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Statement of Licensure Violations:

300.1010h)  
300.1210b)
300.1210d)2)

300.1010  Medical Care Policies

h)         The facility shall notify the resident's 
physician of any accident, injury, or significant 
change in a resident's condition that threatens the 
health, safety or welfare of a resident, including, 
but not limited to, the presence of incipient or 
manifest decubitus ulcers or a weight loss or gain 
of five percent or more within a period of 30 days.  
The facility shall obtain and record the physician's 
plan of care for the care or treatment of such 
accident, injury or change in condition at the time 
of notification.

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 
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resident to meet the total nursing and personal 
care needs of the resident.  

300.1210 General Requirements for Nursing and 
Personal Care

d)         Pursuant to subsection (a), general 
nursing care shall include, at a minimum, the 
following and shall be practiced on a 24-hour, 
seven-day-a-week basis:
2)         All treatments and procedures shall be 
administered as ordered by the physician.

Based on interviews and record reviews, the 
facility failed to follow its change in resident's 
condition policy and its urgent laboratory testing 
protocol and notify the attending physician/nurse 
practitioner the urgent laboratory tests ordered 
were not done within the 4-6-hour time frame. 
This affects one of three residents (R1) reviewed 
for notification of physician of changes in 
condition. This failure resulted in over a nine-hour 
delay of labs being obtained. R1 was 
subsequently sent to the local hospital. R1 was 
admitted and treated for the diagnosis of 
dehydration, pneumonia, and urinary tract 
infection.

Findings include:

On 2/27/25 at 10:07AM, V5 RN (registered nurse) 
stated that V5 is familiar with R1.  V5 stated that 
V5 sent R1 to the hospital on 1/19 for pneumonia.  
Stated that R1's family member took R1 home for 
a couple of days.  V5 stated that shortly thereafter 
R1 got sick.  V5 stated that urgent laboratory 
tests should be done within 4-6 hours, if not done 
within that time, the nurse is expected to call the 
primary physician/primary nurse practitioner and 
ask want he/she wants to do; wait or send 
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resident out to hospital.  V5 stated that the nurse 
is expected to document in the resident's 
progress notes urgent orders and if not done 
within time frame document physician notification 
and any follow up orders.  V5 stated that the 
nurse also documents on 24 report sheet that 
laboratory tests are pending.  V5 stated that R1's 
eating had decreased and R1 was weak.  V5 
stated that V5 would assist R1 with eating.  

On 2/27/25 at 12:20PM, V6 CNA (certified nurse 
aide) stated that V6 is familiar with R1.  V6 stated 
that R1 started eating and drinking less mid 
January when R1 became sick.  V6 stated that 
the CNAs are expected to document the amount 
eaten and fluids in POC (point of care) charting.  
V6 stated that the CNAs are expected to report if 
the resident has decreased intake or refusal to 
eat to the nurse.  V6 stated that when R1 started 
to get sick, R1 stopped getting out of bed.  V6 
stated that R1 was more tired and weak, 
coughing and looked dehydrated; R1 just looked 
sick.  V6 stated that R1 started becoming 
incontinent of bowel and bladder, staff had to 
feed him.

The facility's staffing assignment sheets note V6 
provided care for R1 on the day shift on 1/12, 
1/14, 1/16, and 1/17.  On 1/17 V6 also provided 
care for R1 on the evening shift.

On 2/27/25 at 2:05PM, V8 (primary NP) stated 
that when V8 orders testing to be done, V8 
expects it to be done.  V8 stated that when V8 
was informed of R1's BMP results, R1 was really 
dehydrated.  V8 stated that V8 ordered 
intravenous fluids for R1.  V8 stated that when V8 
was notified that V5 nor the outside midline 
catheter insertion nurse could not access a vein, 
V8 knew R1 was severely dehydrated.  V8 stated 
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that at a critical time V8 did not know what was 
going on with R1 because the nurses were calling 
any NP and not V8 or V9 (primary physician).  V8 
stated that V8 and V9 are responsible for 
managing R1's care and this can't be done if V8 
and V9 are not kept informed of R1's changes in 
condition.

On 2/28/25 at 1:50PM, V8 NP stated that R1 was 
not eating or drinking which would be a factor in 
R1's dehydration.  V8 stated that V8 can only 
implement interventions as soon as V8 knows the 
test results.

R1's dietary assessment, dated 1/5/25, notes 
R1's fluid needs are 1330-1600ml (milliliters) of 
fluids/day.

R1's POS (physician order sheet), dated 
10/19/24, notes to encourage R1 to increase fluid 
intake to 8 cups of water per day every shift for 
chemical imbalance.

R1's POS, dated 1/17/25 at 1:03PM, notes orders 
for UA/C&S (urinalysis/culture and sensitivity), 
urgent BMP (basic metabolic panel) and CBC 
(complete blood count).

R1's POC (point of care) charting notes 
document fluid intake - amount of milliliters R1 
drank each shift.  The facility is unable to provide 
any POC documentation of R1's fluid intake since 
10/19/24.

R1's urgent laboratory test results, dated 1/19/25 
at 11:14AM, R1's creatinine was 4.42 (normal 
range is 0.67 - 1.17) and BUN was 103 (normal 
range is 5 -20) and WBC (white blood cell count) 
was 18.3 (normal range is 4.2 - 11).

Illinois Department  of Public Health
If continuation sheet  4 of 76899STATE FORM 8S5411



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 05/13/2025 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Illinois Department of Public Health

IL6002265 02/28/2025
C

NAME OF PROVIDER OR SUPPLIER

CRESTWOOD REHABILITATION CTR

STREET ADDRESS, CITY, STATE, ZIP CODE

14255 SOUTH CICERO AVENUE
CRESTWOOD, IL  60445

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 S9999Continued From page 4 S9999

R1's last dehydration risk assessment was 
completed on 6/15/2023.

On 1/17/25 at 12:45PM, V5 RN noted R1 
received in bed, alert and oriented x 1-2 with 
confusion.  R1 noted to be lethargic and fatigued 
while in bed.  Appetite poor for breakfast.  R1 
able to respond to name and verbal stimuli. V8 
NP notified with new orders for UA/C&S, chest 
x-ray, and BMP. Orders rendered and carried out.  
At 1:38PM, V5 called and spoke with staff from 
the outside laboratory company for urgent 
CBC/BMP.  ETA 4-6 hours.
On 1/18/25 at 10:13AM, V5 RN noted R1 able to 
tolerate 30% of breakfast. 
On 1/18/25 at 11:27AM, urgent chest x-ray 
completed.
On 1/18/25 at 6:46PM, V8 NP noted R1 with 
generalized muscle weakness ,unsteady gait, 
using wheelchair.  Chest x-ray positive for 
pneumonia.
1/18/25 at 7:00PM, V5 RN noted R1 able to 
consume 30% of dinner. R1 has been resting in 
bed during shift.  R1 noted to have congestion 
while trying to communicate.  As needed albuterol 
sulfate inhaler administered and tolerated well.
There is no documentation in R1's MAR 
(medication administration record) noting R1 
received albuterol inhaler.
1/18/25 at 9:55PM, V5 RN noted Still awaiting 
urgent laboratory testing.  V5 called the outside 
laboratory company.  New order placed urgent 
CBC/BMP. No ETA given.
1/18/25 at 10:24PM, urgent laboratory testing 
done.
1/19/25 at 9:24AM, V5 RN noted  R1 received 
resting in bed, alert, responsive to verbal stimuli.  
Fluids encouraged and given.  R1 able to tolerate 
1 cup of water.  R1 appetite poor for breakfast.  
V5 able to feed R1 20%. 
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On 1/19/25 at 12:34PM, V5 RN noted abnormal 
laboratory results relayed to V8 NP.  Per NP, new 
orders to give sodium chloride solution 0.9% 3 
liters intravenously at 100ml/hour; repeat BMP 
after infusion. Orders carried out.
On 1/19 at 1:21PM,  V8 attempted x2 to insert 
peripheral intravenous line without success.  
Outside company was called for urgent peripheral 
intravenous line insertion.
1/19 at 2pm, the outside company in facility for 
peripheral intravenous line insertion.  
Unsuccessful in establishing intravenous access.
On 1/19/25 at 3:27PM, R1's family member 
requested for R1 to be sent to the hospital.
On 1/19/25 at 5:09PM, an outside ambulance 
service transported R1 to the hospital.

R1's bladder incontinence care plan, dated 
7/3/24, notes monitor R1's fluid intake.  
Monitor/document for signs/symptoms of UTI 
(urinary tract infection) no urine output, altered 
mental status, change in behavior, change in 
eating pattern.

There is no documentation found in R1's medical 
record noting the number of bladder continence 
episodes or the number and quantity of urine with 
each incontinent episode.  

There is no documentation found in R1's medical 
record noting urine was collected for urinalysis 
prior to hospitalization on 1/19/25.

The hospital record provided to the facility, dated 
1/19/25, notes R1's urinalysis was positive for 
nitrites, white blood cells, and ketones; confirming 
R1 had a UTI.  Chest x-ray showed pneumonia.  
Laboratory confirmed dehydration.

(A)
Illinois Department  of Public Health

If continuation sheet  6 of 76899STATE FORM 8S5411



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 05/13/2025 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Illinois Department of Public Health

IL6002265 02/28/2025
C

NAME OF PROVIDER OR SUPPLIER

CRESTWOOD REHABILITATION CTR

STREET ADDRESS, CITY, STATE, ZIP CODE

14255 SOUTH CICERO AVENUE
CRESTWOOD, IL  60445

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

Illinois Department  of Public Health
If continuation sheet  7 of 76899STATE FORM 8S5411


	RA
	Licensure

	NOV
	Crestwood Rehabilitation Ctr
	Complaint Survey Determination- 186492
	Complaint Survey Determination- 187001
	NEW ST SOD Crestwood Rehab 2.28.25



