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 Don’t Take an RFI 
    Without a Fight 

by George A. Rivas, CHSP

We All Make Mistakes 
Every day, we see countless examples proving the old adages “to err is 
human” and “nobody’s perfect.” These truisms apply even to those 
respected, knowledgeable authorities, such as the surveyors tasked with 
accrediting hospitals nationwide. The Joint Commission (TJC) 
understands this and recognizes that their surveyors may make errors, 
base their evaluations often subjective opinions rather than referenced 
codes or standards, and/ or not fully take into account all pertinent 
information when making their decisions. Therefore, TJC affords 
accredited organizations the opportunity to appeal any decisions they 
feel were wrongly cited that could potentially impact their accreditation.  

However, the problem with the formal appeal process is that a 
healthcare organization must first wait until it receives its survey report, 
and then are limited to only 10 days to respond with any appeals. 
Unfortunately by then, the negative repercussions may have already 
been inflicted. Responsible managers may feel as though they fell short 
of their expectations and the superiors and senior leadership may hold 
department managers accountable for said results—possibly even with 
punitive actions. Worse yet, some organizations may feel compelled to 
immediately implement corrective actions and measures or change 
existing processes solely based on what the surveyor cited—even if the 
finding was not justified in the first place. Besides being unnecessary, 
this unchallenged course of action results in: 
• The wasting of significant time, money, resources and energy of the 
 hospital  
• Allows those surveyors to continue to cite other hospitals with the 

same erroneous findings 

Preemptive Action 
It is for this reason that healthcare organizations should consider options 
to address decisions that could lead to Recommendations for 
Improvement (RFIs) before they are finalized on the survey summary 
report and prior to the formal appeal process. If a Recommendation for 
Improvement (RFI) can be convincingly overturned during the actual time 
of survey, it will produce a more realistic survey summary report and 
save the time and effort of having to appeal the decision post-survey. 
This improves the outcome for all parties, creating a more comfortable, 
interactive survey process, and leading to a more accurate end result. 

(Continued on Page 2)
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This can be achieved by assuring in advance that the responsible point persons (those managers 
and department heads representing the hospital for each of the various TJC standards during the 
survey) are well prepared. This includes affording them the necessary training and dedicated 
resources to maintain a comfortable level of knowledge and enabling them the confidence to 
effectively challenge potential RFIs raised during the survey. To achieve this goal, organizations 
should consider the benefit of attending seminars & trade organization meetings, undergoing mock 
surveys & audits and acquiring reference materials that will develop the skills of those responsible, 
better enabling them to know the correct time and means to protest a decision that will result in 
adverse scoring.  Should there be questionable grounds for a surveyor’s decision during the survey, 
the respective point person should be encouraged (and supported by the organization’s leadership) 
to seek clarification, provide the surveyor additional documentation, or request an ongoing exchange 
of dialogue to present the hospital’s case rather than blindly surrender to the often quick and 
subjective decision of some surveyors. In fact, it has long been maintained by TJC themselves that 
the survey process itself was designed to be (and should be) a collegial exchange of bi-directional 
communication, as well as a learning experience for both parties.  

Challenging a Finding 
The initial step one should take in presenting a challenge is to simply ask the surveyor which specific 
Element of Performance (EP) he/she is referring to when it appears (or you are informed) that an RFI 
is being cited. You next want to have both parties review the actual text of the EP within the 
accreditation manual (or other documented reference) and come to an agreement about what the 

specific “requirements” are. Because not every EP within the 
standards are prescriptive in their context, or specifies the actual 
method or means of demonstrating compliance, often times it is 
simply a matter of how efective the organization can prove validity 
as to how they create a site-specific means of demonstrating 
compliance via the use of tools such as the beneficial risk 
assessment process– especially for many of the EP’s referenced 
under the Physical Environment standards. This may lead to also 
providing additional support documentation the organization 
maintains to illustrate evidence of standard compliance and to 
reinforce the position of the organization’s process. Sharing 

current performance measures and ongoing improvement initiatives may also prove an effective 
means for surveyors to understand that the organization has already defined certain shortcomings 
and has current plans in place to improve upon them. 

Partners in Your Corner
One significant advantage TSIG clients have that few other consulting firms offer is that we maintain 
an ongoing partnership with our clients, affording them the benefit of continued support beyond the 
date of original consult  / service– up to, and including, the time of actual survey. TSIG affords 
healthcare organizations the dedicated resources, information, and interpretative support that can be 
employed to help challenge or appeal any incorrect findings. TSIG consultants not only possess a 
wealth of expert knowledge, but they are also exceptional at providing timely and relevant 
documentation that clearly distinguishes between what might be incorrectly cited in a surveyor’s 
report and what is actually required by codes and standards. This clarification often makes the 
difference in overturning bogus recommendations, while also allowing organizations to effectively 
educate surveyors on these important differences. This, in turn, helps shape the knowledge and 
scope of surveyors for any other organizations they survey in the future, making the accreditation 
process better for everyone. 

We take pride in the success rate of aiding organizations overturn wrongful decisions  and are 
always willing to help provide a rational, expert approach when challenging a wrongful decision that 
could otherwise pose serious consequences and risk the hospital’s accreditation status. 
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  Building Information Modeling (BIM)  
  Integrated  Design  
  for Healthcare Buildings 

       

      By Harry Spring, P.E., LEED AP  

      Managing Principal WASA/Studio A  

 

The Hospital project is considered as one of the most complex projects to design and even more 
difficult to build and maintain. The Hospital project team and the owner face many challenges to 
build in an environment where harmony during construction is a rare commodity. Building Informa-
tion Modeling or BIM, as it is known in the industry, was developed in the mid to late 90’s with an 
aim to assist the design and construction project teams with building design and the construction 
process. This process, if properly applied by the design team, and followed through with construc-
tion coordination services in BIM that interface with the various trades, has the potential to save 
significant amounts of time and money to the Hospital project. When properly tracked by the de-
sign team through commissioning, BIM can become a completely computerized operation includ-
ing (if properly monitored & performed) an effective maintenance tool for the remaining service life 
of the facility. 
 
We, at WASA/Studio A  (www.wasallp.com) are a completely integrated design firm of Architects 
and MEP/S  Engineers and using BIM on every project we design, successfully resolved many of 
the typical costly barriers & obstacles, fully achieving the desired  harmonious process during the 
construction phase adopting our design process to reflect the As-Built BIM. Over the last several 
years we decided that all designs from our office to transform our CAD standards to our own Revit 
3-D standards, where then all trades can work within the same model as an integrated team. We 
focus on accuracy and populating all technical information into the same architectural model to 
prepare a single architectural BIM model that is fully integrated. 
 
Since early 2008, every project of every type is delivered in Revit (Autodesk software), preparing 
documents ready for the bidding process by contractors. The construction documents are fully 
coordinated and complete with all the essential technical information imbedded in said documen-
tation. These deliverables are the standard 2-dimentional construction documents extracted from 
the signed virtual, 3-dimentional BIM model.  With over 30 completed projects in BIM, of various 
types of buildings, and the experience gained working in every phase of design, construction, 
commissioning and LEED certification, at the end of the project, we are able to deliver a single 
integrated As-Built Building Information Modeling set of documents to the owner. 
 
After construction is completed, we present to the owner the As-Built documents with the 3-D 
modeling capabilities. The embedded data contains all design information, locations, warrantees, 
shop drawings, equipment information stored as CAFM information for easy computerized, finger-
tip access for viewing and printing out all the building information and preventive maintenance 
tracking. 
 
This is in our view the future of integrated design where the professionals bring their expertise to 
the project from inception through building operation and maintenance using BIM as the tool. 
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HOME DISASTER PREPAREDNESS KIT 
George A. Rivas, CHSP 

After several various recent disaster incidents occurring across the country over the past few years, it was 

discovered that many residents of these affected areas found themselves displaced permanently or 

temporarily. And although many were forced to evacuate as a result of their catastrophic plight, there were a 

great many who held down their fort and whom were fortunate enough to have their home remain intact, but 

were temporarily without water, electricity and phone service. What was learned during these events by 

those found stranded at home was that disaster preparedness depends on not only realizing that something 

serious could happen but also taking the necessary steps to prepare for that event. The first step in being 

able to improve your safety and comfort in a survival situation is to develop a plan and gather the essential 

supplies in advance. The key to survival planning is to consider what your immediate needs will be following 

a disaster event. These needs will include the basics of food, water and shelter for the period of time until 

alternative arrangements are available. As a result, the American Red Cross has compiled a list of supplies 

they recommend you keep on hand that have proven worthy to those who maintained their residence during 

these harsh times. 

 
WATER  

• Store water in plastic containers such as soft drink bottles. Avoid using containers that will decompose or 
break, such as milk cartons or glass bottles. A normally active person needs to drink at least two quarts 
of water each day. Hot environments and intense physical activity can double that amount. Children, 
nursing mothers, and ill people will need more. 

• Store one gallon of water per person per day. Don't forget your pets. 

• Keep at least a three-day supply of water per person (two quarts for drinking, two quarts for each person 
in your household for food preparation/sanitation). 

• Change this water every six months. Use household liquid bleach to kill microorganisms: 

• Use only regular household liquid bleach that contains 5.25 percent sodium hypochlorite. Do not 
use scented bleaches, color-safe bleaches or bleaches with added cleaners. 

• Add 16 drops of bleach per gallon of water, stir and let stand for 30 minutes. If the water does not 
have a slight bleach odor, repeat the dosage and let stand another 15 minutes. 

• The only agent used to treat water should be household liquid bleach. Other chemicals, such as 
iodine or water treatment products sold in camping or surplus stores that do not contain 5.25 
percent sodium hypochlorite as the only active ingredient, are not recommended and should not 
be used. 

FOOD  

• Ready-to-eat canned meats, fruits, vegetables & canned juices, milk, soup 

• High energy foods such as peanut butter, jelly, crackers, granola bars, trail mix; foods that will not 
increase thirst. 

• Vitamins and foods for infants, elderly, persons with special dietary needs, Comfort/stress foods: 
cookies, hard candy, sweetened cereals, lollipops, instant coffee, tea bags. 

• Pet food, at least one ounce per animal pound per day. 

• Avoid foods like rice, pasta and dry beans that require a great deal of water to prepare. Remember to 
restock your food once a year.  

continued on next page  
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FIRST AID KIT 

• Sterile adhesive bandages in assorted sizes with assorted sizes of safety pins 

• Cleansing agent/soap, latex gloves (2 pairs), sunscreen, 2 & 4 -inch sterile gauze pads (4-6) 

• Non-prescription drugs such as pain relievers, anti-diarrhea medicines, antacid, syrup of Ipecac (used to 
induce vomiting with the advice of a Poison Control Center), laxatives, activated charcoal (used with 
advice from the Poison Control Center) 

• Various roller bandages, scissors, tweezers, needle, moistened towelettes, antiseptic, thermometer 
 

 TOOLS AND SUPPLIES  

• Paper cups, plates, and plastic utensils, aluminum foil, plastic storage containers 

• Battery-operated radio, flashlight and extra batteries 

• Cash or traveler's checks, in case banks are closed in the days following a disaster 

• Non-electric can opener or a utility knife, pliers, tape, matches in a waterproof container 

• Small fire extinguisher, signal flare, paper, pencil, needles, thread 
 

SANITATION  

• Toilet paper, soap, liquid detergent, feminine supplies, plastic garbage bags and ties 

• Plastic bucket with tight lid, disinfectant, household chlorine bleach 

• Poop bags and scooper for pet waste 
 

CLOTHING AND BEDDING  

• Sturdy shoes or work boots (keep near your bed) 

• Rain gear 

• Blankets or sleeping bags 

• Warm clothing 

• Sunglasses (keep your spare eyeglasses in the emergency kit, too.) 
 

DOCUMENTS  

• Will, insurance policies, contracts deeds, stocks and bonds 

• Passports, social security cards, immunization records 

• Bank account numbers 

• Credit card account numbers and companies 

• Inventory of valuable household goods, important telephone numbers 

• Family records (birth, marriage, death certificates) 
  

**Remember to include special needs family members such as infants or the elderly might have. It is also 
good to store in a water proof plastic bag important family documents (passports, wills, medical records etc.) 
along with your disaster survival kit.  

Being prepared and understanding what to do can reduce fear, anxiety and losses that accompany disasters. 

Having an appropriate kit of supplies prepared in advance can improve your ability to survive in an 

emergency and provide peace of mind in knowing that you are prepared. 
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MARK YOUR CALENDAR  
AND

RESERVE A SPOT 
Washington D.C. Physical Environment Seminar May 12, 2011

Program Objectives - Physical Environment Essentials for 2011 

This program will familiarize attendees with the Joint Commission's Environment of Care, Emer-
gency Management & Life Safety standards for 2011 and provide detailed instructions on how to 
efficiently integrate the Physical Environment Standards into existing programs.

The primary objectives will be: 

1. Educate the participants on strategies to obtain the best possible survey results and pro-
vide a clear understanding on how to remain continuously ready between their surveys. 

2. Educate participants on how to develop, implement and maintain key components of their 
Environment of Care, Emergency Management and Life Safety programs, including the 
process of maintaining the Statement of Conditions (SOC) document and develop an ef-
fective Interim Life Safety Measures (ILSM) program. 

Agenda Topics 

• Preparation and ongoing review of Management Plans 

• Preparing Safety & Security Risk Assessments 

• Defining Security Sensitive Areas & Access Controls 

• Developing a Pre-Construction Risk Assessment 

• Managing Hazardous Materials 

• Fire Plan development and Fire Drill requirements 

• Overseeing compliant means of testing of Fire Alarm systems 

• Managing the Medical Equipment Program 

• Utility Management Testing and Preventative Maintenance 

• Safety Reporting, Committee Responsibilities & Annual Evaluations 

• Preparing the Hazard Vulnerability Analysis 

• Developing an Emergency Operations Plan 

• Overseeing Disaster Exercises and Critiques 

• Preparing and implementing a “living” SOC 

• Design & implementation of a sound ILSM program 

Speakers: George Rivas and Larry Barlow 
Washington D.C. Location: National Rehabilitation Hospital on the Washington Hospi-
tal Campus located at 102 Irving St., NW Washington D.C.

Space is limited. You must contact Danielle Mitchell at 212-420-8724 ext. 240 or send 
email to mitchelld@tsigconsulting.com to make a reservation.

Sponsored By TSIG and Crothall Healthcare 
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The Importance of Fireproofing & Fire stopping 
Thomas Lyons, CHSP 

 
 

Why do we Fire proof structural steel? 
Structural steel, frame buildings are constructed to very stringent requirements and offer benefits 
from lightweight construction to seismic resistance. The question is what about fire? Although 
structural steel is considered non combustible and does not add fuel to the fire, structural steel is 
the key element to supporting the load of the super structure. In the event of fire the steel load can 
be compromised due to heat, and devastating failures can occur. This being said it is very impor-
tant that this key element be directly protected to ensure life safety. 
 

Passive fire protection materials are designed to safe-
guard the structural integrity of steel under fire conditions 
and maintain safe temperatures for the underlying steel for 
a specific amount of time. Model building codes determine 
fire resistive ratings of the structural elements for various 
building types and occupancy classifications. Fire resis-
tance ratings range from 1 to 4 hours. Thicknesses of fire 
resistive materials applied to the structural steel are de-
pendent on the type of construction, material being used 
and the hourly ratings required by code. 
 

So why fireproof structural steel? Structural steel is fireproofed to protect the load bearing steel 
elements of the structure and to maintain the model building code intentions of protecting the oc-
cupants of a building and the emergency responders, for the egress of occupants, ingress of re-
sponders, all in case a fire occurs. Fire resistive fireproofing materials are a key element in pro-
tecting and preserving life and building safety. 
 

UL’s Fire Resistance Directory 
For years architects, designers and code authorities have relied on UL fire resistance rated wall, 
floor-ceiling, roof-ceiling, column and beam designs for code compliant installations. Nearly 2000 
designs are currently available through UL’s Fire Resistance Directory or Online Certifications di-
rectory. 
 

UL has developed a new tool to help architects, designers, code authorities, contractors and facili-
ties personnel. This new tool is called the Ultimate Fire Wizard which can be found at 
www.ul.com/firewizard; this tool incorporates an intuitive process for entering design parameters, 
and even allows comments to be embedded in the search summary to assist in the design and 
material procurement process. In a nutshell this tool will allow users to quickly identify fire resis-
tance rated designs that meet their project specifications, or assist in applying engineering judg-
ments into the process. Good luck with this new valuable tool offered by UL. 
 

Overview of Fire stopping 
Fire stop systems help complete the fire resistance of the wall or floor by extending the fire rating 
of the assembly through the penetration. Fire stopping is critical to the concept of continuity of the 
assembly. In addition to the International Building Code (IBC), International Fire Code, NFPA 5000 
and NFPA 101 the Life Safety Code, there are specific requirements for Fire stopping and main-
taining continuity of the fire resistance rated and /or smoke resistant assembly to form fire and 
smoke compartments.  

 
continued on next page  
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Unfortunately, unless the compartmentation, detection and alarm, or sprinkler provisions are in-
stalled exactly as they are designed and intended to perform, any of the systems can fail. And, Fire 
stopping is no different than the rest of these components. 

How do we correct these problems? The first place to start is to address problems that occur in the 
field during construction or on going building management during the life cycle of a facility. Most of 
the items listed below are chronic problems: 

⇒No plan review or lack of information 

⇒Product to construction type 

⇒Wall ratings 

⇒Top & bottom of wall seal 

⇒Fire stopping and associated parts – incorrect fasteners 

⇒Orientation of materials 

⇒Materials not included 

⇒Not enough materials 

⇒Tooling

Any one of the items listed above could lead to a code violation which from the start ,if addressed 
correctly. could have been prevented. This leads to the question, why doesn’t Fire stopping have 
some form of inspection process? There are processes that should be considered and initiated as 
part of your POM & Construction programs. FCIA (Fire stop Contractors International Association) 
has developed just such proactive processes that are becoming standards within the healthcare 
industry and will soon may become part of the 2012 edition of the IBC (International Building Code). 

These processes are all about quality control and enabling those responsible to assure maintaining 
a level of continuous compliance by verification of the proper design, installation, inspection, main-
tenance and management of Fire stopping, while also trying to maintaining a zero tolerance culture. 
Considering the costly results of discovering noncompliant  applications / installation only upon time 
of survey, it seems prudent to adopt these proactive processes and assuring not only a code com-
pliant building, but also a safer environment for all. 
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The “OTHER” Codes 
Ken Gregory 

 

In today’s busy healthcare world sometimes it’s all we can all do just to keep our head 
above water. This makes it very tough to know what is required, by what entity, at what time!  
The primary fire safety focuses of the majority of entities is NFPA 101, the Life Safety Code 
(LSC).  Many times this is thought of as “THE” code we have to abide by for fire safety, 
when that is far from true.  NFPA 101 is but ONE of hundreds of fire codes produced by the 
National Fire Protection Association (NFPA).  Its specific purpose is a simple one. To get 
you from that chair you are sitting in reading this article all the way to the public way as 
safely as possible in the event of a fire.  That’s it!  Now before you all call my boss to let him 
know I am off my rocker, I said that the PURPOSE of the code is simple, I didn’t say it was 
simple to keep compliant with. Compliance with the LSC is a huge task to successfully im-
plement and maintain. In all my years working in the hospitals, it was the biggest portion of 
my job. 
 

Except for a rare few, most every entity out there requires compliance with at least some 
part of the Life Safety Code.  This is why it is many times thought of as “THE” code to com-
ply with.  Any of you that has every been to one of my presentations has surely heard me 
start out with “If you are doing all this for Joint Commission, or CMS, or DNV, or whoever 
your entity is, you are doing it for the WRONG reason!”  While compliance with these folks is 
an absolute must if they are applicable to you, ALL they are supposed to be trying to accom-
plish is to get you to follow the codes and guidelines set forth for you.  I realize that some-
times there are some that think you are supposed to follow their ideas, but bottom line is 
that you are to follow the applicable codes and guidelines.  My 2nd favorite saying is “There 
is a difference in a “code” and a “good idea”.  They can be very much different, so let’s just 
focus on the codes at the moment.  The important thing to focus on is providing the best fire 
safety you can for everyone who enters your buildings and for protections of the buildings 
themselves. 
 

Once again, the Life Safety Code’s purpose is for egress primarily. There are few places in 
the LSC that gets specific about where smoke detectors go, where sprinkler heads go, how 
a kitchen hood system is designed, etc.   These are all included in the other hundreds of 
codes is spoke of earlier. The 2000 edition of LSC code (most of you adhere to) references 
at least 52 other NFPA codes, as well as, multiple other standards besides NFPA.  Not all of 
these are applicable to healthcare, but depending on your services offered and types of 
buildings, a large number of these are applicable in some way. These references can be 
found in Chapter 2 of the LSC for your reference. 
 

A few examples of how these codes are referenced by the LSC are as follows: 
 

• NFPA 10 - Fire extinguishers 
• NFPA 13 - Installation of fire sprinkler systems 
• NFPA 25 -Testing and maintenance of water based suppression systems 
• NFPA 45 - Laboratories using chemicals 
• NFPA 70 - National Electrical Code (NEC) 
• NFPA 72 - National Fire Alarm Code 
• NFPA 80 - Standard for Fire Doors and Windows 
• NFPA 96 – Kitchen hoods 
• NFPA 99 – Standard for Healthcare Facilities 
• And MANY more applicable codes and standards. 
 

Compliance with some, or all, of these other codes is mandated in conjunction with the LSC 
in most cases.   So don’t think the only code to comply with is NFPA 101.  It references 
many other that in some manner support the LSC.  Also keep in mind that some of your en-
tities will abide by other fire safety codes such as the International Fire Code (IFC), as well 
as, having their own specific codes and/or amendments.  Always talk to you local AHJ for 
exact compliance requirements. 



 

 

 

Providing Respiratory Protection in a Dynamic Health Care Environment  
By David Luscavage, CIH Reno VA Medical Center 

 

Providing adequate respiratory protection to staff and meeting OSHA requirements for respiratory 
protection in a healthcare system is extremely challenging but not an impossible task.  One approach we 
found effective is to employ a two-tier program.  First identify your high risk respirator user group, 
following CDC guidelines that would include, in part, your Intensive Care Unit (ICU), Emergency 
Department (ED), Med/Surge Units, etc.  Then because of the recent breakout of the H1N1 and the 
increased potential for a more virulent strain that may result in a declared pandemic, we further identified 
a “pandemic” group of respirator users.  This group incorporates all health care providers and support 
personnel that must come in contact with patients as a normal requirement of their job duties (contact 
being closer than 6 feet).  The High-risk and Pandemic groups combined, total in excess of 800 plus 
employees in our 1200 plus employee-sized health care system.  Now everyone understands the 
challenge in time, resources, coordination, etc., required to track and fit test 800 plus employees on an 
annual basis, so we employed the following strategy: 
 

First, we introduced the Powered-Air Purifying Respirator (PAPR) w/ disposable hood which does not 
require annual fit testing, as it works by positive pressure, not via face seal. After acceptance and wide 
dissemination of the PAPR, we made it our primary respiratory device and the N95 became a 
supplement to the PAPR. Our goal was to have all employees that require respiratory protection to be 
PAPR-ready (medical certification on file and annual training documented), and then as a personal 
choice they could select the N95 to supplement the PAPR, providing they are current with their fit test 
requirement - The onus is on the user. 
 

How we reached our goal began by introducing the Powered-Air Purifying Respirator (PAPR) w/ 
disposable hood  - the first action item having the infection control coordinator on board with the change, 
supporting and championing the increased protection offered by the PAPR system.  We began small 
(med/surg ward) and paid a lot of attention to removing barriers to the use of the PAPR, for instance, 
having dedicated locations, installing permanent shelving to hold the units/chargers and slotted 
compartments for stashing the hoods. 
 

We trained and posted directions and pictures in the dedicated PAPR locations, making sure employees 
are comfortable with the new equipment is essential.  Also, don’t forget about supplies - we ensured our 
internal distribution and supply kept adequate supplies available and the PAPR units were kept in ready-
to-use status.  Our bio-medical department assisted by performing preventative maintenance on the 
units and replacing the batteries/filters as needed. 
 

Once fully accepted in the ward, we began to expand the use of the PAPRs to other high risk units.  
After fully implementing the PAPRs to all our high risk groups, we then established a cache of the 
PAPRs in our supply & distribution area for check out by staff on as-needed-basis.  This supplemented 
the PAPRs kept in the dedicated locations in our high risk areas. Our written policy requires all 
healthcare providers (which includes our High Risk and Pandemic Groups) be medically certified, trained 
and capable of using the PAPR for protection whenever needed.  We also included a web based PAPR 
training module that is an annual requirement for all healthcare providers that supplements our training 
regimen.  In addition, the use of the PAPR is included in our annual nurse competencies. 
 

One last point on the PAPR, is that we have a large cache in our emergency management inventory that 
would become available during a declared pandemic and provide front line protection for staff. While the 
PAPR is our mainstay and everyone must be PAPR-ready, we have a second tier of protection which of 
course is the trusted N95. 
 

We maintain several models and sizes, including one make/model that is designed as “one-size-fits-all.”  
This one size fits all is a single use (cannot make a re-seal after first use) and we maintain this N95 in 
large numbers in our emergency management cache. 
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Once per year, we have a contractor provide qualitative fit testing focused mainly on our Pandemic 
Group of respirator users where we fit test with the one-size-fits-all mask (when possible) as this mask 
will be employed during a pandemic and of course supplement our PAPRs.  It is important to note that 
our Pandemic Group, the larger group, does not use respiratory protection as a normal part of their du-
ties, but would be required during a declared pandemic.  While the High Risk Group can take advan-
tage of the contractor based qualitative fit testing with the N95 they use, quantitative fit testing via the 
TSI Porta Count is provided internally and available as needed to the High Risk staff.  
  

In essence, this approach requires all patient care staff be capable and ready to use the PAPR, but 
allows for voluntary use (not voluntary as defined by OSHA but as a supplement to the PAPR) of the 
N95 as a personal preference.  This approach puts the onus on staff to keep their fit testing up to date 
or use the PAPR if they lapse.  We also use and display individual respiratory cards that identify the 
make/model and expiration date, this provides quick reference for the user as well as allowing for su-
pervisory oversight.  
 

While this approach has been successful for our health care system, no one can argue that protecting 
the workforce while maintaining compliance with OSHA 29 CFR 1910.147, Respirator Protection Pro-
gram can be a nightmare, especially so when the potential for a pandemic is factored in and potential 
respirator user numbers sky rocketed.  Hopefully you may find success using this two-tier approach. 
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ILSM: Why We Do What We Do– Is Just a Little Enough? 
By Greg Hann CHFM, CHSP  

 

I am sure that many of you sometimes wonder if we go overboard with all the training, notifications 
and assessments required for Interim Life Safety Measures, to compensate for things that take little 
time to fix or repair. Well, as I found out one morning at my facility (which by the way was only barely 2 
years old) sometimes the little things you think can be done  in no time at all may have very little impact 
without notice or fear of significant risk can often prove otherwise. 

 

Recently one morning we called out our fire alarm company to address some recent problems we ex-
perienced related to false/phantom alarms, and they informed me that it may be due to a faulty PC 
board that they could replace. Upon their arrival, I made sure our facility and our security staff were ap-
praised of the repair. The vendor said it would only take two minutes to remove the old PC board, slide 
the new one in and then power it back up. They then proceeded to do just that as soon as our staff fol-
lowed all the correct procedures by making the appropriate notifications to the alarm monitoring com-
pany and our switchboard.  

 

Well during those two minutes, a nutrition service employee discovered smoke from a linen cart in a 
soiled utility room on the 3rd floor and immediately exited the room, closing the door behind her. She 
immediately activated the nearest pull station to set the fire system off, only to discover that nothing 
happened. She then proceeded to another pull station further down the hall, pulled it, and again noth-
ing happened. In a moment of panic she started to scream that there is a fire in the soiled utility room. 
Fortunately a quick-thinking unit nurse grabbed an extinguisher and went into the room and extin-
guished the bag of linen in the linen cart while other staff members dialed 911 and made the call to 
protective services. 

 

After this event I look at things very differently and to my question at the onset– the answer is you can 
never do too much to assure that appropriate ILSM measures are well thought out, in place , nor mini-
mize the value of well educated and responsive staff. Other than learn the lesson of notifying all af-
fected personnel whenever Life Safety is compromised in the future. I have greater respect for how 
beneficial it is to have a well trained staff who truly minimized the potential consequences of this event. 



 

 
CONFINED SPACES 

By Anthony Montalbano 
 

On March 21st a worker in Pierce County, Washington, went into an 85 foot deep shaft to per-
form an inspection in a sewer line.  For some reason he disconnected his safety harness and 
then slipped.  He was washed 3500 hundred feet, almost ¾ of a mile, into the sewer line.  He 
somehow got wedged in a 4 foot pipe with only 18” of breathing room.  Fortunately his calls for 
help were heard once he stopped moving.  It then took a rescue team a half hour to extract him 
from the pipe.  He was extremely fortunate; he exited with only some bumps, bruises and a bro-
ken tooth. 
 

One of the major hazards of plant operations is confined spaces.  Although there is extensive 
training material readily available it continues to be, and will always be, a hazardous operation. 
A confined space is a space that limits or restricts entry and escape.  It is a space large enough 
for personnel to enter and perform work, but is not designed for continuous occupancy.  Hospi-
tals have many confined spaces such as boilers, storage tanks, underground electric vaults, 
steam pits and any other area that a worker must enter into that is not suitable for continuous 
and indefinite presence. Confined spaces that present additional hazards such as, gas as-
phyxiation, flooding or entrapment are Permit-Required Confined Spaces. 
 

According to the Occupational Safety and Health Administration (OSHA) 29 CFR 1910.146 a 
Permit-required Confined Space is one with the above characteristics plus one or more of the 
following: 
 

• Has the potential to contain a hazardous atmosphere. 

• Has an internal configuration that may cause a worker to be trapped or asphyxiated by walls 
or floors that slope downward and taper to a smaller cross section. 

• Contains any material with the potential for engulfing the entrant 

• Contains any other recognized serious safety or health hazards. 
 

The worker who had this horrible experience was lucky on many levels.  With the exception of 
the safety harness, there did not seem to be any other safety measures in place.  There was no 
partner with him, no entry attendant monitoring the operation from the point of entry and no 
communication equipment.  Of course someone assigned him this task but its unclear if they 
had training as an authorized confined space supervisor being responsible for the over all safety 
in and around the confined space. 
 

As healthcare personnel involved with physical plant environments we must have comprehen-
sive Confined Space programs in place. This must include a Policy and Procedure for Confined 
Spaces. The first step is to develop an inventory and list where all these confined spaces are 
located.  It should be broken down by buildings and any off site areas your campus may in-
clude.  Signage must be placed at all Confined Space or Permit Required Confined Spaces ar-
eas. 
 

The Policy and Procedure should include the following: 
An introduction summarizing the intent of the policy. Policy objectives identifying the hazards.  This 
would include hazards controls, permit systems, necessary employee information, prevention of un-
authorized  personnel in the area., training for the space attendants, authorized entrants and person-
nel in charge of the operation, testing equipment, rescue procedures and protection from external 
hazards, such as pedestrians and vehicles.  This would also include all contractors involved in the 
operation. Definitions which would list the spaces with the size and reason why it is not designed for 
continuous occupancy. 
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In our ongoing efforts to provide quick and easy access to the necessary information healthcare organizations need to assure compliance 
with various regulatory demands, TSIG has created this new service for our clients. This new service will provide the user immediate answers 
to all your Physical Environment questions related to the Environment of Care, Emergency Management and Life Safety standards, as well 
as any questions related to CMS, HFAP and DNV accreditation needs. All within a 24 hour turn-around time 

 

• Other benefits of TOLCAM include:  

• Immediate access to valuable tools and templates that are essential for illustrating compliant practices 

• Periodic updates on any important changes to codes, standard and regulations that could affect your next survey 

       outcome 

• Summaries of recent surveys, demonstrating what surveyors are looking for and trending of the most    frequent Recommendations for 
Improvements (RFI’s) 

• Access to our quarterly newsletter with a full archive of all past issues 

 

To Subscribe: Contact Danielle Mitchell at 212.420.8724 ext. 240 or by email at mitchelld@tsigconsulting.com.   

TSIG’S NEW ONLINE SERVICE OFFERS YOU THE MEANS TO OBTAIN ALL 
YOUR CRITICAL PHYSICAL ENVIRONMENT NEEDS VIA TOLCAM:  

TSIG’s ON-LINE COMPLIANCE ASSISTANCE MANAGER 

  JUST ARRIVED-  

     THE PHYSICAL ENVIRONMENT 
URGENT CARE CENTER IS NOW OPEN! 

  TRIAGE 
  

 

  
Get Immediate Expert 
Advice and Answers to 
urgent questions or con-
cerns regarding your 
Joint Commission & 
CMS regulatory compli-
ance needs straight from 
our team of expert EC, 
EM, LS consultants. 
“The Physical Environ-
ment STAT Team” 

  CPR 
  

           
 

Give your Physical Envi-
ronment Program the 
Life Support it needs by 
receiving Immediate 
Updates on any new 
Joint Commission & 
CMS Directives, 
Changes in Standards & 
Codes and periodic news 
briefs as soon as they 
are announced, pub-
lished or discovered by 
“The Physical Environ-
ment STAT Team” 

FIRST AID 
 

         
Obtain all the Essential 
Samples, Tools and 
Templates that provide 
illustrative evidence of 
standard compliance in 
an easy to find and user 
friendly format. Designed 
to provide optimal survey 
outcomes by “The Physi-
cal Environment STAT 
Team” 

CODE BLUE 
  

 
  

Learn in advance how to 
prepare your Physical Envi-
ronment needs by receiving 
Results of Recent Surveys, 
including Surveyor Focuses 
and ‘Hot Buttons’, and see 
how others have experi-
enced the survey process 
from our ongoing monitoring 
and survey updates fol-
lowed by “The Physical 
Environment STAT Team” 

RX 
  

 
  

Receive the necessary 
Environment of Care, 
Emergency Manage-
ment and Life Safety  
information, guidance 
and best demonstrated 
practices via our Na-
tionally Recognized 
Quarterly Newsletter; 
“TSIG News’. Written 
by “The Physical Envi-
ronment STAT Team” 
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How Suite It Is! 
By Henry Saunders 

 

As some of you know, a consultant s life is filled with long hours and extensive travel, and al-
though not rewarded the luxuries as that of a rock star, we do get a bone thrown occasionally in 
the way of receiving points and miles from airlines and hotels. An occasional upgrade may not 
compare to the lavish lifestyle one would hope for, but these simple benefits does make life more 
comfortable sometime. 

NFPA 101 Life Safety Code is equally as stringent, regimented and demanding as being on the 
road 300 days a year. Healthcare organizations are bound by the Life Safety code as a reference 
of compliance by TJC, CMS and other authorities. [There is however some benefits the code af-
fords hospitals to make compliance with a far more comfortable task to deal with.] Let’s call it a 
“bone of it’s own”. That being the application of the suite rule to any habitable room that does not 
open directly to an exit access corridor. In many cases we are faced with areas that may be chal-
lenged with corridor storage, projections into the corridor, doors without positive latching hard-
ware and the ever present treatment areas open to the corridor. The suite rules may be applied 
to reduce the stringent code requirements and provide the facility a chance to combine multiple 
rooms and spaces into suite of rooms. These rules can be complicated and should be evaluated 
in such a way that insures we don’t create a dead end corridor, or compromise / remove neces-
sary exiting requirements for the smoke compartments. You see by placing a suite around an 
exit stair you essentially have reduced the corridor requirements possibly causing patients, visi-
tors and staff to exit thru a less safe environment. As long as exiting is maintained and you pro-
vide 2 ways out per smoke compartment the third stair could be used as exit point within the 
suite. 
 

Here are some of the basic rules to be applied for suites: 

• Patient sleeping suites greater than 1,000 sq. ft must be provided with two remote exits. 

• Non Patient sleeping suites greater than 2,500 sq. ft. must be provided with two remote exits. 

• Remote exits are determined by the overall diagonal distance of the suite.  
• Fully sprinkled it will be 1/3 the diagonal distance between the two remote  
exit access doors. 
•  Non sprinkled it will be ½ the diagonal distance between the two remote  
exit access doors. 

• Patient sleeping suite shall be no larger than 5000 s.f. 

• Non Patient sleeping suite shall be no larger than 10,000 s.f. 

• The distance of travel from the furthest point within a suite to either of the two exits shall not 
exceed 100 ft. with 1 intervening room. 

• The distance of travel from the furthest point within a suite to either of the two exits shall not 
exceed 50 ft. with 2 intervening rooms. 

 
continued on next page  
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Below are just some of the areas that could receive major benefits of the suite rule: 
ICU’s with sliding glass doors without positive latching hardware and equipment allowed within 
the suite perimeter. 
Surgical areas where the storage of extra equipment may be in stand by for difficult cases. Doors 
that don’t positively latch allow instant access to operating rooms. 
Radiology w ere patient bed and stretchers, sometimes with patients in them, may be stored in 
the interior space while awaiting or having treatment performed. 
Pre / Post Op rooms for possible treatment open to the corridor. 
Emergency Rooms sliding doors with no positive latching and treatment that may be open to the 
corridor. 
Offices of business use within healthcare where doors are allowed to remain open coninuously 
and items stored in the corridor. 
  
There are other benefits that may be gained by healthcare organizations seeking to apply the 

suite rules to their Life Safety Drawings and I would like nothing more than listing them for our 

readers. However, this will have to wait for our next issue. You see, after just completing a one 

million square foot SOC this past week, I am just resting my battered bones into a very comfort-

able first class upgraded seat, wishing you a kind farewell and thinking about How Suite it Is, 

How Suite it Is!  
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A New View of Emergency Power 
By Ode Keil 

 

Hospitals have been required to install essential or emergency power systems for many years. 

The code requirements for classic emergency power systems include circuits for life safety, criti-

cal, and equipment service. The purpose of separating the circuits is to assure operation of fire 

alarm systems, egress lighting, critical patient safety services, and, when possible, general 

building equipment. Separation of the three branches was intended to protect against overload-

ing the most critical circuits and branch circuit panels. The code requirements for classic emer-

gency power systems also include maintenance and testing. The maintenance program is de-

signed to assure reliable performance of the engine, generator, and controls and to assure fuel 

quality. The testing program is designed to do continual evaluation of the ability of the system to 

respond to loss of utility power service. 
 

One of the key elements of the classic emergency power system periodic test is meeting a per-

formance specification that the system restores power within 10 seconds. At the time the re-

quirements for emergency power systems were originally developed health care services were 

relatively unsophisticated. Digital technology was virtually unknown in hospitals. The loss of 

power for 10 seconds was an inconvenience but was not a cause of great concern. The intro-

duction of more and more digital technology into the healthcare has changed this. Loss of power 

for 10 seconds can now be a devastating event. This change in the potential impact is a good 

reason to reconsider how emergency power systems are designed, maintained and tested. 

 

As the risk of disruption of vital computer systems due to emergency power system testing has 

increased, many hospital facility managers are forced to modify test procedures to eliminate 

transfer between normal and emergency power where a transfer switch serves sensitive digital 

devices. While not code compliant this is really a survival strategy. If a test resulted in a data 

center shut down it could spell the end of employment for the facility manager. 

 

The design of the modern emergency power system should be reconsidered in light of the 

change in risk. Classic emergency power systems are generally a single layer design. The sys-

tem, by design, includes a short duration of total power loss. Modern emergency power systems 

are multi-layer designs. They include the prime mover system, a battery system and more 

elaborate control systems. During recent conversations with several hospital facility managers 

the general belief was that testing of the battery system as part of the emergency power system  

 
continued on next page  
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was not necessary as the UPS is not classified as a SEPSS. Each of them referenced NFPA 

111 as the foundation for that opinion. I believe this is not an appropriate interpretation as the 

design of the emergency power system includes the central UPS and smaller UPS modules 

that support network switching and router units in data closets. 

 

Appropriate management of emergency power systems that serve high tech environments is 

not adequately addressed by current codes and standards. As noted above modern emergency 

power systems provide layers of protection and often serve as power conditioning and emer-

gency power. A complete maintenance and testing program needs to take into consideration all 

of the capabilities of these systems. 

 

The maintenance program needs to include the large UPS and the small scattered units in data 

closets. Maintenance of the stored energy elements is required to assure they are capable of 

meeting performance expectations. The small data closet UPS modules have a relatively short 

effective lifespan. Some organizations test them and others choose to replace them at intervals 

in a manner similar to management of battery pack emergency lighting systems. Most organiza-

tions maintain large UPS units but generally do not test them. The Joint Commission addresses 

non-SEPSS units that serve critical functions such as laboratory equipment and medical record 

systems as part of the utility systems management standards. While they leave the determina-

tion of whether the systems are critical I believe that any reasonable risk assessment would 

classify them as such. Disruption of integrated patient care documentation systems due to 

power loss creates patient safety issues as critical patient care information from monitoring sys-

tems, IV pumps, imaging, laboratory services, medication orders, and other care and treatment 

orders are likely to be lost. These elements of the maintenance and testing program should be 

added to the maintenance and testing of the classic elements of the emergency power system. 

 

Information systems manager are often concerned about any electrical system testing that 

could potentially disrupt servers and other IS infrastructure. While these concerns must be re-

spected I believe it is important to know that UPS systems can support the infrastructure. There 

have been too many situations where UPS systems that have not been tested have failed with 

normal power sources are disrupted or have failed because they have not been appropriately 

reengineered with the growth of the IS infrastructure. Every hospital facility manager needs to 

work with the IS management team to determine if the emergency power system supporting the 

vital resources of the hospital is appropriately sized and configured and to urge that it be tested. 
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 What attendees say about TSIG’s Physical Environment seminars: 

 
 “I just wanted to send you a note to say that I thoroughly enjoyed the class on the 2011 JC standards 
that both George Rivas and Larry Barlow instructed on March 2nd in Boardman, Ohio. They were very 
knowledgeable and had my attention the whole time. They were professional and provided great insight 
as to what we can expect from the JC. Outstanding job!”  
 
“I recently attended your Physical Environment Essentials for 2011 seminar in Boardman Ohio last 
Wednesday 3-2-11.  This is my 3rd year working in the EOC, LS and EM for my hospital.  Your seminar 
was an excellent learning session as I have only scratched the surface on what I need to know to be an 
effective contributor to our safety programs and meeting TJC requirements. Thank you again.” 
 
“George and Larry were excellent, high caliber presenters and I was amazed out how detailed they 
were able to discuss all areas of the agenda. They entertained many questions from the group without 
hesitation. I’ve been at this 34 years and I walked away with very valuable material. I guess my com-
ment to George, “I would hate to have him survey my facility” says it all.” 
 

“George, I would like to convey how much I enjoyed the presentation that you 
and Larry provided last Wednesday in Boardman, Ohio.  I have heard you speak 
before via teleconferences but appreciated the opportunity to hear you in per-
son.  Your many examples and stories were great and offered some additional 
“food” for thought. One of the presentation features was a number of charts and 
spreadsheets that you have developed to assist hospitals in their Joint Commis-
sion compliance efforts.  Again, many thanks for a great presentation!” 
 

If you can’t make our free seminar in Washington DC on May 12, visit the 
TSIG booth at the following upcoming conferences: 

 

DATE EVENT LOCATION 
TSIG STAFF IN  

ATTENDANCE 

 MAY 19-20 CAHED SPRING MEETING 
& TRADE SHOW 

INVERNESS RESORT AND GOLF 
CLUB ENGLEWOOD COLORAD0 

JERRY STEWART 

GEORGE RIVAS 

 MAY 3-4  VIRGINIA  MARRIOTT CONVENTION  

CENTER WILLIAMSBURG, VA 

LARRY BARLOW 

 MAY 5-6 SOUTH CAROLINA PLANTATION CONVENTION 
CENTER, MYRTLE BEACH, SC 

LARRY BARLOW 

KEN GREGORY 

 JUNE 1-4 GSHE ANNUAL MEETING HYATT REGENCY 

SAVANNAH  GEORGIA 

BARBIE PANKOSKI 

KEN GREGORY 

 JULY 17-20 ASHE ANNUAL CONFER-
ENCE 

WASHINGTON STATE  

CONVENTION CENTER  

SEATTLE, WASHINGTON 

JERRY STEWART 

GEORGE RIVAS 

KEN GREGORY 

LARRY BARLOW 

 AUG 2-5 WEST VIRGINIA SNOWSHOE MOUNTAIN  

RESORT 

SNOWSHOE, WV 

LARRY BARLOW 

(GUEST SPEAKER) 

,
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