
 

Based on the shared communication between providers, both providers’ portion of the 
plan of care should reflect the identification of: 
 

• A common problem list; 
• Palliative interventions; 
• Palliative outcomes; 
• Responsible discipline; 
• Responsible provider; and 
• Patient goals. 
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§418.112(d)(3) - Any changes in the hospice plan of care must be discussed with the 
patient or representative, and SNF/NF or ICF/IID representatives, and must be 
approved by the hospice before implementation.  
 
Interpretive Guidelines §418.112(d)(3) 
 
The hospice and the facility must have a process in which they can exchange information 
from the hospice IDG plan of care reviews and assessment updates, and the facility team, 
patient and family (to the extent possible) conferences, when updating the plan of care 
and evaluating outcomes of care to assure that the patient receives the necessary care and 
services.  The hospice must authorize all changes to the hospice portion of the plan of 
care prior to the change being made. 
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§418.112(e) Standard:  Coordination of services. 
 
The hospice must:  
 
(1) Designate a member of each interdisciplinary group that is responsible for a 
patient who is a resident of a SNF/NF or ICF/IID. The designated interdisciplinary 
group member is responsible for: 
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§418.112(e)(1)(i) - Providing overall coordination of the hospice care of the SNF/NF 
or ICF/IID resident with SNF/NF or ICF/IID representatives; and 
 
Interpretive Guidelines §418.112(e)(1)(i) 



 

 
The intent of this regulation is for the hospice IDG to designate a member responsible for 
overseeing and coordinating the provision of care between the hospice and the facility.  
This person may or may not be the hospice RN responsible for the coordination of 
patient’s hospice care in the facility. It may also be the physician, social worker or 
counselor member of the IDG. In order to facilitate the coordination and provision of 
hospice care to the patient, the hospice and the facility should address how the hospice 
staff access and communicate with facility staff. This includes, but is not limited to: 
 

• Development of each provider’s portion of the plan of care to assure that the plans 
are complimentary and reflect common goals and the patient’s expressed desire 
for hospice care; 

• Documentation in both respective entities’ clinical records or other means to 
ensure continuity of communication and easy access to ongoing information; 

• Role of any hospice vendor in delivering supplies or medications; 

• Ordering, renewal, delivery and administration of medications; and 

• Role of the attending physician, and process for obtaining and implementing 
physician orders. 
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§418.112(e)(1)(ii) Communicating with SNF/NF or ICF/IID representatives and 
other health care providers participating in the provision of care for the 
terminal illness and related conditions and other conditions to ensure quality of 
care for the patient and family.  
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§418.112(e)(2) Ensure that the hospice IDG communicates with the SNF/NF or 
ICF/IID medical director, the patient’s attending physician, and other physicians 
participating in the provision of care to the patient as needed to coordinate the 
hospice care of the hospice patient with the medical care provided by other 
physicians.   
 
Interpretive Guidelines §418.112(e)(2) 
 
Both providers may document physician orders.  Orders are to be dated and signed in 
accordance with State laws.  Implementation of the plan of care changes resulting from 
physician orders received by the facility must have prior hospice approval. 
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