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 A 000 Initial Comments

Initial Comments:

 A 000

Census:  46

Sample:  5

A Covid-19 Focused Infection Control Survey was 
conducted by the State Agency on 2/8/2021.  The 
facility was found not to be in compliance with the 
New Jersey Administrative Code 8:36 infection 
control regulations standards for Licensure of 
Assisted Living Residences, Comprehensive 
Personal Care Homes and Assisted Living 
Programs and Centers for Disease Control and 
Prevention (CDC) recommended practices to 
prepare for COVID-19.

 

 A1289 8:36-18.2(d) Infection Prevention and Control 
Services

(d) The facility shall document evidence of 
vaccination against pneumococcal disease for all 
residents who are 65 years of age or older, in 
accordance with the General Recommendations 
on Immunization of the Advisory Committee on 
Immunization Practices of the Centers for 
Disease Control, February 8, 2002, incorporated 
herein by reference, as amended and 
supplemented, unless such vaccination is 
medically contraindicated or the resident has 
refused offer of the vaccine in accordance with 
N.J.A.C. 8:36-4.1(a). The General 
Recommendations on Immunization of the 
Advisory Committee on Immunization Practices 
of the Centers for Disease Control, February 8, 
2002, which are available on the Internet at 
http://wwwcdc.gov/nip/publications/acip-list.htm. 
The facility shall provide or arrange for 
pneumococcal vaccination of residents who have 
not received this immunization, prior to or on 
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 A1289Continued From page 1 A1289

admission unless the resident refuses offer of the 
vaccine.

This REQUIREMENT  is not met as evidenced 
by:
Based on observation, interview and record 
review, it was determined that the facility failed to 
consistently offer pneumococcal vaccinations, to 
prevent some cases of pneumonia, to residents 
upon admission to the facility and failed to 
document the offered pneumococcal vaccination 
administration or refusal for 2 of 5 residents 
reviewed for Pneumococcal Vaccination 
administration, Resident #1 and Resident #2.  
This deficient practice was evidenced by the 
following:   

On 2/8/21 at 9:00 a.m., during entrance 
conference of the COVID-19 Focused Infection 
Control survey, the surveyor requested to review 
documented evidence of influenza and 
pneumococcal vaccination administration for 
Resident #'s 1-5.  At 11:00 a.m. the facility 
provided the surveyor with the Resident 
Immunization Records (RIR) for Residents #1 
through Resident #5 which included the following:

1.  Resident #1 the RIR was blank under 
Pneumonia Vaccine.
2.  Resident #2 the RIR was blank under 
Pneumonia Vaccine.
3.  Resident #3 the RIR had the date of  
under Pneumonia Vaccine, which was a date 
prior to the resident's .
4.  Resident #4 the RIR had the date of  
under Pneumonia Vaccine, which was a date 
prior to the resident's .
5.  Resident #5 the RIR had the date of  
under Pneumonia Vaccine, which was a date 
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prior to the resident's .

At 11:40 a.m., the surveyor interviewed the 
Director of Resident Care (DRC) regarding the 
pneumonia vaccinations for the above residents. 
The DRC stated that the facility does not offer the 
residents the pneumonia vaccination on 
admission.  She then stated that it would be up to 
the resident's physicians to order the pneumonia 
vaccination if they want them to get it, 
additionally, she added that the facility provides 
the flu vaccine every year. 

At 11:46 a.m., the surveyor interviewed the 
Executive Director regarding the pneumonia 
vaccination, who stated that she was unaware 
whether or not the if the pneumonia vaccination 
was offered, however, that the facility could offer 
the pneumonia vaccination going forward.

The surveyor reviewed the Communicable 
Disease Screening for Resident #1 on  and 
observed that the space designated for 
Pneumococcal Vaccine was left blank. 

The surveyor reviewed the facility provided policy 
titled, "Pneumonia," with an effective date of 
10/1/17, which documented under procedures 
that the facility would,  "Offer pneumococcal 
vaccine to residents on admission."
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