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(b) Sanitary Environment. The Nursing Care
Faclitty shall establish palicies and procedures for
investigating, controliing and praventing
infections,

(iii) The faciiity shall report the required
diseases/conditions to the Wyoming Departmant
of Health, Epidemiology Unit as per W.S,
§35-4-107, In addition, those conditions
classified as nosooomial whers two (2) or more
persons, either rasidents or employees, are
affected shall be raported immediately to the
State Heaith Officers, the County Health Officer,
and the Licensing Division. The Nursing Care
Facility Administrator or histher designated
representative shall furnish all available pertinent
information related to such disease or condition
to the Licansing Divislon

This State Rule and Regulation s not met as
evidenced by:

Based on review of Licensing Division records
and staff Interview, the faciiity failed to notify the
Licensing Division of an cutbreak of infectious
dlsease in the facility. The findings were:

Review of Licensing Division records failed to
show any repart to that agency of an outbreak of
infectious disease st the fecllity In the month of
January, 2015, Interview with the Infection
Control Nurse on 7/8M15 at 11:00 AM revealed the
facllity had identified an outbreak of influenza in
the facility, with residents testing positive for
influenza where notification was done to the state
epidemiologist, but confirmed the facillty failed to
notify the Licensing Dlvision.
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his famhty hu:. cstablished a procedurc
0 ensure all necessary partics, including
the State Department of Health, the
Fremont County Health Officer, and the
State Licensing and Surveillance Division
be notificd when an infectious outbreak
occurs within the facility to residents
and/or staff affecting two or more people.
How problem iz jdentified and
€0 fion to similar situations: In the
future, afl three departments will be
notified of any infectious outbreak within
he facility aﬂ‘ecﬁng two or more people.
Measures/svstem hanees to prevern
recurrence: This procedure is kept by the
[nfection Control Nurse in the APIC
manual with the outbreak prevention and
investigation policy.
Monitor permanent solution:
Tiness patt=ms are monitored by the
Infection Contrel Nurse and discussed
with the Interdisciplinary Team weekly
d any trends will be reported as
identified. Infection patterns are also
reviewed in monthly QAPI mectings.,
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The facility shail provide dietetic services that
meet the nutriional needs of residents according
to the sciance of nutrition. The dletetic service
shall operate with safa food handling practices
from receipt through service in accordance with
the most current edition of the FOOD CODE from
the U.S. Department of Health and Human
Sarvices, Publlic Health Service, Food and Drug
Administration.

{a) Dietary Supervision, Overal! supervisory .
responsibility for the dietetic service shall be
assigned {o a full-ime qualified dietetic
suparvisor,

(i) If the qualified supervisor is not a N
Registered Dietitian, she/he shall be a graduate
of a diatetic tachnician program approved by the
American Dietstic Association or a dietary
managers’ educational program approved by the
Certifying Board of Dietary Managers. Training
and expetience in food service supervision and
nutrition equivalent in content to the approved
educational programs are acceptable.

This State Rule and Requietion Is not met as
evidenced by:

Based on staff interview and review of kitchen
siaff schedules, the facility failed to ensure
qualified management for dietary services. The
facility census was 53, The findings were:

Interview with the administrator on 7/6/15 at 3:15
PM revealed the previous dietary manager
terminated her employment with the facllity
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ew Dietary Manager has been hired and 5/}//ﬁ
ill begin on July 29, 2015, The new
anager will enroll in the CDM class to

begin the formal certification process
equired of this position.

oW probiem 13 identified and

prrection to similar situations: In the
ure if the CDM leaves their position,
e facility will appoint a full-time interim
DM or contract with a dictitian for
nterim coverage.

Measures/systemi 1anges 10 nreven

recurrence: Ensure that the facility has a

~time CDM in the dictary department

and if there is an opening, the facility will
ontract with a dietitian to oversee the

Hietary department.

Vionjtor permanent solution: The NHA
ill be responsible for securing proper
pversight of the dietary department in the

hbsence of a CDM employed by the

acility, D) 1,
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appraximately two weeks ago and the new distary
manager was scheduled to began employment
the last week in July 2018, The administrator
further statad the new employee's enrollment in
the Certifled Dietary Manager (COM) classes
would not begin until after she was hired.
Interview with cook #1 on 7/6/15 at 3:35 PM and
cook #2 on 7/8/15 at 4:25 PM revealed the
administrator was the interim CDM until a new
| CDM was hired to replace the one that resigned
| two weeks ago. Review of the July 2015 kitchen
staff schedule confirmed the lack of a current
CDM.
|
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