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On October 3, 2023, an unannounced on-site
visit was conducted at Seaside Rehab & Health
Care for the purpose of an investigation of
complaints #ME00044951 and #ME00045006. It
was determined that Seaside Rehab & Health
Care was not in substantial compliance with 42
CFR 483, Sub-part B-Requirements for Long
Term Care Facilities
F 727 RN 8 Hrs/7 days/Wk, Full Time DON F 727
SS=D CFR(s): 483.35(b)(1)-(3)

§483.35(b) Registered nurse

§483.35(b)(1) Except when waived under
paragraph (e) or (f) 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.

§483.35(b)(2) Except when waived under
paragraph (e) or (f) of this section, the facility
must designate a registered nurse to serve as the
director of nursing on a full time basis.

§483.35(b)(3) 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:

Based on record review and interviews, the
facility failed to use the services of a Registered
Nurse (RN) for at least 8 consecutive hours a
day, 7 days a week on 1 of 61 days reviewed for
RN coverage.

Finding:

On 10/3/2023, during review of Auguest and
September 2023 staffing records, it was
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discovered that there was no Registered Nurse
(RN) coverage on Saturday, 9/23/2023.

On 10/3/2023 at 10:15 a.m., during an interview
with the Director of Nursing (DON) she reviewed
the documentation and stated that she was
unaware of that information. The lack of RN
coverage on 9/23/2023 was confirmed at 10:20
a.m.
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