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F 0563 Honor the resident's right to receive visitors of his or her choosing, at the time of his or her choosing.
Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
or potential for actual harm record review, interview, and facility policy review, the facility failed to ensure residents had the right

to visitors per their preference. This affected one resident (#17) of three residents reviewed for
Residents Affected - Few resident rights. The facility census was 73.Findings Include: Review of Resident #17's record

revealed Resident #17 admitted to the facility on [DATE] with diagnoses including cerebral infarction
due to embolism of unspecified cerebral artery, chronic obstructive pulmonary disease, morbid obesity
due to excess calories, type two diabetes mellitus without complications, schizoaffective disorder
and polyneuropathy. Resident #17 was her own responsible party. Review of Resident #17's quarterly
Minimum Data Set (MDS) assessment dated [DATE] revealed the resident was cognitively
intact.Interview on 05/14/26 at 10:55 A.M. with Activities Manager #11 confirmed there had been an
incident about a month ago with Resident #17 and her friend while attending a facility activity (bible
study). After the event, multiple residents complained about how Resident #17's friend acted in the
bible study. Activities Manager #11 and the Executive Director spoke to Resident #17's son who did
not know who the resident's friend was. Resident #17's son approved the facility to contact the
resident's friend and inform her that she was no longer to visit Resident #17, and the resident's son
requested facility staff not to inform Resident #17 of the conversation. Activity Manager #11
confirmed she contacted Resident #17's friend and informed her of the facility decision. Interview on
05/14/26 at 11:49 A.M. with Resident #17 revealed she would like her friend to still be able to visit,
stating she could still visit and they just wouldn't go to the bible study anymore. Interview on

05/14/26 at 2:18 P.M. with the Director of Nursing (DON) verified Resident #17 did not have a power
of attorney (POA) to make decisions on her behalf. The DON reported Resident #17's son was her
advocate and emergency contact.Review of the facility policy titled, Visitation, dated October 2022,
stated the facility will provide reasonable access to a resident by any entity or individual that provide
health, social, legal, or other services to the resident, subject to the resident's right to deny or
withdraw consent at any time.This violation represents non-compliance investigated under Complaint
Number 2990541.

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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