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Hospital Construction and ILSMs Procedures 
By Michael Craig 

 
Today’s hospital environment involves construction 
almost daily.  Construction is a necessary function that 

has to be done from time to time in hospitals across the country.  Space 
allocation is limited in hospitals, and, is very important to maintain the 
efficient operations throughout the facility.  In order to allocate as much 
space as possible to an area or department, construction projects should 
be well planned and thought out, before construction begins.  During the 
time that these projects are ongoing, the safety of the staff, patients, and 
visitors, must be maintained at all times.  Procedures should be 
implemented to assure that safety and protection of lives is primary.   

 There are things that need to be accomplished prior to the 
beginning of the construction project.  The plans for the construction 
must be reviewed by all parties involved.  This includes the construction 
or project manager, representatives of the hospital safety committee and 
facility directors, local fire marshals, and other departments that will be 
affected.  This group should have pre-construction meetings to review 
the plans. In these meetings, the life safety features, such as fire and 
smoke barriers, sprinkler systems, alarm systems, smoke detection 
systems, exits and exit passageways, and fire extinguishers, should be 
assessed to determine what will be affected.  Along with the life safety 
features, operational systems such as, telecommunication systems, 
medical gas piping, and other daily functions should be assessed to plan 
for any interruptions.  One or all of these could put the safety of the 
occupants in danger, if it is not functioning properly. The adjacent areas 
to the construction area also need to be assessed and determine what 
changes will be affected during the construction when the ILSMs are put 
into action.  Any deviation that interrupts these things needs to be 
assessed and proper alternatives devised to adhere to the life safety 
code.  It would be a good idea for this group to tour the area where the 
construction will take place, and the surrounding areas that are going to 
be affected by the construction, so that the proper ILSMs can be 
assessed and initiated.   

 There are several things that are required by the Life Safety Code and 
the Joint Commission, which need to be instituted before, during, and 
after construction projects. The Life Safety Code requires that where a 
fire alarm system is out of service for more than four hours in a twenty-
four hour period, a fire watch shall be provided and that the local 
authority having jurisdiction (AHJ) shall be notified.  A fire watch should 
involve a special action beyond normal staffing, such as additional 
security guards touring the areas periodically.  These individuals should 
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be trained in fire prevention and in occupant and fire department notification techniques, according 
to hospital policy.  They should also be aware of the ILSMs that are in place for the area. 

 Exit signs should be posted in the area that is affected by the construction.  This may involve 
moving the existing signs to different locations, installing additional exit signs, or covering the exist-
ing signs.  If these signs are covered, or relocated, make sure that there are additional signs in-
stalled in corridors that will lead the occupants to the nearest exit or to a safe area.  The hospital 
staff needs to be trained and made aware of the locations of the new exit signs, since this is going 
to be out of their normal activities.  Construction project managers need to make sure that there are 
adequate exit signs within the area of construction.  Assess the outside exits and passageways to a 
public way, if these exits are involved in the construction.  These exits should not be obstructed.  
Other means of egress should be identified, if these exits are involved in the construction.  

 Fire alarm and sprinkler systems should not be deactivated in the area unless it is absolutely 
necessary.  If they are, a fire watch should be implemented.   Additional fire-fighting equipment can 
be placed in strategic locations, such as fire extinguishers, where the systems are impaired.  Con-
sult with the local fire department and get their input in these situations. This will give you an outside 
resource that can be very helpful, and, in the process, will keep the fire department advised of the 
construction that is going on so that they are aware of the different life safety features that have 
been compromised, due to the construction.  They need to be aware of any firefighting and alarm 
systems that are temporarily inactive.   

 When construction is started, everyone knows that these sites create dust and debris. These 
sites must be partitioned off from the rest of the hospital.  These partitions should be smoke tight 
and made of noncombustible or limited combustible materials that will not contribute to the develop-
ment or spread of a fire.  Hospital staff needs to be made aware that these partitions are to be kept 
closed. These partitions will keep the dust and debris within the construction area.  All construction 
equipment must be maintained and stored inside the construction area.  No equipment should be 
stored in corridors or stairs.  If possible, make additional security rounds with security officers to see 
that the ILSMs are in place and being followed. 

 One of the most important things that the hospital can do is to train staff members in the ILSM 
policy and procedures.  Staff should have refresher training on firefighting equipment, fire depart-
ment notification procedures, evacuation procedures, and any other life safety features that are 
temporarily changed. They should be made aware of changes in exits and areas of refuge that may 
have changed.  Any measure that has been temporarily implemented to ensure the safety of the 
occupants should be presented to staff members on all shifts.  The training and all changes should 
be done prior to the construction project beginning, and, depending on the length of time that the 
project takes, it should be repeated according to hospital policy.  During the period of construction, 
at least one additional fire drill should be performed quarterly per shift.  

 Once the project is stated, and again when it is completed, all parties involved in the initial 
tour and planning stage should make a final tour of the project. This is to assure that all construction 
and safety features are in place according to code and hospital policy.  All fire alarm and sprinkler 
systems should be inspected prior to normal operation can resume in the areas affected by the con-
struction. All other operational features need to be inspected and tested prior to returning the area 
to normal operation. 

 Maintaining occupant life safety is the primary concern.  The Life Safety Code is a minimum 
standard that you have to keep people safe.  Staff members are a vital key to having the interim life 
safety functions carried out.  Once in place, these measures have to be inspected on a regular ba-
sis to assure the safety of the occupants of the building.  Written policies and procedures must be 
documented.  All inspections that are performed during the construction period need to be docu-
mented, as well.  All these things take a concerted effort with all parties involved.  With the interim 
life safety measures in place and followed, construction projects and the areas involved, become a 
much safer place for hospital staff, patients, and visitors to have the protection that is needed in 
case of an emergency. 
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Measuring the Pulse of Compliance: 

TJC’s New Intracycle Monitoring Process  

& Focused Standards Assessment                             
by Dean Samet 

 

Announced in the October 2012 The Joint Commission Perspec-
tives article, Joint Commission to Launch New Intracycle Monitoring 

Process: Focused Standards Assessment to Replace Periodic Performance Review, TJC intro-
duced the Intracycle Monitoring (ICM) process including their new Focused Standards Assessment 
(FSA) tool which replaces the Periodic Performance Review (PPR). Effective January 1, 2013,  
these processes and tools are meant to help health care organizations with their continuous com-
pliance efforts and activities and identify and manage risks. 
 

As part of the ICM process, the ICM Profile is an online workspace for all accredited organizations 
on The Joint Commission Connect™ extranet site that includes the FSA, links to useful resources, 
e.g., TJC standards FAQs, the Leading Practice Library, and risk information at both the accredita-
tion-program and organization-specific levels. 
 

TJC will require FSA submission at approximately 12 and 24 months after the organization’s trien-
nial survey. Three “Options” will continue to remain that were available in the previous PPR pro-
cess. Presently, FSA submission will be required for all accreditation programs except for critical 
access hospitals, office-based surgery, and long term care organizations.  
 

TJC process improvement teams developed a list of major risk areas applicable to each accredita-
tion program which are linked to a minimum subset of risk-related standards that address high-risk 
areas, purportedly, standards designed to proactively manage risk and save lives by focusing on 
certain critical elements of performance (EPs). Then three additional categories of high risk stand-
ards were included: all National Patient Safety Goals (NPSGs); certain direct and indirect impact 
standards; and standards listed as requirements for improvement (RFIs) from an organizations sur-
vey events conducted during the current triennial or biennial accreditation cycle.  
 

The minimum subset of risk-related standards appears with a new ‘R’ risk icon in the FSA tool on 
The Joint Commission Connect™ extranet site as well as in the various 2013 accreditation stand-
ards manuals. The risk-related standards for each accreditation program include: 

 All National Patient Safety Goals (NPSGs) 

 Standards related to accreditation program-specific risk areas identified by The Joint Com-
mission 

 Select direct and indirect impact standards 

 Standards listed as requirements for improvement from an organization’s survey events   
conducted during the current triennial or biennial accreditation cycle 

  Note: Organizations have the option of reviewing either all or just the risk-related             
  standards in the FSA tool!  
 

According to The Joint Commission, both the full Focused Standards Assessment and the availa-
ble options facilitate an organization’s continuous accreditation compliance process by incorporat-
ing this additional form of self-evaluation. Accredited organizations are also encouraged to partici-
pate in an educational conference call with TJCs Standards Interpretation Group.  

Questions about the new ICM process may be directed to intracycle@jointcommission.org.  

  



 

 

 

ECRI & TJC Target Medical Device Alarms                                            
by Dean Samet  

 

The Economic Cycle Research Institute (ECRI) is an independent, nonprofit 
organization that researches the best approaches to improving the safety, 
quality, and cost-effectiveness of patient care. In their November 2012 
Health Devices Guidance Article, “Top 10 Health Technology Hazards for 
2013,” medical device alarm hazards again made the top of their top 10 list. 
 

 While improvements have been made at many hospitals, alarm hazards still remain a high-impact, 
high-profile patient safety concern according to ECRI. Medical devices sound alarms or alerts 
when there are potential or actual problems with the patients connected to the various pieces of 
medical equipment. The sheer number of alarms associated with the many medical devices used 
continues to be a problem for caregivers who could become overwhelmed and possibly desensi-
tized (alarm overload or alarm fatigue) when trying to respond to numerous and simultaneous pa-
tient care equipment alarms. This could result in ineffective responses or prompt unsafe actions 
such as delayed response or even missed alarms, leaving patients at risk.   

 

ECRI believes that health care facilities can continuously improve the manner in which alarms are 
managed, achieving a balance between too many alarms sounding and too few. Below are some 
ECRI recommendations to reduce alarm-related adverse incidents. 
 

1) Evaluate the manner in which alarms are handled by devices and systems, including those in 
use at your facility and those you are considering for purchase.  

 Consider how alarms are managed by the initiating device 
 Consider how alarms are managed by ancillary alarm management systems 
 Consider how alarms are handled by the clinician-carried communication devices 
 Consider how alarms are managed in the overall system 

 
2) Verify that your alarm management program addresses the following for each care unit: 

 The overall alarm load, considering the full complement of equipment in use and how the 
equipment is configured, as well as any associated ancillary alarm management technolo-
gies 

 The number of parameters monitored 
 Staffing levels, staffing patterns, and care model 
 The physical layout of the care unit 

 
3) Assess your protocols and policies for the following, and modify them as necessary: 

 Setting alarm-system limits and priority levels. Protocols should define the default alarm 
settings for the specific care unit 

 Protocols should include criteria to guide caregivers in adjusting alarm settings from their 
default values for individual patients  

 Alarm notification and alarm response. Effective protocols will ensure that the appropriate 
caregiver is alerted and that the alarm is promptly addressed 

 Controlling alarm silencing, modification, and disabling. This includes using the strongest 
password-protection techniques available on the medical devices and systems to prevent 
unauthorized access to setting menus 

 
4) For new care areas, be sure to consider the above-listed issues from the earliest planning 
stages. As always, it is imperative to solicit the perspectives of clinical staff, especially the nurses 
and others who are responsible for a timely response to the medical equipment alarms.   
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Note: See ECRI November 2012 Health Devices Guidance Article, “Top 10 Health Technology 
Hazards for 2013,” for more detailed information and a complete list of recommendations and 
resources.    

 

The Joint Commission has also jumped on the alarm management bandwagon. A January 9, 2013 
report generated by TJC’s Department of Standards and Survey Methods, Proposed 2014 Nation-
al Patient Safety Goal on Alarm Management for hospitals and critical access hospitals has been 
posted on TJC’s web site for field review and comments. The overall purpose of TJC’s National 
Patient Safety Goals is to improve patient safety by focusing on problems in health care safety and 
how to solve them.  

 
According to TJC, if alarms intended for patient safety are not managed properly, they can com-
promise patient safety. While universal solutions have not yet been identified, it is important for 
hospitals to understand their own situation and develop a systematic, coordinated approach to 
alarms. This proposed NPSG will be updated to reflect best practices as alarm management solu-
tions continue to be identified.   

 

Proposed 2014 NPSG.06.01.01 for Hospitals 

Proposed Rationale (Go to TJC web site@ www. jointcommission.org                                                                     
Standards Field Reviews- for entire Rationale) 

Proposed Text for NPSG.06.01.01, EP 1:                                                                                                                  
Leaders establish alarm safety as a hospital priority.                                                                                                 

Proposed Text for NPSG.06.01.01, EP 2:                                                                                                                
Prepare an annual inventory of alarms used in the hospital and identify the default alarm settings.         
(For more information, refer to Standard EC.02.04.01) 
 
Proposed Text for NPSG.06.01.01, EP 3:                                                                                                               
Based on the annual inventory, identify the most important alarms to manage. 
 
Proposed Text for NPSG.06.01.01, EP 4:                                                                                                         
Establish policies and procedures for managing the alarms identified in EP 3 above that 
at a minimum address the following: 
- Whether specific alarms are needed or unnecessarily contribute to safety concerns 
- When alarms can be disabled 
- When alarm parameters can be changed 
- Who in the organization has the authority to make decisions about disabling alarms and 
  changing alarm parameters 
- Monitoring and responding to alarms 
- Checking individual alarms for accurate settings, proper operation, and detectability 
  (For more information, refer to Standard EC.02.04.03) 
 
Proposed EP for NPSG.06.01.01, EP 5:                                                                                                                  
Educate staff about alarm policies and procedures. 
 
It certainly appears that medical device alarm safety and managing those alarms (that have the 
most direct relationship to patient safety) is going to be one area of focus for future TJC surveys.  
Improvements in the manner in which alarms are managed resulting in enhanced patient safety 
can be achieved by following the aforementioned ECRI recommendations and TJC’s Proposed 
2014 National Patient Safety Goal NPSG.06.01.01.      
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The Road to Recovery Through a CMS Systems Improvement Agreement 

By Barbara Pankoski, CHFM, CHSP-FSM Sr. Regulatory Consultant 

 
A “Systems Improvement Agreement” (SIA) is a contract between the Centers for Medicare and 
Medicaid Services (CMS) and a hospital.  The agreement allows for a hospital with several 
“Immediate Jeopardy” or repeated “Immediate Jeopardy” deficiencies to not lose CMS funding 
while they work toward correcting those deficiencies.  The agreement is for a limited time which is 
designated by CMS, with 12 months being the normal time period but others have been allowed 
up to 19 months. The hospital agrees to appoint a “qualified, unbiased independent expert” at its 
expense, who will act as agent and liaison to CMS.   
The independent consultant must be agreed upon by CMS.  This independent expert will conduct 
a comprehensive analysis of the facility as compared to the Medicare Conditions of Participation 
(CoPs)  as well as make recommendations for facility changes and improvements in order to en-
sure compliance with the CoPs’.  The consultant will not only make recommendations but assist in 
the implementation and evaluation of changes to ensure an effective hospital wide Quality As-
sessment and Performance Improvement Program.  The consultant will report periodically (has 
been monthly in most cases) to the Centers for Medicare and Medicaid Services in order for pro-
gress to be monitored.  CMS will return to the hospital usually within twelve months after the con-
sultant’s plan has been accepted to conduct a full “Conditions of Participation Survey” and ensure 
the hospital is in compliance all CoPs’ – not just those the hospital has been found deficient on 
during previous surveys. 

One hospital’s agreement with CMS was to do the following: 
• Hire independent consultants who were approved by CMS, to research and analyze the 
hospital’s procedures and provide a report back to CMS within 60 days which showed the 
needed improvements for the facility to be compliant with the Medicare Conditions of Partici-
pation. 
 
• Participate in developing a written plan which outlines the needed actions the facility must 
take in order to reach compliance with the Medicare Conditions of Participation.  
 
• Employ one or more nationally recognized expert(s) which CMS approved in order to create 
and put into practice a” Quality Assessment and Performance Improvement (QAPI)” program 
within 60 days after their hire.  
 

Traditionally SIA’s have been utilized more for Long Term Care Facilities, however more recently 
CMS has offered some hospitals the option of an SIA, which is a huge break for the facility and 
the community.  A hospital with an Immediate Jeopardy finding could be facing Medicare decertifi-
cation and the facility could find itself with no Medicare/Medicaid funding which could force them 
to close their doors considering some hospitals may depend on as much as  70% of their revenue 
from this funding.  The closure of a hospital could have widespread negative effects for the foun-
dation of a community when those services, jobs and revenues are discontinued. 
When the hospital agrees to enter into an SIA, they are allotted more time to correct conditions of 
participation which were found to be out of compliance than the time frame which is normally al-
lowed from a regular validation survey and rather than facing the possibility of decertification. The 
Systems Improvement Agreement also serves to promote systemic changes to be in compliance 
with the “CoP’s” and to stay in compliance, promoting an approach that facilitates sustained com-
pliance rather than quick, temporary fixes. 
The time, effort and expense of entering into a System’s Improvement Agreement should not go 
unnoticed.  Having been through the process with one hospital, it was one of the most demanding 
and rewarding experiences that I have ever been through.  The dedication of the employees has 
to be the greatest factor in my opinion when deciding to enter an SIA, without their commitment it  

continued on next page  



 

 

 
is impossible to accomplish the improvements for the safety of its patients, the betterment of the 
community and the organization itself.  The cost of hiring outside experts and correcting deficiencies 
can be substantial; the facility has to be dedicated to the financial responsibility.  Although the     
process may be at times painful, the end result is a safer organization for all.  
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TSIG and SimplexGrinnel:  

Cross Marketing Services 

 By Ralph Heiman 

 
TSIG and SimplexGrinnell, a Tyco business, have embarked on an im-
portant six-month pilot relationship to offer customers quality healthcare 
accreditation consultation services in addition to industry-leading fire pro-
tection services.  

 

SimplexGrinnell is a longtime leader in fire and life-safety solutions and services, and has decades 
of experience in serving the needs of healthcare institutions.  Under this relationship, more than a 
dozen SimplexGrinnell service sales representatives will offer healthcare clients an expanded list of 
services that includes accreditation services.  In essence, this will provide hospitals with a single 
point of contact for fire protection and accreditation services.  
 

The relationship will provide great value for both organizations and, more importantly, for healthcare 
facilities and institutions. For SimplexGrinnell, it expands their offerings and increases the overall 
value that can be provided to healthcare customers.  With a wider range of solutions, SimplexGrin-
nell can strengthen its life-safety partnerships with healthcare customers and better meet their 
needs, goals and challenges. For TSIG, it will afford greater opportunity to provide our knowledge 
and expertise to healthcare clients looking for help with the demanding accreditation process. 
 

There are approximately 5000 accredited hospitals in the US, which rely on funding from the federal 
and local government thru payments for Medicare and Medicaid. Some hospitals receive nearly 
70% of their revenue from this type of reimbursement.  It is believed that most cannot survive with-
out Medicare and Medicaid reimbursement.  As a result,  there is great emphasis on the entire ac-
creditation process, which typically occurs as an unannounced survey every three years. In some 
instances, however, a survey can be conducted as early as 18 months after the previous survey –  
assuming no major deficiencies (RFI’S) were found during the previous survey.  
 

By the way, besides The Joint Commission (TJC), hospitals may choose to be accredited by the 
American Osteopathic Association’s Healthcare Facilities Accreditation Program (HFAP) or the 
commission on Accreditation of Rehabilitation Facilities (CARF), and of course are subject to sur-
veys by the Centers for Medicare & Medicaid Services (CMS) and the local Health Departments. 

SimplexGrinnell is a key business within Tyco, a $10 billion global leader in fire and security. This 
pilot relationship will concentrate on existing SimplexGrinnell healthcare customers in the United 
States on other institutions  looking for single point of contact  for both fire protection and accredita-
tion services. 

Should you wish to receive more information on the advantages of this relationship, contact Jack 
Kleminich at SimplexGrinnell, 978 835-2940, or Karim Bhimani at TSIG, 212 420 8724 x 141 
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The G.O. Team’s NFPA 101 Q & A 
by Gabriel Villegas, LEED AP and Olga Pankova, LEED AP 

 
 

Question: Are there circumstances under which treatment areas open to the corridor in a 
new healthcare occupancy would be permitted?    

Answer: No. Treatment areas open to the corridor present a violation of the code. 
NFPA 101 2000 Edition 18.3.6.1 

 

Question: What are the limitations, if any, on the use of transfer grills in doors in Existing 
Healthcare Occupancy?   

Answer: The use of transfer grills is limited to toilet rooms, bathrooms, shower rooms, sink 
closets, and similar auxiliary spaces that do not contain flammable or combustible materi-
als. NFPA 101 2000 Edition 19.3.6.4 

 

Question: Are portable space-heating devices allowed in offices within a 
healthcare occupancy? 

Answer: Yes (since offices are considered non-sleeping areas), provided the heating      
elements of such devices do not exceed 100°C (212°F). NFPA 101 2000 Edition 19.7.8  

 

Question: Is the use of candles in the hospital chapel prohibited? 

Answer: Although definite care should be exercised, there are no codes that prohibit the 
use of candles in chapels in healthcare occupancies.   However, you may want to verify 
with your local AHJ and perform an internal risk assessment.   

 

Question: Do all fire exit signs in a facility have to be of the same color? 

Answer: No, NFPA 101 only states that there must be a “distinctive” color for signs.       
Distinctive does not imply one color in this context, unless required by local or state AHJ 
to be a certain color. NFPA 101 2000 Edition 7.10.1.7  

 

Question: Are we required to maintain a stock of spare sprinklers? 

Answer: Yes, as stated in NFPA 13 a supply of spare sprinklers (never fewer than six) 
needs to be maintained.  These sprinklers should correspond to the types and temperature 
ratings of the sprinklers already installed at the property and be kept in a cabinet located 
where the temperature to which they are subjected will at no time exceed 100°F (38°C).  In 
addition, a special sprinkler wrench shall also be provided and kept in the cabinet to be 
used in the removal and installation of sprinklers.  Lastly, the stock of spare sprinklers 
needs to be as follows: 

 For systems having less than 300 sprinklers, not fewer than six sprinklers 

 For systems with 300 to 1000 sprinklers, not fewer than 12 sprinklers 

 For systems with over 1000 sprinklers, not fewer than 24 sprinklers 

NFPA 13 1999 Edition 13, 3-2.9 
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Is Your Privacy Really Private? 
Ken Gregory 

 

Recently while talking with one of my Continuous Readiness 
clients and very dear friend, he suggested an idea of how we 
could help our clients in yet another way by assisting you 
deal with information security such as copier memories or 
similar.  Now while truly not trying to cut him out of any find-
er’s fees (ha-ha), I was a little resistant because I do know 
that hospital IT departments take great pride in their Infor-
mation Security programs and do an excellent job of protect-
ing the hospital’s IT systems.  But after some further thought, 
I felt like he may just be on to something, but in areas that 
people may not think of at the office AND at home with your 
very own private information.   
 

There are many publications that can be referenced for assistance such as websites from the 
Health and Human Services (HHS), Federal Department Insurance Corporation (FDIC), Federal 
Trade Commission (FDC), and numerous information security companies.  Obviously in our hospi-
tals, one of our major concerns is the Health Insurance Portability and Accountability Act of 1996 
(HIPAA).  In our Healthcare Organizations, numerous safeguards are put in place, many required, 
helping us guard against non-compliance, but we need to make sure we are ALL doing our part, not 
just the Information Management department.   
 

Yes, my client/friend is correct; as I am sure he will remind me of often.  In the Facilities Department 
for example, a lot of other information is often put in a position to be compromised without even re-
alizing it.  Copiers certainly are a rich source of information.  We are always tasked with making 
sure our workforce is capable of “multitasking” to increase efficiency.  Well our machines are no dif-
ferent. With today’s constantly growing technology capabilities, now more than ever, we have ma-
chines that are considered Multi Functional Printer (MFP) devices, meaning they can perform many 
tasks at once such as printing, network printing, copying, faxing, and scanning just to name a few.  
These devices typically have hard drives in them to be able to perform all these tasks.  Unless 
those hard drives are cleaned, data is still there for the taking of someone who knows how to obtain 
it.   
 

Hopefully your IT department has extensive policies safeguarding your standard equipment such as 
copiers and printers, and network capabilities, but what about other areas.  How many times have 
you handed someone a flash drive with a power point presentation on it to display on the big 
screen, or to a person at a local print shop to plot some drawings for you?  What about that picture 
you took with your phone of some important information so you could remember it when you got 
back to your office, or send it to your assistant to print for you?  Do you have a multi functional de-
vice in your home to print and scan documents that you work with nearly daily while trying to keep 
up in this busy world we live in?  What kinds of things do you do to safeguard those practices?  
What about those financial budget reports you are working on for the coming year?  Those draw-
ings you gave the print company a copy of would be invaluable data to someone wanting to do your 
facility, and its occupants harm.   In the hands of a lawyer suing your organization, or someone that 
would like to blow items out of proportion just to embarrass your organization, a copy of your 
“hazardous rounds” might be just the information they need to twist around to their advantage.  You 
may think that the processes you work on are not significant, but rest assured they are.  What about 
at home? Would you like for someone to have a look at your personal IRS Tax return?  Or perhaps 
get hold of your child’s ballet schedule of times, dates, and locations?  Food for thought!!  
 



 

 

10 

 
Antineoplastic and Other Hazardous Drugs in Healthcare Settings                        

by Dean Samet, CHSP     

                                                                          

The National Institute for Occupational Safety and Health (NIOSH) recently pub-
lished a 2012 update to a 2004 Alert: Preventing Occupational Exposures to 
Antineoplastic and Other Hazardous Drugs in Health Care settings.  Appendix A 
of the Alert identifies a sample list of major hazardous drugs. This list was updat-
ed in 2010. In the 2012 Alert NIOSH presents a standard precautions or universal 
precautions approach to handling hazardous drugs safely. 

Hazardous drugs include those used for cancer chemotherapy, antiviral drugs, 
hormones, some bioengineered drugs, and other miscellaneous drugs. Even though new drug de-
velopments are rapidly evolving, as are unique approaches to treating cancer and other serious 
diseases, the Alert does not attempt to perform drug risk assessments or propose exposure limits.  
Also, the definition of hazardous drugs used in the Alert is based on the 1990 definition originally 
developed by the American Society of Health Systems Pharmacists (ASHP). Therefore, the defini-
tion may not accurately reflect the toxicity criteria associated with the newer generation of pharma-
ceuticals.  Therefore, when working with any hazardous drug, health care workers need to follow a 
standard precautions approach along with any recommendations included in the manufacturer’s 
material safety data sheets (MSDSs).  

The 1990 definition of hazardous drugs developed by ASHP was revised by the NIOSH Working 
Group on Hazardous Drugs for the Alert. Drugs considered hazardous include those that exhibit 
one or more of the following six characteristics in humans or animals: 

 Carcinogenicity 

 Teratogenicity or other developmental toxicity 

 Reproductive toxicity 

 Organ toxicity at low doses 

 Genotoxicity 

 Structure and toxicity profiles of new drugs that mimic existing drugs determined hazardous 
by the above criteria 

As the use and number of these potent drugs increase, so do the opportunities for hazardous ex-
posures among health care workers. This Alert presents criteria and sources of information for de-
termining whether a drug is hazardous as well as a list of hazardous drugs.  Due to new drugs en-
tering the marketplace on an ongoing basis, this list may not be all inclusive. Organizations should 
create and maintain their own list. Newly purchased drugs should be evaluated against the organi-
zations hazardous drug criteria and added to their list if they are deemed hazardous.   

General handling precautions:  

 All hazardous drugs, regardless of the formulation, should be labeled as such to prevent 
improper handling  

 Tablet and capsule forms of hazardous drugs should not be placed in automatic counting 
machines, which subject them to stress and may introduce powdered contaminants into the 
work area  

 Counting and pouring of hazardous drugs should be done carefully and clean equipment 
should be dedicated for use with these drugs 

 Crushing tablets or opening capsules should be avoided and liquid formulations should be 
used whenever possible 

continued on next page  

 



 

 

 

 During the compounding of hazardous drugs (e.g., crushing, dissolving, or preparing a solu-
tion or an ointment), workers should wear non-permeable gowns and double gloves  

 Compounding should take place in a ventilated cabinet whenever possible 
 

Another consideration for health care worker safety is compliance with the Occupational Safety and 
Health Administration (OSHA) hazard communication standard 29 CFR 1910.1200 which requires 
employers to develop a hazard communication program appropriate for their unique workplace. An 
essential part of the program is the identification of all hazardous drugs a worker may encounter in 
the facility. Compliance with this standard entails (1) evaluating whether these drugs meet one or 
more criteria for defining hazardous drugs and (2) posting a list of hazardous drugs to ensure worker 
safety. This standard applies not only to health care professionals who provide direct patient care 
but also to others who support patient care by participating in product acquisition, storage, transpor-
tation, housekeeping, and waste disposal.  

For the complete published Alert NIOSH List of Antineoplastic and Other Hazardous Drugs in 
Healthcare Settings 2012, including Appendix A -Drugs Considered Hazardous, go to the CDC.Gov/
NIOSH/Docs Web site @ http://www.cdc.gov/niosh/docs/2004-165  
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TSIG celebrates its 20th Year-HAPPY BIRTHDAY TO US! 

 
Traditionally the one who celebrates his/her birthday receives gifts to com-
memorate the occasion, however we are going to turn this around, and we are 
the ones who will provide gifts to hospitals who meet the following criteria: If 
you become a brand new client to us during our celebration year thru the end 
of December 2013, and we are retained to provide you with an SOC, we will in 
turn give you an Apple iPad loaded with the results of the SOC, your CAD 
plans and Barrier plans. Furthermore we will let you have free access for one 

year to our deficiency management system which is part of our TSIGWorks, a Computer Assisted  
Facility Management System (CAFM), pretty good gift, don’t you agree? 

TSIG was founded in 1993 as part of an AE firm and became independent around 4 years later. In 
2000 we separated from the AE firm all together and changed the focus of the company from provid-
ing Condition Assessments and CAFM services to a pure accreditation support company. We provide 
accreditation services for The Joint Commission (TJC), American Osteopathic Association (AOA)/
Health Facilities Accreditation Program (HFAP), DNV, CMS and the Commission on Accreditation of 
Rehabilitation Facilities (CARF). 

With nearly 450 clients “under our belt” we continue to expand our accreditation services to include 
SOC, EC Consulting, Accurate CAD plans for both CMS reimbursement and Barrier plans, LS mock 
surveys, full mock surveys in association with others, CAFM services, Damper surveys and our “ask 
the expert” web site TOLCAM-TSIG on Line Compliance Assistance Manager, wherein answers to  
any accreditation question can be found or if not we will provide a response within a few hours. 

Since we are constantly providing cutting edge technology solutions, we now do all our SOC’s on the 
iPad and can provide you with the preliminary results during the exit interview, followed by the final 
product in short order, both electronically and on paper. 

Currently under development is “Environmental Tours” software, also on the iPad, and an asset     
collection tool used for start-ups, BMP’s and setting up a CMMS system. 

So Happy Birthday to us, and we hope that you take advantage of our birthday gift. 
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              Emergency Power System Considerations 

by Ode Keil  
 

Hospitals are required to have a high level of redundancy built into electrical     
systems. The National Electrical Code and other NFPA documents specify the ar-
rangement of public utility services and emergency power systems. System capac-
ities are determined by the size of individual hospital buildings, the desired level of 
support of normal electrical system function, cost, etc.  

 

Once a system is in place it must be maintained. Typical maintenance programs include a weekly 
check of the equipment, monitoring of the amount of fuel on hand, testing the system under load, 
testing automatic transfer switches and testing the quality of stored fuel. A design and maintenance 
issue that is overlooked in many hospitals is system integrity. Experience during several recent   
severe weather events has exposed shortcomings in design and management of emergency power 
systems.  
 

On the design side, many older hospitals have critical emergency power system components at or 
below grade. The list includes the engines and generators, fuel supplies and distribution equipment. 
Since the widely publicized emergency power system failures that occurred during Hurricanes    
Andrew and Katrina, most new designs require this critical equipment to be located above storm 
surge or flood levels. Perhaps the most important failure was at Memorial Medical Center in New 
Orleans. The emergency power system of the hospital flooded during Hurricane Katrina and failed. 
A class action lawsuit brought on behalf of families of patients who died during the event alleged the 
hospital leadership was negligent for ignoring a much earlier recommendation to move key transfer 
switches and distribution panels to an elevation above the historical flood levels in the city. It is   
important to note that the hospital’s generators were located well above the water. This lawsuit   
created a great concern among healthcare leaders as it introduced a new liability theory. Eventually 
the owner of the hospital and the plaintiffs reached a settlement that included a denial of all the   
allegations brought against the owner in the lawsuit. While the settlement did not set a clear legal   
precedent, several national bodies including the American Medical Association commented that in 
the face of an increasing risk of legal action in the aftermath of an emergency, clearer legal stand-
ards are needed. There is already a great deal of published opinion about the same problem in the 
aftermath of Hurricane Sandy in the New York City area where several hospitals experienced emer-
gency power system failures and were forced to evacuate patients.  
 

On the maintenance side, very few hospitals do an adequate job of managing the integrity of emer-
gency power systems. Many systems are designed in an “N+1” configuration when new. The      
design is intended to assure reliable service even if one generator fails completely. Over time addi-
tions to buildings, changing beliefs about what equipment and systems need to be served by the 
emergency power system and degraded performance due to aging of system components all      
become problems. As new additions and equipment are added to an existing emergency power 
system the “+1” capacity is eroded. I have seen systems where an original “N+1” system was load-
ed to more than 90% of its total capacity as a result of additions and renovations, leaving no margin 
for error.  
 

Another system integrity issue being looked at by The Joint Commission and CMS is comingling of 
the three branches of the emergency power system. Inspectors and surveyors have identified this 
problem in many hospitals. Again, additions and renovations are the root cause. Whether due to 
lack of due diligence or simply due to a specific panel being the most convenient access point to 
emergency power, hospitals are ending up with branch circuit panels housing life safety, critical and 
equipment circuits.  

continued on next page  
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This arrangement is clearly code prohibited. It creates failure or disruption risks of patient critical 
functions and fire safety systems.  
 

Healthcare facility managers need to become more knowledgeable of electrical code requirements 
for the design and maintenance of normal and emergency power systems. Maintenance needs to 
be redefined to include maintenance of system integrity. Every request to add load to a system 
needs to be fully evaluated to determine its impact on capacity and the appropriateness of the    
layout of the added circuits and/or panels.  
 

The electrical system needs to be evaluated using a critical infrastructure assessment approach. 
This is similar to a Hazard Vulnerability Analysis. The critical infrastructure assessment evaluates 
which components of a building or system are critical for reliable functioning. Once identified, each 
component is evaluated to determine if it is located in a location that provides security from tamper-
ing and damage. Each is evaluated to determine if redundancy is required to meet functional needs 
even if codes and standards do not require it. The critical infrastructure assessment should be up-
dated each time an electrical system undergoes a significant modification. It is especially important 
to complete a critical infrastructure assessment during the design of new spaces or buildings.  
 

While it is unlikely all electrical system failures can be prevented, it is clear there is a need to under-
take a vigorous review of the current approach to maintenance and management of the systems. If 
an existing system is located in a risk zone and it is not economically or physically possible to relo-
cate key infrastructure, the leadership of a hospital is responsible for understanding the risks and 
factoring them into the emergency operations plan. History has demonstrated that loss of power 
results in loss of use of diagnostic and treatment capabilities, including life sustaining care. History 
has also demonstrated that a fully code compliant emergency power system is not capable of sus-
taining a tenable patient care environment when HVAC systems are not served. Knowing these 
things places an ethical and moral responsibility on healthcare leaders to act on it to protect the  
patients and staff.   

 

Updating Your Life Safety Drawings 
 

For those who do not subscribe to the Joint Commission’s publications, you may have missed some very 
important updates on the new requirements for what must be included within your current Life Safety 
drawings. Per their October 2012 edition of EC News and Perspectives, your Life Safety drawings must 
include displaying the following  information: 

 • A legend that clearly identifies features of fire safety (for example: fire extinguishers, exit signs) 

 • Areas of the building that are fully sprinklered (if the building is partially sprinklered) 

 • Locations of all hazardous storage areas 

 • Locations of all fire-rated barriers 

 • Locations of all smoke barriers 

 • Suite boundaries, including the sizes of the identified suites—both sleeping and nonsleeping  suites 

 • Locations of designated smoke compartments 

 • Locations of chutes and shafts 

 • Any approved equivalencies or waivers 

Therefore, it makes sense to review your current drawings to assure they contain the above require-
ments. Should you need to update your Life Safety drawings to meet these demands, feel free to contact 
TSIG at info@tsigconsulting.com and we would be glad to offer our expert services to draft clean and de-
tailed drawings and help your organization avoid any possible adverse outcomes during your next survey. 



 

 

14 

 

Hope and Change in the 2012 Life Safety Code 
By Henry Saunders, CHSP  

		

 The Life Safety Code is about to get a major facelift for 2012. And while many of the changes 
won’t go into effect until 2013, some of them are big enough that you might want to start working 
on them now. The changes in 2012 are big. The Centers for Medicare & Medicaid Systems (CMS) 
is in the process of reviewing the 2012 edition of the NFPA 101 Life Safety Code (LSC) for adop-
tion into their Conditions of Participation (CoP), which every hospital must comply with if they seek 
reimbursement from the government. (Currently, CMS has been using the 2000 edition of the LSC 
since March 2003.) 
 

What this means for all accreditation organizations, such as The Joint Commission (TJC), 
Healthcare Facilities Accreditation Program (HFAP), and Det Norske Veritas (DNV), will adopt  
these standards, since they are required to have standards that are equal to the CMS COP. If you 
have not adopted the subsequent changes in 2003, 2006, and 2009, since they weren’t enforcea-
ble (CMS hadn’t adopted them), you will also have to catch up on those Codes as well. Sound 
daunting? Don’t worry. While everyone is waiting on CMS to adopt the new 2012 edition of the Life 
Safety Code, You could already be thinking ahead on how to use and allow your Facility to receive 
the benefits of adopting the 2012. 

 

 

 

 

 

 

 

(CMS) memo released in March offers some flexibility for healthcare facilities in terms of Life Safe-
ty Code® (LSC) compliance, particularly when it comes to corridor clutter and combustible decora-
tions. The memo states that CMS will immediately allow hospitals to adopt four sections of the 
2012 LSC, also known as National Fire Protection Association 101. CMS is looking at eventually 
adopting the entire 2012 edition of the code, but is allowing hospitals to adopt these sections now 
through a waiver process. 
 

The Social Security Amendment Act of 1965, which created the Medicare and Medicaid programs, 
requires any healthcare facility receiving CMS funding to comply with the LSC. Since CMS has 
currently adopted the 2000 edition of the LSC, it is not allowed to simply adopt a portion of the 
2012 edition. "If an organization can’t comply with a certain LSC requirement, and the resolution of 
that LSC deficiency would be considered a significant hardship to do so, the organization is al-
lowed to submit a request to CMS to waive that portion of the LSC, which means they do not have 
to comply with it, if approved.  
  

The March CMS memo is unique because the agency is saying that a healthcare facility request-
ing a waiver does not need to demonstrate an unreasonable hardship to comply with the four sec-
tions of the 2012 code. A copy of this memo can be found at: 

 http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/
Downloads/SCLetter12_21-.pdf 
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That makes sense, and if there was a hardship, then they just need to fall back onto the 2000 edition, 
which does not allow these four changes: 

 

 LSC sections 18/19.2.3 Capacity of Means of Egress and more specifically the require-
ments at 18/19.2.3.4 which allow, under certain circumstances, projections into the means 
of egress corridor width for wheeled equipment and fixed furniture; 

 

      

 

 

 

 LSC section 18/19.3.2.5 Cooking Facilities, more specifically the requirements at 
18/19.3.2.5.2, 18/19.3.2.5.3, 18/19.3.2.5.4 and sections 18/19.3.2.5.5 which allow certain 
types of alternative type kitchen cooking arrangements;  

 

 LSC section 18/19.5.2 Heating, Ventilating, and Air Conditioning more specifically the re-
quirements at 18/19.5.2.3(2), (3) and (4) which allow the installation of direct vent gas fire-
places in smoke compartments containing patient sleeping rooms and the installation of 
solid fuel burning fireplaces in areas other than patient sleeping areas;  

 

 

 

 

 And lastly, CMS will consider a waiver to allow the use of the requirements found at LSC 
section 18/19.7.5 Furnishings, Mattresses, and Decorations including sections 18/19.7.5.6 
which allow the installation of combustible decorations on walls, doors and ceilings.  

 

 

 

 
 

More is sure to follow with the adoption of the 2012 Hospitals will be able to receive the benefits of 
larger Patients Sleeping Suites. Relaxed exiting requirements allow you to have suites exit from one 
suite to another. You will have to meet special requirements Patient Sleeping Suites Shall not ex-
ceed 7,500 sf where protected by approved, electrically supervised sprinkler system and complete 
coverage smoke detection. Suites greater than 7,500 sf and not exceeding 10,000 sf is allowed 
when direct visual supervision and automatic smoke detection in common areas is provided. 

                                                                    

Life Safety Code evaluations will be the hottest service in the next couple of years and Life Safety 
Plan Updates will be in high demand. George Mills of the TJC has provided specific requirements 
regarding building construction type and information pertaining to equivalencies granted that must be 
be identified on your Life Safety Drawings. Do your drawings show this information? You may have 
past equivalencies or FSES to help remain compliant that will be no longer required if 2012 is adopt-
ed. As for Myself, I needed a new code book to put my nose in just waiting for the right version. I  
expect 2013 to be a busy year. If you have any questions regarding these changes please feel free 
to submit them to info@tsigconsulting.com. 



 

 

 

 
  

 Ralph and George, 

First of all, thank you so much for providing me with the opportunity to attend the TSIG 
Physical Environment Symposium in Miami. As I expected from my past experience with 
WASA and TSIG, it was excellent! All of the speakers did a great job. Each was 
knowledgeable in their respective areas and there also seemed to be cross-over into each 
other's areas of expertise, which is a great asset. Everyone kept it interesting and did a great 
job of staying on track. That's an art.  

 I was also very impressed with your new TSIG Works program, as were others who attended 
 the meeting. I have responsibility for regulatory compliance, which includes life safety, fire 
 safety and utilities, etc., at two hospitals. TSIG Works, as well as TSIG for our SOC, would 
 make my job easier to manage. 

 Again, thank you so much for the educational experience. The speakers, content as well as 
 the venue were excellent! 

 Susan A. Moak, CHSP 

 Regulatory Compliance Coordinator 


