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 S 000 INITIAL COMMENTS  S 000

This visit was for a licensure review of patient 

rooms and negative pressure patient rooms per 

ISDH CSHCR: Program Advisory Letters 

Number: AC-2020-02-HOSP and 

AC-2020-01-HOSP.

Facility Number:  005051

Survey Date:  5/18/2020

The following patient rooms were converted from 

closed emergency department rooms to open 

rooms Surge Center University Hospital:  Rooms 

1, 2, 3, 4, 5, 6, 7, 8, 9, 10 and 11. 

Rooms 5 and 6 with ENT (ears nose and throat) 

with chair only.  

Rooms 1, 2, 3, 4, 5, 6, 7, 8, 9 and 10 lacked a 

method for patients to summon staff.  

Rooms 7, 8, 9 and 10 were monitored by a nurse 

at all times. 

Rooms 1, 2, 3, 4, 5 and 6, used for procedures, 

have staff with patient at all times.

 The following patient rooms were successfully 

verified as negative pressure:  Surge Center 

University Hospital:  Rooms 1, 2, 3, 4, 5, 6, 7 and 

8.  

The following rooms failed to be successfully 

verified as negative pressure: None.
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