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{I 117} PHYSICAL ENVIRONMENT

CFR(s): 485.723

The building housing the organization is 

constructed, equipped, and maintained to protect 

the health and safety of patients, personnel, and 

the public and provides a functional, sanitary, and 

comfortable environment.  

This CONDITION  is not met as evidenced by:

{I 117}

  

{I 118} SAFETY OF PATIENTS

CFR(s): 485.723(a)

The organization satisfies the  following 

requirements:               

(1) It complies with all applicable State and local 

building, fire, and safety codes.

(2) Permanently attached automatic 

fire-extinguishing systems of adequate capacity 

are installed in all areas of the premises 

considered to have special fire hazards. Fire 

extinguishers are conveniently located on each 

floor of the premises. Fire regulations are 

prominently posted.    

(3) Doorways, passageways, and stairwells 

negotiated by patients are of adequate width to 

allow for easy movement of all patients (including 

those on stretchers or in wheelchairs), free from 

obstruction at all times, and, in the case of 

stairwells, equipped with firmly attached handrails 

on at least one side. 

{I 118}
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{I 118} Continued From page 1 {I 118}

(4) Lights are placed at exits and in corridors 

used by patients and are supported by an 

emergency  power source. 

(5) A fire alarm system with local alarm capability 

and, where applicable, an emergency power 

source is functional. 

(6) At least two persons are on duty on the 

premises of the organization whenever a patient 

is being treated.

(7) No occupancies or activities undesirable or 

injurious to the health and safety of patients are 

located in the building.

This STANDARD  is not met as evidenced by:

  

{I 121} MAINTENANCE OF 

EQUIPMENT/BUILDINGS/GROUNDS

CFR(s): 485.723(b)

The organization establishes a written preventive 

maintenance program to ensure that the 

equipment is operative and is properly calibrated, 

and the interior and exterior of the building are 

clean and orderly and maintained free of any 

defects which are a potential hazard to patients, 

personnel, and the public. 

This STANDARD  is not met as evidenced by:

{I 121}

  

{I 160} INFECTION CONTROL

CFR(s): 485.725

The organization that provides outpatient physical 

therapy services establishes an infection control 

committee of representative professional staff 

{I 160}
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{I 160} Continued From page 2 {I 160}

with responsibility for overall infection control. All 

necessary housekeeping and maintenance 

services are provided to maintain a sanitary and 

comfortable environment and to help prevent the 

development and transmission of infection.

This CONDITION  is not met as evidenced by:

  

{I 161} INFECTION CONTROL COMMITTEE

CFR(s): 485.725(a)

The infection control committee establishes 

policies and procedures for investigating, 

controlling, and preventing infections in the 

organization and monitors staff performance to 

ensure that the policies and procedures are 

executed. 

This STANDARD  is not met as evidenced by:

{I 161}

  

{I 163} ASEPTIC & ISOLATTION TECHNIQUES

CFR(s): 485.725(b)

All personnel follow written procedures for 

effective aseptic techniques.  The procedures are 

reviewed annually and revised if necessary to 

improve them.

This STANDARD  is not met as evidenced by:

{I 163}
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{I 167} LINEN

CFR(s): 485.725(d)

The organization has available at all times a 

quantity of linen essential for proper care and 

comfort of patients. Linens are handled, stored, 

processed, and transported in such a manner as 

to prevent the spread of infection.

This STANDARD  is not met as evidenced by:

{I 167}
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