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1 Condition of Participation Interpretive Guidelines 

 
L545 

 

§418.56(c) Standard: Content of the plan of care  
 
The hospice must develop an individualized 
written plan of care for each patient. The plan of 
care must reflect patient and family goals and 
interventions based on the problems identified in 
the initial, comprehensive, and updated 
comprehensive assessments. The plan of care 
must include all services necessary for the 
palliation and management of the terminal illness 
and related conditions, including the following:  

Procedures and Probes §418.56(c)  
 Determine through interview/observation and record review if the 

plan of care identifies all the services needed to address 
problems identified in the initial, comprehensive and updated 
assessments. 

  
 Is there evidence of patients receiving the medication/treatments 

ordered?  
 
 Are plans of care individualized and patient-specific?  
 
 Does the plan of care integrate changes based on assessment 

findings?  
 
Is there documentation to support that the development of the plan 
of care was a collaborative effort involving all members of the IDG 
and the attending physician, if any? The attending physician and 
the IDG members do not have to sign the plan of care but there 
must be documentation of their involvement.   

 

 

This standard is pretty clear cut.  Work your way through the IG questions to determine where you stand right 
now.   Realize that there is a logical flow: The assessment process identifies problems, the problems are added 
to the plan of care (POC), and patient/family specific goals and interventions are incorporated for each problem. 
Care is provided based on the plan and it is updated based on changes identified in on-going reassessments.    
 
Pay special attention to this verbiage from the IG (5th bullet point above): The attending physician and the IDG 
members do not have to sign the plan of care but there must be documentation of their involvement.  Are you over 
complying in this area?  We have seen a lot of team meetings in which there were so many pieces of paper 
flying around for people to sign that no one really was paying much attention to the discussion.   
 
What are other means of recording and documenting attendance at IDG? How do you demonstrate and 
document involvement of the attending physician?   What do your current policies say?  Could your policies 
and procedures be simplified to be more user-friendly and still meet the requirements?  
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2 Condition of Participation Interpretive Guidelines 

 
L543 

§418.56(c) Standard: Content of the plan of care  
 
All hospice care and services furnished to patients 
and their families must follow an individualized 
written plan of care established by the hospice 
interdisciplinary group in collaboration with the 
attending physician (if any), the patient or 
representative, and the primary caregiver in 
accordance with the patient’s needs if any of them 
so desire.  
 

 
 

 

 

 

      
This standard is also quite clear cut.  The interventions – the goods and services identified in the care plan 
need to be provided at the level of intensity identified in the care plan.   
 
Take a look at visit frequencies – does the number of actual visits provided by each discipline agree with what 
is identified in the POC? During a survey, hospices may be cited for providing either more or less visits than 
indicated in the POC. 
 
Do all the patients have the same visit frequencies?  If so, probably not based on need of individual patients.   
 
Do your agency policies identify what constitutes a week?  A month?  Do visit frequencies in the POC take 
those definitions into account? 
 
Are new medications added to the POC? Are discontinued ones removed?  
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3 Condition of Participation Interpretive Guidelines 

 
L552 

 

§418.56(d) Standard: Review of the plan of care  
 
The hospice interdisciplinary group (in 
collaboration with the individual’s attending 
physician, if any) must review, revise and 
document the individualized plan as frequently as 
the patient’s condition requires, but no less 
frequently than every 15 calendar days.  
 

Interpretive Guidelines §418.56(d)  
 
Communication with the attending physician may be through 
phone calls, electronic methods, orders received, or other 
means according to hospice policy and patient needs.  
 

 

 

      
Once the POC is established it must be reviewed and updated on a regular basis (and no less than every 
15 days) as part of the on-going care planning process.  
 
Does everyone on the team understand the process? Try asking random IDG members to explain it to you.  
If they cannot do it clearly and succinctly, time to do some education.  They will have a hard time 
successfully completing the assessment – plan – reassess – update cycle if they don’t understand it 
themselves.  
 
Note the IG language from this tag carefully. It is another area where hospices often over comply.  There is 
nothing that says that the entire interdisciplinary POC has to be sent to the attending at the time it is 
established or with every update.  We doubt that many of the ones that are sent get read. 
 
What are effective, meaningful and timely ways to keep the attending physician informed of changes in 
the patient and family needs?  Think those through and build your policy around them. Is this a situation 
in which you may find that less is more?   
 
It is a good exercise to identify and review exactly what information is being sent to attendings on a 
regular basis.  Are they all really necessary?  
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4 Condition of Participation Interpretive Guidelines 

 
L591 

§418.64(b) Standard: Nursing services 
 
(1) The hospice must provide nursing care and 

services by or under the supervision of a 
registered nurse. Nursing services must 
ensure that the nursing needs of the patient 
are met as identified in the patient’s initial 
assessment, comprehensive assessment, 
and updated assessments.  

 
 

 

 

 

 Are the nursing needs of the patient met? 
 
 Is care provided according to the POC? 

 
 Are the interventions to manage pain and other symptoms effective?  Is there evidence that follow up 

occurs to assure they are effective?  Review After Hours logs and complaints to determine 
effectiveness and follow up.   

 
 Do you follow a standard of practice or protocols?  

 
 If LPN/LVNs are used, how does the RN supervise the nursing care, especially after hours?   
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5 Condition of Participation Interpretive Guidelines 

 
L629 

§418.76(h) Standard: Supervision of hospice 
aides 
 
(1) A registered nurse must make an on-site 

visit to the patient’s home:  
(i)  No less frequently than every 14 days 

to assess the quality of care and 
services provided by the hospice aide 
and to ensure that services ordered by 
the hospice interdisciplinary group 
meet the patient’s needs. The hospice 
aide does not have to be present 
during this visit.  

 

Interpretive Guidelines §418.76(h)(1)(i)  
 
If the RN makes a supervisory visit on a Tuesday, the next 
supervisory visit is due by the Tuesday which occurs 14 days 
later.  
 
In addition to ensuring that hospice aides furnish the care 
identified in the plan of care, RN supervisors must assess the 
adequacy of the aide services in relationship to the needs of 
the patient and family. In-person visits by the supervising 
nurse to the patient’s home allow the nurse to directly 
observe the patient and the results of the aide’s care. The 
supervisory visits must be documented in the patient’s clinical 
record.  

 

 

 
Quite frankly, it is difficult to understand how and why we can’t get this one straight.  It begs the question:  
have you implemented any disciplinary actions for non-compliance with this?  At the very least do 
periodic reviews by RN and post the results.  Sometimes it will take that to get people’s attention.   

 
Expect your RNs to do a supervisory visit with every visit and hold them accountable to document it. That 
way it never should be missed.  
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6 Condition of Participation Interpretive Guidelines 

 
L530 

§418.54(c)(6) Drug profile. A 
review of all of the patient's 
prescription and over-the-
counter drugs, herbal 
remedies and other 
alternative treatments that 
could affect drug therapy. 
This includes, but is not 
limited to, identification of the 
following:  

(i) Effectiveness of drug 
therapy 

(ii) Drug side effects  
(iii) Actual or potential 

drug interactions  
(iv) Duplicate drug 

therapy  
(v) Drug therapy 

currently associated with 
laboratory monitoring.  

 

Interpretive Guidelines §418.54(c)(6)  
In reviewing the patient’s prescribed and over-the-counter medications and any additional 
substance that could affect drug therapy, the hospice must consider drug effectiveness, side 
effects, interactions of drugs, duplicate drugs and drugs associated with laboratory testing which 
could affect the patient. In addition, the hospice should consider both the use of pharmacological 
and non-pharmacological interventions to promote the patient’s comfort level and sense of well 
being based on the assessment of patient needs and desires.  
 
“Medication Interaction” is the impact of another substance (such as another medication, 
nutritional supplement (including herbal products), food, or substances used in diagnostic studies) 
upon a medication’s action. The interactions may alter absorption, distribution, metabolism, or 
elimination. These interactions may decrease the effectiveness of the medication or increase the 
potential for adverse consequences.  
“Duplicate therapy” refers to multiple medications of the same pharmacological class/category 
or any medication therapy that substantially duplicates a particular effect of another medication 
that the individual is taking.  
“Non-pharmacological interventions” refers to approaches to care that do not involve 
medications, generally directed towards stabilizing or improving a person’s mental, physical or 
psychosocial well being.  
 
There should be evidence in the clinical record that common side effects of medications are 
anticipated and preventive measures are implemented. The hospice should review each patient’s 
medications and monitor for medication effectiveness, actual or potential medication-related 
effects, duplicate drug therapy and untoward interactions during each update to the 
comprehensive assessment, and as needed as new medications are added or changed, or the 
patient’s condition changes.  
 
 
Procedures and Probes §418.54(c)(6)  
Ask clinical staff to describe their process/policy of drug regimen/medication review including:  
 How potential adverse effects and drug reactions are identified?  
 What process is followed when a patient/family is found to be noncompliant?  
 What non-pharmacological methods are considered to relieve pain and other symptoms?  
 How patients and families are educated about effective pain and symptom management.  
 What process the hospice utilizes to assess and measure pain and other uncomfortable 

symptoms.  
 What procedures or protocols the hospice uses to reassess pain and symptom management.  
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 How the hospice monitors a patient when they begin a new medication, increase/ decrease a 
dosage or discontinue a medication.  

 
During the home visit, ask the patient/caregiver what medications (prescription and over-the-
counter drugs, herbal remedies, etc.) the patient is currently taking and compare this information 
with the medications documented within the plan of care. Are the patient’s preferences/goals for 
pain management and symptom control followed and achieved?  
 

 

 

 
Work your way through the list of inquiries in the IG.   How are you doing? How does the process get 
documented?  Don’t skip the staff query – and do more education as necessary.  
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7 Condition of Participation Interpretive Guidelines 

 
L533 

 

§418.54(d) Standard: Update of the 
comprehensive assessment  
 
The update of the comprehensive 
assessment must be accomplished by the 
hospice interdisciplinary group (in 
collaboration with the individual’s attending 
physician, if any) and must consider 
changes that have taken place since the 
initial assessment. It must include 
information on the patient's progress toward 
desired outcomes, as well as a 
reassessment of the patient’s response to 
care. The assessment update must be 
accomplished as frequently as the condition 
of the patient requires, but no less 
frequently than every 15 days.  
 

Interpretive Guidelines §418.54(d)  
 
Hospices are free to choose their own method for documenting updates to the 
assessment. The hospice should evaluate and document the patient’s 
response to the care, treatment and services provided, and progress toward 
desired outcomes. The purpose of updating the assessment is to ensure that 
the hospice IDG has the most recent accurate information about the 
patient/family in order to make accurate care planning decisions. Assessment 
updates should be easily identified in the clinical record.  
 
Hospices are required to update the comprehensive assessment as frequently 
as the condition of the patient requires, which may be more frequently than 
every 15 days. The hospice must ensure that each update is completed no 
later than 15 days from the previous one. Hospices are not required to 
complete, in full, those documents that they identified as comprising their 
comprehensive assessment every 15 days, although hospices are free to do 
so if they so choose. They are required to identify and document if there were 
no changes in the patient/family condition or needs. 
There should be evidence that the IDG identifies through its ongoing 
assessments when a change is needed to the plan of care and evidence that 
the patient/family receives the care and services necessitated by the change.  
 
Procedures and Probes §418.54(d)  
Determine through interview, observation and record review if there is 
evidence that all members of the IDG are actively involved in evaluating the 
patient’s care, so that the patient receives the benefit of the full IDG’s 
assessment.  
 

 

 

Nothing to add here other than to repeat the question from #3: 
 
Does everyone on the team understand the process? Try asking random IDG members to explain it to you.  If they 
cannot do it clearly and succinctly, time to do some education.  They will have a hard time successfully completing 
the assessment – plan – reassess – update cycle if they don’t understand it themselves.  
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8 Condition of Participation Interpretive Guidelines 

 
L548 

 

§428.56(c) Standard: Content of the plan of care 
 
The hospice must develop and individualized 
written plan of care for each patient. The plan of 
care must reflect patient and family goals and 
interventions based on the problems identified in 
the initial, comprehensive and updated 
comprehensive assessments.  The plan of care 
must include all services necessary for the 
palliative and management of the terminal illness 
and related conditions, including the following: 
 

(3) Measurable outcomes anticipated from 
implementing and coordinating the plan of 
care.  

 

Interpretive Guidelines §418.56(c)(3)  
The outcomes should be a measurable result of the 
implementation of the plan of care. The hospice should be 
using data elements as a part of the plan of care to see if 
they are meeting the goals of care.  
 
Probes §418.56(c)(3)  
Are the outcomes documented and measurable? Look for 
movement towards the expected outcome(s) and revisions to 
the plan of care that have been made to achieve the 
outcomes.  

 

 

 
If you don’t know where you are headed, how will you know when you get there?  How will you even know 
if you are making progress? Does the POC change when progress is not made towards the goals or new 
goals are identified?  
 
Measurement is the key. Hospices that are routinely using scales will find themselves far ahead in this 
area.   
.  
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9 Condition of Participation Interpretive Guidelines 

 
L523 

 

§418.54(b) Standard: Timeframe 
for completion of the 
comprehensive assessment  
 
The hospice interdisciplinary 
group, in consultation with the 
individual’s attending physician 
(if any), must complete the 
comprehensive assessment no 
later than 5 calendar days after 
the election of hospice care in 
accordance with §418.24.  
 

Interpretive Guidelines §418.54(b)  
 
All members of the IDG must be involved with completing the comprehensive assessment in order 
to identify the patient/family’s physical, psychosocial, emotional and spiritual needs and contribute 
to the development of the plan of care to address those needs. The individuals/disciplines that 
complete the assessment should be consistent with the hospice's own policies and procedures 
and the discipline's scope of practice. The RN, in consultation with the other members of the 
IDG, considers the information gathered from the initial assessment as they develop the 
plan of care and the group determines who should visit the patient/family during the first 5 
days of hospice care in accordance with patient/family needs and desires and the 
hospice's own policies and procedures.  (Hospice Fundamentals emphasis) 
 
The patient may or may not have an attending physician. If the attending physician is unavailable 
or unresponsive, the hospice physician must assume this role. If the patient does have an 
attending physician, one or more members of the IDG should consult with this physician in 
completing the comprehensive assessment. This consultation can occur through phone calls or 
other means of communication (Fax, e-mails, text messages, etc.,) and will help to acquire a 
better understanding of the patient and family. Attending physicians can often provide a history of 
the patient’s disease process and family dynamics that can help the hospice make better care 
planning decisions that address all areas of need related to the terminal illness and related 
conditions, resulting in improved patient outcomes.  
 
The “election of hospice care” is the effective date of the election statement. The patient may sign 
the hospice election statement with a later (not earlier) effective date. Hospices may choose to 
complete the comprehensive assessment earlier than 5 days after the effective date of the 
election (e.g., it may complete the comprehensive assessment at the same time the initial 
assessment is completed.)  

 

 

 
At your hospice, who will see the patient in the first 5 days? How and where will it be recorded?  
 
Note the bolded section of the IG above. There is nothing that requires that all disciplines within the first 5 days.  However, 
each hospice needs to think through its own policies and procedures and be ready to explain the process to a surveyor.  
 
What does your process require?  Does it address all the content areas identified in §418.54(c)? 
.  
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10 Condition of Participation Interpretive Guidelines 

 
L679 

 

§418.104(b) Standard: 
Authentication  
 
All entries must be legible, 
clear, complete, and 
appropriately authenticated and 
dated in accordance with 
hospice policy and currently 
accepted standards of practice.  
 

Interpretive Guidelines§418.104(b) A hospice may create its own policy on authentication of clinical 
records based on accepted standards of practice. Hospices must follow State laws regarding authentication 
of clinical records, and, within this context, alter their policies as often as necessary to adapt to changing 
technologies and practices.  
 
Medicare requires a legible identifier for services provided/ordered. This method must be handwritten (not 
stamped) or an electronic signature to sign an order or other clinical record documentation. The noted 
exception is that facsimiles of original written or electronic signatures are acceptable for the certifications of 
terminal illness for hospice. Stamped signatures are not acceptable.  
 
Providers and physicians using electronic signatures should recognize that there is a potential for misuse or 
abuse with alternate signature methods. For example, providers need a system and software products that 
are protected against modification, etc., and should apply administrative procedures that are adequate and 
correspond to recognized standards and laws. The individual whose name is on the alternate signature 
method as well as the provider bear the responsibility for the authenticity of the information to which they 
have attested. Physicians should check with their attorneys and malpractice insurers in regard to the use of 
alternative signature methods.  
 
Hospices may not accept stamped physician signatures on orders, treatments, or other documents 
that are a part of the patient’s clinical record.  Surveyors must have access to clinical records. If the 
record is maintained electronically, the hospice must provide all equipment necessary to read the record in 
its entirety. The hospice must also produce a paper copy of the record, if requested by the surveyor.  
 
All State licensure and State practice regulations continue to apply to Medicare-approved hospices. Where 
State law is more restrictive than Medicare, the hospice needs to apply the State law standard.  
Procedures and Probes §418.104(b)  
 Ask the hospice to explain their system of authentication. Verify that at a minimum it includes the 

following safeguards:  
 The hospice has a method to identify the author of each entry. This would include verification of the 

author of faxed orders/entries or computer entries. 
 If the hospice is using electronic medical records, electronic authentication must have a user ID and 

password protections in place.  
 Every entry, both written and electronic, must be signed and dated by the person performing the service.  
 

 

 

 
This all sounds quite straightforward – and we really have not been able to determine exactly how programs are running afoul of it. 
We are working on getting more information; stay tuned.  In the meantime, review Be Aware: CR 6698 Signature Requirements from 
June 2010.  


