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K0926 Gas Equipment - Qualifications and Training
CFR(s): NFPA 101

Gas Equipment - Qualifications and Training of Personnel Personnel concerned with 
the application, maintenance and handling of medical gases and cylinders are trained 
on the risk. Facilities provide continuing education, including safety guidelines and 
usage requirements. Equipment is serviced only by personnel trained in the 
maintenance and operation of equipment. 11.5.2.1 (NFPA 99)

This STANDARD is not met as evidenced by:
. Based on review of documentation and interview, the building failed to ensure 
continuing education on the handling and risks associated with oxygen cylinders and 
other medical gases stored in cylinders per the requirements of: 2012 NFPA 99, 
11.5.2.1 Findings include: On 10/04/2017, during the review of documentation from 8:
00 am to 5:00 pm, the building failed to provide documentation on the following: 1. 
The qualifications and training of the building&#x27;s training personnel on handling 
oxygen cylinders. 2. Continuing education for their personnel that handle oxygen 
cylinders 3. Training personnel concerned with the application and maintenance of 
medical gases and others who handle medical gases and the cylinders that contain the 
medical gases on the risks associated with their handling and use. 4. A continuing 
education program for staff that handle oxygen cylinders to include periodic review of 
safety guidelines and usage requirements for medical gases and their cylinders. A 
member of the maintenance staff was present when this deficiency was identified. .
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