
 

 
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. 
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§418.54(c)(7) Bereavement.  An initial bereavement assessment of the needs of the 
patient's family and other individuals focusing on the social, spiritual, and cultural 
factors that may impact their ability to cope with the patient's death.  Information 
gathered from the initial bereavement assessment must be incorporated into the 
plan of care and considered in the bereavement plan of care. 
 
Interpretive Guidelines §418.54(c)(7) 
 
Although a bereavement plan is initiated after the death of the patient, prior to the death, 
the hospice must assess any grief/loss issues of the patient’s family through an initial 
bereavement risk assessment that is incorporated in the plan of care.  Bereavement issues 
continue to be part of the ongoing assessments, and the bereavement plan of care after 
death is based on all these assessments.  Bereavement services may be offered prior to the 
death when the initial assessment, comprehensive assessment, or updates to the 
assessment identifies the need for the patient/family. 
 
Social, spiritual and cultural factors that may impact a family member or other 
individual’s ability to cope with the patient’s death would include, but not be limited to: 



 

 
• History of previous losses; 
• Family problems; 
• Financial concerns; 
• Communication issues; 
• Drug and alcohol abuse; 
• Health concerns; 
• Legal and financial concern; 
• Mental health issues; 
• Presence or absence of a support system; and 
• Feelings of despair, anger, guilt or abandonment. 
 
These issues may not be readily apparent during the initial bereavement risk assessment, 
but should be incorporated into the hospice plan of care if they become evident, and must 
be considered in the bereavement plan of care. 
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§418.54(c)(8)  The need for referrals and further evaluation by appropriate health 
professionals. 
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§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.  
 


