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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:  005033

Survey Date:  4/21/2020

The following patient rooms at Porter Regional 

Hospital were successfully verified as negative 

pressure:  

5100 Unit -Rooms:  5101, 5102, 5103, 5104, 

5105, 5106, 5107, 5108, 5109, 5110, 5111, 5112, 

5115, 5116, 5117, 5118, 5119, 5120, 5121, 5122, 

5123, 5124, 5125, 5126, 5127, 5128, 5129 and 

5130. 

5300 Unit - Rooms:  5302, 5303, 5304, 5305, 

5306, 5307, 5308, 5309, 5310, 5311, 5312, 5315, 

5316, 5317, 5318, 5319, 5320, 5321, 5322, 5323, 

5324, 5325, 5326, 5327 and 5328.

2500 Unit - ICU (Intensive Care Unit) - Rooms: 

2501, 2502, 2503, 2504, 2505, 2506, 2507, 2508, 

2509, 2510, 2511, 2512, 2513 and 2514. 

2400 Unit - ICU - Rooms: 2403, 2404 and 2405.

ER (Emergency Room) - Rooms:  22, 23 and 24.  

OR (Operating Room) - Room:  6.

Tthe facility lacked visual pressure monitoring 

mechanism indicating the air pressure status of 

the rooms at all times, however facility checks the 

rooms daily, using a Smoke Test (Ventilation 

Smoke Tube) and maintains a log for same.
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