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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 and 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:  12-18-2020

The following bay space were converted to 

Medical/Surgical rooms:  Surgical Care Unit 

Rooms:  SAU01, SAU02, SAU03, SAU04, 

SAU05, SAU06, SAU07, CB SAU08, CB SAU09, 

SAU10, SAU11, SAU12, SAU13, SAU14 and the 

PAC2 01, PAC2 02, PAC2 03, PAC2 04, PAC2 05 

and PAC2 06.  Cardiac Cath Lab:  Cath1, Cath2, 

Cath3, Cath4, Cath5, Cath6, Cath7, Cath8, 

Cath9, Cath10 and Cath11.

The following rooms/units failed to be 

successfully verified as available for patient use:  

None

The following patient rooms were successfully 

verified as negative pressure by a visual 

monitoring mechanism indicating the air pressure 

status at all times: CPC 3SE rooms 3304, 3306, 

3311 and 3316, the PCU 3SW rooms 3323, 3331 

and 3336 and the MTU room 4307.

The following rooms failed to be successfully 

verified as available for patient use:  None

QA:  12/31/20
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