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410 IAC 15-1.5-3 

LABORATORY SERVICES 

410 IAC 15-1.5-3(f)

(f) If sufficient or suitable outside  

facilities are not provided by  

undertakers or others, the hospital  

shall have a morgue or a low  

temperature body holding room.  

Policies covering appropriate  

refrigeration requirements and length  

of holding bodies shall be approved by  

the medical staff.  If autopsies are  

performed in the hospital, there shall  

be a refrigerated storage unit  

designed for holding bodies, along  

with hand washing facilities and other  

necessary personal hygiene facilities  

available.

The policy and procedure: Death 

(Care of the Body Following) has 

been revised to reflect the 

process for daily temperature 

checks of the morgue cooler. See 

the attached proof of 

documentation (page 2) indicating 

the procedure. This policy has 

also been approved by the 

Medical Staff as indicated by the 

signature of the Chief of Staff on 

the policy and procedure.The 

Director of EVS will be 

responsible for ensuring the staff 

conduct these daily checks and 

complete the temperature log. 

See attached copy of temperature 

log daily checks.The Infection 

Control nurse will be responsible 

for ensuring the temperature 

ranges are in compliance and 

reported to the Infection Control 

Committee. This issue was 

02/16/2012  12:00:00AMS0674Based on observation, document review, 

medical records and staff interview, the 

hospital failed to have policies, approved 

by the medical staff, covering appropriate 

refrigeration requirements for bodies held 

in morgue cooler.

Findings included:

1.  During facility tour on 2-14-12 

between 1:35 PM and 2:15 PM while 

accompanied by Staff Member #39, a 

cooler for holding bodies was noted in the 

morgue.  A record of cooler temperatures 

was requested.

2.  Review of policies and procedures on 

2-15-12 between 9:15 AM and 10:22 AM 
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resolved on 2/15/2012.revealed the hospital did not have a 

policy/procedure covering appropriate 

refrigeration temperatures of bodies held 

in the morgue cooler.

3.  Review of patient records on 2-15-12 

between 9:15 AM and 10:22 AM revealed 

the following patients had expired and 

were placed in the morgue, as follows:

     a.  Patient #L12 was admitted on 

"09/06/2011" at "9:53 PM" and expired 

on "9/6/11" at "2201".  The "Emergency 

Department Record" indicated the patient 

was discharged to the "morgue" on 9-7-11 

at "0036".

     b.  Patient #L13 was admitted on 

"07/31/2011" at "4:07 PM" and expired 

on "08/04/2011" at "0700".  The "Nursing 

Discharge Report" indicated the patient 

was discharged to the morgue on 8-4-11 

at "0901".

4.  In interview on 2-15-12 between 9:15 

AM and 10:22 AM, Staff Member #1 

acknowledged the above findings and 

indicated the following:

     a.  The hospital did not have a record 

of morgue cooler temperatures 

     b.  The hospital did not have a 

policy/procedure to indicate appropriate 

refrigeration temperatures of the morgue 

cooler.
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