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“In our review, the 
great majority of 
shared sites have the 
right administrator in 
the right community 
and when the 
administrator of 
record plans 
accordingly; is 
available, physically 
present onsite, 
establishes 
communication 
systems, is engaged 
and meets the 
leadership challenges 
effectively at both 
sites. A shared 
administrator is not a 
good fit for all 
communities.  
 
July Board Discussion    

Period of Review for  
Shared Administrators: 

 January 1, 1999 to  
December 31, 2009  

 

In 1999, the first year of modern 
active board records,11 
administrators were shared involving 
22 facilities. This was under the 
shared administrator common 
ownership model.  

 
Administrator tenure plays a vital role 
in quality improvement and in 
successful shared administrator 
campuses. Of 25 permanently shared 
sites, the average Administrator 
tenure is 13.94 years. The longest 
continuous shared administrator has 
been the Administrator of Record 
since 1984.   
 
The ownership model utilizing a 
shared administrator more than any 
other governing board is the not for 
profit freestanding community home 
or 35% of all shared AOR’s.  
 
The average number of ‘five stars’ at 
a shared administrator facility is 
23.61    stars, with the state-wide 
average earning 23 stars, or slightly 
above average.  
 
Research clearly shows ‘engaged’ 
administrators create quality cultures 
for both residents and staff.  A shared 
site can be successful if engaged and 
on site but is not encouraged for 

facilities in transition.  

Recommendations 
 
 The Board will review the AAG 

drafted statute modifying 

Minnesota Statutes 144a. 04 as 

prepared in 2008 defining 

‘sufficient’.  

 As with the acting permit 

findings, the board will closely 

partner with MDH when 

administrator vacancies occur 

and the shared facility(s) are 

special focus facilities.  The 

board will consider partners in 

quality improvement to provide 

required direction and resources 

for successful turnaround care 

delivery systems.  

 The board should direct staff as 

to what information they 

require for review, at what 

frequency to maintain oversight 

of the Minnesota shared 

administrator of record.  

 The board will offer direction as 
to what best practices or 
guidance be offered to 
administrators engaging in 
shared administrator sites. 
Assignment should be made to 
review current nonbinding 
suggested best practices or to 
proceed to formal rule/statute 
revision. The board created Best 
Practices for Shared 
Administrators is included in 
this packet.  
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Statutory Background and History:  
 

The Federal Requirement (42 CFR 483.75 F 490) 

requires a skilled or certified board and care 

facility be ‘administered in a manner that enables 

it to use its resources effectively and efficiently 

to attain or maintain the highest practicable 

physical, mental and psychosocial well being of 

each resident. The Governing Board appoints the 

administrator who is ‘licensed by the state and 

responsible for the management of the facility’.   

 

Until July 2001, Minnesota law pertaining to 

shared administrators was two nursing homes 

under common ownership or management 

pursuant to a lease or management contract 

having a total of 150 beds or less and located 

within 75 miles of each other may share the 

services of a licensed administrator if the 

administrator divides the full-time work week 

between the two facilities in proportion to the 

number of beds in each facility. 

 

In the absence of rules adopted by the 

commissioner governing the division of an 

administrator’s time between two nursing homes, 

the administrator shall designate and post the 

times the administrator will be on site in each 

home on a regular basis. The nursing home may 

employ as its administrator the administrator of a 

hospital licensed pursuant to sections 144.50 to 

144.56 if the individual is licensed as a nursing 

home administrator and meets the stated 

qualifications. 

 
Pursuant to section 144a.20 and the nursing 

home and hospital have a combined total of 150 

beds or less and are located within one mile of 

each other the nonproprietary retirement home 

having fewer than 15 licensed nursing home beds 

may share the services of a licensed 

administrator with a nonproprietary having fewer 

than 150 licensed nursing home beds, that is 

located within 25 miles of the retirement home. 

A nursing home which is located in a facility 

licensed as a hospital pursuant to sections 144.50 

to 144.56, may employ as its administrator the 

administrator of the hospital if the individual 

meets minimum education and long term care 

experience criteria set by rule of the 

commissioner of health. 

 

Nationally, three states followed similar 

legislative paths as Minnesota’s ‘shared 

administrator’ promulgated in July, 2001.  North 

Dakota and Nebraska created similar legislation 

based on facility outcomes rather than the former 

language with a prescriptive number of total 

shared licensed beds, common ownership and 

limiting distance between shared facilities.  Ohio 

instituted shared administrator licensure at nearly 

the same time as Minnesota but with more 

definition to ‘sufficient’ with a statement of 

expectations as to time spent at the respective 

facilities.  

 

Utilization factoids for the Minnesota 
Shared LNHA 

 

The longest administrative tenure is at St. 

Elizabeth’s, Wabasha with a start date for 

Thomas Crowley, on January 1, 1984. This 

particular campus has multiple services with the 

LNHA requesting a duplicate license for other 

LTC services on the same site.  

 

Two campus settings request a duplicate license 

under one non-profit ownership. Both LNHA’s 

request a duplicate license for the same physical 

location, however, they serve various programs.  

We have interpreted the law that they would not 

need a duplicate license, but have allowed the 

continued request for a duplicate license to be 

honored.  

 

Since January 1, 1999, three Administrators 

currently remain at the same sites. One of the 

three is a true shared administrator serving 

Fairfax and Redwood Falls, twenty two miles 

apart since January, 1, 1989. Both facilities have 

the same owner(s). The other two sites have 

shared services primarily on the same campus, or 

physical location.  
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The board does not inquire if the requested 

shared assignment will be permanent or 

temporary; however, it appears that, of the 

current assignments, 25 of 29 (86%) have 

employed a shared administrator for more than 

one year, implying these are permanent 

leadership approaches for these campuses.  

 

Of those 25 shared sites, the average 

Administrator tenure is 13.94 years. The longest 

continuous shared administrator sites date to 

1984 and 1987, respectfully.   

 

There has been one shared administrator site 

employing a new graduate/licensee as the AOR 

as their first assignment in administration.  This 

occurred twice successively with one newly 

hired LNHA employed for 13 months and the 

other LNHA for six months. This shared site has 

one facility currently identified as a Special 

Focus Facility.   

 

Since 2001, the shared administrator has been 

used for twenty (20) temporary assignments.  

This is typically a neighboring community who 

needs additional time to hire a full time 

administrator. There are four (4) additional 

shared administrator assignments where the 

second facility is now closed.  

  

In the temporary shared administrator 

assignments, eight shared sites have returned to a 

single administrator to lead one site only. 

Anecdotal comments from those administrators 

indicate the sites needed more attention to 

regulatory and staffing issues with a daily 

presence and increased administrative focus 

necessary.  

 

One administrator was shared at three different 

sites for less than six months. This occurred 

primarily as one of the three facilities was ‘for 

sale’ and was intentionally a temporary 

assignment. Current rules do not limit the 

number of sites to which an administrator may be 

assigned.    

 

Stratis Health, the Minnesota Quality 

Improvement Organization reviewed factors 

most apt to set the stage for quality 

improvement; Administrator tenure and team 

work were associated with allowing the stage to 

set for the possibility of improvement.  

 

Number of total beds at both sites:  
 

Previous language in 2001 required no more than 

150 nursing home (SNF) beds for a shared 

administrator with a common owner; since 2001 

only two sites have requested a shared 

administrator exceeding the 150 bed definition 

previously imposed.  Colonial Acres totaled 126 

SNF beds and Bethany Covenant, 56 SNF beds 

with Paula Sparling as the LNHA and GSS-

Brainerd which has two separate campuses 

totaling 194 SNF beds with Michael Deuth as 

AOR on 12/31/2009. The changing paradigm of 

long term care suggests fewer skilled beds, more 

assisted living and home and community based 

services. A former ‘beds’ indicator for 

operational size and complexity no longer 

applies. Rather the indicator of the number of 

units/clients served across the spectrum is a 

larger gauge of operational significance. A 

flattened managerial hierarchy in long term care 

reinforces the administrator/leader creating a 

closer client relationship than typical in an acute 

care setting.  
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Previous Requirements for a Shared Administrator:  

 

Distance between both sites:  
 

Previous language in 2001 required no more than 75 miles separating the two shared sites by one 

Administrator of Record. As of 07/01/2010, there are no permanent or temporary sites greater 

than 75 miles in distance utilizing one administrator.  From 2001 to current, there have been four 

temporary shared administrators with distances as shown in Table 1:  
Name  Dates from/to         Facility Distance-miles 

Rocheleau, Paula  2/1/2002-3/31/2007 Pierz Villa, Inc, Pierz  

 3/15/2007-7/25/2007  Lakeview Home-CLOSED 8/31/2007, Heron Lake 162 

 6/1/2007-2/5/2008 Colonial Manor Nursing Home, Lakefield 12.3 

Gubbels, Joseph 6/20/2001-current Golden LivingCenter - Bloomington, Bloomington     

 2/17/2008-3/5/2008 Golden LivingCenter – Whitewater, St. Charles 106 

Swanson, Kari 12/18/1997-12/31/1999 Kelliher Care Center, Kelliher  

 7/1/1999-10/26/2000 Midway Care Center, Fosston 82.4 

 3/1/2001-10/1/2007       Kelliher Care Center-CLOSED 9/30/07 (to ALU), Kelliher  

 3/1/2001-6/30/2010 Midway Care Center-CLOSED SNF 7/1/2010, Fosston 82.4 

Kjos, Todd 9/1/1977-current Viking Manor Nursing Home, Ulen  

 3/5/2009-6/26/2009 Mille Lacs Health System, Onamia 176 

 
 

Ownership   
 
Previous language in 2001 required common ownership.  Many of the temporary shared 
administrators have not been common owners, rather based on geography or a neighboring 
facility sharing their licensed administrator until a permanent administrator could be hired.  Of 
the five of 25 shared permanent assignments who are not common ownership, all five are not 
for profit.  This would typically be two smaller municipal, church or community non-profit 
facilities in rural Minnesota, sharing the licensed Administrator for a short duration of time.   
One administrator is uniquely shared by a community owned facility and the other site is a 
national not for profit organization (EVGSS).  
 
As December 31, 2009: (Table 2)  
 
(Table 2)     Shared Administrators: 

Ownership Number of Shared LNHA    Five Star Average  

1. Not for Profit National 
Corporation 

           8 (32%) 24.25 

2. Profit National Corporation             1 (3.5%) 21 
3. Not for Profit Freestanding            9 (36%) 25.72 

4. Profit Small Multi-state based            7 (28%) 23.5   

 
Minnesota average Five Star is “23” 
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Suggested Revised Statutes  
 
In 2008, the BENHA reviewed existing statutes as 

the Minnesota Department of Health reviewed 

their rules and statutory changes for skilled 

facilities. The following drafted language did not 

advance but will be reviewed when significant rule 

revision is necessary.  

 

Statute 144A.04 ADMINISTRATOR 

QUALIFICATIONS.  Minnesota Department of 

Health Statutory Authority.  

Each nursing home must employ an administrator 

who must be licensed or permitted as a nursing home 

administrator by the Board of Examiners for Nursing 

Home Administrators. The nursing home may share 

the services of a licensed administrator. The 

administrator must maintain a sufficient on-site 

presence in the facility to effectively manage the 

facility in compliance with applicable rules and 

regulations. The administrator must establish 

procedures and delegate authority for on-site 

operations in the administrator's absence, but is 

ultimately responsible for the management of the 

facility.  Each nursing home must have posted at all 

times the name of the administrator and the name of 

the person in charge on the premises in the absence 

of the licensed administrator.  

144a.201  BENHA MS 144A. 18 to 144A.28.  This 

new statute seems appropriately inserted after 

Administrator Qualifications (144A.20) OR after 

Administrator Licenses (144A.21) 

 

New language 144A.201 

Subd. 1.  Shared Administration of Facilities.  A 

licensed administrator may be the administrator 

of record at two nursing homes. An 

administrator may obtain a permit to serve as 

the administer of record for a third facility by 

completing an application supplied by the Board 

and submitting to the Board proposed written 

policies on the delegation of authority and 

communication for staff, residents and family 

members.  If the proposed written policies are 

satisfactory, as determined by the Board, the 

Board shall issue a 6 month renewable permit. 

Subd. 2. Shared Administration Requirements.  

An Administrator who serves as the 

administrator of record for more than one 

facility must complete the current 

responsibilities of the administrator, create and 

post a written policy on the delegation of 

authority for each site, develop a 

communication plan for staff, residents and 

families identifying at a minimum, contact 

information for the administrator of record 

during normal business hours at each site. The 

administrator is ultimately responsible for the 

management of both facilities.     
  

Original Board Directive 
  

The October 21, 2009, BENHA meeting directive 

included:  “Full discussion of the concerns from a 

recent letter were discussed regarding a) acting 

permits, b) shared administrator assignments, and c) 

time spent at facilities. All three are valid concerns 

and it was concluded that the Board will study these 

areas more thoroughly, even though current rules 

are not being violated in any of the cases noted. The 

board offered direction to continue discussion at 

each meeting, offering additional and sufficient data 

to draw conclusions on the impact on quality 

measures. The board will then track measurements 

to determine whether rule changes should be made” 
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Best Practices for Shared Administrators 
 
The following areas were identified as best practices from shared administrators currently 
serving in those roles. For the most part, all practices are beneficial whether in solo or a shared 
campus. Although not written into formal rule, the guidelines are used as contemporary 
community standards at this time. Discussions held by the board include: 
 

 Be Available: residents, family and staff must know the Administrator as research states 
the administrator plays the most ‘central role’ in creating successful daily operations.  
Daily contact is optimal, although some smaller campuses are successful with strong 
managers that provide less than daily contact.   
 

 Be Visible: Use of Management By Walking Around (MBWA) –relationship building is key in 
long term care administration. The art of ‘rounding’ (or other terms) used to review 
quality improvement through specific objectives has emerging evidence to the science 
aspect of administrators both performing specific quality environmental rounds, while 
informally engaging staff and resident satisfaction.  
 

 Gain Initial support by management team; Feedback by successful shared administrators 
suggests that both the existing and the new team must be willing to accept new 
responsibilities and support the role of a shared administrator for both facilities to be 
successful. The administrator needs to promote and develop leadership skills of the 
management team and key staff.   The administrator must enable training and delegation 
to those emerging leaders. The “Domains of Practice” or the knowledge, skills and tasks 
core competencies of the administrator are available on the BENHA website and virtually 
all of the listed aspects can be delegated when training occurs.  Management teams are 
successful when the administrator supports, educates and develops mutual trust with 
those team members. 
 

 Enhance the use of technology to support team communication; Administrators inform us 
that some are capable of reviewing the electronic medical record for significant changes.  
Others use email, telephone, or a web cam for daily stand up meetings.  Use of cellular 
phone or other electronic means for both sites to contact the Administrator of Record, as 
needed.  Establish communication expectations of critical, emergent communiqués but 
also establish boundaries for essential, standard operational issues.  The board 
understands the 24/7/365 day operational status and the need to create non-work life 
balance for long term success.  
 

 Delegation of Authority; clearly define who is in charge in your absence and what 
specific tasks are delegated.  Nearly all tasks can be delegated, but it needs to be clear 
to the team as to who has the delegated responsibility for specific roles.  The 
Administrator remains ultimately responsible for ‘ensuring’ the completion of the NAB 
Domains of Practice.  Administrators at shared positions receive a copy of the NAB 
Domains of Practice which lists the acceptable and prevailing practice standards.   
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Minnesota Department of Health Rules 4658.0060 also lists the responsibilities for the 
Minnesota Administrator which should be reviewed and specifically determined what does 
the administrator view as delegable or retained at the LNHA authority level.  The 
Delegation of Authority needs to be written and shared for family, resident and staff.  
 

 Joint Opportunities:   Consider the potential of the human and technical resources at 
both sites to promote new programming by joint strategic planning, shared expertise, 
temporary job assignment sharing for open management positions, internal quality 
assurance audit and peer review.   

    
Board Expectations to meet the professional conduct and conform to meet the minimum 
standards of acceptable and prevailing practice:  
 

o An administrator will be the lead individual involved in the CMS compliance 
surveys, unless the administrator is on vacation, etc.  No other staff member more 
fully understands both the clinical and non-clinical operations than the LNHA. The 
Administrator core competencies clearly list minimum understanding of all 
resident care and quality of life.  The AOR must ensure administrative oversight of 
the survey process, and the formal response to the survey results.  Clearly, 
delegation of the response and collaboration is necessary, but the AOR should be 
the final signature of the final response.   
 

o VAA Reporting system - ensure the internal system operates effectively with the 
current laws of the state of Minnesota. 
 

o Quality Assurance: Quarterly meeting attendance is required by MDH rules for the 
Administrator.    Continuous Quality Improvement is a challenge and to be 
successful requires the skill set of the LNHA to move the facility team forward in 
new opportunities.  

 
‘Just Cause’ Philosophy:  The board strives for a culture that balances the need for a non-
punitive learning environment with an equally important need to hold persons accountable for 
their actions.  The board understands human errors in a community environment and the daily 
judgments that must be performed by educated, prepared staff members, including 
administrators with reasonable protection of residentially based elder services.  The Just Cause 
philosophy attempts to distinguish between human error, at risk behavior and intentional risk 
behavior.  



 

Detailed Summary of facilities that employed a Shared 

Administrator between July 1, 2009 and December 31, 2009 
 

 Licensee Lic #  Facilities Start date SNF NF 
Distance 
between 
Facilities 

Per
man
ent 
= P 

Five Star 
State Avg 

23 

1 Crowley, Thomas 990 St. Elizabeth Medical Center, Wabasha (dup) 1/1/1984 100  0 P 26 

 3  St. Elizabeth’s Hospital, Wabasha 1/1/1984 0    X 

2 Hokanson, Timothy 2064 Mount Olivet Home, Minneapolis 6/1/1987 153  0 P 29 

 3  Mount Olivet Careview Home, Minneapolis (dup) 6/1/1987  94   23 

3 Sandmann, Judith 1601 Fairfax Community Home, Fairfax (dup) 1/1/1989 65  22.3 P 22 

 4  Wood Dale Home, Redwood Falls 1/1/1989 60    22 

4 Atchison, Barbara 2056 South Shore Care Center, Worthington (dup) 10/1/1993 88  1.8 P 22 

 4  Crossroads Care Center, Worthington 4/1/1999 64    23 

5 Ward, Wayne 1086 Auburn West, Waconia 5/10/1999 33  11.6 P 26 

 3  Auburn Manor, Chaska (dup) 5/10/1999 61    23 

6 Sparling, Paula 1788 Colonial Acres Health Care Center, Golden Valley 5/4/1998 126  11.1 P X 

 1  Bethany Covenant, Minneapolis (dup) 8/27/2001 56 10   24 

7 Brewer, William 3767 Lakeview Good Samaritan Center, Glenwood 1/13/2005 47  24 P 26 

 1  Hoffman Good Samaritan Center, Hoffman (dup) 1/13/2005 45    28 

8 Fischgrabe, W. Dru 2405 Franklin Healthcare Center, Franklin 11/7/2004 52  30 P 21 

 2  Wabasso Health Care Center, Wabasso (dup) 11/7/2004 44    21 

9 Hildebrandt, Theresa 3239 Waterville Good Samaritan Center, Waterville (dup) 5/15/2004 48  35 P 26 

 1  Grandview Good Samaritan Center, St. Peter 5/15/2004 55    18 

10 Luitjens, Paul 3590 Clarkfield Care Center, Clarkfield 7/13/2001 60  45 P 29 

 3  Colonial Manor of Balaton, Balaton (dup) 6/14/2004 28    28 

11 Swoboda. Timothy 2457 Good Samaritan Society - Mountain Lake 1/19/1998 66  40 P 29 

 1  Good Samaritan Society - St. James (dup) 9/8/2008     27 

12 Broich, James 2378 Parkview, Belview  6/13/2005 35   P 32 

 3  Gil-Mor Manor, Morgan (dup) 4/1/2007 40    27 

13 Mueller, Beverly 3399 Koronis Manor, Paynesville 7/28/2005 63  18 P 26 

 3  Hilltop Care Center, Watkins (dup) 7/28/2005 60    28 

14 Fuglie, Dwight 597 Twin Valley Living Center, Twin Valley 1/1/1980 72  32 P 27 

 4  Halstad Living Center, Halstad (dup) 8/5/2005 59    26 

15 Hagemeyer, Randal 2050 Birchwood Care Home, Minneapolis 2/2/1987  60 8.2 P 20 

 4  Bywood East Health Care, Minneapolis (dup) 1/1/2006  
10
5 

 
 19 

16 Campbell, Dawn 3528 Luther Memorial Home, Madelia 1/12/2004 71  25 P 22 

 3  
Fairmont Medical Center - Mayo Health System, 
Fairmont (dup) 

7/10/2007 40   
 18 

17 Samuelson, Philip 3632 Good Samaritan Society - Pipestone 6/7/2004    P 26 

 1  Edgebrook Care Center, Inc., Edgerton (dup) 7/31/2007     28 

18 Malone, Angela 3375 Oakland Park Nursing Home, Thief River Falls 7/1/1998 52   P 19 

 3  Hillcrest Senior Living, Red Lake Falls (dup) 4/1/2008 55    26 

19 Swalve, Lloyd 1919 Caledonia Care & Rehab, Caledonia 4/4/1994 50  58.23 P 29 

 4  Ostrander Care Center, Ostrander (dup) 6/2/2008 35    31 

20 Dahl, Robert J. 2296 Viewcrest Health Center, Duluth 6/16/2008    P 26 

 4  Franciscan Health Center, Duluth (dup) 6/16/2008     23 

21 Swanson, Kari 3303 Cornerstone Nursing & Rehab Center, Bagley (dup) 9/1/2008    P 21 

 4  Midway Care Center, Fosston 3/1/2001     X 

22 Deuth, Michael 2735 Good Samaritan Society - Bethany, Brainerd (dup) 11/25/2008 152  5 P 20 

 1  Good Samaritan Society - Woodland, Brainerd 07/20/1999 42    25 

23 Wepplo, Nancy 3272 Good Samaritan Society - Windom 9/03/2006   25 P 20 

 1  Good Samaritan Society - Westbrook (dup) 12/1/2008     24 
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24 Gemar, Maren K. 3972 Good Samaritan Society - Pelican Rapids 12/16/2008    P 23 

 1  Good Samaritan Society – Barnesville (dup) 12/16/2008     23 

25 Rau, Robert 2655 St Mary's Home/Franciscan Health Community, St. Paul 1/14/2008    P 28 

 3  Our Lady of Good Counsel Home, St. Paul 2/12/2009     X 

26 Barnes, Deborah M. 2303 Parker Oaks, Winnebago 9/3/2008 50  25  24 

   Parkview Care Center, Wells 4/2/09 55    24 

27 Wiesner, Susan 3310 Samaritan Bethany Heights, Rochester 11/1/1998     26 

   Samaritan Bethany Home on Eighth, Rochester 6/11/2009     24 

28 Haefner, Michelle 3351 Bethesda Heritage Center, Willmar 11/3/2008     28 

   Bethesda Nursing Home PleasantView, Willmar (dup) 7/1/2009     28 

29 Guindon, Kristina 3932 Faribault Commons Nursing and Rehab, Faribault 12/12/2008     17 

   
Owatonna Commons Skilled Nursing and Rehab Center, 
Owatonna (dup) 

11/21/2009    
 15 

 

Shaded 26-29 are considered temporary shared sites. Their 5-star ratings are not 
included in the table on page 5.  
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Research Relating to Nursing Home Administration and  
Quality Indicators 
 
Leadership  
 
The staff and resident empowerment principles 
embedded in the person-centered culture change 
movement should be one of the elements 
addressed in any leadership program (Action Pact 
2007). 
 
Olson, Dana, and Ojibway (2005) examined the 
applications and interviewed the leaders of the 
nine 2004 recipients of the American Health Care 
Association’s criteria-based Step 2 and Step 3 
quality awards. The 
extensive interviews focused on the leadership 
practices and culture changes that the 
administrators led during the transition to high 
performance results. Seven common themes 
emerged: (1) they choose to act on a vision for 
what can be; (2) leaders and managers lead by 
example; (3) customer expectations define their 
quality standard; (4) the employees are engaged; 
(5) an effective quality management system 
sustains their focus on performance; (6) they 
developed a structure to fulfill their quality journey; 
and (7) they are committed to continuous learning 
and growth. These results are also supported by 
the broader studies on leadership practices. 
 
MyInnerView (Grant, Gulsvig, and Call 2006) used 
its extensive data base of customer (resident and 
family) and employee satisfaction surveys to 
examine the attributes of facilities with high 
resident and family satisfaction ratings. They found 
that leadership and organizational culture are the 
key drivers of excellence. They used employee 
satisfaction surveys to determine the leadership 
practices of the ‘best in class” (1) understand your 
customers, (2) keep score, (3) review results, (4) 
align processes and systems, (5) engage 
employees, (6) focus on strategic priorities, and (7) 
develop leaders. These practices are similar to the 
themes in the Olson, Dana, Ojibway study. 
 
However, the application of basic management 
functions differs in long-term care due to the 
different characteristics of the operations. The 
chronic and frail conditions of the patients, the 

workforce skill level, the payment systems, the 
dependency on Medicaid as often the primary 
payer, the flat span of control, the sparse 
involvement of physicians—all differ from acute or 
ambulatory care. Regulations and oversight, 
although not absent in other healthcare 
organizations, are all the more intense in long-term 
care. Nursing home administrators are required to 
be licensed, and the special body of state and 
federal knowledge that goes with this requirement 
may or may not be taught as part of university 
education in generic management. (Evashwick, C 
and Smith P.) 
 
Commitment to Quality 
 
Unfortunately, many long term care administrators 
view quality as the management of satisfactory 
levels of clinical outcomes and regulatory 
compliance. In his book, Juran on Leadership for 
Quality, Joseph Juran (1989) uses “Big Q” and 
“little q” to describe the difference in perspectives 
on quality. “Little q” thinking is narrowly focused on 
specific outcomes or tasks such as clinical 
measures and survey deficiencies. “Big Q” 
requires visionary thinking to develop systems that 
align all functions of the organization to contribute 
to performance excellence and customer 
satisfaction (a leadership process). Visionary 
thinking does not replace the need for knowledge 
of geriatric principles and practices, or the 
knowledge of what constitutes excellent care and 
services, or the ability to discern 
reality from expectations. Rather, visionary 
thinking connects the best care standards to the 
residents’s expectations, productivity to satisfied 
employees, and person-centered culture change to 
the rigor of managing effective processes and 
systems.  (Olson, 2005)  
Both CMS and the Quality Improvement 
Organizations (QIOs) have associated the high 
turnover of administrators and directors of nursing 
services and the failure to effectively utilize 
medical directors with the slow development of a 
quality service environment in long term care 
facilities. These problems reflect the need for more 
effective leadership to allocate the necessary time 
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and energy commitment to achieve change (Kotter 
and Cohen 2002). 
 
The slow improvement in quality is not an 
indictment of long term care administrators and 
managers. Most LTC leaders have both the heart 
and desire to achieve high levels of performance. 
Unfortunately, they often lack the training and 
support systems that will help them to escape from 
crisis management, develop a vision for 
excellence, and create the culture changes and 
disciplines needed for the vision to be realized.  
(Olson, 2005)  
 
Administrator Expectations and Long Term 
Career Success 
 
“Nursing home administrators play a central role in 
the quality of life of nursing home residents in the 
U.S. These professionals are responsible for all 
aspects of life in nursing homes, including health 
care, housing, nutrition, social services, security, 
and recreation. Nursing home administrators are 
also responsible for supervising and managing 
staff, managing the finances of the facilities, and 
for assuring compliance with many government 
regulations and reporting requirements” [Wing and 
Salsberg, 2001]. 
 
Nursing home administrators affect the 
organizational culture and the work and living 
environments in the homes that they administer.  
(Langelier, Margaret and Paul Wing, Center for 
Health Workforce Studies) 
 
Research examining the relationship between the 
qualifications of nursing home administrators and 
quality outcomes for patients in the facilities they 
manage and direct is lacking. There are few 
current studies addressing this relationship.  
(Langelier, Margaret and Paul Wing, Center for 
Health Workforce Studies) 
 
Resources are almost certain to continue to be 
limited in long term care, even as demand for 
services increases. The importance of the 
administrator to the provision of quality services in 
such an environment will increase as effective 
management of limited resources becomes 
increasingly more important.  (Langelier, Margaret 

and Paul Wing, Center for Health Workforce 
Studies) 
 
The Institute of Medicine in Improving the Quality 
of Long-Term Care comments that there is no 
more “central” position in a nursing home than that 
of the nursing home administrator. In recent years, 
there has been limited but emerging interest in 
understanding the contributions of nursing home 
administrators to quality care and to measuring the 
effect of different aspects of professional nursing 
home administration preparation and practice on 
outcomes  
[IOM, 2001]. 
 
The public is currently very interested in 
understanding how nurse-staffing standards in 
long-term care relate to quality of care and to 
quality outcomes. However, the influence of 
nursing home administrators is largely ignored by 
the public interest and in the quality literature. 
Researchers have paid little attention to the effect 
of personnel on quality care other than nurses in 
nursing homes [Castle, 2001]. 
 
Nursing home administrators have substantial 
influence over the quality of care provided in 
nursing homes [Rubin and Shuttlesworth, 1986 
citing Smith, 1978]. They are responsible for the 
overall climate and conditions within the nursing 
home where they work [Loescher, 1994 citing 
Hays, 1977]. Nursing home administrators are 
responsible for the organizational culture and the 
overall quality of the environment in which direct 
care nursing staff work. If nursing workforce is 
dissatisfied, turnover and vacancy are likely and 
care is predictably compromised. Although not 
documented, the nursing home administrator can 
be presumed, therefore, to affect quality of care at 
various levels. Although this effect may be indirect, 
it is no less meaningful. 
 
Castle and Fogel examined the effect on quality of 
care of membership of nursing home 
administrators in a professional association and 
found that membership in a professional 
organization is associated with better quality of 
care on several selected measures [Castle and 
Fogel, 2002]. 
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In a study published in 1992, Al-Assaf, Taylor and 
Langston surmise that the qualifications of nursing 
home administrators have an effect on the quality 
of care provided to patients and on the stability 
and overall success of the institutions that they 
direct  
[Al-Assaf et al, 1992]. 
 
The findings of the study suggest that level of 
education does not directly affect job 
preparedness, but that years of experience in long-
term care administration has a direct effect on both 
performance and preparedness [Al-Assaf et al, 
1992]. 
 
In 1994, Loescher examined the relationship 
between repeat deficiencies in nursing homes in 
Alabama and the years of formal education, years 
licensed, and hours of continuing education of their 
administrators to determine if there was a 
statistically significant relationship among these 
factors [Loescher, 1994]. The study revealed no 
measurable relationship between the 
characteristics of the nursing home administrators 
and the number of repeat deficiencies in the 
nursing homes they manage [Loescher, 1994]. 
 
Nursing home administrators who had entered the 
field with unrealistic expectations about personal 
gratification from the job were found to be more 
likely to leave [Rubin and Shuttlesworth, 1986]. 
Another factor found to be predictive of tenure in a 
nursing home administration position was having a 
prior relationship with a relative in elder care 
[Rubin and Shuttlesworth, 1986]. 
 
Singh and Schwab propose that an understanding 
of the administrator’s past pattern of stability 
combined with measures of the administrator’s 
community attachment and organizational 
commitment, and indicators of facility performance 
can be used to create a model to predict nursing 
home administrator tenure in a position. The 
researchers remark that an understanding of these 
predictors would help governing boards in their 
hiring proceedings and practices to permit these 
boards to counteract “the destabilizing impact of 

high administrative turnover” [Singh and Schwab, 
2000] and its effect on quality of care. The 
implications of these finding extend to “recruitment, 
retention, and licensure policy” (Singh and 
Schwab, 2000). Some literature links lower 
administrator turnover rates to nursing homes with 
fewer deficiency citations suggesting that nursing 
home administrator tenure is linked to quality of 
care [Castle, 2001, citing Christensen and Beaver, 
1996]. 
 
Results of an earlier study by the same 
researchers suggest that administrators who are 
provided with some autonomy, who are involved in 
decision making, who have been mandated to 
achieve reasonable goals, and who are treated 
fairly by their employing organizations tend to 
remain in their positions longer [Singh and 
Schwab, 1998]. 
 
Castle examined turnover rates of nursing home 
administrators in relationship to nursing home 
resident outcomes and found an association 
between poor quality and administrator turnover 
[Castle, 2001]. Researchers in this study remark 
that turnover is caused by both high performance 
resulting in voluntary promotion and poor 
performance resulting in involuntary dismissal 
[Castle, 2001]. Castle states that although nursing 
home administrators do not provide direct patient 
care, the administrator is responsible for the 
caregivers in the facility. This suggests that they, 
therefore, have an impact on the kinds of services 
provided, the quality of those services, and 
ultimately, patient outcomes [Castle, 2001]. Castle 
further surmises that the nursing home 
administrator influence in a facility is “pervasive”, 
unlike many other factors that affect quality 
[Castle, 2001] 
 
Although there is little scientific literature on 
nursing home administrators, existing literature 
pervasively suggests that further investigation and 
research is necessary to understand the 
relationship between nursing home administration 
and quality of care for patients. (Commonwealth 
Fund, 2002)  
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Compliance and Report Cards 

 
The data below has been gathered for those facilities listing a shared administrator.  
The information supplied is from these three sources: 
 
 
a. BENHA Administrator of Record (AOR) reports  
Facility Name 

 
 
 
b. Minnesota DHS/MDH Nursing Home Report Card 

 
 
 The Minnesota Department of Health (MDH) and the Minnesota Department of Human Services 

(DHS) created the nursing home report card to help you compare nursing homes on the following 

seven quality measures:  

1. Resident satisfaction and quality of life  

2. Quality indicators – clinical quality  

3. Hours of direct care  

4. Staff retention  

5. Use of temporary nursing staff  

6. Proportion of beds in single bedrooms  

7. State inspection results  

 
c. Medicare Nursing Home Compare 

 
Your Selected Nursing Homes 

Five Star Quality Rating 

Nursing homes are rated overall and on health inspections, nursing home staffing and quality 

measures. More stars are better. 

Much Above Avg.  
 

Above Avg.  
 

Average  
 

Below Avg.  
 

Much Below Avg.  
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Mount Olivet Home, Minneapolis 
 

 
 

 
 

 

Mount Olivet Careview Home, Minneapolis 
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Fairfax Community Home, Fairfax 
 

 
 

 
 
 

Wood Dale Home, Redwood Falls 
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South Shore Care Center, Worthington 
 

 
 

 
 
 

Crossroads Care Center, Worthington 
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Auburn Home in Waconia, Waconia 
 

 
 

 
 
 
 

Auburn Manor, Chaska 
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Colonial Acres Health Care Center, Golden Valley 
 

 
 
Not found in MDH list 
 

Bethany Covenant, Minneapolis 
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Good Samaritan Society - Glenwood Lakeview, Glenwood 
 

 
 

 
 

Good Samaritan Society - Hoffman, Hoffman 
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Golden LivingCenter, Franklin 
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Golden LivingCenter, Wabasso 
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Good Samaritan Society – Waterville, Waterville 
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Good Samaritan Society - St. Peter, St. Peter 
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Clarkfield Care Center, Clarkfield 
 

 
 

 
 

 

Colonial Manor of Balaton, Balaton 
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Good Samaritan Society – Mountain Lake, Mountain Lake 
 

 
 

 
 
 

Good Samaritan Society – St. James, St. James 
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Parkview Home, Belview 
 

 
 

 
 

Gil-Mor Manor, Morgan 
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PAH/Koronis Manor, Paynesville 
 

 
 

 

 
Hilltop Care Center, Watkins 
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Twin Valley Living Center, Twin Valley 
 

 
 

 
 

 
Halstad Living Center, Halstad 
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Birchwood Care Home, Minneapolis 
 

 
 

 
 
 

 
Bywood East Health Care, Minneapolis 
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Luther Memorial Home, Madelia 
 

 
 

 
 
 

 
Fairmont Medical Center – Mayo Health System, Fairmont 
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Good Samaritan Society – Pipestone, Pipestone 
 

 
 

 
 

 
Edgebrook Care Center, Edgerton 
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Oakland Park Nursing Home, Thief River Falls 
 

 
 

 
 

 
Hillcrest Senior Living, Red Lake Falls 
 

 
 



 

Page 50 Shared Administrators  
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Caledonia Care & Rehab, Caledonia 
 

 
 

 
 

 
Ostrander Care Center, Ostrander 
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Viewcrest Health Center, Duluth 
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Franciscan Health Center, Duluth 
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Cornerstone Nursing & Rehab Center, Bagley 
 

 
 

 
 

 
Midway Care Center, Fosston 
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Good Samaritan Society – Bethany, Brainerd 
 

 
 

 
 
 

 
Good Samaritan Society – Woodland, Brainerd 
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Good Samaritan Society – Windom, Windom 
 

 
 

 
 
 

 
Good Samaritan Society – Westbrook, Westbrook 
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Good Samaritan Society – Pelican Rapids, Pelican Rapids 
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Good Samaritan Society – Barnesville, Barnesville 
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St. Mary’s Home/Franciscan Health Community, St. Paul 
 

 
 

 
 
 

Our Lady of Good Counsel Home, St. Paul  
 

 
 
Not in MDH Report Card list 
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Parker Oaks, Winnebago  
 

 
 

 
 

Parkview Care Center, Wells 
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Samaritan Bethany Heights, Rochester  
 

 
 

 
 

 
Samaritan Bethany Home on Eighth, Rochester 
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Bethesda Heritage Center, Willmar  
 

 
 

 
 
Bethesda Nursing Home PleasantView, Willmar 
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Faribault Commons Nursing & Rehab, Faribault  
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Owatonna Commons Skilled Nursing & Rehab Center, Owatonna 
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