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INITIAL COMMENTS

This visit was for a licensure review of negative
pressure patient rooms per ISDH CSHCR:
Program Advisory Letter

Number: AC-2020-01-HOSP.

Facility Number: 005007
Survey Date: 7/19/2021

The following patient rooms were successfully
verified as negative pressure:

Rooms: ICU 1, ICU 2, ICU 3, ICU 4, ICU 5, ICU
6andICU 7.

This request is the conversion/addition of seven
(7) emergency department rooms to negative
pressure use as required by the facility for
Covid-19 use. All rooms were tested for negative
air pressure, venting, and having a functioning
visual monitoring device, as well as central
monitoring. The facility engineering staff checks
and records monitor recordings daily on a
electronic log. Staff log and daily staff checks on
respective units.

The following patient rooms failed to be
successfully verified as negative pressure: None
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