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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 

Personnel must handle, store, process and 

transport linens so as to prevent the spread of 
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infection. 

This REQUIREMENT  is not met as evidenced 

by:

 Based on observation, interview, and record 

review the facility failed to follow policy regarding 

hand hygiene  for one of three residents(R8)  in 

the total sample of 9, reviewed for infection 

control. 

Findings include:

On 12/1/15 at 2:55pm E4 (Certified Nurse Aide) 

transported R8 by wheelchair to his room, E4 

stated in part, the resident just returned from a 

day program I will check him and put him into 

bed. E4 applied gloves to remove R8 ' s coat and 

clothing and transferred R8 to bed by a 

mechanical lift with assistance from E9 (Certified 

Nurses Aide). E4 gathered a wash basin filled 

with water and a washcloth with the same gloves 

on. E4 removed R8 ' s incontinence brief and 

provided perineum care, applied a new 

incontinence brief without changing gloves. E4 

went into the bathroom to empty the water from 

the wash basin and removed gloves without 

performing hand hygiene before or after  

incontinence care. E4 proceeded to exit the room 

with the soiled linen bag.  Surveyor asked E4 

when should hand hygiene be performed. E4 

stated in part, I should wash my hands before 

and after patient care. I totally forgot to use the 

hand sanitizer inside the residents room.

On 12/2/15 at 10:30am E2 (Director of Nursing) 

stated in part, when providing incontinence care 

the staff should wash their hands before and after 

care.
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The facility policy  " Hand washing/cleansing "  

dated 5/05, review date 7/14 documents in part, 

Proper hand washing/cleaning is necessary for 

the prevention and the transmission of infectious 

disease. #1. Hand washing /cleaning is done 

before and after resident contact, before and after 

any procedure.

The facility policy  " Incontinence Care "  (dated 

10/03) revision date (7/14) documents in part, #2.  

" wash hands and don gloves "
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