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F 0578

Level of Harm - Actual harm

Residents Affected - Few

Honor the resident's right to request, refuse, and/or discontinue treatment, to participate in or refuse to 
participate in experimental research, and to formulate an advance directive.

46453

Based on South Dakota Department of Health (SD DOH) facility-reported incident (FRI) review, interview, 
and document review, the provider failed to ensure one of one resident's (1) right to refuse a vaccination was 
honored. Failure to do so resulted in the resident receiving the vaccine and voicing feelings of frustration as 
she was not able to make her own decision. This citation is considered past non-compliance based on 
review of the corrective actions the provider implemented immediately following the incident. 

Findings include:

1. Review of the provider's 10/22/24 SD DOH FRI and resident 1's electronic medical record revealed:

*There was a COVID-19 vaccination clinic at the facility on 10/22/24.

*Licensed practical nurse (LPN) D told resident 1 that you can't refuse it when she referenced the COVID-19 
vaccine.

*The resident was upset and asked, 'I can't even make my own decisions?'

*The resident was given the vaccine after voicing that she did not want the vaccine.

*Resident 1's power of attorney (POA) declined the COVID-19 vaccine on 9/11/24.

*LPN D misread the vaccine declination form and mistakenly thought that resident 1's POA consented for 
resident 1 to receive the COVID-19 vaccine.

*Facility staff were re-educated on resident rights.

2. Interview on 11/26/24 at 1:18 p.m. with resident 1 revealed:

*When asked if staff allow her to make choices about her life that matter to her, she stated, You have to do 
what they say.

(continued on next page)
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*She was able to recall the incident with the COVID-19 vaccine and expressed her frustration verbally by 
saying, I felt like I couldn't make any decisions for myself, and physically by grimacing.

*She said that LPN D insisted on giving her the vaccine, stating that her family wanted her to receive the 
vaccine.

3. Interview on 11/26/24 at 2:12 p.m. with LPN D revealed:

*To prepare for the vaccination clinic, she printed a resident list and marked which residents had a 
vaccination consent form on file.

*She misread resident 1's form and mistakenly thought that the resident's POA had consented for her to 
receive the COVID-19 vaccine.

*She confirmed that resident 1 verbalized that she did not want the vaccine.

*She told the resident that her family wanted her to receive the vaccine.

*Resident 1 brought herself to the vaccine station and received the COVID-19 vaccine.

*After it was discovered that resident 1 received the unwanted vaccine, she received verbal education about 
resident rights and double-checking orders and consent forms if a resident refused.

*She was also assigned additional online education about resident rights and their abuse/neglect policy.

4. Interview on 11/26/24 at 2:43 p.m. with social services designee C revealed:

*She noticed that resident 1 was upset and asked what was going on.

*The resident told her about having received the COVID-19 vaccination when she did not want to.

*She immediately informed director of nursing (DON) B about the situation.

*They contacted resident 1's POA to explain the situation and the POA verbalized acceptance that she had 
received the vaccine.

*She worked with DON B to conduct a facility-wide audit to determine if there were any other vaccination 
errors.

-They did not find any other errors.

*All staff were assigned additional online training about resident rights and the abuse/neglect policy.

*Resident 1 had not verbalized any further frustrations regarding the incident.

(continued on next page)
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5. Interviews with other residents throughout the survey revealed no other concerns regarding resident rights 
and choices.

6. Interviews with other staff members throughout the survey revealed appropriate follow-up actions about 
resident refusals and resident rights were completed.

7. Interview on 11/26/24 at around 3:30 p.m. with administrator A and DON B revealed:

*An investigation was initiated immediately to determine the extent of the situation.

*LPN D was suspended pending the investigation.

*No other vaccination errors were identified.

*They determined that LPN D made a medication error.

*LPN D, along with all staff, were re-educated about resident rights and how to respond to a resident if they 
refuse a service.

8. Review of staff training records revealed all staff were assigned and re-educated about resident rights and 
the provider's abuse/neglect policy.

9. The provider's implemented actions to ensure the deficient practice does not reoccur was confirmed on 
11/26/24 after record review revealed the facility had followed their quality assurance process, education was 
provided to all staff about resident rights, and interviews revealed staff understood the education provided 
regarding those topics.

Based on the above information, non-compliance at F578 was discovered on 10/22/24, and based on the 
provider's implemented corrective actions for the deficient practice confirmed on 11/26/24, the 
non-compliance is considered past non-compliance.
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