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This visit was for a State licensure 

survey.

Facility Number:  005396

Survey Date:  8/11-13/2015

QA:  cjl 09/10/15

S 0000  

410 IAC 15-2.5-4 

MEDICAL STAFF; ANESTHESIA AND 

SURGICAL 

410 IAC 15-2.5-4(c)(1)(E)

The medical staff shall write and  

implement policies and procedures and  

the governing body shall approve  

policies and procedures which include  

but are not limited to, the following:

(E)  Safety training required of  

personnel.

S 0826

 

Bldg. 00

Based on document review and 

interview, the facility failed to follow its 

policy and failed to provide 

documentation of safety training in areas 

where anesthetics are used for 3 (MD#3, 

AH#1 and AH#2) of 10 credential files 

reviewed. 

Findings:

S 0826 1- Will do an audit of all 

credentialed providers/allied 

health and require those who are 

deficient to complete the safety 

training

2- This training requirement will 

be added to the credentialing 

checklist and will be a mandatory 

requirement for approval

3- Responsible person: Director 

of Nursing

10/30/2015  12:00:00AM
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1.  Review of a facility policy entitled 

ORIENTATION POLICY, approved 

1-13-2015, indicated the policy was to 

provide a consistent and organized 

method for the orientation of new staff.

2.  Review of a policy entitled General 

Orientation, approved 1-13-2015, 

indicated to review manuals and know 

location of Fire & Safety Manual, and 

[the staff would be] instructed on 

location and operations of Fire 

Extinguisher.

3.  Review of 10 credential files indicated 

files MD#3, an endoscopist, AH#1, a 

Physician Assistant, and AH#2, a 

Certified Surgical Tech, did not contain 

any documentation of the above-stated 

activities and no safety training in areas 

where anesthetics are used.

4.  In interview, on 8-13-2015 at 9:55 am, 

employee #A1, Clinical Director, 

confirmed all the above and no other 

documentation was provided prior to 

exit.

4- Completion Date: October 31, 

2015
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