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F 0883 Develop and implement policies and procedures for flu and pneumonia vaccinations.

**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on interview and record review, the facility failed to conduct influenza (a highly contagious [MEDICAL CONDITION]
harm or potential for actual | infection of the respiratory passages) vaccination (treatment with a vaccine to produce immunity against a disease)
harm screening and offer influenza vaccination for two of three residents (Resident 1 and Resident 2). This deficiency had the

potential to put resident at risk for influenza and /or complications from influenzaincluding death. Findings: a. A review of Resident
Residents Affected - Few | 1's Admission Record (face sheet) indicated the facility admitted the resident on 02/03/2020 with [DIAGNOSES

REDACTED)]. A review of Resident 1's history and physical dated 02/03/2020 indicated the resident was unable to understand
and make decisions. b. A review of Resident 2's Admission Record indicated the facility admitted the resident on
02/03/2020 with [DIAGNOSES REDACTED]. On 02/19/2020 at 10 am., during an interview and concurrent record review with the
DON, she stated all residents upon admission are screened for influenza vaccination and are offered the vaccine during the
flu season from September to May, however the DON was unable to find documented evidence Resident 1 and Resident 2 were
screened and offered vaccination since admission 02/03/2020. A review of the facility's policy on Immunization, revised on
11/2017, indicated it is the policy of thisfacility to offer influenza vaccine annually to al residents and employees.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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