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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: 12/08/2020

The following patient rooms were successfully
verified as negative pressure:

10th Floor:

403, 405, 407, 411, 412, 413, 414, 416, 418, 420,
422, 303, 304, 305, 306, 307, 308, 310, 311, 312,
313, 314, 101, 103, 105, 113, 111, 104, 106, 108,
110, 112, and 114.

6th Floor:

302, 304, 306, 308, 310, 312, 311, 313, 303, 305,
307, 203, 205, 207, 211, 213, 220, 222, 104, 106,
108, 110, 112, 114, 314, 428, 102, 105, and 103.
5th Floor:

314, 316, 318, 715, H5J02, and H5J03.

This constitutes the ongoing phases 1- 4 of the
facility negative air conversion schematic. The
Building Management System (BMS) allows for
activation of negative pressure and airflow
monitoring in relation to corridors.
"Neighborhoods" of 12 individual rooms that
approximate units and halls are provided with 1
visual negative air pressure monitor as opposed
to individual monitors for each room. The facility
engineering staff checks and records vanometer
recordings twice daily on a written log, and
continous building management system (BMS)
monitoring.

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