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F 000 INITIAL COMMENTS 

The following r'Etflecta the ftncfings of the 
Calnornla Oepartmer,t of Public Health during a 
COVI0-19 FOCUSED SURVEY FOR 
INFECTION CONTROL. 

A Covid-19 Focused Infection Conlrol Survey WEI$ 
conducted by the California Department of Public 
Health on behalf of the Centers for Mei:ticare and 
Medicaid Services (CMS) on 3/112022. The 
facility was found to be not in compliance with 
483.80 infection control regulations and has not 
implsmented tne CMS and Centers for Disease 
Control and Prevention (CDC) recommerided 
practices to prepare for CovKl-19. 

Total Residents: 77 

Representil'lg the California Department of Public 
Health: Surveyor 40849, Health Facilities 
Evaluator Nurse (HFEN). 

Deficiencies were identified. 
F 880 Infection Prevention 8, Control 
SS•F CFR(a): 463,80(a)(1 )(2){4)(e)(f) 

§483.60 Infection Control 
The f9oilily must establist, and maintain an 
Infection prevention and control program 
designed to provide a safe, sanitary and 
comfortable environment and to help prevBnt the 
development and transmlHion of c::ammunlcable 
diseases end infBCllons. 

§483.80(a) Infection prevention and corrtrol 
program. 
The facility must establish an Infection prev(Sntion 
and control program (!PCP) that must lndude, et 
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I) How com.c:tive adion(s) will be 
accompli5,hc:d fot those residents found lo have 
been affected by the deficient practice; 

Resident num\,er I w11s admitted to Sonoma 
Post Acute &ftcr the resident finished his 
isolation in the h0$pital and we$ asymptomatic. 

:2) How the fac:ility will identify other rcsidenta 
h~ving the potential lo be aff ecleii All residents 
by the same deflc ier,t practice and what 
corrective action will be taken; 
All residents have che potential to be affected o 
the di:fk.iency i( naff break Infection control 
protocols required for red, yellow and green 
zones and will be identified via clinical review 
by Director of Nursing and lnfection 
Prevtntionisl. 
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a minimum, the following elements: 

§483.80(a)(1) A system ror 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 faclllty 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 ID identify 
possible communicable diseases or 
infections before they can spread to other 
persons in the facility; 
(ii) When and to whom possible inoidents of 
communicable disease or infections should be 
reported; 
(ill) 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 ID: 
(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 restrictiv~ possible tor 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 rouowed 
by staff involved in direct resident contact. 
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3) What measures will be put into place or what 
systemic changes the facility will make lo 
ensure that the deficient practice does not 
recure; 
In-servce Training was immediately provided 
to Licensed nurses, Certified Nursing 
Assistants, and therapist on 3/3/2022 on proper 
CoVIDt 9 infection prevention and control 
measures specific to: 
a.) Cohortlng residents~ Red Zone, Yellow Zone 

and Green Zone 
b) Appropriate PP£ to be worn ;n rooms with 
Transmission-based precaution 
c) Visitor screening including process to 
provide information on facility process for 
ensuring visitors are informed on action to take 
in case chey develop signs and symptoms of 
Covid-19 ,~er visiting the facility. 

Return Demonstration on handwashing and 
donning and doffing of Personal Protective 
Equipment was done on 3l1 l/2022 to 3/14/202, 
by the Infection Preventionist and Director of 
Staff and Development and on proper 
COVID19 infection prevention and control 
measures protocol. 

Director of Nursing 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 ofCOVID and actions to 
take if symptoms present a~er visiting facility 
will be posted •t 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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§4B3.80(a)(4) A system for racording Incidents 
Identified under !hf.' facility's IPCP and Iha 
corrective actions taken by the facility. 

§483.BO(e) Linens. 
Personnel must handle, storf.', process, and 
transport linens so as to prevent the spread of 
infection. 

§483.B0(f) Annual review. 
The facility will conduct an annual review of its 
IPCP and updalf.' their program, as nf.'cessary. 
This REQUIREMENT Is not mf.'t as evidenced 
by: 
Based on observation, interview and record 

review, the facility failed to implement infection 
prevention and control practices when: 
1. One Covid-19 (respiratory disease caused by 
SARS-CoV-2 and spread from person to person) 
positive resident (Resident 1) was cohorted with 
non•Covld-19 residents (Resident 2, 3 and 4). 
2. Three staff did not wear proper PPE (personal 
protective equipment-gown, gloves, N95 
respirator, face shield/goggles) inside the yellow 
zone (area for residents under obser1atlon for 
signs and symptoms of Ccvid-19) room, 
3. Faclllty did not inform visitors to monitor for 
signs and symptoms of Covtd-19 and actions to 
take if signs and symptoms occur. 
These failures could have resulted in the spread 
of Covid-19 Infection among residents, staff, and 
visitors in the facility. 

Findings; 

1, During an observation on 3/1/22, at 9:17 a.m., 
one room was observed with signage that read, 
"STOP YELLOW ZONE." 
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4) How the facility plans to monitor its 
F 880 performance to make sure that solulions a.re 

sustained. The facility must develop a plan for 
ensuring that correction is achieved and 
susta.in~d. This plan must be implemented, am 
the corrective action evaluated for its 
effectiveness. The POC is integrated into the 
quality assurance system 

Director of Nursing or Infection 
Preventioriist will monitor all new admissions 
Coming in the facility and wi11 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 correct use 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 telated to proper action to take if 
they exhibit signs or symptom, of COVID. 

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

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

5) Include dates when corrective action will be 
completed. The corrective action completion 
dates must be acceptable to the Stale Agency. 

3/30/2022 
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OOMPLE.TION 

DATO 
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During an interview on 311/22, at 10:11 a.m. 
· Licensed Slaff D was asked aboU1 residents in 
the yellow zone room. Licensed Staff O stated 
residents in the yellow zone room were new 
admits and three of them were unvacclnated 
(Resident 2, 3 and 4), and one resident (Resident 
1) was fully vaccinated and tested positive for 
Covid-19 upon admission. Licensed Staff D 
stated the facility received a report on admission 
that Resident 1 tested negative after Isolation in 
the red zone In another facility. Licensed Staff D 
further stated that upon admission, Resident 1 
was tested for Covid-19 and was positive and 
was cohorted to other newly admitted 
unvaccinated residents who tested negative for 
Covid-19. Licensed Staff D was asked about the 
feollity process if a resident tested positive for 
Covi(/-19. Licensed Staff D stated, symptomatic 
Covld-19 positive resident should be in the Covid 
unit (Red Zone) and the asymptomatic Covid-19 
positive resident should be in the yellow zone. 
licensed Staff D was asked If they re-tested 
Resident 1 !Qr Covld•19 and he stated, "not yet." 

During ,m interview on 3/1122, at 11:43 e.m., 
Licensed Staff D was asked about facility process 
in reporting Covld-19 positive residents and staff, 
and he stilt~ they would notify the County (Local 
Health Department-LHD) of positive results. 
Licensed Staff D fUrttier stated, the fa01I1ty did not 
notify tlie County fQr Resident 1'& Covid-19 
positive teat result because he and Management 
Staff E decided there was no need to notify the 
County. 

During en Interview on 311122. at 12:57 p.m., 
Management Staff F ;ind Licensed Staff D ware 
asked for the list of Covid-19 positive residents in 
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F 880 Continued From page 4 
the last four weeks, and they both stated they did 
not have a list of Covid-19 positive residents in 
the faclllty. Licensed Staff D was asked about 
Resident 1 's test result and he stated "yes" and 
provided the copy 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 Covlcl-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 Slaff D 
further slated, they did not notify the County for 
Resident 1 's Covld-19 positive result, the hospital 
(where Resident 1 was discharged from) "should 
have" reported it to the County. 

2. Durtng an observation on 3/1/22, at 9:17 a.m., 
one room w;,s observed with signage that read, 
"STOP YELLOW ZONE WEAR GOWN, FACE 
SHIELD/GOGGLES, N-95 MASK AND GLOVES." 
There was a PPE cart with signage and picture 
for PPE use outside the room. 

During an observation on 3/1/22, at 9:17 a.m., 
Unlicensed Staff Aw.is observed without PPE 
except for II regular black mesk, inside the yellow 
zone room. 

During an observation on 3/1/22, at 9:21 a.m. and 
et 9:33 a.m., Licensed Staff B was observed 
coming out from behind the privacy curtain of 
Resident 1 without PPE, except for a regular 
surgical masK. 
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During an observation on 3/1122, at 10:44 a,m" 
Licensed Staff C was observed entering ll'le 
yellow zone room without PPE, except tor a 
regular surgical mask, looked at the residen!S 
then exited 

During an interview on 311122, at 9:31 a.m • 
Unlicensed Staff A stated she donned (put on) 
gown and gloves prior to entering yellow zone 
room but did not use N95 respirator and face 
shield. Unlicensed Starr A was asked the reason 
for not wearing N95 and face shield and she 
stated, Licensed Staff O told her a week ago that 
ii was okay to use regular mask when entering 
the yellow zone room, Unlicensed Staff A further 
stated she did not change her black regular mask 
when she entered and ex,ted the yellow zone 
room 

During an interview on 312122, at 9:21 a.m., 
Licensed Staff B was asked about PPE use in the 
yellow zone room, Licensed Stalf B stated he 
donned gown and gloves prior to entering the 
yellow zone !'Qom and discarded it in 1h11 trash bin 
next to Resident 1 's bed and not in the trash bin 
for PPE that was plac:ed near the doorway. 
Licensed Sti!llf B further stallld he did not wear 
Nll5 and race &hleld prior to entering the yellow 
zone room and did not think that there would be 
an ouu:ome for not weanng the proper PPE. 

During an interview on 311/22, at 10:05 a.m. and 
at 10:11 a.m., Licensed Staff D stated, au slaff 
needed to wear complel!! PPE prior to entering 
rooms under tl'ilnsml&sion-based precautions 
(infection eontrol used in addition to standard 
precaution for residents who may be Infected with 
cartQin infeci:!ous agents) lo prevent spread of 
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F 880 Continued From pag" 6 
Infection. 

A review of facility's •personal Protective 
Equipment-Mitigation Plan" undated, it indicated, 
"D. Staff have been trained on selecting, donning 
and doffing appropriate PPE and demonstrate 
competency of such skills during resident 
care ... E. Signs are posted outside of resident 
roams indicating appropriat" infectlon control and 
prevention precautions and required PPE ... " 

A review of CDC (Centers for Disease Control 
and Prevention) guidance on "Evaluating and 
Managing Personnel and Residents" dated 
212122, It Indicated, "HCP {Healthcare Personnel} 
caring for residents with suspected or confirmed 
SARS.CoV-2 infection Should use full PPE 
(gowns, glovea, eye pmtec1lon, and a NIOSH 
[National lnstHute for Occupational Safety and 
Health] approved N95 or equivalent or 
higher-level respirator)." 

3. During an observation on 311122, at 8:37 a,m,, 
screening area in the lobby was observed, The 
temperature kiosk was. difllcul! to take the 
temperature, and Unllcensed Staff G did not 
screen Vl11ltor H. 

During an Interview on 9:09 a.m., Unlicensed 
Staff G was a11,ked aboul the f11ollity visitor 
screening procest. Unlicen$1!d Staff G stated the 
step.by..atep procns and that he asl<.ed the visitor 
for proof of vaccination, and he signed the 
screening log for each visitor, Unlicensed Stall' G 
did not mention informing the vi$1tor to monitor for 
signs and symplDms of C:Ovld-19 and what 
actions to take if they ocour. 

During an interview on 3/1/22, at 12:06 p,m,, 
E'.yMt !0: BNFF11 
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li,;ensed Slaff D was asked if the facility informed 
the visitors to monitor for signs and symptoms of 
Covld•19 and what action to lake in case they 
occurred, Licensed Staff D stated, the 
receptionist •can say that'' to the visitors. 
Licensed Staff D did not give a straight answer. 

During an Interview on 3/1122, at 12:18 p.m., 
Visitor I was asked if he was screened and asked 
ror proof of vaccination. Visitor I stated there was 
no one in the lobby when he came in and he 
screened himself. 

A n,vlew of facility's ''VISITORS/OTHER 
ANCILLARY STAFF" screening log dated 3/1122, 
It did not indicate lnformetil'ln !or visitor. to 
monitor for signs and symptoms of Covid-19 and 
what actions to lake in cMe they occur. 

F 862 Infection Preventionist Quallficetlons/Role 
SS=F CFR(s): 4B3,60(b)(1)·(4)(c) 

§483.B0(b) Infection preventionlst 
The facility must designate one or more 
individual(s) as the Infection prevenlionlst(s) (IP) 
(s) who are responsible forlhe facility's IPCP. 
The IP must 

§483,80(b)(1) Have primary professional training 
in nursing, medical technology, m~biology, 
epidemiology, or other related field: 

§483,80(b)(2) Bi!! qualified by education, training, 
experience or certification: 

§483.80(b)(3) Work at least part-time at thi, 
facility; llnd 

§483,80(b)(4) Ha.-& completed specialized 
i 

i 
EvtnUD:8NFF11 

li!J017/14B 

PRINTED: 0311412022 
FORM APPROVED 

"MB NO. 0938·0391 
(:U) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETeo A.BUILDING _______ _ 

B.WINC 03/02/2022 

ID 
PREFIX 

TAG 

STREET ADORES$, CITY, STAT!!, ZIP cooe 
ere 2NO STREET WElllT 
SONOMA, CA 85478 

PROVIDlil'<'S PLAI< OF CORRl!CTION 
(eAGH CORRECTIVE ACTION SHOULl'l BE 

CROSS-REl'sRENCED TO THE APPROPRIATE 
DEFICIEN<;Y) 

F 880 

F S82 !)How corrective action(s) will be 
accompll6hed fur tho•• residmts found to 
have been affected by the deficient practic,; 

No res!dent, were id•ntified •• being affected 
by the deficient practice 

2) H0w the fuclllty will identify other residents 
having lht potential IQ be affected All 
resident$ by the same deficient pnu:ti<:e and 
what corroclive action will be taken; 

All residents bavt potential to be affected if 
the Infection Prevention isl did not have 
proper training, lnfoclion Preventionl$t h•d 
completed the Infection Prevention\st 
training. 

3/2/2022 

Faelllly ID: CA010000034 n oon~nuatlon •h••t 1'09• 8 of 1 a 



03/29/Z0ZZ TUE 17, 01 FAX 

DEPARlMENT OF HEALTH AND HUMAN SERVICES 
f'ENTERS FOR Ml"DICARE & MEDICAID sc"'VICES 

STATEMENT OF DEFICIENCIES 
AND PLAN o• OORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

088288 
NAME OF PROVIOER OR SUPPLIER 

SONOMA POST ACUTE 

(JOI) ID 
PREFIX 

TAC. 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDeD BY FULL 

RECUV.TORY OR LSC IDENTIFYING INFORMATION) 

F 882 Continued From page 8 
training In Infection prevention and control. 

§483.80 (c) IP participation on quality assessment 
and assurance committee. 
The individual designated as the IP, or at least 
one of the individuals if there is more than one IP, 
must be a member of the facility's quality 
assessment and assurance committee and report 
to the oommittee on the IPCP on a regular basis. 
This REQUIREMENT is not met as evidenced 
by: 
Based on interview and record review, the facility 

failed to designate a certified Infection 
Preventionist (IP). This failure resulted to 
unqualified Infection Preventionlst. 

Findings: 

During an interview on 3/1122, at 12:40 p,m., 
Licensed Staff D was asked for the IP 
Certification. Lioensed Staff D provided the record 
that he finished the infection control training 
modules on 6/8/2020. Licensed Staff D stated he 
was not IP certified and had not taken the test 
yet. 

AreviewofAFL21-51 dated 12/13/21, it 
Indicated, "Effective January 1, 2022, AB 
(Assembly Bill) 1585 expands existing eligibility 
and minimum qualifications tor SNF's (Skilled 
Nursing Facilities) IP ... The IP must be qualified 
by education, training, clinical or health care 
experience, or certification, and must have 
completed specialized training in Infection 
prevention and control." 

F 887 COVID-19 Immunization 
SS=E CFR(s): 483.BO(d)(3)(i)-(vii) 

FORM OM5-2567(02•BQ) Previous \Jartii0n& Ob1olete Ii.vent ID: 8NFF11 

li.l]0l9/148 

PRINTED: 03/14/2022 
FORM APPROVED 

0 "' NO. 0938-0391 
(X2) MULTIPLe CONSTRUC110N (X~) DATe SURVEY 

COMPLETED A. BUILDING _______ _ 

B, \NINO 03/02/2022 

ID 
PREFIX 

TAG 

STREET ADDR5SS, CITY, STATE, ZIP /:ODE 

678 2ND STREET WEST 
SONOMA, CA 95476 

PROVIDER'S PV.N OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD ~E 

CROSS,REFERENCED r0 THE APPROPRIATE 
DEFICIENCY) 

3) What measures will be put into place or 

F 882 what systemic changes the facility will make to 
ensure that the deficient practice does not 
recui:-e; 

F 887 

a) Infection Prevemionist nurse had 
completed the Infection Preventionist training 
and completed the certification test on 
3/2/2022. 
b) Director of Nursing or Administrator will 
validate qualifications of Infection 
Preventionist nurse prior to being assigned in 
this position. 
4) How the facility plans to monitor its 
performance to make sure that solutions are 
sustained, The facility must develop a plan for 
ensuring 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 
The Director of Nursing or Admin1stra.tor will 
"V"erify the Infection Preventionist 
Qualification/Role by reviewing the 
professional tra.ining1 completion of the 
qualified education, training, experience, or 
certification and have completed specialized 
training in infection prevention and control. 

S) Include dates when corrective action will be 
completed. The corrective action completion 
dates must be acceptable to the State Agency, 

3/2/2022 

(X5) 
COMPLeTtoN 

DATE 

Facility ID: CA01 oOl'I0O:94 If continuation sheet Page 9 of 1 e 



IJ.j/3;,I/ZlJ22 TUB 17!02 FAX 

DEPARTMENT OF HEALTH ANO HUMAN SeRVlCES 
CENT!"RS F'OR <AEDICARE & ""'"ICAJD "'"'RV'"cs 

STATEMENT OF OEFICll!NGJES 
AND Pl.AN OP CORRECTION 

()(1) PROIIIOERISUPPU~R/CLIA 
IOEITTIFICATION NUMBER: 

0562G8 
NAME OF Pfi.OVIOER OR SUPPLl!!II 

SONOMA POST ACUTE 

(XA) ,o 
PRl!FIX 

TAG 

F887 

SUMMARY STATEMENT OF DEFICIENCll!S 
(~H !ll"FICIEI\ICY MUST BE PREC!WE0 BY fULL 

RSC.UI.ATORV OR LSC IDENTIFYING INFORl,WlON) 

Continued From page 9 
§483.80(d) (3) COVI0•19 lmmunlzatlons The 
L TC facility must develop and implement poNcies 
and proc;eaures to ensure all the following: 
(i) When COVl0-19 vaccine is available to the 
facility, each resident and staff member 
is offered the COVID-19 vaccine unless the 
immunlza~on is medically oontralndlcated or the 
resident or staff member has already been 
Immunized; 
(ii) Before offering COVID-19 vaccine, all staff 
members are provided with education 
regarding the benefits and risks and potential side 
effects EISSOC!aled with the vaccine; 
(iii) Before offering COVID-19 vaccine, each 
resident or the resident representative 
receives education regarding the benefits and 
risks and potential side effects assoclatsd witll 
the cOVID-19 vaccine: 
(iv) In situations where COVID-19 vaccination 
requires multiple doses, the resident, 
resident representative, or staff member Is 
provided wilh current information regarding lho,e 
additional dotes, including any changes In the 
benefits or risk& 11nd pctenHal i;ide effects 
associated with the COVID-19 Vl'iccine, before 
requesting consent for administration of any 
additional doses; 
(v) The resident or resktent representative, has 
the opportunity to acceptor refuse a COVI0-19 
vaccine, and change their decision; 
Note: States that are not subject to the lntarlm 
Final Rule - 6 [CMS-3415-IFCJ, must comply With 
reQulrements of 48~~80(d)(3)M that apply to staff 
under IFC-5 (CMS•3414·1FCJ 
lind 
(vi) The resident's medical record includes 
documentation that Indicates, al a rnioimum, 
the following: 

FORM CMS-26tl:7(02,,QQ) P(&Vi!)U& vero,lona ObtOIOll llvoo\l0:6NF~11 

1.!1021/148 

PRINTED: 03/14/2022 
FORM APPROVED 

0 ~B NO. 0938.ll::!91 
(X2) MIJL TIPLE C0i.18T~UOTION (X3) DATE SIJRVEV 

COMPLETED A. BUILDING _______ _ 

B.WING 03/02/2022 

10 
PREFIX 

TAG 

STREET AOORUS, CITY, STATE, ZIP COOE 

t7& 2ND liT!lEET WEST 

SONOMA, CA 95476 
PROVIDER'S Pl-All OF CORRECTION 

(l!ACH COAAECTIVEACTION SHOULD BE 
CROS$,REF'l!Rf;CNOEO TO n,e APPROl'RIATE 

DEFICIENCY) 

F 887 
I) How corrective action(s) will be 
accomplished for those rtsidents found to 
hav• been affected by the deficient practice; 

Residents 1, 3, 4, 5, and 6 have been educated 
and documented tnformed refusal is in 
clinical record. No adversity noted for 
Resident 2t 3, 41 5, 6. 

2) How the facilily wi!I identify other residents 
having the potential to be affect<:d 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 into place or 
what systemic changes the facility will make to 
ensure that the defklent practice does not 
recure; 

]nfection Preventionist has been re-educated 
on providing education to resident. on risks 
and benefits of receiving COVID vaccine and 
documenting this in clinical record on 
3/2/2022, 

CoVid 19 Vaccine Is added to current 
Immunization form to be offered upon 
admission and as needed to9ether with • 
training material as form of education (S,e 
attached forms) 

3/212022 

Fo~ill'; ID: CA01000oo:>I If continvatlon •hoot Page 10 of 1e 



03/2~/2022 TUE 17002 FAX 

DEPARTMENT OF HEALTH AND I-IUMAN SERVICES 
rENTl=RS FOR MEDICARE & MEDICAID SERVICES 

STATl!MENT OF OEFJCi!'NOIES 
ANO PLAN OF CORRECTION 

(X1) PROVlD!RISUPl>UERICLIA 
IDe:/'ITIFICI\Ti0N NllMBl!II: 

055268 
NAME OF PROVIDER OR SUPPLIER 

SONOMA POST ACUTE 

(X4) 10 
PR~AX 

'rAG 

SUMMARY STAl'!!MiNT OF OEFICl!;NCIES 
(EACH DEFICIENCY MUST SE PR.CE!let) BY F\JLL 

Rl!GlULATORYOR LSC IOENTIFYINO INFOM!ATION) 

F B67 Continued From page 10 
(A) Th"t the resident or resident rtlj'.)resentatl\le 
W'i!S provided education regarding the 
benefflll and potential risks associated with 
COV!D-19 vaccine; and 
(B) Eaeh dose of COVID-19 vaccine adminietered 
to the resident; or 
(C) It the resident did not receiVIB the COVID-19 
vaccine due to medical 
contraindications or refusal; and 
(vii) The facility mainmlns documentatlOn related 
1D stafl'COVID-19 ,roccinaHon that 
Includes at a minimum, the following: 
(A) That staff were provided educaflOn regarding 
the benefits and potential risks 
associated with COVID-19 vaccine: 
(BJ Slaff were offered the COVID-19 vaccine or 
lnrormation on obtaining COVID-19 vaccine: and 
(C) The COVID-19 vaccine status of staff and 
related information as indicated by the Centers for 
Disease Control and Pre\fention's NaHonal 
Healthcare Safety Network (NHSN). 
This REQUIREMENT is not met as evidenced 
by: 
Based on intel'lllew and record review, the facility 

failed lo ensure resident educaUon 1;1nd refusal for 
Collid-19 (respiratory disease 0aused by 
SARS-CoV•2 and spread trom person to person 
vaccination for five of the five aamplsd residents 
(Residents 2. 3, 4, 5, and 9) were documented. 
This failure resulted to unknown reason why 
Collid 19 vsccine were not provided to resldenb. 

Findings: 

I A review of fa0illty's list of unvaccinated residents 
indicated that Residents 2, 3, 4, 5 and 9 refusad 
the Covid-19 va0cine. 

During a concurrent lnterviaW and record review 
Event 10: 5NFF11 

PRINTED: 0J/14/2022 
FORM APPROVED 

0 •B NO. QM8•03A1 
(X2) MULTIPLE CON!ll'RVCTION (X3) ""-TE SURll•Y 

GO.,..LETED A. 8\JILDINC: _______ _ 

ID 
PRcf'IX 

TI\G 

STREl;T AtlOR!!SS, Cir¥, STATs, ZIP CODE 

678 2ND $TR1i1El WEST 

SONOMA, CA 95476 

PROVIOl!R'S PLAN OF CORRECTION 
(l;ACH OORRECTIVEAOTION SHOUU) BE 

CRO$$-Rf;fE~liN01;0 TO THE APPROPRIATE 
OEFICIENCY) 

OlllQ2/2Q22 

F 887 
4) liow the facility plans to mQnitor !Is 
perfurmance to make sure that solutions are 
sustained. The facility must develop a pla_n 
for ensuring that correc:Hon is at'.'.hieved and 
sustained. This plan must be implemented. 
and the corrective action evaJuated for its 
effectiveness. The POC is integrated into the 
quaUty assurance system 
Infection P:reventionist wm list residents 
receiving or refusing COVID vaccine and 
bring this log to QAPI (Quality Assuranco 
Performance Improvement) committee for 
review and recommendations, 

5) Include dates when corrective action will 
be- completed. The corrective action 
completion dates must be aci:,;ptable to the 
State Agency. 
312/2022 

F•clllly IC: CM1000IJ034 II conflnil<!tion sho,;t Paga 11 of 1 a 



03/2~/2022 TUE 17003 FAX 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICA'"':: & MEDICAID SERVIC'""' 

STATEMENr OF DEFICIENCIES 
l'.N0 PLAN OF CORR!!CTION 

0'1) PROVlOER/SUPPLIEMlLIA 
ID!!NTIFICATION NUMBER: 

055268 
NAME OF P!\OVJDE;R OR SOPPLIER 

SONOMA POSl ACUTE 

(X4)10 
PRFF!II 

TACl 

F 887 

F 886 
SS.,E 

SUMMARY STAT!i.Ml!NT OF OEFICleNCJES 
(EACH OSFICIENCY MUST BE PR&Cerieo av FULL 

R£GlUU\roffi' OR L60 rr;>El<IT!fVINIJ INFORI\IA'l10N) 

Contlnueo From page 11 
on 312122, at 11 :39 am., Immunization records for 
Residents 2, 3, 4, 5 and 9 were reviewed with 
Licensed Staff D Licem;eCI Staff D stated that 
Residents 2, 3, 4, 5 and 9 refused Covld-19 
vacclnatiOn but did not document it Licensed 
Staff D also mentioned that the facility did not 
document if Covid-19 educalion was provided to 
residents. 
COVID-19 Vaccination of Facility Staff 
CFR(s): 483.60(i)(1 )·(3)(i)·(ll) 

§48380(1) 
COVID-19 vaccination of facility staff. The facility 
must develop and Implement policies and 
procedures to ensure that all staff are fully 
vaccinated for COVID-19. For purposes of this 
section, staff are considered fully vaccinated If II 
has been 2 weeks or more since they completed 
a primary vaccination series for COVID-19: The 
completion of a primary 11accination series for 
COVID-19 Is defined hate as the aamlnistratlOn of 
a single-dose vaccine, or the administration of all 
required doses of a multi-dose vaccine. 

§483.80(1)( 1) Regardless of clinical responsibility 
or resii:fent contact, the policies and procedures 
must apply to the following flloillty staff, who 
provide any care, treatment, or other services for 
the facility and/or itS residents: 
(I) Facility employees; 
(ii) Licensed practitioners; 
(iii) Students. trainees, and volunt&el'$: and 
(Iv) Individuals who provide care, treatment, or 
other services for the hlcility ano/or Its residellts, 
under contract or by other arrangement 

§483.00(1)(2) The policies and procedures of this 
section do not apply to the following faQilil:y staff: 

fORM CN!ll-2""?(02.il9) PteY!ou• 1/er,lon, o .. o,•hl lvant 10; BNFF 11 

l"RINTI:tD: 03/1412022. 
FOl'IM Al"PROVEO 

0MB NO 0""'8·0391 
(X2) MULTIPLE CONSTRUCTION 
A. !lUILDING _______ _ 

()(3) DATE SURV~Y 
COMPLeTeo 

03/02/2022 
STREl;T AllDRE;IS, CITY, STATE, ZIP CODE 

678 :IND STREET WEST 
SONOMA, CA 95476 

F 887 

PROI/IOEF\'$ Pl.AN OF COAAl!GllON 
(EACH COJO.RECTM;;ACTION SHOUlD OE 

CROSS,I\EFERijNCEO TO THEAl'Pf\OPRIATE 
DEFICIEN<;V) 

I) Haw corrective oction(s) wJII be 
accomplished for those residents found to have 

F 888 been affected by the deficient practice; 

No residents were identified as bein,g affected b 
deficient practice. 

2) How the facility will identify other residents 
having the potential to be affected All residents 
by the sani~ deficient practice and what 
correc;tive action will be taken; 
All resident, have potential to be affected if 
COVID vaccine protocols are not followed. 
3) What measure> will be put into place 
or what systemic chani;es the facility will make 
~o ensure that the deficient practice does not 
trec:ure; 

la) Infection Preve:ntionist re-edueated on 
/\FL 21-34.3 on 3/2812022 
,) ldent!Oed staffthal provide declination 
~ithoutproper information on 3/2412022 •nd 
he staff are removed on the ,chedule until the 

/taff provide the proper information for 
ieclination is ,n place. The two staifidentitled 
~ho declined due to medical reasol'is are 
aurrentlyon medical leav•. Two ,taffwill have 
o show proof of medical reuons from the 
'hysician before coming back to work from 
heir medieal leave. 

3/30122 
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03/29/ZQZZ TUE 17:03 FAX 

DEPARTMENT OF HEALTH AND MUMAN SERVICES 
CENT""RS FOR '"""OICAl:il & MS::f'IICAID SERVICES 

$TATEMENT OF DEF!CIEf.lCIES 
AND PLAN OF CORReC:TION 

()(1) PROVIO!'RISUPPLIEF<ICLIA 
IOl!NTIPICATION NUM8~R: 

1150288 
NAME OF PROVID6R OR SIJPPLll!R 

SONOMA POST ACUTE 

(JCA) 10 
PREFIX 

TAG 

SUMMARY STATeMENT OE □€FlCIENCIE5 
(EA.OH OEEICIENCY MOOT ae PR£;CE01iD ijY FULL 

Rl!C',IJI.ATORY OR LSC 101:lNTil"'/lNG INFORM!\TlON! 

F 886 Continued From pag& 12 
(i) Staff who exclusively provide telehealtti or 
tel91l'ledicine services outside of the faailify setting 
and who do not have any direct contact with 
residents an,:! other staff specified in paragraph (i) 
(1) of this section; and 
(ii) Staff who provide support services for the 
facility that are performed exclusively outside of 
the facility setting and who do not have any direct 
contact with residents and other staff specified in 
paragraph (i)(1) of this $8Cllon 

§483.80(1)(3) The policies and procedures must 
include, at a minimum, the following components: 
(i) A process for ensuring all staff specified in 
paragraph (i)(1) of this section (except for those 
staff who have pending requests for, or who have 
been granted, exemptions to the v:.cclnafion 
requirements of this section, or those staff for 
whom COVID-19 vaccination must be temporarily 
delayed, as recommended by lhe CDC, due lo 
clinlca! precautions and conslder;ioons) have 
received, ala minimum, a ;;;ingl&-dose COVID-19 
vaccine, or the first dose of lhe primary 
~accination series for a multi-dose COVID-, 9 
vaccine prior to stal'f providing any care, 
treatment, or other service, for the facility and/or 
its residents; 
(iii) A proceas for ensuring the Implementation or 
additional precautions, intended to mitigate the 
transmission and ,spreed of COVID-19, for all staff 
who are not fully vacclnamd fOr COVID-19; 
(Iv) A process ror tracking and aecurely 
documenffng the COV!D-19 vacclnat10n status of 
all slliff specified in par11graph (i)(1) of this 
section: 
(V) A process for tracking and 68CUrtly 
documenting tile COVI0-19 vaccination status of 
any staff who have obtained any booster dons 

~t 10:8NfllF11 

PRINTEO; 03/14/2022 
FORM APPROVl:D 

OMBNO,Q!l'<R.0391 
(X:./ MULTIPLE CONSTRUCTION 
A,, BUll..t)JNa _______ _ 

8. WINC 03/02/2022 

10 
PREFIX 

TAG 

Sl'REET A0bRE$$, CITY, StATE, ZIP CODE 

ffl 2ND $TR&ET YVEST 
SONOMA, CA 9647G 

!'ROVIDo!1'S PU\N OF <:ORRECTION 
(EACH CORRECTIVE ACTION $HOUL0 BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEEICIENCY) 

4) How th, facility plans to monitor its 
F 666 performanc-,1~ to tnake sure that solutions ate 

,ustatncd. Th~ lacilily n1u,t develop a plan for 
ensuring that cot'rection i$ achieved and 
sustained. This plan must be implemented, 
and the corrective action evaluated for its 
effectiveness, The POC IS lnregi-ated into the 
quality assu.ranct system 

Infection Preventionist will list staff receiving 
COVIO vaccine or declining with proper 
requirements met to support declination and 
bring this log to QAPI (Quality Assurance 
Performance Improvement) cornmmee for 
review and recommendations. 

5) Include d;.tes when corrective action will be 
completed. The c:or(ective action completion 
dates must be acceptable to the Stale Agency, 

3/30/2022 

1"1ll 
COMPl,tl'ION 

OATE 
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V~//4)'/41J/4/4 TUlS lft!Jli FAX 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENT!';RS F'QR M"'"IC,,."E & MEDl""ID SERVICES 

STATl!MeNT OF Del'CCleNC1ES 
AND PIAN OF C{)RR•CTJON 

(X1) PF\OVIOERISUPPI.JER/CL!A 
IOENTIF!CATJON NUMBER: 

055268 
NAMe OF PROVlDER OR SUPPLIER 

SONOMA POST ACUTE 

(X4Jl0 
PF!l'FIX 

TAG 

SUMMAAY STATEMENT OF OEFICl!cNCJES 
(EACM DEFICIENCY MUST SE l'RECEOeD BY FULL 

REGULATQl<Y OR LSC IOENTJFYING INFORMATION) 

F 688 Continued From page 13 
as· recommended by the CDC; 
(vi) A process by which staff may request an 
exemption from the staff COVID-19 vaccinaUoo 
requirements based on an applicable Federal law; 
(vii) A process for tr!IOking and securely 
documenting Information provided by those staff 
who have requested, and for whom the facility 
has granted, an exemption from the staff 
COVID-19 vaccinatlon requirements; 
(viii) A process for ensuring that all 
documentation, which conflrrTlS recognized 
clinical contraindications to COVID-19 vaccines 
and which supports staff requests for medical 
exemptions from vaccination, has been signed 
and dated by a licensed practitioner, who is not 
the individual requesting the exemption, and who 
Is acting wrthin their respective scope of practice 
as defined by, and in accordance with, all 
applicable State and local Jaws. and for further 
ensuring that such documentation contains: 
(A) All Information specifying which of the 
authorized COVID·19 vaccines are cilnlcally 
conlrlllnctioated for the staff member to receive 
and the recog~lzed clinical reasons for the 
contraindications; and 
(BJ A statement by the authenticating practitioner 
recommending that the &taff member be 
exempted from the facility's COVID-19 
vaccination requirements for staff based on the 
reoognized cllnlcal corrtn!lindloations; 
(IX) A proc:eu for ensuring the tracking and 
secure documentation of the vaccination status of 
staff for whom COVID-19 vaccination must be 
temporarily delayed, lllS rscommended by the 
CDC, due to clinical precaution$ and 
conelderatlona, inciuding, but not limited to. 
Individuals with acute illness secondary to 
COVID-19, and individuals who received 

Ewnll0:8NFF11 

li.l]029/14S 

PRINTED: 03/14/2022 
FORM APPROVED 

0MB NO. 093A-n391 
()(2) MULTIPLE CO'll!TRUCTION (l(l) DATE SURVEY 

COMf'LETEO A. BUli.OINC ________ _ 

B. WING 03/0212022 

10 
Pf!EFU< 

TAG 

STREl;T ADDRESS, crrv, STATE. ZIP CODE 

&1$ 2ND 9TRl!l5T WliST 
SONOMA, CA 95476 

PROVIDER'S Pl.AN OF CORRECTION 
(EACH CORRICTIVE ACTION SHOULD BE 

CROSS,REFE~ENCED TO THE APPROPRll'.TE 
DEFICIENCY) 

F 888 

(Xfl 
COMPLG.TION 

OATE 
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03/2~/2022 TOE 17o0A FAX 

DEPARTMENT OF HEALTH ANO HUMAN SERVICES 
1":l"NTERS FOR MEDICARE & MEDfl":AIO sr=RVIQF'.<: 

STATI::Mi:NT OF OEFICIENCres 
AND P'-Af< OF COAREOTION 

/X1) PIIOVIOOR/llUPPLIER/CLIA 
IDENTIFICATION NUMBER, 

NAMe OF PROVIDER 0~ SUPPLl!iR 

SON0'11A POST ACUT!i: 

(X<i)ID 
PReFIX 

TM 

SUMMAR'/ STATEMeNT OF OEl'ICIENCIES 
(EACH D~Fll':IENCY MUST 611 PRECEDED BY FULL 

REOULATaRY OR l$C IDENTIFYING INFOR>MTlONJ 

F 888 Co11llnued From page 14 
monoclonal enlibodies or corwales,:;ent plasma 
for COVID-19 treatment; and 
(X) Contingency plans for staff whO are not fully 
vaccinated for COVI0-19. 

Effective 60 Days After Publication: 
§483.B0(i)(J)(ii) A process for ensuring that all 
staff specified In paragraph (1)(1) of this section 

1 
are fully vaccinated for COVIO-19, except for 
those st.lff who have been granted exemptions to 
the vaccination requirements of this secfion, or 
thOse staff for whom COVID--19 vaccination must 
be temporarily delayed, as recommended by the 
CDC, due to olinlcal precauttoos and 
considBrations; 
This REQUIREMENT is not met as evidence<:! 
by; 
Based on Interview and record revi$W, the facility 

failed to ensure documentation for staff Covid-19 
vaocinatlon exemption was tracl<ed and secured. 
This faik1re resulted In staff not receiving 
Covid-19 vaccine series and boosters withOut 
valid exemption. 

Findings: 

A review of facility's "CO\llD-19 VACCINl:c 
ACCEPTANCE/DECLINATION FORM" dated 
9130/21, Indicated that Licen$ed Staff J declined 
"to be vaccinated, due to a qualifying medical 
rl!/ilsorwo claim this exempflcm you must attach a 
written etalement by your treating physician 
... Indicating !he probable duration of your lnabllity 
to ~Ive the vaccine, or If the duration Is 
unknown, to indicate." 

During an intl/:rvlew on 3/1/22, at 3:28 p.m .• 
Lieense<i Slaff O stated, UclilnHd Staff J refused 
CO'Jid-19 vaci;lne due to maoical reasons but did 
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net provide a signed statement by a lioensecf 
practitioner. 

A review of facility's "COVID-19 VACCINE 
ACCEPTANCE/DECLINATION FORM" dated 
213121, it indicated Unlicensed Staff K declined "to 
be vaccinated, due to a qualifying medical 
reason-to claim this exemption you must attach a 
written statement by your treating 
physlcililn .. .indleating the probable duratlon of 
your Inability to receive the vaccine, er ii the 
duration is unknown, so indicate." 

During an interview on 3/1/22, at 3:28 s.m., 
Licensed staff D stated, Unlicensed Staff K 
refused the second dose of Covld-19 vaccine 
because of an "allergic reacUon" but did not 
provide a signed statement from a licensed 
practitioner. 

A review of the facility's "COVID• 19 Vaccine 
Policy tor Residents and Staff" dated 21202.2, it 
indicated, "4. Staff members that demonstrate 
through proper written physician certification that 
they have a medical contraindication ro the 
Covltl-19 vacolne may be exempted from getting 
the COllld-19 vaccine. A properly signed 
exemption form by the staff member and the staff 
member's Wl'itlen ph}'$iclan attestation ere 
neceSl!ary to claim this exemption ... " 

During an interview on 311r.!2, at 12:23 p.m .. 
Licensed Staff D was asked If staff Who were 
booster eligible reoeived their booster already. 
licensed Staff D staled that not all staff l'<IICeived 
Covid•19 bOoster be<.llllSiil they "didn't wnnt lh<i 
side effect" UQensed Staff D stat<iid the staff 
signed the declination !Or the booster. 
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A review of "COVttl-19 Staff Vaccination Stal\ls 
for Providers" that was provided to the facility and 
fllled out on 3/1122, it indicated that Licensed Stilff 
L, M <1nd S, Laundry Staff 0. Housekeeping Staff 
P, Management Staff Q, and Unlicensed Staff N 
and R were completely vaccinated. 

A review of facility's "COVID-19 VACCINE 
ACCEPTANCE/DECLINATION FORM" dated 
1/22/22, it Indicated thal Unlicensed Slaff N 
declined the Covid-19 booster but did not indicate 
if It was for religious belief or medical reasons. 

A review of the facility's "COVI0-19 VACCINE 
ACCEPTANCE/DECLINATION FORM" for seven 
staff indicated that Licensed Slaff L, M and S, 
Laundry Staff 0, Housekeeping Staff P, 
Management Staff Q, and Unlleensed Staff R 
(each previously vaccinated) refused the 
Covld•19 booster because of religious belief. 

A review of the facility's "COVID-19 vaccine 
Policy for REISldents and Stall" dated 212022, II 
Indicated, "10, Facllity will not allow existing staff 
members to wor1< after March 16, 2022, if they 
decline vaccination and rail to provide proper 
exemption peperwork (medical or seriously 
upheld religious belief) ... 15. Facility will follow the 
most current CDC (Cent,:rs for Disease Control & 
Prevention) and Local F'ubllc Health Office 
Covid•191111cclnation guidance .. , 17, Facility will 
track and record the vaccination status of all 
residents and staff member• as required by law," 

A revllllw "state Public Health Order of December 
22, 2021" with updated as of January 25, 2022, it 
indicated, ''2. All workers currently eligible for 
booster5, who provide servioes or work in 
facllitiea ... must be "fully vacalnaled end boosted" 
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F 868 Continued From page 17 
fOr Covld-19 ... a. Those workers currently eligible 
for booster doses ... must reeeive their hooster 
dose by no later than March 1, 2022. Worl<.ers not 
yet eligible for boosters must be In cumpliance no 
later than 15 days after the recommended 
timefralTie ... " 

A review of "Staff Formulas" after 60 days 
following issuance of memo QSO 22--07-ALL, 
percentage current staff vaooInated for the facility 
was97.8%. 
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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 screening tool to 
meet requirements has been implemented. 

2) Administrator and DON are responsible to maintain current practices. AFLs, 
QSOs and CDC guidelines Mll 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. 

Please submit requested policies and competencies along with training overview 

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. 




