
 

reduction may be considered as determined by the IPP, unless otherwise ordered by the client’s 
physician. 
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§483.450(e)(4) in a carefully monitored program conducted in conjunction with the 
interdisciplinary team, unless clinical evidence justifies that this is contraindicated. 

 

Guidance §483.450(e)(4) 

 

The IDT is aware of and involved in planning the drug reduction program and participates in its 
implementation and monitoring. 

 

Progress or regression of the client is monitored and taken into consideration in determining the 
rate of withdrawal and whether to continue withdrawal. 

 

In determining whether there is clinical contraindication to the annual drug withdrawal, the 
physician and IDT should consider the client’s clinical history, diagnostic/behavioral status, 
previous reduction/discontinuation attempts, and current regimen effectiveness. 

 

If a client also has a diagnosis of a psychiatric condition that requires a stable level of a 
psychiatric medication in order to control the symptoms associated with the psychiatric 
diagnosis, the annual evaluation for reduction of that particular medication for the symptoms of 
the psychiatric diagnosis would not apply.  Documentation in the client’s record from their 
psychiatrist or physician that medication reduction would be contraindicated or that the current 
level of medications is therapeutic meets the intent of this regulation. 
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§483.460 Condition of participation:  Health care services 



 

 

(a) Standard:  Physician services 
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§483.460(a)(1) The facility must ensure the availability of physician services 24 hours a day. 

 

Guidance §483.460(a)(1)  

 

A designated physician must be available via telephone, pager, e-mail or on-site in the facility on 
a 24 hour per day basis for consultation regarding both emergency and non-emergency medical 
issues.  If the facility employs a fulltime physician, there must be procedures in place for 
coverage in the absence of the physician from the facility. 

 

If the facility contracts with a community-based physician for 24 hour per day coverage, there 
must be written arrangements in place to detail the responsibilities of the contract physician 
regarding direct services to the clients, interactions with the direct support staff and the 
interactions between the nursing staff of the facility and the contract physician.  The contract 
with the contract physician must delineate the process for coverage when he/she is not 
available. 

 

Upon interview, the staff should be aware of the procedures they are to follow to contact a 
physician in the event of an illness or injury.  Routinely sending clients to emergent care or the 
emergency room of a hospital because there are no facility physicians available for consultation 
is not consistent with the regulations. 

 

Interview and record review verify that the physician is available and responsive 24 hours a day. 
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