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A. Corrective Action
Chapter 19 Upon completion of the construction on
on C efion o
gules andI Regulations for Licensure of Nursing 03/25/09, the sawdust and debris were
are Facilifies , ‘ removed from the resident care area.
Section 7. Construction/Remodeling. Department
of Health Chapter Il1, Construction Rules for B. Identification of Other Residents
Health Facilities appty HMaving the Potential to be Affected
The Maintenance Director will monitor other
Chapter 3. . contractors who may conduct work in the
Construction Rules and Regulations for future to determine if they are
Healthcare Facilities appropriately using protective barriers as
Section 2. Applicability. necessary for the containment, of
(a) These rules shall apply to and govemn the construction dust and debris. Immediate
construction, remodel, or expansion of heatthcare aCt'tD” will be taken if requirements are not
facilities, on and after the effective date of these met.
rules. C. Measures/Systemic Changes
Chapter 11 The Maintenance Director will educate
Rules and Regulations for Program contractors at the time work is to be
Administration of Nursing Care Facilities F’fr‘;‘ggge‘iﬁéﬁtg';ﬁ dbgrerl;irss ‘Eh?gs‘;"c;!mt care
Section 7. Housekeeping, Laundry, and bt ®
Maintenance Services.
(a) Housekeeping and Maintenance Services. The ED will in-service the Maintenance
Sufficient numbers of adequately trained Director on the requirements of Chapter 3,
housekeeping and maintenance personnel shall Construction Rules and Regulations for
be available to maintain the interior and exterior Healthcare Facilities, by 05/11/09.
of the facmty in a safe, clean, orderly and D. Monitoring Corrective Action
attractive manner.
(ii) The facility shall be free from offensive odors, Findings of the audits will be reported to
accumulations of dirt, rubbish, and dust. the Performance Improvement Committee
. L L . for review, recommendations and direction
Section 5, Organization and Administration. as needed.
{a) Governing Body. The Nursing Care Facility ' _
shall have a governing body which has the legal Date of compliance is May 11, 2009,
authority and responsibility to operate the Nursing
Care Facility. The governing body shall:
(iv) Wiitten policies shall ensure & safe and
sanitary environment for residents and personnel.
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This reguiation is NOT met as evidenced by:

Based on observation and staff interview, the
facility failed to ensure construction project plans
and an infection control risk assessment were
submitted as required for plan approval prior to
commencing construction. A project involving
electrical alterations was noted to be in progress
at the time of the survey. The findings were:

1. Observation on 3/25/09 at 10 AM revealed a
construction project was underway at the third
floor nurses' station. Five residents were noted to
be in the dining area next o the nursing station.
Intermittent observations throughout the day
showed sawdust accumulated on the desk at the
nurses' station and on the couniertop above the
desk. Observation also showed a nurse preparing
medications for administration to residents at the
medication cart, which was located directly next
to the counter that was contaminated with
sawdust and debris, At 10:30 AM the smell of
sawdust was evident. At 10:45 AM, five ceiling
panels were removed, which caused dust and
debris to fall into the nurses' statton area and
contaminate the medication cart. Observation
revealed there was no profecfive barrier around
the construction site.

2. Observation on 3/25/09 at 10;10 AM revealed
two-inch square poles/conduits had been added
to the second floor nurses' station. Interview with
the maintenance director at that time revealed
poles were being added to supply power at both
the second and third floor nursing stations. The
maintenance director further commented that the
facility did not have plan approval from the
Wyoming Department of Health for the project.
He stated he was unaware that electrical
alterations reguired any type of approval or
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inspection.

3. Observation on 3/26/09 at 9:25 AM showed
two contractors working in the ceiling above the
second floor nurses' station. At the time of the
observation, two staff members were at the
nurses' station and several residents were in the
adjacent haliway and in the dining area across
from the nurses' station. Debris from the ceiling
area was observed to fall en the nursing station,
as well as on a medication cart parked next to the
station.

4. Interview on 3/26/09 at 10 AM with the
infection control coordinator revealed remodeling
and construction projects were usually monitored
by the infection control coordinator to ensure
effective infection control measures were
implemented, but she had not been told about the
project and had not provided any input or
infection control monitoring for this project.
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