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CONGESTIVE HEART FAILURE (CHF)
CRITERIA: Patient has diagnosis of Congestive Heart Failure (CHF)

THINGS TO REMEMBER:

	• A patient’s overall medical condition, without regard to whether the illness or 
injury is acute, chronic, terminal, or expected to extend over a long period of time, 
should be considered in deciding whether skilled services are needed. A patient’s 
diagnosis of CHF should never be the sole factor in deciding whether the patient is 
appropriate for home care.

	• Include the following in the plan of care when appropriate:

	— When there is a reasonable potential of a complication or further acute episode, 
include interventions and goals on the plan of care for observation and assess-
ment for signs/symptoms of fluid overload and CHF exacerbation, including 
but not limited to:

	� Cardiopulmonary assessments: pulse, BP, O2, extremity assessments, heart 
sounds, lungs sounds. Note: When patient has a known cardiopulmonary 
condition, include orders for monitoring O2 saturations via pulse oximetry 
on the plan of care.

	� Weight monitoring, with parameters for provider notification of fluid over-
load.

	� If patient cannot stand on scale, measuring abdominal girth or calf circum-
ference are alternative ways to monitor for fluid overload. Baseline measure-
ments should be obtained at SOC.

	— Include interventions and goals for teaching and training activities to manage 
CHF that require skilled nursing personnel to teach a patient or caregivers on 
the plan of care, including but not limited to:

	� Signs and symptoms of CHF to observe for and understand.

	� Lifestyle modifications and measures for disease management of CHF.

	� Proper administration of all medications, including identifying side-effects 
and avoidance of interaction with other medications and food.

	� Preparation and maintenance of a therapeutic diet.



Section 2: Condition-Specific Considerations
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	• Documentation must include the patient’s response to the care or teaching provid-
ed. Avoid vague or subjective descriptions of the patient’s response. Such terminol-
ogy does not adequately describe the need for skilled care. For example: “Patient 
understands” or “Patient verbalized understanding” are examples of vague docu-
mentation.

GOAL EXAMPLES:

	• Patient will be free from S/S of exacerbation of CHF within 4 weeks.

	• Patient/caregiver will verbalize/demonstrate understanding of daily weight 
self-monitoring program within 2 weeks.

	• Patient/caregiver will verbalize/demonstrate understanding of S/S of CHF to 
report within 3 weeks.

	• Patient/caregiver will verbalize/demonstrate understanding of 3 measures to man-
age CHF within 5 weeks.

	• Patient/caregiver will verbalize understanding and demonstrate safe and compli-
ant use of cardiac medications within 3 weeks.

	• Patient/caregiver will verbalize understanding and demonstrate compliance with 
 (For example: Heart Healthy, 2gm low sodium, low cholesterol, etc.) 

diet within 5 weeks.)

INTERVENTION EXAMPLES:

	• SN to perform cardiopulmonary assessment every visit and report abnormal find-
ings to provider.

	• SN to assess O2 Sat via pulse oximetry on  (For example: room air, O2 
@2LPNC, etc.) every visit and report readings below 92% to provider.

	• SN to assess weight or daily weight log every visit and report readings outside 
established parameters to provider.

	• SN to measure  (For example: abdomen, bilateral ankles, etc.) every 
visit and report readings outside established parameters to provider.

	• SN to assess for adverse effects of medications.

	• SN to instruct patient/caregiver on daily weight self-monitoring program and S/S 
of fluid overload to report.

	• SN to instruct patient/caregiver on lifestyle modifications and measures to 
manage CHF.
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	• SN to instruct patient/caregiver on safe and compliant use of cardiac medications.

	• SN to instruct patient/caregiver on preparation and maintenance of ordered thera-
peutic diet  (For example: Heart Healthy, 2gm low sodium, low choles-
terol, etc.).

DOCUMENTATION EXAMPLE: (Should be written as performed/in past tense.)

Patient is a 75-year-old female, sitting in recliner with legs dependent when nurse arrived 
to home. Patient lives alone, however, patient’s daughter is present in home at time of 
visit. Patient stated “I am tired today, I think I need a nap.” SN asked the patient if she 
weighed herself this morning and patient stated, “Yes, I weighed 178.” Per prior docu-
mentation, patient weighed 180lbs last week. SN performed head to toe assessment with 
focus on cardiopulmonary status. V/S within ordered parameters, patient exhibited SOB 
after ambulating from living room to kitchen table. Diminished lung sounds in bases.  
1+ pitting edema noted to bilateral ankles. Patient states she has been mostly compliant 
with low sodium diet, however she stated she ate a BLT for lunch. SN instructed patient 
that the swelling in her ankles is a symptom of CHF. SN instructed patient on measures 
to detect and alleviate edema including elevation, massage, compression, and reducing 
salt intake. Patient was able to verbalize understanding of ¾ measures to alleviate edema 
but will require additional teaching on low sodium diet.

Congestive Heart Failure
(CHF) Goal/Intervention
Pairing Examples

Goal: Patient/caregiver will 
verbalize understanding and 
demonstrate safe and compliant 
use of cardiac medications with 
3 weeks.

Goal: Patient/caregiver will
verbalize/demonstrate
understanding of daily weight
self-monitoring program within
2 weeks.

Intervention: Clinician to 
instruct patient/caregiver on
safe and compliant use of 
cardiac medications.

Intervention: Clinician to 
instruct patient/caregiver on
daily weight self-monitoring 
program and S/S of fluid 
overload to report.

Goal: Patient/caregiver will
verbalize/demonstrate
understanding of 3 measures to
manage CHF within 5 weeks.

Intervention: Clinician to 
instruct patient/caregiver on
lifestyle modifications and 
measures to manage CHF.


