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Rules and Regulations utilized for this survay are;

Rules and Regulations for Program
Administratioh of Nursing Care Facllities, Chapter
11, effactive 06/26/2000

Rules and Regulations for Licensure of Nursing
Cara Facllities, Chapter 19, effactive 08/26/2000
A complaint survey was conducted by Healthcare
Licensing and Surveys on 2/13/17 through
2114117, The survay was promptéd by complaint
intake WY00002356,

52828 Ch 11 Sec 6 (b)(iif) Physlcal Environment 52028
{b) Sanitary Environment. The Nursing Care
Facility shall establish policies and procedures for
Investigating, controlling and prevafiting
infections.

(i) The facliity shall report the required
diseases/conditions to the Wyoming Department
of Health, Epldemiology Unlt as per W.S,
§354-107, In addition, those conditions
classified as nosocomial where two (2) or more
persons; efther residents or employees, are
affected shall ba reported immediately to the
State Health Officers, the Counly Health Officer,
and the Licensing Division. The Nursing Care
Facility Administrator or his/her designated
representative shall furnish all available pertinent
information related to such disease or condition
to the Licensing Division

This State Rule and Regulation Is not mat as
evidencad by:

The facility will ensure that all
available pertinent information
related to reportable
diseases/conditions classified as
nosocomial where two (2) or more
persons, either residents or
employees, are affected, will be
provided 1o the state Healthcare
Licensing and Surveys {HLS) office, in
accordance with the Wyoming Rules
and Regulations for Licensure of
Nursing Care Facilities.
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Based on staff Interview and review of the
Healthcare Licensing and Surveys (HLS) Incident

findings of three {3) confirmed
cases of Influenza Type A in
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log, the facllity failed to report an outbreak of
Influenza Type A to the Licensing Division (HLS).
The findings were:

During an interview on 2/14/17 at 8:18 AM the
Infection control preventionist (ICP) and the
director of nursing (DON) stated the facility had 3
confirmed cases of Influenza Type A from 1/20/17
to 2/4/17. The ICF stated the Wyoming
Department of Health Epidemiology Unit was
notified of the positive cases by the lab, but stated
she had not notified the Licensing Division (HLS).
Review of the HLS incident log on 2/14/17
confirmed the Influenza outhreak was not
reported.

facllity residents between
1/29/2017 and 2/5/2017 was
faxed to the Healthcare Licensingz
and Surveys office on 2/16/2017.
There have been no further ‘
suspected or confirmed cases of !
influenza since the last case on i
2/5/2017, and no other '
reportable, nosocomial ]
diseases/conditions have l
occurred within the facility. l
8. A Quality Improvement indicator
will be developed to track and {
ensure reporting of pertinent !
Infection Control events to the |
required agencies as per state |
regulations. This information will |
be reported to the facility’s |
Quality Assurance/Performance
Improvement Committee on a {
quarterly basis until resolved.
The Infection Control i
Preventionist (ICP) and the ‘
Director of Nursing (DON) will
jointly monitor, and the facility 1
administrator will have overall
responsibility for ensuring the I
appropriate reporting occurs, ;
|
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