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PERIODIC EVALUATION
CFR(S): 485.641(8)(1)

The CAH carries out or arranges for a periodic evaluation of itstotal program. The
evaluation is done at least once ayear and includes review of--

This STANDARD is not met as evidenced by:

Based on staff interview and review of QAPI information, policies and procedures,
and "Medical Staff Bylaws and Rules & Regulations,” the facility failed to conduct a
yearly evaluation of their total program that included all required elements. The
findings were: a. Refer to C332 in regards to the facility& #x27;s failure to perform an
annual review of their total program to determine if the utilization of services was
appropriate. b. Refer to C333 in regard to the facility& #x27;s falure to select a
representative sample of open and closed records. c. Refer to C334 in regard to the
facility& #x27;s failure to ensure al health care policies were reviewed annually.



