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Objectives:
• 2007 CDC isolation guidelines 

• Infection Control Program,

• Review Federal Regulations,  F-441 and F-

334

• Review MDRO’s with discussion on 

epidemiological important pathogens

• Review surveillance techniques to assist 

identifying infections and potential spread



4/6/2015

2

Changes in terminology from 

the  2007 CDC guidelines
• Nosocomial infection are now referred to as 

Healthcare-Associated Infection (HAI)
– onset of clinical manifestation occurs >2 calendar days after 

admission  (APIC Implementation Guide)

• New addition to Standard Precautions is 

Respiratory Hygiene/Cough Etiquette

• “Airborne Precautions” is changed to “Airborne 

Infection Isolation Room (AIIR)”

• Protective Environment has been added to the 

precautions used to prevent HAI’s

Standard Precautions

•Hand hygiene 

•Safe injection practices

•The proper use of personal protective 
equipment 

•Care of the environment, textiles and 
laundry

•Resident placement

•Appropriate waste disposal and 
management
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Standard Precautions

Transmission-Based Precautions

• Contact Precautions

• Droplet Precautions

• Airborne 

Precautions (in 

AIIR)

Contact Isolation

• Infection/Condition

– Draining wound not contained in dressing

– C. difficile

– Rotovirus

– CRE

– Shingles

– Lice, scabbies
*not inclusive list-information from Appendix A1 CDC isolation 

guidelines p.93-116
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Droplet Isolation

• Infection/Condition

– Influenza

– Mumps

– Pertussis- Whooping Cough

*not inclusive list-information from Appendix A1 CDC isolation 

guidelines p.93-116

Airborne Isolation-AIIR

• Infection/Condition

– Tuberculosis (M. tuberculosis) 

– Smallpox

– SARS

– Measles- 4 days after onset of rash

– *not inclusive list-information from Appendix A1 CDC isolation 

guidelines p.93-116

Type of 

Precaution

Type(s) of PPE 

Required

Resident Placement Other 

Considerations

Airborne Mask  or 

Respirator, 

Gloves

Private room, Cohorting, 

Room sharing with 

limited risk factors

Private AIIR 

room (active TB)

Contact Gown, Gloves Private room, Cohorting, 

Room sharing with 

limited risk factors

Droplet Mask/Facial

Protection, 

Gloves

Private room, Cohorting, 

Room sharing with 

limited risk factors

3-10 ft.

distance* for 

transmission

All Transmission-based Precautions require appropriate hand hygiene 

practices
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F-441

Infection Control

• 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.

Facility must investigate, control and prevent 

infections

Procedures for individual residents

Maintains records of incidents and corrective action

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.

Preventing Spread of 

Infection—cont.
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.

4. Personnel must handle, store, process 

and transport linens so as to prevent the 

spread of infection.

Updated 09/30/09
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Intent of regulation

• The intent of this regulation 

is to assure that the facility, 

develops, implements and 

maintains an Infection 

Prevention and Control 

Program in order to prevent, 

recognize, and control, to the 

extent possible, the onset 

and spread of infection 

within the facility. 

Components of an Infection 

Prevention and Control Program

• Program Development 

and Oversight

• Policies and Procedures

• Infection Preventionist

• Surveillance

• Documentation

• Monitoring

• Data Analysis

• Communicable 

Disease Reporting

• Education

• Antibiotic Review
• http://www.cms.gov/Regulations-and-

Guidance/Guidance/Manuals/downloads/so

m107ap_pp_guidelines_ltcf.pdf pg. 560

QIS Observations

• Are proper hand-washing techniques observed

• Are gloves worn appropriately and changed  

between residents

• Staff free of communicable diseases

• Are precautions observed for the disposal of 

soiled linens, dressings, etc.

• Are linens and laundry handled or 

transported in manner to prevent spread 

http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_pp_guidelines_ltcf.pdf
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QIS Observation

• Are isolation precautions implemented 

when it is determined they are needed

• Are all staff practices consistence with 

current infection control principles and 

do these practices prevent cross 

contamination

• Does the facility establish and maintain 

and infection control program

QIS Questions

• Instructs surveyors to use investigative 

protocol in F-441 

• The facility demonstrates that it uses 

records of  incidents to improve its 

infection control processes and outcomes 

by taking corrective action
• CMS 20054  (11/2010)

Influenza F-334

• Facility must develop policies and 

procedures regarding Influenza (Oct.1-

Mar.31) and Pneumococcal Disease

– The regulation indicates that receiving 

vaccinations is essential to the health and 

well-being of long-term care residents.

– Intended to decrease the risks of residents 

acquiring, transmitting, or experiencing 

complications.



4/6/2015

8

Facts about Influenza Vaccine

• Inactivated influenza vaccine contains 

noninfectious killed viruses and cannot cause 

influenza. 

• Since there is a delay in developing antibodies 

after vaccination, the resident may develop 

influenza if there was exposure prior to 

receiving the vaccine. Coincidental 

respiratory disease unrelated to influenza 

vaccination can occur at any time after 

vaccination.

Vaccine Recommendations for 

Health Care Workers

• Hepatitis B- series of 3 doses

• Influenza vaccine yearly

• MMR

• Varicella vaccine if no history of 

chicken pox

• Tetanus, diphtheria, pertussis

Important Organisms

• C. difficile

• Norovirus

• MRSA

• ESBL’s

• CRE

• Ebola update
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C. difficile
• Gram positive, spore forming, anaerobic 

bacillus (1978)

• C. difficile infection (CDI)occurs when the 

normal intestinal flora is altered, allowing C. 

difficile to flourish in the intestinal tract and 

produce a toxin that causes a watery diarrhea. 
– #1 risk exposure to antibiotics

• Cephalosporins, clindamycin and floroquinolones

– #2 transmission by fecal-oral route
http://apic.org/Resource_/EliminationGuideForm/59397fc6-3f90-43d1-9325-

e8be75d86888/File/2013CDiffFinal.pdf pgs9-10

Potential Reasons for 

Increased CDI Incidence and 

Severity

• Changes in underlying host 

susceptibility

• Changes in antimicrobial prescribing 

• New strain with increased virulence

• Changes in infection control practices

Environmental Cleaning
Consider using an Environmental Protection Agency 

(EPA)-registered disinfectant with a sporicidal

claim for environmental surface disinfection after 

cleaning in accordance with label instructions; 

generic sources of hypochlorite (e.g., household 

chlorine bleach) also may be appropriately diluted 

and used. (Note: Standard EPA-registered 

hospital disinfectants are not effective against 

Clostridium difficile spores .) Hypochlorite-based 

disinfectants may be most effective in preventing 

Clostridium difficile transmission in units with 

high endemic rates of Clostridium difficile

infection

http://apic.org/Resource_/EliminationGuideForm/59397fc6-3f90-43d1-9325-e8be75d86888/File/2013CDiffFinal.pdf
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Testing for C. difficile

Check with contracted laboratory services

• Rejection of specimens that are not liquid or 

soft(take the shape of the container=rejection)

• Testing will be restricted to one specimen in 7 

days

Note-diarrhea, defined as at least 3 unformed or 

watery stools in a 24-hour period, some 

recommend for 1-2 days.

 It is recommended to NOT ‘test of cure’ inpatients 

who have responded to therapy
John Hopkins University laboratory website

http://www.mc.vanderbilt.edu/documents/infectioncontrol/files/Guidance%20for%20Providers

%20FINAL%202011.pdf

Testing for C. difficile

• Because Clostridium difficile-infected patients 

continue to shed organism for a number of 

days following cessation of diarrhea, some 

institutions routinely continue isolation for 

either several days beyond symptom 

resolution or until discharge, depending upon 

the type of setting and average length of stay.

Recent Immediate 

Jeopardizes 

• Pertain to C. difficile and environmental 

cleaning

– Potential for IJ if not preventing the spread 

of infection



4/6/2015

11

Norovirus

Named after the original strain ‘Norwalk 
virus’ which caused an outbreak of 
gastro-enteritis in a school in Norwalk, 
Ohio in 1968.

Noroviruses are highly contagious

Analysis suggests that a national 
increase has occurred in the frequency 
of acute gastroenteritis outbreaks 
caused by norovirus

Norovirus 

• Average Incubation period 12 – 48 hours

• Transmission- fecal-oral route

• Signs and symptoms

– Nausea, vomiting, abdominal pain, non-

bloody stools

• Duration- 24-60 hours

• Increase environmental cleaning with 

1:10 bleach solution or product that lists 

norovirus

LTC Facilities Predisposed

to High Attack Rates

• Shared bathrooms

• Immobile or incontinent residents

• Low infectious dose (<10 viral particles)

Control of norovirus outbreaks depend on 

consistent enforcement of measures such 

as strict hand hygiene and use of 

effective environmental disinfectants
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MRSA

• Methicillin resistant 

Staphylococcus 

aureus

• If you have staph on 

your skin or in your 

nose but aren't sick, 

you are said to be 

"colonized" but not 

infected with MRSA. 

MRSA

• Methicillin-resistant strains of 

Staphylococcus aureus (MRSA) was 

first recognized in 1961, one year 

after the antibiotic methicillin was 

introduced for treating S. aureus

infections. 

• First documented outbreak occurred 

at a Boston Hospital in 1968

Good News about MRSA

• In 2010, encouraging results from a CDC study 
published in the Journal of the American Medical 
Association showed that invasive (life-threatening) 
MRSA infections in healthcare settings are 
declining. Invasive MRSA infections that began in 
hospitals declined 28% from 2005 through 2008. 
Decreases in infection rates were even bigger for 
patients with bloodstream infections. In addition, 
the study showed a 17% drop in invasive MRSA 
infections that were diagnosed before hospital 
admissions (community onset) in people with recent 
exposures to healthcare settings.

http://www.medicinenet.com/script/main/art.asp?articlekey=1991
http://jama.ama-assn.org/content/304/6/641.abstract
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ESBL’s

• Extended-Spectrum Beta-Lactamases-

– ESBL’s are enzymes made by some germs

– Disease caused by ESBL organisms is no 

more acute than the disease caused by 

another bacteria of the same type. 

However, due to their immunity to some 

antibiotics, they can be trickier and more 

difficult to treat

ESBL Epidemiology 

•Today, 30 –50% of E. coli are 

resistant to ampicillin and 

amoxicillin due to a beta-lactamase

•ESBLs have been reported for E.coli, 

Klebsiella, Enterobacter, 

Proteus,Pseudomonas, 

Salmonella,Serratia

ESBL producing organisms 

are still susceptible to:

Cephamycins:

• –Cefoxitin

• –Cefotetan

• •Carbapenems:

• –Meropenem

• –Imipenem

Carbapenems are becoming the therapeutic 

option of choice
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New Kid on the Infection 

Control Block- CRE

• Hospitals and healthcare providers are 

being alerted to the growing occurrence 

of CRE infections in the United States 

and the need for careful infection control 

measures in healthcare settings to 

prevent the spread of CRE. 

CRE

Carbapenem-resistant 

Enterobacteriaceae 
• Carbapenems (ertapenem, imipenem, 

meropenem, and doripenem) are the 

last line of defense antibiotics

• Healthy people usually do not CRE 

infections

• CRE kills almost 50% of patients 

that have bloodstream infection from 

them

CRE

• CRE is an emerging threat in 

healthcare facilities across the 

continuum of care

• Currently, the most prevalent 

carbapenemase in the United States 

is the Klebsiella pneumoniae 

carbapenemase (KPC).

• MDH Recommendations for the Management of CRE in Long-

term Care Facilities 5/2012
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CRE- CDC Commentary

http://www.medscape.com/viewarticle/762961

• A link to the following Medscape article 

was sent to you by: Diane Bonifas

• Stopping Outbreaks of Carbapenem-

Resistant Enterobacteriaceae

CDC Expert Commentary, 2012-05-02 

Ebola Update

• Two imported cases

• Two locally-acquired cases within 

healthcare setting:

• Except for these two healthcare workers, 

no one has been infected with Ebola 

while in the United States. 
• http://www.cdc.gov/vhf/ebola/outbreaks/2014-west-africa/index.html

What surveyors will monitor

• In-service education

• Review policy and 

procedures

• Watch an aseptic 

dressing change

• Hand-washing 

• Glove use

• Use of disinfectants

• Handling of linen

http://www.medscape.com/viewarticle/762961
http://www.medscape.com/viewarticle/762961?src=emailthis
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Infection Control Checklist

• Written infection 

control policy

• Isolation procedures

• System to monitor 

and investigate

• Maintain separate 

record on infections

• Surveillance Data

• Written protocols for 

hand-washing/hand 

hygiene 

• Immunization record 

for residents

• Proper use of 

disinfectants 

• Work restrictions for 

employees 

Helpful Websites
• http://www.cdc.gov/ncidod/dhqp/guidelines.html

• http://www.cms.hhs.gov/GuidanceforLawsAndRegulations/12_N

Hs.asp#TopOfPage

• http://www.apic.org//AM/Template.cfm?Section=Home

• http://www.amda.com/

• http://www.cdc.gov/hai/pdfs/cdiff/CDiff-One-Pager.pdf

• http://www.cdc.gov/hai/pdfs/toolkits/CDItoolkit2-29-12.pdf

• http://www.cdc.gov/hai/pdfs/cre/CRE-guidance-508.pdf

• http://www.mc.vanderbilt.edu/documents/infectioncontrol/files/G

uidance%20for%20Providers%20FINAL%202011.pdf

• http://apic.org/Resource_/EliminationGuideForm/59397fc6-3f90-

43d1-9325-e8be75d86888/File/2013CDiffFinal.pdf

• http://www.ohiokepro.com/shopping/default.aspx?keyword=CDI

&cat=sf

http://www.cdc.gov/ncidod/dhqp/guidelines.html
http://www.cms.hhs.gov/GuidanceforLawsAndRegulations/12_NHs.asp
http://www.apic.org/AM/Template.cfm?Section=Home
http://www.amda.com/
http://www.cdc.gov/hai/pdfs/toolkits/CDItoolkit2-29-12.pdf
http://www.cdc.gov/hai/pdfs/cre/CRE-guidance-508.pdf
http://www.mc.vanderbilt.edu/documents/infectioncontrol/files/Guidance for Providers FINAL 2011.pdf
http://apic.org/Resource_/EliminationGuideForm/59397fc6-3f90-43d1-9325-e8be75d86888/File/2013CDiffFinal.pdf
http://www.ohiokepro.com/shopping/default.aspx?keyword=CDI&cat=sf
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Article on a review of the updated McGreer Criteria for Infections in LTC Facilities.  
The updated criteria can be found at http://www.jstor.org/stable/10.1086/667743 

Review of the Updated McGreer Criteria for Infections  

Michelle Stober, RN, BSN  
Director of Interim Services, Pathway Health Services  

  
In October 2012, the Surveillance Definitions of Infections in Long-Term Care Facilities: Revisiting the McGreer 
Criteria was released. This position paper was first released in 1991, and since has not been updated. This 
criterion was determined by an expert consensus panel based on a structured review of research and 
evidenced-based literature.  The criteria that define infections were systematically reviewed and have resulted 
in changes of the original consensus definitions also known as the McGreer Criteria.   
  
Some notable changes in the criteria are the addition of definitions of constitutional criteria (Table 2.) in 
residents of long term care facilities. The decision was made to use these criteria to maintain consistency across 
different infection guidelines. 
  
This Constitutional Criteria includes:   

 Fever 
 Leukocytosis  
 Acute change in mental status from baseline (CAM criteria also found in MDS 3.0) 
 Acute functional decline in activities of daily living (ADLs)  

o A new 3-point increase in total activities of daily living (ADL) score (range, 0-28) from baseline, 
based on the following 7 ADL items, each scored from 0 (independent) to 4 (total dependence) 
Bed mobility,   Transfer, Locomotion within LTCF, Dressing, Toilet use, Personal hygiene, Eating 

The definition of fever was changed from a temperature greater than 100.4 degrees Fahrenheit and is 
consistent with the 2008 Infectious Disease of America (IDSA) guideline for evaluating fever and infection in 
older adults residing in long term care facilities (LTCFs): 

1. A single oral temperature greater than37.8°C(100°F) or 
2. Repeated oral temperatures greater than37.2°C(99°F)orrectaltemperaturesgreaterthan37.5°C (99.5°F)or 
3. A single temperature greater than 1.1°C(2°F) over baseline from any site. 

Attention should be paid the new surveillance definitions, especially for respiratory tract infection and urinary 
tract infections.   The following are key changes to be aware of:  
  
Respiratory Tract Infection  
  
When reviewing for potential respiratory infection, it is important that other conditions are ruled out such as 
congestive heart failure, pulmonary embolism, atelectasis, etc.. 

 Removal of seasonal restrictions for influenza-like illness 
 Pneumonia and lower respiratory tract infections- at least one respiratory symptom, and at least one 

constitutional criteria, along with radiographic findings to define pneumonia. This should facilitate the 
surveillance into three categories including radiography results, respiratory signs or symptoms and 
constitutional criteria. 

 For lower respiratory tract infection oxygen saturation of <94% or <3% from baseline was added.   

http://www.pathwayhealth.com/
http://www.jstor.org/stable/10.1086/667743
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Urinary Tract Infections (UTI's) 
  
For Urinary Tract Infections without a catheter the new definitions differ substantially from the original 
guidelines. The definitions take into account the low probability of UTI in residents without catheters if 
symptoms are not present as well as they now take into account the need for a urine culture for microbiologic 
confirmation. 

 Change in character of urine was removed 
 Urine culture is now needed for diagnosis 

New Criteria for UTI without a Catheter: (Both criteria 1 and 2 must be present) 
  
Criteria 1   
  
At least one of the following sign or symptom criteria: 

a. Acute dysuria or acute pain, swelling, or tenderness of the testes, epididymis, or prostate  
b.  Fever or leukocytosis (See Constitutional Criteria Table) and at least one of the following localizing 
urinary tract subcriteria:    

i.  Acute costovertebral angle pain or tenderness 
ii.  Suprapubic pain   
iii.  Gross hematuria 
iv.  New or marked increase in incontinence   
v.  New or marked increase in urgency   
vi.  New or marked increase in frequency 

c.  In the absence of fever or leukocystosis, then 2 or more of the following subcriteria:   
i.  Suprapubic pain   
ii.  Gross hematuria 
iii.  New or marked increase in incontinence 
iv.  New or marked increase in urgency  
v.  New or marked increase in frequency 

  
Criteria 2  

a.  At least 105 cfu/mL of no more than 2 species of microorganisms in a voided urine sample 
b.  At least 102 cfu/mL of any number of organisms in a specimen collected by in-and-out catheter 
  
With the new change in surveillance guidelines, it is not only important that we train our staff but that we look 
at how to operationalize infection prevention strategies.    
  
Operational strategies for consideration:  
  
 UTI's:  

 Educate staff on criteria for urinary tract infections 
 Provide training on pericare and catheter care 
 Encourage hydration 
 Obtain baseline vital signs 
 Obtain protocols to notify MD with change in condition  
 Review medications  

http://www.pathwayhealth.com/
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 Perform through assessment of urinary incontinence 
 Provide training on pain assessment and management 
 Referrals as needed to urology for chronic urinary tract infections 

Respiratory Tract Infections  

 Obtain a complete respiratory baseline during admission including lung sounds, observation of breathing 
and color as well as oxygen saturation ratings.   

Source: Infection Control and Hospital Epidemiology Vol.33, No.10(October2012), pp. 965-977 

 
 

If you want more detail to compare the old guidelines to the new guidelines, please see the table on the next page. 

The items in red are new, and the items that are struck thru have been removed.  

(Shared with permission from Pathway Health Services)

http://www.pathwayhealth.com/
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Type of 
Infectio

n 
() 

Infection/Site 
Criteria 

(symptoms must be new or increased) 
Conditions/Comments 

□
 R

esp
irato

ry Tract  

□ Common cold 
syndrome 

□ Or Pharyngitis 

MUST HAVE at least 2 of the following: 

□ Runny nose or sneezing 

□ Stuffy nose (nasal congestion) 

□ Sore throat or hoarseness or difficulty swallowing 

□ Dry cough 

□ Swollen or tender glands in neck (cervical 
lymphadenopathy) 

Fever may or may not be present.  
Symptoms must be new and not 
attributable to allergies. 

□ Influenza-like 
illness 

Did resident 
receive influenza 
vaccine for this flu 
season? 
□ YES     □ NO 

MUST HAVE: □Fever (≥ 100˚F taken at any site)  AND 
MUST HAVE: at least 3 of the following: 
□ chills         □ malaise or loss of appetite 
□ headache or eye pain       □sore throat 
□ Mylagia/body aches        □ New or increased dry cough 

If criteria for influenza-like illness and 
another upper or lower RTI are met at 
the same time, only the diagnosis of 
influenza-like illness should be 
recorded. Because of increasing 
uncertainty surrounding the timing of 
the start of influenza season, the peak 
of influenza activity, and the length of 
the season, “seasonality” is no longer a 
criterion to define influenza-like illness. 

□ Pneumonia MUST HAVE: □ Chest x-ray demonstrating pneumonia, 
probable pneumonia or new infiltrate.     AND 
MUST HAVE at least 1 of the following 
□  New or increased cough  □ 02 sat<94% or < 3% baseline                   

□  pleuritic chest pain      □ fever (see CC table 2) 
□  New or increased sputum production    
□ New or changed lung exam abnormalities  □ 
respiratory rate (>25/minute) 
□  MUST HAVE ≥1: Constitutional Criteria (Fever, ADL, 
Mental change) 

For both pneumonia and lower RTI, the 
presence of underlying conditions that 
could mimic the presentation of a RTI 
(eg, congestive heart failure or 
interstitial lung diseases) should be 
excluded by a review of clinical records 
and an assessment of presenting 
symptoms and signs. 

□ Lower 
respiratory 
tract infection 

(bronchitis, 
tracheobronchitis) 

MUST HAVE at least 3 of the following: 
1. □ CXR not performed or negative results for 
pneumonia or new infiltrate 
2. At least 2 of respiratory subcriteria above in 
pneumonia 
3.  At least 1 of the constitutional criteria (Table 2) 

NOTE:  This diagnosis can be made only 
if NO Chest x-ray was done OR if a CXR 
fails to confirm diagnosis of pneumonia. 
For both pneumonia and lower RTI, the 
presence of underlying conditions that 
could mimic the presentation of a RTI 
(e.g. congestive heart failure or 
interstitial lung diseases) should be 
excluded by a review of clinical records 
and assessment of s/sx 

□
 U

rin
ary Tract In

fectio
n

 
□ UTI in resident 

WITHOUT 
catheter 

(any previous 
catheter must 
have been D/C’d 
at least 48 hrs 
before symptoms 
began) 

Criteria 1 and 2 MUST be present 

 
Both criteria must be present: 
1. At least 1 of the following sub criteria: 

□ Acute dysuria or acute pain, swelling, or tenderness 
of the testes, epididymis, or prostate 

□ Fever or leukocytosis (See Constitutional Criteria Table)  

AND 
At least 1 of the following subcriteria: 
o Acute costovertebral angle pain or tenderness 
o Suprapubic pain 
o Gross hematuria 
o New or marked increase in incontinence 
o New or marked increase in urgency 
o New or marked increase in frequency 
In the absence of fever or leukocystosis, then 2 or 

UTI should be diagnosed when there are localizing 
genitourinary signs and symptoms and a positive 
urine culture result. A diagnosis of UTI can be 
made without localizing symptoms if a blood 
culture isolate is the same as the organism 
isolated from the urine and there is no alternate 
site of infection. In the absence of a clear 
alternate source of infection, fever or rigors with a 
positive urine culture result in the non-
catheterized resident or acute confusion in the 
catheterized resident will often be treated as UTI. 
However, evidence suggests that most of these 
episodes are likely not due to infection of a 
urinary source. 
 
Urine specimens for culture should b e processed 
as soon as possible, preferably within 1–2 h. If 
urine specimens cannot be processed within 30 
min of collection, they should be refrigerated. 
Refrigerated specimens should be cultured within 

http://www.pathwayhealth.com/
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more of the following subcriteria: 
o Suprapubic pain 
o Gross hematuria 
o New or marked increase in incontinence 
o New or marked increase in urgency 
o New or marked increase in frequency 

AND 

2. 1 of the following subcriteria: 

□ At least 105 cfu/mL of no more than 2 species of 
microorganisms in a voided urine sample 

□ At least 102 cfu/mL of any number of organisms in a 
specimen collected by in-and-out catheter 

 

24 h. 
 

□ UTI  in resident 
WITH catheter 

(if symptoms 
begin within 48 
hrs after 
discontinuing a 
catheter, count it 
as related to 
catheter) 

Both criteria must be present: 
At least 1 of the following subcriteria: 

□ Fever, rigors, or new-onset hypotension, with no 
alternate site of infection 

□ Either acute change in mental status or acute 
functional decline, with no alternate site of infection 

□ New-onset suprapubic pain or costovertebral angle 
pain or tenderness 

□ Purulent discharge from around the catheter or 
acute pain, swelling, or tenderness of the testes, 
epididymis, or prostate 

AND 

Must have: 
Urinary catheter specimen culture with at least 105 
cfu/mL of any organism(s) 
 

UTI should be diagnosed when there are localizing 
genitourinary signs and symptoms and a positive 
urine culture result. A diagnosis of UTI can be 
made without localizing symptoms if a blood 
culture isolate is the same as the organism 
isolated from the urine and there is no alternate 
site of infection. In the absence of a clear 
alternate source of infection, fever or rigors with a 
positive urine culture result in the non-
catheterized resident or acute confusion in the 
catheterized resident will often be treated as UTI. 
However, evidence suggests that most of these 
episodes are likely not due to infection of a 
urinary source. 
 
Recent catheter trauma, catheter obstruction, or 
new-onset hematuria are useful localizing signs 
that are consistent with UTI but are not necessary 
for diagnosis. 
 

Urinary catheter specimens for culture 
should be collected following replacement 
of the catheter (if current catheter in place 
for >14 days). 

□
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 Gastroenteritis  

Care must be taken to exclude 
noninfectious causes of symptoms. For 
instance, new medications may cause 
diarrhea, nausea, or vomiting; initiation 
of new enteral feeding may be 
associated with diarrhea; and nausea or 
vomiting may be associated with 
gallbladder disease. 

□
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 At least 1 criteria must be present: 
 Diarrhea: 3 or more liquid or watery stools above 

what is normal for the resident within a 24-hour 
period 

 Vomiting: 2 or more episodes in a 24-hour period 

OR 

Both of the following subcriteria: 

□ A stool specimen testing positive for a pathogen (eg, 
Salmonella, Shigella, Escherichia coli O157 : H7, 
Campylobacter species, rotavirus) 

□ At least one of the following subcriteria: 
o Nausea 
o Vomiting 
o Abdominal pain or tenderness 
o Diarrhea 

 

Presence of new GI symptoms in a 
single resident may prompt enhanced 
surveillance for additional cases. In the 
presence of an outbreak, stool 
specimens should be sent to confirm 
the presence of norovirus or other 
pathogens (e.g., rotavirus or E. coli 
O157 : H7) 
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□ Norovirus 
Gastro-
enteritis 

Both criteria must be present: 
At least 1 of the following subcriteria: 

□ Diarrhea: 3 or more liquid or watery stools above 
what is normal for the resident within a 24-hour 
period 

□ Vomiting: 2 or more episodes in a 24-hour period 

AND 

Must have: 
A stool specimen for which norovirus is positively 
detected by electron microscopy, enzyme immunoassay, 
or molecular diagnostic testing such as polymerase chain 
reaction (PCR) 

In the absence of laboratory 
confirmation, an outbreak (2 or more 
cases occurring in a long-term care 
facility [LTCF] ) of acute gastroenteritis 
due to norovirus infection may be 
assumed to be present if all of the 
following criteria are present (“Kaplan 
Criteria”): (a) vomiting in more than half 
of affected persons; (b) a mean (or 
median) incubation period of 24-48 
hours; (c) a mean (or median) duration 
of illness of 12-60 hours; and (d) no 
bacterial pathogen is identified in stool 
culture. 
 

Clostridium 
difficile infection 

Both criteria must be present: 
At least 1 of the following subcriteria: 

□ Diarrhea: 3 or more liquid or watery stools above 
what is normal for the resident within a 24-hour 
period 

□ Presence of toxic megacolon (abnormal dilatation of 
the large bowel, documented radiologically) 

 

A “primary episode” of C. difficile 
infection is defined as one that has 
occurred without any previous history 
of C. difficile infection or that has 
occurred >8weeks after the onset of a 
previous episode of C. difficile infection.  

 AND 

At least 1 of the following subcriteria: 

□ A stool sample yields a positive laboratory test 
result for C. difficile toxin A or B, or a toxin 
producing C. difficile organism is identified from a 
stool sample culture or by a molecular diagnostic 
test such as PCR 

□ Pseudomembranous colitis is identified during 
endoscopic examination or surgery or in 
histopathologic examination of a biopsy specimen 

 

A “recurrent episode” of C. difficile 
infection is defined as an episode of C. 
difficile infection that occurs 8 weeks or 
sooner after the onset of a previous 
episode, provided that the symptoms 
from the earlier (previous) episode have 
resolved.  Individuals previously 
infected with C. difficile may continue to 
remain colonized even after symptoms 
resolve. In the setting of an outbreak of 
GI infection, individuals could have 
positive test results for presence of C. 
difficile toxin because of ongoing 
colonization and also be coinfected with 
another pathogen. It is important that 
other surveillance criteria be used to 
differentiate infections in this situation. 

□
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□ Cellulitis/soft 
tissue/wound 

At least 1 criteria must be present: 

□ Pus present at a wound, skin, or soft tissue site 

□ New or increasing presence of at least 4 of the 
following subcriteria: 
o Heat at the affected site 
o Redness at the affected site 
o Swelling at the affected site 
o Tenderness of pain at the affected site 
o Serous drainage at the affected site 

One (1) Constitutional Criteria (see Table 2) 

Presence of organisms cultured from 
the surface (eg, superficial swab 
sample) of a wound is not sufficient 
evidence that the wound is infected. 
More than 1 resident with streptococcal 
skin infection from the same serogroup 
(eg, A, B, C, G) in a long-term care 
facility (LTCF) may indicate an outbreak. 
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□ Scabies Both criteria must be present: 

□ A maculopapular and/or itching 

AND 

At least 1 of the following subcriteria: 

□ Physician diagnosis 

□ Laboratory confirmation (scraping or biopsy) 

□ Epidemiologic linkage to a case of scabies with 
laboratory confirmation 

An epidemiologic linkage to a case can 
be considered if there is evidence of 
geographic proximity in the facility, 
temporal relationship to the onset of 
symptoms, or evidence of common 
source of exposure (ie, shared 
caregiver). Care must be taken to rule 
out rashes due to skin irritation, allergic 
reactions, eczema, and other 
noninfectious skin conditions. 

Table 2: Definitions for Constitutional Criteria in Residents of Long-Term Care Facilities (LTCFs) 

Fever 1. Single oral temperature >100°F  OR 

2. Repeated oral temperatures >99°F OR 

3. Single temperature >2°F over baseline from any site (oral, tympanic, axillary) 

Leukocytosis 1. Neutrophilia (>14,000 leukocytes/mm3) OR 

2. Left shift (>6% bands or ≥1,500 bands/mm3) 

Acute change in mental 
status from baseline 

All criteria must be present: 
1. Acute onset (Evidence of acute change in resident’s mental status from baseline) 
2. Fluctuating course (Behavior fluctuating: eg, coming and going or changing in severity during the 

assessment) 
3. Inattention (Resident has difficulty focusing attention: eg, unable to keep track of discussion or 

easily distracted) 
4. Either disorganized thinking or altered level of consciousness 

a. Disorganized thinking (Resident’s thinking is incoherent: eg, rambling conversation, 

unclear flow of ideas, unpredictable switches in subject)OR 

b. Altered level of consciousness (Resident’s level of consciousness is described as different 
from baseline: eg, hyperalert, sleepy, drowsy, difficult to arouse, nonresponsive) 

Acute functional decline 1. A new 3-point increase in total activities of daily living (ADL) score (range, 0-28) from baseline, 
based on the following 7 ADL items, each scored from 0 (independent) to 4 (total dependence) 

Bed mobility,   Transfer,  Locomotion within LTCF,  Dressing, Toilet use, Personal hygiene  
Eating 
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