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Rules and Regulations utllized for this survey ara:
Rules and Regulations for Program
Admiriistration of Nursing Care Facllities, Chapter
11, effastive 08/26/2000
Rules and Regulations for Licensure of Nureing
Cara Facllities, Chapter 18, effective 06/26/2000
A llcensure survey was conducted by Healthcare
Licensing and Surveys from B/10/18 to 8/13/18,
The following comman abbreviations are used
throughout thls documant.
DON: Dliractor of Nursing
RN:  Reglstered Nurse
Less commenly used abbreviations will be
annotated In each deficlency.
82910 Ch 11 Séc & (b)(Iv) Organization and 82010
Adminlatration ‘ |
52910 10/16/2018
(p) Peisonnel policias and procedures, The I .
governing body or ite equivalent, through the Correcilve Action
Nursing Home Administrator, shall be responsible RN #4 received a chest x-ray on
for implementing and malntalning written 9/12/2018 to contirm nepative TB status.
personnal pdlicles and procedures that support
sound resident care and parsonnel practices, Identification of Others
SDC or desi i it of
(Iv) Written policies shall ensure & safe and il ourent employecs. (o eam
sanltary ehvironment for residents and personnel. tubsreutin tosting has been porformed
eccarding lo pulicy by 10/16/2018. Any
(A) Tuberculln testing shall be i e (oL T oot worlved
accomplishéd for each ermployee upon ; N8 Wi rective tberoulin
emdp!oyment and hafore resident contact bagins testing according fo policy by 101672013,
and annually thereaftar,
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(B) Employess having known positive skin
test shall provide a certificats of
‘neninfectiousness for @ physiclan,
recommendations, If &hy, for treatment, and
avidence that thay have complled with eugh
_recommendations.

(C) Individuals providing documentation of
negative skin tests administerad within the last
year naed no physiclan follow=up at this time,

(D) Individuals never having had a skin
{eat or who do not have written proof of skin test
results, shall have an intradermal Mantoux using
§TU PPD, This shall bé accomplished via the two
(2) step procedure. |f the first test I3 negative and
the smployee ls asymptomatic, the employee
may engage Ih resident contact prior to the
results of the second skin test,

(1) Anegative reaction requires no
follow-up by a physlcian at this timeé,

, {ll) Aposltive reaction (10mm
Induration using 8T PPD) requires a refarral to a
physiclan for x-ray and certification of
noninfectiousness and appropriate treatment if
needad, Foliow-up shall comply with
recormmendations of the attanding physician.

(E) If symptoms occur, a new certificats of
noninfectlousness Is required from the physician.

This State Rule and Regulation 1s not met as
avidencad by;

Based on review of employes records, raviaw of

pollcy and procadures, and staff Interview, the

‘. Wyoming Do

STATE FORM

Systemic Chanpe

DON will cducate SDC on pulicy
rogarding tuberculin testing of smployees

fo cnsure  continued  compliance by
10/16/2018.

SDC or designes will ensure all new
employees reccive  {uberculin testing

fccording  to  policy to  maintain
compliance.
Ongoing Monltoring

SDC or designee will conduct weckly
audits for 4 weelks of ali new employces
to cngure proper tuberculin westing has
been completed and random audits
monthly for Z months to validale
continued comphiance.

Any concerns addresaed through the audit
process will be monitored and reported by
the SDC or designee in summary during
the facility monthly QAP) meeting, DON
or designee will aszers for trends or
palterns during these meetinps.

The QAPI committee will evaluate
ctfcctiveness of the plan based on trends
identificd and  implement  additions!
inlerventions  as  noeded to  ensure
continued compliance monthly for three
months then roassess  the need  for
continued  monitoring  based on}
compliance.

pt of Health, Aging Division, Healihcara Licenaing and Survays
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facllity falled to ensure tuberculln testing was
performed prior to resident contact for 1 of &
employeas (RN #4) raviewad, The findings were:

Review of the employae file for RN #4 showed a
hire date of 8/8/18, Further review showed a
physician efatement dated 5/1/2007 (11 years
ptior to emplaymerit with the facllity) which stated
RN #4 tad & hagative chest x-ray, Interview with
the administrator on 8/12/18 at 11 AM reverled
the RN was from a fareign country and had
récelved the BCG vaccine before Immigrating. He
further stated he assumed the physiclan
statement was adequate.

Review of tha policy "Tuberculosis Control Plan”
ravised in 2012 showed "Prospactive
Employees...6. Indlviduals who have previously
recelvad BCG should be skin testad since BCG
positivity genarally wanas afier 5 years,
(Reciplents of BCG are usually from high TEB
pravalenca countries.)"

52026/ Ch 11 Sec 8 (b)(lil) Physical Environment 52828 - — T 10/16/z018°

(b) Senitary Environment, The Nursing Care Corrective Action
Facility shall establieh policles and procedures for residont 72 66, 460, 462
i Symptoma of resiaen! . , ' '
::;::Jlg:aﬂ e controlllng and preventing #)ngp#zrilt #17, and #31 wete reported to
' the Wyoming Depuriment of 1lealth
Epidemiology Unit on 9/11/2018 end
(i) The facllity shall report the required reporied to Healthcaro Licensing and
diseases/condltions ta the Wyoming Department Surveys on 10/12/2018,
of Heallh, Epiderilology Unlt as per W.S.

i artment of
§36-4-107, In addltion, those condltions o s prscans and Conditons
classified ea nosacomlal whare two (2) or more wus obtained for the Infection Comtol
persong, either residents or employaes, are Preventionist on 9/13/2018,
affected shall be reported immediately to the -
State Health Officars, the County Health Officer,
and the Licensing Divislon, Tha Nursing Care

Wyoning Dapt of Heallh, Aging Divislon. FEalicars Licansing and Surveys ' —
STATE FORM saon
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Faellity Administrator or hla/her dealgnated
representative shall furnish ell avallable pertinent
information related to such digease or condition
to the Licansing Division

This State Rule and Regulation Is not met as
svidencad by:

Based on observation, staff Intarview, medioal
record review and review of tha Healthcara
Licensing and Surveys (HLS) Incldent log, the
facility falled to report an outbreak of an upper
respiratory infection to the required agencles
which affacted B of 18 (#17, #25, #31, #52, 465,
#86, #89, #72) residents who resided In tha
mémory cara unit. The findings wers:

1. Observation In the mémary care unit on
£M10/18 st 3:56 PM showed résident #72 waa
assistad by RN #2 with a tissue to wipe his/her
noss, Continued observation showad tha resident
was coughing and sngezing.

2. Qbsarvation In the memary care unit on
£/11/18 &t 11:28 AM showed resldent #17 was
coughing. Interview with RN #3 at that time
revaalad the physician had examined the resident
on B/10/18. Interview with CNA #5 at 11:33 AM
ravealed resldents #25, #65, #69, and #72, In
addition to resident #17, were showing signs and
gymptoms of & respiratory Infection.

3, Review of a llet of resldents compiled by the
DON showad the following residents and the date
of onsat af thelr respiratary symptoms:

,a. Rasldent #72 had a date of onset of
6/5/18.

b. Resldent #86 had a date of onsst of

Identifcation of Others

An audit of all other residents will be
conducled to determine if symptoms
similar to those listed abave are identified
by 10/16/2018,

Systemic Change

DON will educate Tnfection Control
Preventionist on reportable discascs and
condilions according to the Wyoming
Department of Health by 10/16/2018.

Any outhrenks falling within  the
guidelines of the Wyoming Department of
Health  Reportable  Disenses  and
Conditions will be rcported to the
Wyoming  Department  of.  Health
Epidemiology Unit within 24 hours of two
or more residents heing diagnosed. O.ﬁd
e
Ongoing Monitoring

‘o

Y65 5 SAN nNy
DON or degignee will audil all residents
weekly X 4 and then monthly for 2 months

10 determine if any reporiable discases or
conditions exist within 2 or more: residents

to determine continued compliance.

Any concerns addressed through the audit
prueess will be monitored and reporied by
the SDC or designes in surmmury during
the facility monthly QAPI meeting, NON
ar designee will assess for trends or
patterns during these meetings,

The QAPI committee will cvalualc
effectiveness of the plon based on trends
identified and implement  edditional
intcrventions  as  needed to  ensure
vontinued compliance menthly for three
months then renssess the need for
continued  monitoring  based on
compliance,
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9/8/18.

c. Resldent #89 had & date of onset of 9/8/18,

d. Resident #52 had a date of onset of
£/918.

e. Reslident #26 had a date of onset of
/1118,

f. Rasldent #65 hod & date of onset of
81118,

. Regident 217 had & date of oneet of
8/11/18.

h. Resldant #31 had g date of onsat of
8/11/18.

4. Intarview on 8/11/18 at 4:48 PM with the DON
and Infaction control pravantianist (ICP) revealed
the 1ICP was unavallable and the DON wes
monitoring the résplratory Infection In the memory
caré unlt. An increasa n hand hyglana and
enviranmental sanitation was Implementad.
Hawavar, the Wyaming Departmant of Health,
Epldemiology Unit, and HLS had not been
notified. In addition tha ICP stated she did not
have a copy of the Wyoming Depertment of
Health Reportable Diseases and Conditions.

§, Reviaw of the HLS Ingldant log showed no
evidence the outbreak of respiratory lliness had
been reporied,

6. Accarding to the Wyoming Department of
Health Reportabla Diseases and Conditions last
revised January 2018 under "Qther Reportable
Condifions” showed "Clusters/Qutbreaks, Gi,
reaplratory, other llineas" are reportable within 24
hours of dlagnosis.
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