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F 000 INITIAL COMMENTS F 000

 A COVID-19 Focused Infection Control Survey 

was conducted by the New Jersey Department of 

Health. The facility was found not to be in 

compliance with 42 CFR §483.80 infection control 

regulations, but had implemented the CMS and 

Centers for Disease Control and Prevention 

(CDC) recommended practices to prepare for 

COVID-19.

Survey Date: 01/07/20201, 01/08/20201, and 

01/11/2021

Census: 186

Sample Size: 8

 

F 883 Influenza and Pneumococcal Immunizations

CFR(s): 483.80(d)(1)(2)

§483.80(d) Influenza and pneumococcal 

immunizations

§483.80(d)(1) Influenza. The facility must develop 

policies and procedures to ensure that-

(i) Before offering the influenza immunization, 

each resident or the resident's representative 

receives education regarding the benefits and 

potential side effects of the immunization;

(ii) Each resident is offered an influenza 

immunization October 1 through March 31 

annually, unless the immunization is medically 

contraindicated or the resident has already been 

immunized during this time period;

(iii) The resident or the resident's representative 

has the opportunity to refuse immunization; and

(iv)The resident's medical record includes 

documentation that indicates, at a minimum, the 

following:

(A) That the resident or resident's representative 

was provided education regarding the benefits 
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and potential side effects of influenza 

immunization; and

(B) That the resident either received the influenza 

immunization or did not receive the influenza 

immunization due to medical contraindications or 

refusal.

§483.80(d)(2) Pneumococcal disease. The facility 

must develop policies and procedures to ensure 

that-

(i) Before offering the pneumococcal 

immunization, each resident or the resident's 

representative receives education regarding the 

benefits and potential side effects of the 

immunization; 

(ii) Each resident is offered a pneumococcal 

immunization, unless the immunization is 

medically contraindicated or the resident has 

already been immunized; 

(iii) The resident or the resident's representative 

has the opportunity to refuse immunization; and

(iv)The resident's medical record includes 

documentation that indicates, at a minimum, the 

following:

(A) That the resident or resident's representative 

was provided education regarding the benefits 

and potential side effects of pneumococcal 

immunization; and

(B) That the resident either received the 

pneumococcal immunization or did not receive 

the pneumococcal immunization due to medical 

contraindication or refusal.

This REQUIREMENT  is not met as evidenced 

by:

 Based on record review, interview, and policy 

review, it was determined the facility failed to 

administer a  after signed 

consent was obtained for one (Resident #10) of 

five sampled residents reviewed for and 

 immunizations.  This had the 

 Corrective Action:

Resident #10 just completed the second 

dose of  vaccination.  Resident 

#10 will receive the  

immunization as soon as the 

immunization is no longer contraindicated 
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potential to affect all residents who were not 

current on their  vaccinations.

Findings included:  

1. Resident #10's admission date was 

.

The resident's electronic health record (EHR) 

contained a " ) 

Vaccine" consent form.  The resident had 

consented to receive the l 

vaccination on .  There was no 

evidence in the EHR which indicated the resident 

had received the  vaccine since 

giving consent on .

On 01/11/2021 at 9:29 AM, the Director of 

Nursing (DON) was asked if the resident received 

the  vaccination after signing the 

consent form on .  She stated, "No."  

When asked if the resident should have received 

the vaccine after the consent form was signed, 

the DON stated, "Yes."  

The facility's "  Vaccine Guidelines," 

dated 10/12/2020, indicated: "...All residents will 

be offered the  

vaccine) to aid in preventing  

infections (e.g., )...A signed consent 

form will be obtained and placed in the Resident's 

record prior to administration of the vaccine..."  

New Jersey Administrative Code § 8:39-19.4(i)

after four weeks from receiving the 

second  vaccination.  

Potential to Affect:

All residents have the potential to be 

affected. The Director of Nursing or 

designee will complete an audit of current 

residents to ensure anyone consenting to 

a vaccine obtained the vaccine. 

Systemic change:

Staff were in-serviced to ensure that each 

resident is offered a  

immunization. Once consent and 

physician order has been obtained, 

vaccination will be administered per 

physicians order. Upon admission, 

immunization consents will be obtained.

Monitoring:

The Director of Nursing or designee will 

complete an audit of new admissions to 

ensure that residents that consented for 

vaccines obtained the vaccination 

following the appropriate physician orders.  

They will complete this audit monthly for 

three months.  The results of these audits 

will be reviewed at the monthly Quality 

Assurance Steering Committee.  

Following the three months, the 

committee will determine the future need/ 

frequency of the audit.
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