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Social Media and Disasters 
Key Hiranand, CHSP 

 

In recent years, the world has been hit with a series of 
large natural disasters, from Hurricane Katrina in New 

Orleans, earthquakes in Haiti and Asia, the tsunami in Indonesia and 
Japan and even more recent Hurricane Sandy hitting our shores of the 
northeast coast. Social media has played a significant role in 
disseminating information about these disasters by allowing people to 
request assistance in addition to providing volunteers and officials the tools 
needed to render aid.   
 
Since the mid 90’s internet based applications have emerged known as 
“social media” that enable people to interact and share information on a 
broader scale than ever before; however its really only the last five years 
or so that social media has played an increasing role in emergencies and 
disasters.  In a crisis affecting cell phone infrastructure, priority of delivery 
goes to text messages over emails and voice calls because they are small 
packet transactions.  
 
To date the use of social media is primarily used in two broad categories.  
First is to disseminate information and receive feedback via incoming 
messages, polls, and wall posts.  The second way is to be used as a 
conduit to communicate emergency messages, issue warnings, receive 
victim requests, etc.  Whenever a disaster occurs you can rest assured 
that someone will be close by with a camera phone and immediately 
connect to a social media site providing the breaking news coverage. 
 

So the big question is: “How does social media help us prepare for 
disasters?” Simple… It’s really about making sure we are using the same 
things we use in our day-to-day life that we would also use in 
emergencies.   

 

Currently we have apps that help us find the closest restaurant, cheapest 
gas stations but now think of the potential use in a crisis situation.  Just to 
name a few: lists of open shelters during a storm, gas stations with 
generator power, open grocery stores, and so on.  In addition people are 
constantly providing wait times in emergency rooms.  The ability to 
broadcast and post this information to the masses may save your 
organization from hundreds of people showing up at your emergency room 
doors seeking treatment and/or shelter. 
 

As a healthcare community, we are constantly tweaking our Emergency  
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Operations Plan (EOP) from lessons learned through past experiences whether actual or as a re-
sult of a planned exercise.  Typically the most observed opportunity for improvement in all after ac-
tion critiques are: notification procedures and communication.  Our plans look good, staff respond-
ed as expected yet somehow communication failed at some point or we forgot to notify key people.  
By adding to your arsenal the use of social media as another notification/communication is another 
conduit to inform your staff of preparedness, response and recovery activities.   In turn it provides 
you another avenue and we all know there can never be too many contingency options during 
emergency situations.  Furthermore, it can also be used for community outreach by providing infor-
mation on your organizations emergency room wait times, facility status, continuity of operations, 
limited entry points, etc. 
 
Local, State, Federal and many other organizations are currently using social media to disseminate 
a wide range of public safety and crisis information.  From initial notifications, emergency warnings 
and alerts, situational awareness, requests for assistance and recovery efforts.  Some of the les-
sons learned and best practices when using social media for emergency management objectives 
are as follows: 

 the need to identify the target audiences for the application, such as hospital leadership, middle 
management, front line staff, vendors, support partners, community, etc.  

 determine the appropriate type of information to be disseminated 
 only send out information pertinent to the target audience (create distribution groups if needed) 
 identify any negative consequences arising from the application, potentially the spread of faulty 

or incorrect information and work to reduce or eliminate 
 
While we are quick to list the advantages there also may be some potential drawbacks and addi-
tional considerations needed prior to implementing the use of social media within your organiza-
tion.  For example:  

 accuracy of the information posted and who can post 
 potential for malicious or agenda driven use 
 technological limitations, obviously during power outages the ability to charge your smart 

phone or computer is reduced 
 privacy issues, who is receiving this information and what can they do with it 

 
As we continue to struggle in securing reliable backup sources for our business continuity and 
Emergency Operation Plans, take an opportunity to think outside the box and explore the use of 
social media and see what benefits it could have with the notification and communication process 
during unplanned disasters for your organization. 

 

HEALTHCARE ENVIRONMENT UPDATE 
 

Please note that we have a report prepared by Ode Keil subsequent to attending a presentation 
by George Mills on August 24, 2012, summarizing this excellent presentation. This detailed sum-
mary report not only covers the Physical Environment Elements of Performance that generated 
the highest number of Requirements For Improvements (RFI’s), but also provides details on the 
evolving role of the Life Safety Code Surveyors and their impact on accreditation surveys, chang-
es related to the 2012 edition of NFPA 101 Life Safety code, as well as selected EM issues and 
the process The Joint Commission implements after a disaster occurrence is reported at an ac-
credited hospital. Due to the length of the report we are unable to print it in our newsletter, howev-
er Ode has kindly consented to share it with anyone who is interested. Please send your request 
to info@tsigconsulting.com; and we will email you a copy of this valuable reference. 

2 



 

 

 

TSIG WORKS-NEW TOOL FOR DEFICIENCY MANAGEMENT 
By Ralph Heiman 

 

In our last newsletter we wrote about our own Computer Aided Facility Management (CAFM) 
software and its various modules. One of them is called SOC-Deficiency Management Infor-
mation Tool (DMIT). This is a very important and necessary tool because now, graphically, on 
drawings, you can manage your deficiencies. 
(See all your deficiencies, each marked with a unique icon, their actual location, as well as any 
data associated with them.) 

 

It’s linked into our SOC survey results, so when a survey is completed, this module can be popu-
lated for the client as a live document. 
This module serves as an interactive, bidirectional deficiency management tool. 
When you click a deficiency, a form pops up with all its relevant information, modifying any piece 
of information on the form, can result in report output changes and/or graphic changes. 

 

I.e. all new deficiencies are shown in red. When a deficiency is corrected the color changes to 
green. If the deficiency is sent to a CMMS system, or to in-house staff/vendor for correction the 
deficiency is indicated in blue. One can therefore track the status of each deficiency and assure 
himself that every single deficiency has been corrected. The main purpose of this product is to: 

1. Enable you to view and manage the status of all deficiencies 

2. Have the ability to “close the loop” on corrected items 

3. Have a history of the deficiencies, which will allow, over time, too see where/who the repeat 
offenders are and why, then take the necessary action to change/replace/correct the situation 
so that it doesn’t recur.  

 

The advantages of using this tool are as follows: 

 A search by deficiency type, including predefined criteria can be undertaken. 
 The searched-for-deficiency-type will be displayed visually on CAD drawing and available 

with one mouse click. 
 The deficiency form, which includes all the information related to it, can be accessed by 

clicking the deficiency icon on the CAD drawing. 
 The deficiency form will contain all the relevant data describing deficiency type and required 

actions, status, etc. 
 All deficiencies and their status, based on colors for each action type, can be viewed/

grouped on the CAD drawing. 
 Work orders for correcting deficiencies will be tracked by the software. 
 Estimated costs versus actual costs can be tracked. 
 Deficiencies can be exported to Excel by any criteria. A routine can be developed to down-

load them to any CMMS system. 
 Once deficiencies are corrected and indicated in excel, the actions can be imported to the 

drawings. 
 Using the built-in Report Generator, various reports and formats can be developed on the 

deficiency database based on individual requirements. 
 

For more information please contact Noam Aberbach at aberbachn@tsigconsulting.com  
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The G.O. Team’s NFPA 101 Q & A 
by Gabriel Villegas, LEED AP and Olga Pankova, LEED AP 

 

 

Question: What are the construction requirements for use of ramps as means of 
egress? 
 

Answer: There are two main requirements for construction of ramps that are used as means of 
egress: 

Firstly, all ramps serving as required means of egress must be of permanently fixed construction. 

Secondly, each ramp, as required by NFPA 101 2000 Edition, has to be of Type I or Type II con-
struction noncombustible or limited-combustible throughout. In addition, the ramp floor and land-
ings must be solid and without perforations.  

NFPA 101 2000 Edition 7.2.5.3.1 

 

Question: Do existing mail chutes need to be separated from 
the building by a fire barrier? 
 

Answer: No. Although mail chutes are openings through floors, 
such as stairways, elevators shafts, or dumbwaiters, that need to be 
protected using the appropriate fire resistance rating, there is an ex-
ception that applies to existing mail chutes where one of the follow-
ing conditions is met:  

  The cross-sectional area does not exceed 16 sq. in.  or 

  The building is protected throughout by an approved automatic 
 sprinkler system. 

NFPA 101 2000 Edition 8.2.5.2 

 

Question: Are there any restrictions on headroom in stairs? 
 

Answer: Yes.  Headroom in stairs cannot be less than 6 ft. 8 in.  It must be measured vertically 
above a plane parallel to and tangent with the most forward projection of the stair tread.  

NFPA 101 2000 Edition 7.1.5 

 

Question: Is it permissible by the code to use suspended ceilings as a smoke partition 
in a hazardous area protected by sprinklers? 
 

Answer: Yes, however smoke partitions are only permitted to terminate at the underside of a 
monolithic or suspended ceiling system where the following conditions are met: 

 The ceiling system forms a continuous membrane. 

 A smoke tight joint is provided between the top of the smoke partition and the bottom of the 
suspended ceiling. 

 The space above the ceiling is not used as a plenum. 

NFPA 101 2000 Edition 8.2.4.2 
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Question: Are sprinklers required under exterior 
roofs and canopies? 
 

Answer: Section 5-13.8.1, NFPA 13 requires sprinklers to 
be installed under exterior roofs or canopies exceeding 4 
feet in width with an exception for those with noncombus-
tible or limited combustible construction.  

 

Question: Do soiled utility closets in patient care  
areas need to be locked? 
 

Answer: There are no requirements within the code stating that the said door should be provided 
with a lock.  It is up to the organization. 

 
Question: Our partially sprinklered facility was cited for lack of 1hr rated corridor walls.  
My understanding was that the corridor walls in a non sprinklered building were re-
quired to be only smoke tight and continue to the slab.  Please provide clarification. 
 

Answer: Under NFPA 101 2000 edition, existing corridor walls are required to have a fire re-
sistance rating of not less than 1/2 hour.  Your state surveyors, however, may be referencing an-
other code for enforcement.  We suggest that you follow up with them to find out which code they 
are using to survey your facility. 

NFPA 101 2000 Edition 19.3.6.2.1  

 

 

Question: What are the size requirements for soiled linen or 
trash collection receptacles in healthcare occupancies? 

 

Answer: Soiled linen or trash collection receptacles cannot exceed 32 
gal. in capacity within any 64-ft area. If mobile with capacity greater 
than 32 gal, they have to be located in a room protected as a hazard-
ous area when not attended.  In addition, there are no limitations on 
container size when located in hazardous areas.  

NFPA 101 2000 Edition 19.7.5.5 

 

 

Question: Are vision panels required in smoke barriers in new healthcare occupancy? 
 

Answer: Yes. Vision panels consisting of fire-rated glazing or wire glass panels in approved 
frames shall be provided in each cross-corridor swinging door and at each cross-corridor horizon-
tal sliding door in a smoke barrier.  

NFPA 101 2000 Edition 18.3.7.7                                                                                 

 

Please be advised that in our Second Quarter (2012) Issue 28 Newsletter an outdated standard was refer-
enced in the answer to the question addressing battery-powered lighting testing published. The correct ref-
erence is as follows: EC.02..05.07 EP1, EP2. We apologize for this error.    
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Software as a Service Model 
By Karim Bhimani 

 

Background: 

During the late 1980’s, Facilities Managers had at their disposal PC’s that would be able to handle 
the storing, retrieval and management of complex facility related data.  With the power of the PC 
and Graphical User Interfaces (GUI’s) emerged a new generation of products that would merge the 
drawing environment with databases. This new crop of software products was commonly referred 
to as CAFM (Computer Aided Facilities Management) systems.  The CAFM product was immedi-
ately embraced by companies with large real estate holdings providing them the ability to manage 
their portfolios- owned and leased space, fixed assets, movable assets, staff, etc. as well as com-
panies experiencing a high degree of reorganization which included acquisition and mergers. The 
healthcare industry was slower to embrace this technology as the healthcare work space was more 
stable and the initial costs of purchasing the software and having it installed was very high. Typical 
CAFM systems ran in the hundreds of thousands of dollars, however the need for such systems 
was no less relevant in healthcare as it was in the private sector.  

Initially, most facilities departments operated by using blueprints, usually organized manually and 
stored in large format filling cabinets. As architects and engineers embraced PC’s and drafting soft-
ware products such as AutoCAD, electronic CAD documents started getting traction in architectural 
and engineering industry. Drawings for renovation projects and new construction started being de-
veloped using these CAD drawing packages. 

Most of the larger healthcare organizations have enjoyed a fairly robust churn rate- changing their 
space configurations or renovating existing wings, and building new spaces to accommodate the 
new healthcare technologies. As the facilities renovated their spaces, the need for accurate CAD 
drawings became obvious. Most institutions, healthcare and otherwise invested in creating accu-
rate architectural drawings of their facilities. Today, most healthcare institutions have CAD draw-
ings for their buildings.  Most however do not have a built-in CAD staff, so that the electronic draw-
ings do not always keep up with the changes the facilities experience. 

It was only a matter of time that CAFM systems would enter the mainstream. Most organizations 
invested in developing CAD drawings of their facilities to meet their renovation/ construction needs. 
The software costs started to drop while the computing power started to increase.  Still, the costs 
of the implementing a CAFM system for a healthcare organization was too high and worse yet, the 
return on investment, although clear to the facilities manager was much harder to quantify in hard 
dollars to their upper management.   
 

Cloud Computing and the SaaS Model: 

Over time not only has computer power increased, but the means to store complex information has 
also changed dramatically. Where once information was stored on mainframe computers and as-
sessed through dumb terminals, now the PC allows massive storage of information on the desktop. 
Now we store our information in the proverbial cloud, to be accessed remotely when and where we 
need it. In basic terms, the cloud is nothing more than the use of computing resources (hardware 
and software) that are delivered as a service through the network, like the internet.  With the cloud 
come various types of cloud computing. The one that has immediate relevance to CAFM is a mod-
el known as SaaS (Software as a Service). This model provides the ability to deliver an application 
software and database over the internet. SaaS allows a business the potential to reduce IT opera-
tional costs by outsourcing hardware and software maintenance and support to the cloud provider.  
This structure allows an application to be hosted centrally so that all updates can be made without 
having to reinstall the software. It enables the reallocation of IT operations to focus on operational 
goals. The end user gain access to the application using a web browser or mobile application.  
With cloud computing, users are able to get the applications running faster with improved manage-
ability and less maintenance.  

Continued on page 8 
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Sample TSIG Reimbursement Drawing 

Color coded  designation of various departments helps illustrate use of floor 

Detailed legend on drawing provides usage of space and their square footage 
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In the case of the CAFM software, there is no need to procure expensive CAFM software, no 
need for complex installation, product maintenance, or the need to decide on the number and type 
of users. With cloud computing comes scalability- the ability to quickly meet additional user needs. 
More users can be added without effort, additional modules can be turned on to meet the user 
needs, when the need arises. 

TSIGWorks: 

TSIG has developed TSIGWorks, a full functioning CAFM system specially directed to meet the 
needs of the healthcare industry based on the SaaS model.  

With TSIG Works, a facility is able to manage: 

 Space (Reimbursement drawings, space planning and move management) 

 Portfolio (tenant leases, contracts, landlord obligations, etc.) 

 Asset (Fixed and Movable)  

 Facilities (routine, deferred, and capital maintenance) 

 Human Resource (persons, telephone numbers, e-mail, etc.) 

 Compliance Management (Rated walls, deficiencies, BMP items, dampers, etc.)   

The six modules function as an integrated whole. CAFM systems provide a fully functional CAD 
environment, with integrated database functions, a report writer and an interface builder. CAFM 
allows our clients to graphically, via the floor plans, track all relevant information regarding their 
facilities with the ease of a point and click interface, thereby masking the complexity commonly 
found in traditional database systems.  

 

TSIGWorks Implementation: 

During the initial implementation stage it’s important to catalogue our client’s portfolio-all owned 
and leased spaces. It’s our experience that most facilities already have architectural CAD draw-
ings of their owned spaces. As a first step, the accuracy of the available CAD drawings must be 
ascertained and updated if required. It’s critical to have accurate CAD drawings which depict the 
actual physical environment. The drawings become the foundation for all other components of the 
system. Once this is accomplished, space related information can be layered on the architectural 
drawings to reflect, gross areas, net areas, department names, cost centers, room types, room  
occupancy status, room use, room function, etc.  

The architectural drawings are integrated into TSIGWorks or any CAFM system that will allow the 
integration of databases to the CAD drawings, enabling users to obtain accurate space related 
reports and drawings. The CAFM systems with the integrated drawings form the foundation of a 
unified and cohesive facilities management department. Once accurate architectural floor plans 
showing the accurate locations of walls, doors, columns, fixed building elements, windows, etc.  
are available, the layering of other information, for example, furniture, fixtures, equipment, tele-
communications infrastructure, hazardous materials, signage, personnel, lease related infor-
mation,  life safety systems,  reflected ceiling plans, mechanical systems, electrical systems, 
HVAC, security and keying systems, and other building elements can take place.  

The final drawings can be used to convey space, engineering, and life safety information for long 
term strategic planning, emergency preparedness, operations & maintenance, moves-adds and 
changes, chargebacks, and government compliance issues such as Indirect Cost Analysis, Regu-
latory Accreditation surveys, and Medicaid/Medicare reimbursement. Report writer within the 
CAFM software enables a clear view of the data, the drawings and any required analysis.                                     

For more information on CAFM implementation or TSIG Works, please contact TSIG at             
212-420-8724 x141 
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Center for Disease Control and Prevention 2012 CRE Toolkit  
by Dean Samet, CHSP     

                                                                          

The Centers for Disease Control and Prevention (CDC) recently released updated 
recommendations in their 2012 CRE Toolkit – Guidance for Control of Car-
bapenem-resistant Enterobacteriaceae (CRE) that describes how healthcare facili-
ties should deal with carbapenem-resistant Enterobacteriaceae, which are deadly 
germs that cause health care-associated infections. HAIs are infections caused by 
a wide variety of common and unusual bacteria, fungi, and viruses during the 

course of receiving medical care for other conditions in health care institutions. The emergence and 
dissemination of carbapenem resistance among Enterobacteriaceae across the country represent a 
very serious threat to public health as these organisms are associated with high morbidity and mor-
tality rates and have the potential to spread widely. The updated toolkit or document expands on the 
2009 CDC and Healthcare Infection Control Practices Advisory Committee (HICPAC) recommenda-
tions.  
 
The approach to controlling transmission of these organisms in healthcare facilities includes: Recog-
nizing these organisms as epidemiologically important; understanding the prevalence in their region; 
identifying colonized and infected patients when present in the facility, and; implementing regional 
and facility-based interventions designed to stop the transmission of these organisms. Note: Pa-
tients whose care requires devices like ventilators, urinary catheters, or intravenous catheters as 
well as patients who are taking long courses of certain antibiotics are most at risk for CRE infections.  
Following is a summary of CRE core measures and prevention strategies for acute care and long-
term care facilities:                                                                                                                                                   

 1) Hand Hygiene                                                                                                                                                     
  - Promote hand hygiene                                                                                                                                
  - Monitor hand hygiene adherence and provide feedback                                                                            
  - Ensure access to hand hygiene stations                                                                                                    
 2) Contact Precautions                                                                                                                                             
  Acute care:                                                                                                                                                    
  - Place CRE colonized or infected patients on Contact Precautions (CP); Preemptive CP 
     might be used for patients transferred from high-risk settings                                                                   
  - Educate healthcare personnel about CP                                                                                                    
  - Monitor CP adherence and provide feedback                                                                                             
  - No recommendation can be made for discontinuation of CP                                                                      
  - Develop lab protocols for notifying clinicians and IP about potential CRE                                               
  Long-term care:                                                                                                                                             
  - Place CRE colonized or infected residents that are high-risk for transmission on CP (as 
    described in text); for patients at lower risk for transmission use Standard Precautions for 
    most situations                                                                                                                                            

 3) Patient and staff cohorting                                                                                                                                
  - When available cohort CRE colonized or infected patients and the staff that care for them 
     even if patients are housed in single rooms                                                                                               
  - If the number of single patient rooms is limited, reserve these rooms for patients with high 
    risk for transmission (e.g. incontinence)                                                                                                      

 4) Minimize use of invasive devices   

   5) Promote antimicrobial stewardship     

   6) Screening                                                                                                                                                              
  - Screen patient with epidemiologic links to unrecognized CRE colonized or infected  

        continued on next page  



 

 

 

 patients and/or conduct point prevalence surveys of units containing unrecognized CRE  

 patients Supplemental measures for healthcare facilities with CRE transmission include:                                      

  1) Conduct active surveillance testing                                                                                                           

  - Screen high-risk patients at admission or at admission & periodically during their facility 
    stay for CRE. Preemptive CP can be used while results of admission surveillance testing 
    are pending             

           - Consider screening patients transferred from facilities known to have CRE at admission                

   2) Chlorhexidine bathing                                                                                                                              
  - Bathe patients with 2% Chlorhexidine 
 

The 2012 CRE Toolkit Appendix B: General Approach to Carbapenem-resistant Enterobacteriaceae 
(CRE) Control in Facilities that Rarely or Have Not Identified CRE recommends the following should a 
new CRE-colonized or CRE-infected patient be identified:               

  - Notify appropriate personnel (i.e., clinical staff, infection prevention staff)                                                 

  - Notify public health if indicated                                                                                                                   

  - Place patient on Contract Precautions in single room (if available)                                                            

  - Reinforce hand hygiene and use of Contact Precautions on affected ward/unit                                         

  - Educate healthcare personnel about preventing CRE transmission                                                            

  - Screen epidemiologically-linked patients (e.g., roommates) for CRE with at least stool,     

    rectal, or peri-rectal cultures and/or consider point prevalence survey of affected unit                               

  - Consider preemptive Contact Precautions of these patients pending results of screening 

    cultures                                                                                                                                                        

  - If screening cultures or further clinical cultures identify additional CRE-colonized or CRE–

    infected patients, consider additional surveillance cultures of contacts or point prevalence 

    surveys of affected units (if not already done)                                                                                            

  - Consider cohorting patients and staff                                                                                                         

  - Ensure if patient transferred within the facility that precautions are continued                                            

  - Ensure if patient transferred to another facility CRE in

     formation is shared with accepting facility 

 

Education for healthcare facility staff about CRE and recommend-
ed surveillance and preventive measures should be provided as 
described above. Following these CDC guidelines will hopefully 
result in a significant decrease in the morbidity (purportedly nearly 
2 million) and mortality (purportedly nearly 100,000) among      
patients treated annually in US healthcare facilities and will also 
decrease the tens of billions of dollars (purportedly up to $45    
billion) spent annually to deal with CRE and HAIs.  
    
For detailed information on CRE, you can obtain a copy of the  
entire 2012 CRE Toolkit directly from the CDC at:  
http://www.cdc.gov/hai/organisms/cre/cre-toolkit/index.html    
Guidance for Control of Carbapenem-resistant Enterobacteri-
aceae (CRE).  
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                            Emergency Response Codes 

by Ode Keil  

Emergency response codes are an important part of the life of every hospital. They 
are used to alert staff to situations ranging from fires, to violence, to life threatening 
patient care situations. The intent of every emergency response code is to trigger a 
reflexive response from groups ranging from all employees, physicians and others 

to small groups of highly trained specialists. Over the course of many years hospitals have devel-
oped a wide variety of emergency code responses.  
 
There has been no national standard set for emergency codes. A recent survey of seven hospitals 
that are all part of the same organization found 31 different codes and alerts in active use. None of 
them were the same. Even when the same phrase or word is used to alert staff the detailed mean-
ing is different. The survey was stimulated by a seemingly harmless situation. An employee from 
one hospital was working at a different facility when a “Code Yellow” was announced. The an-
nouncement included a specific location in the hospital. When no one in the immediate area 
seemed concerned the employee became distressed and asked why. The answer was that “Code 
Yellow” was a simple request for patient assistance. In the employee’s home hospital “Code Yellow” 
is used to announce a bomb threat.  
 
Based on this event a team undertook a project to standardize emergency code responses across 
the organization. The group included physicians, safety experts, nursing and administration. From 
the outset the group established a principle that a minimum number of codes would be based on 
traditional “secure” phrases like Code Red or Code Blue. The rest would be announced in Plain 
Language – Clear Text as advocated by the National Incident Management System and other or-
ganizations. The team modeled the responses on efforts by a number of organizations that devel-
oped statewide responses. Some of the states studied were Wisconsin, Minnesota and Kentucky. 
Interestingly, the two codes that are nearly universal are Code Red for fire and Code Orange for a 
hazardous material spill. All 15 states surveyed used these codes for these events.  
 
In the end the team chose five code phrases with all other announcements being made based on 
standardized Plain Language – Clear Text phrases. The five coded phrases include: 
 

 Code Blue – Medical Emergency, Cardiac/Respiratory Arrest 

 Code Red – Fire 

 Code Orange – Hazardous Material Spill 

 Code Pink – Infant/Child Abduction 

 Code Silver – Unauthorized Person with a Weapon 

 All other announcements use a specific script.  
 

Examples of Plain Language – Clear Text announcements include: 

 Severe Weather Alert accompanied by a phrase based on National Weather Service an-
nouncements such as “Severe Weather Alert - Tornado Watch Metropolitan Area until 3 p.m.” 

 Security Alert accompanied by a general overhead announcement and details paged to the 
security response team. For example – “Security Alert Room 516” announced overhead and 
a pager notice sent to the response team of disruptive patient behavior at that location. 

 
continued on next page  



 

 
 
There was resistance to changing the existing codes. The team developed a proposal and plan for 
making the changes and presented it to a wide variety of audiences for feedback and support. Over 
a relatively short period of time the original proposal was refined and a plan for implementation de-
veloped. In the end, the senior executives of each hospital endorsed the plan and participated in 
the roll out.  
 

The new codes are now active. Several of the hospitals have tested them using emergency re-
sponse drills. Others have used them to activate responses to real emergency situations. Based on 
after action reports the codes are perceived as being more useful than previous codes and much 
easier to interpret. No longer are staff members seen asking each other what a specific color or 
number code means. The codes will eventually be rolled out to all medical offices and clinics.  
 
Standard emergency code responses are important to assure appropriate response during an 
emergency. A very strong educational program was used as part of the roll out of the new codes. 
All managers and staff participated in face to face or computer based training. A variety of signs 
and other reminders, such as screen savers, are in use to reinforce the education. The long term 
value is a system that is simple to maintain, is managed centrally so changes are made in one 
place and rolled out at the same time and is understood to mean the same thing no matter where a 
member of the staff of the organization is working.  

12 

What more could you ask for than to be in Miami in the middle of winter? How about attending 
the year’s most comprehensive 2-day Physical Environment Symposium sponsored by TSIG 
Consulting. We realize that money is tight and far too often healthcare professionals are denied 
the opportunity to attend valuable seminars due to budget restraints. That is why we are offering 
you this opportunity at NO cost. That’s right- Florida in winter, attending an outstanding educa-
tional program and it’s FREE! Does it really get any better than that?   

Learn first-hand, from a collective team of TSIG’s experts in the field and esteemed guest 
speakers, exactly what issues healthcare organizations face during upcoming regulatory sur-
veys. Included will be sessions dedicated to reviewing past, present and future survey focal 
points / hot spots and developing effective processes, practices and methods to assure compli-
ance, presented by George Rivas, Dean Samet, Larry Barlow, Ken Gregory & Tom Lyons– with 
special guests Ode Kiel, Skip Gregory and Mark Shamash. In addition, participants will have the 
opportunity to ask candid questions and engage in discussion with our roundtable of experts 
who have unequalled knowledge of the standards and survey process.  
 

Reserve your spot now 

For a detailed agenda and registration application, email request to: info@tsigconsulting.com  

      TSIG’s First Annual “Fun in the Sun” 
 Physical Environment Symposium 
    

   March 4-5, 2013   
    Miami, Florida 



 

 

13 

 

CDC Updates C.difficile Cleaning 
By 

Mark Shamash, MS, HEM, CHSP 
 

C.difficile has been a topic of conversation in health care for many years. Most of the education 
about C.difficile has focused primarily on hospitals but as more research becomes available we 
are starting to see that C.difficile is not just a hospital issue anymore. Seventy five percent (75%) 
of C.difficile infections first show in recently discharged hospital patients, nursing home patients 
and patients recently cared for in doctor’s offices and clinics. Although a vast proportion of on-set 
is lower is hospital settings, they still remain at the core of prevention. 

What is C.difficile? 

Clostridium difficile (C.difficile) is an anaerobic spore-forming bacillus that causes pseudomem-
branous colitis, manifesting as diarrhea. C.difficile is spread by the fecal-oral routes; spores can 
persist on fomites and environmental surfaces for months. It is important to know that C.difficile 
spores resist killing by usual hospital disinfectants. An Environmental Protection Agency regis-
tered disinfectant with a C.difficile label claim or approved bleach solution with a C.difficile claim 
should be used to augment through physical cleaning.  

CDC changes recommendations 

The CDC recommendations for cleaning C.difficile environments have changed from using bleach 
solution during an outbreak to requiring the use of an EPA approved disinfectant to routinely clean 
horizontal and vertical surfaces and EPA approved bleach solution with a spore claim for terminal 
cleaning. This change should also be communicated and implemented in key ancillary depart-
ments that would require equipment cleaning after contact with a C.difficile patient or environ-
ment. 

Environmental Services role 

Environmental Services have a key role in reducing contamination that can directly transmit to 
patients or contaminate the hands of health-care personnel. It is essential Environmental Services 
and Infection Prevention departments work closely together to develop a cleaning cycle for inpa-
tient C.difficile rooms (daily, cycle and terminal), hospital owned clinics and doctor’s offices and 
treatment rooms. If contracted Environmental Services are utilized, make sure hospital approved 
cleaning products and cleaning expectations are communicated and implemented to meet the 
hospital’s Infection Prevention Policy. This also includes hospital off-site ambulatory care centers 
and long term care centers that function under the hospitals policies. 
 

It is also important to educate all support services departments that have the potential of entering 
a C.difficile patient’s environment. Considered creating department specific training with topics 
specific to the hospital approved cleaning product, how to use the product appropriately, appropri-
ate PPE and hand hygiene. Decreasing the spread of C.difficile is everyone’s responsibility. Con-
sider creating an audit tool to measure staff knowledge specific to C.difficile. The questions 
should be simple and not take up much time for your staff to answer and should be done in an 
interview format. It could be implemented into your Hazard Surveillance Tool or during building 
tours. By doing this you can gain a baseline for your staffs’ general knowledge and build the edu-
cation around the identified gaps. A few sample questions can be found below: 

 What product would you use if you were cleaning a C.difficile patient room? 
 What product would you use if you were cleaning a tool or piece of equipment that came into 

contact with a contaminated surface in a C.difficile environment? 
 

continued on next page  
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 How do you use the cleaning product? 
 How do you know if the patient is on C.difficile isolation? 
 What PPE is required to enter a C.difficile room? 
 Hand hygiene? 

Coordination with satellite facilities 

Also, get hospital owned off-site facilities and clinics and doctor’s offices involved in developing a pro-
cess for notifying EVS if they have a patient in their treatment area that is being ruled out for 
C.difficile. EVS can then respond with the approved cleaning process agreed upon by Environmental 
Services and Infection Prevention. The team may decide that following a rule out or known C.difficile 
patients visit to the clinic, the treatment room is treated as a terminal clean and will be cleaned at a 
determined time (immediately, end of day, during normal cleaning cycle). Clinics and doctor’s offices 
also need to develop cleaning cycles for reception areas and other common patient areas. Consider 
if these areas should be cleaned with the hospital approved C.difficile cleaning products on a routine 
basis and educate staff on proper use. 

Working together as a team and developing process to communicate updates about C.difficile, rou-
tine education and auditing staff will decrease the amount of C.difficile patients entering and being 
treated in your healthcare facility over time. 

 
 

TSIG’s Best Demonstrated Practices in the Field: 
Hands-on Extinguisher Training Tool 

by George A. Rivas, CHSP, FSM 
 

The joy of providing hands-on fire extinguisher training can only be equaled to the success this train-
ing has on educating staff on what it really feels like to handle, discharge and extinguish a live fire. 
Although setting up gas-filled fire pans and propane burners provided students a realistic scenario 
that no class room training could ever afford, today few organizations have the time or resources to 
set up such elaborate demonstrations. Therefore, I was impressed when visiting Arnold Palmer Chil-
dren’s Hospital, where I witnessed and excellent training tool that comes as close to live extinguisher 
training as one could get while remaining indoors.  

Rick Urban, Director of Engineering acquired the BullsEye Fire Extinguisher Training System, which 
combines a laser-equipped, mock extinguisher, and a digital, on-screen "fire" display for use during 
orientation and ongoing training. Urban stated that he considers the system to be a clean, safe and 
effective alternative to live fire training, adding that the advantages include “making training safer and 
easier, allows training to take place anywhere indoors and 
has the ability to grade users and track proficiency”. Upon 
personally demoing this training tool, I can honestly say that I 
was impressed. Although nothing replaces the realistic expe-
rience of feeling the heat of a pan fire and the force & effec-
tiveness of discharging an actual extinguisher, this tool 
comes about as close as one can get, and that is why it 
makes my list of Best Demonstrated Practices. For more in-
formation on the BullsEye Training System, visit their website 
at: http://www.bullexsafety.com/bullseye.aspx  
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TJC’s Top Hospital LS & EC RFI’s in 2012                              
by Dean Samet, CHSP 

 

In an October memo, Larry Poniatowski, Principal Consultant for Accreditation 
Compliance Services at the University HealthSystem Consortium, shared with 
his UHC membership a spreadsheet listing the top 20 The Joint Commission 
Requirements for Improvement (RFIs) going back to 2006 and up through the 

first half of 2012. TJC aggregates standards compliance data every six months to identify trends 
and pinpoint which areas presented the greatest challenges to the accredited hospitals surveyed 
during that period. TJC surveys roughly 1400 hospitals annually.    

Following are 11 Life Safety and Environment of Care standards that ranked in the top 20 TJC 
most frequently cited standards and percentage of organizations that received RFIs for that partic-
ular standard in the first half of 2012: 

Rank (2) - LS.02.01.20: The hospital maintains the integrity of the means of egress. Cited 
52% (56% in 2011) 

Rank (3) - LS.02.01.10: Building and fire protection features are designed and maintained to 
minimize the effects of fire, smoke, and heat. Cited 47% (52% in 2011) 

Rank (4) - EC.02.03.05: The hospital maintains fire safety equipment and fire safety building 
features.  Cited 40% (40% in 2011) 

Rank (7) - LS.02.01.30: The hospital provides and maintains building features to protect indi-
viduals from the hazards of fire and smoke. Cited 37% (45% in 2011) 

Rank (8) - LS.02.01.35: Provides & maintains systems for extinguishing fires. Cited 34% (31% 
in 2011) 

Rank (9) - EC.02.06.01: Establishes and maintains a safe, functional environment. Cited 33% 
(Not ranked in 2011) 

Rank (10) - EC.02.02.01: Manages risks related to hazardous materials and waste. Cited 29% 
(Not ranked in 2011)  

Rank (11) - EC.02.05.01: Manages risks associated with its utility systems. Cited 28% (25% in 
2011) 

Rank (16) - EC.02.05.09: Inspects, tests, maintains medical gas and vacuum systems. Cited 
25%. (22% in 2011) 

Rank (17) - EC.02.05.07: Inspects, tests, maintains emergency power systems. Cited 23% 
(26% in 2011) 

Rank (20) - EC.02.03.01: Manage fire risks. Cited 19% (21% in 2011)  

Note: The above percentages of organizations receiving RFIs has only slightly increased or de-
creased since 2011. It should also be noted that in many cases, noncompliance may be due to 
“documentation” issues.   
 

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

          



 

 

 

 
 

Mr.  Heiman, 
 

I would like to take a moment of your time and offer you my personal perspective on your 
company, and specifically, Mr. Tim Crowley.  TSIG and Mr. Crowley have been working with 
Westchester Medical Center for many years.  The technical expertise that your company 
offers to your clients for compliance with building codes, Joint Commission & Life Safety 
Code is a valuable, and widely recognized asset.  
 
There is another important aspect to the services you provide that is difficult to quantify.  
Perhaps the greatest asset is the willingness of your staff to mentor and educate your 
customers.  In my particular case, I am fairly new to the world of Environment of Care and 
Life Safety, but Tim has been an essential in bringing me “up to speed” on a wide variety of 
topics.  Any one take a variety of courses or seminars to learn the fundamentals of these 
topics, but the application and interpretation of the codes is what Tim does best.  I personally 
appreciate Tim’s willingness to go above and beyond for your clients. 
 
Garrett T. Doering, M.S., CEM 
Director of Safety & Emergency Management 
Westchester Medical Center  


