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¢ lllinols Department of

PUBLIC
HEALTH |

525-535 West Jefferson Street o Springfield, Ilinols 62761-0001 « www.idph.state.il.us

' October 28, 2011

Ms. Almee Dillard, Administrator
A.C.U. Health Center, Ltd.

736 York Road

Hinsdale, IL 60521-

Licensure Survey

Dear Ms.Dillard:

On October 27, 2011, a life safety code monitoring inspection was conducted for the purpose of
determining compliance with the requirements of the “Ambulatory Surgical Treatment Center Licensing
Requirements” (77 lll. Adm. Code 205) and the 2000 Edition of NFPA 101, Life Safety Code. We find that
the previously cited deficiencies have been corrected and the facilily is no longer under monitoring for
physical environment.

If you have any questions about this approval, please do not hesitate to cau us at 217-785-4264 The
Departmant's TTY number Is 800/547-0466, for use by the hearing impaired.

Sincerely,

Henry Kowalenko, Supervisor
Design Standards Unit
Division of Health Care Facilities & Programs

Cce: Karen Senger, Supervisor
Central Office Operations Section, IDPH

Improving public health, one community at a time

printed on recycled paper
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Initial Comments

The Hlinois Deparimant of Public Health (iDPH)
conducted an ongite Life Safety Code inspection
on 7/1211. ACU Health Is 3 Pregnancy
Termination Center (PTC) located at 728 York
Road, Hinsdale, IL. Surveyor #12798 met with the
facility administrator and consultant to identify the
purpose of the visit prior to touring the facilily.

The buikiing Is a one story facllity, with sprinkler
protection. The bullding appears to ba Type I}
(000) construction. The PTC is the only occupant
in the bullding, and was inspected under the
{linols Ambulatory Surgical Traatment Center
(ASTC) Licensing Requirements and the Life
Safely Code {2000). )

The following deficiencles were identified by
documaent review, staff interview or direct
observation, We have included the deficient
code section(s) for your convenience.

20.2.9.1/21.2.9,1 Emergency {llumination

Emesgency lighting shall be provided in
accordance with 7.9 and 21.2.8.2,

This Regulation is not met as evidenced by:

A. Rased on observation and interview, the facility
faited to provide emergency lights for all portions
ot exit discharges in accordanca with NFPA 101
Sections 7.9 and 21.2.9.1. This deficient practice
could affect all patients, as well as an

indeterminable number of staff and visttors, if the |

means of egress was not filuminated during an
avacuation. The facility has battery-pack lights
scattered throughout the facllity providing the
required lighting.

1. NFPA 101, 2000, 7-9.3, 7-10.9.2 and 21.2.4.
The facllity failed to provide documentation as to
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L 046 | Continued From page 1 L 048
the emergency and exit lighting test ng. g me—— e e
a. Annual battery testing for S0 mi utes. A new Preventative 7/30/2011
Maintenance/Inspection Log has been
L 051 20.3.4/21.3.2 FIRE ALARM SYSTEM L05Y | - eated to properly document the
A manuzl fire alarm system, not a annual 90 Minute Battery Check. The
pre-signal type, is provided to center’s manager will be responsible for
m%?:;ga“%:': ;inramaela!::'\l?yngtem making sure that maintenance staff is
is arranged to automatically fransmit properly docqmentlng the testing.
an glarm to summion the fire
department. 20.3.4 sand 21.3.4
This Regulation I$'not met as evidenced by: - )
A, fire alarm system with approved components,
devices or equipment is installed gnd maintzined .
according to NFPA 101, and NFPA 72. ' a. C——— _ [|8/3122011
-unctioning equipment may not provide staff .. . .
:’,%2:: no;.iﬁcagonqto%irect patiznts apnd visitors to Sensitivity Test will be completed with

i

" 4 means of egress without crossing or entering
the area of fire origin. This deficient practice
coukd affect all patients as well 8s an
intistermingble number of staff and visitors.

1 The foltawing documeniation was unavailable
at the time: of this inspection of the fire alarm
| system s required by NFPA 101, 21.3.4.1:

ra. The; sensitivity calibration testing, NFPA 72,
198 7-3.2.1, Deteclor sensitivity shall be

ches ked within 1 year after instaliation and every
afirnate year theraafter.. The facility did not.
reuvide any documentstion that this test has evar
'1 been conducted on the detecting units.

f

. b. Documentation on visual inspections of the

! control equipment, batteries, heat / smoke

| detactors, etc. as specified in NFPA 72, 1909

by Affiliated Customer Services on
August 17, 2011. In the future,
sensitivity testing will be completed
during alternate year annual
inspections.

b &e.
Per NFPA 72, 1999, 7-3.1, Exception No.
2, because automatic inspections are
performed via a remotely monitored
fire alarm control unit by ADT, visual
inspection frequency Is permitted to be
annually. The annual visual inspection
is completed Affiliated Customer

Table 7-3. and requirad waekly, monthly, Service.
semi-annially and/or yearly,

Afinols Dupertment of Public Healh
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L 081 | Gontinued From page 2 L 051
¢. Documentation of the periodic testing of the
baltery discharge per NFPA 72, 1989, Tabls
7-3.2
B, Based on the record review and staff interview,
the facility falled to install and maintain the
sprinkier systam in accordance with NFPA 25,
Chapter 2-1. This deficient practice could affect
all patients, staff and visitors if the sprinkier von e
system failed to function.
9/28/2011

1. Obsetvations determined that the facility faled
to maintain the sprinkler system. Per Simplex
Grinnell annual inspection on 4/4/11, the testing
agent noted the following deficiencies:.

3. Inthe supply room there is a 1844 sprinkler
head. (NFPA 265, 1985, 2-3.1.1)

b, Rizer gauge over 5 years old (1584) (NFPA
25,1998, 23.2) .

¢. Noindication of 5 year abstruction inspection
{NFPA 25, 1895, Chaplar10)

The facility could not pravide documentation that
these items have been tested or corracted, The
facility management requested that the word
"recommend"” be taken out of the Simplex report,
based on the their research and not being
required by loca! regulations.

Simplex declined to remove the deficiencies cited
based on NFPA cude requiremeants. The Simplex
raport failed to state "why" the obstruction
inspection was being recommended, was piping
plugged during the flow testing, with pipe scale or
calcium carbonate deposits observed? Were
there broken public mains In the vicinity of tha
facility? Clarification as to what was observed
during their inspection is required to justify the
recommendation of the obstruction test,

a, b &e T e

All items will be addressed and
corrected by SimplexGrinnell within the
next 60 days. The recommended items
were added to the annual report by
SimplexGrinnell due ta the age of the
system and not due to any observed
Issues.

L P —
Iinols Depgriment of Public Health
STATE FORM

FQiLi1

¥ cantinuation shesl 3of8




T 077227200 1 T Y4 FAX 18307940169 ACU + BUS OFF @oos/010
PRINTED; 07/14/2011
FORMAPPROVED
STATEMENT OF DEFICIENCIES | D RICLIA MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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L 051 Continued From page 3 L 051
2. In review of the documentation provided to the
surveyor, testing of all of the devices as specified |-
in NFPA 25, 1995, Table 2-1 and Chapter 8, _—
could not be determined The foflowing
documentation was not available at the time of :
this inapection: ar o ___|9/30/2011
a. Logs for weekly, monthly, quarterly as well as The Maintenance Manager will work
annusl inspections, testing and malntenance with SimplexGrinnell, our sprinkler
requirements for guages, valves, alarm devices,
hangers, piping, sprinkiers and/ar drains as company, to create a
required by NFPA 25,1985, 1-8. weekly/monthly/quarterly checklist and
L 04| 8.7.4.1 FIRE EXTIN E L 084 teach the center manager how to
9.7.4.1 FIRE EXTINGUISHERS perform these inspections.
Fortable fire extinguishers are SimplexGrinnell will continue to
provided. 8.7.4.1and 8.7.4.1 conduct annual inspections.
This Regulation is not met as evidenced by:
"| A. Based on record review it was determined that
the facility failed to properly maintain -portable fire
extinguishers in accordance with NFPA 1010
2000 Edilion 21.3.5.2 and NFPA 10. This
deficient practice could affect patients as well as
in indaterminable number of staff and visitors if
the fire extinguishers failed, e e e T e
. 1. .
1. The facility was unable to produce ! t
documentation that the extinguishers are visually Anew """’?“ ative . 7/30/2011
Inspected on @ monthly basis (NFPA 10, 1898, Maintenance/inspection gog has been
4-39). created to document the monthly visual
L 147] Electricl wiring 9.1.2. 20.5.1 a7 inspection of the Fire Extinguishers. All
Bclrical wiring 9.1.2, 20.5. extinguishers have been properly
Electrical wiring and equipment are in tagged for monthly inspections. The
' accordance with NFPA 70, National Electrical - ;
i Gode 9.1.2, 20.6.1 Manager will be n:espansible for
! monitoring compliance.
liingis Oapariment of Publlo Health :
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011

(XD
PREFIX
TAG

SUMMARY STATEMENY OF DEFICIENCIES
{EACH BEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L8C [DENTIFYING INFORMATION}

i)
PREFIX
TAG

FROVIDER'8 PLAN OF CORRECYION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

8)

x
COMPLETE
DATE

L 147

L1384

Continued From page 4

This Regulstion s not met as evidenced by:
A. Based on the observation and staff interview,
the fatility failed to install electrical wiring in

accordance with NFPA 101, 2000 Edition, Sectian

9.1.2 and NFPA 70, 1998 Edition, National
Electrical Code. This deficient practice could
affect staff that would come in contact with
deficient electrical wiring and water

1. Obsevations determined that certain outlets
are located within 6 feet of the edge of a sink
basin were not GFI' manufactured devices and do
not appear to be on a GF! circuit as required by
NFPA 70, 210-8(8)(7) and 517-20 & 21. This
condition was observed In both the clean and
soiled utility rooms,

208.1306 &) Examination Room (s)
SECTION 205.1360 CLINICAL FACILITIES
3) Examination rooms

1) Each examinetion room shall have.a
minimum clear floor area of 80 squane
fast,
and a minimum dimension of 8 feet,
exclusiva of vestibule, toilet, closet, and
work counter (whether fixed or movable),
A minlmum clear dimensien of 2'6” on
each sida and at both ends of the
exarination table shall be provided.
2) A lavatory or sink equipped for
handwashing with electronic or knee or
faot control shall be provided,

A counter or shalf space for writing shali
be provided.

3)

L 147

L138A

1,

All outlets located within 6 feet of a sink
basin have been replaced with a GFI'
circuit by an electrician.

7/30/2011
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L13BA[ Continued From page 5 L136A
(Source: Amended at 24 (I Reg. 2691, effective
February 18, 2000)
This Reguiation is not met as evidenced by:
A. Arers designated for patient care, exam
feoms, {reatment rooms, etc, where patients may
be touched, hand washing facllities are raquired
to reduce the risk of infections from patient to
staff and from staff to patients. Improper
infectious cantrol procedures may affect all
patients, staff and visitors,
. - 17/30/2011
1. The Examination room contains a hand 1, o e K

washing sink, however it was not equipped with

hands-free operation hardware as required by The sink in the examination room Is not

ASTC 205.1380(a)(2). a scrub sink. Per ASTC 205.1620(c){1)
the sink has been trimmed with blade
L1370} 205.1370 Support Services Araas L1370 handles.

SECTION 205.1370 SUPPORT SERVICE
AREAS

A control station shall be located to permit visual
surveillance of all traffic that enters the operating
suite.

Sterilizing facitities with high speed autoclaves
conveniently located to serve all procedura rooms
shall be provided. Approved altemate provisions
may be made for repiacement of sterile
instruments during surgery. i
A drug distribution station shall be provided for
storage and preparation of medication ta be
administered to patients,

Scrub stations with knee, foot o, elbow actuated
faucets or with automatic electronle actuated
faucets shall be provided near the entrances to,
but outslde of, the procedure moms. Serub
facilities shall be arranged to minimize spialtar on
nearby personnel or supply carts.

A solled workroom for the exclusive use of the

lilincle Depariment of Publiy Health )
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L1370/ Cantinued From page 8 , L1370

surgical suite staff shall be provided. The soiled
workraom shall contain a work counter, sink
equipped for handwashing, waste receptacle, and
linen receptacle, This raom may be used for
cleaning anesthesia equipment.
Fiuid waste disposal facilities shall be
canveniently located with respect to the general
procedure rooms.
Clean workroom
A clean workroom or a clean supply room is
required when clean materials are assembled
within the surgical suite prior to use. A clean
workroom shall contain a work counter, sink
equipped for handwashing, and space for clean
and sterile supplies. A clean supply room shall be
provided when the narrative program defines a
system for the storage and distributlon of clean
and sterile supplies that would not require the use
of a clean warkroom.
An autaclave shall be incorporated Into the clean
workroom,
Anesthesia storage facilities shall be provided,
Flammable anesthetics are prohiblted.
Medical gas supply storage with Space for
resesve nitrous oxide and oxygen cylinders shall
be provided, with all tanks properly sectred,
Storage area for equipment and supplies used in
the surgical suite shall be provided,
Staff and personnel facitities shail be provided for
male and female parsonnel (orderlies,
technicians,
nurees, and doctors) working within the surgical
suite, The areas shall contain founge, lockers,
tollets, lavatories equipped for handwashing, and
| space for changing clothes. These areas shall be
i arenged to provide a one-way traffic pattern so
i that persannal entering from outside the sterile
area can change, gown, and move directly into
) the sterile area. Space for rémoval of serub suits
! and foot cavers shall be designed so that

i Iinc's Depariment of Publl; Health
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L1370 Continued From page 7 L1370 f
personnel using it will avoid physical contact with
tlean personnel. : :
Change areas where patients can change from
street clothes Into hospital gowns in privacy, and
be prepared for surgery, shall be provided. This
shall inciude lockers, tollets, clothing change or
gowning areas, and space for the administration
of medications.
The stretcher storage area shall be out of the
) direct line of traffic,
} A janitor's closet containing a floor receptor or
service sink, and storage space for housekeeping
’ supplies and equipment, shall be provided
: exclusively for the surgical suite,
(Source: Amended at 24 II), Reg, 2681, effective -
| February 18, 2000) (
This Regulation is not met as evidenced by:
) A. Based op observations it was determined that .
l the facility failad to maintain the corridors free of
all obstructions to full instant use. This deficient . e 8/31/2011
’ preclice could affect staff, visitors and patients In 1 ~
: the surgical center. ‘ The wheelchair and privacy screen have
! 1. The main OR coridor contsined storage of 3 been moved to anoth.er location. All
’ gurney, wheelchair and privacy screen. Means of corridors are 8 feet wide. The gurneyIs
egress shall ba continuously mainiained free of 5’ wide and is pushed against the wall
all obatruction or Impediments to full Instant use 2 d, ’,’,' ) d,,g 4 therefor
f in the case of fire of other emergency based on with the wheels “locked" and therefore
NFPA 101, 7..10.1. and . 205.1370())& (m) is not movable. There is still 5.5' of
’ corridor space with no
i obstructions/impediments, Thereis
| nowhere else in the facility to store t.he\
! gurney. (Se.c evcloged Floor Aan)
: The manager will be responsible to
ensure that the corridors remain clear.
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VIOLATED
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PROVIDER'S PLAN OF CORRECTION AND
DATETO BE COMPLETED

COMPLETION DATE

205.610 (0)

-
S
E

Clinical Records

Aceurate and complete clinicat records shall be
maintained for each patient ... The record shall
include...post counseling notes.

This requirement is not met as evidenced by:

Based on clinical record review and staff
interview, it was determined that in 5 of 17
records reviewed (Pt. #51-5), the Facility failed
to ensure patients received post operative
counseling.

Findings include:

See Next Page

DATE OF SURVEY

Si241t8 BY 07103

{Surveyor)

(Provider's Representative)
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DIVISION OF HEALTH FACILITIES STANDARDS

STATEMENT OF DEFICIENCIES AND

0= ASTC 0 HHA 0 HMO

NAME AND ADDRESS ACU Health Center 735 North York Rosd Hinsdale Dlinois 60521

QF FACILITY

PLAN OF CORRECTION

() HOSPICE O HOSPITAL

LIST RULE
VIOLATED

ENTER SUMMARY OF REQUIREMENT AND SPECIFICALLY
WHAT IS WRONG

FROVIDER'S PLAN OF CORRECTION AND COMFLETION DATE
DATE TO RE COMELETED

205.610 (0)

Cont.

Clinical Records

1.0n 5/23/11 at approximately 10:30AM
clinical records for Pts. {-17 were reviewed.
The clinical records for Pt #s 1-5 lacked post
operative counseling notes.

2. The above findings were confirmed by the ,
Assistant Administrator during an inferview og.
5/23/11 at approximately 11:30AM.

06/30/2011

Due to the nature of the praocedures, many of our patients explicitiy express
that they do not want to be contacted post procedure for confidentiality
reasons. Also, many of our patients return to their own physicians for pot-
op care and/or counseling and some patients are simply non-compliant and
do not respond to any type of follow up.

Therefore, with this in mind we have created a “Post Counseling Progress
Notes” Form (see enclosure). This Form will be used to document the post
counseling status of each patient:

1. Whether or not the patient can be contacted
2. Where the patient will be going for follow up:
a.  Own Physician, wha?
b.  OQur Facility, when?
¢. No Follow Up/Non-Compiiance/Wrong Contact,
et

Assigned staff will make an attempt to contact the patient regarding post
caunseling. Notes will be added to the patient’s chast. The administrator

will monitor compliance.
1

DATE OF SURVEY

5124411 , BY. 07105

(Surveyor)

(Provider's Representative)
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OF FACILITY

0 HOSPITAL

LIST RULE
VYIOLATED

ENTER SUVMMARY OF BEQUIREMENT AND SPECIFICALLY
WHAT 1S WRONG

PROVIDER'S PLAN OF CORRECTION AND
DATE TO BE COMPLETED

COMPLETION DATE

205.420 (2)

Sanifery Facility
The ambulatory surgical treatment center shall
insure maintenance of a sanitary facility...

This requirement is not met as evidenced by:

Based on Facility policy review, observation
and staff interview, it was determined that for 2
of 2 operating rooms (OR# 1 and 2} observed,
the Facility failed to ensure 2 sanitary
environment.

Findings include:
I On 5/23/11 at approximately 2:30PM ,

Facility policy titled,” Terminal Cleaning of the
Operating Suite” was reviewed.

See Next Page

DATE OF SURVEY

SN BY, 07105

{Surveyor)

" (Provider's Representative)




[LLINOIS DEPARTMENT OF PUBLIC HEALTH
DIVISION OF HEALTH FACILITIES STANDARDS
STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

ODRASTC  OHHA  OHMO O HOSPICE 0 HOSPITAL

NAME AND ADDRESS ACU Health Center 736 North York Road, Hinsdale, Illinois 60521
OF FACILITY ” .
LISTRULE ENTER SUMMARY OF REQUIREMENT AND SPECIFICALLY | PROVIDER'S PLAN OF CORRECTION AND | COMPLETION DATE
VIOLATED WHAT IS WRONG DATE TG BE COMPLETED
Sanitary Facility :
205.420 (a) o . . The nurse supervisor has 6/30/11
Coat. | The policy included, *...cleaning of the opecating discuissed this situation with :
suite will accur at the end of every surgery day. ] :
the staff. Medical Assistants
2.0n 5/23/11 at approximately 2:00PM, OR #1 was have been trained and
inspected. OR #1 contained tape on'an IV pole and - .
dust on the suction machine where there was an assigned to clean mnc“_u:,_m:ﬁ
opened suction catheter. The last surgical day was at the end of ﬁrm surgical day
on 521711, prior to terminal cleaning.
w. On 5/23/11 at wgamwaﬁo? 2:15PM, OR #2 was The nurse supervisor will be
inspected. OR #2 contained tape on an IV pole and ] o
brown stains on the suction machine. responsible for monitoring
The last surgical day was on 5/14/11. compliance on a daily basis.
4. The above findings were confirmed by the
Assistant Administrator during an interview on
§/23/1]1 at approximately 2:45PM
Date of survey 5424711 By 01105____ (Providers Representative)

(Surveyor)




