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This visit was for investigation of a state licensure 

hospital complaint.

Complaint Number: IN00409656

Date of survey: 10/03/23

Facility Number: 005011

QA:  10/11/23

S 0000  

410 IAC 15-1.5-8 

PHYSICAL PLANT 

410 IAC 15-1.5-8(e)(1)(A)(B)(C)

(e) The building or buildings, including  

fixtures, walls, floors, ceiling, and  

furnishings throughout, shall be kept  

clean and orderly in accordance with  

current standards of practice as  

follows:

(1) Environmental  services shall be  

provided in such a way as to guard  

against transmission of disease to  

patients, health care workers, the  

public, and visitors by using the  

current principles of the following:

 (A) Asepsis

 (B) Cross-infection; and

 (C) Safe practice.

S 1172

 

Bldg. 00

Based on document review, observation, and 

interview, the facility did not keep all fixtures, and 

furnishings clean in 2 of 2 rooms observed in the 

Emergency Department (ED) (rooms 12 and 19).

S 1172 1       Review of facility policy 

titles Infection Control, source 

ED, last revised 4/21, indicated 

Environmental Services (EVS) 

provides routine cleaning of 
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Findings include:

1. Review of facility policy titled Infection Control, 

source ED, last revised 4/21, indicated 

Environmental Services (EVS) provides routine 

cleaning of the department.

2. Review of facility contract with Crothall 

Healthcare, Inc., dated 11/27/05, no termination 

date listed, revealed daily cleaning to ED would be 

done every 8 hours, 7 days a week.

3. Review of Crothall Healthcare ED cleaning log 

indicated that Monday's daily focus is high dust.

4. During a tour of the ED, on 10/03/23 at 

approximately 1:39 pm, ED room 12 observed and 

found to have a layer of dust on the computer 

keyboard, computer monitor screen, and the 

overhead light.  ED room 19 observed and found 

to have a layer of dust on the computer keyboard 

and computer monitor screen.

5. During interview on 10/02/23 at approximately 

3:05 pm, A1 (Risk Manager) verified that the 

computer keyboard, computer monitor and 

overhead light in ED room 12 had a layer of dust 

on them.

the department.

        See attached update policy, 

ERD-209 Infection Control – 

Emergency Department 

specifically under “Housekeeping 

– Routine Cleaning Schedule”. 

Revisions to letter “A” and letter 

“F”.

 

2       Review of facility contract 

with Crothall Healthcare, Inc., 

dated 11/27/05, no termination 

date listed, revealed daily 

cleaning to ED would be done 

every 8 hours, 7 days a week.

         No change

3       Review of Crothall 

Healthcare ED cleaning log 

indicated that Monday’s daily 

focus is high dust.

        ED EVS staff re-educated; 

expectations clarified. Has 

occurred 1:1 with ED EVS staff

 

4       ED tour room 12: high 

layer of dust on the computer 

keyboard, computer monitor 

screen, and the overhead light. 

ED room 19: high layer of dust 

on the computer keyboard and 

computer monitor screen.

         All bedside keyboards 

exchanged for washable 

keyboards.

         All ED rooms cleaned 

removing dust from computers, 

wall mounts, and overhead lights. 

         EVS is responsible for 

cleaning and dusting the ED 

rooms as directed by their 
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contract and the ED Infection 

Control policy.

        ED Director and EVS 

Director will round monthly and 

tour ED for compliance. 
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