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C0330 PERIODIC EVALUATION & QA REVIEW
CFR(S): 485.641

Periodic Evaluation and Quality Assurance Review

This CONDITION is not met as evidenced by:

Based on staff interview and review of QAPI information, policies and procedures,
medical staff bylaws, rules and regulations, and minutes from meetings of the medical
staff and the governing body, the facility failed to conduct an annual evaluation of its
total program that met the regulatory requirements (C332, C333, C334). In addition,
the facility failed to develop, implement, evaluate, and revise an effective, facility
wide QAPI program (C337, C338, C340, C342, C342). The cumulative effect of these
failures resulted in the determination that the condition of participation for periodic
review and quality assurance was not met.



