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(b) Sanitary Environment. The Nursing Care
Facility shall establish policies and procedures for 52928
investigating, controlling and preventing Correction 11/08/15

infections.

(i} The facllity shall report the required
diseases/conditions to the Wyoming Depariment
of Health, Epidamiology Unit as per W.S.
§35-4-107. |n 2ddition, those conditions
classified as nosocomial where two (2) or more
persaons, either residents or employees, are
affected shall be reported immediately to the
State Health Officers, the County Heallh Officer,
and the Licensing Division. The Nursing Care
Facilty Administrator or his/har designated
representative shall furnish all available pertinent
Information related to such disease or condition
1o the Licensing Division

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

Based on raview of Licensing Division records
and staff interview, the facility failed to nolify the
Licensing Division of 2 of 2 cutbreaks of
infeclious disease in the facillty, The findings
were:

Interview with the administrator, director of
infection prevention, and medical director oh
9/24/15 at 10;10 AM revealed (he faciity had
identified, and reporied to the state
epidemiologist, two oulbraaks of influenza in the
facility during December 2014 and February
2015, with residents and staff testing positive for
influenza. Review of Licensing Division incident
fecords failed to show any report to that agency

Influcnza outbreak reports for Docember 2014 and
February 2015 will be submitted to the Department

of Health Licensing and Survey.

dentification of other resj will occur by:
All residents have the potential to be affected by
infectious disease outbreaks,

Systemic Changes and Monijtoring:
Outbreak Management/Investigation and Reporting

Infection policy and elgorithm will be updated to
assure prompt reporting of infectious disease
outbreaks.

Infection prevention and DON will conduct
cducation 10 leadership staff regarding reporting of
{nfectious disease processes.

Outcome:

All infectious disease outbreaks will be reported to
the Department of Health Licensing and Survey
department per policy by Infection Prevention.
Continuous quality improvement activities with
oversight by Quality committee will be conducted,

Infection Prevention or designee will collect data
from surveillance reports. Data will be aggregated
and reported quarterly at long term cere quality
meetings with discrepancies investigated and
resalved.
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of any outbreaks of infectious disease. Continuad
inferview an @24/15 at 10:10 AM confirmed the
facility did a0t report the oulbreaks to the
Licensing Division.
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