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C0256 RESPONSIBILITIES OF MD OR DO
CFR(S): 485.631(b)

Responsibilities of MD or DO

This STANDARD is not met as evidenced by:

Based on staff interview; review of peer review activities, minutes of medical staff
meetings, and policies and procedures; and interview with the medical director, the
facility failed to ensure physicians conducted adequate peer review activities and
provided direction and supervision for hospital staff. The findings were: Refer to
C257 for details regarding this failure.



