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Accurately Assessing

Orthostatic Hypotension
[image: image2.jpg]Home Health

HHQIOSC

€2 QUALITY INSIGHTS

Quality Improvement Organization Support Center





Recommendations for Assessment Procedure:  

Follow your agency-specific practice, standard, policy and procedure, while using practical nursing judgment combined with an assessment and evaluation of findings for the intervention selection.  
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Interventions for Orthostatic Hypotension May Include but are Not Limited to: 
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1. Explain procedure and reason for assessment to patient/caregiver—instruct patient to report any symptoms of dizziness, lightheadedness or faintness at any time during the assessment. 


2. Obtain supine blood pressure (BP) and heart rate (HR) measurement once patient has been in supine position for 5 minutes. 


3. Assist the patient to a safe sitting position with legs dangling over the edge of the bed or couch, wait one minute then obtain and document BP, HR and patient symptoms.


4. If the patient tolerates position change with no orthostatic hypotension and the patient is able to stand, assist patient to a standing position.


Wait 1 - 2 minutes, obtain BP/HR then document BP, HR, and patient symptoms—if orthostatic changes are present, return patient to a safe, comfortable position  


Intervene according to agency protocol and clinical indications


5.  Evaluate assessment findings and continue according to agency protocol and clinical indications. 


	 





1. Notify physician when assessment indicates orthostatic hypotension (ensure that medication reconciliation has been completed)


2. Instruct patient to sit at the edge of the bed or couch for 30-60 seconds when moving from a lying to standing position


3. Instruct patient to walk in place for 1 minute after standing before walking away (e.g., avoid rushing to answer the phone or door bell)


4. Instruct patient NOT to bend over at the waist to reach for something low


5. Instruct on not rising too quickly after a meal (meals can induce hypotension)


6. Inform interdisciplinary team members to adjust treatment plan accordingly with inclusion of fall prevention interventions 


7. Review medications and obtain orders for lab work to assess for volume depletion
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