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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: 005106
Date Of Survey: 11/9/2020

The following patient rooms at Community
Hospital were successfully verified as negative
pressure:

3rd floor - Parkview Tower - Rooms: 3007, 3008,
3009, 3010 and 3011.

6th floor - West Building - Rooms: 692 and 693.

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

The facility lacked visual pressure monitoring
mechanism indicating the air pressure status of
the rooms at all times, however facility checks the
rooms daily, using a Wand Velocity Meter
(Vaneometer) and maintains a log for same.
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