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CMS POLICY ALLOWS WAIVER 

ADVANTAGES OF 2012 EDITION OF NFPA 101 

By Jerald Stewart VP, Western Region, Compliance 
Specialist 

Although the adoption of  the 2012 Edition of NFPA 101 
Life Safety Code remains under serious consideration by 

various accrediting agencies, on March 9, 2012 CMS issued instructions 
on how healthcare providers can submit waivers for specific changes that 
afford certain allowances within the new edition of the code and are 
effective immediately. The changes include the following: 

 

1. Increasing the amount of space that may be covered by combustible 
decorations 

2. Permitting gas fireplaces in common areas 
3. Permitting permanent seating groupings of furniture in corridors 
4. Allowing kitchens, serving less than 30 residents, to be open to 

corridors as long as they are contained within smoke compartments 

 

Due to the complex nature of some of the requirements, each waiver will 
be evaluated independently, in the normal fashion with input from State 
Survey Agency and final approval by CMS office. 

 

To get a better understanding of the new directive, four sections of the LS 
code were revised as follows: 

 LSC sections 18/19.2.3 and 18/19.2.3.4 allow, under certain 
circumstances, projections into the means of egress corridor 
width for wheeled equipment and fixed furniture, provided the 

following conditions:   

 

1. Wheeled equipment does not reduce clear width to less than 5’ 
2. Staff is trained and provisions are included in the fire safety plan that 

includes relocation of wheeled equipment. 
3. Wheeled Equipment is limited to the following; Equipment, Medical 

Emergency Equipment, Patient Lift and Transport equipment in use. 
4. Where the corridor width is at least 8 ft, projections into the required 

width shall be permitted for fixed furniture, provided that: 

 

 furniture is attached to floor or wall 
 does not reduce the clear unobstructed corridor width to less than 6 ft  
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 Located only on one side of corridor, with groupings separated at least by 10 ft  
 Located as to not obstruct access to building service and fire protection equipment  
 Corridors throughout smoke compartment are protected by smoke detection or fixed furniture 

spaces are located to allow direct supervision 
 Smoke compartment protected throughout by SASS 

 

 LSC section 18/19.3.2.5 and18/19.3.2.5.2, 18/19.3.2.5.3, 18/19.3.2.5.4 and sections 

18/19.3.2.5.5 allow kitchen cooking equipment areas to:   

 

 Not be considered hazardous areas 
 May be open to a corridor provided certain conditions are met 

 
 LSC section 18/19.5.2 and 18/19.5.2.3 allow the installation of direct vent gas fireplaces 

in smoke compartments containing patient sleeping rooms, provided the following con-

ditions: 

 

 All such devices shall be installed, maintained, and used in accordance with Section 9.9.2. 
 No such devices shall be located inside a patient sleeping room 
 The smoke compartment in which the direct-vent gas fireplace shall be protected throughout 

by AASSS in accordance with 9.7.1.1.(1) 
 The direct-vent gas fire place shall include a sealed front with a wire mesh panel or screen 
 The controls for the direct-vent gas fireplace shall be locked or located in a restricted location 
 Electrically supervised carbon monoxide detection in accordance with Section 9.8 shall be 

provided 

 

 LSC section 18/19.7.5 and 18/19.7.5.6 allow the installation of combustible decorations 
on walls, doors and ceilings, including  photographs, paintings, and other art attached 

directly to the walls, ceilings, and non-fire rated doors provided the following: 

 

 Decorations on non-fire rated doors do not interfere with the operation or any required latch-
ing of the door and do not exceed defined area limitations  

 Decorations do not exceed 20 percent of the wall, ceiling, and door area inside any room or 
space of a compartment that is not protected by an AASSS  

 Decorations do not exceed 30 percent of walls, ceilings, and door areas inside any room or 
space of a smoke compartment that is protected by AASSS 

 Decorations do not exceed 50 percent of the wall, ceiling, and door area inside a patient 
sleeping room having a capacity not exceeding four persons, in a smoke compartment that is 
protected throughout by an AASSS 

 

The CMS position to consider a waiver option is welcome news because it allows healthcare or-
ganizations to adopt some of the valuable changes within the 2012 edition of NFPA 101 that will 
ultimately reduce the number of code deficiencies noted during future surveys. 

 

For specific requirements on applying for said waivers and how they can affect your facility, please 
contact email: info@tsigconsulting.com 
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OSHA’s Hazard Communication Standard Revision 

George A. Rivas, CHSP-FSM 
 
 
 
In their ongoing effort to align management requirements of hazardous materi-
als with the United Nations’ global chemical labeling system, OSHA recently an-
nounced their new revisions to the Hazard Communication Standard to now ac-
cept the Globally Harmonized System (GHS) of Classification and Labeling of 
Chemicals. For the past several years OSHA has been moving towards this 
end, stating: "Exposure to hazardous chemicals is one of the most serious 
threats facing American workers today," and "Revising OSHA's Hazard Commu-
nication standard will improve the quality and consistency of hazard information, 

making it safer for workers to do their jobs and easier for employers to stay competitive." 
 
In order to ensure chemical safety in the workplace, information about the identities and hazards of 
the chemicals must be available and understandable to workers. OSHA's Hazard Communication 
Standard requires the development and dissemination of such information: 
 

 Chemical manufacturers and importers are required to evaluate the hazards of the chemicals 
they produce or import, and prepare labels and safety data sheets to convey the hazard infor-
mation to their downstream customers 

 All employers with hazardous chemicals in their workplaces must have labels and safety data 
sheets for their exposed workers, and train them to handle the chemicals appropriately 

 
OSHA claims that the revised standard will classify chemicals according to their health and physi-
cal hazards, and establish consistent labels and safety data sheets for all chemicals both made in 
the USA and imported from abroad. The major changes to the Hazard Communication Standard  
include: 
 

 Hazard classification: Provides specific criteria for classification of health and physical haz-
ards, as well as classification of mixtures 

 Labels: Chemical manufacturers and importers will be required to provide a label that in-
cludes a harmonized signal word, pictogram, and hazard statement for each hazard class and 
category. Precautionary statements must also be provided 

 Safety Data Sheets: Will now have a specified 16-section format 
 Information and training: Employers are required to train workers by December 1, 2013 on 

the new labels elements and safety data sheets format to facilitate recognition and under-
standing 

 
 
The new standard will be fully implemented by 2016 and OSHA has noted that during the transition 
period chemical manufacturers, importers, distributors and healthcare providers may comply with 
either the current or new standard. 
 
You can access OSHA’s frequently asked question page on the new Haz Comm Standard at: 
http://www.osha.gov/dsg/hazcom/hazcom-faq.html  

http://www.osha.gov/dsg/hazcom/hazcom-faq.html


 

 

 

Maintenance Strategies in Relation to Utilities and Medical Equipment 

By Barbie Pankoski 

 

Presentation was given by George Mills on Friday May 18, 2012 regarding Maintenance Strategies 
in relation to Utilities and Medical Equipment.   Mr. Mills described Utility Systems which are defined 
in the Joint Commissions Accreditation Manual’s Glossary and included in EC 02.05.03 as:   

*Electrical distribution    *Emergency Power Supply System (EPSS) 

*Vertical & Horizontal Transport              *Heating, Ventilation & Air Conditioning 

*Plumbing                 *Boiler and Steam 

*Piped Gases     *Vacuum Systems 

*Communication Systems & Data Exchange 

Specific Utility Systems include: 

*Features of Fire Safety (EC.02.03.01)  *Alarm and Notification (LS.02.01.34) 

*Suppression Systems (LS.02.01.35)  *Design criteria (EC.02.05.01) 

*Power Distribution System (EC.02.05.03) *Emergency Power Supply Systems  

*Medical Gases (EC.02.05.09)      (EC.02.05.07)  

Specific populations of equipment 

*Life support systems (EC.02.05.05) 

*Infection Control utility systems (EC.02.05.05) 

 

Mr. Mills went over the survey process for these standards and stated during the TJC survey, the  
management Plan would be reviewed to determine the maintenance strategies applied  to the in-
spection of equipment, testing and maintenance and evaluation of  the work completion rates (% 
complete) by dividing the number of devices completed by the number of scheduled work orders.   
The program documentation will be evaluated to ensure logs are completed and reflect Life Support 
Systems, Infection Control equipment, and Non-life support equipment on the inventory.  The accu-
racy of the inventory will be reviewed to ensure all life support equipment is included and frequen-
cies are clearly identified in writing.  The surveyor will confirm work has been completed as per 
scheduled activities by ensuring work orders are scheduled based from the facilities maintenance 
strategies as well as evaluation of equipment failure and actions.  

The surveyor will want to discuss with the Department Leader how the inventory was created,  what 
maintenance strategies were used, evaluate the monitoring process, effectiveness of the program in 
place.  The surveyors  may interview those who actually maintain the equipment to evaluate their 
understanding of the process and strategies used for maintaining, evaluate their competency based 
from repeated work orders and evaluate scheduled work against what has actually been completed.  

The effectiveness of the maintenance program will be evaluated by reviewing the following:  
*Repeated work orders,* Turn around time for equipment, *Completion rates and * Confidence of the 
users while using the equipment.  

Surveyors may interview the actual users of the equipment to determine equipment reliability, re-
sponse time when equipment fails, evaluate emergency response process, “Culture of Safety”, ap-
propriate training of staff related to equipment use and customer satisfaction with department. 

For contract services the surveyor may evaluate for Contract Services the reliability of equipment 

serviced and integration of the process. 
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The G.O. Team’s NFPA 101 Q & A 

by Gabriel Villegas, LEED AP and Olga Pankova, LEED AP 
 

 

Question: Is there a required number of exits from each compartment? 
 

Answer: Yes.  Not less than two exits should be accessible from each smoke 
compartment.  Egress is permitted through adjacent compartments provided 
passing through the smoke compartment of fire origin is not necessary. NFPA 101 2000 Edition 
18.2.4.3 

 

Question: Can the distance to exit be increased to 200 ft  if a floor (Existing Healthcare 

Occupancy) is fully sprinklered? 
 

Answer: No.  The maximum travel distance of 150 ft between any point in a room and an exit is 
permitted to be increased by 50 ft in buildings protected throughout by an approved, supervised 
automatic sprinkler system.  Consequently, if the whole building is not fully sprinklered, then the 
maximum distance to exit should remain 150 ft. NFPA 101 2000 Edition 19.2.6.2.2 

 

Question: Does 16 in. protective plate height requirement applies to doors in rated haz-

ardous rooms? 
 

Answer: No.  Doors in described rated enclosures are permitted to have nonrated, factory- or 
field-applied protective plates extending not more than 48 in. above the bottom of the door. 

NFPA 101 2000 Edition 18.3.6.3.5 and 19.3.2.1  

 

 Question: What is the required rating for the doors in 1 HR rated smoke barrier? 
 
 

Answer: Doors in smoke barriers should be of construction that resists fire for not less than 20 
minutes. NFPA 101 2000 Edition 18.3.7.5 

 

Question: Are there any hold open devices that are approved for the use in corridor 

doors? 
 

Answer: Yes.  Examples of permitted hold-open devises that release when the door is pushed 
or pulled are friction catches or magnetic catches.  NFPA 101 2000 Edition 19.3.6.3.3 

 

Question: Are dutch doors permitted by NFPA 101? 
 

Answer: Yes.  It should be noted that both the upper leaf and lower leaf are required to have a 
latching device, while the meeting edges of the upper and lower leaves shall be equipped with 
an astragal, a rabbet, or a bevel. NFPA 101 2000 Edition 18.3.6.3.6 

 

Question: Are there any requirements for pull stations location? 
 

Answer: Yes.  Manual fire alarm boxes have to be located within 5 ft of the exit doorway at each 
exit on each floor and be spaced in such a way that the travel distance to the nearest fire alarm 
box will not be in excess of 200 ft on the same floor. In patient sleeping areas of healthcare oc-
cupancies manual fire alarm boxes are not required at exits if they are located at all nurse’s sta-
tions or other continuously attended staff locations fully visible and accessible.  

NFPA 101 2000 Edition 9.6.2.4 and 19.3.4.2   NFPA 72 Emergency Lighting 2-8.2  
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Top 5 TJC Hospital Standards Compliance Issues for 2011                                                                 
by Dean Samet, CHSP 

 

In their April 2012 periodical, Perspectives, The Joint Commission released the top 
standards compliance issues for 2011. TJC aggregates standards compliance data 
each year to identify trends and pinpoint which areas presented the greatest chal-
lenges to accredited health care organizations.  

Following are the top five most frequently cited standards and percentage of organi-
zations that received Requirements for Improvement (RFIs) for that particular standard in 2011 
TJC surveys.  

RC.01.01.01 [Record of Care, Treatment, and Services]: The hospital maintains complete and ac-
curate medical records for each individual patient. (66%) 

LS.02.01.20: The hospital maintains the integrity of the means of egress. (56%) 

LS.02.01.10: Building and fire protection features are designed and maintained to minimize the ef-
fects of fire, smoke, and heat. (52%) 

LS.02.01.30: The hospital provides and maintains building features to protect individuals from the 
hazards of fire and smoke. (45%) 

EC.02.03.05: The hospital maintains fire safety equipment and fire safety building features.  (40%) 

Specific standards noncompliance matters have been attributed to the following elements of per-
formance (EPs).  

LS.02.01.20 

 EP 1- Locked doors in the direction of egress 

 EP 13- Corridor Clutter (Note: Crash/Isolation/Chemo Carts-OK) 

 EP 30- “No Exit” signs missing 

 EP 31- Visible exit signs for any path missing  

 

 

Question: We have every third light in our egress corridor on emergency power. Some of 
them are equipped with a battery pack as a backup in case the light fails. Is this considered 

battery-powered lighting that requires testing monthly and annually? 

 
 

Answer: The described situation would typically not require testing under EC.7.40, EP 3, as it is 
not emergency battery-powered lighting (the emergency generator provides the emergency lighting 
independent of the battery system).  

The exception to this is if the emergency power source for the lighting in paths of egress were ob-
vious to the public such as a wall- or ceiling-mounted battery pack they would have to be continu-
ously maintained to prevent  expectation by the public that this safety features are functional. 
When systems are inoperable or taken out of service but the devices remain, they present a false 
sense of safety. 

Under this circumstance, it would be considered emergency battery-powered lighting and would 
require compliance with EC.7.40, EP 3. This answer and exception are specific to lighting in the 
paths of egress. 

NFPA 101-2000, 4.6.12.1 and 4.6.12.2  

 



 

 

 

LS.02.01.10: 

 EP 4- Openings in 2-hour fire rated walls not fire rated for 1-1/2 hours 

 EP 5- Fire door issues (e.g., hardware, positive latching, self-closing devices, gaps,  

                         undercuts) 

 EP 9- Unsealed spaces around pipes, conduits, ducts, etc. penetrating fire walls/floors 

LS.02.01.30: 

 EP 2- Hazardous areas are not protected with 1-hour construction or sprinkler protec-
tion or both (depending if existing or new occupancy) 

 EP 11- Corridor door issues (e.g., hardware, positive latching, gaps, undercuts) 

 EP 18- Smoke barriers not continuous or have unsealed penetrations  

EC.02.03.05 

 EP 1- Supervisory signal devices not tested quarterly 

 EP 2- Valve tamper switches not tested every 6  months; water flow devices not test-
ed quarterly 

 EP 3- Duct detectors, electromechanical releasing devices, heat detectors, manual 
fire alarm boxes, and smoke detectors not tested annually  

 EP 5- Fire alarm equipment for notifying off-site fire responders not tested annually 

 EP 10- Fire Dept. water supply connections for auto sprinkler system not inspected 
quarterly 

 EP 13- Kitchen automatic fire-extinguishing system not inspected every six months 

 EP 15- Portable fire extinguishers not inspected at least monthly     

 

(Note: Noncompliance may be due to “documentation” issues!)  

Below is a comparison table for the top five most frequently cited standards for the past three 
years. It should be noted that the top five standards have remained the same and that the 
percentages of organizations receiving RFIs has increased each year for each standard ex-
cept for EC.02.03.05.   

 

 

 

 

 

 

 

 

 

Understanding these most cited standards and elements of performance allow accredited hos-
pitals to evaluate their own compliance in these particular areas as well as their performance 
against other hospitals. In the April 2012 Perspectives article, “Joint Commission Identifies Top 
Standards Compliance Issues for 2011”, TJC reminds us that their “Surveyors review compli-
ance with all standards in an accreditation or certification manual. This list is only provided to 
help organizations pinpoint potential trouble spots.”    
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 2009   2010  2011   

RC.01.01.01            49% 65% 66%   

LS.02.01.20             46% 51%  56% 

LS.02.01.10             48%  49%  52% 

LS.02.01.30             37% 40% 45%  

EC.02.03.05            38%   42% 40% 
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Where are Hospital Grade Receptacles (HGR) Required? 
 

Paul Acre, PE Engineer Arkansas Department of Health 
 
 
I recently saw an email posting discussing where Hospital Grade Receptacles 

(HGR) must be installed.  It appeared to generalize some aspects of exactly where 

HGR’s are required in Health Care Facilities. 

 

There are possibly good reasons to put HGR’s everywhere in Patient Care Areas, but the code is 

not that general.  The code uses a little more nebulous criteria by the use of the term “Patient Bed 

Location”.  As logical as this might seem, the problem occurs with the more global definition and 

criteria for Patient Care Areas of “General Care” and “Critical Care”, 517.18(B) and 517.19(B)(2), 

respectively. [NFPA 70, National Electrical Code] 

 

So just where are HGR’s required?  They are by definition only required at the “Patient Bed Loca-

tion” which is defined in both the NFPA 70 and NFPA 99 as: 

 

“The location of a patient sleeping bed, or the bed or procedure table of a critical care area.” 

 

This clearly goes beyond a bed used for sleeping, to include the procedure table of a critical care 

area. 

 

Where does the Patient Bed Location of a General Care Area patient sleeping room, end at? 

The answer would be simple if the Patient Bed Location was defined as the Patient Care Vicinity 

which by definition is very specific and clearly defined. 

 

I think the answer has to be based on what the purpose of HGR is in the first place.  Aside from 

testing/inspecting all receptacles in the Patient Care Area for: Integrity, Polarity, Continuity of 

Ground, and Ground Blade Retention.  What does an HGR have to do with a receptacle in the toi-

let or television on the wall?  Do either of these receptacles have anything to do with direct patient 

care?  Does Patient Bed Location simply imply: ‘any receptacle used for direct patient care’?  If 

however you can figure out how a patient can receive medical life support treatment from a toilet or 

television receptacle, then I think you are on to something. 

 

So just where are HGR’s “REQUIRED”?  I have seen them everywhere in Hospital facilities, to no-

where in Ambulatory facilities. 

 

The tired argument I have heard is that we put them everywhere for fear of making a mistake.  If 

facilities properly used the testing and inspection process required by NFPA 99 for initial installa-

tion, replacement, or servicing: Integrity, Polarity, Continuity of Ground, and Ground Blade Reten-

tion, mistakes would be unlikely. 

 

The back door requirement by the code regarding regular annual inspection/testing of receptacles, 

is in NFPA 99, 3-3.4.2.3 Maintenance and Testing of Electrical System, where the testing interval 

of Receptacles in Patient Care Areas is addressed, and by Exception states: “Receptacles not 

listed as hospital-grade shall be tested at intervals not exceeding 12 months.” 

 
 



 

 

 

This exception appears to have done two things, deal with older facilities that have might not have 

upgraded all patient care areas to have HGR’s, as well as to say if you don’t put HGR’s everywhere 

in a Patient Care Area, even beyond that of a Patient Bed Location, then you must do annual recep-

tacle testing, of those non HGR receptacles. 

 

To top this off don’t forget the little recordkeeping provision of NFPA 99 which states: 

A record shall be maintained of the tests required by this chapter and associated repairs or modifica-

tion. At a minimum, this record shall contain the date, the rooms or areas tested, and an indication of 

which items have met or have failed to meet the performance requirements of this chapter. 

So just where are HRG’s required? 

Reference information 

 

NFPA 70, 2008 Ed. 

Patient Bed Location. The location of a patient sleeping bed, or the bed or procedure table of a criti-

cal care area.[99:3.3.137] 

Patient Care Vicinity. In an area in which patients are normally cared for, the patient care vicinity is 

the space with surfaces likely to be contacted by the patient or an attendant who can touch the pa-

tient. Typically in a patient room, this encloses a space within the room not less than 1.8 m (6 ft) be-

yond the perimeter of the bed in its nominal location, and extending vertically not less than 2.3 m (71⁄

2 ft) above the floor. 

 

517.18 General Care Areas.  

(B) Patient Bed Location Receptacles. Each patient bed location shall be provided with a minimum 

of four receptacles. They shall be permitted to be of the single or duplex types or a combination of 

both. All receptacles, whether four or more, shall be listed “hospital grade” and so identified.  

 

517.19 Critical Care Areas.  

(B) Patient Bed Location Receptacles.  

(2) Receptacle Requirements. The receptacles required in 517.19(B)(1) shall be permitted to be of 

the single or duplex types or a combination of both. All receptacles, whether six or more, shall be 

listed “hospital grade” and so identified. The grounding terminal of each receptacle shall be connect-

ed to the reference grounding point by means of an insulated copper equipment grounding conductor. 

 

NFPA 99, 1999 Ed. 

3-3.4.2.3 Maintenance and Testing of Electrical System. 

 

(a) Testing Interval for Receptacles in Patient Care Areas. 

 

1. Testing shall be performed after initial installation, replacement, or servicing of the device. 

2. Additional testing shall be performed at intervals defined by documented performance data. 

Exception:  Receptacles not listed as hospital-grade shall be tested at intervals not exceeding 12 

months. 

 

This correspondence is expressed as a personal opinion of the author and does not represent the 

official position of either the Department of Health or AAHE.  In addition, this correspondence is nei-

ther intended, nor should it be relied upon, to provide professional consultation or services.  The arti-

cle is commentary and excerpts from NFPA documents.  Review and confirmation of code language 

and definitions should be done independently. 
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                              Hard Lessons 

                                  by Ode Keil 

March 25, 2012 marked the 101st anniversary of one of America’s great tragic fires. 

The Triangle Waste Company occurred March 25, 1911. As a result of the fire or 

the conditions it created 129 young women and 17 men died. The tragedy captured 

the attention of politicians and the public. Hearings were held, politicians made 

speeches, and fingers were pointed. While the grandstanding and public outrage 

are understandable the reality is there was little difference between the building 

known as the Asch Building when it was constructed in 1901 and similar buildings 

of the same era. In fact the building incorporated the latest features of fire protection designed to 

protect the structure. This was likely not done out of a sense of social obligation; it was probably 

done to get a better deal on fire insurance for the building.  

 

Protecting structures was the norm for building codes at the 

time the building was constructed. Little thought was given to 

protecting the occupants. The Triangle Waste Company fire 

stimulated a fundamental change in how building and other 

codes viewed the potential consequences of a fire. It brought 

people into the equation. It is fair to say that the hard lessons 

of the fire led to requirements for the protection of occupants. 

Among them are egress capacity, exit path of travel marking, 

and sprinkler system requirements. It is also fair to say that 

the healthcare industry has continued along this same path.  

 

Hospitals experienced some terrible tragic fires related to the 

use of flammable anesthetic agents and more common caus-

es. Experts with an interest in the healthcare industry studied 

each event in great detail. From the studies codes for fire 

safety in operating rooms that required explosion proof electri-

cal systems, conductive flooring, and other features to reduce 

the potential for explosions were created. The studies also led 

to the development of healthcare as a special occupancy 

classification of the Life Safety Code published by the National Fire Protection Association (NFPA).  

 

Through the consensus code development process the NFPA convenes groups of users, special 

experts and others on a regular schedule to consider ways to enhance the fire and occupant protec-

tion features of hospitals and many other types of occupancies. Since the Life Safety Code was first 

published in the mid-1960’s it has undergone radical transformation. In the early editions of the code 

fire protection was primarily in place to protect structures as it was in 1901. Over time technology 

and the understanding of the nature of fire evolved. As experience and science grew the require-

ments of the Life Safety Code evolved to include use of quick response sprinkler technology, better 

fire alarm systems, better construction and compartmentalization systems, and many other details. 

The result is a compelling argument for codes. There has not been a multiple loss of life fire in a 

hospital – as defined by the NFPA – in more than twenty years.  
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Many factors including better use of fire science based knowledge in the design of hospitals and 

continuing emphasis of the importance of staff education and training by the Joint Commission and 

CMS play a role in this success. Unfortunately so do the small number of single patient deaths that 

occur in hospitals.  

 

It is an obligation of healthcare facilities management, healthcare design professionals, and other 

healthcare leaders of all disciplines to honor the memory of those whose death provides a hard les-

son about an overlooked possibility for fire safety. Their memory is honored every time a fire drill is 

run or a new group of employees and physicians participate in a fire safety training program. Includ-

ing a brief narrative about the hard lessons that often precede changes in all types of safety stand-

ards helps keep them alive. Unlike many memorials to heroic individuals or tragic events speaking 

to the hard lessons is a living memorial that can be visited anytime and anywhere. 

CMS Emergency Preparedness Checklist                                                                                                
by Dean Samet, CHSP 

 

Per the Centers for Medicare & Medicaid Services, Health Care Provider Guidance, sound and 
timely planning provides the foundation for effective emergency management. The response to an 
emergency can impact an entire community and can involve numerous medical and public health 
entities, including health care provider systems, public health departments, emergency medical ser-
vices, medical laboratories, individual health practitioners, as well as medical support         services. 
A coordinated response is essential.  
 

Comprehensive emergency management includes the following phases: 
 

Hazard Identification: Health care providers should make every effort to include any potential haz-
ards that could affect the facility directly and indirectly for the particular area it is located. Indirect 
hazards could affect the community but not the provider, and as a result interrupt necessary utilities, 
supplies or staffing. 

 

Hazard Mitigation: Hazard mitigation is activities taken to eliminate or reduce the probability of the 
event, or reduce its severity or consequences, either prior to or following a disaster or emergency. 

The emergency plan should include mitigation processes for both residents and staff. Mitigation de-
tails should address care for the facility residents, and how the facility will educate staff in protecting 
themselves in the likelihood of an emergency. Comprehensive hazard mitigation efforts, including 
staff education, will aid in reducing staffs' vulnerability to potential hazards. These activities precede 
any imminent or post-impact timeframe, and are considered part of the response. 

 

Preparedness: Preparedness includes developing a plan to address how the provider will meet the 
needs of patients and residents if essential services breakdown as a result of a disaster. It will be 
the product of a review of the basic facility information, the hazard analysis, and an analysis of the 
provider's ability to continue providing care and services during an emergency. It also includes train-
ing staff on their role in the emergency plan, testing the plan, and revising the plan as needed. 

Response: Activities immediately before (for an impending threat), during and after a hazard impact 
to address the immediate and short-term effects of the emergency. 

Recovery: Activities and programs implemented during and after response that are designed to re-
turn the facility to its usual state or a "new normal." 
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In 2007, The Centers for Medicare & Medicaid Services (CMS) issued a Survey & Certification 
“Emergency Preparedness for Every Emergency” checklist for health care facilities. This checklist 
consists of tasks CMS recommends that health care facilities, including nursing homes, perform 
as they develop their emergency plans. The checklist, revised in September 2009, is for guidance 
and does not require that health care facilities perform each task. 

Emergency Preparedness Checklist                                                                                                        
Recommended Tool for Effective Health Care Facility Planning                                                                               
Tasks  

 Develop Emergency Plan 
 All Hazards Continuity of Operations (COOP) Plan 
 Collaborate with Local Emergency Management Agency 
 Analyze Each Hazard 
 Collaborate with Suppliers/Providers 
 Decision Criteria for Executing Plan 
 Communication Infrastructure Contingency 
 Develop Shelter-in-Place Plan 
 Develop Evacuation Plan 
 Transportation & Other Vendors 
 Train Transportation Vendors/Volunteers 
 Facility Reentry Plan 
 Residents & Family Members 
 Resident Identification 
 Trained Facility Staff Members 
 Informed Residents & Patients 
 Needed Provisions 
 Location of Evacuated Residents  
 Helping Residents in the Relocation  
 Review Emergency Plan 
 Communication with the Long-Term Care Ombudsman Program 
 Conduct Exercises & Drills 
 Loss of Resident’s Personal Effects 
 

Note: For complete “Tasks” details, go to Appendix A of the Department of Health and Human 
Services Office of the Inspector General OEI-06-09-00271 Memorandum Report at              
http://oig.hhs.gov/oei/reports/oei-06-09-00270.asp   

To assist CMS ensure that health care facilities develop comprehensive emergency plans and 
help improve its next revised checklist, the DHHS Office of the Inspector General provided CMS 
with additional information in their Memorandum Report:  Supplemental Information Regarding 
the Centers for Medicare & Medicaid Services’ Emergency Preparedness Checklist for Health 
Care Facilities, OEI-06-09-00271. In their study of healthcare facilities, nursing homes in particu-
lar, the DHHS OIG identified several areas of concern in which facility emergency plans did not 
fully address the guidance provided in the CMS checklist such as: 1) Searching for missing pa-
tients; 2) Determining sufficient quantities of supplies; 3) Reviewing recommended emergency 
response practices; 4) Tailoring emergency planning templates and; 5) Collaborating in health 
care coalitions.   

Health care facilities are highly encouraged to obtain a copy of the CMS Survey & Certification 
“Emergency Preparedness for Every Emergency” checklist as well as the DHHS Office of the 
Inspector General’s Memorandum Report:  Supplemental Information Regarding the Centers for 
Medicare & Medicaid Services’ Emergency Preparedness Checklist for Health Care Facilities, 
OEI-06-09-00271 (copies can be obtained at the above noted web site). This will enable health 
care facilities to ensure that their emergency [preparedness and management] plans are com-
prehensive, up-to-date, and effective.  

http://oig.hhs.gov/oei/reports/oei-06-09-00270.asp
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NEW AND EXPANDED TSIG SERVICE 

by Ralph Heiman 

 

In order to allow our clients a less expensive way to control all their CAD drawings and to gener-
ate necessary reports, TSIG has introduced a new way to use our new CAFM –Computer Aided 
Facilities Management, called TSIG Works. 

 

Traditionally, clients are required to purchase expensive CAFM software using capital dollars and 
having to go through a rigorous procurement process. TSIG Works is now available to you as an 
SAAS-“Software As A Service” wherein you pay a nominal monthly hosting and maintenance fee 
from operating capital and obtain all the benefits and functionality of TSIG Works. The ad-
vantages of using TSIG Works where drawings and data are integrated are as follows: 

 

A. Maintain and update all CAD plans in one location 
B. Create and maintain barrier plans 
C. Prepare CMS reimbursement drawings, required annually by CMS 
D. Create BMP deficiency drawings 
E. Store your damper locations including dates of last survey and damper type 
F. Meet your space planning and master planning needs. All rooms are polylined allowing you 

to generate square foot area by room, floor, department, building and campus 
G. Use for planning/design purposes-renovations, moves, adds and changes. 
H. Generate areas for various vendor needs (Cleaning, replacement, painting, etc.) 
I. Medical gas valve locations 
J. Utility infra-structure drawing repository and tracking 
K. Life Safety component locations (sprinklers, alarms, bells, pull stations, etc.) 
L. Deficiency management (doors, penetrations, chutes, means of egress, exit lights, etc. 

 

And many more uses. 

 

For a low monthly hosting/
maintenance fee you can maintain 
all your drawings on our server, 
available to you 24/7/365 without 
any capital expenditure. 

 

Please contact TSIG for additional 
information by calling Karim     
Bhimani at 212 420 8724 x 141 
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                    TSIG’s Best Demonstrated Practices in the Field: 

                                          Closing the Loop 

                                        by George A. Rivas, CHSP, FSM 

 

It is without question that the Physical Environment standards place 

significant demand on organizations to maintain diligent documenta-

tion of various self evaluation, testing and maintenance processes. 

Whether it be documenting evaluations for fire drills, disaster exercis-

es, evidence of hazardous surveillance findings or the testing and 

maintenance of your fire alarm or medical gas systems, one very im-

portant thing to remember is that simply identifying problems, failures 

deficiencies or opportunities for improvement is only the first step. The critical, sometimes over-

looked and challenging component of said process is assuring that you can produce the neces-

sary evidence to illustrate that corrective actions have also been addressed. I like to term this pro-

cess as “Closing the Loop”. Often time’s surveyors, upon documentation review, will identify nota-

ble problems or failures and then demand to see the organization’s follow-up documentation. This 

can be especially evidenced during the Life Safety surveyor’s attention to detail regarding fire 

alarm and medical gas testing. Because the testing of these systems are often overseen by con-

tract service providers, it is important to assure that these companies afford you with detailed, or-

ganized summary reports that allow timely access to the results, while also providing sufficient 

details to allow you the means to address and document corrective actions. Failure to demand 

such detailed documentation from your vendors makes it far more difficult to locate the problems 

which can very well be buried within an unorganized or massively sized report. Having a surveyor 

uncover unresolved problems have remain uncorrected from one year to the next only serves to 

pour salt on the wound and places those responsible in a precocious position to explain their way 

out of resulting Recommendations for Improvement (RFI). 

 

There are various methods commonly used to assure the necessary documentation is available to 

evidence “closing the loop”.  Some organizations maintain their computerized preventative mainte-

nance program to track corrective actions via referencing work order numbers to deficiencies not-

ed on test reports while others maintain a paper trail by simply stapling the corrective action docu-

mentation to the test report and both of these processes will sufficiently demonstrate “closing the 

loop”. However, some organizations have no methods in place at all and there always exists the 

chance that one could forget to close out a work order or lose / misplace the necessary documen-

tation via the paper shuffle along.  While recently visiting Dr. P. Phillips Hospital in Orlando Flori-

da, I discovered a unique but effective method used by Facility Director; Andrew Highsmith, 

CHFM and Chief Engineer Daryl Benfant who employ the use of a self-inking stamp that indicates 

the date the problem was identified, the work order number and date completed, stamped directly 

on the record containing the problem / failure / deficiency. Benfant reviews each record once re-

ceived, and then stamps the location where the deficiency is noted and completed the first two 
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lines of it at said time. Once the work is completed, he enters the date on the remaining blank line of the 

stamp. Thus allowing a surveyor, upon review of critical test records, to immediately observe not only the 

problem/failure, but also the corrective action in one step. It may seem surprising that such a simple idea 

can prove so effective a practice to assure “closing the loop”. So impressed was I with this practice, that 

we at TSIG have ordered several hundred custom self-inking stamps (similar in the design used at Dr. P. 

Phillips hospital) to be given away at the upcoming ASHE National Conference in San Antonio this July 

15-18. I encourage those of you who will be attending to stop by our booth (#1224) at the exhibition cen-

ter to acquire one for your own personal use. For those of you who will not be attending, you can still re-

ceive this invaluable tool by simply emailing your request to info@tsigconsulting.com and we will be glad 

to send one to you for a modest shipping cost. 

 

                            

   

 

 

 

TACL/ETACL/ETACL/E  
TSIG Accreditation Commissioning for Life Safety & Environment of Care 

 

The process starts with your uploading of construction drawings to our secure  web site, allowing 

for an immediate and  comprehensive review by our expert staff of code experts, followed by com-

ments & recommendations to assure code compliance and tracking of actions by all parties in-

volved to assure compliance with TJC & CMS requirements. 

PROPOSED SERVICES INCLUDE: 

1. Design review of construction documents at preliminary and working drawing phases. 

2. Pre-construction code review for compliance with NFPA 101 Life Safety Code 2000 ed. 

3. Availability to respond to and / all questions that arise during construction phase. 

4. Prepare a detailed & comprehensive set of Life Safety drawings as per TSIG standards. 

5. As construction nears completion, we conduct a pre-occupancy Life Safety Assessment. Any 
corrections will have to be made by the contractor. 

6. Prepare repository of all required testing and documentation.  

7. Mapping of all utilities based on design documents. 

8. Using CAFM provide detailed space management and reimbursement drawings. 

9. Develop Evacuation drawings. 

10. One year post installation, the performance of all smoke & fire dampers will be tested . 

mailto:info@tsigconsulting.com


 

 

 

Dear Mr. Heiman, 
 
I wanted to take a moment to thank you, TSIG as a whole, and more specifically 
Barbie (Barbara) Pankoski, for your support and guidance. Barbie came to us a 
couple of years ago and has taught us how not only to become compliant in Life 
Safety, Environment of Care and Emergency Management, but has given us the 
confidence and skills to remain compliant.  She has been an invaluable resource to 
us as individuals and as an organization.  We have completed a successful hospital 
and lab survey, we have redesigned practices and have trained staff-all under her 
skilled (and often patient) tutelage.  Thank you again for the services you provide 
via professional and competent staff such as Barbie. 
  
Sincerely, 
Keri Chorazewitz 
Director Quality & Accreditation 
Memorial Hospital  of Sweetwater County 

Rock Springs, WY 82901 


