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C0342 QUALITY ASSURANCE
CFR(s): 485.641(b)(5)(ii)

[The program requires that--] the CAH also takes appropriate remedial action to 
address deficiencies found through the quality assurance program. 

This STANDARD is not met as evidenced by:
Based on staff interview, review of QAPI data, and review of minutes from meeting 
of the medical staff and governing body, the facility failed to take remedial action to 
address problems found through the QAPI process. The findings were: The QA 
process for the HIM department was reviewed with HIM clerk #1 on 11/15/11 at 10 
AM. The summarized data showed selected QA indicators, such as timely completion 
of history and physical examinations and dated/timed physician signatures, were 
consistently below the quality baseline established by the hospital. During the 
interview, the records clerk stated that the low compliance rate was presented to the 
physicians at medical staff meetings; however, there was no documentation to show 
improvement of the quality indicators. Review of the July, August, September, and 
October 2011 minutes from meetings of the governing body showed the board 
members reviewed data from the QAPI program. However, there was no evidence 
suggesting the board discussed any results, even when departments monitored the 
same indicators for years or reported they were dropping an indicator because the goal 
could not be met. Further, the facility was unable to produce evidence that remedial 
action was taken to address problems identified through the QAPI process.
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