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The following reflects the findings of the
California Department of Public Health during a
COVID-19 FOCUSED SURVEY FOR
INFECTION CONTROL.

A Cavid-19 Focusgad Infection Control Survey wes
conducted by the Calfomia Depariment of Public
Heslth on behelf of the Centers for Medicare and
Msdicsid Services (CMS) on 3/1/2022. The
facility was found to be not in compliance with
483.80 infection control regidations and has not
implemented the CMS and Centers for Disease
Conirel and Preyention (CDC) recommeandad

practices o prepare for Covig-19,
Total Residentls: 77 1} How corrective action(s) will be
accomplished for those residents found to have| 3/30/2023
Represanting the Cakfornia Department of Public been affected by the deficient practice;
Haalth: Surveyor 40849, Health Facilities
Evaluator Nurse (HFEN). Resident number 1 was admitted to Sonoma
L Dost Acute zfter the resident finished his
Deflciencies were identified. isolation in the hospital and was asymptomatic.
F 880 | Infection Pravention & Control F 380
58eF | CFR(s): 483 80(a)(1)(2){4)(eX1 2) How the facility will identify other residents
. having the potential to be affected All residents
§483.80 Infection Control , by the same deficient practice and what
The faoility mugt establish and rmaintain ar cosrective action will be taken:
m;&%?:?::z: gnsig)";;ﬂ’g;g;ﬁ? All residents have the potentiz:l to be affected of
g ! the deficiency if staff break Infection ¢antrol

comfortghle environment and to help prevant the
development and tranamission of communicabla
diseases and irfeclions.

protocols required for red, yellow and green
zones and will be identified via clinical review
by Director of Nursing and Infection

§483.80(a) Infection prevention and control Preventionist
program.

The facility must establish an Infection prevention
and control program ({PCP) that must Include, af
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a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, invesligating, and controlling infections
and communicable diseases for ail residents,
staff, voluntears, visitors, and gther individuals
providing services under a contractual
arrangament based upon the faclllty agsessment
conducted ageording to §483.70(e) and following
accepted national standards,

5483 80(a)(2) Written standards, policies, and
procedures for the program, which must Include,
but are not limited to:

(i) A system of survalllance designed to identify
possible communicable diseases or

infactions before they can spread to other
persons in the facility;

(i) When and to whotm possibie incidents of
communicable digease or infections should be
reportad,;

(ill) Standard and transmission-based precautions
to be followed to prevent spraad of infections,
(iv)When and how [2olation should be used for a
resident; including but not limited to:

(A) The type and duration of the isclation,
depending upon the infectious agent or organism
involved, and

(B) A requirement that the isolation should be the
least restrictive pogsible for the resident under the
circumstlances.

(v) The circumstances under which the facility
must prohibit employees with a communicable
diseass or infected skin lesiong 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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3y What measures will be put into place or wha
F 880 | Continued From page 1 F gap | systemic changes the facility will make to

ensure that the deficient practice doeg not
recure,

In-servce Training was immediately provided
to Licensed nurses, Certified Nursing
Assistants, and therapist on 3/3/2022 on proper
COVIDI19 infection prevention and control
measures specific to:

a) Cohorting residents- Red Zone, Yellow Zone
and Green Zone

b) Appropriate PPE to be worn in rogms with
Transmission-baszed precaution

¢) Visitar screening including process to
provide information on facility process  for
ensuring visitors are informed on action to take
in case they develop signs and symptoms of
Covid-19 after visiting the facility.

Return Demonstration on handwashing and
donning and doffing of Personal Protective
Equipment was done on 3/11/2022 to 3/14/2022
by the Infection Preventionist and Directar of
§taff and Development and on proper
COVID1¢ infection prevention and control
measures protocol.

Director of Mursing or Infection Preventionist
will be responsible for designating red, yellow
and green zones through review of clinical
review and residents co-horting.

Signs and symptoms of COVID and actions to
take if symploms present after visiting facility
will be posted at front door and at the entrance
desk. Screening log has been updated to include
education on COVID symptoms and actions to
take if present after facility visit.
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§483.60(a)(4) A system for recording Incidents
identiftad under the facility's IPCP and the
corrective actions taken by the facility.

£483.80(=) Linens.

Pearsonnel must handle, store, process, and
transport lineng o as to prevent the spread of
infection.

E483.80(F) Annual review.

The facllity wiil conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT Is not met as evidencead
by:

Based on observation, interview and record
review, the facility failed to implement infection
prevention and controf practices when:

1. One Govid-19 (respiratory disease caused by
SARS-CoV-2 and spread from person to pargon)
positive resident {Resident 1) was cohorted with
non-Covld-19 residents (Resident 2, 3 and 4).

2. Threa staff did noi wear proper PPE (personal
protective equipment-gown, gloves, N85
respirator, face shield/goggles) inside the yellow
zone (area for residents under observation for
signs and symptoms of Covid-18) room.

3. Facliity did not inform visiters to monitor for
signs and symptoms of Covid-19 and actions to
take if signs and symptoms occur.

These failures could have resulted in the spread
of Covid-18 infection among residents, staff, and
vigitore in the facility.

Findings:

1. During an observation on 3/1/22, at 9:17 am.,
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4} How the facility plans to monitor its
F 880 | Continued From page 2 F s80] performance to make sare that solutions are

sustained. The facility must develop a plan for
enguring that correction is achieved and
sustained. This plan must be implemented, and)
the corrective action evaluated for its
effectiveness. The POC is integrated into the
quality assurance system

Director of Nursing or Infection
Preventionist will monitor all new admissions
toming in the facility and will identify room
assignments to ensure red, green, and yellow
zones are correctly assigned. Proper
transmission based protocol will be initiated if
needed.

Director of Nursing or Infection
Preventionist will monitor cocrect nse of
Personal Protective Equipment using the
CDPH form three times weekly for 60 days.

Administrator, front desk, or social
service director will monitor visitor screening
process including education to family
members related to proper action to take if
they exhibit signs or symptoms of COVID.

Administrator, Director of Nursing,
or Infection Preventionist will ensure proper
reporting of Covid 19 positive residents and
staff.

Muonitoring results will be brought to
QAPI (Quality Assurance Process
Improvement) Compmnittee for review and
recommendations.

5) Include dates when corrective action will be
completed. The corrective action completion
dates must be acceptable 1o the State Agency.

3/30/22

one room was observed with signage that read, 313072022
"STOP YELLOW ZONE "
EORM CMS-2567(02-09) Previous Varslons Obeclate Evenl ID: BNFF 11 Eacility ID: CA010000034 If centinuation shest Page 3 of 18
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Continuad From page 3

Curing an intsrview on 341/22, at 10:11 a.m ,
Licensed Slaff D was asked about residents in
the yaliow 2one room. Licensed Staff O stated
residants in the yellow zone room were new
admits and three of them were unvaccirated
(Resident 2, 3 and 4), and one residant (Residant
1) was fully vaceinated and tested positive for
Covid-12 upon admistian. Licensed Staff D
slated the facility racelved a repart an admission
that Resident 1 lested negative aftar Isolation in
the red zone In another facility. Licensed Staff D
further stated that upon admiasion, Resident 1
was tested for Covid-19 and was positive and
was cohonted o other newly admitted
unvaccinated residents who jested negative for
Cavid-18. Licensed Staff D was asked about the
facility process if & resident tested positive for
Covid-19, Licensed Staff D stated, symptomatic
Covid-1Y positive restdent should be in the Covid
unit {Red Zone) and the asymptomatiz Covid-1B
positive resident should be in the yellow zone.
Licensed Staff D was asked If they re-tested
Rasident 1 for Covid-18 and he stated, *not yat."

During an interview on 3/1/22, st 11:43 a.m.,
Licensed Siaff D was asked abaout facility process
in reporting Covid-18 positive residents and ataff,
and he stated they would notify the County {Local
Health Department-LHD} of pesitive results.
Licensed Staff D further stated. the facility did not
notify the County for Resident 1's Covid-18
pasitive teat nesult bacause he and Management
Staff E declded thers was no nged o hatfty the
County.

Guring an interview on 3/1/22, al 12:57 p.m.,
Management Staff F and Licanaed Staff D ware
agked for tha list of Covid-18 posilive residents in

F 880
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F 880 | Continued From page 4 F 680

the last four weeks, and they both slated they did
not have a list of Covid-19 positive residents in
the facility. Licensed Staff D was asked about
Reasldent 1's test result and he stated "yes" and
provided the capy of the Covid-19 positive test
result.

During an interview on 3/1/22, at 2:47 p.m.,
Management Staff E was asked about facility
process in Covid-19 testing and cohorting.
Management Staff E stated the facility did not test
new admit residents who finished isolation in
another facility, and they did not accept Covid-19
positive residents. Management Staff F stated
that Resident 1's Covid-19 positive test result was
not an issue, and he was asymptomatic, and the
testing was an "accident" Management Staff D
further stated, they did not nofify the County for
Rasident 1's Covid-19 positive result, the hospital
(where Resident 1 was discharged from) “should
have" reported 1t to the County.

2. During an abservation on 3/1/22, at %17 a.m.,
one room was obaarved with signage that read,
"STOP YELLOW ZONE WEAR GOWN, FACE
SHIELD/GOGGLES, N-95 MASK AND GLOVES."
There was a PPE cart wilh signage and picture
for PPE use outside the room.

During an observation on 3/1/22, at 9:17 a.m,,
Unlicensed Staff A was obsarved without PPE
except for a regular black mask, inside the yellow
zone room.

During an obeervation on 3/1/22, at 9:21 a.m. and
gt %:33 a.m., Licensed Staff B was ohserved
coming out from behind the privacy curtain of
Resident 1 without PPE, except for a regular
surgical mask.
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| Licensed Staff C was observed entering the

Continued From page 5

During an ohservation on 3/1/22, at 10:44 am.,

yellow zone room without PPE, except tor a
regular suigical mask, looked at the residents
then axited.

During an interview on 3/1/22, at 9:31 a.m.,
Unlicensed Staff A stated she donned (put on}
gown and gloves prior to entaring yallow zone
room but did not use N99 respirator and face
shigld, Unlicensed Sk2f A was asked the reason
for not wearing N95 and face shiekd and she
stated, Licansed Stsff D told her a wesk ago that
it was okay fo use regular magk when entering
the yellow zone room. Unlicensed Staff A further
stated she did not change her black regular mask
when she entered and exited the yeliow zone
rgom.

During &n interview on 3/2/22, at 9:21 am,,
Licensed Staff B was asked about FPE use in the
yaliow zong room. Licensed Staff B stated hea
donned gown and gloves prior to entering the
yallow zon® room and diecarded it in the trash bin
next to Res{dent 1's bed and not in the tresh bin
for PPE that was placed near the doorway.
Licensed Staff B further statad he did nol wear
N95 and faca shigld prior tu entering the yellow
zone room and did not think thet there would be
an sutcome for not wearing the proper PPE,

During an interview on 3/1/22, at 10:05 a.m. and
at 10:11 a.m,, Licansed Staff D stated, ol staff
nexded to waar complate PPE prior to entering
reoms undser fransmission-based precautions
(infaction cantrol used in addition to standard
precaution for residents who may be Infected with

cormin infectious agents) ko prevent spraad of

F 880
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Cantinued From page &6
infection.

A review of facliity's "Personal Protectiva
Equipment-Mitigation Plan” undated, it indicated,
“D. Staff have been trained on selecting, donping
and dofiing appropriate PFE and demonszirate
competency of such skills during resident
care.. E. Signa are posted outside of resident
raoms indieating appropriate infection control and
prevantion precautions and required PPE..."

A raview of COC (Cenbers for Diseass Control
and Prevention) guidance on “Evaluating and
Managing Personnel and Residents” dated
2{2122 1t Indicated, "HCF {Healthcare Persannsl}
carng for residents with suspected or confirmed
SARS-CoV-2 infection should use full PPE
{gowns, gloves, eye protection, and a NIOSH
{Natianal Institute for Occupational Safety and
Haalth] approved MBS ar equivalent or
higher-level respirator),”

3. During &n ubgervation pn 3/1/22, at 8:37 am.,
scraening area in the lobby was observed. The
temparature Kinsk was difficult ta take the
temperature, and Unlicensed Staff G did pot
screen Visitor H.

During an intarview on £:09 a.m., Unlicensed
Staff G wag asked about the faocility visitor
s¢reening process. Unlicensad Staff & stated the
step-by-step process ang that he asked the visitor
for proof of vaceination, and he signed the
screening log for each vigltor, Uniicensed Staff G
did not mention informing the visitar to monitor for
signs and symptoms of Covid-19 and what
actions to take if thay ocour.

{uring an intarview on 3/1/22, at 12:.00 p.m,,

F H80
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F 880 | Continued From page 7 ‘ F 880
Licensed Staff D was asked if the facility informed
the visltors to monitor for slgns and symptoms of
Cavid-12 ang what ac¢tion to take in case they
neourred, Licensed Staff D atated, the
raceptionist “can say that" to the visitors,
Licensed Siaff D did not give a straight answer.
During an interview on 3/1/22, at 12:16 p.m.,
Visitor | was asked if he was scregned and asked
for proot of vaccinmation. Visitor | stated there was
no one in the lobby when he came in and he
screened himself.
A review of facility's "VISITORSIOTHER
ANCILLARY STAFF" screening log dated 3/1/22,
it did not indicate Information for visitors ta
monitor for signs and symploma of Covid-19 and
what aclions to take in ¢ase they occur. _
F 982 | Infection Preventionist Qualificetions/Role F 882 | 1)Hpw carrective action(s) will be
$&=F | CFR(s): 483.80(b){1)-(4){c) a¢complished for those residents found o 3izf2022
have been affected by the deficient practice;
£482.80(b) infection preventionist
The fanility must designate ong or more Mo residents were identified as being affected
individual{s) a8 the infection preventionist(a} (1P} by the deflcient practice
{s} who are responsible for the facility's IPCP,
The IP must;
_ ) . o 1) How the facility will identify other residen:s
5453,59(0)(1} Have primary me995*°“_5§ training having the potential tq be affected AR
in nursing, medical technology, microkiology, residents by the sama deficient practice and
epidemiclogy, or other related field; what corrective action will be raken;
g:ggri(ﬁ:;(ﬁ S: ﬂ?;;il?::’ by education, training, All residents have potential to be affected if
! the Infection Preventionist did not have
i praoper training. Infection Preventionist had
ggs&%%ﬁl Work at ieast part-time &t the completed the Infection Preveniionist
training,.
§483.8({b)4) Have completed apeciglized
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F 882 | Continued From page 8 F 882 | what systemic changes the facility will make to
training In infection preventlon and control. ensure that the deficient practice does not
recure;
§483.80 (c) IP panicipation on quality assessment
and assurance commitiae. a) Infection Preventionist nurse had
The individual deslgnated as the IP, or at least completed the Infectipn Preventionist training
one of the individuals if there is mora than one 1P, and completed the certification test on
must be a member of the facility's quality 3/2/2022.
assessment and assurance committee and report b) Director of Nursing or Administrator will
to the committee on the IPCP on a regular basis. validate qualifications of Infection
g{:_ls REQUIREMENT is not met as evidenced Preventionist nurse prigr to being assipned in
Based on interview and record review, the facliity this position. o
falled to designate a certified Infection 4) How the facility plans to monitor its
Preventionist (P). This failure resufted to perfolrmance to make sure that solutions are
unqualified Infection Preventionist. sustal_ned. The faciliq:r must de‘..'elop a plan for
ensuring that correction is achieved and
Findings: sustained, This plan must be implemented,
and the corrective action evalnated for iLs
During an interview on 3/1/22, at 12:40 p.m., effectiveness. The POC is Integrated into the
Licensed Staff D was asked for the IP quality assurance system
Certification. Licensed Staif D provided the record The Director of Mursing or Administrator will
that he finished the infection control training verify the Infection Preventionist
modules on 6/8/2020. Licensed Staff D stated he Qualification/Role by reviewing the
was not IP certified and had not taken the test professional training, completion of the
yet. qualified education, training, experi¢nce, or
. ' certification and have completed specialized
{:1 5?:::& ?S éfl;;.cﬁlj‘}a?]zt:; 1.21;532-' g:‘ J‘\ItB training in infection prevention and control.
(aﬁs;ﬂ?gu?:%a:ﬁf? cgﬁgﬁgdfzf ;ﬁg’?g (esl:glllt:gw £) Include dates when c‘orrectlive action w-?ll be
Nursing Facllities) IP.. The [P must be qualified completed. The corrective action completion
by education, training, clinical or health care dates must be acceptable to the State Agency.
axperience, or certiflcation, and must have
completed specialized training in infection 3/2/2022
prevention and control "
F 887 | COVID-19 Immunization F 8a7
SS=E | CFR(s): 483.80(d)(3)(i)~(vii)

FORM OMS-2567/02-88) Previous Varsions Obscigte

Evant [D: 8NFF11

Faaility ID: GAQ10000634 If continuetion ehaet Page @ of 18



v s sdsalaas TUR 1702

FAX

DEPARTMENT OF HEALTH AND HUMAN SERVICES

Boz1/149

FRINTED: 03/14/2022
FORM APPROVED
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§483.50(d) (3) COVID-12 Immunizationg. The
LTC facility must develop and impiement policies
and procadures 0 ansure all the follawing:

{i} When GOVID-19 vaccine is availzble to the
facility, each resident and staff member

is offered the COVID-19 vacsine unleas the
immunization is medically contraindicated or the
ragident or staff mamber has afready been
immunized;

(ii} Before offering COVID-19 vaccine, all staff
membiers are provided with education

regarding the benefits and risks and potential side
effects assoclated with the vaccing;

{iii} Before offering COVID-19 vaccine, aach
residert or the resident representativa

recejves edugation regarding the banefits and
risks and polential side effecls associated with
the COVID-19 vacgineg:

{w} In situations where COVID-18 vaccination
requires multipke doses, the resident,

resident representative, or staff member is
provided with currant information regarding those
additional desas, including any changes in the
benefits or risks and potantial side effacta
associated with the COVID-19 vaccine, hefore
requesting consent for administration of any
additional doses;

{¥) The rasident or resident representative, has
the opportunity ta accept or refuse a COVID-18
vacgine, and change their decisian;

Npte: States that are not subject to the Interim
Final Rule - § [CMS-3415-1FC], must comply with
requirements of 483.80(d)(3)(v) that apply 1o staff
undar IFC-5 [CMS-3414-IFC]

and

{viy The residants medical record includes
documentation that indicates, at a minimum,

tha following:;

STATEMENT OF DEFICIENCIES | (4} PROVIDER/BUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X%) DATE SURVEY
&ND PLAN OF CORREGTION IDENTIFICATICON NUMBER: A DUILDING GEMPLETEL
055264 8. WING 03622022
KAME UF BROVIDER OR SUPPLIER STREET ADDMESS, CITY, STATE, £IP CODE
876 2ND STREET WEST
SONOMA POST ACUTE SONDMA, CA 95476
(%43 1D SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S BLAN OF CORRECTION
FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORSESTIWE ACTION SHOULD BE COMpLETION
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG GROSE-REFERENCED TO THE ARPRORRIATE E
DEFCIENCY)
) I} How eotrrective action{a) will be
F 887 | Gonfinued From page 9 F 887| accomplistied for those residents found to 3/2/2022

have been affected by the deficient practice:

Residents 2, 3, 4, 5, and 6 have been educated
and docomented informed refasal isin
clinical record. No adversity noted for
Resident 2, 3, 4, 5, 6.

2) How the facility will identify ather residents
having the potential to be affected All
residents by the same deficient practice and
what corrective action will be taken;

Any resident refusing COVID vaccine with
education on benefits and risks have potential
to be affected.

3) What measures will be put inte place or
what systemic changes the facility will male to
ensure that the deficlent practice does not
recure;

Intection Preventionist has been re-educated
on providing education to residents on risks
and benefity of receiving COVID vaccine and
documenting this in ¢linical record on
37212022,

Covid 13 Vacrine is added to current
Immunization farm ta be offered upon
admission and as needed together with a
training material as form of education (See
attached forms)

FORM CME-2647{D2-08; Pravidus versiona Obsoicts

Bwenl, I0: ANFF11

Faciity ID: CAOIODOUGRH

if contmuation sheat Fage 10 of 18
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FHRINTED: 03/14/2022
FORM APPROVED

OME NG, [638-0301

{A) That the resident or residant reprasentative
was providad education regarding the

benefits and potentlal risks associated with
COVID-18 vaccine, and

{B) Each dose of COVID-19 vaccing administered
to the resident; or

{C} If the resident did nol raceive the COVID-19
vaceing due to medicai

contraindications or refusal, and

{vii} The facility maintalns documentation related
to staft COVID-19 vaccination that

ncludes at a minimurmn, tha foliowing:

{A) That ataff were provided education reganding
the bepsfits and potantial risks

associatad with COVID-19 vaccine,

{B) Staff were offered the COVID-16 vaccine or
information on obtaining COVID-18 vaceing; and
{C) Tha COVID-19 vaccine status of staff and
relatéd infarmation as indicated by the Centars for
Disease Contrgl and Prevention's Nativoa!
Hegithcare Safety Network (NHSN]).

This REQUIREMENT is not met as evidenced
by
Based on interview and record review, the facility
failad to ensure resident education and refusal for
Covid-10 {reapiratory digease gaused hy
SARS-CoV.2 and spread from pargon to person
vacoination for five of the five samplad residants
{Residents 2, 3, 4, 5, and 9} were documentsd,
Thig faifurs resuited to unknown reason why
Cavid 19 vaccing were not provided to residents,

Flndings:

A review of fagiiity's fist of unvaccinated residants
indicated that Residents 2, 3, 4, 5 and © refused
the Covid-19 vaccine.

During & concurrent interview and record review

STHTEMENT OF DEFTIERTIES Pl PROVIDERUSURPLIERTLIA (X2} MULTIPLE CONBTRUCTION {X1) DATE SURVEY
AMD PLAH OF CORRECTION IDENTIFICATION HNUMBER: A BULDING GOMPLETED
(35268 B, WING : Q30212022
NANE OF PROVIDER O SUPFLIER BTREETADDRESS, (UTY, STATE, 2IP GODE
78 2ND BTREET WEST
SONOMA POBT ACUT
ONGHMA POBT ACUTE SONOMA, GA D5476
(x4 ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLON OF CLRRECTION o
PREFIX {EAGH DEFICIENGY MUST BE PRECEMID BYI FULL PREFX {EACH GORRECTIE AGTION SHOULD BE COMPLETHIN
TAG REGLHLATORY OR LSC IBENTIFYING N9 DRMATION) TAG CROSSHEFERENCED TU THE APPROPRIATE DATE
DEFICIHENGY)
‘ i 4) How thae facilt i ;
F 887 | Continved Fram paga 10 Fas7| 2 1y plans to monitor Lis

performance to make sure that solutions are
sustaine, The facitity must develop a plan
[or ensuring that correction is achieved and
sustained. This plan must be implemented,
und the corrective action evaluated for its
effectiveness. The POC is integrated into the
qualily assurance system

infeciion Preventivnis: will kst residents
receiving or refusing COVID vaccine and
bring thiy Iog to QAPI (Quality Assurance
Perfarmance Improvement) commitize for
veview and recommendations,

53 Include dates when corrective action will
be completed. The corrective action
completion dares mugt be aceeprable to the
State Agency.

3/2/2022

FORM CME-2367{02-80) Previoua Versions Opsclake

Evant {2 BNFF{1

Farlly IO CAD1000H034

i cantinuation shesxt Pega 11 of 48
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p3/z9/2022 TUE 17:03 FAX

PRINTED: 03/4/2022

DEFPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEQ!GAEQ & MEDICAID SERVICES QMEB MO. 09380381
STATEMENT OF DEFIGIENCES X1) PROVIDER/SUPPLIERVCLIA {42} MULTIPLE CONSTRUGCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
085288 B. WING 03/02/12022
RAME DF RROVIDER OF BUPPLIER STREET ALDRESS, CITY, STATE, 1P GODE
678 IND 5TREET WEST
SOUNOMA POST ACUTE SONOMA, CA 95478
X4} 1D SUNMBMARY STATEMENT OF DEFICIENCIES i PROVIGERS PLAN OF CORREGTION un;
FREFTK {EACH DEFICIENGY MUST BE PRECEDED BY FLILL PREFIX (EACH CORRECTIVE AGTION 8HOULD BE COMFLETYIN
TAG REGULATORY OR LE0 MENTIFANG HECRMATION) TAG (:&ﬂsa-ﬁﬁﬁizﬂﬁuggu EE%%EA#PROPR&TE GATE
DEFiC )
F 887 } Continued From page 11 F 887

on Y222, at 11:39 am,, immuntzatian records for
Residents 2, 3, 4, 5 and © wers reviewed with
Licensed Stalf D. Licensed Staff D stated that
Residents 2, 3, 4, 5 and 9 refused Cowvid-19
vaceination but did not dogument i, Licensed
Staff D also mentioned that the facility did not
document if Covid-18 education was provided to
rasidents.

F 888 | COVID-1R Vaccination of Facility Staff

S5=C | CFR{g} 483.B0(1(1)-{3)i}=(x)

5483.80()

COVID-19 Vaceination of facility statf, The facility
must deveiop and implement palicles and
procedures to ensure that all staff are fully
vaccinated for COVID-19. For purposss of this
section, staff are congidered fully vaccinated if it
has been 2 weeks or mare since they completad
a primary vaccination serles for COVID-19. The
campletion of a primary vaccinatian series for
COVID-19 ia defined here as the adminisiration of
a single-dose vaceine, or the sdministratlon of all
requinad doses of a multi-dose vacelne.

§483.80(1)(1) Regardizas of clinical responsibifity
of resident contact, the policies and procedures
must apply o the following facility staff, who
provide any care, treatment, or other services for
the faclfity and/or itg residents:

(h Faciilty employees,

{i) Licensed practitioners;

(it} Students, tralnees, and volunieers: and

{w} Individuais who provide care, {reatment, or
other gervicas for the facility and/or its residents,
under contract or by other arrangement.

1} How corrective action{s) will be
accomplighed for those residents found o have
F 886 been affected by the deficient practice; 3/30/22

Mo residents were identified as being affected by,
deficient practice,

2) How the facility will identify other realdeats
having the potential to be affected All residents
by the aame deficient practice and what
corrective action will be taken;

All residents have potentia) to be affected if
COVID vaccine protocols are not followed.

3} What measures will be put into place
or what systemic changes the facility will make
to ensure that the deficien? practice daes not
TECLre;

} Infection Preventionist re-adgcated on
FL 21-34.3 on 3/28/2022
) ldentifiad staff that pravide declination
ithout praper information on 3/24/2022 and
he staff are removed on the schedule until the
taff provide the proper information for
clination is in place. The two staiT identified
ho déeclined due to medical reasnas are
urrently on médical leave, Two staff will have
o show proof of medieal reasons {rom the
hysician before coming back te work from

§483.80(1)(2) The policies and pracedures of this heir medical leave.
saction do not Apply to the following facility staff.
FORM GMIS.-2887(07-00) Pravious Versiona Obaotate Evant i0; BNFF 1 Pacility ID: GANIGIRODIA If sontinuation shoel Pagn 12 of 18
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PRINTED; 03/14/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES DMB NG, 0938-0381
STATEMENT OF DEFiCIENCIES ({1} PROVIDERBUPPLIER/CLIA {X32) MULTIPLE CONSTRUTTION {X%} DATE SURVEY
AN PLAN OF CORRECTION IDENTIFICATION NUMOER: A BULDING COMPLETED
035268 8 WING ....... 03/02/2022
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, HTATE, 2P QODE
§T8 2ND STREET WERT
&
ONOMA POST ACUTE SONOMA, CA S6476
{03 1D SUMMARY STATEMENT OF DERCIENCIES i FROVIDER'S PLAN OF CORHECTION (AN
FREFDL (EACH DEFICIENCY MUBY BE PRECEDED BY FULL FREFIX {EACH CORREGTIVE ACTIGN $HOULD BE CUMPLETIN
TAG REGULATORY OR LSC JDENTIFYING INFORMATION) TAG CROBE-REFERENCED TO THE APFROPRIATE DATE
PEFICENCY)
4) How the facility pians to monitor its
F 888 | Continued From page 12 F 886 performance to make sure that solutions are

{i) Staff who exclusively provide telehealth or
felemedicine sarvices outsida of the facility setting
and who do not have sny direct contact with
residents and other staff specified in paragraph (i)
{1) of this section; and

{i} Staff who provide suppert services fof the
facility that are performed exclusively ouiside of
the faclity setting and who do not have any direct
contact with residenits and cther staff specified in
paragraph (i}(1) of this section.

£483,80(i% 3} The policies and proceduras must
include, at & minimurm, the following compaonents;
() A process for ensuring all staff spectfied in
paragraph ()(1) of this saction (except for those
staff wha have pending naquests for, or who have
been granted, exemptions to the vaccination
requiremeants of this section, or those staff for
wham COVID-19 vsccination must be temporarily
delayet, as recommended by the COT, due la
clinicat precautions a2nd congiderations) havs
recaived, at a minimum, a singie-dose COVID-10
vaccine, or the first dose of the primary
vaccination series for a muiti-dose COVID-18
vaccing prior to staff providing any care,
treatment, or other sarvices for the facility andf/or
its residants;

(i) A process for ansuring the implementation of
additional precautions, intendad to mitigate the
tranemigsion and spread of COVID-18, for ali staff
who are not hilly vaccinated for COVID-19;

{iv} A process for tracking and securgly
documenting the COVID-18 vaceination status of
ail steff apecified in paragraph (i}(1) of thie
gectian;

(v} A protess for tracking and securely
documenting the COVID-19 vaccination status of
any ataff wha have obtained any booster doses

sustained. The facility must develap a plan for
ensuring that cocrection is achieved and
sustained, This plan must be implemanted,
and the corrective action evaluated for itz
effectiveness. The POC is iricegrated into the
quality assurance system

Infectian Preventionist will list staff receiving
COVID vaceine or declining with proper
requirements mel to support deciination and
hring this fog to QAPT (Quality Assuranca
Performance Improvement) committee for
review and recommendations,

5} Include dutes when corrective action wiil be
completed. The corcective action completion
dates must be acceptable to the $tate Agency.

/301022

FQRM CMS-2587 (12-20) Pravious Versions Clhsclies

Ereant i0): ANFF 31

Faglity ; SAQ D0O0H0D4
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
OMB NG, 0038-0391
(X2 MULTIPLE CONaTRUCTION X3} DATE SURIVEY
IDENTIFICATION MUMBER; A BUILDING COMPLETED
0552568 8. WING Q3022022
HAME OF PROVIDER OR SUPPLIER ETREET ADDRESS, OITY, STATE. 2IP CODE o
674 ZND STREET WEST
SONOMA P ACUTE
o asT SONOMA, CA 89478
(%43 10 FELINMARY STATEMENT OF DEFICIENGES 10 PROVIDERS PLAN OF CORRECTION (K95
PREFIX {EAGH DEFICIENCY MURT BE PRECEDRED BY PULL PREFIX {EACH CORABCTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LEC IDENTIFYING INFORMATION) TAG CROSH.REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 868 { Continued From page 13 F B8

as-recommended by the CDC;

{vi} A process by which staff may request an
exermnption from the staff COVID-12 vaccination
requiremants basad on an applicakle Federal law;
(vii) A process for tracking and securely
dacumenting Information provided by those staff
who have requested, and for whom the facility
has granted, an exemption from the staff
COVID-19 vaceination requirarments;

{(vili} A process for ensuring that all
dogumentation, which confirms recognized
chnical eontraindications to COVID~19 vaccines
and which aupports staff requests for medical
exemptions from vaccination, has heen signed
and dated by a licensed practitioner, who i3 not
the individual requesting the exermnption, and who
i acting within their respective eccpa of practice
as defined by, and in accordance with, all
applicable State and local kaws, and for furher
ansuring that such documentation contains:

(A) All information specifylng which of the
authorlzed COVID-14 vaceines are clinically
contraindicated for the staff member o recaive
and the recagnized clinical reasans fof the
contraindications; and _

(B) A statement by the authenticating practitioner
recommanding that the staff mambear be
exempted from the facility's COVID-19
vaccination requirements for etaff based on the
recognized elinical contraindications;

{ix} A proceas for ensuring the tracking and
secure dacumentation of the vaceination statug of
staff for whom COVID-19 vaceination must be
temporarily delayed, as recommended by the
CDC, due to clinical precautions and
coneideralions, inaluding, but not imiled to,
Individuzla witht acute iiness secondary to
COVID-19, and individuals who received

FETRM CAAS- 258 7{02.00) Prendowre Vereions Dhisoielg Eveni [D: BNFFY1 Pacihy ID: CADION0I034 I continuation yhest Page 14 of 18
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DEPARTMENT QF HEALTH AND HUMAN SERVICES

CENTERS FOR MEQICARE & MEDICAID SERVICES

STATEMENT QF DEFICIENCIES 1} PROVIDER/AUPPLIER/CLLA,
AND PLAH OF CORRFQTION IDENTIFIGATION NUMBER:

Nyl & - ™ — =

PRINTED: 00142022

Q

FORM APPROVED
MB NO, 0936-030

0s5288

(X2 MULTIPLE CONSTRUCTION
A BUILDING

B. WING

(X% OATE BURVEY
COMPLETED

03/02/2022

NAME CF PROVIDER OR SUPFLIER
SONOMA POST ACUTE

BTREET ADDRESS, GITY, S§TATE, 2P CO0E
678 ZND STREET WESY
SONOMA, CA 95476

4}
PREFIX
TAG

SLMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECECED BY FULL
REQULATORY TR L3C IDENTIFYING INFORMATION)

{a] PROVIGER'S PLAN OF GORREGTION {5}
PREFIX (EACH BORRECTIVE ACTION SHOULD BE COMPLETION
TAA CAQSRREFERENCED T THE APPROPRIATE nATE

DEFICIENCY)

F 888

Cantined From page 14

manacional antibodies or convalescent plasma
for COVIN-19 treatment; and

{x) Contingency plans for staff wha are not fully
vaccinated for COVID-19,

Effective 60 Days Afller Publication:
§483.80(i}{3)(ii} A process for ensuring that aff
staff spacified in paragraph (1) of this saction
are fully vacoinated for COVID-19, except for
those staif who have bsan granted exemptions to
the vaccination requiremants of this section, ar
thase staff for whom COVID-19 vaccination must
be temporarily defayed, as recommended by the
CDC, due to olinlcal precautions and
considerations;

This REQLEREMENT is not met as evidenced
by.
Based on interview and record review, the facility
failad to ensure documentation for steff Covid-19
vancingtion exemption was tracked and secured.
This failure resulted in =taff not recaiving
Covid-19 vagcing serles and baosters without
valid examption.

Findings:

A raviow of facllity's "COVID-18 VAGCINE
ACCEFTANCE/DECLINATION FORM' datad
021, indicated that Licensed Staff J deckned
"to be vactinatad, due to a qualifying medical
regson-to glaim this exemption you must attach
wiitden statemint by your treating physician
..Indicating the probable duration of your inability
to recelve the vgecine, or if the duration is
unknown, Bo indicaie.”

During an interview on 3/1/22 ai 3:28 p.m.,
Licensed Staff D stated, Licansed Staff J refused

F £88

Covid-19 vaccine due to medical reasons but did

FORM CMS.2967(02-85) Pravious Vergions Obsgiste Event i0; BNFF11

Faziity iD: CAR1Q00Gn34 ¥ continuation shaet Page 15 of 10
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PRINTED: 03/14/2022

DEPARTMENT OF HEALTH AND HUUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES i _ . OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/BUPPLIER/CLIA (¥23 MULTIFLE CONSTRUGTION {X3) DATE SURVEY
ANG BLAN OF CORRECTION IDENTIFIGATICN NUMBER! 24 BUILDING GOMPLETED
055288 B. WING 03022022
NAME DF PROVIDER OF SUPPLIER STREET ADDRESS, 0Ty, FIATE, 2iP OODE
6TB IND STREET WEST
SONOMA POST ACUTE SONOMA CA 95476
(X4} 1D SURMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S FLAN OF SORRESTIGN (5
FREFM [BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {BEACH CORRFCTIVE ACTION SHOULD BE COMPLETION
TRG REGULATQRY Oft LIC IDENTIEYING INFORMATION) TAG CROSE-AEFERENCED TO THE APPROPRIATE DATE
OEFIHENGSY)
F 488 | Continued Frum page 15 F 288
not provide a signed atatement by a licensed
practitioner.

A raviow of facility's “COVID-18 VAGCINE
ACCEPTANCE/DECLINATION FORM" dated
2/3/21, it indicated Unlicensed Sta¥f K declined “to
he vaccinated, due to a qualifying medical
reason-to claim this exemption you must attach a
written statament by your treating
phyalcian...indicating the prabable duration of
your Inability ta recelve the vaccing, or i the
duration is unknown, 80 indicate."

Dyring an intervigw on 3/1/22, at 3:28 s.m.,
Licenzed Staff D stated, Unlivensed Staff K
refused the second doseg of Covid-19 vaocine
because of an "allergic reagtion” but did nat
provide a signed statement from a licenged
practiicner.

A reviaw of the facility's “COVID-1D Vaccine
Paolicy for Regidenis and Stafl” dated 2/2022, it
indlcaled, "4. Staff members that demonstrate
through proper written physician cearlifigation that
they have a medical contraindication to the
Convid-10 vaccing may be exempted from getting
the Cavid-192 vaccine. A properly signed
exemption farm by the staff member and the ataff
member's writlen physician atiestation ara
heceseary to claim this exemption ...°

During an interviaw an /122, at 12:23 p.m,,
Licensed Staff D was asked if stail wha wera
booster eligible received their booster already.
Licensed Staff D stated that not ali stalf received
Covid-19 booster becausa they "dida't want the
gide effect.” Licensed Staff D stated the staff
signed the deciination for the boosgter.

FIORM GME-25G7{02-0D) Previgus Versiang Ohsolgle Event ID: BMFF11 Facilly iD: CAQ¥0C00054 if »;onthunﬁoﬁ ghast Paga 16 of 18
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (A1 PROVIDER/SUPPLIER/GLLA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

FRINTED: 03M4/2022
FORMAPPROVED

. QNEB NO. 09380391

035268

(£2) MULTIFLE CONSTRUCTION
A BURLDING

8, wiNG

{2 DATE SURVEY
COMPLETED

03/02/2022

NANME OF PROVIDER OR HUPBLIER
SONOMA POST ACUTE

FTREET ADORESS, GITY, STATE, 2I CODE
§78 2NN YTREET WEST
SONDMA, CA 95476

Ny 10
PREFIX
TAG

SUIAMARY STATEMENT OF DERICIBMGIES
{EACH DEFICIENCY MUST BE PRECEDED AY FULL
REGULATORY QR LEC [OENTIFY NG INFORMATION)

0 PROVIDER'S PLAN OF CORRECTION

.5
PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONPLETION
TAQR DATE

DEFICIENC Y}

CRO%S-REFERENCED TO THE APPROFRIATE

F B&&

Continued From page 18

A raview of "COVID-18 Staff Vaccination Statug
for Providars" that was provided to the facillty and
filed out on 3/1/22, it indinatad lhat Licensed Staff
L, M and S, Laundry Staff O, Housakeeping Staff
P, Management Staff Q. and Uniicensad Staff N
and R were completely vaccinated.

A raview of facility'’s "COVID-19 VACGINE
ACCEPTANCE/DECLINATION FORM" dated
1422/22, it Indicated that Unficensed Staff N
declingd tha Covid-19 booster but did not indicate
if it was for rafigious belief or medical reasans.

A review of the Taciiity's "COVID-19 VACCINE
ACCEPTANCE/DECLINATION FORM" for seven
staff indicated that Licensed Steff L, Mand S,
Laundry Staff O, Housekaeping Staff P,
Managoment Staff Q, and Unlicensed Staff R
{each previously vaccinated) refused the
Covid-19 booster becausa of mligious beliaf,

A revigw of the facllity's "COVID-18 Vacgine
Policy for Residents and Staff' dated 272022, it
indicated, *10. Facility will not aliow existing staft
membars to work after March 15, 2022, if they
decling vaceination and fail 1o provide proper
examption paperwork {medical or serioust

upheld raligious belief) ...18. Facifity will follow tha
mosgt surrent CDG (Genters for Disease Contro! &
Prevention) and Local Public Heaith Office
Covid-12 vaccination guidance... 17, Facility will
Irack and regord the vaceination sigtus of &l
residents and shaff members as required by law.”

A raviaw "State Public Hasith Order of December
22, 2021" with updated as of January 25, 2022, it
indicated, "2, All workers currently eligible for
boosters, who provide gervices or work in
facilities...must ba "filly vaccinated and boogted”
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DEPARTMEMT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID BERVICES OME NG, 0935-0361
ETATEMENT OF QEFICIENCIES (%1} PROVIDER/EUPPLIER/IGLIA {XZ) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMRER: A BUILDING COMPLETED
455268 B. WING 03/03/2022
NAME OF BROVIDER OR BUFPLIER STREET ADDRESS, CITY, STATE, 2IR CODE
678 IND ETREET WEAT
SO AP
NOMA POST ACUTE SONOMA, CA 95476
o 10 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION o
FREFIX {BAGH DEFICEENCY MUST 8E PRECEDED 8Y FULL PREFX (FACH CORRECTIVE ACTION SHOULD BE ComPLETION
TAG AEGULATORY GR LSC IDENTIEYING INFORMATION) TAG CROGS-REFERENGED TO THE APPROPRIATE DATE;

DEACIENCY}

F 888 Continued From page 17 F 858
for Covid-18...a. Those workers currently efigible
for booster doses... must receive thelr booster
doge by no Jater than March 1, 2022, Workars nok
yat aligible for boosters must be In compliance no
tater than 15 days after the recommended
timeframie..."”

A review of "Staff Formulas” afier 60 days
foliowing issuance of mema Q80 22-07-ALL,
percantage current staff vaceinated for the facllity
was 97.0%,

FORM CMS5-2507{02-08) Previcut Versions Dbsaielo Event 1), BNFF14 Fachly ID: CAMIDGO0M Y continuation sheal Page 18 of 108
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Provide training and evaluation of competencies to all staff who might have
any contact with residents, on the proper COVID-19 Infection and
Prevention Measures. Regarding F-880
Training was completed 3/30/2022 and targeted towards the following
staff:
Licensed nurses, CNA's, Admission Representatives, Director of
Nursing, Nursing Home Administrator or Executive Director,
Housekeeping, Dietary, Rehab, Activity, and others.

Training provided on following topics as required:

1. Cohorting residents- Red Zone, Yellow Zone and Green Zone
2. Appropriate PPE to be worn in rooms with Transmission-based precaution
3. Visitor screening * Provide information on facility process for ensuring

visitors are informed on action to take in case they develop signs and
symptoms of Covid-19 after visiting the facility.

1) Competencies which included return demonstration and/or description of proper PPE to
be worn with transmission based precautions, Co-horting residents, visitor screening
updated, have been completed.



Develop a process that can be quantified, monitored, and evaluated for
effectiveness. That will ensure all facility policies and procedures are up to
date with the most current guidelines / recommendations from local, state,
and federal agencies. When deviations are found describe the procedure
for changing the ineffective process.

1) Policies reviewed, updated if required and deemed in place to meet current
standards and practice to meet regulatory requirements. New screeming tool to
meet requirements has been implemented.

2) Administrator and DON are responsible to maintain current practices. AFLs,
QS0s and CDC guidelines will be reviewed weekly to validate any new
directives. Updates will be completed with education to staff and update
policy/practice to reflect any new directives.

3) This practice will be reviewed in QAPI committee for recommendations and to
assure compliance. Any deviation identified will be corrected during QAPI
meeting.

Conduct a Root Cause Analysis (RCA) for each identified concern

Root cause identified

1) Staff failed to re-educate and identify lack of knowledge on CDC updates on
screening and failed to wear proper PPE per previous training, this was not
identified by observation rounds. Co-horting — upon review, was correct as
reviewed resident was COVID resolved and with in 90 days of resolution without

any new symptoms.



Develop a process to ensure ongoing quality assurance and education
programs for each of the identified concerns.

4. DON, DSD, IP or designee will ensure that staff are assessed for competency in
utilization of PPE in Transmission based precautions, Cohorting residents- Red
Zone, Yellow Zone and Green Zone and for ensuring visitors are informed on action
to take in case they develop signs and symptoms of Covid-19 after visiting the

facility.

Education plan effectiveness will be reviewed in QAPI for review and recommendations.





