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INITIAL COMMENTS

Annual Licensure and Certification

Validation Survey for Subpart S: SMI Unit

The Wilson Care is in substantial compliance with
Subpart S, lllinois Administrative Code Section
300.4000

483.20(d), 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the facility
failed to develop comprehensive care plans to
address hypertension, chronic obstructive
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pulmonary disease (COPD), hypothyroidism,
hepatitis C virus, asthma, nutritional status, and
falls for one resident (R21) in a sample of 25
residents reviewed for care plans.

Findings include:

R21 was admitted to the facility on 9/8/2015 with
diagnosis' of schizoaffective disorder, alcohol
abuse, suicidal thoughts, hypertension, COPD,
hypothyroidism, asthma, and hepatitis C virus.

Interview on 10/8/2015 at 1:00PM E7 (Care Plan
Coordinator) stated that R21 did not have medical
care plans for hypertension, asthma,
hypothyroidism, COPD or hepatitis C virus. E7
also stated that R21 should have had an initial
care plan at admission.

R21's Minimum Data Set (MDS) Care Area
Summary (CAA) dated 9/18/2015 triggered for
falls and nutritional status.

The facility policy, Comprehensive Care Plans,
undated, documents in part that a
comprehensive care plan includes measurable
objectives and timetables to meet the resident's
medical, nursing, mental, and psychological
needs shall be developed for each resident. The
policy also documents that the resident's
comprehensive care plan is developed within
seven days of completion of the resident's
comprehensive assessment (MDS).

F 458 | 483.70(d)(1)(ii) BEDROOMS MEASURE AT
ss=B | LEAST 80 SQ FT/RESIDENT

Bedrooms must measure at least 80 square feet
per resident in multiple resident bedrooms, and at

F 279

F 458

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Z80M11

Facility ID: 1L6010045

If continuation sheet Page 2 of 4




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/20/2015
FORM APPROVED
OMB NO. 0938-0391

least 100 square feet in single resident rooms.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review facility failed to have the required square
footage (80square feet) for 2 residents (R2, R11)
out a sample size of 26 residents reviewed for
accomodations of needs and 8 residents
(R27-R34) from the suppplemental sample in
rooms #212, 312, 412 and 512.

Findings include:

Observed on environmental tour with E6
(Maintenance Director) on 10-7-15 at 11:00 am
that there were three beds in each room #212,
312,412 and 512.

Those beds were measured with measuring tape
by E6 to be 18 inches between each residents’
beds

Per observation, the following residents rooms do
not have 80 square feet per resident:

Room number Square footage

212 771

312 771
412 74.47
512 74.47

Facility's waver denote bedrooms must measure
80 square feet per resident rooms or 100 feet in
single rooms. The facility residents are
ambulatory and do not use any medical
equipment. Facility will ensure resident ' s rooms
are free of clutter and residents have enough
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room to ambulate safely.

E1 (Administrator) stated on 10-9-15 at 11:00 am
the facility has a waiver and not required to have
80 square feet.
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