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Bldg. 00

This visit was for the investigation of one State 

hospital complaint.

Complaint Number:  IN00215071

Unsubstantiated; lack of sufficient evidence.

Unrelated deficiency cited.

Date:  9/11/2018

Facility Number:  005051

QA:  9/17/18

S 0000  

410 IAC 15-1.5-2 

INFECTION CONTROL 

410 IAC 15-1.5-2(a)

(a) The hospital shall provide a safe  

and healthful environment that  

minimizes infection exposure and risk  

to patients, health care workers, and  

visitors.

S 0554

 

Bldg. 00

Based on document review, interview and 

observation, the facility failed to provide a safe 

and healthful environment in one of one clean 

storage supply rooms observed.

Findings included:

1.  Housekeeping Guidelines, Form 1136 - C5 

Day Shift, indicated priority for C5 Clean Utility 

C525, is Essential.    Steps Description:  A.  

High Dusting  B.  Damp Wipe Surfaces  C.  Dry 

Mop  D.  Damp Mop

2.  On 9/11/2018 at 1530 hours, staff member 

#3,(Regulatory Consultant), indicated in interview 

that we have struggled with these housekeeping 

S 0554 S 554 410 IAC 15-1.5-2 

INFECTION CONTROL

410 IAC 15-1.5-2(a)

 

Based on document review, 

observation and interview, the 

facility failed to provide a safe 

and healthful environment in 

one clean storage supply room 

observed.

 

Responsible Person (s):

The director of supply chain is 

accountable for ensuring that 

the blue bins on the supply 
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issues.  

3.  While touring the C5 Medical Unit on 

9/11/2018 at 1500 hours, accompanied by staff 

members #3 (Regulatory Consultant), 4 (Clinical 

Manager, C5), 5 (Shift Co-ordinator, C5) and 6 

(Shift Co-ordinator, C5), observations of 

Infection Control issues were made in clean 

utility/storage room C525.  

A.  Shelves of supply return cart had dust and 

brownish spots on them.  

B.  Floor had dust and debris on it.

C.  A bedpan and box of commode liners was 

on the floor.

D.  IV poles, which were to have been 

cleaned, had dust, reddish/brown spots and debris 

on them.

E.  Blue storage bins on supply shelves were 

dusty.

F.  Blue storage bins containing lotion, 

cleansing body wash and odor eliminator spray 

bottles, had spilled substances in them.

shelf are clean. The director of 

environmental services is 

accountable to ensure the daily 

cleaning needs of the clean 

supply rooms are met.  The 

EVS manager is accountable to 

ensure EVS team members 

have a clear understanding of 

daily cleaning task 

expectations within all clean 

supply storage rooms and the 

tools and resources needed to 

meet the expectations.

 

Corrective Action(s):

The environmental services 

(EVS) manager met with the 

EVS team members that will be 

accountable for cleaning clean 

utility rooms on a daily basis to 

ensure IV poles are clean, no 

boxes on the floor, shelves are 

clean, and floors are cleaned 

with no debris.

This was completed on 

9/12/2018.

The supply chain supervisor 

met with the supply chain team 

and cleaned all the blue 

storage bins and shelves on 

the C5 unit.

This was completed on 

10/10/2018

 

Monitoring:

The EVS team will clean the 

clean utility room 3 times a 

day. The EVS manager will 

round on the unit monthly to 

visually inspect the cleanliness 
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of the clean supply room on 

the C5 Medical unit.  If cleaning 

deficiencies are noted they will 

be corrected immediately. 

 Monthly rounding will begin 

on 9/12/2018

The supply chain supervisor 

will round weekly to ensure all 

bins are dust free with no 

spilled substances in the bins. 

Weekly rounding will begin on 

10/10/18
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