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F 0564 Inform each resident of hisor her visitation rightsand ensurethat all visitorsenjoy

equal visitation privileges.

Level of harm - Minimal **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual | Based on record review, family and staff interviews, and review of the facility posting Coronavirus Guidance, the facility

harm failed to allow a[MEDICATION NAME] care visit by family for 1 of 3 residents (Resident #1) reviewed for end of life care.
Findingsincluded: A facility posting titled Coronavirus Guidance- Visitation Restriction at This Time, last updated [DATE] was
Residents Affected - Few | reviewed. The posting read in part: Visitation will only be arranged if patient isat End of Life and must be

scheduled in advance Resident #1 was admitted to the facility on [DATE] and expired at the facility on [DATE]. Her
[DIAGNOSES REDACTED] .#1 had aMedicare/ 5-day Minimum Data Set ((MDS) dated [DATE] which revealed moderate
impairment for

decision making. A telephone interview was completed on [DATE] at 11:57 AM with afamily member of Resident #1. The family
member expressed they were notified on [DATE] that Resident #1 was not doing well. The family member asked if they could
visit Resident #1 and was informed by facility staff due to Resident #1 being on the Covid Unit, visitation was not

allowed. The family member could not recall who they spoke with at the facility. An interview was completed on [DATE] at

12:15 PM with Nurse #1. She stated she was familiar with Resident #1 and was her assigned nurse during her decline and
subsequent death at the facility. Nurse #1 verbalized she communicated with Resident #1's family viatelephone calls. Nurse #1
expressed she did not offer [MEDICATION NAME] care visitation to Resident #1's family due to being informed by the Covid Unit
Manager [MEDICATION NAME] care visits were not an option for residents on the Covid Unit. Nurse #1 voiced she was

present with Resident #1 when she expired. An interview was completed on [DATE] at 12:32 PM with the Covid Unit Manager. He
stated he was familiar with Resident #1. He explained he was not aware of the guidance regarding [MEDICATION NAME] care
visitation on the Covid Unit. The Covid Unit Manager voiced he only heard of [MEDICATION NAME] care visitation today
([DATE]). He communicated Resident #1's family was not offered or allowed a[MEDICATION NAME] care visit during her
decline and subsequent death at the facility. An interview was completed on [DATE] at 12:45 PM with the Director of Nursing
(DON).

She explained she was familiar with Resident #1 and voiced she had arapid decline. The DON communicated residents that

were transitioning to end of life, whether on Hospice or not, should be offered [MEDICATION NAME] care visitation. The DON
verbalized at end of life the family should be allowed to see their loved one. The DON was not certain asto why a
[MEDICATION NAME] care visit was not offered to the family of Resident #1.
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