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This does not appear to be a 

deficiency.

 L0000This was a hospice Federal recertification 

and State licensure survey.

Survey dates:  July 16-19, 2012

Facility number:  IN002563

Medicaid number: 200424070

Surveyor:  Miriam Bennett, RN, BSN, 

PHNS

Quality Review: Joyce Elder, MSN, BSN, 

RN

July 23, 2012
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418.60 

INFECTION CONTROL 

The hospice must maintain and document an 

effective infection control program that 

protects patients, families, visitors, and 

hospice personnel by preventing and 

controlling infections and communicable 

diseases.

L 578 418.60 Infection Control  

The administrator will review 

Policy SC-HR-106-Employee 

Health Screenings with the Local 

Administrator and Clinical 

Director to ensure that all 

employee medical files are 

reviewed, signed and dated by 

the Local Medical Director prior to 

the employee starting patient 

care.  Responsible Parties: 

Administrator, Local 

Administrator, and Clinical 

Director.  Completion Date: 

8/1/12  Monitoring: The Clinical 

Director will review all new hire 

medical charts ongoing for the 

Local Medical Director's review, 

signature, and date prior to the 

employee starting patient care. 

No employee will be allowed to 

see patients until these 

requirements are met.

08/01/2012  12:00:00AML0578Based on employee file review, interview, 

and policy review, the agency failed to 

ensure its own infection control policy 

and procedure was followed for 1 of 9 

employee files reviewed with the 

potential to affect all the patients of the 

agency. (E)

Findings include:

1.  Employee file E, a Hospice Aide, date 

of hire 3/24/11, contained a Post-Hire 

Medical Questionnaire.  This form failed 

to evidence a date of completion and a 

date of physician signature.

2.  The agency's policy titled "Employee 

Health Screenings," #SC-HR-106," with a 

review date of 07/01/10, states "All 

employees with patient contact will 

undergo a health screening to verify 

physical ability to perform designated job 

responsibilities and freedom from 

communicable disease prior to 

employment.  PROCEDURE: A.  Medical 

History Completion, ... 2.  The hiring 

manager will forward the completed 
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medical history (employee) to the local 

medical director to review, sign and 

return the day it is completed."

3.  On 7/19/12 at 2:00 PM, employee A 

indicated they did not realize the form 

was not signed and was not sure why the 

form was not signed.
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