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

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46703
or potential for actual harm
Based on record review and interview, the facility failed to ensure a resident or their legal representative

Residents Affected - Few received education regarding the benefits and potential side effects of the influenza immunization and obtain
consent before administering the immunization for 1 (#4) of 3 sampled residents reviewed for immunizations.

The administrator identified 74 residents resided in the facility
Findings:

A facility policy titled Vaccination of Residents, revised 08/2016, read in part, Prior to receiving vaccinations
the resident or legal representative will be provided information and education regarding the benefits and
potential side effects of the vaccination .The residents legal representative may refuse vaccines for any
reasons.

Resident #4 was admitted on [DATE] with diagnoses which included dementia and anxiety.

An annual MDS assessment, dated 01/24/25, showed the resident's cognition was severely impaired with a
brief interview for mental status score of 99.

A review of Resident #4's profile sheet showed family member #1 as the resident's POA.

On 03/25/25 at 11:30 a.m., family member #1 stated in 2023 they had informed a nurse at the facility they did
not wish for the resident to receive any further vaccines of any kind. Family Member #1 stated during a care
plan meeting in October of 2024 they were informed the resident had received a flu vaccine the previous
day. Family Member #1 stated no one from the facility had called them to obtain consent before the vaccine
was given.

On 03/25/25 at 12:50 p.m., the DON stated Resident #4 did receive a flu vaccine in October of 2024. The
DON stated in 2023 the resident's POA had informed the MDS nurse the resident was not to receive any
further vaccines of any kind, but they failed to document it in the resident's record or inform anyone.
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