
 

 
The IDG should be proactive in developing each patient’s plan of care by planning ahead 
for anticipated patient changes and needs.  Decisions should reflect the patient/family 
preferences rather than be solely a response to a crisis. 
 
 
L548 
(Rev. 210; Issued:02-03-23; Effective:02-03-23; Implementation:02-03-23) 
 
§418.56(c)(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. 
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. 
 
 
L549 
(Rev. 210; Issued:02-03-23; Effective:02-03-23; Implementation:02-03-23) 
 
§418.56(c)(4) Drugs and treatment necessary to meet the needs of the patient. 
 
Interpretive Guidelines §418.56(c)(4) 
 
See guidance at §418.52(c)(1). 
 
L550 
(Rev. 210; Issued:02-03-23; Effective:02-03-23; Implementation:02-03-23) 
 
§418.56(c)(5) Medical supplies and appliances necessary to meet the needs of the 
patient. 
 
L551 
(Rev. 210; Issued:02-03-23; Effective:02-03-23; Implementation:02-03-23) 
 
§418.56(c)(6) The interdisciplinary group's documentation of the patient’s or 
representative’s level of understanding, involvement, and agreement with the plan 
of care, in accordance with the hospice’s own policies, in the clinical record.  
 
Interpretive Guidelines §418.56(c)(6) 



 

 
While the patient/family must be included in developing/updating the plan of care, they 
do not need to be present during IDG meetings.   
 
 
L552 
(Rev. 210; Issued:02-03-23; Effective:02-03-23; Implementation:02-03-23) 
 
§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. 
 
 
L553 
(Rev. 210; Issued:02-03-23; Effective:02-03-23; Implementation:02-03-23) 
 
§418.56(d) A revised plan of care must include information from the patient's 
updated comprehensive assessment and must note the patient’s progress toward 
outcomes and goals specified in the plan of care.  
 
L554 
(Rev. 210; Issued:02-03-23; Effective:02-03-23; Implementation:02-03-23) 
 
§418.56(e) Standard:  Coordination of services   
 
The hospice must develop and maintain a system of communication and integration, 
in accordance with the hospice’s own policies and procedures, to- 
 
§418.56(e)(1) Ensure that the interdisciplinary group maintains responsibility for 
directing, coordinating, and supervising the care and services provided. 
 
 
L555 
(Rev. 210; Issued:02-03-23; Effective:02-03-23; Implementation:02-03-23) 
 
§418.56(e)(2) - Ensure that the care and services are provided in accordance with 
the plan of care. 


