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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0837 Establish a governing body that is legally responsible for establishing and implementing policies for
managing and operating the facility and appoints a properly licensed administrator responsible for managing
Level of Harm - Minimal harm the facility.

or potential for actual harm
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 39026
Residents Affected - Many
Based on observation and interviews, the facility failed to appoint an Administrator, who is responsible for the
Note: The nursing home is management and daily operation of the facility.

disputing this citation.
The findings included:

On 11/25/24 upon entrance to the facility at 8:45 AM, the surveyor was greeted by the Assistant
Administrator. When asked where the Administrator was the surveyor was told that the Administrator was on
vacation this week. The Assistant Administrator was asked if she had her Nursing Home Administrator's
license, and she stated she is waiting to take the test. The license in the facility is the Administrator's license.

On 11/25/24 at 10:45 AM, the surveyor was contacted by the Administrator via telephone. The Administrator
stated that he lives in [NAME], but he is in contact with the facility every day by emails and phone calls. He
further stated that he is usually in the building 2-3 days a week, he has been the Interim Nursing Home
Administrator since September 2024 and has been a licensed Nursing Home Administrator since November
2023.

On 11/25/24 at 12:15 PM, an interview was conducted with the Regional [NAME] President. She stated that
she lives local and comes to the facility weekly. She is also a licensed Nursing Home Administrator. She
stated they are waiting for the Assistant Administrator to obtain her license to become the Nursing Home
Administrator.

The interviews with the Administrator and Regional [NAME] President revealed that the facility does not have
a licensed Nursing Home Administrator overseeing the day-to-day operations of the facility, due to the
Interim Nursing Home Administrator only being in the facility 2-3 days out of 7 days per week.
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