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Initial Comments 

Annual Licensure Survey 

Final Observations 

Statement of Licensure Violations: 

300.610a) 

300.1210b)1) 

Section 300.610 Resident Care Policies 

a) The facility shall have written policies and
procedures governing all services provided by the 
facility. The written policies and procedures shall be 
formulated by a Resident Care Policy Committee 
consisting of at least the administrator, the advisory 
physician or the medical advisory committee, and 
representatives of nursing and other services in the 
facility. The policies shall comply with the Act and
this Part. The written policies shall be followed in 
operating the facility and shall be reviewed at least 
annually by this committee, documented by written, 
signed and dated minutes of the meeting. 

Section 300.1210 General Requirements for Nursing and 
Personal Care 

b) The facility shall provide the necessary care and 
services to attain or maintain the highest practicable 
physical, mental, and psychological well-being of the 
resident, in accordance with each resident's 
comprehensive resident care plan. Adequate and properly 
supervised nursing care and personal care shall be 
provided to each resident to meet the total nursing and 
personal care needs of the resident. Restorative 
measures shall include, at a minimum, the following 
procedures:The licensed nurse in charge of the 
restorative/rehabilitative nursing program shall have 
successfully completed a course or other training 
program that includes at least 60 hours of
classroom/lab training in restorative/rehabilitative 
nursing as evidenced by a transcript, certificate, 
diploma, or other written documentation from an 
accredited school or recognized accrediting agency such
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as a State or National organization of nurses or a 
State licensing authority. Such training shall address
each of the measures outlined in subsections (b)(2) 
through (5) of this Section. This person may be the 
Director of Nursing, Assistant Director of Nursing or 
another nurse designated by the Director of Nursing to
be in charge of the restorative/rehabilitative nursing
program.This REQUIREMENT was not met as evidenced by: 

Based on interview and record review, the facility 
failed to ensure the restorative nurses in charge of 
their restorative program have successfully completed 
60 hours of training/education in restorative nursing 
from an accredited school or recognized accrediting 
agency. This failure has the potential to affect all 
160 residents currently residing in the facility. 

The findings include: 

The facility’s CMS-671 dated 1/12/26 shows the resident
census of the facility is 160. 

On 1/14/26 at 12:10 PM, V17, Restorative LPN (Licensed
Practical Nurse), said she and V11, Restorative LPN 
together are in charge of the Restorative Program in 
the facility. V17 said the restorative nurse position 
is a new role for her as of April 2025. V17 said she 
did all of her training to become a restorative nurse 
at one of their facilities. V17 said her training was 
more of an orientation with competencies. V17 said she
does not know if the company is accredited to provide 
restorative nurse training, and she does not know how 
many hours of training she completed. On 1/14/26 at 
12:38 PM, V17 said the facility’s company provided all
of her training for her restorative nurse position. 

On 1/14/26 at 12:46 PM, V11 said she and V17 are in 
charge of the restorative program in the facility. V11
said this is her first restorative nursing job which 
she began at the end of July of 2025. V11 said she 
received education for the role from the company who 
owns the facility. V11 said she had education and 
competencies for her training. V11 said she does not 
know if it was an accredited program. V11 said all her
training was done in one of the company’s facilities; 
there was no type of test or certification. 

On 1/14/26 at 1:47 PM, V1, Administrator, said V11 and
V17 do not have a certification for Restorative 
nursing. 

The facility was unable to provide a transcript, 
certificate, diploma or other written documentation 
from an accredited school or recognized accrediting 
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agency to prove V11 or V17 completed at least 60 hours 
of classroom/lab training in restorative/rehabilitative 
nursing. 

The facility’s Restorative Nurse Job Description dated 
7/2024 shows the restorative nurse must be restorative 
certified by an accredited school or recognized 
accrediting agency. 

(B)
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