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 S 000 INITIAL COMMENTS  S 000

This visit was for a licensure review of patient 

rooms per ISDH CSHCR:  Program Advisory 

Letter Number:  AC-2020-02-HOSP.

Facility Number:  005075

Survey Date:  04/17/20

The following rooms were converted to inpatient 

critical care rooms:  PACU (Post Anesthesia Care 

Unit) bays; 4, 5, 6, 7, 8, 9, 10, 11, 12, 13, 14, 15, 

16, 17, 18, 19, 20, 21, 22, 23, 24, 25, 26, 27, 28 

and 29.  Two bays equal 1 patient room as well 

as there was two (2) patient rooms in PACU area 

(not numbered).

The following rooms were converted to inpatient 

critical care rooms:  Imaging Holding Space bays; 

1, 2, 3, 5 and 6.

Each of the bays reviewed lacked a 3 foot 

clearance at the end of the bed when curtain was 

closed for privacy, but when the curtain was 

open, there was a 6 foot clearance at the end of 

the bed.
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