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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: 005023
Survey Date: 5/20/2020

Burn Unit room H4-601 was prepared for
negative air usage if required, but was never
used in a negative air capacity. At this time the
facility has demobilized this room from the facility
"Negative Air Activation Plan."

This request to convert one (1) burn unit room to
negative pressure use as required by the facility
for Covid-19 use. Room H4-601 was never used
in a negative pressure configuration. No logs or
data sheets were completed by staff per
conversation with the Facilities Manager (S1), as
the room was never "on-line." The facility has
since demobilized this room from the "Negative
Air Activation Plan."

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