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483.30(b) WAIVER-RN 8 HRS 7 DAYS/WK, 
FULL-TIME DON

Except when waived under paragraph (c) or (d) of 
this section, the facility must use the services of a 
registered nurse for at least 8 consecutive hours 
a day, 7 days a week.

Except when waived under paragraph (c) or (d) of 
this section, the facility must designate a 
registered nurse to serve as the director of 
nursing on a full time basis.

The director of nursing may serve as a charge 
nurse only when the facility has an average daily 
occupancy of 60 or fewer residents.

This REQUIREMENT  is not met as evidenced 
by:

F 354

 Based on record review and interview, the facility 
failed to have a Registered Nurse (RN) for at 
least eight consecutive hours per day to provide 
skilled nursing services for eleven residents (R16, 
R18-R27).  R16 is one of 13 sampled residents.  
R18-R27 are ten residents on the supplemental 
sample.

The finding includes:

On 10/28/15 at 10:30 A.M. E1, Administrator 
provided the staffing schedule for the month of 
October 2015. The following days a Registered 
Nurse (RN) was not present for total of 8 
consecutive hours:  On 10/10/15 an RN worked 
only 7.5 hours, 10/11/15 an RN worked only 7.5 
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hours and on 10/17/15 an RN worked 7.43 hours.

E2, the Director of Nurses (DON) acknowledged 
on 10/29/15 at 11:06 AM  that the facility did not 
have an RN on duty for eight consecutive hours 
per day on October 10, 11 and 17, 2015.  
According to the staffing information provided by 
E1, the facility averaged 11 skilled care residents 
on October 10th and 11th and 8 skilled care 
residents on October 17, 2015.

E2, Director of Nursing stated on 10/30/15 at 9:45 
AM confirmed R16 and R18 through R27 
received skilled therapy services.

F 458

SS=B

483.70(d)(1)(ii) BEDROOMS MEASURE AT 
LEAST 80 SQ FT/RESIDENT

Bedrooms must measure at least 80 square feet 
per resident in multiple resident bedrooms, and at 
least 100 square feet in single resident rooms.

This REQUIREMENT  is not met as evidenced 
by:

F 458

 Based on observation and record review, the 
facility failed to provide at least 80 square feet of 
space per resident in 36 of 36 double occupancy 
bedrooms on 2 of 3 resident living corridors in the 
facility.  This affects nine residents (R1, R4, R5, 
R6, R8, R10, R11, R14 and R17) in the sample of 
13 and 26 residents( R9, R12, R13, R18 and R28 
through R49) in the supplemental sample.

The findings includes:

The facility has 36 double occupancy resident 
bedrooms on the East and West corridor that are 
certified under Title 19 (72 Medicaid beds).  
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Historical documented room size measurements 
range from 72 to 79 square feet per resident bed.

The undersized residents rooms are 101 through 
118 and 201 through 218.  No concerns related to 
movement, safety or infection control were 
identified.  On 10/27/15 six of the undersized 
resident rooms were currently used for offices.

According to the facility Resident Room Roster 
dated 10/27/15,  R1, R4, R5, R6, R8, R10, R11, 
R12, R13, R14, R17, R18, and R28-R49 reside in 
the undersized resident rooms.
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