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Administer the facility in a manner that enables it to use its resources effectively and efficiently.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 33955

Based on interview and record review, the facility failed to ensure a licensed nursing home administrator was 
employed by the facility. The facility census was 62.

Review of the most current Facility Assessment, dated [DATE], showed the following:

-Licensed beds: 109;

-Average daily censes: 53;

-23 residents required extensive assistance of two or more staff for activities of daily living (ADLs);

-Services required: assistance with ADLs, transfers, ambulation, restorative nursing, bowel and bladder 
training programs, incontinence prevention and care, catheter and colostomy care, pressure injury 
prevention and care, managing medical conditions and medication related issues, medication administration, 
pain assessment and management, physical, occupational, speech and respiratory therapy, management of 
braces and splints, nutrition, specialized diets, intravenous nutrition, tune feeding, person centered, directed 
care, psychosocial and spiritual support and dementia specialized care;

-Administrative staff personnel required: administrator, human resource director, social services director, 
accounting director, clerical and medical records.

Review of the facility's Administrator Job Description policy, dated [DATE], showed the following:

-Must possess a current Health Facility Administrator's license from the State of Missouri;

-Knowledge of long-term care management, policies, budgeting, personnel management, and census 
development is required.

During an interview on [DATE] at 2:30 P.M., the Director of Accounting said the facility did not currently have 
a licensed administrator.

During an interview on [DATE] at 3:35 P.M., the Board of Director's [NAME] President said the following:
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-The Human Resources Director took care of the day to day activities at the facility;

-The Board of Directors took care of writing checks to pay bills;

-She went to the facility to be involved with the issues in the facility and help as needed.

During an interview on [DATE] at 9:55 A.M., the Human Resources Director said the following:

-The facility did not currently have a licensed administrator;

-The previous administrator resigned [DATE];

-The Human Resources Director had a temporary emergency license that expired on [DATE];

-He was taking care of the daily needs of the facility and addressed issues when brought to him.
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