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C 000 | INITIAL COMMENTS

The State Survey Agency (SA) conducted an
unannotnced, on-slte recertification survey from
04/10/23 to 04/13/23. The survey team
determined the Critical Access Hospital was
operating in compllance the Condition of
Participation &t the time of the survey. The survey
team did Identified a standard leve! deficlencies.
C 826 | PROPER VENTILATION, LIGHTING, AND
TEMPERATURE
CFRi{s): 486.623(b)(5)

{6) Thare Is proper ventilation, lighling, end
temperature control In all pharmaceutical, patlent
cars, and food preparation areas,

This STANDARD Is not mat as evidenced by:
Based on observatlons, document review, and
staff intervlews, the Crilical Access Hospital's
(CAH) administrative staff failed to create and
implement an effective systam to ensure staff
detected when hot water tamperaiures exceeded
the CAH's acceptable range for hot water
(batwesn 110 - 120 degrees Fahrenhait,

Tha CAH administrative staff reporied a census
of 1 Inpatlent at the beglnning of the survey,

Fatlure fo monitor hot water temperalures could
potentially cause serious scalding burns to
pafients, The deapth of Injury refated directly to the
temperaiure and duration of exposure ta the hot
waler, Exposure to hot water at 133 degreas
Fahrenhelt can cause a third-degree burn
{destruction of the outer laysr of skin and the
enlire layer baneath) o oceur [s 15 saconds, one
minute at 127 degrees Fahrenhelt, and 3 minutes
at 124 degraas Fahranhalt.
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Findings Include:

1. Observations on 4/10/23 to 4/13/23, durlng the
survaylng tour of tha CAH's facllties with the
Chiaf Clinical Officer (CCQ) and the Madical
Surglcal/Emergency Room Manager, revealed
the following hot water tamperatures at the hand
washing sinks In several areas of the CAH:

a, Public bathroom- Emergency Room - 130.8
degrees Fehranhelt,

b, Madital Surgical Room #270 - 122.5 degrees
Fahrenhalt,

2. Review of the pollcy "Maintenance and
Manitoring of Water Systems," approved 3/2023
revaaled In part, * ... The Domastlo Hot water
system will ba monitored on a regular schadule
for temperature. This Is raguired fo prevent
complainis of water that may be foo cold and or
water that may be dangarously hot, The host
water systems temperature should range
between 110 to 120 degrees ...If any temperature
are abova 120 degrees the hot water system wil
need adjusted to malntain the comract
tamperature. if adjusiments are needed perform
waler temperature testing the next day and every
waek for iwo weeks to confum temp is below 120
dagrees. Record ail findings on PM or develop 2
work order to make corrections. "

3. Review of documentatlon from 1/10/24-
4{21/22 of the Hospltal Boiler Room chacks
revealed the waler temperatures were recorded
dally at varlous locations throughout the CAH.
However, the documentation of testing water
temperatures discontinuad after 4/24/22,

The administrative staff falled to have a process
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C 928 | Continued From page 2

In place to test and record the water temperafures
throughaut the facliity, thereby allowing the
malntenance staff {o detect abnormal water
fluctuations ailowing the CAH to malntain
acceptable range for hot watar ismperatures.

4, During an Interview on 4/12/2023 st 10:00 AM
with the GCO, Quallty & Complisnce Specialist,
and Facliittes Director Plant Operations revealed
the previous Envirenmental Sarvica Managar
(EVS) had been In charge of routine water
temperalure chacks and testing. The EVS
Manager resigned around February 2023. The
new adminisirative staff wera unaware the EVS
manager wae not attending to the Issue with the
hot water tamperatures. The Facilities Director
Plant Operatlons acknowledged the water
temperatures exceeded the CAH's acceptable
flmit for hot water temparatures (120 degrees
Fahrenhelt). The Faciliffes Director Plant
Operations contacted an engineering company (o
address the issua,

1008 | PATIENT CARE POLICIES

CFR(s): 485.635(a)(2) , 485.635(s)(4)

§486.635{){2) The policles are developed with
tha advlce of membera of the CAH's professlonal
healthcare staff, Including one or more doctors of
medicine or ostecpathy and one or more
physiclan assistants, nurse praciitioners, or
clinical nurse spaciallsts, If they are on staff under
the provisions of §486.631(a)(1).

§485.635{r)(4) These policles are reviewed at
least biennially by the group of professional
parsonnel required under paragraph (a)(2} of this
secllon, and revlewed as necessary by tha CAH,
This STANDARD Is not mel as evidenced by:

C 928

C1008
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Basad on dosument raview and staff interviews
the Critlcal Accass Hospital (CAH) fatled to
approve policles for 2 of 3 confracted patient care
services provided to CAH's palients (Theraples
and Sleap Sludles).

Fallure to ensure policles and procedures are
davelopad and epproved by the medical staff and
governing body could potentially result In
miscommiunication of expected practices and
performances in the provislon of patient care and
resuit In patients racelving less lhan optimal care
or fallure ta provide the patient with the care and
services needed resulting in patlent harm,

The CAH Administrative staff dentifled the facliity
had a census of one on entrance.

Findings based on:

1. Review of the policy "Pollcy Development and
Approvel Process”, dated jast Revised 11/2022,
ravealed In part..."all...deparimsntal policles and
pracedures..will ba approved by the Critical
Access Hospilal (CAH) Pollcy Commilites...",

2, Review of the documant "Polley Index",
reveated the index lacked policles for two of the
hospitals cantracted services, [name of service]
which provides physical therapy, occupational
therapy, speach therapy and for [name of servica]
which provides sleep studies,

3. During an interview on 4/12/2023 at 8:45 AM,
the Quality & Compflance Specialist verbalized
the "Policy Index" was current and contalnad all
the policles that had been approved through the
CAH Policy Commitiee, The Quallty &
Compliance Speclalist verbalized the therapy
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department and the sleep study service utiized
thelr own company’s policles for providing patlent
care gervices and these policles were not
raviewad or approved by the CAH Pollcy
Committee, Tha caniracted services palicles
could only bie accessed by contracted department
staff and could not be accesaed by other CAH
staff as the policles are not published with the
CAH's approved policles.

PATIENT CARE POLICIES

CFR(s): 485.635(a){3)(iv}

{The policies include tha following:]

{Iv) Rules for the slorage, hendliing, dispensation,
and administration of drugs and biolaglcals.
These rules must provide that thers Is a drug
slorage area that (s administered In accordance
with accepled professions! princlples, that current
and accurate records are kept of the recelpt and
disposition of all scheduled druge, and that
outdated, mislabalad, or otherwise unusable
drugs are not avallable for patient use.

This STANDARD s not met as evidoncad by:
Based on observallon, document review, and
interviews, the Crilical Access Hospital (CAH)
administrative staff falled to ensure the surgery
staff changad the sterile water flush boftles afier
endoscopy procedures for each patlent, In
accordance with the manufacturer's directions,

Fallure to change tha flush bottle of sterlle water
after each patlent could potentially result in
bacteria growing in the sterlle water and
potentially causing an infection in the next patlent,

The hospltal's adminietrative staff identified that
an average of 43 endoscopy procedures per

C1o008

C1016
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Findings Include;

1. Observations during a tour of the surgery
depariment on 04/11/2023 at approximately
10:10AM with tha Surgery Manager, Surgery RN
A, and the Chlef Clinlcal Officer {CCO) revealed 1
of 1 bottle B, Braun 1,600 mk bottie of sterile
water for Irrigation connected to the endoscopy
aquipment (a nonsurglgal procedure where a
physiclan inserts a flexible camera inlo a palient's
body to examine the digestive tract).

2. Revisw of the manufacturer's instrictions
Indicated In part, " ...After opening container, its
contents should be used pramptly to minimiza the
poasibility of bacterial growth or pyrogen
formatlon, Discard unused portion of Irrigating
solullan since i contalne no preservalive ...Singls
unit contalner, Discard unused partion.”

3. During an interview at the time of tha tour,
Surgery Manager, Surgery RN A, and CCO
reported the surgery staff opened the botlles of
sterlte water for irrlgation each day for endoscopy
procedures that are scheduled and connected it
to the equipment. The equipment contained a
one-way valva to pravent backflow betwaen
patlenis to prevent contamination of the source
botile. The surgary staff changed the flush tubing
belween the patlsnt and the one-way valve after
sach endoscopy procedure, but did not change
the fubing Lrelween the one-way valve and the
hotile of sterile water for lrrigation or replace ths
botlle of sterile water for Irrgation between
endoscopy proceduras, The Surgery staff would
only discard the botiles of sterile water for
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Irrigallon once they completed all of the
endoscopy procedures for the day or If the bottle
ran emply.

4, During an Interview on 04/11/2023 at
approximately 10:10 AM, the Surgery Manager
reviewad and confirmed the manufacturer's
diractions for tha bottles of sterlle water for |
irrigation. The Surgery Manager acknowledged
the manutaciurer's documentation did not support
using the bottlas of sterile watar for irrigalion for
more than ons patlant.

C1018 | PATIENT CARE POLICIES cio1s
CFR(s): 4856.635(a){3)(v}

{The poilcies include the following:}

{v) Procedures for reporling adverse drug
raactlons and errors in the administration of
drugs.

This STANDARD is not met as evidenced by:
Based on document review and staff interviows,
the Crifical Accass Hosplta! {CAH) administrative
staff fallad to ensure physician notification for the
accurrence of a medicalion error for 5 of 10
madlcation errors reviawed. (Patient #1, Patient
#2, Patlont #3, Patlent #4, and Palient #5).

Fallure fo nolify the phyelclan of medication errors
could potentiaily result in the practifioner not
knowing about the medication error and elther
falllng to take steps {o address the consequences
of the medication error, or the practitioner making
a madical declslon without the knowladge of the
medication error, potentially resulting in
Inappropriata treatment or even a fatal reaction.

Tha CAH adminlstratlve staff identified a census
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of 1 patlent at the beginning of the survay,
Findings include:

1. Review of CAH polloy, "Ocourrence Reporting
Petlents and Visltors," appraved 472023, revealed
In part, * ... notify the attending provider of any
occurrence effecling the care of the patlent,”

2, Review of medicalion errors from May 13,
2022 to February 10, 2023 reveaied the
praciitioner was not nofified In tha following
medicetion error records:

a. The nursing staff administered Meltformin
(used to lower blood sugar leve!s) afler Patlent #1
had recelved Cal Scan (CT) Conlrast (a specig)
dye usad with a serles of x-ray Images) on
5/13/22 at 5:00 AM. Metformin ehould be stopped
at the time of or prior te CT studles with IV
Contrast, and withhald for 48 hours after the
procadure due {o potential for kidney damags,
Patient #1's medication error iacked
documentation of the date and ime of discovary
of tha madication error and that the practitioner
rasponsible for Patlent #1's medical cars was
nofified,

b. The nursing staff administered the wrong dose
of medicatlon on 8/10/22 at 9:30 AM which
Involved Pattont #2. Patient #2's madication error
lacked documentation of the date and time of
discovery and that the practitioner responsible for
Patlent #2's medicai care was notified.

¢. The nursing staff edminfsterad medlcation at
the wrong tima on 12/13/22 at 5:00 AM which
involved Patlent #3. The error was discovered on

12/13/22 at 8:00 AM. Patlent #3's medication
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error informalion lacked documentation of the
date end tims that the nursing staff notified the
practilloner responslble for Patlent #3's medical
care.

¢, The nursing staff administered the wrong
medicatlon dose on 12/13/22 at 3:00 AM which
Involved Patlent #4. The arror was discovared on
12113122 at 8:30 AM. Patlent #4's medication
error information lacked documentation of the
date and fima that the nursing staff notified the
practitioner responslble for Patlent #4's medical
care,

e. The nursing siaff administered the wrong
madication dose on 2/10/23 at 12:32 PM which
Involved Patient #5, The arror was discovered on
2/10/23 at 1:51 PM. Pallent #5's medication error
information lacked documentation of the date and
time that the nursing ataff notified the practitioner
responsible for Patlent #5's medieal care.

3. During an Interview on 4/11/23 at 10:35 AM,
the Pharmacy Manager acknowledged that the

| medication errors had not bean reperled to the

practiioner Immedlately upon discovery.
NURSING SERVICES
CFR(s): 485.635(d)(4)

A nursing care plan must be developad and kept
currant for each Inpatient.
This STANDARD s not met as evidenced by:
Based on medical racord review and staff
interviews, the Critical Access Hospital (CAH)
administrative staff fafled to ensure the
development of a care plan for 10 of 10 samplad
patients {Patiant #8, Patlent #7, Patient #8,
Paltent #3, Patfent {#10, Patlant #11, Patlent #12,

ci018

1060
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Patient #13, and Patlent #14),

Failure to develop and keep current a care plan
that meels the physical and psychosodlal needs
of the Individual patients could potentially impade
the patient's progression toward attalning goals
and achleving the highest level of weli-belng and
independence possibia,

The CAH administrative staff Identifled a census
of 1 patlent on entrance,

Findings Include:;

1. Review of CAH policy "Care Plans,” approved
09/2022, ravealed in par, ...all patient/residents
...have an Individualized, comprehensive care
plan that Includes measurable objectives and
time lines to mest the medical, nursing, mental,
and psychosoclal needs of sach
palients/residents as !dentifled In the admission
comprehansive assessmant.”

2, Review of closed acute Inpatisnt medical
recorde reveated the following;

a, The CAH staff admitled Patlant #6 to skilled
nuralng slatus from 1/27/2023 - 2/3/2023 for
strangthening due to bfood lost and post-surgaery
from another facility. Pallent #6's medica! record
lacked evidence of any nursing care plan that had
been developed since Patlent #6's admisslon.

b. The CAH staff admitled Patlent #7 to skilled
nursing status from 10/20/2022 - $4/1/2022 for
strengthening due passing out and fracturing the
coflar bone. Patlent #7's medical record lacked
evidence of any nursing care plan that had been
developed singe Patlent #7's admlsslon.
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c. The CAH stalf admilted Patient #8 to skillad
nursing stetus from 10/28/2022 - 1111/2022 for
sfrengthening due electrolyte Imbalance (occurs
when you have too much or not enough of certaln
minarals In your body) requirlng slsctrolyte
replacement. Patlent #8's medicat racord lacked
evidence of any nursing care plan that had been
developed since Patient #8's admission.

d. The CAH staff admitted Pallent #9 fo skilled
nursing status from 2/21/2023 - 2/24/2023 for
strengthening due stroke llke symptoms. Patlent
#9's medical record iacked evidence of any
nursing care plan that had been developed since
Patlent #%'s admisslon,

e. Tha CAH staff admitted Patiant #10 to skilled
nurslng status from 1/3/2023 -1/12/2023 for
strengthening due a recent fall, Patient #10's
maedical racard lacked evidence of any nursing
care plan that had bean developed since Patlent
#10's admisslon.

f. The CAH ataff admitled Patlent #14 to acute
Inpatient care from 11/26/2022 - 12/1/2022 for
alterad mental stalus. Patient #11's medical
record lacked evidence of any nursing care plan
that had been developed slnce Patlent #11's
admisslon.

f. The CAH staff admitted Palient #12 to acule
Inpatient care from 12/26/2022 - 12/28/2022 for
pneumonla. Patient #12's medical record lacked
avidence of any nursing care plan that had baen
developad aince Patient #12's admisslon,

h, The CAH slaff admiited Patlent #13 fo acute
inpatiant care from 12/18/2022 - 12/20/2022 for
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symptoms of difficulty breathing, cough and
respiratory problema. Patient #13's medical
racord lacked evidence of any nursing eare plan
that had been developed slnce Patlent #13's
admisslon,

|, The CAH staff admitted Patient #14 to acute
inpatient care from 3/23/2023 - 3/27/2023 for
shoriness of breath and atrial fibrllation (is a
quivering or irregular heartbeat), Patlent #14's
medical record lacked evidence of any nursing
care plan that had been daveloped since Patient
#14's admissfon,

3. During an Interview on 4/12/2023 at 2:39 PM,
with tha Medical Surgical Manager, Chlef Clinical
Officar (CCO) and Chief Executive Officer (CED)
rovealed ihat these patlents did nof have s care
plan developed. Madlcal Surgical Manager
varified that during his examination of the patlant
charls it appeared that care plana have not been
done on any of the palients,

C1622 | SPECIALIZED REHABILITATIVE SERVICES c1622
CFR(s): 485.645(d){6)

Specialized Rehabllitative Services (§483,65 of
this chapter).

" §483,65 (a) Provision of services. if
speclaiized rehabliitatlive services such as but not
limited to physica! therapy, speech-language
pathology, occupational therapy, resplratory
therapy, and rehabllitative services for a mental
disorder and Intelleciual disabllity or services of a
lesser intensity as set forth at §483.120(c), are
requlred In the resident's comprahensive ptan of
cars, tha facliify must-
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{1) Provida the roquired services; or

(2) In accordance with §483,70(g), oblain the
required sarvices from an outside resource that Is
a provider of spaciallzed rehabllitative services
end Is not excluded from parilcipating In any
federal or state health care pragrams pursuant to
sactlon 1128 and 1156 of the Act.

(b) Qualificaitons. Speclalized rehabllitative
services must ba provided under the written order
of a physician by qualified personnal,

This STANDARD I8 not met as evidenced by:
Based on review of pulicles, madical records,
and staff Interviews, the Crillcal Access Hospita
(CAH) administrative staff falled lo ensure
physicians ordered spocialized rehabliltation
{rehab) services for 5 of & swing bed patients
(Patiants #6, Patlent #7, Patlent #8, Patient #9,
and Patlent #10).

Fallure to ensure a physiclan ordered specialized
rehab services could reauil In swing bed patients
not recelving speciallzed rehab sarvices
appropriate to thelr medical condition,

The CAH administrative staff identified a census
of 1 Inpatient at the beginning of the survey.

Findings Include:

1. Revlew of policles/procedures revealed the
tack of a policy/procedure that addressed orders
for spaclalized rehab services for swing bed
patlants were wrilten by a physician,

2. Ravlew of the closed medical records
revaaled:
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a, Pallsnt #6 was admitted for swing bed services
on 1/27/2023 for strenglheniny due fo blood lost
and post-surgery from another facliity. An
slectronic order entry dated 1/27/23 at 3:01 PM
ravealed Physiclan B, ordered Physlcal Therapy
and Ccoupational Therapy Evaluation 8
Treatment. The documantation facked evidence
that Occupatlonal Therapy aver parformed an
evaluation or treatment on Patlant #6,

b. Patlent #7 was admiited for swing bed services
on 10/28/2022 lor strenglhening due passing out
and fraciuring the callar bone, An slectronic order
eniry dated 10/28/22 al 2:12 PM revaaled
HospHalist C, Physician Asslstant (PA), ordered
Physical Therapy and Evaluation & Treatment.
An elecironlc order entry dated 10/28/19 at 2:43
PM revealed Hospltalist C, PA, ordered
Qccupational Therapy and Evaluation &
Treatment,

¢. Pafient #B8 was admitted for ewing bed services
on 10/28/2022 for strengthening due electrolyle
imbalance (bacure when you have too much or
net enough of cerlaln minerals in your body)
requiring elecirolyte replacement, An electronic
order entry dated 3/5/23 at 3:03 PM revesled
Hospltalist D, Advanced Registered Nurse
Practiioner (ARNP), ordered Physical Therapy
and Evaluatlon & Traalment, An elecironlc order
antry dated 3/6/23 at 3:03 PM revealed
Hospltalist D, ARNP, ordered Occupalional
Therapy and Evaluation & Treatment,

d. Patlent #9 was admitted for swing bed services
on 2/21/2023 for strengthening due stroke flke
symptoms. An elecironic order entry dated
2121123 at 7:65 PM revealed Hospltalist D,

Advanced Reglstered Nurse Practitionar (ARNP),
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ordered Physlcal Therapy end Evaluation &
Treatment, An electronic order entry dated
2{21/23 at 7:55 PM revealed Hospitallst D, ARNP,
orgered Qccupational Therapy end Evaluation &
Treatmant.

e. Patient #10 was admitted for swing bed
gotvices on 1/3/2023 for strengthening due a
recent fall. An electranic order entry dated 1/4/23
at 12:47 PM revealed Hospitaiist D, Advancad
Reglsterad Nurse Practitioner (ARNP), ordered
Physical Therapy and Evaluation & Treaiment,
An elacironle order entry datad 1/4/23 at 12:47
PM revealed Haspltallst D, ARNP, ordered
Occupatlonal Therapy and Evaluation &
Treatmant. An elactronlc order enlry dated
114/23 al 12:47 PM revealed Hospitalist D, ARNP,
ordered Spaech Therapy and Evaluation &
Trealment., Documentation for Patient #10
facked evidence that a Speech Therapy
Evaluation was parformed,

3. Durlng an Interviaw on 4/12/2023 at 2:39 PM,
with the Madlcal Surgical Manager, Chief Clinical
Officer (CCO) and Chlef Executive Officer {CEO)
revealed they were unaware that ARNP's and
PA's could not write orders for theraples for swing
bed patlents,

During an Interview on 4/12/2023 at 8:45 AM, with
the Quality & Compllance Spaciaflst
acknowledged the lack of a pollcy/proceduras that
addressed orders for epaclallzed rehab services
for swing bed patlente were writlen by a
physician,
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Plan of Corrections from Survey ending on April 23, 2023

Non of correory austted on S/a/goaz

W e coanPleXtons dade m\«ﬁ m.\\ \D)xuu/\uv — A

- . . e . { Date of
Regulation Deficiency Correction Monitoring Correction
Maintenance: Hot water 1. Receiving bids to disconnect existing surgery 1. Policy for water temperature monitoring was 4/26/23-
CFR(s): temperatures sterilizer hot water line from the existing 120°F distributed and education provided to EVS hy | ongoing
485.623({b)(5) water loop & reconnect to the existing 140°F Facilities Manager.
water loop that is ip the existing patient 2. Water temps will be monitored monthly and
wing. This will decouple the sterilizer from the documented on Water Temp Log by the EVS
existing 120°F water line and allow the Manager.
sterilizer to maintain the required 3. Following completion of Water Temp Log, the
temperature. log will be given to Quality and Compliance
2. Rereiving bids ta clean and/or replace the Specialist and monitored on the Q] scorecard
existing internal components of the existing for EVS.
master mixing valve(s) in the mechanical room 4. Anytemperatures maximized at less than 110
that are serving the existing 120-degree water degrees or in excess of 120 degrees will be
loop to the patient wing to ensure they are immediately reported to Facilities Manager.
controlliing water temperature properly. These 5. Incident reporting will be monitored for
mixing valves tend 1o scale overtime and cause instances of burns while waiting for project to
issues with temperature regulation. This be completed by Quality and Compliance
modification will aiso allow the existing 120- Specialist.
degree water loop temperature to be adjusted
without impacting the sterilizer equipment in
surgery.
3. Assoon as bids are received and accepted,
work will begin to correct the issue. Thisisan
immediate priority and will begin as soon as
possible.
PATIENT CARE Contracted 1. All contracted services were reviewed and 1. Policies are reviewed biennially and upon 4/26/2023
POLICIES Services not those required to be added to CAH Review implementation of new contracted services at
CFR(s): included in were added. CAH Policy Committee meeting monthly.
485.635(a)(2), CAH Policy 2. Provision of Therapy policy developed and
485.635(a)(4) Review added.
3. Sleep Study services have been discontinuad
and will not be added at this time.
PATIENT CARF Sterile water 1. Sterile water, auxiliary channel tube set, and 1. Staff has been educated and is complying with | 4/13/2023
POLICIES adapter will be changed between each patient. change of sterile water use between patients.
CFR(s): 2. Updated the preference card for endoscopies 2. Surgery Manager will continue to monitor on
485.635(a)(3)(iv) to ensure two sterile waters are pulled for an ongoing basis.
each case. One for manual cleaning and one
for irrigation.

(Sl $llud, @0 7jepe3




PATIENT CARE Provider 1. Incident reporting template updated to require 3. Quality and Compliance Specialist will monitor | 4/26/2023
POLICIES notification notification of provider and pharmacist. KaiNexus reparts to ensure provider and
CFR(s): of 2. Staff educated to ensure this is completed. pharmacist are notified.
485.635(3)(3)(v) | medication
errors
NURSING Care Plans 1. Staff has been re-educated that care plans are 1. Director of Nursing or Designee will complete 5/1/2023
SERVICES required to be completed upon admission and chart audits weekly to ensure care plans are
CFR{s): kept current by updating on each shift. being completed and updated.
4385.635(d}{4) 2. This will be monitored on the Q scorecard
monthly by the Chief Clinical Officer and
Quality and Compliance Specialist.

SPECIALIZED Physician 1. Policy was developed and process change 1. Swing bed patient rehab services orders will be | 4/26/2023
REHABILITATIVE | Orders for alert was distributed to staff communicating added 1o Ql scorecards and audited monthly to
SERVICES specialized that swing bed orders are to be ordered by a ensure that orders are provided by a physician
CFR{s): rehab physician. and services are completed timely. These wil
485.645(d)(6) services 2. Mid-level will contact physicians when be audited by the Director of Nursing or

specialized rehab services need to be ordered designee.

for Swing Bed Patients.

3. Therapies will not see patients until orders are
entered into Cerner on the swing bed
encounter.
4. Before orders are placed for PT/SP/OT by

providers, the provider wili call therapies to
ensure availability.




