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Rules and Regulations utilized for this survey are: 

Rules and Regulations for Program Administration of 
Nursing Care Facilities, Chapter 11, effective 
07/01/2020 

Rules and Regulations for Licensure of Nursing Care 
Facilities, Chapter 19, effective 06/26/2000 

A licensure survey was conducted by Healthcare 
Licensing and Surveys from 3/10/26 through 3/13/26. 

The following common abbreviations are used throughout
the document: 

DON: Director of Nursing 

 

S2919 S2919 04/30/2026Physical Environment 

CFR(s): Ch 11 Sec 6 (b)(iii) 

(b) Sanitary Environment. The Nursing Care Facility 
shall establish policies and procedures for 
investigating, controlling and preventing infections. 

(iii) The facility shall report the required 
diseases/conditions to the Wyoming Department of 
Health, Epidemiology Unit as per W.S. §35-4-107. In 
addition, those conditions classified as nosocomial 
where two (2) or more persons, either residents or 
employees, are affected shall be reported immediately 
to the State Health Officer, the County 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 LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on observation, staff interview, state agency 
incident database review, and policy and procedure 

Corrective Action for Affected Resident(s) 

All confirmed COVID-19 cases associated with the 
outbreak beginning 1/22/26 were retrospectively 
reported to Wyo Dept of Health Epidemiology and State 
Licensing Division. 

Corrective Action for Others 

Retrospective audit of all reportable infections and 
outbreaks from 1/1/26 to present completed. 

Systemic Changes to Prevent Recurrence 

Education provided to DON, NHA, IP, Nurse Managers, MDS
on Wyoming reporting requirements W.S. 35-4-107, 
definition of reportable conditions and outbreaks, 
required agencies and timelines, internal escalation 
process. Implement reporting checklist to be completed
at outbreak identification. 

Monitoring to Ensure Ongoing Compliance 

Office of Primary Care and Health Systems Management
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S2919 S2919Continued from page 1
review, the facility failed to report required 
diseases/conditions classified as nosocomial to the 
Licensing Division. The census was 72. The findings 
were: 

1. Observation upon entrance to the facility on 3/10/26
at 1:46 PM showed personal protective equipment was 
required. Interview with the DON at that time revealed
the facility had active COVID cases and was in 
"outbreak" status. 

2. Review of the state survey agency incident database
showed no there was no infectious disease reported for
the facility since 1/23/26, which was completed on 
1/26/26. Further review showed the report indicated 2 
staff members and 1 resident were positive at that 
time. 

3. Interview with the DON on 3/13/26 at 10:03 AM 
revealed the outbreak had been ongoing since 1/23/26 
and the facility had a total of 34 positive cases, 
which included both residents and staff. She confirmed
the facility had not reported the additional positive 
COVID cases. 

4. Review of a policy titled "Management of 
Emerging/Novel Infectious Disease Outbreaks" last 
revised 8/2025 showed "...9. Communicate all suspected
cases of emerging/novel ID to the Infection 
Preventionist (IP) at ext. 1526. The IP will report to
the Campbell County Public Health Department, 
Infectious Disease Medical Director, Wyoming Department
of Health (WDH) and the employee health nurse..." 

Continued from page 1
Reporting Compliance Audit to be completed weekly x12 
weeks. 
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