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483.65 INFECTION CONTROL, PREVENT 
SPREAD, LINENS

The facility must establish and maintain an 
Infection Control Program designed to provide a 
safe, sanitary and comfortable environment and 
to help prevent the development and transmission 
of disease and infection. 

(a) Infection Control Program 
The facility must establish an Infection Control 
Program under which it - 
(1) Investigates, controls, and prevents infections 
in the facility; 
(2) Decides what procedures, such as isolation, 
should be applied to an individual resident; and 
(3) Maintains a record of incidents and corrective 
actions related to infections. 

(b) Preventing Spread of Infection 
(1) When the Infection Control Program 
determines that a resident needs isolation to 
prevent the spread of infection, the facility must 
isolate the resident. 
(2) The facility must prohibit employees with a 
communicable disease or infected skin lesions 
from direct contact with residents or their food, if 
direct contact will transmit the disease. 
(3) The facility must require staff to wash their 
hands after each direct resident contact for which 
hand washing is indicated by accepted 
professional practice. 

(c) Linens 

F 441
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Personnel must handle, store, process and 
transport linens so as to prevent the spread of 
infection. 

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and record 
review the facility failed to ensure staff use 
personal protective equipment to reduce 
cross-contamination and the spread of infection.

This applies to 1 of 5 residents (R11) reviewed for 
isolation precautions in the sample of 7.

The findings include:

On June 13, 2015 at 5:55 PM., the isolation cart 
outside R11's room had no isolation gowns on it. 
CNAs (Certified Nursing Assistants) E9 and E12 
transferred R11 to a wheelchair without wearing 
PPE (Personal Protective Equipment) gowns.

On June 13, 2015 at 4:10 PM, E11 (CNA) stated 
gown and gloves are required for care for a 
resident with C-Diff (Clostridium Difficile). E11 
said afterwards hand washing with soap and 
water is necessary. On June 13, 2015 at 4:50 
PM, E12 stated for residents isolated for C-diff a 
gown and gloves are needed to enter room. Linen 
and garbage have their own bins inside the 
residents room. On June 13, 2015 at 5:00 PM, E9 
stated contact isolation is used for C-diff. Gown 
and gloves are put on before entering a room. 
Residents are put on isolation after positive 
results come back from the lab and a doctor 
order is obtained. On June 13, 2015 at 6:00 p.m. 
E2 (Director of Nursing - DON) stated contact 
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precautions for C-diff isolation includes wearing 
gowns and gloves when giving care or coming 
into contact with resident. On June 13, 2015, at 
5:55 PM, E9 and E12 stated they completed 
incontinence care and transferred R11 to the 
wheelchair. E9 and E12 stated they did not have 
on isolation gowns because there was none on 
the cart when they went to enter the room.

The Physician order dated June 6, 2015 has 
orders for contact isolation precautions and Flagyl 
(antibiotic) 500 milligrams to be given every eight 
hours for twenty one days.
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