

30       

31       

1. Weigh yourself each morning with the same amount of clothing on, after 

using the bathroom and before eating breakfast 
2. Write your weight in the corresonding date box above 
3. If you have gained more than 3 pounds since yesterday or more than 5 

pounds this week, please call Gallagher Home Health Services at 412-279-7800 

APPENDIX: DAILY WEIGHT RECORD 

Rapid weight gain may mean you have some fluid buildup.   

Bring this calendar with you to your check up with your physician. 
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PRE-ADMISSION FORM FOR TELEHEALTH PROGRAM 
 

INTAKE DEPARTMENT 
The following patient has been identified for potential admission into our Tele-
Health Program: 
Patient Name: _____________________________  
Diagnoses: ________________________________ 
 
Orders have been received from the physician for admission into the program  
 YES         NO 
 
Sent by: ________________________   on _________________ 
 
CLINICAL TEAM 
The following RN Case Manager has been assigned to screen the above patient for 
admission into our TeleHealth program. 
RN Name: ______________________________ on _______________   
RN notified by __________________________ on _______________ 
 
TELEHEALTH TEAM 
Initials 

____The RN Case Manager notified the Clinical Supervisors on ______________ 
that the above patient WILL be admitted to our TeleHealth Program.   
____ The Clinical Supervisors forwarded this form to the TeleHealth Team on 
________and noted the Medical record and alerted all disciplines that the patient 
will be admitted to TeleHealth. 
____ The patient has been admitted to HCMS, Work order and Health Sessions 
have been created. 
____ Orders were obtained on _________ by _________ 
____ Peripherals ordered include:   
 ____ BP Cuff:   Size:  Standard    Large    Small 
 ____ Scale 
 ____ Pulse Ox 
 ____ Manual measurement of blood glucose with pt’s own BCG device 
____ The unit will be delivered to the patient on _____________ by ___________ 
____ NO units available at this time. Patient will be admitted when the next Health 
Guide becomes available. 
************************************************************* 
The RN Case manager notified the Clinical Supervisors on ____________ that the 
above patient WILL NOT be admitted to our TeleHealth Program.   
 
Check all that apply:  ___ Pt Refusal ___ Exclusion Criteria ___Physician Partici-
pation ___ Failure to meet Physical, Cognitive or Environmental Capabilities  
Other:  ______________________________________________________ 
  
Physician was notified that the patient will not be admitted to TeleHealth Program 
on ________________. 
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SCREENING TOOL FOR ADMISSION INTO TELEHEALTH PRO-
GRAM  

Please use the following tool while performing an in-person assessment of a 
patient referred for admission into Gallagher Home Health Services’ Tele-
Health Program. Upon completion, please notify the Clinical Supervisors 
Team immediately by phone and fax the form to the office.   

 

Patient Name: __________________________________ MR # ________ 
Date: ____________________ 
 

Patient Needs (circle one)         
¶ Requires 2 or more skilled nursing visits per week: YES or  NO 
¶ Patient has a primary insurance of Medicare: YES or NO  
¶ Has History of Repeat Hospital Admissions: YES or NO  
¶ Requires Disease Management: YES or NO 
¶ Special Needs (e.g. Large or small cuff): YES or NO 

 

Environmental Requirements: 
_____ Has a 3-pronged outlet in the home near the planned site for location 
of the device without the use of an extension cord or power stip. 
_____ Phone    ______ Broadband 
_____ There is a reasonable place to install the unit on a stable surface and 
keep it relatively clean and safe from children, pets or insect infestation 
 
Physical Requirements: 

Patientôs Capabilities Good Adequate      Poor       Non-Responsive 

Ability to see   _____     _____      _____ _____ 
Ability to hear   _____     _____      _____ _____ 
Manual Dexterity  _____     _____      _____ _____ 
 

Cognitive Capabilities 

Understand Directions  ____     _____      _____ _____ 
Follows Directions   ____     _____      _____ _____ 
Attitude towards technology   ____     _____      _____ _____ 
 
_______ Please prepare Health Guide for delivery to this patient. (Call Clini-
cal Supervisors and Fax request)  
_______ This patient is not a candidate for TeleHealth.  
Why?_______________________________________________________ 
____________________________________________________________ 
 
Assessment completed by _______________________________________ 
on _____________________ 
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TELEHEALTH PATIENT 

 

 

Patient Name: __________________________________________   

MR#:__________________ 

 

 

Please write your initials in the space provided: 

 

_____ I agree to be a participant in the TeleHealth program offered by Gal-

lagher Home Health Services. 

 

_____ I understand how to perform a health guide session, and I know that I 

am scheduled for a session every day at _____________. 

 

_____ I understand that the device is not an emergency response device, and 

that if I need emergency attention I should call 911. 

 

_____ I understand that this equipment is property of Gallagher Home 

Health Services and it needs to be kept in a safe place to reduce the risk of 

damage. 

 

_____ I am aware that the office is available if I have any questions/

concerns regarding the TeleHealth program or equipment, and the number 

is: 412-279-7800. 

 

 

 

PATIENT SIGNATURE: 

________________________________________  

Date: ___________________ 

 

WITNESS SIGNATURE: 

________________________________________  

Date: ___________________ 
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CONGESTIVE HEART FAILURE PROGRAM PROTOCOLS FOR 

TELEHEALTH 

 

Patient Name: ____________________________   MR # ____________ 

 

1. Proposed visit pattern: 
Visit frequency of 1d3, 3wk1, 2wk2, 1wk5 and 3 PRN for exacerba-

tion OR: 

_______________________________________________________ 

 

2. Home Care Staff to notify MD for: 

a. weight gain of >3 lbs overnight, or 5lbs/week; 

b. chest pain not relieved by NTG or current medications; 

c. crackles/wheezes noted upon auscultation, 

d. vital signs outside of following parameters unless otherwise or-

dered:  Temp>101; Pulse >120 or <50; BP Systolic >180 or <80; 

Diastolic <50 or >100; SPO2 <88%  OR: 

____________________________________________________ 

 

3. Instruct patient and caregiver as follows 
a. Proper use of TeleHealth Equipment 

b. Instruct patient on daily weights and blood pressures as required. 

c. Instruct and initiate daily diary of weights, blood pressure and 

pulse. 

d. Instruct patient on CHF diet restrictions/management and/or of 

fluid restrictions. 

e. Other instructions specific to patient: 

_______________________________________________________

_______________________________________________________

_______________________________________________________ 

 

4. Initiate TeleHealth monitoring per Gallagher Home Health Services 

protocols. 

 

Physician Signature: ______________________________________  

Date: _________________ 
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NOTES: 
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