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Inside this issue:   Fire Drill Essentials 
         by George A. Rivas, CHSP 

There are some Joint Commission requirements that are 
literally as old as dirt and although there have been some 
minor changes in the past that prescribe how 

organizations must monitor fire drills, the basic essentials have remained 
the same. The adherence of conducting drills once per shift, per quarter 
is simply not sufficient evidence to demonstrate compliance with the 
Elements of performance under EC,02,03,03 and meet the full intent as 
outlined within NFPA 101 Chapter 4 & 19 requirements. It is sometimes 
unfortunate, for those confident in their long-held practices to discover 
that what they have been doing all along does not necessarily meet 
these basic requirements. Therefore it is essential to closely examine 
these practices, that some take for granted, to avoid potential RFI’s 
come time of survey.  

The goal of workplace fire drills is to reinforce staff knowledge and 
familiarity of emergency procedures outlined within your fire plan, while 
also monitoring the effectiveness of your training program. The fire drill is 
a tool that is used to ensure that occupants react properly in the event of 
an actual emergency within a facility. Combined with the fact that NFPA 
101 requires drills to include suitable procedures consistent to your fire 
plan, and simulated to the unusual time and conditions that may occur, it 
makes perfect sense to assure the scenarios used during drills serves to 
effectively monitor each step of the fire plan.  

It is for this reason that healthcare organizations should consider options 
such as using an illustrative means of notifying staff of fire drill conditions 
to illicit their immediate participation. Some hospitals use either a sign or 
flashing light– that once placed in a conspicuous area, staff are trained 
to respond as if there were an actual fire condition. The use of cue cards 
may also prove a viable option be handing a scripted scenario to a staff 
member and asking them to respond accordingly. For the observer to 
simply activate an initiating device and idly observe staff scurry like mice, 
actually removes an essential step of the fire plan by removing the need 
of staff to demonstrate their knowledge of the Activation process– which 
in healthcare settings must include a two-tiered process of first activating 
the fire alarm using the nearest manual station and then immediately use 
the “coded phrase” if the individual discovering the fire must come to the 
aid of endangered persons or if the alarm malfunctions.  

To assure your organization meets all the requirements of assessing 
each of the fire plan components, a sample fire drill critique form is 
provided on page two for considered use and future applications. If you 
would like a list of the NFPA fire plan and drill requirements, you can 
email your request to info@tsigconsulting.com. 
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YOUR HOSPITAL NAME 
FIRE ALARM CRITIQUE / INCIDENT REPORT 

 
BUILDING:__________________LOCATION: _______________________DATE:__________TIME _______ 

METHOD OF ACTIVATION: 
[  ] SMOKE DETECTOR                           [  ] TELEPHONE 
[  ] DRILL                                                     [  ] PULL STATION                [  ] OTHER__________________ 
 
SCENARIO OR CAUSE OF ALARM:  ______________________________________________________ 
 
“ALL CLEAR” AUTHORIZATION BY:   ____________________________________________________ 
 
WHO RESPONDED: 
[  ] FIRE DEPARTMENT                      [  ] PLANT OPS / ENGRG.               
[  ] SECURITY                                        [  ]  OTHER _______________  
 

OBSERVATIONS YES NO N/A 

WERE PATIENT ROOM DOORS CLOSED BY STAFF?    

DID STAFF USE THE ALARM PULL BOX AND DIAL THE CORRECT EXT.?    

DID FIRST RESPONDER ALERT OTHERS WITH CODED MESSAGE?    

DID AUTOMATIC FIRE DOORS FUNCTION PROPERLY?    

DID SECURITY MEET THE FIRE DEPT. AT THE MAIN ENTRANCE?    

WAS ALARM SYSTEM AUDIBLE / VISIBLE?    

DID STAFF RESPOND ACCORDING TO R.A.C.E?    

WAS STAFF FAMILIAR W/ LOCATION & USE OF FIRE EXTINGUISHERS?    

DID STAFF KNOW HOW AND WHERE TO RELOCATE / 
EVACUATE THE UNIT IF NEEDED?    

WERE CORRIDORS CLEAR OF CLUTTER?    

WERE STAFF AWARE OF WHO IS AUTHORIZED TO SHUT OFF MED GASES?    

DID RESPONSE TEAM REPORT PROMPTLY? TOTAL ARRIVED AT SCENE: [         ]    

DID SWITCHBOARD OPERATORS RESPOND APPROPRIATELY?    

DID TRAINING PROVE EFFECTIVE BASED ON THIS DRILL?    

 
DEFICIENCIES:______________________________________________________________________ 
 
                            ______________________________________________________________________ 
 
  ______________________________________________________________________ 
 
CORRECTIVE ACTIONS:______________________________________________________________ 
 
                                             ______________________________________________________________ 
 
     ______________________________________________________________ 
 
RECOMMENDATION TO SAFETY COMMITTEE?                   [  ] YES     [  ] NO 
FOLLOW UP TRAINING RECOMMENDED?                              [  ] YES     [  ] NO 
 
OBSERVER NAME: __________________________________________________ 
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RECYCLING & DISPOSAL OF MERCURY LIGHT BULBS 
By Anthony Montalbano 

 
Today we are more aware of the impact we play on the atmosphere. Light bulbs 
containing mercury are an element of that. Energy efficient light bulbs containing 
mercury should always be recycled or disposed of properly if they break.  The 
reason is the same reason that pregnant women are told not to eat deep sea 
fish, to minimize exposure to mercury. Each year one in six children born are 
exposed to mercury levels so high that they are at risk for learning disabilities, 
motor skill impairment and short term memory loss. 

 
Mercury is used in energy efficient light bulbs, florescent light bulbs, compact florescent light 
bulbs and HID lamps (mercury vapor, high pressure sodium and metal halide).  Manufactures 
have made progress in reducing and eliminating mercury from these bulbs, however using    
these bulbs is still better for the environment than using less efficient light bulbs.  This is deter-
mined by the savings of harmful output by coal burning power plants. 
 
The EPA website: http://www.epa.gov/epawaste/index.htm 
provides excellent, detailed information on how best to es-
tablish a recycling program. All facilities should seriously 
consider having a recycling program for mercury-containing 
light bulbs.  To establish a program you must first assess 
your facility. Create an inventory: What is the amount of 
lamps used and where?  How many bulbs are replaced 
monthly and how many are you disposing?  How are the old 
bulbs stored and handled and are staff educated on this pro-
cess? 
 
It is also essential to become familiar with your state and federal requirements for hazardous 
waste lamps.  Recycling companies must also be familiar with these requirements.  The Nation-
al Electric Manufacture Association (NEMA) maintains a list of recycling companies at          
lamprecycle.org. 
 
When selecting a recycler you must look at cost, service and risk management.  Remember you 
get what you pay for, so when bidding this type of work, make sure the company is providing the 
service you need.  Consider responsiveness, timeliness, program flexibility and any intermedi-
ates you may have to coordinate with. Verify that they will be capable of following all require-
ments of the contract.  Look closely at their risk management.  Recyclers are obligated to re-
duce and eliminate pollution risks for their clients.  When conducting your research, consider 
verifying the following issues: 

 Do they possess the necessary insurance requirements 
 Is the company financially stable 
 What other assurances do they provide their clients 
 What is their compliance record 
 Do they possess all necessary permits and approvals for transportation 
 What are their safety procedures and how is their safety record 
 What vapor control technology do they use and how are they monitoring records 
 Look at hygiene and medical surveillance information 
 Check recent audit reports 
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You should always have a process for managing used fluorescent lamps.  Designate an area to 
store lamps waiting to be picked up. It should be a place that is dry and where the lamps will not 
get broken.  If possible, it should have an independent ventilation system.  Lamps should be 
stored in a way to prevent breakage.  Containers must be closed and structurally sound to pro-
tect the used bulbs.  They can be stored in the original boxes or boxes for replacement bulbs.  
You can purchase containers to store used bulbs and some recyclers provide containers to   
afford ease of storage, shipping or pick-up.  Never tape lamps together.  Close and seal the 
boxes with tape.  Three inch PVC is recommended and store the boxes in a dry place. Label 
them universal waste or used fluorescent bulbs.  The recycler then may either have dedicated 
pick-up dates and times set for your facility or you may be scheduled on a regular pick-up route. 
 
It is equally important to assure that you have a procedure for cleaning broken lamps that in-
cludes the following:. 

 Ventilate the area for at least 15 minutes. 
 Don personnel protective equipment (PPE) which would be gloves and mask 
 Wipe up the breakage with disposal wipes or rags. (Do not vacuum a broken lamp        

because it will disburse the mercury into the atmosphere causing a larger problem) 
 Seal in a double plastic bag and follow universal waste disposal requirements 

 
Procedures are of little use unless your staff 
are afforded the appropriate training on  
these procedures and familiarized with the 
Universal Waste Rule (40CFR 273). Small 
quantities are covered under CFR 273.16- a 
small quantity handler must inform all em-
ployees who handle, or have responsibility 
for managing universal waste on proper 
handling, disposal and emergency proce-
dures appropriate to the type(s) of universal 
waste handled at the facility.  Large quanti-
ties are covered under CFR 273.36- a large 
quantity handler of universal waste must 
ensure that all employees are thoroughly 
familiar with proper waste handling and 
emergency procedures, relative to their responsibilities during normal operation and emergen-
cies. 
 
Maintaining proper records is the final step for this program.  It is important to require your recy-
cler to provide documentation that the waste lamps have been properly recycled. Obtain a 
“Certificate of Recycling”.  A Certificate of Recycling is the recycler's certification of the total 
weight of material received on a particular date and confirmation that it was processed in       
accordance with state and federal regulations.  You should maintain this paperwork on file so 
that if any questions are raised about the disposal of waste lamps it can be verified that they 
were recycled in accordance with the Universal Waste Rule. 
 
The mercury from one florescent bulb can pollute 6,000 gallons of water beyond safe drinking 
levels and one teaspoon of mercury can pollute a 20 acre lake forever. Each year, an estimated 
600 million fluorescent lamps are disposed of in US landfills amounting to 30,000 pounds of 
mercury waste.  At a time when so much focus is directed at protecting our environment, univer-
sal waste is a very large contributor to the contamination of it.  Safe and proper disposal or recy-
cling of mercury light bulbs is a must if we are going to keep our air clean for ourselves and for 
future generations. 
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  When is a Generator Test Not a Test?  When it Fails. 
By Larry Barlow 

 
EC 02.05.07. The Hospital Inspects, Test, and maintains Emergency Power Systems. 
Note:  The focus of this article is required testing of Prime Movers (found in all hospitals).  For 
that reason SEPSS will not be addressed.  
When reviewing EC 02.05.07, EP 9 & EP 10, it is quickly recognized that both of these EPs are 
“A” Scoring Category and both are Direct Impacts. Failure to meet these two requirements 
would have a significant negative effect on your survey outcome. 
 
EP 9. States that if a required emergency power system test fails the hospital will implement 
measures to protect patients, visitors, and staff until the necessary repairs or corrections can be 
completed. 
 
EP 10. States that if a required emergency power system test fails, the hospital performs a 
retest after making the necessary repairs or corrections. 
 
Because the emergency power system is so important to the well being of your patients, staff, 
and the community, everything related to it carries equal weight.  Frequency and duration of 
testing for the emergency power system is mandated by code, COPs and standards so the 
activity is inevitable.  EPs 9 & 10 address failures during the required testing, the implications of 
the failure to the occupants of the facility, reducing or eliminating the exposure thru 
implemented measures, and assuring the reliability of the system after corrective actions or 
repairs have been made. 
 
Additionally compliance with EP 10 would insure that your organization completed all testing 
and was compliant with NFPA 110, 8.3.2, which states, “A routine maintenance and operational 
testing program shall be initiated immediately after the EPSS has passed acceptance tests or 
after completion of repairs that impact the operational reliability of the system.” 
Additionally NFPA 110 8.3.2.1 states “The operational test shall be initiated at an automatic 
transfer switch and shall include testing of each EPSS component on which maintenance or 
repair has been performed, including the transfer of each automatic and manual transfer switch 
to the alternate power source, for a period of not less than 30 minutes under operating 
temperature”. 
 
Looking at EP 9 we quickly realize the standard states “a required emergency power system 
test fails”.  To properly satisfy the standard, it is important to understand what constitutes an 
“emergency power system” and what the “required” emergency power system tests are. 
In looking at NFPA 110 we will see two definitions that give us guidance on the EPS. 
 
3.3.4* Emergency Power Supply (EPS). The source of electric power of the required capacity 
and quality for an Emergency Power Supply System (EPSS). 
 
3.3.5* Emergency Power Supply System (EPSS). A complete functioning EPS system coupled 
to a system of conductors, disconnecting means and overcurrent protective devices, transfer 
switches, and all control, supervisory, and support devices up to and including the load 
terminals of the transfer equipment needed for the system to operate as a safe and reliable 
source of electric power. 
 
                                                                                                                                                     continued on next page  
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This gives the guidance needed for meeting the standard.  Remember that EP 9 is TJC specific.  
It is not a code requirement.  That is not to say that it is not the right thing to do but it is not a 
NFPA code requirement. The definition states that the EPS is the entire system up to and 
including the load terminals of the transfer equipment.  This would eliminate addressing failures 
beyond the ATS when satisfying the intent of this standard.  I only point this out to clarify the 
standard.  You would still be required to address beyond the ATS as part of your Utility 
Management Program @ EC 02.05.01. EP9. Meeting EC 02.05.07 EP 9 would require you to 
start at the ATS and work your way backwards to the beginning of the system.  Where a prime 
mover is involved you should include the fuel system, batteries, charger, day tank pump, cooling 
system, lubrication system, all ATS, bus ducts, paralleling switchgear, turbo charger. ECT. 
 
Since the standard addresses “required” emergency power system testing failures we must also 
evaluate how much of what you do is “required”.  I know many of you run your generator(s) 
weekly and I understand the reasoning.  But the fact remains that the code only requires you to 
test your generator under load once every 20-40 days.  To that point, if I have a failure on a 
weekly test run, would that require me to implement measure to protect patients, visitors, and staff 
until necessary repairs or corrections had been made?  The obvious answer would be “NO” BUT 
EC 02.05.03 would require me to provide emergency power for EPs 1-6.  So the right answer 
would be “YES”, and besides that it would be the right thing to do. 
 
It goes without saying that we all want to do the right thing so we would make sure we had 
Emergency Power available or had implemented measures to protect the patients, visitor, and 
staff.  I don’t think any of us would have a problem on that point but would we have to repeat a 
test that was not required to meet EP 10?  That is where I see some difference of opinion and 
possible exposure.  Numerous facilities perform a Load Bank test every year even though they 
have enough connected load (documented) to test the generator above the 30% of nameplate 
requirement.  Some facilities even test the generator annually for 4.5 hours to satisfy the 
requirements for an annual load test PLUS the extended run at => 30%.  If your generator blows 
a turbo during one of these tests would you be required to “retest” for 4 hours?  I am a proponent 
of testing the repair and remember what NFPA 110 8.3.2.1 says:  The operational test shall be 
initiated at an automatic transfer switch and shall include testing of each EPSS component on 
which maintenance or repair has been performed, including the transfer of each automatic and 
manual transfer switch to the alternate power source, for a period of not less than 30 minutes 
under operating temperature”, but a 4 hour test is expensive and the cost would be on top of a 
repair and most likely a generator rental fee.  I can see the pros and cons of either side of the 
argument but I am pointing this out so you can have your justification ready for the debate or 
worse yet trying to clarify a finding.  Do the documented Risk Assessment in advance and if you 
decide not to retest make sure your “required” tests are clearly identified.  
 
Based on you EPS Risk Assessment, failure of Utility Systems procedures, and your EOPs you 
should have addressed all possible levels of failure for your EPS. 
 
Many organizations develop procedures to be implemented in the event of failure of electricity but 
these procedures are based on the EPS functioning properly.  EOP addresses the loss of normal 
power and the eventual loss of the EPS.  But in the case of the EOPs the organization would be 
forced to sustain with what they had left (there would be no choices).  Make sure your utility 
failure procedures address partial or complete loss of the EPS in conjunction with loss of normal 
power.  If your procedures do not go to this level use your EM procedures as a starting point as 
they will have considered many of the necessary safeguards and mitigating measures. 

 
   continued on next page  
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When considering failures of an EPS during testing it is imperative to consider the extent of 
the failure.  The EPS is considered all components from the load lugs of the ATS back so 
there could be several levels of failure that would not completely eliminate the EPS from the 
equation. 

The required testing of EPS is also a great time to test failure scenarios because normal 
power is usually available and staff is present and available if there is a problem. 

When considering the types of failures that might occur during required testing think along 
these lines: 

Float stuck in day tank, No fuel, Generator exciter breaker tripped,  Belt Failure, Battery 
Failure, Operational Reading out of Range, Overcrank, Overspeed, Failure of one ATS, 
Failure of Multiple ATS, Failure of all ATS, Failure of one Generator, Failure of All Generators, 
Failure of outside air louver 

Also when determining failure procedures, factor in (or give yourself credit) for maintaining 
high failure replacement parts on hand and also additional credit for stocking spare parts as 
recommended by the manufacturer.  With these parts on hand, corrective action times would 
be minimized. 

8.2.4 Replacement for parts identified by experience as high mortality items shall be 
maintained in a secure location(s) on the premises. 

 

Visit TSIG at the ASHE National Conference! 
Seattle, WA July 18-19th 

Booth 438   
 

We encourage all those in attendance at this exciting event to visit the TSIG  
Booth where you will find the following Expert Consultants on hand to answer 
any questions you may have, receive a demo on our newest On-line service   
TOLCAM and provide you with details on all our invaluable Accreditation         
Services: 

 

  -George A Rivas, CHSP, FSM   -Ken Gregory 

  -Jerry Stewart, CHFM    -Larry Barlow 

  -Jon Hanson, CHSP 

 

Also in attendance will be Harry Spring, LEED AP. Managing Principal of  WASA / 
Studio A who will be providing an interactive display of the newest in construc-
tion technology and integrated Design for Healthcare Buildings with their     
Building Information Modeling (BIM).  
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Construction Activities in the Health Care Setting 
By Jon Hanson 

 

The Joint Commission (TJC) Hospital Accreditation Standards 

When planning demolition, construction, or renovation, the hospital uses risk criteria that ad-
dress, the impact of demolition, renovation, or new construction on: 

 Air quality requirements 
 Infection Control Risk Assessment (ICRA) 
 Utility requirements and emergency procedures 
 Noise and vibration 
 Interim life safety measures (ILSM) 
 

Getting Started 

During periods of construction the hospital should establish facility specific policies and proce-
dures that require all contractors, sub-contractors and staff working in a hospital for them con-
cerning safety, privacy, construction, and infection control.  It is important to note that no con-
struction project or task is more important than the health and safety of the patients, visitors, 
employees and workers. 

To start, the hospital should conduct a Pre-Construction Risk Assessment (PCRA), which will 
include an Infection Control Risk Assessment (ICRA) and an Interim Life Safety (ILSM) policy 
and procedure.  From there the hospital should require appropriate personnel to conduct daily 
and weekly job site inspections to comply with those established hospital policies. 

Based off of the hospital’s policy, a competent safety person, or other designated person, 
should tour each job site and observe potential safety/health hazards, including the potential 
hazards of confined spaces and develop a site specific safety plan for safeguarding the hospital, 
which may include the following: 

 Removing the hazard when discovered 
 Guarding against the hazard as require by the PCRA, ICRA and ILSM 
 Providing personal protective equipment and enforcing its use 
 Training workers in safe work practices and implementation of the hospital’s applicable 

policies. (29 CFR 1910 and 29 CFR 1926) 
 Coordinating protection of workers through other contractors 
 The hospital should retain all records related to safety inspections and correctional steps 
 

Interim Life Safety Measures (ILSM) 

ILSM’s are a series of administrative actions, as outlined by The Joint Commission (TJC) Life 
Safety Standard (LS.01.02.01), required to be taken, as appropriate to temporarily compensate 
for hazards posed by construction and renovation activities within the Hospital buildings. 

An assessment tool can be used to evaluate each situation to determine if the degree of defi-
ciency warrants an ILSM’s and if so what specific measures are required to minimize the effects 
of the deficiency.  Where any construction or deficiency is identified, elements of the ILSM’s 
should be evaluated, and where applicable to the deficiency or construction activity, compensa-
tory activities should be implemented.  If required the ILSM’s must be implemented at project 
startup and continue until the hazard posed by the construction or renovation activity is re-
moved. 

During periods of construction all fire detection, alarm and suppression systems should be kept 
clean and maintained in working order per your facilities policies and procedures.  If a smoke 
detector is covered, make sure it is uncovered at the end of each workday.  If a temporary sys-
tem is required it should comply with all current codes and be inspected and tested at least 
monthly.                                                                                                                                    

 continued on next page  
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If a sprinkler system or fire alarm system is out of service for more than four hours during any 
24-hour period, a fire watch should be implemented.   Per your facilities policy and procedures 
notification of the Fire Department and State Authority may be warranted.  Additional fire drills 
as an ILSM may be necessary in accordance with your facilities ILSM policy and procedures. 

If there is a need to use temporary construction partitions ensure that they are built of non-
combustible or limited combustible materials and be smoke tight. It is a good idea to make a 
copy of the certification of rating and have it posted on your construction partition for easy refer-
ence. Do not use unrated flammable plastic sheets!  Even though flammable plastic sheets 
taped across an opening may form a dust seal, they are incapable of controlling fire.  The only 
thing they can do is keep air from moving around.  While they are good for controlling dust these 
sheets do absolutely nothing to stop the fire itself.  

The Joint Commission standards require that temporary construction partitions [should be] 
smoke tight and built of noncombustible or limited combustible materials (sheet rock, gypsum 
board) that will not contribute to the development or spread of fire."   Be sure that evidence of 
"limited combustibility" can be furnished if questioned during survey. Again, it is a good idea to 
post a copy of this on the partition itself. 

The Joint Commission position is that plastic sheet barriers of a limited combustible type (rated 
material) are "tolerated" for short term use.  In addition, if the project includes any high risk con-
struction activities (i.e., torch cutting, welding, burning, open flame, etc.), non-combustible barri-
ers should be erected. 

Construction hazards may require additional fire suppressing equipment such as fire extinguish-
ers and hoses. Look at your facilities policy and procedure to see how to address and imple-
ment the use of additional firefighting equipment.  All alternate exit routes should be posted if 
construction activities block or otherwise interfere with fire exits based off of your facilities policy 
and procedures.   Lastly, smoking should be prohibited in the hospital. 

All patient care areas need to also be protected and remain clean during periods of construc-
tion, but control is especially critical in such areas as: 

 Operating rooms 
 ICU’s 
 Transplant units 
 Dialysis 
 Sterile processing and storage 
 Pediatrics 
 Interventional areas 
 

The challenge is preventing the spread of dust and debris during work above the ceiling in 
healthcare facilities and other areas where cleanliness is essential.  Also meeting all the require-
ments of Infection Control and doing the work without transferring patients and moving supplies. 

Dust and debris contain fungal spores and other contaminants that can cause serious, even fa-
tal disease.  Even after visible dust settles, fungal spores, which are invisible to the naked eye, 
remain in the air.  The spores are easily inhaled and can cause fatal infection in compromised 
patients.  This can easily be controlled by using the proper containment and construction parti-
tions during periods of construction within the hospital and above ceiling. 

Construction within the healthcare facility can be maintained easy and without event if you fol-
low the above processes and procedures.  For further assistance and understanding of what is 
required or how to implement it, please call us and speak to one of our consultants for further 
assistance. 
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Another Fine Mess 

By Thomas Lyons, CHSP 
 

You have just received a copy of your recent Statement of Conditions report and as you review 
the findings, you notice a Plan for Improvement (PFI) referencing LS 02.01.10 EP 3: that a rated 
assembly is less that the required 2 hour fire resistant rating, per NFPA 101 8.2.2.2. You notice 
the recommended corrective action is to install the proper rated assembly. So you drag yourself 
and your staff to physically verify this finding, only to discover that the barrier in question is in 
fact not code compliant and start looking for a way out of this fine mess, thinking to yourself: 
How could this have been in place all these years and no one has caught it before? 
 
So your question is how do I increase the rating of this barrier and can I add additional layers to 
the existing barrier and maintain the correct rating? The simple answer to this questions is yes. 
Fortunately there are several fire resistive rated wall designs published in the UL Fire             
Resistance Directory and Online Certifications Directory that are nonsymmetrical in construction 
which can be utilized to increase rated barriers. These designs typically include one layer of fire 
rated gypsum on one side and multiple layers on the opposite side. In some cases, the multiple 
layers are separated by furring channels. As such, it is often possible to add additional layers of 
fire rated gypsum board to an existing 1 hour wall which utilizes one layer of board on each 
side, thereby creating a 2 hour rated wall. 
 
The key to using this approach is determining the specific type of gypsum board in place on the 
existing assembly, and verifying it complies with the requirements of the proposed 2 hour multi 
layer design. Ideally this information can be found on the “as-built construction docu-
ments” (Good Luck finding them). If not it may be necessary to remove a sheet of the existing 
gypsum on the accessible side to view the product marking information usually printed on the 
back side of the board. Assuming the existing wall aligns with one of the 2 hour multi-layered 
designs in terms of board type, board orientation, stud properties, fastening details, etc., the  
additional layers of gypsum board are simply installed on the accessible side of the wall in     
accordance with the requirements of the published UL design. This approach represents a cost 
effective, code compliant solution to enhancing the performance of an existing wall. 
 
Another option at achieving a 2 hour fire resistance rating is to construct a 2 hour shaft wall   
assembly (core board) adjacent to the existing 1 hour wall. This application is costly as opposed 
to adding additional layers to the existing 1 hour wall; this approach also accomplishes the goal 
of providing the required 2 hour fire resistive rating. 
 
A reminder – there should be a ton of questions being raised while thinking about this solution! 
Just to name a few – doors and windows in the assembly, the swing of the doors, duct work 
penetrating the assembly with or without dampers, existing penetrations, allowable corridor 
widths, ceiling protrusions, mechanical systems within these ceilings etc. 
 
I strongly recommend that you consult a reputable design professional who can design the 
proper assembly and of course when that assembly is designed that it clearly meets one of the 
recognized UL assemblies or that there is at least an engineering judgment on any rated       
assembly that does not meet an existing UL assembly.  



 

 

Facility Staff Education 

By Barbara Pankoski, CHFM, CHSP 
 

The Joint Commission requires organizations to provide orientation to its staff per H.R. 
01.04.01) Typically, hospitals do a great job with ensuring the initial orientation of its staff; it is 
the department specific training that sometimes lacks because of the everyday dynamics of the 
engineering department.  Facility staff education is a vital part of new employee education.  
There is so much information for a new hospital employee to retain during orientation such as 
benefits, policies and procedures, time sheets often Environment of Care, Life Safety and Emer-
gency Management information is given at the end of a long orientation day and not much is 
retained. 
 

Environment of Care, Life Safety and Emergency Management education is an important part of 
the new hiree’s orientation and should be re enforced after initial orientation during department 
specific training.  It is easy for department managers to get tied up in the every day responsibili-
ties or “putting out fires” as I like to say. The hectic day to day operations some times allow for 
facility managers to forget the Joint Commission standards which require them to orient hospital 
wide and unit specific policies and procedures as well as specific job duties. 
 

Facility managers have a duty to ensure their new hirees are fully educated on their responsibili-
ties.  You can not expect an employee to be assessed at the end of the year on their knowledge 
or performance if they are not given proper training on departmental procedures, environment of 
care standards, or job specific duties. 
 

Below is a generic guideline for facility managers on some basic information all new hirees 
should receive. Employees should be given  sufficient time spent to review not only general hos-
pital policies and procedures but job specific policies and procedures as well, some hospitals 
offer a probation period the first six weeks of employment to give the new staff member time to 
learn job specifics. 
 

An example of some of the educational requirements for Facilities Engineering may be: 

                                                                                                           

continued on next page   
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Safety  

1. General 

 Review Facilities Engineering Policy and 
Procedure manual 

 Review Departmental Safety manual 

  

 

 Incident reporting 

 Hospital Wide vehicle use 

 Infection Control Procedures (IC manual/  

      F/E policies) 

2.   Job Specific 

 Tool Safety 

 Equipment Safety  

 Lock out/tag out 

 Confined spaces 

 Lifting and Climbing 

 Personal Protective Equipment (PPE)    

 

 Motor, belts and pulley repairs 

 Electrical Safety 

 Ladder Safety 

 Working on Live Circuits 

 Drop Cords 

 Electrical Appliances 
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Secur i ty  

1.  Genera l  

  Review Faci l i t ies  Engineer ing 

Pol icy  and Procedures manual  

 Incident reporting 

 

2.    Job Specific 

 Secured areas 

 Key Control 

 Matrix System 

 Auto Doors 

Hazardous Materials 
 

1.     General 

 Review MSDS manual 

 Review Asbestos Policy 

 Incident Reporting  

2.    Job Specific 

 Waste oil disposal 

 Review of chemicals used by Engi-
neering (oils, greases and cleaners) 

 Chemical Spill clean-up 

 Infection Control Procedures 

Emergency Preparedness/ Emergency 
Operation’s Plan 

1. General 

 Review Emergency Operations Plan 

 Incident reporting 

2.   Job Specific 

 Bomb threat (Review telephone 
checklist- Safety manual) 

 Fire- Review policy, specific assign-
ments, response team 

 Weather Alert 

 Infant Abduction Plan 

 Plan Delta/Disaster Notification 

1. HEICS Program- Hospital Emer-
gency Incident Command Sys-
tem 

2. Location of Program 

3. Role in Program 

 Decontamination Plan 

 

Li fe  Safety  

2.   Job Specific 

  Smoke/F i re  Par t i t ions 

  Smoke/F i re  Doors  

  Employee response to  f i re  a t /

away f rom scene 

 Fire Extinguisher Locations 

 Fire Extinguisher Types 

 

 

Medica l  Equipment  ( for  Feasi -

b i l i t ies  Engineer ing Personnel )  

 

1. General 

 Incident Reporting 

 

 

2.   Job Specific 

 Weekend responsibilities (Response- 
do not attempt to repair or adjust,  
replace equipment only) 

 Review Policies- Medical device re-
calls/Medical equipment malfunction 

continued on next page  

Li fe  Safety  

1. General  

 Incident Reporting (Standard      

Deficiency Monitors) 

 

 Understanding NFPA – Life Safety 
Code 101 (Overview) 
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Ut i l i t ies  

1. General 

 Review Utilities Management       
Manuals 

 Partial/Total loss of Utilities - proper 
notification 

 Incident Reporting 

2.   Job Specific 

 

 Electrical Distribution (Utility Management 
Plans – Operations, Inspecting/Testing/
Maintaining, Distribution, Emergency Proce-
dures, weekend responsibilities) 

 Emergency Generators  (Utility Manage-
ment Plans – Operations, Inspecting/
Testing/Maintaining, Distribution, Emergen-
cy Procedures, weekend responsibilities) 

1. Load shed 

 

  Public Address System  (Utility Management Plans – Operations, Inspecting/Testing/
Maintaining, Distribution, Emergency Procedures, weekend responsibilities) 

 Nurse Call  (Utility Management Plans – Operations, Inspecting/Testing/Maintaining, Dis-
tribution, Emergency Procedures, weekend responsibilities) 

 Medical Gasses  (Utility Management Plans – Operations, Inspecting/Testing/
Maintaining, Distribution, Emergency Procedures, weekend responsibilities) 

 Tube System  (Utility Management Plans – Operations, Inspecting/Testing/Maintaining, 
Distribution, Emergency Procedures, weekend responsibilities) 

 Elevators  (Utility Management Plans – Operations, Inspecting/Testing/Maintaining,    
Distribution, Emergency Procedures, weekend responsibilities) 

 Steam Distribution (Utility Management Plans – Operations, Inspecting/Testing/
Maintaining, Distribution, Emergency Procedures, weekend responsibilities) 

 Reheat  (Utility Management Plans – Operations, Inspecting/Testing/Maintaining, Distri-
bution, Emergency Procedures, weekend responsibilities) 

 Chilled Water  (Utility Management Plans – Operations, Inspecting/Testing/Maintaining, 
Distribution, Emergency Procedures, weekend responsibilities) 

 HVAC Utility Management Plans – Operations, Inspecting/Testing/Maintaining, Distribu-
tion, Emergency Procedures, weekend responsibilities) 

 Cold Water  (Utility Management Plans – Operations, Inspecting/Testing/Maintaining, 
Distribution, Emergency Procedures, weekend responsibilities) 

 Hot Water  (Utility Management Plans – Operations, Inspecting/Testing/Maintaining, Dis-
tribution, Emergency Procedures, weekend responsibilities) 

 Sewage  (Utility Management Plans – Operations, Inspecting/Testing/Maintaining, Distri-
bution, Emergency Procedures, weekend responsibilities) 

 Natural Gas  (Utility Management Plans – Operations, Inspecting/Testing/Maintaining, 
Distribution, Emergency Procedures, weekend responsibilities) 

 Infection Control Systems (Utility Management Plans – Operations, Inspecting/Testing/
Maintaining, Distribution, Emergency Procedures, weekend responsibilities) 

 

 

    

Other Responsibilities & duties 
 

1. General 

 Documentation- Daily paper work/logs 

 Patient Comfort 

2.   Job Specific 

 Inspections and rounds 

 Work Orders 

 Weekend responsibilities (Beeper, log 
book, Supervisor on Call notification 

 Housekeeping responsibilities 

 Risk Assessments/ Infection Control 
Measures 

 Parking Gates 

 Auto Doors 

 Campus Lighting, inside, outside, signs 

 Campus power systems outlet, pumps, 
motors 

 Food Service Equipment 

 Clocks 

 



 

 

NEWS FROM TSIG’S CEO 
Ralph Heiman, AIA 

It is always brings me great joy when hearing compliments on the efforts of our outstanding team of   

consultants and fellow TSIG associates from  our clients, Joint Commission surveyors and from our  

competitors. Also, it gives me pleasure to announce the professional accomplishments of our personnel 

as well. It is for this reason why I am so proud to congratulate the following TSIG team members who 

have successfully achieved certification as trainers and proctors for the Certified Healthcare Safety     

Professional course: 

  George A. Rivas, Senior Vice President 

  Tom Lyons, Vice President Metro, N.Y. 

  Barbie Pankoski, Compliance Specialist 

  Jeff Klausner, Compliance Specialist 

Each of them have long maintained Master Level certifications as CHSP’s, however, they are now certi-

fied by The Board of Certified Healthcare Safety Management to instruct the CHSP Preparatory Course, 

as well as administer the test.   For those groups who are interested in having one of them present this 

course for your organization, we will be scheduling said engagements beginning this fall. If interested, 

you can email Mr. Rivas at rivasg@tsigconsulting.com to coordinate this invaluable training. Furthermore, 

these fine individuals have also achieved the prestigious honor of becoming certified as Fire Safety Man-

agers (FSM). So I am sure that you can expect to see more acronyms behind their names in the future 

but I am sure those of you who work with, meet with, or run across these individuals in the near future, 

will also want to offer your congratulations to them personally for their valuable achievements. 

                           TSIG Welcomes Our Newest Team Members 
By George A. Rivas, CHSP 

In our ongoing effort to acquire the best possible professionals in the industry, it brings 

me great pleasure to announce our newest Compliance Specialist to the TSIG team: 

Mr. Jon Hanson, CHSP. Jon comes to us with over 21 years of experience in the 

healthcare field – working in several hospitals from the Director to Facility 

Administrator level positions. Jon possesses a senior level of expertise & 

understanding of regulatory compliance with TJC, CMS, DNV, CARF, ADA and is a 

proven public speaker, previously serving as an expert witness for the U.S. Sub-

committee on Occupational Safety & Health. Welcome aboard Jon! 
 

Although not necessarily “new” to TSIG, I would like to announce the addition of two 

members who have been with TSIG for over 5 years now: Gabriel Villegas, LEED AP 

and Olga Pankova, LEED AP; who will now be serving as Field Inspection Support & 

QA associates. With a combined 18 years of experience, these two fine young people 

have been involved in all phases of the design and construction process, as well as  

SOC project coordination, Life Safety drawing production, measured surveys 

nationwide, facility management solutions through CAFM/VisionFM, and will both 

collaborate with TSIG  team members on future projects.  

14 



 

 

 

 

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 Gregory Paoli at 212.420.8724 ext. 240 or by email at paolig@tsigconsulting.com.   

Cost: $750 per an annual subscription for single users & $1500 for multiple users, payable by credit card or PO 

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, Chang-
es in Standards & Codes 
and periodic news briefs 
as soon as they are an-
nounced, published or 
discovered by “The 
Physical Environment 
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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IMPORTANT NOTICE OF STANDARDS CHANGE REGARDING  

TESTING OF FIRE ALARMS 

In our 4th quarter Newsletter, we informed our readers of a change 
that The Joint Commission made in regards to the interval of testing 
water flow and tamper switches. Their original change was from 
semiannual intervals to quarterly intervals for both devices. 
However, in April of this year, they again reverted back to the 
requirements for testing tamper switches semiannually, but water 
flow devices will still be required to be tested quarterly.  This change 
takes effect July 1st so please advise your alarm vendors and /or 
modify your PM frequencies for testing of these devices. 


