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Rules and Regulations utllized for this survey are: Preparation and execution of this
respon i
Rules and Regulations for Program ] ’ se and p!an~of. correction does not
Administration of Nursing Care Facilities, Chapter constitute an admission or agreement by
11, effective 06/26/2000 the provider of the truth of the facts
Rules and Regulations for Licensure of Nursing alleged or conclusions set forth in the
Care Facilties, Chapter 19, effectiva 08/26/2000 statement of deficlencies. The plan of
. correction i
A complaint survey was conducted by Haalthcare enis prfe p‘ared a‘n d/or executed
Licansing and Surveys on 3/11/19. The survey solely because it is required by the
was prompted by complaint intake WY00002793, provisions of federal and state law, For
The following common abbreviations are used the purposes of any allegation that the
through this documant: facility is not in substantial compliance
DON: Diractor of Nursing Wl’th‘ flede.ral requirements of
participation, this response and plan of
Less commonly usedﬁabbreviations will be correction constitutes the facility's
annotated In each qe ciancy. allegation of compliance in accordance
$2628/ Ch 11 Sec 8 (b)(ill) Physical Enviranment s2028  With section 7305 of the state
(b) Sanitary Environment. The Nursing Care
Facility shall establish policies and procedures for
investigating, controlling and preventing
infections.
(1) The facllity shall report the required
diseases/canditions to the Wyaming Dapartmant
of Hesith, Epldemniology Unit as par W.S.
§35-4-107, In addition, those conditions
classified as nosocomial where two (2) or more
persons, either residents or amployaes, are
affacted shall be raported immediataly to the
State Health Officars, the County Health Officer,
and the Licensing Division. The Nursing Care
Facllity Administrator or his/hér designated
‘ | represantative shall furnish all available pertinent
Wyoming Dept of Healh, Aging D
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information related to such disease or condition Correction: on 3-11-2019 the State
Survey Agency was notified by the

to the Licensing Division

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

Based an observation, medical record review,
staff Interview, and review of the State Survey
Agency incident raport databass, the facllity falled
to ensure an outbreak of infectious disense waa
reported for 2 sample residents (#1, #2) who
tested positive for Influenza, The findings were:

1. Observation on 3/11/18 at 10;50 AM showed
the facliity had a sign posted at the front entrance
which identifled an outhreak of influenza at the
facility.

2. Review of 9 progress note dated 2/28/18 and
timad 9:61 AM showad resident #1 tested positive
for Influsnza A and was placed on droplet
precautions.

3. Review of a progress note datad 2/28/18 and
imed 3:05 PM showad resident#2 was "...
readmitted to facllity this AM with diagnosis of
influanza A..."

4. Interview with the administrator and DON on
3/11/19 at 1 PM revezled the facility had 2
residents who had tested positive for Influenza
and the facllity had contacted the State
eplidemiology office. Further, the administrator
believ;?d the State Survey Agency was contacted
as well,

5. Intarview with Infactlon preventionist via
talephone on 3/11/1% at 1:09 PM revealed she

Director of Nursing of the two residents
who had tested positive for the flu.

Identification: Residents that reside at
Laramie Care Center are at risk.

Systemic Changes: On or before the date
of compliance the Infectian Cantrol
Nurse and other nurse managers will be
re-educated by the Director of Nursing

: on reporting diseased conditions where
two (2) or more persons, either residents
or employees who are affected shall be
reported immediately to the Licensing
Divisian.
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contacted the state epidemiologist to report the Monitoring: NHA/Designees will review
;?:Ide?ts gon&mgg ‘tMtg inﬂuagza; however, she the infection contral log monthly and all
o A
not notify e Survey Agency. reports of an outbreak to ensure the
8. Review of the State Survey Agency incident Licensing Division was notified. Issues
report database showed an Infactlous disease : : ;
report was not submitied for the residants with identlified wilt be reviewed monthly .by
influanza, QAPI Committee to assure the planis |
implemented, sustained and evaluated
for effectiveness.
Date of alleged compliance May 8, 2018,
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