
§484.60(d) Standard: Coordination of Care. The HHA must: 
 
(1) Assure communication with all physicians or allowed practitioners involved in the 
plan of care. 
 
Interpretive Guidelines §484.60(d)(1)  
 
The physician or allowed practitioner who initiated home health care is responsible for 
the ongoing plan of care; however, to assure the development and implementation of a 
coordinated plan of care, HHA communication with all physicians or allowed 
practitioner involved in the patient’s care is often necessary. While a patient may see 
several physicians or allowed practitioner(s) for various medical problems, not all the 
physicians or allowed practitioner(s) would necessarily be involved in the skilled 
services defined in the patient’s home health plan of care. Regarding this requirement, 
“physicians or allowed practitioners involved in the plan of care” means those physicians 
or allowed practitioners who give orders that are directly related to home health skilled 
services. 
 
G604 
(Rev. 219; Issued: 04-12-24; Effective: 04-12-24; Implementation: 04-12-24) 
  
§484.60(d)(2) Integrate orders from all physicians or allowed practitioners involved 
in the plan of care to assure the coordination of all services and interventions 
provided to the patient. 
 
Interpretive Guidelines §484.60(d)(2)  
 
The clinical manager or other staff designated by the HHA is responsible for integrating 
orders from all relevant physicians or allowed practitioners involved into the HHA plan 
of care and ensuring the orders are approved by the responsible physician or allowed 
practitioner. 
 
G606 
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§484.60(d)(3) Integrate services, whether services are provided directly or under 
arrangement, to assure the identification of patient needs and factors that could 
affect patient safety and treatment effectiveness and the coordination of care 
provided by all disciplines. 
 
Interpretive Guidelines §484.60(d)(3) 
 
The HHA must integrate services provided by various disciplines by:  
 

• Managing the scheduling of patients, taking into consideration the type of services 
that are being provided on a given day.  For example, a patient may become 



fatigued after a HH aide visit assisting with a bath, thus making a physical therapy 
session scheduled for directly after the HH aide visit less effective.   

• Managing pain during physical therapy or physical care (i.e. dressing changes or 
wound care) to minimize patient discomfort while maximizing the effectiveness 
of the therapy session. 

• Working with the patient to recommend and make safety modifications in the 
home. 

• Assuring that staff who provide care are communicating any patient concerns and 
patient progress toward the goals identified in the plan of care with others 
involved in the patient’s care.  
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§484.60(d)(4) Coordinate care delivery to meet the patient’s needs, and involve the 
patient, representative (if any), and caregiver(s), as appropriate, in the coordination 
of care activities.  
 
Survey Procedures §484.60(d)(4) 
 
Determine through interview if the patient, representative, and caregiver, as applicable 
and appropriate, are involved in care coordination.  For example, were individual 
schedules considered and accommodated as able? 
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§484.60(d)(5) Ensure that each patient, and his or her caregiver(s) where applicable, 
receive ongoing education and training provided by the HHA, as appropriate, 
regarding the care and services identified in the plan of care.  The HHA must 
provide training, as necessary, to ensure a timely discharge. 
 
Interpretive Guidelines §484.60(d)(5) 
 
The comprehensive assessment, patient-centered plan of care and the goals identified 
therein inform the training and education objectives for each patient.  The goals of the 
HHA episode are established at admission and revised as indicated by the patient’s 
condition.  With the discharge plan clearly identified, patient education and 
documentation of the patient response to the education begins upon admission and 
continues throughout the provision of HHA services.  The HHA must monitor patient and 
caregiver responses to and comprehension of any training provided.   
 
Survey Procedures §484.60(d)(5) 
 


