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D5209 493.1235 PERSONNEL COMPETENCY 

ASSESSMENT POLICIES

As specified in the personnel requirements in 

subpart M, the laboratory must establish and 

follow written policies and procedures to assess 

employee and, if applicable, consultant 

competency.  

This STANDARD  is not met as evidenced by:

D5209 4/1/15

 Based on surveyor review of the laboratory 

Quality Assessment (QA) procedure and 

interview with the Vice President of Patient 

Services, the laboratory does not have a written 

procedure for evaluating testing personnel 

competency that includes the frequency of 

evaluations and all required elements.

Findings include:

1.  Review of the laboratory QA procedure shows 

the current procedure does not include step by 

step instructions for evaluating competency of 

testing personnel that includes the frequency of 

evaluations and all required elements of 

competency.

2.  Interview with the Vice President of Patient 

Services on January 21, 2015 at 11:35 AM 

confirmed the current QA procedure does not 

include step by step instructions for evaluating 

competency of testing personnel.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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