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Bldg. 00

This visit was for a state licensure survey of an 

Ambulatory Surgery Center.

Facility Number:  003217

Survey Date:  02/25-26/2021

QA:  3/1/21

S 0000 Acknowledged  

410 IAC 15-2.5-1 

INFECTION CONTROL PROGRAM 

410 IAC 15-2.5-1(f)(2)(E)(i)

The infection control committee  

responsibilities must include, but are  

not limited to:

(E)  Reviewing and recommending  

changes in procedures, policies, and  

programs which are pertinent to  

infection control.  These include, but  

are not limited to, the following:

(i)  Sanitation.

S 0428

 

Bldg. 00

Based on observation and interview, the facility 

failed to provide a clean environment in eight (8) 

rooms/areas.

Findings Include:

1. During tour of facility on 02/26/21 with S-1 

(Director of Nursing) at 1:55 pm, this surveyor 

noted several areas of wipeable, visible and 

copious amounts of dust.  They are:

a.  Pod 1 - top of glove box holder, top of 

S 0428 ·         Educate Housekeeping

o    Proper cleaning of all surfaces 

related to patient care

·         Educate Staff

o    Monitoring all surfaces related 

to patient care for dust and other 

contaminants

o    Reporting concerns noticed as 

opportunity for improvement

·         Develop Tools for Daily, 

Weekly & Monthly Monitoring:
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medication/supply refrigerator, top of blanket 

warmer in the Nutrition room and chair rail in room 

15.

b.  Room 2 - top of chair rail, top of patient 

locker, top of needle disposal unit and all of the 

cubby holes for patient storage.

c.  Cabinets - top of cabinets in rooms 21 - 23.

d.  Operating Room 2 - bottom of anesthesia 

cart, top of side table on anesthesia pyxis machine 

and arms of overhead lights.

e.  Pod 3 - top of medical record cabinet.

f.  Central Processing - top of Steris 

autoclave.

2.  Interview on 02/26/21 with S-1 at 2:30 pm 

confirmed areas mentioned in number 1 had 

wipeable, visible and copious amount of dust.

o    Cleaning Checklists with 

monitoring tool

§  To given to administration and 

shared with cleaning company 

weekly

·         The cleaning checklist will 

have a monitoring section

·         Quality indicator will be 

added to the Center’s dashboard.

Cleaning added to the Center's 

QAPI Program (attached herein).

Additionally, monthly tours with 

the facility, cleaning company and 

property managers will occur to 

address any issues. this will be an 

ongoing correction that should 

resolve and prevent with ongoing 

tours. The Administrator and 

Director of Nursing will be 

responsible for this oversight.
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