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Inside this issue:  Sentinel Event Alert # 47 and the 
Environment of Care 

By Ken Gregory 

The Joint Commission recently issued the new Sentinel 
Event Publication # 47, titled “Radiation Risks of Diagnostic 
Imaging”.  At first glance this alert may appear to be related 

solely to clinical issues associated with how patients may be affected by 
radiation, however if you examine the details related to this alert more closely 
you can see that it does cross over between not only Clinical Patient Safety but 
also has significant impact on key components of the Physical Environment 
standards for the protection of patients and staff alike.    
 

In fact, this new alert actually has direct relationship to several Joint 
Commission standards such as LD.04.04.07 (hospital and critical access 
hospital); LD.04.04.09 (ambulatory), HR.01.02.01, HR.01.02.05, HR.01.04.01, 
HR.01.05.03 (all programs), HR.02.02.01 (ambulatory), MS.03.01.01, 
MS.03.01.03, MS.06.01.03 (hospital), and of very significant importance to the 
following Environment of Care standards: EC.02.02.01, EC.02.04.01, 
EC.02.04.03, EC.04.01.01 - EC.04.01.05 (all programs); EC.02.04.01, EP 7 
and EC.02.04.03 EP 15 (ambulatory).    
 

So how does this tie in to the Environment of Care? It connects through 
multiple areas including hazardous energy sources and medical equipment.  
Specifically, standards EC.02.02.01, EC.02.04.01 EC.02.04.03, EC.04.01.01 - 
EC.04.01.05 (all programs); EC.02.04.01, EP 7 and EC.02.04.03 EP 15 
(ambulatory), which may require the need for organizations to assess safety 
processes  through various means such as “Safe Technology”; performing an 
organization-wide audit/survey of diagnostic imaging equipment that have the 
potential of emitting high amounts of cumulative radiation, implementing a 
system for centralized quality and safety performance monitoring of this 
inventoried equipment under the supervision of a qualified medical physicist 
and/or your multidisciplinary group with radiation expertise. Additional practices 
may include having a qualified medical physicist test all diagnostic imaging 
equipment initially and at least annually or every two years thereafter to assure 
proper installation and calibration, reviewing scanning protocols and doses, 
and ensuring that recommended quality control, testing (including daily 
functional tests) and preventive maintenance activities are performed in 
accordance with manufacturer’s guidelines. The health care organization, in 
consultation with the medical physicist, should identify in writing these 
activities, their frequencies, and who will perform them.  It’s also recommended 
that the organizations should invest in technologies that optimize or reduce the 
dose of radiation. 
  

The combination of all of these standards as a whole assist in supporting the 
organizations overall “Safety Culture” (which has a sentinel event of its own in 
SEA # 43) through the expression of the beliefs, attitudes, and values of an 
organization’s employees regarding the pursuit of safety for the use of safe and 
effective diagnostic radiation. 
 

Please feel free to contact TSIG for more in-depth information and guidance on 
defining compliant measures regarding this new Sentinel Event Alert or any 
other safety concerns. 
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Fire Door and Frame Labeling 
By Larry Barlow 

 

Here at TSIG, we are always amazed at how fast good information can spread through the 
healthcare community via appropriate channels but often times the speed at which it spreads is 
inversely proportional to the validity of the information.  This is evidenced by the fact that we 
have witnessed a significant number of healthcare organizations get cited  for missing those 
brightly polished rated labels from both their fire door and their frame assemblies.   We attribute 
this to the fact that many surveyors from various Authorities Having Jurisdiction (AHJ) truly be-
lieve that the frame assemblies for fire doors are actually required to have the listed hourly rat-
ing for each respective frame.  In fact it is not incredible to believe that at this very second there 
is an AHJ right now citing an organization because their frame label is painted over and you can 
almost expect that the facility manager and/or safety officer will blindly accept this recommenda-
tion as a valid code deficiency and spread the cautionary practice to others via the lightning 
speed of modern communications.  

Albeit yes, fire doors are required to have the hourly fire resistant rating but the truth is that a 
labeled frame is a labeled frame up to 3 HR FRR.  There is no rating indicated on the label 
(rating is dependent on the wall construction), so there is no need to see anything on the label 
other than the UL (Underwriters Laboratory) or WHI (Warnock Hershey - Intertek ) designation, 
unless the door is rated for greater than 3 HR FRR, which eliminates about 99.9% of the door 
frames found in healthcare facilities.  Both UL and WHI allow several methods of labeling rated 
frames.  Some are stamped, some are Mylar stickers, and some are welded on, tin labels.  I 
would agree that laminated stickers should not be painted because you will probably not be 
able to distinguish the UL or WHI emblem.  It will be impossible not to paint over a stamped 
frame; and we know UL intends and encourages a welded on, tin label, to be painted.  An un-
painted tin label in South Florida would last about 3 years.  I know several of you will want to 
believe me but to satisfy any doubters out there, here are the two sources for your edification 
and documentation.  
 

http://www.ul.com/global/documents/corporate/aboutul/publications/newsletters/thecodeauthority/tca_issue_3_2009.pdf 

and 
http://www.steelcraft.com/downloads/spec_manual/2008/Fire_Rated_Products/General_Information.pdf 
 

Hard to believe this much time and effort has been wasted. 
 

I know WHI likes to stamp the frames so as you might expect after a couple of coats of paint, 
the stamping was not visible unless you had a good eye and a very bright light.  The label is 
located between the top and second hinge, so if you have an instance where you have a la-
beled door and apparently no label on the frame, it will be worth your effort to take some paint 
off to see if there is a stamp there.  Again it is only important that you be able to see the WHI, 
unless the door is rated for > 3 HR FRR. 
 

While we're on the subjects of labeling and wasting money, I would also like to share this story:  
 

TSIG was recently in a facility, where a third party had been contracted to re-label doors that 
apparently had no labels.  The doors had colored dots (plugs) on the spine of the door that indi-
cated the rating but a national surveyor cited the facility stating “the dots are not accepted as 
proof of a fire rating” and found the facility out of compliance with regards to protection of open-
ings.  The third party contractor came in and re-labeled well over two hundred fire doors for the 
facility and while we were completing our life safety inspection, we encountered the colored 
plugs, but we know that the plugs are just a quick reference for the factory label that is applied 
to the top of the door. 
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So the TSIG Compliance Specialist at the scene pulled out their handy telescopic  mirror and 
looked on the top of the door for the label- Lo and behold we discovered in all 200 cases the 
original factory label with the designated rating was affixed to the top of the rated door.  You 
may find this amazing, but the rating on the factory label matched the rating on the label just 
attached by the re-labeling contractor right down to the minute.  The contractor had also re-
labeled several frames where they were clearly embossed with the factory stamp, welded on, tin 
factory label had been painted over. 
 

The big question then becomes: How could a contractor who re-certifies frames in the field for 
UL/WHI listings not know the labels were on top of the door or that painting the embossed, 
welded on, tin frame labels was permissible?   
  

One other word of caution; make sure that a label is required on the door/frame before you 
contract to have the door/frame re-certified or replaced.  This is especially true if you have an 
existing building where sprinklers have been added.  If you are basing your actions on one 
surveyor’s findings, you would be wise to get a second opinion. In fact, feel free to contact us if 
you have any questions regarding your doors and labels. Simply email your question to: 
info@tsigconsulting.com. For the most part, your AHJ surveyors do a good job and are well 
informed, but we all make mistakes– and a week does not pass that we do not witness a finding 
related to doors and frames where a mistake was made. Budget dollars are hard enough to 
come by so we all must use them wisely. 

How Suite It Is (Part 2) 
By Henry Saunders 

Exiting for suites can be complicated. The requirements for exiting a suite is defined as a door that 
leads to an exit access corridor. In some cases you may have an approved exit stair that is located 
within a suites boundary. This stair will now be dedicated to the egress of the suite only, as not to 
direct the flow of egress thru a less safe environment. While you will be able to classify the stair exit 
as one of the two exits that may be required, you 
must still be able to reach the corridor door from the 
furthest point within a suite meeting the distance to 
exit access door requirement. It is very important to 
distinguish the physical boundary of your suite. Re-
membering that the perimeter of the suite must be 
smoke tight to the deck or to the suspended ceiling 
where Approved Automatic Sprinkler System 
(AASS)  is provided throughout. That all doors that 
lead into the suite are provided with positive latching 
with no greater than 1” undercut or greater than 1/8” 
gap between the pair of doors. That any roll up shut-
ters that separate suites from other suites, or bound-
ary the suite, be closed as a part of the protection 
that nurses and staff provide their patients In the 
event of a fire alarm. For example; once the fire 
alarm reports, the nursing staff should jump into ac-
tion shutting all doors to patient rooms including go-
ing to roll up doors or window shutters and manually shutting them until closed to limit the transfer of 
smoke. Ideal operation of such shutters is to be tied in automatically, closing upon activation of the 
fire alarm. To provide our readers a better means for recognizing characteristics of suite definitions, 
we have provided a chart on pages 4 & 5 so that you may effectively assess whether you have in 
place the necessary floor configuration to define potential suites- although it is still recommended to 
have a qualified professional review your Life Safety drawings to assure code compliance. 
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Suite perimeter 
walls & doors abut-
ting all interior 
space  

Must meet corridor wall & door require-
ments 

Exception: Existing approved walls and 
doors that limit the transfer of smoke.  

Must meet corridor wall & door requirements 

Exception: Existing approved walls and doors 
that limit the transfer of smoke.  

Hazardous areas 
within suites 

May not be an interviewing room in any 
means of egress from a suite 

May not be an interviewing room in any means 
of egress from a suite 

Hazardous areas 
within suites 

Must be separated from the remainder of 
the suite per 18/19.3.2.1 

Exception: When the whole suite is a haz-
ardous area 

Must be separated from the remainder of the 
suite per 18/19.3.2.1 

Exception: When the whole suite is a hazard-
ous area 

Suite Subdivision Interior walls must be constructed of non-
combustible or limited-combustible materi-
al but need not meet any fire resistance 
rating.  They need not be full height. 

Interior walls must be constructed of noncom-
bustible or limited-combustible material but 
need not meet any fire resistance rating.  They 
need not be full height. 

Intervening rooms 
within suites 

You may not pass through more than one 
intervening room within the suite to reach 
the corridor or an adjoining suite 

 Note: It is not the intent that individual 
bathrooms, closets, and similar spaces, as 
well as briefly occupied work spaces, such 
as control rooms in radiology and small 
storage rooms in a pharmacy be counted 
as an intervening room. 

You may not pass through more than two inter-
vening rooms within the suite to reach the cor-
ridor or an adjoining suite 

 Note: It is not the intent that individual bath-
rooms, closets, and similar spaces, as well as 
briefly occupied work spaces, such as control 
rooms in radiology and small storage rooms in 
a pharmacy be counted as an intervening 
room. 

Observation re-
quirements 

Constant staff supervision required inside 
suite 

None 

Patient sleeping 
rooms inside suites 

Must meet one of the following two op-
tions; 

 1) Arranged to allow for direct supervision 
from a normally attended location within 
the suite 

Note:  glass walls OK & cubicle curtains 
OK Any sleeping room without the direct 
supervision must be provided with smoke 
detector/s 

 2) The entire suite must have total cover-
age (complete) with an automatic smoke 
detection system 

n/a 

Two remote means 
of egress from suite 
required when 

Suite is more than 1,000 sq. ft. 

At least one way must lead directly to a 
corridor.  The second way may open into 
another complying adjacent suite. 

Suite is more than 2,500 sq. ft. 

At least one way must lead directly to a corri-
dor.  The second way may open into another 
complying adjacent suite. 

Checklist for Healthcare Suites 

AREA DESCRIPTION SLEEPING SUITES NON-SLEEPING SUITES 
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Maximum suite size 5000 sq. ft. 

Note: 7,500 sq. ft. if special conditions 
are met. 

If Facility is looked at under the 2006 
NFPA 101 or meeting the provisions 
thereof. 

10,000 sq. ft. 

Max travel distance to exit 
access door from suite 

100 ft. 100 ft. 

50 ft. if passing through two intervening 
rooms before exiting suite 

Max travel distance to exit 150 ft. if building is not sprinklered 

200 ft. if building is sprinklered through-
out 

150 ft. if building is not sprinklered 

200 ft. if building is sprinklered throughout 

“Corridor” minimum width 
inside suite 

  

  

  

  

  

  

                                                              

 

 

Inside suite “Corridor” 
minimum width inside 
suite 

36 inches free and clear 

Note that exception #2 to section 
18/19.2.3.3 exempts you from the nor-
mal 4’ (existing) and 8’ (new) corridor 
width requirements.  This is because 
“Corridors” inside suites are treated 
as access aisles.  Since no specific 
width for these aisles is mandated in 
the healthcare occupancy chapter, 
you default to the minimum 36” width 
specified in the core chapter.   

See 7.3.4.1 

 

This exception effectively permits a 
limited amount of material to be kept 
in the access aisles within a suite as 
long as the nature of the material 
does not cause the space to be con-
sidered a hazardous area.  Hazard-
ous areas must always be separated 
and properly protected even when 
located within a suite. 

36 inches free and clear 

Note that exception #2 to section 18/19.2.3.3 
exempts you from the normal 4’ (existing) 
and 8’ (new) corridor width requirements.  
This is because “Corridors” inside suites are 
treated as access aisles.  Since no specific 
width for these aisles is mandated in the 
healthcare occupancy chapter, you default to 
the minimum 36” width specified in the core 
chapter.  See 7.3.4.1 

 

 

This exception effectively permits a limited 
amount of material to be kept in the access 
aisles within a suite as long as the nature of 
the material does not cause the space to be 
considered a hazardous area.  Hazardous 
areas must always be separated and proper-
ly protected even when located within a 
suite. 

Potential Code violations 
for space outside a suite 
when the suite concept is 
used 

Are new excessive dead end corridors 
created or existing dead ends length-
ened? 

Are new excessive dead end corridors creat-
ed or existing dead ends lengthened? 

Potential Code violations 
for space outside a suite 
when the suite concept is 
used 

Have you blocked access to a re-
quired exit?  Remember, 18/19.2.5.9 
prohibits entering or passing through 
a suite to gain access to a required 
exit. 

Have you blocked access to a required exit?  
Remember, 18/19.2.5.9 prohibits entering or 
passing through a suite to gain access to a 
required exit. 

 
Checklist for Healthcare Suites-continued 

AREA DESCRIPTION SLEEPING SUITES NON-SLEEPING SUITES 



 

 Avoid the 3 Top 10 most Frequently Cited RFI’s 

Using Your Statement of Conditions 
By George A. Rivas, CHSP-FSM 

 

Since The Joint Commission’s addition of the Life Safety surveyor as part of the accreditation 
survey team back in 2005, it is not surprising that three of the top ten most frequently cited 
Recommendations for Improvement (RFI’s) for the last three years running are directly linked 
to the Life Safety Chapter. They include: 

1. LS.02.01.20 (45%) The hospital maintains the integrity of the means of egress. 

2. LS.02.01.10 (43%) Building and fire protection features are designed and maintained to min-
imize the effects of fire, smoke, and heat. 

3. LS.02.01.30 (36%) The hospital provides and maintains building features to protect individu-
als from the hazards of fire and smoke. Therefore it makes good, common sense to approach 
your next survey by taking the necessary preventative measures to avoid these very same vio-
lations by applying one of the safest and practical means of doing just that- effectively prepar-
ing and managing your  Statement of Conditions (SOC), following these three essential steps. 
 

Assure Current and Accurate Life Safety Drawings. 

As with any process, the outcome you achieve is based on how well prepared you are for it 
and the adage “garbage in, garbage out” is no different when setting the course to assess the 
structural integrity of your hospital buildings compliance with NFPA 101. Per The Joint Com-
mission’s SOC instructions, a set of accurate Life Safety drawings are required for any 
healthcare or ambulatory occupancy building and must be 
provided to the Life Safety surveyor during the building tour. 
These drawings can serve as an invaluable tool to aid Life 
Safety surveyors to better understand your building’s unique 
Life Safety features and safeguards. Although the Basic 
Building Information (BBI) is typically the first step in provid-
ing surveyors relevant information of your buildings, a de-
tailed set of Life Safety drawings helps illustrate to the sur-
veyor information not contained within the BBI and if pre-
pared correctly, can actually help avoid potential RFI’s. Per 
The Joint Commission, these drawings are required to main-
tain the following features:  exterior exit doors, exit 
stairs/ramps (exterior or interior), smoke proof enclosures, 
horizontal  exits, exit passageways, fire barriers, fire com-
partments, smoke barriers, and linen/trash chutes. However, adding some minor details to your 
drawings often times aids surveyors in better understanding the fire safety design of your build-
ing and often times helps avoid possible RFI’s as a result. To achieve this we recommend add-
ing the boundaries of designated suite along with schedules that contain the compliant 
measures in defining suite locations such as total size, number of remote exits and exit dis-
tances from within the suites. You may also wish to consider adding schedules that reflect the 
smoke compartment locations, sizes, sprinklered locations and exit distances from within said 
compartments as well to better illustrate compliance designed features. However, one word of 
caution to those who may wish to include excessive information- more can prove less especial-
ly when the drawings become too cluttered by containing too much information and or sym-
bols. For example, it may prove wise to maintain drawings that contain features of your build-
ing fire alarm system and/or locations of fire extinguishers but these devices and equipment 
would better be served on a separate set of drawings and not on the Life Safety drawings. 
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Utilize qualified individual(s) to prepare the SOC. 

The Joint Commission requires organizations to define themselves.  Who and how one serves to 
be qualified to prepare your Statement of Conditions and although there may be a great many of 
individuals who have a general understanding of the use of NFPA 101 to adequately perform pe-
riodic updates of general code related issues, this alone does not always serve the best means of 
assuring those individuals are truly qualified to perform a comprehensive evaluation of your build-
ings level of code compliance. Therefore the use of outside consulting firms can prove an invalu-
able service in defining code related issues that not commonly observed during regular surveil-
lance rounds of your building.  The discovery of some of the more ‘hidden’ or less known code 
violations that would not be uncovered otherwise, unless undergoing a detailed examination of a 
true code expert can often define serious code violation and issues prior to your next survey. And 
although this may be a costly venture, the benefits in return of having a comprehensive evalua-
tion performed by a trained set of ‘outside eyes’ can truly make all the difference in not only as-
suring a successful survey outcome but also ensure you maintain a safe building. 

 

Manage the timeliness of completion for all Plans for Improvement (PFI’s) 

Once a detailed physical assessment and inspection of your building has been performed, it’s 
important to recognize that whether you identified only ten Plans for Improvement or a thousand 
within your Statement of Conditions, it is important to recognize that what’s truly critical is how 
successful you are in managing the timeliness for completing the code violations that have been 
defined. If it takes less than 45 days to correct an issue, The Joint Commission does not require 
you to enter said deficiencies on your Statement of Conditions but you must still maintain a rec-
ord of the completion for said items and this documentation can, and often times will, be reviewed 
by a Life Safety surveyor to verify that the corrective work was performed within that 45 day win-
dow. More serious code violations that require greater than 45 days to repair must be entered 
electronically into your Statement of Conditions and must have a determined timeline as to when 
you expect them to be completed by. Not meeting these timelines can prove of serious conse-
quence if identified during survey so it is highly recommended that you allow yourself sufficient 
time to acquire the funding, materials and manpower to provide an accurate assessment as to 
how much time you need. To play it safe, add 3-6 months on top of that original estimated time-
line. To say that nothing gets scheduled as planned when it comes to construction and repair ac-
tivities is no lie at all in the healthcare industry. It is also important to note that The Joint Commis-
sion does allow organizations to go in and change their estimated time for completion should it be 
discovered that delays may take effect, however this can only be done for those Plans for Im-
provement that have not already been accepted by a Life Safety surveyor (usually accepted by 
them during your last survey). Your next Life Safety surveyor will know that the timeframe has 
been changed and may even ask why, but as long as there is a rational reason for the delay the 
change will usually be accepted. 

 

Although the  Statement of Conditions is a very useful and effective tool in assuring your building 
is code compliant, fire safe and helps you avoid the most frequently cited RFI’s related to Life 
Safety, all the invested effort can prove futile if your organization is not performing regular sur-
veillance of the building and examining the “human factors”. Any Joint Commission surveyor 
does not need to be a code expert to discover Life Safety concerns as blatant as issues such as 
obstructed corridors, blocked exits, storage in stairwells as well as other common problematic 
issues. Therefore, it is imperative to have those in-house, qualified individuals such as Facility 
Managers and Safety Directors diligently conduct these essential rounds to help make your build-
ing a safer place, as well as avoid the frequently cited RFI’s. 

 

see illustration on next page 
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 ILLUSTRATION A 
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The G.O. Team’s NFPA Q & A 
by Gabriel Villegas & Olga Pankova 

  

 

Question: When is a smoke barrier required (Healthcare Occupancies)? 

 

Answer: In planning egress, arrangements should be made to transfer patients from one sec-
tion of a floor to another section of the same floor that is separated by a fire or smoke barrier.  
Requirements for the smoke barrier placement vary by occupancy type. 
 

This being in existing health care occupancy smoke barriers are to divide every story used for 
sleeping rooms for more than 30 patients into not less than two smoke compartments with the 
size not exceeding 22,500 ft.  Another variable that comes to play in determining the location of 
smoke barriers is the travel distance from any point within a compartment to reach a door in that 
smoke barrier which is not to exceed 200 ft.   
 

However, there is one exception to this rule - where neither the length nor width of the smoke 
compartment exceeds 150 ft., the travel distance to reach the smoke barrier door shall not be 
limited. 
 

Similarly, when it comes to the facilities that fall under new health care, every story used by inpa-
tients for sleeping or treatment has to be divided into not less than two smoke compartments that 
are not to exceed 22,500 ft.   The same subdivision rule applies to every story having an occu-
pant load of fifty or more persons, regardless of use.  Maximum travel distance from any point to 
reach a door in the required smoke barrier corresponds to the one in the existing health care re-
quirements - 200 ft.   
 

There are several exemption from the requirements listed above applicable to new health care.  
Stories that do not contain a health care occupancy, located totally above the health care occu-
pancy and/or more than one story below, fall under exception together with areas that are sepa-
rated from it by a fire barrier.  Likewise, open-air parking structures protected throughout by an 
approved, supervised automatic sprinkler system are exempt. 
 

Moreover, where the building design will allow, the section of the corridor containing an entrance 
or elevator lobby should be separated from corridors leading from it by fire or smoke barriers. 
Such arrangement, where the lobby is centrally located, will, in effect, produce a smoke lock, 
placing a double barrier between the area to which patients might be taken and the area from 
which they need to be evacuated because of threatening smoke and fire. 

 

Question: What is the permissible height for door undercuts? 

 

Answer: Permissible height for door undercuts vary based on the type of wall assembly that the 
door is a part of.  Consequently, clearance between the bottom of a smoke or fire door can not 
exceed 3/4 in.  When it comes to doors protecting corridor openings the clearance can not ex-
ceed 1 in.  Doors to toilet rooms, bathrooms, shower rooms, sink closets, and similar auxiliary 
spaces, however, are exempt from the requirements listed above.   
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Question: I have heard that there is a new requirement for the distance separating alcohol dis-
pensers from electrical outlets and switches- is this true and if so, what are the new require-
ments? 

 

Answer: The intent of the application of this rule is to be consistent with the explanation in the 
2009 edition of the Code. Namely that Sections 18/19.3.2.6 (7) shown below are applied.  
NFPA 101, 2009: 18/19.3.2.6. (7) Dispensers shall not be installed in the following locations:  
 

(a) Above an ignition source for a horizontal distance of 1 in (25 mm) to each side of the ig-
nition source.  
 
(b) To the side of an ignition source within a 1 in. (25 mm) horizontal distance from the igni-
tion source.  
 
(c) Beneath an ignition source within a 1 in. (25 mm) vertical distance from the ignition 

 

 

 

 

 

 

 

 

 

Question: We have a monolithic ceiling in an older part of our building that was built in the late 
‘50’s and when replacing some ceiling tiles, we noticed that the structural steel that supports the 
concrete floor above does not have fireproofing on it- do we now have to demolish the entire 
monolithic ceiling and spray fire proofing materials on all the reinforcement steel truss beams? 

 

Answer: There are two options in this case. If existing penetrations within monolithic ceiling are 
left in place you will need to fireproof ALL the structural steel truss’s that support the concrete 
floor above or (the far less costly measure would be to) patch the existing monolithic ceiling with 
fire proofing materials that are consistent with the UL listed design that the monolithic ceiling 
was originally built to. 

 

Question: If a smoke barrier is required to be built to one hour fire rated construction in New 
Healthcare occupancies, do all the doors in the barrier have to be 45 minute rated? 

 

Answer: In New Healthcare, doors in smoke barriers shall have a fire protection rating of not 
less than 20 minutes tested in accordance with NFPA 252. In addition they have to be fitted to 
resist the passage of smoke - ( Less than ¾” undercuts and Less than 1/8” in gaps between 
meeting edges of door pairs), 1 ¾ solid bonded wood core or equivalent, self closing or auto-
matic closing and free on nonrated protective plates > 48” above the bottom of the door.  
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Testing & Maintenance of Portable Fire Extinguishers 
By Jon Hanson 

 

For years there has been confusion surrounding what actually needs to be done when dealing 
with portable fire extinguisher from “what size and type do I need”, to the number and location, to 
what exactly needs to be done on a monthly basis.  A number of our clients have asked me this 
in recent months so I thought I would shed some light on the subject. 
 

NFPA 101, 2000 edition, requires that portable fire extinguishers be inspected and maintained in 
accordance with NFPA 10, Standard for Portable Fire Extinguishers, NFPA 101, 2000 edition, 
Sec. 2.1.1 references the 1998 edition of NFPA 10.  Basically what this says is that in order to 
ensure that the portable fire extinguisher is available and able to operate properly when needed, 
it requires certification. Both federal certification requirements and state licensure requirements 
mandate that healthcare facilities properly inspect, test and maintain their portable fire extin-
guishers [see NFPA 101, 2000, Sections 18/19.3.5.6 and 9.7.4.1]. 
 

Portable fire extinguishers are required to be visually inspected when initially placed and at inter-
val of approximately every 30 days thereafter.  These visual inspections intend to help ensure 
that the extinguisher is in its designated location and will operate properly if needed.  Some key 
things to look for when performing these inspections are: 
 

Is the extinguisher in its proper place? 
Is the extinguisher accessible and not obstructed? 
Are the safety seals in place or broken or missing? 
Is there evidence of physical damage, corrosion, leakage or clogged nozzle? 
Is the pressure gauge in the proper range and position? 
Are the operating instructions legible and facing outward? 
Is the hose hand tight and not lose, cracked or missing? 
Is there a proper service tag on the extinguisher and is it current? 
 

Obviously, any identified problems found during the inspection must be corrected immediately. 
Almost as important as conducting the required inspection, testing and maintenance is docu-
menting the fact that it occurred.  NFPA 10, 1998, Section 4-3.4 requires that records be kept of 
all extinguishers inspected, including those needing corrective action.  The date the inspection 
was performed and the initials of the person performing the inspection must be recorded on a tag 
or label attached to each extinguisher.  Annual maintenance is also required to be recorded on a 
tag or label attached to each extinguisher that indicates the month and year the maintenance 
was performed and the name of the person or company performing the service.  It is important to 
have a master inventory of all fire extinguishers, size and type as well as location.  Don’t forget to 
list your spares and any associated fire extinguishers used in construction sites. 

Also, NFPA 10, 2007 edition of the standard introduced a provision (4.4.1) to remove all stored 
pressure dry chemical extinguishers manufactured prior to October 1984, from service at the 
next 6-year maintenance interval or next hydrostatic test interval and “any” fire extinguisher that 
can no longer be serviced in accordance with the manufacture’s manual shall be removed from 
service. 

So what does this mean for you?  On your inventory sheet it is a good idea to keep track of each 
extinguisher’s manufactures date.  Even though this standard falls under the 2007 edition many 
states have adopted this version and service companies will no longer be certifying these extin-
guishers.   

 



 

 
 

Can I Lock This Door? 
By Jeffrey Klausner, CHSP-FSM 

 

When it comes to determining whether one can install a door-locking arrangement on an egress 
door, every facilities manager in an existing health care facility runs to Section 19 of the NFPA 
101 Life Safety Code for guidance.  Whether the weary facilities manager can find salvation in 
Section 19 can be another story. 

 

Under §19.2.2.4, doors within a required means of egress shall not be equipped with a latch or 
lock that requires the use of a tool or key from the egress side.  So far, the language seems 
pretty cut and dry.  However, like most standards in the NFPA, there are exceptions to the rule.  
Under §19.2.2.4, there are three.  The first exception allows door-locking arrangement without 
delayed egress in health care occupancies or portions thereof if the clinical needs of the patients 
require such measures for their safety,  provided staff can readily unlock such doors at all times.  
The key language in this standard is clinical needs of the patient which must be differentiated 
from security needs.  This differentiation is where most of the problems occur when facilities at-
tempt to implement door locking arrangements. Although the 2009 edition of the NFPA Life 
Safety Code does address these security concerns to some extent, the facility manager operat-
ing under the 2000 Life Safety Code does not get any relief from it.  

 

Under the second exception, door locking arrangements on patient room doors is permissible 
provided that staff can readily unlock such doors at all times.  Furthermore, only one delayed 
egress lock can be encountered along any egress path under the exception.  The 2000 Life 
Safety Handbook provides the example of a multi story building having delayed egress doors on 
each floor to an exit stair, but the stair door to the outside at the base of the stair enclosure 
could not be equipped with an additional delayed egress lock.  Many facilities seems to fall prey 
to violating this second exception 

 

The third exception allows access-controlled doors provided the doors comply with §7.2.1.6.2 of 
the NFPA 2000 Life Safety Code.  Because §7.2.1.6.2 is intended to address access-controlled 
doors intended to be locked from the outside of the building and require a magnetic card or oth-
er similar device, but are arranged to be a viable means of egress at all times the building is oc-
cupied, most facility managers look for guidance here.  However, one must be cautioned when 
utilizing this exception in that there are five (5) conditions that must be satisfied.  For an access-
controlled door to be possible under this exception, the door must possess a number of fea-
tures: a sensor on the egress side to detect an occupant from approaching the door, a fail safe 
device to unlock the door immediately upon loss of electrical power, a manual lock-release de-
vice and the ability to unlock during a fire emergency.  Usually, at this point, the facility comes to 
the realization that a cost-benefit analysis might not be working in their favor for installing such a 
door. 

 

As hospitals are constantly trying to maintain a safe and secure environment for patients and 
visitors alike, facility managers face the daunting task of meeting this obligation while still main-
taining a code compliant facility.  For the weary facility manager, the challenge is not as easy as 
it would appear. 
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TOLCAM BRINGS VALUE ADDED SERVICE TO EVS MANAGERS 
By Ralph Heiman 

 

In our ongoing efforts to assist all those within the healthcare industry that face the challenge of 
meeting the Physical Environment standards, we are now offering those who manage Environ-
mental Services (EVS) the opportunity to explore the use of our new & successful resource ser-
vice: 

TSIG’s On-Line Compliance Assistance Management service (TOLCAM) 
 

EVS managers in the Healthcare industry will now be afforded access and use of the on-line 
service through a simple, low cost annual fee. To achieve this end, we at TSIG have undertaken 
the following measures: 
 

Our TOLCAM web site now has a dedicated section devoted to Infection Control and Prevention 
issues including “Ask the Expert” called IC MD, where EVS Managers and Directors can acquire 
immediate answers to all their questions. 
 

We have a newly created section in our quarterly newsletter called “EVS Corner”- where promi-
nent experts in the field of Infection Control and Prevention as well as Hazardous Materials & 
Waste will provide topical articles that will assist EVS managers stay on top of the latest regula-
tory requirements and changes in the industry. 
 

To assist us in this process we formed a strategic partnership with Mark Shamash and his staff 
at Safety & Disaster Solutions, Inc. (SDSi) -  a company that specializes in Safety, Security, 
Hazardous Materials & Waste, Fire Safety and Utility Management and Infection Prevention 
consultation for the healthcare industry. 
 

Our goal is education - via the web and our newsletters. Our target audience is those who re-
quire to be kept updated on the latest developments and information available for integration 
into their vocabulary and the promotion of Patient Safety. Within TOLCAM, our newly added 
section IC MD, users have three ways to receive information.  

The first is to read questions and answers that others have posted in the 
past, and to which we will add new questions and answers as they arise.  

The second is to perform a search by topic.  

The third is by posting a question on line to which we will respond in a 
timely manner, generally within a few hours but certainly within 24 hours.  

The following are just a few samples of the invaluable answers to EVS 
related question that have recently been posted. 
 

Question: 

I am wondering how your environmental services verify that patient rooms are appropriately 
cleaned. We used to use a product called the "Goo" study that you could see right away if an 
area was clean or not by spraying the solution on the area. They have sold that material to an-
other company and it is now very expensive to purchase. We are looking for something to re-
place it. Any ideas?  

Response: 

There have been several recent articles in the medical literature indicating patient rooms are not 
being optimally cleaned/disinfected. This can put the newly admitted patient at risk for being  
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exposed to hospital pathogens. 

Implementing an environmental hygiene monitoring process can substantially improve cleaning 
and disinfection outcomes. There are four methods for evaluating environmental hygiene, each 
with their inherent advantages and disadvantages. They include: 

•          Visual observation and inspection 

•          Microbiological testing with cultures 

•          Fluorescent markers (ECOLAB) 

•          ATP bioluminescence (3M and others) 

 

Understanding each method's advantages and disadvantages, in addition to cost, data collec-
tion method, consistent monitoring, maintaining the data's integrity, ongoing benchmarking, and 
staff feedback are critical to the program’s success. 
 

Question: 

What is The Joint Commission’s requirement that states how many patient room floors can be 
mopped before a housekeeper must change the mop bucket water? 
 

Response: 

The CDC's "Guideline for Disinfection and Sterilization in Healthcare Facil-
ities"  (2008) states to "prepare disinfecting (or detergent) solutions as 
needed and replace these with fresh solution frequently (e.g., replace floor 
mopping solution every three patient rooms, change no less often than at 
60-minute intervals), according to the facility's policy." In summary, the fa-
cility determines the practice in concordance with the CDC's guideline. Al-
so, ensure both the Joint Commission and CDC references are added to 
your policy and procedure. 
 

Question: 

We are adding more isolation rooms within our hospital and need to know if it is required to 
have an ante room built into the design of the new rooms? 
 

Response: 

This falls under the EC 02.06.05 standard, where the Joint Commission incorporates by refer-
ence the Guidelines for Design and Construction of Healthcare Facilities.  The 2010 update 
does not require ante rooms, although if you have them, it does list specific requirements.  Also 
ANSI/ASHRAE/ASHE 170-2008 also do not require ante rooms, but do include requirements if 
they exist.  From a risk perspective, this should be a consideration under the Infection Preven-
tion and Control standard IC 01.03.01 regarding identifying risks of transmission. 
 

Question:  

Does the Joint Commission mandate all my Environmental Services Department employees to 
receive the flu shot? 
 

Response:  

No. In 2006, Joint Commission announced a new standard requiring hospitals to offer, but not 
mandate, influenza vaccine to health care workers. Additional information is available from: 
http://www.jointcommission.org/mobile/faq.aspx 

  



 

 

 

Mr. Rivas, 

I cannot thank you and everyone at TSIG enough for all of your guidance.  You have 
taught me and the rest of our staff a great deal. Your assistance leading up to, and 
even during our survey, was most welcome & appreciative. From my own 
perspective, if you had not guided us and provided our team with the excellent 
Environment of Care, Emergency Management and Life Safety education, tools and 
insight, I would not have anticipated such a successful survey. The Life Safety 
Specialist even mentioned that the Fire Barrier drawings you drafted for our SOC 
were the best he had ever seen and those kind of compliments mean a lot to us 
here. 

  

Thank you.   

Kathleen M. Martucci  
Chief Operating Officer  
Helen Hayes Hospital  


