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©z841| 408.823( ) FS In-person Visitation cz841
88=E
{1) This section applies to .
centers as defined in s. 393.063,

hospitals licensed under chapter 395, nursing
home facilities liconsed under part Il of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care faciliies for the

.\ . licensed and certified
under part VIIl of chapter 400, and assisted living
facilities licensed under part | of chapter 429.

(2){a) No later than 30 days after the effective
date of this act, each provider shall establish
visitation poticies and procedures. The poticies
and procedures must, at a minimum, include

control and education policies for
visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors, which must meet or exceed
the standards in ss. 400.022(1)(b) and 429.28(1)
{d), as applicable; and designation of a person
responsible for ensuring that staff adhere to the
policies and procedures, Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and

procedures must allow consensual physicat
contact between a resident, client, or patient and
the visitor.
(b} Aresident, client, or patient may designate a
visitor who is a family member, friend, guardian,
or other individuat as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours dally in
addition to any other visitation autherized by the
provider. This section does not require an
essential caregiver to provide necessary care fo a
resident, client, or patient of a provider, and
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providers may not require an essential caregiver
to provide such care,

{c) The visitation policies and procedures
required by this section must aliow in-person
visitation in all of the following circumstances,
unless the resident, client, or patient objects:

1. End-of-life situations.

2. Aresident, client, or patient who was iving with
family before being admifted to the provider 's
care is struggling with the change in environment
and lack of in-person family support.

3. The resident, client, or patient is making one or
more major medical decisions.

4. Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently

5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
previously provided by a family member or
caregiver.

6. Aresident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitats, childbirth, including labor and
delivery.

8. patients.

(d} The policies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the
visitor violates the provider's policies and
procedures.

{e) The providers shall provide their visitation
policies and procedures to the agency when
applying for initial licensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.
{fy Within 24 hours after establishing the policies
and procedures required under this section,
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providers must make such policies and
procedures easily accessible from the homepage
of their websites.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview the
facitity fatled to ensure the visitation policy
included controf education for visitors,
allowed for consensual physical contact between
the resident and their visitor, and designated a
person responsible to be for ensuring staff
adhered to the visitation policies. In addition, the
visitation policy failed to ensure residents on

. or positive for Covid-19 would be
allowed to continue to receive visitors within the
facitity. This has the potential to affect all
residents in the facility who receive visitors.

The findings include:

A review of the undated facility Visitation Policy
revealed the policy did not contain any

control education for visitors except stating
hygiene should be performed by the resident and
the visitors before and after contact. The policy
did not mention atfowing consensual physical
contact or the person responsible for ensuring the
staff adhere to the visitation policy. The policy
also indicates indoor visitation would not be
alfowed for and

residents in | or positive for Covid-19.

A copy of the Visitation Policy (undated) was
reviewed with the Administrator on at
1:19 PM. She confirmed the policy indicates
indoor visitation would not be aliowed for

and residents in
. or positive for Covid-19 and does not
include control education for visitors,
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except for washing expectations,
consensual physical contact or the designation of
the person responsible for ensuring staff adhere
to the policies and procedures. She stated this
was the most up to date policy for the facility.
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