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Subject: RE: MPSC Review of OPO 135169P and Peer Visit

Good Morning Everyone,

The OPO recently informed us that CMS showed up foran unannounced site visit at this OPO on Monday. | wanted to pass it
along to make sure everyone was aware.

B (f vou have any further information or guidance about this issue, please let us know.

Thank you,

E—
From: [N S

Sent: Monday, April 26, 2021 12:23 PM
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unos.org>
Subject: RE: MPSC Review of OPO 135169P and Peer Visit

INos.org>

For each case included in the list below, the donor IDs are in bold at the end of the case description.

Thank you,

Recent Cases
* February 2019: Notice of Noncompliance for allocating a liver-kidney to a candidate that was not eligible for SLK.
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unnecessary delays or questicnable interpretation of stability. The remainder appear to me to have been poorly
managed cases {medically or logistically or both), and were thus expedited unnecessarily. ..."

Reviewer Two: “This is not a huge number of allocation variances given the organ transplant volume. But lam
concerned that four of the seven appear to have no rational basis. . . . [Donor 1] Lung allocation should have continued
and the OR held until it was completed. There appears to be no clinical reason to expedite this OR. ... [Donor 2] There
appears to have been a significant delay in brain death to allocation . . . . Especially on a case where family is pushing
o go to recovery sooner, this should have been expedited. This can be closed with no action because it’s not a policy
violation, per se, but it's not good practice either. [Donor 3] Reason given is donor instability. Allocation not begun for
~24 hours after brain death (registered donor). Conflicting reports of donor stability. This donor did not need to be
expedited. The reason given is “family time constraints” but this was a brain dead registered donor, so time
constraints should not have been anissue. ... [Donor 4] This was two late declines prior to OR. ... butthe OPO was
able to re-schedule a 3rd OR for ~22 hours after the 1st OR time, and they completed heart allocation >12 hours prior
to this 3rd rescheduled OR. They should not have expedited heart placement, but should have continued normal
allocation procedures until the heart was placed. . . . [Donor 5] Heart allocation should have continued and the OR
held until it was completed. There appears to be no clinical reason to expedite this OR....”

¢ July 2020: OPO staff incorrectly entered an EBV IgG result as negative in DonorNet, closed for self-reporting.

Subcommittee Concerns: “l will support a close with no action, but | feel obligated to mention that this same OPO was
noted on arecent MPSC discussion to have problems with staff not feeling empowered to speak out on perceived
errors. This is another example of that kind of situation, and | am concerned that perhaps leadership telling us that
staff feels empowered is not the same as staff feeling empowered.”

¢ July 2020: The MPSC reviewed OPOQ’s submissions requested after its February interview. The MPSC reviewed the
most recent QAPI plan; the most recent QAPI metrics; examples of recent RCAs OPO has conducted; and QAPI
meeting minutes. The MPSC expressed concerns in its review, and requested that the OPO participate in a peer visit,
but delayed that visit due to the COVID pandemic.

Subcommittee Concerns: Reviewer One: “The QAPI plan looks good on paper but does looks like it was pieced
together from other sources and not created specially to meet the needs of the organization. Certainly we all borrow
and cut and paste at times, why reinvent the wheel, but this goes beyond that level. The QAPI minutes do not show
the process improvement, responsibility assignments and follow through that | am used to seeing when a Quality
work group comes together. As was noted it seems more around table report of activity than a process improvement
road map. am concerned by the long history and continued culture issues. . .. Is there some sort of Peer mentoring
that can be recommended? Maybe a more hands on approach from an OPO with a highly functioning highly efficient
Quality department can assist more than the MSPC has been able to?”

Reviewer Two: “My general thoughts after reviewing {the OPO]’s documentation:

e [ continue to have concerns that they “get it”. After countless hours . ... I still do not have a
sense that they understand their issues in the realms of policy violation, safe and appropriate
operations, or quality.

e [ continue to have concerns that they submit significant amounts of verbiage that looks like the
equivalent of stock photos. In other words, they buy and read books then transcribe the lingo into a
policy document but when issues arise, their application of the policy indicates they don’t fully
understand their own policies.

e | continue to be concerned that they frequently do not provide everything we ask of them nor do
they proactively provide much of what they should if they had a true grasp of the issues. In most
cases, they are like a witness being led by the questioning lawyer: “You have a QAPI plan? Please
provide it.” Then it arrives.

e The MPSC has, since 2015 at least, provided them with countless hours of consulting and
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Site Survey Iinformation
* Aroutine on site survey of the OPO occurred on June 26, 2018. The OPO had aclinical score of 99 percent and a

few administrative errors. The MPSC reviewed the results of the survey at its meeting in February 2019 and closed the
review with no action.

Should HRSA not direct the in-person peer visit, we will move forward with scheduling the OPQ’s interview and postpone the
peer visit to a later date.

Please let us know if you have any questions, and we will wait to hear from you.

Thank you,

Manaqer, Compiiance & Performance Monitoring
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Saving lives together

CONFIDENTIAL MEDICAL PEERREVIEW

CONFIDENTIALITY NOTICE

This electronic message transmission may contain information thatisconfidential.f you are not the intended recipient, be aware that
disclosure, copying, distribution oruse of all orany portion of the content of this information is prohibited. If you have received this
transmission inerror, please notify the sender immediately by e-mailanddeletethe original message.
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