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Complaint Investigation
0894695/IL37870 

No extended survey was conducted.
F 442
SS=D

483.65(b)(1) PREVENTING SPREAD OF 
INFECTION

When the infection control program determines 
that a resident needs isolation to prevent the 
spread of infection, the facility must isolate the 
resident.

This REQUIREMENT  is not met as evidenced 
by:

F 442

Based on observation, interviews and record 
review the facility failed to follow the facility's 
policy on isolation precautions by cohorting a 
resident with ESBL (Extended Spectrum Beta 
Lactamase) with R2. 
 
Findings include:

R2's diagnoses include Acute Scrotal Cellulitis, 
Urinary Retention, Diabetes Mellitus, and R2 has 
a Gastrostomy tube.

During the tour of the facility on 10/24/08 at 10 
AM, surveyor asked E6 (Clinical Nurse Manager), 
why R2 was in an isolation room. E6 stated that 
R1 (Roommate of R2) has ESBL of urine but R2 
does not have the ESBL and is being cohorted 
with R1. E6 further stated both of them have 
indwelling catheters and R2 does not use the 
toilet.    

Review  of facility's policy on ESBL has the 
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F 442 Continued From page 1 F 442
following under General Procedures:

#3. The resident will be placed in a private room 
or cohorted with another ESBL resident. If the 
ESBL infection is well contained, the resident is 
cognitively alert and is complacent to restrictions 
and the roommate is not at high risk for infection, 
the Assistant Administrator of Clinical Services 
(AACS ) may make the decision for occupancy in 
a double room. Contact isolation must be 
maintained.
      High risk Residents:
1. Open wound or decubitus
2. Invasive device as IV, Foley catheter, G-tube, 
wound dressing, tracheostomy
3. Diabetes, critically ill or debilitating condition
4. Recently with 2 weeks or more of antibiotics
5. Immune suppressed  
6. Burn or surgical residents
7. Prolonged hospitalization
8. Multi anti-microbials

R2 is high risk as identified by the facility's 
protocol having both aa indwelling catheter and 
Gastrostomy tube.  R2 has a diagnosis of 
Diabetes Mellitus, and has been on an antibiotic 
for the last two weeks.
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