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E 000 Initial Comments E 000

 A COVID-19 Focused Emergency Preparedness 
Survey was conducted on August 5, 2020 through 
August 6, 2020. The facility was found to be in 
compliance with CFR §483.73 related to E-0024 
(b)(6).

The survey was conducted by:

Presie C. Billington, RN, Team Coordinator
Brad Perry, LSW
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F 000 INITIAL COMMENTS F 000

 The following deficiency was cited during a 
COVID-19 Focused Infection Control survey 
which was conducted from August 5, 2020  
through August 6, 2020.

The survey was conducted by:

Presie C. Billington, RN, Team Coordinator
Brad Perry, LSW

Survey Abbreviations:

CDC = Centers for Disease Control and 
Prevention
CNA= Certified Nursing Assistant
DON = Director of Nursing
HA= Hospitality Aide
ICP = Infection Control Preventionist
LPN = Licensed Practical Nurse
MDS = Minimum Data Set
NA = Nursing Assistant
PPE = Personal Protective Equipment

 

F 880
SS=F

Infection Prevention & Control
CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control
The facility must establish and maintain an 
infection prevention and control program 
designed to provide a safe, sanitary and 
comfortable environment and to help prevent the 
development and transmission of communicable 
diseases and infections.

§483.80(a) Infection prevention and control 
program. 
The facility must establish an infection prevention 
and control program (IPCP) that must include, at 

F 880 9/15/20
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F 880 Continued From page 1 F 880
a minimum, the following elements: 

§483.80(a)(1) A system for preventing, identifying, 
reporting, investigating, and controlling infections 
and communicable diseases for all residents, 
staff, volunteers, visitors, and other individuals 
providing services under a contractual 
arrangement based upon the facility assessment 
conducted according to §483.70(e) and following 
accepted national standards;

§483.80(a)(2) Written standards, policies, and 
procedures for the program, which must include, 
but are not limited to:
(i) A system of surveillance designed to identify 
possible communicable diseases or 
infections before they can spread to other 
persons in the facility;
(ii) When and to whom possible incidents of 
communicable disease or infections should be 
reported;
(iii) Standard and transmission-based precautions 
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a 
resident; including but not limited to:
(A) The type and duration of the isolation, 
depending upon the infectious agent or organism 
involved, and 
(B) A requirement that the isolation should be the 
least restrictive possible for the resident under the 
circumstances.  
(v) The circumstances under which the facility 
must prohibit employees with a communicable 
disease or infected skin lesions from direct 
contact with residents or their food, if direct 
contact will transmit the disease; and
(vi)The hand hygiene procedures to be followed 
by staff involved in direct resident contact.
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§483.80(a)(4) A system for recording incidents 
identified under the facility's IPCP and the 
corrective actions taken by the facility. 

§483.80(e) Linens.  
Personnel must handle, store, process, and 
transport linens so as to prevent the spread of 
infection.  

§483.80(f) Annual review.  
The facility will conduct an annual review of its 
IPCP and update their program, as necessary.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, policy review, nationally 
recognized standards of practice, and staff 
interview, it was determined the facility failed to 
ensure infection control prevention practices were 
implemented and maintained to provide a safe 
and sanitary environment. This failure created the 
potential for negative outcomes by exposing 
residents to the risk of infection and 
cross-contamination including COVID-19. 
Findings include:

1. The facility's COVID-19 policy, revised 7/21/20, 
directed staff to move COVID-19 positive 
residents to a COVID-19 unit. The policy stated 
the roommates of residents who tested positive 
may be exposed and it was not recommended to 
place them with another roommate until 14 days 
after their exposure, and they did not exhibit 
symptoms or test positive. 

The CDC website, accessed on 8/6/20, 
Responding to Coronavirus in Nursing Homes, 
stated residents with a confirmed case of 
COVID-19 should be transferred to a designated 

 The plan of correction is prepared and 
submitted as required by law. By 
submitting this Plan of Correction, Canyon 
West of Cascadia does not admit that the 
deficiencies listed on the CMS form 2567 
exist nor does the Facility admit to any 
statements, findings, facts or conclusions 
that form the basis for the alleged 
deficiencies. The Facility reserves the 
right to challenge in legal and/or 
regulatory or administrative proceedings, 
all deficiencies, statements, findings, facts 
and conclusions that form the basis for 
the deficiencies. 

F 880:  

Specific Residents Identified;

1)The clinical management team 
reviewed resident #35 and has recovered 
from COVID-19 without complications.  
Resident #36 was discharged and 
re-admitted under precautions. 
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F 880 Continued From page 3 F 880
COVID-19 care unit. The guidance also stated, 
"Roommates of residents with COVID-19 should 
be considered exposed and potentially infected 
and, if at all possible, should not share rooms 
with other residents unless they remain 
asymptomatic and/or have tested negative for 
SARS-CoV-2 14 days after their last exposure 
(e.g., date their roommate was moved to the 
COVID-19 care unit). Exposed residents may be 
permitted to room share with other exposed 
residents if space is not available for them to 
remain in a single room."

This policy and guideline was not followed.

The facility's COVID-19 surveillance and tracking, 
as of 8/5/20, documented all residents were 
tested on 7/16/20. The surveillance also 
documented residents who had negative results 
from the test on 7/16/20 were tested again on 
7/22/20.

The Resident Listing Report, dated 8/5/20 at 8:44 
AM, provided by the facility listed the name of 
each resident and their location in the facility. 
Residents who tested negative for COVID-19 
were sharing rooms with those residents who 
tested positive.

Resident #35 and Resident #36 shared a room in 
the 300 hall. The door to their room had an 
Orange sign posted and a Red sign posted 
outside. Resident #35 tested positive for 
COVID-19 on 7/20/20. Resident #36 tested 
negative for COVID-19 on 7/20/20 and 7/31/20. 
Resident #35 and Resident #36 remained in the 
same room and were not moved or isolated for 
more than 14 days once their test results were 
received.

2)Resident #1, #2, #3, #4, #5, #6, #7, #18, 
#15, #19, #14, #20, #21, #22, and #23 
have been assisted with hand hygiene 
prior to meals. 
Resident #8 has been discharged.

3)Resident #9, #10, #13, #16, #17, #14, 
#15 were reviewed and all had tested 
positive for COVID-19 prior to 8/5/2020 
and have not developed any secondary or 
additional infections.

Identification of Other Residents;

1)The ID team reviewed other cohorted 
residents with room adjustments made as 
indicated. 

2)The ID team reviewed other residents 
for the need for hand hygiene prior to 
meals and adjustments have been made 
as indicated. 

3)The ID team reviewed staff for 
appropriate hand hygiene performed prior 
to and after glove use, between resident 
contacts, and after touching contaminated 
items whether or not gloves were worn. 
Re-education was provided as indicated.

Systemic Changes; 

1)During clinical meeting, ID team will 
review all residents current COVID-19 
status, symptoms, and plan for any 
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On 8/5/20 at 10:10 AM, LPN #2 said resident 
rooms with a Red and an Orange sign posted at 
their doors were residents with both positive and 
negative COVID-19 test results. LPN #2 said 
residents were kept together because the 
resident with a negative COVID-19 test was 
previously exposed by their roommate who tested 
positive for COVID-19. 

On 8/5/20 at 12:00 PM, LPN #1 said rooms with a 
Red and an Orange sign on the doors indicated 
those rooms were occupied by a resident who 
tested positive for COVID-19 and the roommate 
had tested negative. LPN #1 said all the residents 
in the facility were considered to be exposed to 
COVID-19.

On 8/5/20 at 2:15 PM, the Administrator, with the 
DON and ICP present, said due to the spread of 
COVID-19 throughout the facility there were only 
the Red and Orange zones in the facility. The 
DON and the ICP said a resident was admitted to 
the facility on 7/1/20 and was placed on 
quarantine. The DON said the resident developed 
signs and symptoms of COVID-19 on day 15 of 
his/her admission. The resident was admitted to 
the hospital on 7/16/20 and tested positive for 
Covid-19. The DON said they tested all their 
residents and employees for COVID-19 on 
7/16/20 and three residents had tested positive. 
The residents were placed on isolation with 
enhanced droplet precautions at the far end of 
the 100 hall. The DON said residents who tested 
negative on 7/16/20 were retested on 7/22/20 
which resulted in 18 more positive COVID-19 
cases. The DON said on 7/24/20, they 
considered the facility as a COVID building due to 
increasing number of cases among their 

possible room changes needed to 
appropriately cohort residents. 
Administration staff and licensed nurses 
were educated on or before 9/15/2020 by 
the CNO or infection preventionist 
regarding placement of residents during 
an outbreak, to include but not limited to, 
the use of private rooms or cohorting 
options for roommates of residents who 
test positive for COVID-19.

2) Facility wide staff were educated on or 
before 9/15/20 by the CNO or infection 
preventionist regarding hand hygiene, to 
include but not limited to, offering & 
assisting residents with hand hygiene at 
appropriate times including before meals. 
3) Facility wide staff were educated on or 
before 9/15/20 by by CNO and/or 
designee to educate staff regarding hand 
hygiene, to include but not limited to, 
before and after glove use, between 
resident contacts, and after touching 
contaminated items whether gloves were 
used or not. 

The system has been amended to include 
" Completion of a root cause analysis 
(RCA) with the assistance of the Infection 
Preventionist, QAPI committee, and the 
governing body. 
" Review of infection control policies 
that my impact the RCA.
" Update of procedural changes as 
indicated.
" Training that includes scenario-based 
competency and a post test.

Monitoring
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F 880 Continued From page 5 F 880
residents and employees. Another round of 
testing was completed on 7/28/20 which resulted 
in 11 more positive cases. The DON said most of 
the positive results were from the residents who 
resided in the 200 and 300 halls and since many 
of their staff were also infected with COVID-19 
and symptomatic, room changes were planned to 
cohort residents. 

The DON said on 8/3/20, the 100 hall was closed 
and residents were transferred to either the 200 
or 300 halls. The DON said residents whose 
COVID-19 test results were negative but whose 
roommates were positive were placed together 
since they were exposed to their roommates.
The DON and Administrator said they had also 
made the decision based on residents' behavioral 
concerns, gender, and COVID-19 test results and 
symptoms.

On 8/6/20 at 4:00 PM and 4:25 PM, the DON with 
the Clinical Resource nurse, with the 
Administrator present, said the facility only had 
enough nurses to staff two hallways and had 
used the MDS nurse, Clinical Resource nurses, 
travel nurses, agency nurses, facility nurse 
managers, and she had also worked the floor to 
keep up with the demand. The Clinical Resource 
nurse said roommates were cohorted even if one 
tested negative and one tested positive because 
it was "not logistically possible to move everyone 
based on their test results." The Clinical 
Resource nurse said the facility also had to take 
into consideration the residents' behaviors and 
past resident to resident altercations. 

2. The facility's Covid-19 policy, revised 7/21/20, 
directed staff to assist residents to perform hand 
hygiene prior to eating.

1) The CEO and/or designee will audit 
clinical meeting 5 days/week for 2 weeks, 
then weekly for 10 weeks to validate 
resident COVID status is being reviewed 
and residents are being cohorted 
appropriately. Reviews will be 
documented on the PI tool. Any concerns 
will be addressed immediately and 
discussed with the PI committee. The PI 
committee may adjust the frequency of 
the monitoring after 12 weeks, as it 
deems appropriate.

2) The CNO and/or designee will audit 
resident hand hygiene for 8 random meals 
weekly for 4 weeks, then 4 random meals 
weekly for 8 weeks. Reviews will be 
documented on the PI tool. Any concerns 
will be addressed immediately and 
discussed with the PI committee. The PI 
committee may adjust the frequency of 
the monitoring after 12 weeks, as it 
deems appropriate.

3) The CNO and/or designee will audit 15 
staff members for correct hand hygiene 
practices weekly for 4 weeks, then 5 staff 
weekly for 8 weeks. Reviews will be 
documented on the PI tool. Any concerns 
will be addressed immediately and 
discussed with the PI committee. The PI 
committee may adjust the frequency of 
the monitoring after 12 weeks, as it 
deems appropriate.
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This policy was not followed.

On 8/5/20 from 12:07 PM to 12:47 PM, lunch 
trays in the 200 and 300 halls were served to 
residents.

a. The following was observed in the 200 hall:

-At 12:25 PM, CNA #1 delivered and set up 
Resident #1's meal on his tray table in his room. 
CNA #1 did not offer hand hygiene to Resident #1 
prior to eating his lunch.

-At 12:32 PM, NA #1 delivered and set up 
Resident #2's meal on her tray table in her room. 
NA #1 did not offer hand hygiene to Resident #2 
prior to eating her lunch.

-At 12:34 PM, NA #1 delivered and set up 
Resident #3's meal on her tray table in her room. 
NA #1 did not offer hand hygiene to Resident #3 
prior to eating her lunch.

-At 12:38 PM, NA #1 delivered and set up 
Resident #4's meal on his tray table in his room. 
NA #1 did not offer hand hygiene to Resident #4 
prior to eating his lunch.

-At 12:40 PM, CNA #2 delivered and set up 
Resident #5's meal on his tray table in his room. 
CNA #2 did not offer hand hygiene to Resident #5 
prior to eating his lunch.

-At 12:40 PM, CNA #2 delivered and set up 
Resident #6's meal on his tray table in his room. 
CNA #2 did not offer hand hygiene to Resident #6 
prior to eating his lunch.
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F 880 Continued From page 7 F 880
-At 12:46 PM, CNA #2 delivered and set up 
Resident #7's meal on his tray table in his room. 
CNA #2 did not offer hand hygiene to Resident #7 
prior to eating his lunch.

-At 12:47 PM, CNA #1 delivered and set up 
Resident #8 meal on her tray table in her room. 
CNA #1 did not offer hand hygiene to Resident #8 
prior to eating her lunch.

On 8/5/20 at 12:50 PM, NA #1 said he said he 
had not offered residents hand hygiene when he 
delivered their meal trays and said he probably 
should have.

On 8/5/20 at 12:53 PM, CNA #1 said she had not 
offered residents hand hygiene when she 
delivered their meal trays. CNA #1 said she did 
not know she was to offer residents hand hygiene 
before meals.

On 8/5/20 at 1:36 PM, CNA #2 said she said she 
had not offered residents hand hygiene when she 
delivered their meal trays.

On 8/5/20 at 2:15 PM, the ICP said she expected 
staff to offer residents hand hygiene before their 
meals.

b. The following was observed in the 300 hall:

The HA, delivered and set-up Resident #18's 
meal for her on her over bed table. The HA did 
not offer Resident #18 hand hygiene before 
eating her meal.

The Rehabilitation Technician delivered and 
set-up Resident #15's meal for her on her over 
bed table and left the room. The Rehabilitation 
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Technician did not offer Resident #15 hand 
hygiene before eating her meal.

The HA delivered and set-up Resident #19's meal 
for her on her over bed table and then left the 
room. The HA did not offer Resident #19 hand 
hygiene before eating her meal.

CNA #4 delivered and set-up Resident #14's meal 
on her over bed table and then left the room. CNA 
#4 did not offer Resident #14 hand hygiene 
before eating her meal. 

CNA #4 delivered and set-up Resident #20 meal 
on his over bed table and then left the room. CNA 
#4 did not offer Resident #20 hand hygiene 
before eating his meal.

CNA #4 delivered and set-up Resident #21's meal 
on his over bed table and then left the room. CNA 
#5 did not offer Resident #21 hand hygiene 
before eating his meal. 

The HA delivered and set-up Resident #22's meal 
on his over bed table and then left the room. The 
HA did not offer Resident #22 hand hygiene 
before eating her meal.

CNA #5 delivered and set-up Resident #23's meal 
on her over bed table and then left the room. CNA 
#5 did not offer Resident #23 hand hygiene 
before eating her meal.

On 8/5/20 at 12:50, CNA #3, CNA #4, CNA #5, 
and the HA said they did not offer hand hygiene to
the residents when they delivered and set-up their 
meals. CNA #5 said she forgot to offer hand 
hygiene to the residents. CNA #3 and CNA #4 
said they did not know they were to offer 
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residents hand hygiene before meals. The 
Rehabilitation Technician said she did not know 
she was to offer residents hand hygiene before 
their meals. 

On 8/5/20 at 2:15 PM, the ICP said she expected 
staff to offer residents hand hygiene before their 
meals.

3. The facility's Handwashing policy, dated 
10/1/17, stated hand hygiene was to be 
performed using an alcohol-based hand rub or 
with soap and water after gloves are removed, 
between resident contacts, and after touching 
contaminated items whether or not gloves were 
worn.

This policy was not followed.

On 8/5/20 beginning at 9:10 AM, the HA wore an 
N95 mask (a respiratory protective device 
designed to achieve a very close facial fit and 
very efficient filtration of airborne particles) and a 
face shield and entered Residents #9's and 
Resident #10's room and put on a pair of gloves. 
She then removed Resident #9's trash bag and 
placed a new trash bag into the trash can. The 
HA then went to take the trash bag from Resident 
#10's trash can and placed a new trash bag into 
the trash can. The HA put the trash bags into a 
red trash bag, removed her gloves and exited the 
room and went to the Utility Room without 
performing hand hygiene. 

After dropping the red trash bag in the Utility 
Room, the HA then entered Resident #13's room. 
The HA put on gloves without performing hand 
hygiene, and took Resident #13's trash bag and 
replaced it with a new trash bag. The HA then put 
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the trash bag inside a red plastic bag, removed 
her gloves, did not perform hand hygiene, and 
went to Resident #16 and Resident #17's room. 
The HA removed the trash bag from Resident 
#16's trash and then she walked toward Resident 
#17's bed and took the trash bag from his trash. 
The HA placed a new trash bag and put both the 
trash bags inside a red plastic bag. The HA then 
removed her gloves and exited Resident #16 and 
#17's room without performing hand hygiene. 

At 9:30 AM, the HA entered Resident #14 and 
Resident #15's room. The HA put on a pair of 
gloves and was heard talking to Resident #14. 
She then took the trash bag from Resident #14's 
trash can and placed a new trash bag into the 
trash can. The HA then walked toward Resident 
#15's bed and removed the trash bag from her 
trash can and placed a new trash bag into the 
trash can. She then put the two trash bags into a 
red plastic bag and removed her gloves. The HA 
did not perform hand hygiene after removing her 
gloves. Resident #14 spoke to the HA, the HA put 
on a new pair of gloves, entered the rest room 
and came out with another plastic bag of trash 
and a white towel on her hand. She removed her 
gloves, performed hand hygiene, carried the red 
plastic bag and two clear plastic bags of trash 
and exited Resident #14 and Resident #15's 
room. 

On 8/5/20 at 9:45 AM, the HA said she did not 
perform hand hygiene before and after removing 
her gloves when she entered residents room 
when she collected their trash, but when she 
realized she was being observed by the surveyor 
she remembered to perform hand hygiene after 
she exited Residents #14 and #15's room.
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