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 S 000 INITIAL COMMENTS  S 000

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:  005079

 

Survey Date:  10-28-2020

The following patient rooms were successfully 

verified as negative pressure by a visual 

monitoring mechanism indicating the air pressure 

status at all times: CIC rooms 2319, 2320, 2321, 

2332, 2335, 2336, CPC rooms 3308, 3312, and 

MDU rooms 4326, 4329.  Two additional patient 

rooms 4308 and 4330 were verified as negative 

pressure by a visual monitoring mechanism and 

in compliance with the negative pressure patient 

room requirements at the time of survey.  

The following patient rooms failed to be 

successfully verified as negative pressure:  3311
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