
 

 

Dear Sir/Madam:   
 

On behalf of the WNYSHE group I would like to take this opportunity to thank 
you both for providing such an informative, professional presentation at our 
recent chapter meeting. The presentation was well received by all attendees. 
 

The time and effort that was put into your presentation coupled with your 
adventurous risk of traveling to Buffalo in January was greatly appreciated by the 
members.  Your generosity in offering your time and talents is greatly appreciated 
and we thank you for all of your efforts, hard work, and dedication which help to 
provide a safer environment for all patients, visitors and staff in healthcare 
facilities across the country.  It is reassuring to know that you and your company 
are striving to make a safer environment for everyone. 
 

We look forward to working with you again in the future. 
 

Very truly yours, 
Joe Mangold, CHFM, CFPS 
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Inside this issue: 
What Does Quality Mean?  

Written by: Ode Keil 

Among the many catch phrases thrown around as part of the healthcare 
political debate “improving quality and safety” is one of the most frequent. I 
have yet to hear a single politician, pundit, or concerned nurse or physician 
interviewed explain what exactly the phrase means. It is also difficult to find a 

hospital employee or medical staff member who can accurately explain how quality or safety is 
defined in terms of the work they do. At the same time it is virtually impossible to find anyone 
who is not in favor of improving both. This is a fascinating paradox. How can one improve 
something that is not defined?  
 

This lack of clarity has created a cottage industry dedicated to defining quality and patient safety 
in measurable terms. Organizations such as the Institute for Healthcare Improvement, the 
National Patient Safety Foundation, Leapfrog, the Joint Commission and others have dedicated 
significant resources to establish standards, measures or quality and safety. Some have also 
created quests to draw organizations to them. These are well intentioned efforts. In some cases 
there have been measurable changes in the rate of undesirable events but there does not seem 
to be any measurable overall progress in eliminating patient safety events or in establishing a 
consensus set of quality measures. In fact, information about Sentinel Events published by the 
Joint Commission has shown increases in reported events almost every year since the program 
began in 1995. Some might argue this is the result of a greater willingness of organizations to 
admit errors publicly. To some degree this may be true but there are several categories of 
reported events that have increased even after the Joint Commission has called attention to 
them through its Sentinel Event Alert process. 
 

The one set of measures that has the attention of most healthcare organizations is the bundles 
being enforced by CMS as part of the Medicare reimbursement program. This is most likely due 
to the fact that the information is accessible to the public through the Hospital Compare web 
site managed by CMS. Failure to follow the measures can negatively affect public perception of 
the hospital and may affect revenue. This is also a well intentioned effort that has not been a 
great success. CMS has been routinely and loudly criticized by physician groups and others for 
the rigid criteria used to define the measures. Physicians complain that the measures ignore the 
nuances of medical care. Physicians also complain that they are sometimes faced with a choice of 
being labeled a bad doctor or following their knowledge, judgment and experience when making 
decisions about specific cases.  
 

The problem of defining quality and safety is one that will never be solved. The practice of 
medicine is not like a manufacturing process that can be weighed, measured, timed, etc. The 
variability among the needs of patients is great. Attempts to reduce them to a simple set of 
measures will never be adequate. This should not be an excuse for abandoning the work. There 
are many aspects of patient care that can be done in a standardized manner that gathers 
important information and supports critical thinking. Care maps or clinical pathways are an 
alternative to rigid, specific standards. The management of information to assure transparent 
communication among care givers can be measured. There are other possibilities including 
measurement of the performance of the environment in which care is provided.  
 

Hospital facility managers work in a world where almost every aspect of their daily management 
decision making is constrained by some code or standard. Fire safety, infection control, electrical 
safety, and physical safety are controlled by a host of building codes and standards. The standards 
have evolved out of hard lessons when tragedies occur. These codes and standards are often 
criticized by design professionals and facility managers but in the end hospitals are designed and 
operated in accordance with them because they serve a clearly defined purpose. For example, 
hospitals still have fires but it has been more than twenty years since a multiple loss of life fire 
occurred in a hospital.      (continued on page 3) 
 

 

456728.indd   1 4/13/10   2:31 PM



 

 

The materials used to construct hospitals, the compartmentalization of space, and the installation of quick response 
sprinkler technology all played a role in this remarkable achievement. Ironically, I can’t remember the last time I saw a 
quality or safety measure related to management of the life safety condition of a hospital building being actively 
reported to a quality or safety committee. 
 
As the technology of buildings and patient care equipment have changed the sources of several generations of safety 
and quality issues have been eliminated or reduced to a degree that it would take massive financial and human 
resources to marginally reduce them. As this has happened the 800 pound gorilla has been quietly sitting in the 
corner. That gorilla is the people who work in healthcare facilities.  
 
Analysis of many patient safety issues published by the Minnesota department of health in January 2008 identifies 
inadequate rules, policies, and procedures, failures of communication, the environment or equipment, training, and 
barriers such as fear of reprisal as the most common root cause factors when things go badly wrong. All of these are 
in some manner related to human behaviors. Ignoring the reality that quality and safety are very dependent on human 
behavior essentially guarantees little or no progress will be made in reducing the rate of errors that lead to injuries, 
medical urgencies, and even the death of patients. 
 
Facility managers will have to eventually integrate quality and safety measures related to these factors to improve 
occupational and environmental health and safety programs. One starting point is measuring whether policies and 
procedures are being carried out as they are written. In the organizations where I have done this the finding is 
generally that the policies and procedures are not followed consistently. The causes include a lack of training based on 
the procedures, content that has no relationship to the actual work being performed, and lack of manager support of 
the requirements of appropriate procedures. If a hospital can create useful procedures, provide initial education and 
training based on the procedures, and hold staff accountable for performing work in accordance with the procedures 
the foundation for managing quality and safety is in place. If this is not done there is not possibility of achieving a 
stable, sustainable, and acceptable level of performance.  
 
Measurement of the level of compliance with current policies and procedures would be my first choice for starting a 
quest to improve quality. The evidence that this is the most frequent source of errors is compelling. Until the 
relationship between policies and procedures, training, and accountability is fixed no sustained quality or safety 
improvements are possible. 
 

What Does Quality Mean?  
Continued from the cover  

As announced in the last issue of TSIG News, TSIG Consulting recently launched the Integrated Accreditation Solution 
(IAS), providing the full range of accreditation and regulatory compliance consulting services to the healthcare 
industry.  Through a collaborative partnership with Critical Management Solutions, the IAS offers: 
 
• Comprehensive and integrated Joint Commission mock surveys that encompass all aspects of your organization, 

from clinical to environmental; 
• A continuous TJC/CMS standards compliance program; 
• Use of former TJC and CARF surveyors who each have conducted hundreds of actual surveys, bringing you as 

realistic a mock survey experience as possible; and 
• The capacity to meet the needs of all healthcare organizations -- from complex integrated delivery systems with a 

wide variety of programs and services (such as a hospital with a home health agency, behavioral health program, 
long-term care facility, and/or Joint Commission-accredited laboratory) to freestanding hospitals. 

 
We have performed multiple IAS mock surveys this year – each with outstanding results as reported by the client 
hospitals.   The benefits hospitals have received from mock surveys performed under the IAS model include: 

The IAS Model – Exceeding Client Expectations  
Written by Glenn D. KraskerGlenn D. KraskerGlenn D. KraskerGlenn D. Krasker 
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Did Pendleton Memorial take 'reasonable precautions' for 

Hurricane Katrina? 
 
What began as a potentially landmark wrongful-death trial testing the limits of hospitals' 
liability for disaster planning ended recently with a confidential settlement in civil court, 
leaving the larger legal issues unresolved with a gaggle of similar cases awaiting future juries. 

 
The family of Althea LaCoste alleged that Pendleton Memorial Methodist Hospital and its corporate parent, Universal Health 
Services of Pennsylvania, were responsible for her death in the days after Hurricane Katrina because their disaster plans left the 
emergency power system vulnerable to flooding. The 73-year-old woman, whose portable ventilator depended on power, survived 
the 18 hours the hospital went without electricity. But her family said the trauma of that span led to her death. 
 
Unlike most cases alleging wrongful death against health-care entities, the LaCoste suit did not claim medical malpractice against 
Methodist doctors or nurses. 
 
Legal observers, particularly health-care providers and their insurers, have watched this case since the Louisiana Supreme Court 
rejected Methodist's attempts to try the case under Louisiana's medical malpractice law, which limits awards to $500,000. General 
negligence awards are not capped. 
 
Though the terms of the resolution are sealed, a spokesman for Judge Kern Reese said the parties were free to talk generally about 
the case but neither the defense team nor LaCostes’s family provided comment. 
 
The LaCoste’s legal team built their case around the placement of a fuel pump in a ground-level mechanical building on the Read 
Boulevard campus. The pump's failure cut the diesel supply from a 10,000-gallon tank to a smaller roof-top tank and generator- and 
they highlighted a 2002 letter from then-Methodist vice president Cameron Barr warning that the emergency power system was 
susceptible to flooding. 
 
Larry Graham, who served as Methodist chief executive at the time of Hurricane Katrina, told jurors that Barr did not raise those 
concerns to him in 2003, when UHS bought the hospital. Subsequently, Graham said he never familiarized himself with the details of 
the emergency power system beyond knowing that there was a roof-top generator and a larger diesel supply at ground level. 
Graham also confirmed that he went fishing Aug. 27, 2009, unaware that Katrina's path had shifted overnight toward southeast 
Louisiana. 
 
Records and testimony from UHS executives established that the firm hired consultants to conduct reviews of its physical plants, 
suggesting, according to Best, that they should have been aware of flooding risks.  
 
The defense cast Methodist and UHS as having taken "reasonable" precautions- advising jurors that all New Orleans residents, 
including the LaCostes, knew as much about hurricane dangers as did the Methodist brass. "We all knew that even before Katrina, 
and yet we decided to live here anyway and build here and raise our kids here and take care of our loved ones here," said in the 
opening statement. "So the question you have to decide in this case, for the hospitals that you want to be here in this city: Do we 
have a right to expect that they are going to be impervious to the greatest natural disaster in American history?" 
 
The defense also concentrated on Althea LaCoste's poor health history, which included congestive heart failure, diabetes, kidney 
dialysis, high blood pressure, surgeries, the home ventilator implanted in her neck and a "do not resuscitate" order filed during a 
months-long hospitalization the year she died.  
 
The two sides offered competing witnesses offering expert testimony on the effectiveness of the emergency power system design.  
 
Attention now shifts to the scheduled May 10 trial for the family of Lorraine Edwards, a 58-year-old woman who died alongside 
Althea LaCoste at Methodist.  
 
The Edwards family's attorney, said he benefited from watching the same facts and some of the same expert witnesses be presented 
before a jury. He believes Edwards' age and general health status, which he described as more stable than those of Althea LaCoste, 
make his case stronger.  
 
The Edwards case also includes the assertion that Methodist should have evacuated before the storm, a claim the LaCoste family did 
not make because Althea LaCoste checked in on Aug. 28, 2009 to have access to a power source. 
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 Emergency Management Remains Focus of Surveys  
 

For those who have recently been surveyed, you know that there continues to be an increasing focus on 
the Emergency Management standards.  In fact, the Emergency Management tracer session has evolved 
into a separate Joint Commission survey activity- often times completely removed from the Environment 
of Care session.  In addition, surveyors are seeking to assure you maintain a organization-specific 
Emergency Operations Plan (EOP) and sound contingency plans, communication mechanisms and staff 
education and knowledge throughout the survey process.  Here’s a snapshot of what surveyors are 
looking for:  

• Evidence of leadership and medical staff involvement in pre-planning and development of the 
  

• An organization-specific hazard vulnerability analysis (HVA) that is prioritized and involving your  
community  agencies, as well as used to develop your mitigation, preparation, response and recovery 
activities 

• A comprehensive EOP that includes detailed processes and directives that are related to the six 
critical areas  of emergency response (communication, resources & assets, safety & security, staff 
responsibilities, utilities  management and patient & clinical support activities).  The EOP must also 
address the capabilities and  sustainability factors for each organization- should it not have community 
support for up to a 96 hour period. 

• Credentialing and privileging processes for disaster situations – if and how they are defined and if and 
how  they have been implemented. 

• How an organization conducts and evaluates their emergency management exercises?  As well as 

again reevaluated as a  result of responding to each exercise and / or actual event?  

Requirements that were once a component of the Environment of Care standards now comprise 12 
standards with over 110 elements of performance.  As learned from the various catastrophic events such 
as 9/11, recent hurricanes and countless other manmade and natural disasters, preparing for, and 

 
Survey Preparedness Resources 

 
The Joint Commission (TJC) has released their 2010 Survey Activity Guide which can either be 
downloaded directly from www.jointcommission.org or email your request for said document to 
info@tsigconsulting.com.  This new version includes updated document lists for all programs, survey 
readiness notes and a survey activity list.  In an effort to continue to improve customer and surveyor sat-
isfaction, TJC has implemented a new process for developing the survey agenda.  The survey team will 
work with the organization, while onsite, to develop an agenda that meets survey requirements and the 
needs of your specific organization.  
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Comprehensive assessment and accurate results:  Our mock surveys performed under the IAS model 
typically consist of a physician, nurse, and Life Safety Code expert.  These consultants operate as an integrated 
team of surveyors who plan the survey together and constantly communicate with each other throughout the 
mock survey.  The result for the organization is a more comprehensive assessment with accurate results. 
 
Consistent understanding by hospital leadership:  At critical points during the mock survey (Daily Briefings, 
Leadership Interview, Exit Summation), all of the organization’s key players are at the table together, hearing the 
same message from the mock survey team.  Having our consultant surveyors provide feedback on the 
organization’s performance to this single group (including the CEO, other senior administrative staff, and those 
responsible for the environment of care/Life Safety) facilitates a consistent, organization-wide understanding of 
the critical mock survey findings.  This common understanding helps avoid any surprises down the road and 
helps “get everyone on the same page”. 
 
As real as it can get.  All of our IAS mock surveys are conducted by former Joint Commission surveyors, each 
of whom has performed hundreds of real surveys.  Consequently, our mock survey experience closely 
resembles the actual survey process, providing the organization with “real life” survey experience and results 
they can count on to best prepare them for the actual survey. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Support for EOC issues:  Our mock survey teams communicate directly with the organization’s senior 
leadership (including the CEO), so Environment of Care and Life Safety issues are brought to their attention 
directly by our team.  As a result, Facilities and Safety Management staff are more likely to receive the support 
they need from leadership, including staffing, financial, and operational backing.  As we all know, these resource 
are critical for a well-functioning EoC and Safety program. 
 
Cohesive follow-up:  Following our mock surveys, we review the report with senior leadership and other key 
players.  During this discussion, we work to reach consensus on the priorities for the organization’s follow-up.  
With this approach, any EoC and/or Life Safety issues are given the attention and support they need from senior 
leaders. 
 
Cost-effectiveness: Traditional approaches to survey readiness tend to be fragmented, with the clinical and 
EoC/Life Safety mock surveys being conducted independent of each other.  Mock surveys performed under the 
IAS model can be scheduled more efficiently and priced as a “package”, resulting in considerable savings to the 
healthcare organization. 
 

For more information on how the Integrated Accreditation Solution can work for your 
organization, please contact Karim Bhimani at 212-420-8724 (ext 141) 
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Operations Plan (EOP) Emergency  

assuring that any opportunities for improvement to the EOP are developed, implemented and then 
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The importance of assuring an accurate, effective and code-compliant means of testing a building’s fire 
alarm & suppression system can best be evidenced by the fact that, consistently over the last three 

years, this requirement has remained among the top ten most frequently cited recommendations by 

regulatory agencies such as The Joint Commission (TJC) and the Center for Medicaid & Medicare 
Service (CMS). Often times healthcare organizations are surprised to learn that what they thought they 

have been doing over many years was consistent with the respective NFPA code requirement-  yet 
only come to discover during their accreditation survey that they have fallen short from meeting these 

expectations and suffered the damaging consequences of adverse findings. Therefore, it is the intent of 
this article to provide those who oversee this responsibility a clear and concise method to ensure that 

similar unfortunate results may be avoided in the future. This can best be achieved by adhering to the 
following five-step process: 

 

Step 1- Know your systems and take inventory of all your devices 
Often times a Life Safety surveyor initiates the survey process by conducting a document review session 
at which time they will ask the organization to provide those documents related to fire alarm testing. 

Usually they proceed in consecutive order of the standards themselves. For example, TJC’s EC.02.03.05 
EP1 requires organizations to test all initiating devices starting with “Supervisory Signal Devices”. 

Imagine the horror of being asked at the onset of your survey for the test records of said devices, only 

to learn that there are no records available to evidence this requirement, compounded by the fact that 
you have no idea what a “Supervisory Signal Device” is, nor whether you actually have any such devices 

within your alarm system. This would obviously not set a good tone to start out your survey, and would 
presumably reduce your confidence and the confidence of your surveyor with your testing program. 

Therefore, it is imperative that each organization take into account a total number of all devices. This 
would include a complete and accurate inventory of supervisory signals, pull stations, heat detectors, 

smoke detectors, kitchen hoods, fire pumps, fan shut-down devices, extinguishers, etc.  Having the 
confidence in knowing that all your devices are accounted for in detail will further serve your best 

interest because it not only allows you to maintain an accurate record of testing to assure all devices 

have been tested for the current period of testing, but can also be used to verify any changes in number 
of devices from year to year. Imagine a situation where a surveyor reviews your testing records from 3 

years ago and finds that you had 250 pull stations tested, and then reviews the records from two years 
ago to find there were 190 pull stations tested, and finally the most current record that indicates a total 

of 330 pull stations tested- how difficult would that be to explain. Although there are bound to be some 
changes in the current inventory, such drastic fluctuations may lead to serious questions that have no 

rational explanation. Therefore, once you have completed the inventory, review the totals of each 
device from year to year or during each respective interval of testing. For example, many organizations 

test 25% of devices that are required to be tested at an annual interval, and learning at the end of the 4th  

A Simple 5 Step Process to Assure Code-Compliant Testing of Fire 
Alarm & Suppression Systems 

Written by: George A. Rivas, CHSP 

 

 
 THE GOOD, THE BAD & THE UGLY   THE GOOD, THE BAD & THE UGLY   THE GOOD, THE BAD & THE UGLY   THE GOOD, THE BAD & THE UGLY       

by George A. Rivas, CHSP 
 
 TSIG’s Newest Software- SOC SafeTracker 

 
Since it’s inception, I have been most appreciative of the fact that The Joint Commission wisely 
chose to go electronic with the Statement of Conditions (eSOC). I personally think that their 
decision to also create a simple means to effectively upload an organization’s Plans for 
Improvement (PFI) in mass volume was a good idea, if not a great one. God bless the csv file!  

And what also impressed me about the eSOC program is the fact that it’s web-based (so that it can be viewed and 
updated from any location) and that it has suffered far less operational problems (and user discomfort) than their 
previously marketed software programs (I am sure there are many readers out there who probably remember the 
old Electronic SOC software sold back in the 90’s. What a piece of crap that was! I still have the floppy disks I 
purchased in my desk drawer to remind me of the good-ol-days- bah!).  
 

Although the new eSOC program allows the user to enter and update their SOC, the one bad thing about the new 
eSOC is that it doesn’t offer the true benefits of modern software by being a “smart system”. In other words, it 
doesn’t manage the SOC by letting the user know when it’s time to address corrective measures via a warning 
system that alerts you when the respective PFI’s are due. Now, before I receive a slew of emails reminding me that 
‘it’s NOT the Joint Commission’s job to manage an organization’s SOC!’ or ‘You have to be crazy to expect an 
accreditation body to afford those kind of resources for every healthcare organization out there!’, rest assured that I 
am fully aware of this, I understand it completely and know full well the responsibility to manage one’s SOC is not on 
the shoulders of the Joint Commission but rather that of the organization itself.  
 

However, wouldn’t it be nice if there were a smart system out there actually monitored each PFI and did alert you as 
they approached their due date? Imagine having the confidence of knowing that you can avoid the ugly results of a 
busted SOC. Well, now you can! We at TSIG recognize that organizations cannot afford the risk of having a busted 
SOC and therefore developed a program that enables those who use our services to prepare their Statement of 
Conditions to have the benefit of true “smart system” we call the SOC SafeTracker.  
 

The way it works is quite simple: once we prepare the SOC, we provide our client a report of the deficiencies 
discovered. The client reviews said findings and enters those they choose into their eSOC program on their Joint 
Commission website. The client then provides us a copy of their csv file they used to import their PFI’s and we take 
it from there. “So why is it a smart system and how does TSIG make my life easier?” Here’s how: as the due date for 
the projected completion date for each PFI approaches, an email is sent to the client; warning them that the date is 
nearing. In fact, there are three separate emails sent at three separate intervals as follows: 

• The 1st is sent two weeks before the PFI projected completion date is due 

• The 2nd email is sent one day before the PFI projected completion date is due, warning the user that they are 
 now approaching the 6-month grace period 

• The 3rd email is sent thirty days before the 6-month grace period expires 
 

Guess who receives a carbon copy (cc) of the last warning email? Yep, you guessed it- yours truly. And at that point I 
am picking up the phone to definitely make sure the client receives the warning. Why would we go to these 
extremes for our clients? Because we realize that our clients have a lot to lose if they miss these important dates and 
we value the service our clients afford us. Therefore we take every effort and opportunity to make compliance 
easier, lessen the stress of these concerns and assure the confidence in knowing that we are there to help healthcare 
organizations whenever and however we possibly can. This has been a personal mission of mine since first becoming 

 

For more information regarding having us prepare your next SOC and the benefits of SOC SafeTracker, simply send 
an email to: info@tsigconsulting.com. 
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a consultant. The same integrity and commitment to its clients is mirrored in TSIG, a firm I'm proud to be a part 
of. 
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 A lot of confusion surrounds the requirements for existing electrical rooms requiring a 1 hr FRR.  The following 
information regards the typical transformers installed indoors in existing healthcare facilities, and the National Electrical 
Code (NEC) requirement for such rooms.  If you have other types of transformers, such as oil filled, further information 
will be found within the NEC codes. 
 

The majority of existing indoor transformers will fall in the following category of dry type transformer separation 
requirements. 
 
NFPA 70 (NEC) 450.21 Dry-Type Transformers Installed Indoors. 
(A) Not Over 112½ kVA. Dry-type transformers installed indoors and rated 112½ kVA or less shall have a separation of at 
least 305 mm (12 in.) from combustible material unless separated from the combustible material by a fire-resistant, heat-
insulated barrier. 
Exception:  This rule shall not apply to transformers rated for 600 volts, nominal, or less that are completely enclosed, with 
or without ventilating openings. 
 
(B) Over 112½ kVA. Individual dry-type transformers of more than 112½ kVA rating shall be installed in a transformer 
room of fire-resistant construction. Unless specified otherwise in this article, the term fire resistant means a construction 
having a minimum fire rating of 1 hour. 
 
Exception No. 1:  Transformers with Class 155 or higher insulation systems and separated from combustible material by a fire-
resistant, heat-insulating barrier or by not less than 1.83 m (6 ft) horizontally and 3.7 m (12 ft) vertically. 
 
Exception No. 2:  Transformers with Class 155 or higher insulation systems and completely enclosed except for ventilating openings. 
(Typical dry type transformer found in facilities). 
 
Many times the transformer’s “rise in temp” number is confused with the “class” of transformer, therefore incorrectly 
requiring enclosure rooms to be 1 hr FRR, creating situations where facilities are unnecessarily retrofitting existing rooms 
for 1 hr FRR at extreme costs unnecessarily.  Transformer data plates differ per manufacture, so see the cross reference 
chart below to assist converting data plate information to reflect to correct transformer class, therefore the correct room 
rating requirement. 
  

The cross reference table and following text below indicates the designations- this information can 
typically be found in the transformer nameplate: 

 

 

These requirements are solely from NFPA 70 (NEC).  Some local and state codes could be more restrictive in existing 
buildings (new buildings also).  Always consult a fire safety professional and/or local AHJ if an area is in question.  
 
If we can be of assistance with your determining your room rating requirements for electrical rooms, or any other required 
room rating requirements, compliance efforts, feel free to send an email to info@tsigconsulting.com 
 

Transformer and Insulation Systems Ratings 

Insulation Rating Class Transformer Temperature 
Rise Rating 

Max. Ambient Tempera-
ture Hot Spot Allowance 

Class 105 A 55°C Rise 40°C 10°C 

Class 150 B 80°C Rise 40°C 30°C 

Class 180 F 115°C Rise 40°C 30°C 

Class 220 H 150°C Rise 40°C 30°C 

 EXAMPLE:   The data plate on your current Individual Dry-Type, completely enclosed, vented, transformer 
(as pictured on left) does not clearly indicate the Insulation Class of transformer, however, does state the rate 
of temperature rise is 150°C.  Using the chart above, this would be a class 220 insulation rated transformer.  
This room would NOT be required to be fire resistive rated construction per NFPA 70: article 450.21 (B), 
exception no.2 allowing the FRR construction based on being Class 155 or higher, Completely Enclosed and 
vented. 

Indoor Transformer Room Rating Requirements 
Written by: Kenny Gregory 
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quarter that you failed to test them all may prove too late to establish a complete test of all devices by 

year’s end. So use the inventory to monitor a comprehensive test for all your devices. 

 
Step 2- Have written procedures for all testing and maintenance processes 
 

Knowing that you are performing the required tests, in accordance to specific NFPA code 
requirements can make all the difference in the world come time of survey. Often times, 

organizations believe that just because they have records of testing, at the required intervals, that this 
guarantees they will smoothly sail through their survey process- nothing can be further from the 

truth. For example, few realize that something as simple as the monthly inspection of portable fire 
extinguishers requires a minimum of 9 inspection points in accordance with NFPA 10. Whether you 

perform these tests in-house or utilize an outside contracting service provider to perform any of 
your system testing, it proves prudent foresight to assure these activities are conducted in 

accordance with code. If testing is performed by in-house staff, it’s imperative that you review the 

related codes within NFPA and seek out the specific requirements or tasks necessary for properly 
conducting these tests, and draft your written procedures based on said text. For those who use an 

outside contractor, it is as simple as demanding these written procedures are provided by the 
contractor for the tests that they perform- and don’t forget to ensure they include within your 

written contract; verbiage holding them to said procedures such as: “all testing shall be conducted in 
accordance with NFPA codes” is specifically written directly into the contract. Imagine that come 

time of your next survey, that you unknowingly discover your contract service provider inserted the 
following text into your contract: “all audible and visual devices are not to be tested at the request of 

the client”. There exists no rational excuse or explanation that could avoid a damning 

recommendation if a surveyor were to uncover such a blunder. Read your contract with a detailed 
eye and demand those changes necessary from the contractors you pay. 

 
 

Step 3- Verify the qualifications of those performing the testing & maintenance 
 

Imagine a surveyor asks you the following question during survey: “How do you know the guy who is 
right now on top of a ladder, testing the smoke detectors in your building wasn’t out on a street 

corner selling oranges two weeks ago?” It may seem like a humorous question, but how do you 
actually know those who test and maintain your systems are truly qualified in said role? It is 

important enough a question that the NFPA defined a minimum required set of qualifications that are 
clearly prescribed in NFPA 72. Worse yet, imagine the surveyor disqualifying all your records for 

testing over the past three years because you failed to provide evidence of said qualifications. Not 
such a humorous position to be in now and the laughter ceased the minute your jaw hit the floor. 
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Step 4- Maintain recordkeeping practices that are consistent with the code 
 

It is important to recognize that in almost every NFPA code there is a section entitled “Records”, that 

provides a clear and concise method of assuring your recordkeeping practices are suitable for assuring AHJ 
approval for whatever test or maintenance function performed. Imagine that after a year’s worth of effort, 

you only come to find that a surveyor discounts all your efforts as non-compliant simply because of a failure 
to record the process in accordance with code requirements. In fact, for those relying upon outside 

contract service providers to perform and submit their test records to you, it is important for you to verify 
that said records provided meet the NFPA “Records” requirements. Something as simply as failing to fill in a 

blank line or entering of a date, or other required documentation could lead to such a disqualification. 
Although NFPA code allows significant latitude as to how these records are to be documented, they do 

provide samples of various test records for consideration. However, they do not mandate that their forms 

be used but you still need to ensure they contain the relevant data. For example, under NFPA 72 there is a 
sample figure of a test record form provided for your initiating devices but if you (or your vendor) choose 

to use another form of documentation, you must still ensure you follow the directions provided: 
 

A record of all inspections, testing, and maintenance shall be provided that includes the following information 
regarding tests and all the applicable information requested in  Figure 10.6.2.3   

 

In other words, failing to answer all the necessary information could prove a dangerous risk come time of 
survey. To ease your efforts in this area, we at TSIG have developed a tool to ensure that you may easily 

collect and illustrate all the necessary testing and recordkeeping requirements all in a single page. Refer to 
the special insert centerfold of this newsletter. We realize that by making it easier for a surveyor to access 

the necessary records in an efficient manner, it will also ease your time. labor and mental strain from trying 
to dig up all the necessary records by consolidating it all into a simple format. Surveyors appreciate it equally 

as much because no one enjoys spending time reviewing these documents. 
 

Step 5- Assure that you document the corrective actions for any deficiencies 
noted during testing 
 
One of the most frequent citable offenses during any survey is the failure to show that you have corrected the 
problems identified during your recent tests. Imagine that you just provided a surveyor three years worth of 
test records only to discover that he / she uncovered the vary same problems noted from one year to the 
next.  
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The Joint Commission (TJC) HAP standard EM.02.02.11 requires that the facility’s Emergency Operations Plan 
describe how the hospital will manage a potential increase in demand for clinical services for vulnerable 
populations served by the hospital, such as patients who are pediatric, geriatric, disabled, or have serious chronic 
conditions or addictions. One example would be a high pediatric population creating a situation that during an 
actual disaster a hospital may be overwhelmed by an influx of pediatric patients.  The facility should have a policy 
and procedure in place to determine how the hospital will meet this challenge for all 6 critical functions of the 
EOP (communication, resources and assets, security and safety, utilities, staffing, and patient management as they 
pertain to a pediatric population, such as infants/toddlers, preschoolers, and school aged children.  
 

The Emergency Operations Plan’s required inventory (EM01.01.01.ep8) should include  pediatric supplies such as 
medical equipment (infant warmers, etc.), medications, nutritional needs and other non-medical supplies such as 
diapers, bottles etc. The inventory should also consider plans for the parents/guardians of these pediatric patients, 
and their supply needs.   
 

Safety/Security concerns should consider additional security measures may need to be taken to minimize the risks 
of infant/pediatric patients (and siblings).  Given the additional chaos that can occur during an emergency, this risk 
clearly becomes higher.  Considerations for temporary security personnel may become necessary. 
 

Some Utility concerns to consider would be possible increased power usage in NICU units, pediatric surgery, etc. 
 

The facility should consider how it will identify and track pediatric patients; children may or may not be 
accompanied by a caregiver.  It is important for hospitals to appropriate the most suitable staff to care for 
pediatric patients.  Not only will the physical needs have to be addressed but the emotional needs of the child may 
also need to be met because of the trauma the child may have experienced. The psychological needs of the child’s 
family may also need to be addressed. 
 

It is vital for the hospital to plan ahead for pediatric disasters if the risk is increased that the community may 
supply an influx; the facility should know how many pediatric patients they can care for. The hospital should have a 
plan on where patients will be diverted to when the facility has reached its capacity to care for pediatric patients.  
One way a hospital can plan ahead and test their written plan is through pediatric specific disaster drills. Such drills 
can focus on the hospitals preparation for pediatric disasters. 
 

There are many resources available to help a hospital plan for disasters involving pediatric patients, such as: 
“Children in Disasters, Hospital Guidelines for Pediatric Disasters” by Centers for Bioterrorism Preparedness 
Program Pediatric Task Force, NYC DOHMH Pediatric Disaster Advisory Group, NYC DOHMH Healthcare 
Emergency Preparedness Program. Published August 2008.  Pediatric Disaster Resource and Training Center 
(PDRTC) provide training through video modules and is an excellent resource. 
 

For questions and/or assistance with emergency planning, feel free to contact us at 
info@tsigconsulting.com  

 

Planning for Pediatric Patients during a Disaster 
Written by: Barbara Pankoski,  CHSP 
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Survey team consisted of one physician, Nurse and Life Safety surveyor. The Life safety surveyor arrived midweek and 
was here from 7:30 am to 4 pm and spent the time touring the main hospital and an off site with our Plant Ops 
people. 
 

The survey team started each day promptly at 7:45 am and didn't get out the door until after 6 each evening. Don't 
know whether it was the Team, or the new face of their surveys, but there really was no way to publish a survey 
schedule-- which really threw some people off. The Tracers were real, based on patient movement-- so no way to tell 
where the surveyors were headed. They were also very clever - didn't tell us the next stop until on the elevator - no 
calling ahead. Also, handed over the list of HR files and credentials files to be pulled just before the review sessions. 
Like Columbo, would leave a unit -- or a topic of discussion -- and then circle back. 
 

There were a few "set" sessions – The Physician asked us to convene P&T Committee and Credentials Committee, 
which we were able to do. 
 

The "Systems Tracers" were a learning experience - Infection Control Tracer also included a case review. The 
Leadership Interview was exactly an hour - Board and Senior Management. The surveyors asked the group 6 
questions: (1) How do keep yourself out of the news (negative media coverage)?; (2) How do you plan, who's 
involved, how do you prioritize?; (3) What preparation do Board members receive for their role?; (4) How do you 
incorporate patient safety into your planning?; (5) How do you change performance?; and (6) How do you recruit and 
retain staff and physicians? 
 

The Data Tracer lasted almost 2 hours - I was glad we'd rehearsed so people didn't do the deer in the headlights thing 
when asked about how we use data to drive patient safety and PI efforts. Focus was on Core Measures, patient safety 
( Falls, especially ), infection control. 
 

Huge survey focus was Procedural Sedation. Also Transfusion process. Looked at Med Reconciliation, but the 
standard is being changed, so they couldn't cite us for anything. Timing of chart entries, of course and unapproved 
abbreviations. OPPE and FPPE. Verification of identification of med staff applicants by one of our staff attesting in 
writing that a government-issued photo i.d. is in fact the applicant. 
 

No containers over 32 gals ( we have 64 gal shredding bins that will have to go because they're not in closets ).  
Infection Prevention, Infection Prevention, Infection Prevention (Plan includes description of population served; Annual 
Risk Assessment and Evaluation of previous year. Data collection, etc. Core Measures - anything "in the red" for more 
than 3 quarters without effective action will be cited. The usual EOC stuff - utilities plan, fire plan etc. Medication 
safety - complete orders, especially. NPSG's - especially labelling solutions. Updating H&P's prior to a procedure (just 
shoot me) and pre-procedure assessment. Nursing Care Plans addressing the clinical reason for admission. Restraints, 
restraints, restraints. T.O.s countersigned within 24 hours. Security of meds - especially anesthesia carts ( control of 
propofol - thank you, Michael Jackson ). Summary list after 3 visits for all ambulatory areas, including outpatient 
Oncology. Staff competencies - age-specific and specific to the job. Evidence of CPR training if you give vaccinations 
(think Employee Health). Department-specific orientation (can be tough for employees who've been at the place for 
30+ years). Radiology collecting data on timeliness of reporting of critical values. Radiation safety (badge check logs). 
Temp and humidity in OR - be sure policy and practice match. Clear hallways. Smoke penetrations (surveyor found 
one, fixed while he watched and so we weren't cited). 
 

Resulted in 5 Direct Impact findings (one of which may go away because it was corrected during the survey - check 
the panic hardware on your doors for thumb turn deadbolts!) and 9 Indirect Impact. 
 

The survey team was kind to staff, teaching as well as surveying - what a survey should be. They can't tell you any 
more at Exit your outcome - but they do print off a report of preliminary findings. 45 days to fix Direct Impact (once 
official report posted to Extranet) and 60 days to fix Indirect - you have to respond to all findings. 

Recent Hospital Survey Notes December 2009 
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Please be advised that although these summary reports contain valuable information to better prepare your 
organization for your next survey, some of the questions and comments made by the survey team members are 
subjective in nature and do not reflect actual standard and/or code requirements.  Should you have any 
questions, please feel free to contact us via email at: info@tsigconsulting.com 
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Then comes the dreaded questions such as: “how do you explain the fact that the same 40 devices 
failed from year to year?” or “So where are the Interim Life Safety Measures assessed and 

implemented for these devices that have been non-functioning over the last three years?” or “How 
come I don’t see these problems noted on your Statement of Conditions?” Trust me when I say that 

you don’t want to be in such a position to answer these questions! Therefore, it is important to 
note that in the “Records” section of NFPA code describe above, there is a short but significant 

documented piece of evidence that you cannot afford to miss: 

 
 

Disposition of problems identified during test (e.g., owner notified, problem corrected/successfully retested, 
device abandoned in place) 
 
Yes, it is important to indicate whether a test passed or failed but more importantly is assuring that 

you address whatever problems are identified and deal with them in a timely fashion. This requires 
greater diligence than simply filing away the test reports into a file or on a shelf once you receive 

them. It is imperative that those responsible review these documents closely and immediately 
address the corrective actions. Some may be easily fixed in a matter of hours and minutes while 

others may take considerable longer. Whatever the timeframe, make sure that you documents 
your corrective actions and include these records as part of your testing recordkeeping so you can 

easily demonstrate to surveyors what in fact as been done as a result. If the problems cannot be 

fixed in a timely manner, one would have to assess and implement Interim Life Safety Measures, and 
possibly even place them on your Statement of Conditions if they will take significantly longer to 

correct. In our special insert you will see that we have made special section to include whether 
ILSM was assessed and included a column for entering the Plan for Improvement information for 

the SOC. 
 

In summary, an organization has a tremendous benefit to be gained by following these simple five 

steps and avoiding the potential of significant adverse results during future surveys. Although there 
is considerable time and effort involved, the process itself is really quite simple and the efforts 

taken in advance will make for a much more comfortable and smooth survey / inspection process.  
 

If you would like an electronic copy of the special insert, feel free to submit your request to: 
info@tsigconsulting.com 

456728.indd   7 4/13/10   2:27 PM



 

 

Device Description Test Frequency Code 
Reference

Supervisory signal devices Quarterly
NFPA 72, 

table 7-3.2

Valve tamper switches Semiannually NFPA 72

Water flow devices Semiannually NFPA 72

Duct detectors Annually NFPA 72

Magnetic releasing devices Annually NFPA 72

Heat detectors Annually NFPA 72

Smoke detectors Annually NFPA 72

Fire alarm pull boxes Annually NFPA 72

Audible devices (speakers) Annually NFPA 72

Visible devices (strobes) Annually NFPA 72

Off-site transmission eqmt. Quarterly NFPA 72

Fire pump discharge test Annually NFPA 25

Water tank level alarms Semiannually NFPA 25

Water tank low temp alarm 
(cold weather only)

Monthly during 
cold weather NFPA 25

Riser main drain tests Annually NFPA 25

Outside fire department 
connection inspection Quarterly NFPA 25

Automatic kitchen systems Semiannually
NFPA 96, 

11.2.1

CO2 / Gas Systems Annually
NFPA 2001,  

4-1.1

Occupant hoses
5 years after 

install, 3 years 
thereafter

NFPA 25

Standpipe Systems Five years NFPA 25

Fire and smoke dampers 1 year after install, 
6 years thereafter

NFPA 90,    
3-4.7

Air-handling smoke 
shutdown Annually

NFPA 90,    
4-4.1

Horizontal/ vertical fire 
doors / shutters Annually

NFPA 80,  
15-2.4

Fire pump churn test Weekly NFPA 25

Portable fire extinguishers Monthly check
NFPA 10, 1-
6, 4-3,4-4

Portable fire extinguishers Annual maint
NFPA 10, 1-
6, 4-3,4-4

Portable fire extinguishers Hydrostatic test
NFPA 10, 1-
6, 4-3,4-4

Conducted By Test Date    
2nd Qtr

# Passed / 
Failed

Test Date    
1st Qtr

# Passed / 
Failed

Corrected 
Date

Corrected 
Date

Test
3rd
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Survey team consisted of one physician, Nurse and Life Safety surveyor. The Life safety surveyor arrived midweek and 
was here from 7:30 am to 4 pm and spent the time touring the main hospital and an off site with our Plant Ops 
people. 
 

The survey team started each day promptly at 7:45 am and didn't get out the door until after 6 each evening. Don't 
know whether it was the Team, or the new face of their surveys, but there really was no way to publish a survey 
schedule-- which really threw some people off. The Tracers were real, based on patient movement-- so no way to tell 
where the surveyors were headed. They were also very clever - didn't tell us the next stop until on the elevator - no 
calling ahead. Also, handed over the list of HR files and credentials files to be pulled just before the review sessions. 
Like Columbo, would leave a unit -- or a topic of discussion -- and then circle back. 
 

There were a few "set" sessions – The Physician asked us to convene P&T Committee and Credentials Committee, 
which we were able to do. 
 

The "Systems Tracers" were a learning experience - Infection Control Tracer also included a case review. The 
Leadership Interview was exactly an hour - Board and Senior Management. The surveyors asked the group 6 
questions: (1) How do keep yourself out of the news (negative media coverage)?; (2) How do you plan, who's 
involved, how do you prioritize?; (3) What preparation do Board members receive for their role?; (4) How do you 
incorporate patient safety into your planning?; (5) How do you change performance?; and (6) How do you recruit and 
retain staff and physicians? 
 

The Data Tracer lasted almost 2 hours - I was glad we'd rehearsed so people didn't do the deer in the headlights thing 
when asked about how we use data to drive patient safety and PI efforts. Focus was on Core Measures, patient safety 
( Falls, especially ), infection control. 
 

Huge survey focus was Procedural Sedation. Also Transfusion process. Looked at Med Reconciliation, but the 
standard is being changed, so they couldn't cite us for anything. Timing of chart entries, of course and unapproved 
abbreviations. OPPE and FPPE. Verification of identification of med staff applicants by one of our staff attesting in 
writing that a government-issued photo i.d. is in fact the applicant. 
 

No containers over 32 gals ( we have 64 gal shredding bins that will have to go because they're not in closets ).  
Infection Prevention, Infection Prevention, Infection Prevention (Plan includes description of population served; Annual 
Risk Assessment and Evaluation of previous year. Data collection, etc. Core Measures - anything "in the red" for more 
than 3 quarters without effective action will be cited. The usual EOC stuff - utilities plan, fire plan etc. Medication 
safety - complete orders, especially. NPSG's - especially labelling solutions. Updating H&P's prior to a procedure (just 
shoot me) and pre-procedure assessment. Nursing Care Plans addressing the clinical reason for admission. Restraints, 
restraints, restraints. T.O.s countersigned within 24 hours. Security of meds - especially anesthesia carts ( control of 
propofol - thank you, Michael Jackson ). Summary list after 3 visits for all ambulatory areas, including outpatient 
Oncology. Staff competencies - age-specific and specific to the job. Evidence of CPR training if you give vaccinations 
(think Employee Health). Department-specific orientation (can be tough for employees who've been at the place for 
30+ years). Radiology collecting data on timeliness of reporting of critical values. Radiation safety (badge check logs). 
Temp and humidity in OR - be sure policy and practice match. Clear hallways. Smoke penetrations (surveyor found 
one, fixed while he watched and so we weren't cited). 
 

Resulted in 5 Direct Impact findings (one of which may go away because it was corrected during the survey - check 
the panic hardware on your doors for thumb turn deadbolts!) and 9 Indirect Impact. 
 

The survey team was kind to staff, teaching as well as surveying - what a survey should be. They can't tell you any 
more at Exit your outcome - but they do print off a report of preliminary findings. 45 days to fix Direct Impact (once 
official report posted to Extranet) and 60 days to fix Indirect - you have to respond to all findings. 

Recent Hospital Survey Notes December 2009 
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Please be advised that although these summary reports contain valuable information to better prepare your 
organization for your next survey, some of the questions and comments made by the survey team members are 
subjective in nature and do not reflect actual standard and/or code requirements.  Should you have any 
questions, please feel free to contact us via email at: info@tsigconsulting.com 
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Then comes the dreaded questions such as: “how do you explain the fact that the same 40 devices 
failed from year to year?” or “So where are the Interim Life Safety Measures assessed and 

implemented for these devices that have been non-functioning over the last three years?” or “How 
come I don’t see these problems noted on your Statement of Conditions?” Trust me when I say that 

you don’t want to be in such a position to answer these questions! Therefore, it is important to 
note that in the “Records” section of NFPA code describe above, there is a short but significant 

documented piece of evidence that you cannot afford to miss: 

 
 

Disposition of problems identified during test (e.g., owner notified, problem corrected/successfully retested, 
device abandoned in place) 
 
Yes, it is important to indicate whether a test passed or failed but more importantly is assuring that 

you address whatever problems are identified and deal with them in a timely fashion. This requires 
greater diligence than simply filing away the test reports into a file or on a shelf once you receive 

them. It is imperative that those responsible review these documents closely and immediately 
address the corrective actions. Some may be easily fixed in a matter of hours and minutes while 

others may take considerable longer. Whatever the timeframe, make sure that you documents 
your corrective actions and include these records as part of your testing recordkeeping so you can 

easily demonstrate to surveyors what in fact as been done as a result. If the problems cannot be 

fixed in a timely manner, one would have to assess and implement Interim Life Safety Measures, and 
possibly even place them on your Statement of Conditions if they will take significantly longer to 

correct. In our special insert you will see that we have made special section to include whether 
ILSM was assessed and included a column for entering the Plan for Improvement information for 

the SOC. 
 

In summary, an organization has a tremendous benefit to be gained by following these simple five 

steps and avoiding the potential of significant adverse results during future surveys. Although there 
is considerable time and effort involved, the process itself is really quite simple and the efforts 

taken in advance will make for a much more comfortable and smooth survey / inspection process.  
 

If you would like an electronic copy of the special insert, feel free to submit your request to: 
info@tsigconsulting.com 
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Step 4- Maintain recordkeeping practices that are consistent with the code 
 

It is important to recognize that in almost every NFPA code there is a section entitled “Records”, that 

provides a clear and concise method of assuring your recordkeeping practices are suitable for assuring AHJ 
approval for whatever test or maintenance function performed. Imagine that after a year’s worth of effort, 

you only come to find that a surveyor discounts all your efforts as non-compliant simply because of a failure 
to record the process in accordance with code requirements. In fact, for those relying upon outside 

contract service providers to perform and submit their test records to you, it is important for you to verify 
that said records provided meet the NFPA “Records” requirements. Something as simply as failing to fill in a 

blank line or entering of a date, or other required documentation could lead to such a disqualification. 
Although NFPA code allows significant latitude as to how these records are to be documented, they do 

provide samples of various test records for consideration. However, they do not mandate that their forms 

be used but you still need to ensure they contain the relevant data. For example, under NFPA 72 there is a 
sample figure of a test record form provided for your initiating devices but if you (or your vendor) choose 

to use another form of documentation, you must still ensure you follow the directions provided: 
 

A record of all inspections, testing, and maintenance shall be provided that includes the following information 
regarding tests and all the applicable information requested in  Figure 10.6.2.3   

 

In other words, failing to answer all the necessary information could prove a dangerous risk come time of 
survey. To ease your efforts in this area, we at TSIG have developed a tool to ensure that you may easily 

collect and illustrate all the necessary testing and recordkeeping requirements all in a single page. Refer to 
the special insert centerfold of this newsletter. We realize that by making it easier for a surveyor to access 

the necessary records in an efficient manner, it will also ease your time. labor and mental strain from trying 
to dig up all the necessary records by consolidating it all into a simple format. Surveyors appreciate it equally 

as much because no one enjoys spending time reviewing these documents. 
 

Step 5- Assure that you document the corrective actions for any deficiencies 
noted during testing 
 
One of the most frequent citable offenses during any survey is the failure to show that you have corrected the 
problems identified during your recent tests. Imagine that you just provided a surveyor three years worth of 
test records only to discover that he / she uncovered the vary same problems noted from one year to the 
next.  
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The Joint Commission (TJC) HAP standard EM.02.02.11 requires that the facility’s Emergency Operations Plan 
describe how the hospital will manage a potential increase in demand for clinical services for vulnerable 
populations served by the hospital, such as patients who are pediatric, geriatric, disabled, or have serious chronic 
conditions or addictions. One example would be a high pediatric population creating a situation that during an 
actual disaster a hospital may be overwhelmed by an influx of pediatric patients.  The facility should have a policy 
and procedure in place to determine how the hospital will meet this challenge for all 6 critical functions of the 
EOP (communication, resources and assets, security and safety, utilities, staffing, and patient management as they 
pertain to a pediatric population, such as infants/toddlers, preschoolers, and school aged children.  
 

The Emergency Operations Plan’s required inventory (EM01.01.01.ep8) should include  pediatric supplies such as 
medical equipment (infant warmers, etc.), medications, nutritional needs and other non-medical supplies such as 
diapers, bottles etc. The inventory should also consider plans for the parents/guardians of these pediatric patients, 
and their supply needs.   
 

Safety/Security concerns should consider additional security measures may need to be taken to minimize the risks 
of infant/pediatric patients (and siblings).  Given the additional chaos that can occur during an emergency, this risk 
clearly becomes higher.  Considerations for temporary security personnel may become necessary. 
 

Some Utility concerns to consider would be possible increased power usage in NICU units, pediatric surgery, etc. 
 

The facility should consider how it will identify and track pediatric patients; children may or may not be 
accompanied by a caregiver.  It is important for hospitals to appropriate the most suitable staff to care for 
pediatric patients.  Not only will the physical needs have to be addressed but the emotional needs of the child may 
also need to be met because of the trauma the child may have experienced. The psychological needs of the child’s 
family may also need to be addressed. 
 

It is vital for the hospital to plan ahead for pediatric disasters if the risk is increased that the community may 
supply an influx; the facility should know how many pediatric patients they can care for. The hospital should have a 
plan on where patients will be diverted to when the facility has reached its capacity to care for pediatric patients.  
One way a hospital can plan ahead and test their written plan is through pediatric specific disaster drills. Such drills 
can focus on the hospitals preparation for pediatric disasters. 
 

There are many resources available to help a hospital plan for disasters involving pediatric patients, such as: 
“Children in Disasters, Hospital Guidelines for Pediatric Disasters” by Centers for Bioterrorism Preparedness 
Program Pediatric Task Force, NYC DOHMH Pediatric Disaster Advisory Group, NYC DOHMH Healthcare 
Emergency Preparedness Program. Published August 2008.  Pediatric Disaster Resource and Training Center 
(PDRTC) provide training through video modules and is an excellent resource. 
 

For questions and/or assistance with emergency planning, feel free to contact us at 
info@tsigconsulting.com  

 

Planning for Pediatric Patients during a Disaster 
Written by: Barbara Pankoski,  CHSP 
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 A lot of confusion surrounds the requirements for existing electrical rooms requiring a 1 hr FRR.  The following 
information regards the typical transformers installed indoors in existing healthcare facilities, and the National Electrical 
Code (NEC) requirement for such rooms.  If you have other types of transformers, such as oil filled, further information 
will be found within the NEC codes. 
 

The majority of existing indoor transformers will fall in the following category of dry type transformer separation 
requirements. 
 
NFPA 70 (NEC) 450.21 Dry-Type Transformers Installed Indoors. 
(A) Not Over 112½ kVA. Dry-type transformers installed indoors and rated 112½ kVA or less shall have a separation of at 
least 305 mm (12 in.) from combustible material unless separated from the combustible material by a fire-resistant, heat-
insulated barrier. 
Exception:  This rule shall not apply to transformers rated for 600 volts, nominal, or less that are completely enclosed, with 
or without ventilating openings. 
 
(B) Over 112½ kVA. Individual dry-type transformers of more than 112½ kVA rating shall be installed in a transformer 
room of fire-resistant construction. Unless specified otherwise in this article, the term fire resistant means a construction 
having a minimum fire rating of 1 hour. 
 
Exception No. 1:  Transformers with Class 155 or higher insulation systems and separated from combustible material by a fire-
resistant, heat-insulating barrier or by not less than 1.83 m (6 ft) horizontally and 3.7 m (12 ft) vertically. 
 
Exception No. 2:  Transformers with Class 155 or higher insulation systems and completely enclosed except for ventilating openings. 
(Typical dry type transformer found in facilities). 
 
Many times the transformer’s “rise in temp” number is confused with the “class” of transformer, therefore incorrectly 
requiring enclosure rooms to be 1 hr FRR, creating situations where facilities are unnecessarily retrofitting existing rooms 
for 1 hr FRR at extreme costs unnecessarily.  Transformer data plates differ per manufacture, so see the cross reference 
chart below to assist converting data plate information to reflect to correct transformer class, therefore the correct room 
rating requirement. 
  

The cross reference table and following text below indicates the designations- this information can 
typically be found in the transformer nameplate: 

 

 

These requirements are solely from NFPA 70 (NEC).  Some local and state codes could be more restrictive in existing 
buildings (new buildings also).  Always consult a fire safety professional and/or local AHJ if an area is in question.  
 
If we can be of assistance with your determining your room rating requirements for electrical rooms, or any other required 
room rating requirements, compliance efforts, feel free to send an email to info@tsigconsulting.com 
 

Transformer and Insulation Systems Ratings 

Insulation Rating Class Transformer Temperature 
Rise Rating 

Max. Ambient Tempera-
ture Hot Spot Allowance 

Class 105 A 55°C Rise 40°C 10°C 

Class 150 B 80°C Rise 40°C 30°C 

Class 180 F 115°C Rise 40°C 30°C 

Class 220 H 150°C Rise 40°C 30°C 

 EXAMPLE:   The data plate on your current Individual Dry-Type, completely enclosed, vented, transformer 
(as pictured on left) does not clearly indicate the Insulation Class of transformer, however, does state the rate 
of temperature rise is 150°C.  Using the chart above, this would be a class 220 insulation rated transformer.  
This room would NOT be required to be fire resistive rated construction per NFPA 70: article 450.21 (B), 
exception no.2 allowing the FRR construction based on being Class 155 or higher, Completely Enclosed and 
vented. 

Indoor Transformer Room Rating Requirements 
Written by: Kenny Gregory 
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quarter that you failed to test them all may prove too late to establish a complete test of all devices by 

year’s end. So use the inventory to monitor a comprehensive test for all your devices. 

 
Step 2- Have written procedures for all testing and maintenance processes 
 

Knowing that you are performing the required tests, in accordance to specific NFPA code 
requirements can make all the difference in the world come time of survey. Often times, 

organizations believe that just because they have records of testing, at the required intervals, that this 
guarantees they will smoothly sail through their survey process- nothing can be further from the 

truth. For example, few realize that something as simple as the monthly inspection of portable fire 
extinguishers requires a minimum of 9 inspection points in accordance with NFPA 10. Whether you 

perform these tests in-house or utilize an outside contracting service provider to perform any of 
your system testing, it proves prudent foresight to assure these activities are conducted in 

accordance with code. If testing is performed by in-house staff, it’s imperative that you review the 

related codes within NFPA and seek out the specific requirements or tasks necessary for properly 
conducting these tests, and draft your written procedures based on said text. For those who use an 

outside contractor, it is as simple as demanding these written procedures are provided by the 
contractor for the tests that they perform- and don’t forget to ensure they include within your 

written contract; verbiage holding them to said procedures such as: “all testing shall be conducted in 
accordance with NFPA codes” is specifically written directly into the contract. Imagine that come 

time of your next survey, that you unknowingly discover your contract service provider inserted the 
following text into your contract: “all audible and visual devices are not to be tested at the request of 

the client”. There exists no rational excuse or explanation that could avoid a damning 

recommendation if a surveyor were to uncover such a blunder. Read your contract with a detailed 
eye and demand those changes necessary from the contractors you pay. 

 
 

Step 3- Verify the qualifications of those performing the testing & maintenance 
 

Imagine a surveyor asks you the following question during survey: “How do you know the guy who is 
right now on top of a ladder, testing the smoke detectors in your building wasn’t out on a street 

corner selling oranges two weeks ago?” It may seem like a humorous question, but how do you 
actually know those who test and maintain your systems are truly qualified in said role? It is 

important enough a question that the NFPA defined a minimum required set of qualifications that are 
clearly prescribed in NFPA 72. Worse yet, imagine the surveyor disqualifying all your records for 

testing over the past three years because you failed to provide evidence of said qualifications. Not 
such a humorous position to be in now and the laughter ceased the minute your jaw hit the floor. 
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The importance of assuring an accurate, effective and code-compliant means of testing a building’s fire 
alarm & suppression system can best be evidenced by the fact that, consistently over the last three 

years, this requirement has remained among the top ten most frequently cited recommendations by 

regulatory agencies such as The Joint Commission (TJC) and the Center for Medicaid & Medicare 
Service (CMS). Often times healthcare organizations are surprised to learn that what they thought they 

have been doing over many years was consistent with the respective NFPA code requirement-  yet 
only come to discover during their accreditation survey that they have fallen short from meeting these 

expectations and suffered the damaging consequences of adverse findings. Therefore, it is the intent of 
this article to provide those who oversee this responsibility a clear and concise method to ensure that 

similar unfortunate results may be avoided in the future. This can best be achieved by adhering to the 
following five-step process: 

 

Step 1- Know your systems and take inventory of all your devices 
Often times a Life Safety surveyor initiates the survey process by conducting a document review session 
at which time they will ask the organization to provide those documents related to fire alarm testing. 

Usually they proceed in consecutive order of the standards themselves. For example, TJC’s EC.02.03.05 
EP1 requires organizations to test all initiating devices starting with “Supervisory Signal Devices”. 

Imagine the horror of being asked at the onset of your survey for the test records of said devices, only 

to learn that there are no records available to evidence this requirement, compounded by the fact that 
you have no idea what a “Supervisory Signal Device” is, nor whether you actually have any such devices 

within your alarm system. This would obviously not set a good tone to start out your survey, and would 
presumably reduce your confidence and the confidence of your surveyor with your testing program. 

Therefore, it is imperative that each organization take into account a total number of all devices. This 
would include a complete and accurate inventory of supervisory signals, pull stations, heat detectors, 

smoke detectors, kitchen hoods, fire pumps, fan shut-down devices, extinguishers, etc.  Having the 
confidence in knowing that all your devices are accounted for in detail will further serve your best 

interest because it not only allows you to maintain an accurate record of testing to assure all devices 

have been tested for the current period of testing, but can also be used to verify any changes in number 
of devices from year to year. Imagine a situation where a surveyor reviews your testing records from 3 

years ago and finds that you had 250 pull stations tested, and then reviews the records from two years 
ago to find there were 190 pull stations tested, and finally the most current record that indicates a total 

of 330 pull stations tested- how difficult would that be to explain. Although there are bound to be some 
changes in the current inventory, such drastic fluctuations may lead to serious questions that have no 

rational explanation. Therefore, once you have completed the inventory, review the totals of each 
device from year to year or during each respective interval of testing. For example, many organizations 

test 25% of devices that are required to be tested at an annual interval, and learning at the end of the 4th  

A Simple 5 Step Process to Assure Code-Compliant Testing of Fire 
Alarm & Suppression Systems 

Written by: George A. Rivas, CHSP 

 

 
 THE GOOD, THE BAD & THE UGLY   THE GOOD, THE BAD & THE UGLY   THE GOOD, THE BAD & THE UGLY   THE GOOD, THE BAD & THE UGLY       

by George A. Rivas, CHSP 
 
 TSIG’s Newest Software- SOC SafeTracker 

 
Since it’s inception, I have been most appreciative of the fact that The Joint Commission wisely 
chose to go electronic with the Statement of Conditions (eSOC). I personally think that their 
decision to also create a simple means to effectively upload an organization’s Plans for 
Improvement (PFI) in mass volume was a good idea, if not a great one. God bless the csv file!  

And what also impressed me about the eSOC program is the fact that it’s web-based (so that it can be viewed and 
updated from any location) and that it has suffered far less operational problems (and user discomfort) than their 
previously marketed software programs (I am sure there are many readers out there who probably remember the 
old Electronic SOC software sold back in the 90’s. What a piece of crap that was! I still have the floppy disks I 
purchased in my desk drawer to remind me of the good-ol-days- bah!).  
 

Although the new eSOC program allows the user to enter and update their SOC, the one bad thing about the new 
eSOC is that it doesn’t offer the true benefits of modern software by being a “smart system”. In other words, it 
doesn’t manage the SOC by letting the user know when it’s time to address corrective measures via a warning 
system that alerts you when the respective PFI’s are due. Now, before I receive a slew of emails reminding me that 
‘it’s NOT the Joint Commission’s job to manage an organization’s SOC!’ or ‘You have to be crazy to expect an 
accreditation body to afford those kind of resources for every healthcare organization out there!’, rest assured that I 
am fully aware of this, I understand it completely and know full well the responsibility to manage one’s SOC is not on 
the shoulders of the Joint Commission but rather that of the organization itself.  
 

However, wouldn’t it be nice if there were a smart system out there actually monitored each PFI and did alert you as 
they approached their due date? Imagine having the confidence of knowing that you can avoid the ugly results of a 
busted SOC. Well, now you can! We at TSIG recognize that organizations cannot afford the risk of having a busted 
SOC and therefore developed a program that enables those who use our services to prepare their Statement of 
Conditions to have the benefit of true “smart system” we call the SOC SafeTracker.  
 

The way it works is quite simple: once we prepare the SOC, we provide our client a report of the deficiencies 
discovered. The client reviews said findings and enters those they choose into their eSOC program on their Joint 
Commission website. The client then provides us a copy of their csv file they used to import their PFI’s and we take 
it from there. “So why is it a smart system and how does TSIG make my life easier?” Here’s how: as the due date for 
the projected completion date for each PFI approaches, an email is sent to the client; warning them that the date is 
nearing. In fact, there are three separate emails sent at three separate intervals as follows: 

• The 1st is sent two weeks before the PFI projected completion date is due 

• The 2nd email is sent one day before the PFI projected completion date is due, warning the user that they are 
 now approaching the 6-month grace period 

• The 3rd email is sent thirty days before the 6-month grace period expires 
 

Guess who receives a carbon copy (cc) of the last warning email? Yep, you guessed it- yours truly. And at that point I 
am picking up the phone to definitely make sure the client receives the warning. Why would we go to these 
extremes for our clients? Because we realize that our clients have a lot to lose if they miss these important dates and 
we value the service our clients afford us. Therefore we take every effort and opportunity to make compliance 
easier, lessen the stress of these concerns and assure the confidence in knowing that we are there to help healthcare 
organizations whenever and however we possibly can. This has been a personal mission of mine since first becoming 

 

For more information regarding having us prepare your next SOC and the benefits of SOC SafeTracker, simply send 
an email to: info@tsigconsulting.com. 
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a consultant. The same integrity and commitment to its clients is mirrored in TSIG, a firm I'm proud to be a part 
of. 
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 Emergency Management Remains Focus of Surveys  
 

For those who have recently been surveyed, you know that there continues to be an increasing focus on 
the Emergency Management standards.  In fact, the Emergency Management tracer session has evolved 
into a separate Joint Commission survey activity- often times completely removed from the Environment 
of Care session.  In addition, surveyors are seeking to assure you maintain a organization-specific 
Emergency Operations Plan (EOP) and sound contingency plans, communication mechanisms and staff 
education and knowledge throughout the survey process.  Here’s a snapshot of what surveyors are 
looking for:  

• Evidence of leadership and medical staff involvement in pre-planning and development of the 
  

• An organization-specific hazard vulnerability analysis (HVA) that is prioritized and involving your  
community  agencies, as well as used to develop your mitigation, preparation, response and recovery 
activities 

• A comprehensive EOP that includes detailed processes and directives that are related to the six 
critical areas  of emergency response (communication, resources & assets, safety & security, staff 
responsibilities, utilities  management and patient & clinical support activities).  The EOP must also 
address the capabilities and  sustainability factors for each organization- should it not have community 
support for up to a 96 hour period. 

• Credentialing and privileging processes for disaster situations – if and how they are defined and if and 
how  they have been implemented. 

• How an organization conducts and evaluates their emergency management exercises?  As well as 

again reevaluated as a  result of responding to each exercise and / or actual event?  

Requirements that were once a component of the Environment of Care standards now comprise 12 
standards with over 110 elements of performance.  As learned from the various catastrophic events such 
as 9/11, recent hurricanes and countless other manmade and natural disasters, preparing for, and 

 
Survey Preparedness Resources 

 
The Joint Commission (TJC) has released their 2010 Survey Activity Guide which can either be 
downloaded directly from www.jointcommission.org or email your request for said document to 
info@tsigconsulting.com.  This new version includes updated document lists for all programs, survey 
readiness notes and a survey activity list.  In an effort to continue to improve customer and surveyor sat-
isfaction, TJC has implemented a new process for developing the survey agenda.  The survey team will 
work with the organization, while onsite, to develop an agenda that meets survey requirements and the 
needs of your specific organization.  
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Comprehensive assessment and accurate results:  Our mock surveys performed under the IAS model 
typically consist of a physician, nurse, and Life Safety Code expert.  These consultants operate as an integrated 
team of surveyors who plan the survey together and constantly communicate with each other throughout the 
mock survey.  The result for the organization is a more comprehensive assessment with accurate results. 
 
Consistent understanding by hospital leadership:  At critical points during the mock survey (Daily Briefings, 
Leadership Interview, Exit Summation), all of the organization’s key players are at the table together, hearing the 
same message from the mock survey team.  Having our consultant surveyors provide feedback on the 
organization’s performance to this single group (including the CEO, other senior administrative staff, and those 
responsible for the environment of care/Life Safety) facilitates a consistent, organization-wide understanding of 
the critical mock survey findings.  This common understanding helps avoid any surprises down the road and 
helps “get everyone on the same page”. 
 
As real as it can get.  All of our IAS mock surveys are conducted by former Joint Commission surveyors, each 
of whom has performed hundreds of real surveys.  Consequently, our mock survey experience closely 
resembles the actual survey process, providing the organization with “real life” survey experience and results 
they can count on to best prepare them for the actual survey. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Support for EOC issues:  Our mock survey teams communicate directly with the organization’s senior 
leadership (including the CEO), so Environment of Care and Life Safety issues are brought to their attention 
directly by our team.  As a result, Facilities and Safety Management staff are more likely to receive the support 
they need from leadership, including staffing, financial, and operational backing.  As we all know, these resource 
are critical for a well-functioning EoC and Safety program. 
 
Cohesive follow-up:  Following our mock surveys, we review the report with senior leadership and other key 
players.  During this discussion, we work to reach consensus on the priorities for the organization’s follow-up.  
With this approach, any EoC and/or Life Safety issues are given the attention and support they need from senior 
leaders. 
 
Cost-effectiveness: Traditional approaches to survey readiness tend to be fragmented, with the clinical and 
EoC/Life Safety mock surveys being conducted independent of each other.  Mock surveys performed under the 
IAS model can be scheduled more efficiently and priced as a “package”, resulting in considerable savings to the 
healthcare organization. 
 

For more information on how the Integrated Accreditation Solution can work for your 
organization, please contact Karim Bhimani at 212-420-8724 (ext 141) 
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Operations Plan (EOP) Emergency  

assuring that any opportunities for improvement to the EOP are developed, implemented and then 
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The materials used to construct hospitals, the compartmentalization of space, and the installation of quick response 
sprinkler technology all played a role in this remarkable achievement. Ironically, I can’t remember the last time I saw a 
quality or safety measure related to management of the life safety condition of a hospital building being actively 
reported to a quality or safety committee. 
 
As the technology of buildings and patient care equipment have changed the sources of several generations of safety 
and quality issues have been eliminated or reduced to a degree that it would take massive financial and human 
resources to marginally reduce them. As this has happened the 800 pound gorilla has been quietly sitting in the 
corner. That gorilla is the people who work in healthcare facilities.  
 
Analysis of many patient safety issues published by the Minnesota department of health in January 2008 identifies 
inadequate rules, policies, and procedures, failures of communication, the environment or equipment, training, and 
barriers such as fear of reprisal as the most common root cause factors when things go badly wrong. All of these are 
in some manner related to human behaviors. Ignoring the reality that quality and safety are very dependent on human 
behavior essentially guarantees little or no progress will be made in reducing the rate of errors that lead to injuries, 
medical urgencies, and even the death of patients. 
 
Facility managers will have to eventually integrate quality and safety measures related to these factors to improve 
occupational and environmental health and safety programs. One starting point is measuring whether policies and 
procedures are being carried out as they are written. In the organizations where I have done this the finding is 
generally that the policies and procedures are not followed consistently. The causes include a lack of training based on 
the procedures, content that has no relationship to the actual work being performed, and lack of manager support of 
the requirements of appropriate procedures. If a hospital can create useful procedures, provide initial education and 
training based on the procedures, and hold staff accountable for performing work in accordance with the procedures 
the foundation for managing quality and safety is in place. If this is not done there is not possibility of achieving a 
stable, sustainable, and acceptable level of performance.  
 
Measurement of the level of compliance with current policies and procedures would be my first choice for starting a 
quest to improve quality. The evidence that this is the most frequent source of errors is compelling. Until the 
relationship between policies and procedures, training, and accountability is fixed no sustained quality or safety 
improvements are possible. 
 

What Does Quality Mean?  
Continued from the cover  

As announced in the last issue of TSIG News, TSIG Consulting recently launched the Integrated Accreditation Solution 
(IAS), providing the full range of accreditation and regulatory compliance consulting services to the healthcare 
industry.  Through a collaborative partnership with Critical Management Solutions, the IAS offers: 
 
• Comprehensive and integrated Joint Commission mock surveys that encompass all aspects of your organization, 

from clinical to environmental; 
• A continuous TJC/CMS standards compliance program; 
• Use of former TJC and CARF surveyors who each have conducted hundreds of actual surveys, bringing you as 

realistic a mock survey experience as possible; and 
• The capacity to meet the needs of all healthcare organizations -- from complex integrated delivery systems with a 

wide variety of programs and services (such as a hospital with a home health agency, behavioral health program, 
long-term care facility, and/or Joint Commission-accredited laboratory) to freestanding hospitals. 

 
We have performed multiple IAS mock surveys this year – each with outstanding results as reported by the client 
hospitals.   The benefits hospitals have received from mock surveys performed under the IAS model include: 

The IAS Model – Exceeding Client Expectations  
Written by Glenn D. KraskerGlenn D. KraskerGlenn D. KraskerGlenn D. Krasker 
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Did Pendleton Memorial take 'reasonable precautions' for 

Hurricane Katrina? 
 
What began as a potentially landmark wrongful-death trial testing the limits of hospitals' 
liability for disaster planning ended recently with a confidential settlement in civil court, 
leaving the larger legal issues unresolved with a gaggle of similar cases awaiting future juries. 

 
The family of Althea LaCoste alleged that Pendleton Memorial Methodist Hospital and its corporate parent, Universal Health 
Services of Pennsylvania, were responsible for her death in the days after Hurricane Katrina because their disaster plans left the 
emergency power system vulnerable to flooding. The 73-year-old woman, whose portable ventilator depended on power, survived 
the 18 hours the hospital went without electricity. But her family said the trauma of that span led to her death. 
 
Unlike most cases alleging wrongful death against health-care entities, the LaCoste suit did not claim medical malpractice against 
Methodist doctors or nurses. 
 
Legal observers, particularly health-care providers and their insurers, have watched this case since the Louisiana Supreme Court 
rejected Methodist's attempts to try the case under Louisiana's medical malpractice law, which limits awards to $500,000. General 
negligence awards are not capped. 
 
Though the terms of the resolution are sealed, a spokesman for Judge Kern Reese said the parties were free to talk generally about 
the case but neither the defense team nor LaCostes’s family provided comment. 
 
The LaCoste’s legal team built their case around the placement of a fuel pump in a ground-level mechanical building on the Read 
Boulevard campus. The pump's failure cut the diesel supply from a 10,000-gallon tank to a smaller roof-top tank and generator- and 
they highlighted a 2002 letter from then-Methodist vice president Cameron Barr warning that the emergency power system was 
susceptible to flooding. 
 
Larry Graham, who served as Methodist chief executive at the time of Hurricane Katrina, told jurors that Barr did not raise those 
concerns to him in 2003, when UHS bought the hospital. Subsequently, Graham said he never familiarized himself with the details of 
the emergency power system beyond knowing that there was a roof-top generator and a larger diesel supply at ground level. 
Graham also confirmed that he went fishing Aug. 27, 2009, unaware that Katrina's path had shifted overnight toward southeast 
Louisiana. 
 
Records and testimony from UHS executives established that the firm hired consultants to conduct reviews of its physical plants, 
suggesting, according to Best, that they should have been aware of flooding risks.  
 
The defense cast Methodist and UHS as having taken "reasonable" precautions- advising jurors that all New Orleans residents, 
including the LaCostes, knew as much about hurricane dangers as did the Methodist brass. "We all knew that even before Katrina, 
and yet we decided to live here anyway and build here and raise our kids here and take care of our loved ones here," said in the 
opening statement. "So the question you have to decide in this case, for the hospitals that you want to be here in this city: Do we 
have a right to expect that they are going to be impervious to the greatest natural disaster in American history?" 
 
The defense also concentrated on Althea LaCoste's poor health history, which included congestive heart failure, diabetes, kidney 
dialysis, high blood pressure, surgeries, the home ventilator implanted in her neck and a "do not resuscitate" order filed during a 
months-long hospitalization the year she died.  
 
The two sides offered competing witnesses offering expert testimony on the effectiveness of the emergency power system design.  
 
Attention now shifts to the scheduled May 10 trial for the family of Lorraine Edwards, a 58-year-old woman who died alongside 
Althea LaCoste at Methodist.  
 
The Edwards family's attorney, said he benefited from watching the same facts and some of the same expert witnesses be presented 
before a jury. He believes Edwards' age and general health status, which he described as more stable than those of Althea LaCoste, 
make his case stronger.  
 
The Edwards case also includes the assertion that Methodist should have evacuated before the storm, a claim the LaCoste family did 
not make because Althea LaCoste checked in on Aug. 28, 2009 to have access to a power source. 
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Dear Sir/Madam:   
 

On behalf of the WNYSHE group I would like to take this opportunity to thank 
you both for providing such an informative, professional presentation at our 
recent chapter meeting. The presentation was well received by all attendees. 
 

The time and effort that was put into your presentation coupled with your 
adventurous risk of traveling to Buffalo in January was greatly appreciated by the 
members.  Your generosity in offering your time and talents is greatly appreciated 
and we thank you for all of your efforts, hard work, and dedication which help to 
provide a safer environment for all patients, visitors and staff in healthcare 
facilities across the country.  It is reassuring to know that you and your company 
are striving to make a safer environment for everyone. 
 

We look forward to working with you again in the future. 
 

Very truly yours, 
Joe Mangold, CHFM, CFPS 
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Inside this issue: 
What Does Quality Mean?  

Written by: Ode Keil 

Among the many catch phrases thrown around as part of the healthcare 
political debate “improving quality and safety” is one of the most frequent. I 
have yet to hear a single politician, pundit, or concerned nurse or physician 
interviewed explain what exactly the phrase means. It is also difficult to find a 

hospital employee or medical staff member who can accurately explain how quality or safety is 
defined in terms of the work they do. At the same time it is virtually impossible to find anyone 
who is not in favor of improving both. This is a fascinating paradox. How can one improve 
something that is not defined?  
 

This lack of clarity has created a cottage industry dedicated to defining quality and patient safety 
in measurable terms. Organizations such as the Institute for Healthcare Improvement, the 
National Patient Safety Foundation, Leapfrog, the Joint Commission and others have dedicated 
significant resources to establish standards, measures or quality and safety. Some have also 
created quests to draw organizations to them. These are well intentioned efforts. In some cases 
there have been measurable changes in the rate of undesirable events but there does not seem 
to be any measurable overall progress in eliminating patient safety events or in establishing a 
consensus set of quality measures. In fact, information about Sentinel Events published by the 
Joint Commission has shown increases in reported events almost every year since the program 
began in 1995. Some might argue this is the result of a greater willingness of organizations to 
admit errors publicly. To some degree this may be true but there are several categories of 
reported events that have increased even after the Joint Commission has called attention to 
them through its Sentinel Event Alert process. 
 

The one set of measures that has the attention of most healthcare organizations is the bundles 
being enforced by CMS as part of the Medicare reimbursement program. This is most likely due 
to the fact that the information is accessible to the public through the Hospital Compare web 
site managed by CMS. Failure to follow the measures can negatively affect public perception of 
the hospital and may affect revenue. This is also a well intentioned effort that has not been a 
great success. CMS has been routinely and loudly criticized by physician groups and others for 
the rigid criteria used to define the measures. Physicians complain that the measures ignore the 
nuances of medical care. Physicians also complain that they are sometimes faced with a choice of 
being labeled a bad doctor or following their knowledge, judgment and experience when making 
decisions about specific cases.  
 

The problem of defining quality and safety is one that will never be solved. The practice of 
medicine is not like a manufacturing process that can be weighed, measured, timed, etc. The 
variability among the needs of patients is great. Attempts to reduce them to a simple set of 
measures will never be adequate. This should not be an excuse for abandoning the work. There 
are many aspects of patient care that can be done in a standardized manner that gathers 
important information and supports critical thinking. Care maps or clinical pathways are an 
alternative to rigid, specific standards. The management of information to assure transparent 
communication among care givers can be measured. There are other possibilities including 
measurement of the performance of the environment in which care is provided.  
 

Hospital facility managers work in a world where almost every aspect of their daily management 
decision making is constrained by some code or standard. Fire safety, infection control, electrical 
safety, and physical safety are controlled by a host of building codes and standards. The standards 
have evolved out of hard lessons when tragedies occur. These codes and standards are often 
criticized by design professionals and facility managers but in the end hospitals are designed and 
operated in accordance with them because they serve a clearly defined purpose. For example, 
hospitals still have fires but it has been more than twenty years since a multiple loss of life fire 
occurred in a hospital.      (continued on page 3) 
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Dear Sir:   
  We just finished our survey and wanted to express to TSIG our sincere 
thanks for all the hard work you put into preparing our hospital's EC documents 
and our Statement of Conditions. Our Life Safety Surveyor was very black and 
white, and extremely detailed in his document review and building survey. There 
were so few things that he uncovered that he stated during the closing conference 
that the home office probably won't even think that he was here (he usually has a 
long list). He said it was the best survey he's ever had regardless of the size of 
hospital. Thanks for all your help! We greatly appreciate you hard effort and look 
forward to continue using your services in the future.   
 

Curtis Lancaster 
Faith Regional Health Services 
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